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General Abstract

The efficacy of psychological interventiomsthe treatment of traumatizedfentshas
been widely demonstratgdartin et al., 2021)and the current evidence shows promising
resultsfor specific populations, such as refugees and asylum sef@kgrsThompson et al.,
2018) However, there is strong evidendet a substantial proportion of patients does not
benefit sufficiently from treatment or discontinues treatment premat{8ehottenbauer et al.,
2008; Varker et al., 2021 reatment failure is a complex construct that carieeedas an
umbrella termencompassingeveral aspects, such as dropout and-response(Oasi &
Werbart, 2020)The consequences of treatment failure aregdaching and include negative
effects on the patient, the therapissociety, and the healthcare system in genéai.,
Ogrodniczuk et al., 2005; Smitkpeldoorn et al., 2019; Swift et al., 201Bowever, to date
there is a significant lack of research on dropout andresponse inthe treatment of
traumatized patients. Inader to gain a in-depthunderstanding of both aspects, which can later
form the basis for deriving preventive measures, it is important to examine the prevalence and
identify baseline predictors. Therefore, the overarching aim ofttegswas to fill ths gap by
providing newevidenceon the prevalence and predictors of dropout andrasponse in the
treatment of traumatizegopulations In particular, this thesis covers threeblications
designedo investigate the prevalence and predictors of dropautdestudiedareas, namely
the treatment of refugees and treatmanPTSD patientsn naturalistic settings. The fourth
publicationfocused on nomesponse, aiming to investigate its prevalence and predictors in
PTSD treatment.

Publication! andPublication Il were the firsto providecomprehensive evidence on
theprevalence and predictors of dropout in the treatment of refugees and asylum seekers. In the
absence of previous knowleddyblicationl was designed as a reviesynthesing refugee

spedfic findings andadditionallyreviewing existing evidence on treatment dropout in general
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andappling the findings to the refugee population. Further, we reviewed the current evidence
on measures to prevent dropolihe review revealed a significant raegof reported dropout
rates, varying from 0% to 64.7%dditionally, the review emphasized thémportanceof
predictors specific to refugees, such as high initial impairment, differing perceptions of mental
health,deviatingexpectations of psychologicakatment, and external treatment barriers. To
prevent dropout, it is crucial to prioritize the promotion of cultural competencies, cultural
adaptation of treatment, and preparation for treatment.

Based on the findings ofhe review Publication Il aimed to provide the first
comprehensive evidence on the prevalence and predictors of dropout in psychological or
psychosocial interventions for refugees and asylum seekers. Themadytic results of 28
eligible randomized controlled trials (RCTs), with 39 aettreatment conditions, and 2,691
participants, revealed a weighted average dropout rate of 19.14%. Dropout was less frequent in
the treatment condition compared to the control condit@R=< 0.52). The results revealed no
significant predictor of dropduexceptthe country in which the study was conducted, but
showed a potential influence of refuggeecific variables on dropout. Overall, the findings
suggest that the dropout rate is comparable to those reportediiefungee populationg.uture
reseach should focus on refugespecific variables, such as duration of stay in the country of
resettlement and asylum status, rather than applying predictors of dropout from Western
samples directly to the refugee population

Publicationlll examinedhe dropait rates and predictors of dropouAmSDtreatment
in a naturalistic settingf the 195 adults diagnosed with PTSD included in the study, 15.38%
discontinuedraumafocused cognitive behavioral thergpematurely, which wagrovided in
three specializk outpatient centers. Dropout rates were higher in younger patients, and lower
in patients who lived with their parents compared to living alétesults showed that the
dropout rate found in naturalistic settings was comparable to dropout rates fou@Ilin R

studies.Although routinely assessedohseline patient variablegere associated with dropaout
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the resultson prediction performance indicate that the overall model, comprising different
pretreatment variables, could not predict dropout to a practiesdtiul level.

PublicationlV was the first study to provide comprehensvealenceon the prevalence
and predictors of neresponse to firdine guidelinerecommended psychological treatments
for PTSD. The metaanalysisemployed amethodologysimilar to Publicationll, and meta
analyzed 86 studies, with 117 active treatment conditions, and 7,894 patients. The weighted
average noimesponse rate was 39.23%, and-nesponse was less frequent in the treatment
condition compared to the control conditi@R= 0.22). Higher nosresponse rates were found
to be associated with male gender, older age, and with being a refugee or veteran. Further,
higher PTSD symptom severity and the presence of comorbid depressive disorder or higher
depressive symptoms was assadatith nonresponse. Treatment type and treatment format
were identified as significant treatmewelated predictors, with lowest n@asponse rates in
treatments combiningprolonged exposurePE) and cognitive therapy ¢T), and in a
combination of indivilual and group therapy. Finally, noesponse was significantly higher in
studies reportingntentionto-treat (TT) analysis compared fgerprotocol PP. The findings
indicate that treatment modifications should be considered for specific subgroupSbf P
patients characterized by onernore of the identified baseline predictors.

In conclusion, this thesis addresses the lack of research on treatment failure in
traumatized populations. The integrated findings of the foublications provide
comprehense knowledge on the prevalence and predictors of dropout ancespanse in the
treatment of PTSD in general, in specific subpopulations of traumatized patients, and in specific
treatment settings. Future research should focus on a wider range ofcgpefctors and
examineunderlying mechanisms and process varialblegond pretreatment predictois
clinical practicethefindings have implications for the derivation of measures to preueht

reducedropout and nomesponse in the treatment of tnaatized populations
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fiTher e ivse nmeontacwhiitehout failure.

E John C. Maxwell2020E

M. is a22-yearold business student who lives in a shaapdrtmentHer parents live
far away and the contactis sparseSix months beford/. sought treatmenshe was involved
in acaraccident in whib her partner was seriously injur@dspired by a case report by Wild
& Ehlers, 2010) M. reportedon intrusivememoriesof the accidentregularflashbacksand
severe nightmare&ince the accidenM. has been unable tirive. Even as a passenger, she
feels extremely uncomfortable and reported frequent flashbdokghe pretreatment
assessmentM. showed negativeinterpretations of the intrusive memoriesshe was
experiencingshe fédt like shewas going mad After the accidentM. continued to develop
depressive symptomShe repoedthat shecouldbarelyget out of bed in the mornin§he no
longe exercised or went out with friends, even though she used to loMe eas diagnosed
with posttraumatistressdisorder (PTSD) and comorbid depression accordiriget&" edition
of the Diagnostic and Statistt Manual of Mental Disorder@SM-5; American Psychiatric
Association, 2022) M. started traumafocused cognitivébehavioral therapy (CBT) with
weekly sessions. After thrggeparatorysessionsM. and her therapighitiated the trauma
focused treatment, targetitige trauma memory witimaginalexposureo the traumatic event,
dysfunctional assumptions towards traumatic symptoarsj a trigger analys with
discrimination training In session 10M. beganto work on the traumati eventthrough
imaginal exposureAfter an intensive sessioim which she rexperienced théraumatic
situationin detail M. did not show up for theextscheduledreatmensession from one day to
the next. All attempts to continue the treatmmt irto the void M. haddecided to terminate
her treatment prematurelyhis treatment dropout caused a symptom aggravatidvi.fand a
feeling of failure and rejectidior thetherapistBut what predicte®1.6 dropout™ow frequent

is treatment failure”And couldthere have &éen measures to prevehis treatment failure

0



4 General Introduction

As John C. Maxwel{2000)aptly summarized in his quotkilures, whether in life in
general or in the course of therapeutic treatment, are impogfarencepoints for learning and
improvement.In our society, as well as in psychological research and practice, there is
widespread consensus on this assumgtnijpers, 2019; Eskreig/inkler & Fishbach, 2019;
Oasi & Werbart, 2020Despite the importance ahderstanishg the ph@omenon of treatment
failure, of systematically defining and operationalizingoit,quantifying its prevalenceandof
identifying factors that predict its occurrenc@sydiological treatmerfailure does not receive
the attentiont deservegLambert, 2011; Lampropoulos, 2010)

For traumatized populationgn general and PTSD in particular, thedficacy of
psychological tratments has been widely demonstrated, with trafroased interventions
servingas firstline guidelinerecommended treatmer({®merican Psychological Association,
2017; Martin et al., 2021)Further, the current evidence skhowromising results for the
effectiveness of these interventions also for specific populatsoad, agefugees or asylum
seekerge.qg., Kip et al., 2020; Nose et al., 2017; Thompson et al., 2Bb®)ever, there is
strongevidence thatot all patientémproveadequately after redving effectivetreatmente.g.,
Bradley et al., 2005; Schottenbauer et al., 2008; Straud et al., Rap)ving clinical practice
requires thedevelopment of new innovative interventions as wellthas improvement of
existing evidencéased treatment3 o addresshese challengeghring et al(2022)proposed
a new conceptual model, the translational framewotkch involves sequentiainterrelated
steps The importance of aomsideration of treatment failure described aa sequentiadtep in
the modé Analyzing treatment failuresuchas dropout and neresponse, aims improvethe
acceptability, efficacy, and effectiveness of treatments feida range of patients, including
specific subgroupsuchas refugees and asylum seekers. According tonth#el, research on
treatment failure is embeddedthe framework and informs ghrevious and subsequesteps
in the translationathain As this translational approach seems very promising for psychological

treatment research, investigating treatmeriurf@a and considering different subgroups of
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patients isessential Comprehensive research in thi®ahelps to identify treatment failure
earlyandto provide measures anecommendationfor early treatment adjustmeraad novel
approache$or patientsthat do not benefit sufficiently from existing treatmef8gppel et al.,

2018)
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1.1 Treatment Failure i a complex construct

1.1.1 Dimensions ofTreatment Failure

Treatment failure is a complex constrweith no clearconceptual framework and
various challenges in defining and operationalizingdifferentaspects embedded in the term
(Lampropoulos, 2010However, treatment failure can be seen as an umbrella term for different
aspects of failure andndesirableeffects in the course of therapeutic treatm@asi &
Werbart, 202Q) One mainreason for thdack of a common conceptudramework anda
uniform definition of the related aspectsmay be the different angles from which the
phenomenon can be viewdsirst, a distinction is made between the perspedieirg used
patient, therapist, or researcl{€asi & Werbart, 2020)Second, different types of outcomes
(e.g., symptom change, quality of lifanctioning can be considerduijpers, 2019)that are
being measured at different tirpeints. Third, it is important to distinguish between definitions
that focuson changeendpointsor a combination of the twdefinitionsthat focuson change
need to bdurther divided into absolute (fixed magnitude) and relative (patiEmptendent
measuregLarsen et al., 2020Finally, definitionsmay also varydepending orthe context
(e.g., research, clinical context) which theyare usedSmith-Apeldoorn et al., 2019}t is
important to note that the definitions, but above all the specific operationalization methods,
differ between disorders.

The central aspects of this work, dropout and-response, arembedded irthe
umbrella term treatment failure. TReeatmenOutcome Framewotkpresentedn Figure 1is
intendedto bring some light into the darkness gsaphicallyplacing the variousaspects of
treatment failurento context.Note that the definitions are provideda simplified form.The

model serves toprovide a clear understanding of dropout and -snesponse within the

! The Treatment Outcome Framewonlas developed for this thesis basedvamker et al. (2020), Smith
Apeldoorn et al. (2019), Brooks & Greenberg (2024), and Swift & Greenberg (2012).
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framework of the big pictur@ndto distinguishthe relevant termisom relatel aspectsPositive
treatment outcomes are also presentamioplde the pictureOperational definitionspecific
to PTSDarehighlighted These refer toneasures from th€linician-Administered PTSD Scale
(CAPS).

The graphical presentationof the Treatment Outcome Frameworkequired a
dichotomous classification of thedividual aspects as posititeatmenibutcomes on the one
hand andtreatmentfailure on the other. It igmportant to note that this dichotomous
classification isa simplified approach that may not be universally applicable in all c&ses.
instance, tbpout can also occur after sufficient symptom improvemsegthe concept of
positive dropout irchapter 3. Similarly, nonresponsanay occurwith respect to apecific
outcome measure but netth respect tathes.

While the Treatment Outcome Framewoin Figure 1 provides an abbreviated
operational definition otachaspect of treatment outcome, th@rent state of the definition
and operationalization afropout and nomesponsés examined in more detail belowhis is
due to the fact thahepresnt dissertation focuses on dropout and-response, as two central

aspects of treatment faikr



Figure 1

Treatment Outcomgramework POSITIVE TREATMENT OUTCOMES

Response (Change) Remission (Endpoint) Recovery
Significant pre- to post- Improvement to, or attainment Sustained remission.
treatment symptom reduction of, the asymptomatic stage of
(usually residual symptoms). the disorder.

PTSD-specific PTSD-specific PTSD-specific
CAPS-IV: min. score red. of Obtaining a score < 20 points Maintaining a score of <20
>15 points / = 30%-50% red. on CAPS-IV (CAPS-5 < 12). points on CAPS-IV at least 6
of baseline symptomatology. months after treatment.

f ]

6 months after treatment |

Treatment I | |
Pre-Treatment Post-Treatment
‘ ‘ Treatment II
Pre-Treatment Post-Treatment Treatment III [ ]
Dropout Non-Response (Change) Worsening (incl. Relapse) 2 Resistance Relapse/ Recurrence 2
Termination of treatment Minimal to no symptomatic Exacerbation, deterioration, Non-Response > 2 adequate Return of disorder/ symptoms
before symptoms have been improvement post-treatment. persistence, or return of sig. treatments. following a period of recovery.
alleviated. symptoms during treatment.
PTSD-specific PTSD-specific PTSD-specific PTSD-specific
Failure to meet the treatment Persistent deterioration of Non-Response > 2 evidence- Return of PTSD diagnosis/
response criteria for PTSD. symptoms; differentiate from based treatments (min. one significant PTSD symptoms
temporary exacerbation. trauma-focused treatment). after a recovery period.

TREATMENT FAILURE



General Introduction 9

Note. Definitions and operationalization methode based on Varker et af2020)
Smith-Apeldoorn et al(2019) Brooks & Greenberg2024) and Swift & Greenberg2012)
The operational definitions only represent aedinitional suggestion and need to leeis as
simplified presentation of the complex constructs.

CAPS= ClinicianrAdministered PTSD ScgléTSD= Posttraumatic Stress Disordeed. =
reduction;min.= minimum

2The term relapse can be used to refer to the return of clinically significant@ysduring
treatment(Smith-Apeldoorn et al., 2019; Varker et al., 2021) after treatmen(Brooks &
Greenberg, 2024According to Brooks & Greenberg (202#4¢lapse can be defined as meeting
diagnostic criteria for PTSD after an initial recovery peraddat least several (i.ethree)
months without significant (i.e., meeting diagnostic criteria) PTSD symptB®asurrence

therefore represents the beginning of a new and separate PTSD episode.

1.1.2 Understanding Dropout: definitional challenges and proposedolutions

Although there is currently nconsensus in the literature on thefinition of dropout
most researchers agree that dropout camdfmed as thealiscontinuationof an initiated
treatment before the symptonnscluding impairment of functionagVel, distress, etahathad
led the patient to seek treatmdratve been alleviate@.g., Hatchett & Park, 2003; Swift &
Greenberg, 2012)n addition, there is a consensus that dropout is a unilateral decision by the
patient(Swift & Greenberg, 20123nd that dropout needs to distinguished fronmon-starting
or refusing d@reatment(Garfield, 1994)Upon closer examination, it is important to consider
several challenges related to definingd amperationalizing dropout. The broad definition
encompasses various specific aspects, suchllss@ntinuatiorof treatmentvithout reaching
the therapeutic goal, without completing the fdbpeof treatment, and without achieving the

full therapeuticbenefit (Swift & Greenberg, 2012)Further, thedifferent definitional
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approachesutilize different operationalization methodsyhich are not always clearly
distinguished in the literature. Instead, operational defirstmfrdropout are often used.

There are five operational definitions commonly used to describe dropout. First a
durationbased definition, which implies the definition of a certain number of sessions that is
considered the minimum dose for symptom improsetn Any patient who attends fewer
sessions is considered a dropoGbnsidering the doseffect model which describesa
negatively accelerating (lelgnear) relationship betweerntreatment dose and response
(Falkenstrom et al., 2016; Howard et al., 1986)s method appearsseful. In addition, this
method is characterized by a high degree of comparalality applicability which is
particularly importantfor example, in clinical resear¢Bemmlinger & Ehring, 2021; Swift et
al., 2009) However, this method has seakdisadvantage Determning a fixed doseor
duration does ndike into accournthe uniquenes®sf the therapeutic process the individual
time required for improvement, which can lead to misclassificat{@ugft et al., 2009)
Additionally, it is uncetain whether this method can be effectivappliedin clinical practice
as it only considers a binary measure of treatment duration and does not take intoabeount
factors such as improvemefitatchett & Park, 2003)This is particularly relevant for
treatments that do not have a predetermined number of segs@idsK e e f f e . et al

Second, failure to complete the full course of treatment can be used to define and
operationalize dropout. In this case, dropout is operationalized by notletomgpthe full
treatment protocol. Ae strength of this metho& its high degree of reliability and
comparability However, there isubjectivity regarding thehoice of thetreatment protocol
(Swift & Greenberg, 2012)Another disadvantagis the misclassification opatientswho
recover early and therefore terminate treatment prematurely

Third, a decision based on therapist judgment is often used.af&tient discontinues
treatment, théherapist determineshethe the termination is considered a dropout cases

methodhas beethe preferred method for a long tirf\Wierzbicki & Pekarik, 1993and is still
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the preferrd method especially in clinical practicgimmermann et al., 2017y headvantage
of anindividual assessment by a therapist whdesplyinvolved in thetreatmenprocess and
can evaluate iis significant However, there is a risk of low reliabilignd comparabilitya
mismatch between therapist and patieating or the difficulty of evaluating one's own
treatmenprocessegatively(e.g., Hatchett & Park, 2003; Swift et al., 2009)

Fourth, a patient who misses a scheduled session without rescheduling or attending
another session is classified as a dropout according to the operationalotebhitmissed
appointmentsThis meaare is knownto be highlyreliable and comparable across studies
(Wierzbicki & Pekarik, 1993)In addition, Hatchettnd P&k (2003)found a high degree of
agreement with the therapist judgmelassification indicatingtha the two methods measure
the same constructhus, his methodnaycompensate for thanitationsof therapist judgment
without targeting a different construdin contrast, Swiftet al. (2009) found a risk of
misclassificatiorwith this method,particularlyfor patientswho have recoverednd therefore
no longer attend for treatment.

Finally, a highly objective approaclkemploysthe constructs o€linically significant
change(CSC) or reliable change (RGd define and operationalize dropoiased on
standardized outcommeasures administered before and during treatment, any discontinuation
before achieving a score within the nonclinical range or before achieving a change in outcome
scores that reflects reliable improvement is considered a dr@jpemzdbson & Truax, 1991)
Swift et al.(2009)supportedhis methodbecausaet is valid, reliable,andunaffectedoy bias.
However,the authors further discues itsdisadvantage particularlyits exclusivefocus on
symptom improvemdn This approach fails to consid#rat other aspectsuch adevel of
functioning may beimportanttreatment goalsAdditionally, treatmentmay be sought for
reasons other than symptom reductisuch aguidanceonlife issues

Considering that all ggrational definitions have their advantages and disadvantages,

seems advisabléo usea multrmethod operationalizatiofSwift et al., 2009) It seems
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important to agree on acommon definition of dropout as a first step aratlapt the
operationalizatiorio the feasibility and contextTo ensurecomparability andacilitate meta
research, it is imperative to accurately report the operationalization methodrusédical
practice it is recommendedo combire therapist judgment with an objective measure of
symptom changesuch asCSC or RC This requires regulasutcome monitoringln clinical
research, it is important to provide realisticd feasiblaecommendationthat havea high
degree of reliability and comparabilitftherefore,it seems advisable tose a dosebased
approachThis requires that the determinationaaininimum dose for symptom improvement
is notsolelybasedn a dichotomousategorization of discontinuation by duratitwt also on
previous knowledge of thetypical dose for symptom iprovement. To prevent
misclassification of patientsith early recoveryan additionahssessmeritased on significant

change in symptoms may be considered, if feasible igitea setting.

1.1.3 Understanding Non-Responsedefinition, operationalization, challenges

Treatment nowresponsecan be definedas little or no symptom reductiorafter
completion ofan evidencéased, guidelineecommendedreatmentSmith-Apeldoorn et al.,
2019) It is important to note thatesponse and nemsponse always reféo theuse ofan
adequate treatment approadls. with dropout, there is currently agreedupondefinition or
operationalization methodf nonresponséan general and for PTSD treatmeni particular
(Varker et al., 2020Before definhg and operationalizing nenesponse, it is important to note
that a distinction must be made between chahge jspre- and postireatment difference, and
endpointthat isposttreatment, focused operationalization meth@@ssen et al., 2020Yhe
operationaldefinition of nonresponseefers to a definition of change. Definitions of change
can becategorized as either absolute or relative measures. Absolute measures refer to a fixed

value, such as a ifivint change on the CAPS scale.contract,relative measures define
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change in referenct® the individual patient, such as a 50% change from baselirte, aor
specific scale.However, it is important to note that the commoniged noresponse
operationalization method, le®f diagnosis(absence of PTSD diagnosis at pweatment)
combines bothchange and e@lpoint definition(Larsen et al., 2020)

When operationalizing treatmenbn-responsgit is importantto focus ondisorder
specific method Therefore | will concentrate omonresponse ifPTSDtreatmeniVarker et
al., 2020) This contrastsan operationaliation of dropout that can be generalized in its basic
ideas to the treatment of various disordéBsvift & Greenberg, 2014)Non-Response is
commonly operationalized as a failure to meet teatinent response criterfearker et al.,
2020) However,jn PTSD treatmentitls, there areseverabperational definitionsf response
thatare analyzed ithe comprehensive review Marker et al(2020) Note that althouglhe
authors refer to these criteria assponse criteria, they are directhpplied to the
operationalization of neresponsén the following

The most commonly used operationalization metisdoased on the loss of diagn®
definition of response, mostly based on CAPS diagnostic crifddaker et al., 2020)
Conversely, nommesponse ishe retention ofa PTSD diagnosisfter treatmentLarsenet al.
(2020) defined loss of diagnosis aso longer meeting PTSD symptonagdnostic criteria at
posttreatment, witta symptom reduction @0 points on the CARS/, and aCAPS IV score
of <45at posttreatment

In addition to diagnosifocused operationalizationspnresponseés furthercommonly
operationalized basazh PTSDsymptom reductio. There are four different implementations
of reductionfocused methodsThese refeto eithera determination of symptom reduction
based ortlinician-rated PTSD measwemost commonhthe CAPS or selfreported PTSD
measuressuch aghe PTSDChecklist (PCL) However the latteris lesscommonly usedFirst,
nonresponse can beperationalied asfailure to achieve aninimum score reductioon a

clinician-rated or selreported PTSD measui@ased onVarker et al(2020)aminimumscore
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reduction of<15 pointsfrom baselineon the CAPSV should be classified as noasponse
Secondgthe operationalization can be basedadnilure to achieve a minimum percentage of
symptom reductioron a clinicanrated or selifeported PTSD measur&arker et al.(2020)
proposd a symptom reduction déss than30% - 50% from baseline as decisive for ron
responsewhile Larsen et al(2020)are inclined to support the 50% threshditird, a cutoff
scorecan be used to determineh et her an i ndividual 6s issympto
clinically significant. A common method to derive this cutoff score is the Reliable Change
Index asdescribed by Jacobson and Tridacobson & Truax, 1991Any failure to reach this
cutoff score is classified as a nroEsponseFourth, nonresponsecan beoperationalized as
failure to meet a predefined eotf scoreon a clinicianrated or slf-reported PTSD measure
Note that thiss an endpoinrfocusedoperational definitionln the literaturea cutoff scoreof
02 0 the ®APSIV (Varker et al., 2020pr <20 onthe CAPSIV (Larsen et al., 20205
sometimesisedo classify responsédoweverijt is suggestdthat this cutoff scoreis primarily
used to define remissioasit canbe indicativeof anasymptomaticstatt O© 19 asy mpt om
in Weahers et al., 2001)t is important to note that thagperational definitions of response and
remission areften used interchangeabhly the literature Thus | have discussethe cut-off
scorein this section

In addition to operationalization methotisit focus solely on symptoraduction there
areless commonly usemethods that incorporate changes in functional outcomes to assess non
response. Some methods use a combination of symm@dactionand functional outcomg
while others consider only chges in functional outcome measures for decisiweking
(Varker et al., 2020)Possible functional outcome measumesy includeoccupational, social,
family-related physica) or mentalfunctioning as well agjuality of life measureBonfils et
al., 2022) According toLarsenet al. (2020) anoperational definition of response without

additional measures not considered criticabecause the primary outcome is prioritized.
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However, reporting additional measures of comorbid symptoms and functional measides
be benefial.

A number of concerns witburrentoperationalization methodweed tobe considered
Firstly, the empirical validity otategorizinghonresponse based omspecific percentage, fixed
score or cutoff indicating insufficient symptom reductiondsiesionable(Varker et al., 2020)

In the majority of cases, th#ecision criteria are arbitrary arack empirical evidence An
empirical definition and validatioareurgently neededAdditionally, it is necessary to validate
these measurdar different versions of one instrument, such as CAP8ersus CAPS, and
for different assessments, such as CAPS vePdiBD Symptom Scale Interview (PSSI)
(Larsen et al., 2020; Varker et al., 202Byrther it is importantto develop a measure that
enables comparability betweénstrumentsAs a solutionnon-responseouldbe defined aa
failure to achieve a reduction of a given
has been validated across scdlesmrsen et al., 2020 here is no consensus in the literature
regarding the consideration of baselsawerity. Varkeet al.(2020)suggestedhkingbaseline
severityinto account to prevent misclassification of patients wigimificantchange but severe
symptoms postreatment. In contrast, Larsehal.(2020)arguel thatany improvemenshould

be considered response, even if patients are still symptomatic after treatment.

While commonly agreedefinitions already exist for other disorders such as depression
(Frank et al., 1991and obsessiveeompulsive disorde(Pallanti et al., 199])the outlined
challenges show that there is still no consensus in PTSD reseaegarding the

conceptualization of response and #mesponse. Therefore, a closer examination of- non

response in the treatment of traumatized populations, particularly PTSD, is urgently needed.
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1.2 Adverse consequences dfreatment Failure

Examining the existig evidence on treatment failure, including dropout and non
response, reveals the complexity of the construct, particularly when treating traumatized
populations. But why is it so important to take a close look at treatment failueatment
failure is canmon and can have various negative effects on patients, therapists, and the
healthcare system. Therefore, when evaluatingetidencefor specific treatments, it is
important to consider not ontiie efficacy but alsdhe potential treatment failure.

At the patient level, treatment failure chave far-reaching negative consequences.
Failure to achieve symptomatic improvement @nesponse) or the reduced likelihood of
symptomatic improvement (dropout) may leadm@ggravation or chronification of symphs
(Swift et al., 2012) Treatment failure can further result in a significant and Jastng
decrease in quality of lifand social functioninge.g., Mauskopf et al., 2009k may also
increase the risk of somatic morbid{g.g., Greden, 2001drug and alcohol abug¢Berk et al.,

2012) and suicidal ideationMrazek et al., 2014)Patients further repot &eling of
dissatisfaction(Bjork et al., 2009) In addition, treatment failureis a severe stressor for
therapists that can cause lasting img&errber, 1983; Piselli et al., 201dnd especially in the
case of nofresponse a uncertainty on how to proceed with treat(femzo et al., 2020A
sense of rejectioand failure, resulting in frustration and a decrease irestdfen are possible
reactions(Ogrodniczuk et al., 2005) ast treatment failureplaces a continuing burden on
family membergBarrett et al., 2008)s well agmployers, anthe healthcare syste(Bmith-
Apeldoorn et al., 2019)'he combination of highealthcare expensasd a simultaneous loss

of productivity causes a significant financial burden.
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1.2.1 Importance of considering Dropout and NonResponse in traumatized

populations

Traumati c experiences ar e e(Baptetral., 2006) t he ¢
However, not all individuals who experience trauma develop sympg®omanno et al., 2015)
Neverthelessa significant minority may develop mental disordevéh PTSDbeingthe most
widely recognizediraumarelated mental disordgMorina et al, 2014) PTSD occurs after
exposure taraumatic everst and is characterizeoly specific symptomsThese symptoms
includeintrusivere-experiencingof the traumatic eventivoidance ofraumarelated stimulj
negative changes in mood or cognitioasd increased arousal aneactivity (American
Psychiatric Association, 2022Although significant progress has been made in research and
evidencebased treatmentare available PTSDremainsa disorder that isssociated with
comple patternsandtreatmentifficulties (Burback et al., 2023)Additionally, spontaneous
remission is rardMorina et al., 2014)The treatment fotraumatized populations presents
unique challenges that are inherent in the associated disorders, particularly PTSD. These
challenges can lead to suboptimal treatment outcomes, such as dropoutespomse.

Therapeutic challenges mayise fromcharateristics inherent in the pestumatic
symptomatology itself, or frontomorbid, social, or systemic factoassociated with the
disorder First, enotional dysregulation ingtients with PTSD may reduce tolerability for
traumafocusedireatmentsSecondsuicidal ideation camffectthe initiation, completionand
success of treatme(Burback et al., 2023; Holliday et al., 2018uicidal ideation magccur
beforeor during treatmentsuch as during eemporary aggravation gymptomsat thestartof
traumafocused treatmentThird, dissociations,conceptualizedas complex form of the
disorder, can also affect the treatmentprocess andesponse(Atchley & Bedford, 2021)
Emotional processing theosuggests thatissociatiormay interfere with theraumafocused
memorywork. Fourth traumarelated guilt and shame, referred to as moral injcontribute

to patient complexity and campedetreatment successnot addressdin treatmen{Burback
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et al., 2023; Jinkerson, 2018Joreover comorbidities often complicate PTSD treatmditte
presence of comoridepression can lead aanore severe symptomatologgcludinglower
functioning, social withdrawal and avoidancgKline et al., 2021) Besides depression,
comorbid substance use disordeay result igreater impairmentomplex needgnd poore
functioning which can negativelympact both treatment adherence and treatment outcome
(Roberts et al., 2022)urther PTSD frequentlyoccursin military populatiors, which hae
specific characteristicsuch asnternal ormoral conflictsandongoingexposure talistresghat
complicate the treatmenburse(Burback et al., 2023)

Research hashownthat the treatment of PTSD faces several challenges that can result
in treatment failuresuch agiropout and nomesponseThat means considerable number of
patientswho startedPTSD treatment discontinue prematurgdyg., Lewis et al., 2020; Varker
et al.,, 2021)and a significant proportion of those whompletetreatmentdo not improve
sufficiently (e.g., Larsen et al., 2019; Varker et al., 20Zgiyen the fact thaPTSD causes
significant mentabnd physicaktress fompatients(Burback et al., 2023; Pacella et al., 2013)
and a high ecomoic burden(Davis et al., 2022)t becomes evident that undesirable treatment
outcomes havéar-reaching consequences, especially in traumatized popaBoemature
termination of treatment or inadequate response may respitolonged treatment and
persistentsevere disorderThis canlead to severe impairment in several are@asluding
symptom aggravation and chronificatjaam increased suicidalgk (Panagioti et al., 2012)
higher rate®f comorbiddisorderssuch as depressigBreslau et al., 200(nd substance use
disorder (Mills et al., 2006) a redudion in quality of life (Koenen et al., 2008)and a
deterioration in social and interpersonal functionfhgrman et al., 2007 )urther, marital
problems(Cohen et al., 2) and reduced occupational performafEebes et al., 201Ipay
occur or persistin addition, persistent PTSPBan imposea significant burden on family

members, the healthcare systeand society due to its direct aimdlirectcosts(e.g., Davis et
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al., 2022) Therefore, adetailed consideration afropout and nofmesponsds particulaty

importart for this complex group ofraumatizecpatients.

1.2.2 Refugeesand asylum seekersa specificsubgroup of traumatized patients

Refugees and asylum seekers aelagroup withinraumatized populations that recpii
specialconsideratiordue to their unique characteristics. With 108.4 million forcibly displaced
people worldwide and Germany being one of the most important host countries, refugees and
asylum seekers play an important role in the treatment of trazedapiopulationgUnited
Nation High Commissioner for Refuge@023) Refugees and asylum seekers are exposed to
anumberof traumatic experiences their home countries, during displacemeamidduring the
resettlemenprocesge.g., Béttche et al., 2016; Hargreaves, 2002; Priebe et al.,. 284 @)
result ofthe exposure tdhese multiplepre-, peri, and posmigration stressors, refugees are
at a significantly higher risk of experiencing psychological distaessmultiple traum#Kalt
et al., 2013) Therefore,higher ratesof mentaldisorders especially PTSD, depressjcend
anxiety disorderhiave been found irefugee populationf~azel et al., 2005; Handiso et al.,
2023; Nickerson et al., 2011; Steel et al., 200®)ecent yearssignificanteffort has been
devotedto developing effectiveinterventions for refugeesThe current evidence shows
promising results for the effectivenesspsychologicalinterventions,however findings are
not consisten{Kip et al., 2020; Nose et al., 2017; Thompson et al., 2018; Turrini et al.,.2019)

Despite the high demand fpsychologial treatment, refugees and asylum seekers face
specific challenges that canomote dropout anon-resporseto treatmentkirst, postmigration
stressors, such as languagtated difficulties, insecure residence status, challenging
accommodation situatien socieeconomic difficulties, homesickness, and isolation, can pose
challenges to the treatment procgssg., Bottche et al., 2016; Liedl et al., 20I@)ese stressors

can interfere withhe actuatherapeutic plaandpromote treatmerfailure. Second, ballenges
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that are directly related to tltksordercanhave impact on the success of tneant Cultural
differences in the perception of mental illness alifferent expectations of psychological
treatments and therapists are comrteqg., Barrett et al.,@D8; Liedl et al., 2016; Slobodin &
de Jong, 2015Further,refugeesnaysuffer from complexsymptom patterndue to multiple,
specific traumac experiences Successful treatment requiras adaption to these unique
circumstances(Nickerson et al., 2011)To conclude,investigating treatment failure in

traumatized populations requires particular attention to refugees and asylum seekers.
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1.3 Prevaence and Predictors of Dropout and NorResponse

1.3.1 Dropout in the treatment of traumatized populations
1.3.1.1 Prevalence

With theincreasing awareness of teevere consequencepremature termination of
psychological treatmenthere ishas been a growing body @search assessing the prevalence
of dropout bothin general and irthe treatment otraumatized populations specifically. The
most recent largecalemetaanalysis of dropout across disorders foundesghted average
dropout rateof 19.7%, CI [18.7, 207], and a high degree of heterogeneity (ra0%& 74.2%9
(Swift & Greenberg, 2012)Comparable dropout ratdsave been foundh the treatment of
traumatized populationsn specifictreatments with grimary focus orPTSD Lewis et al.
(2020)estimated an average dropout rate of 1888pCl [14, 18] for psychological treatmesit
of PTSD This isconsistentwith Imel et ald $2013) previous findingswhich estimated a
dropout rate 0f18.3%, 95% CI [14.8, 21.8]. Focusing on guidelineecommended PTSD
treatmentsa pooled averagdropout rate 020.9%,95% CI [17.2, 24.9}vas reported by Varker
et al(2021)

Althoughevidence on dropouatesfrom treatment for traumatized patients is growing,
less is known about specific populations or treatment settm¢grms ofspecific populations,
thereis agrowinginterest in combatelated PTSxmongnilitary personnelEdwardsStewart
et al.(2021)found apooled averagdropout rateof 24.2% across treatmentshile Goetter et
al. (2015)reported a dropout rate 86% for outpatient treatmeraf combatrelated PTSDIn
contrast, there is a lack of research on dropout in refugee popul&stimates on dropout
rates from psychological taément for refugees can only be derived from single treatment
efficacy trials that show high variability in reported dropout rates, ranging fron{D0&
Hinton et al., 20090 64.7%(Renner et al., 2011)n addition to differentiating between

specific populationgt is also important to considdifferences irtreatmensetting. The vast
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majority of researchon PTSD treatment dropodibcuseson randomized controlled trials
(RCTs) while there is a lack of research on dropout rates in naturalistic settingassaciine
clinical care.The only available etaanalytic estimatés providedby Goetter et al(2015)
however they focus otihhe military population. Mitchell et a(2022)conducted a new meta
analsis thatincludesbothRCTs and nofRCTs They reporte@ pooled dropout rate of 41.5%
However separateestimatesby study desigrare not available It is important to note that
generalizing the results from RCT settings to naturalistic settings magrdidematic

(Leichsenring, 2004)ndicating asignificantresearch gap.
1.3.1.2 Prediction model

Severalvariables can influencéhe occurrence ofreatment dropout, which can be
divided into four categorge patient, treatment, therapist, and study characteriskias.
understand dropout in traumatized populations, it is important to consider possible predictors
in all four domains A crossdiagnostic consideration needs to dmmplementedy PTSD
specific esearch findings, as well as consideratiohsignificant subpopulationssuchas
refugeesNote that, as with prevalence, evidence on predictors in naturalistic settiaggely
lacking. The Dropout Prediction Modélin Figure 2providesa structuralmodel offrequently
studieddropout predictors in met@nalytic researctBoth the division into the four domains
and the specific perspectives aighlighted It is important to note that there is no empirical

evidence for refugeethereforeonly theordical considerations are presented.

2 The Dropout Prediction Modelvas devioped for this thesibased on a synthesis of previous rreatalytical
research.
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DropoutPredictionModel
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Note Predictos refer to variables frequently studied in mataalytic research. For
refugee specific predictors results only refer to theoretical consideralioasefore, predictor
blocks are not subdivide®?TSD = Posttraumatic Stress Disord&D = Major Depression;

PD = Personality Disordeyart. = Marital StatusEmpl = EmploymentEdu = Education;

Culture-spe.percept & expect = Culturespecific perceptions & expectations
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Patient variables

Across disoders age has been proven a relalyveobust predictor, with youreg age
predictinghigher dropout ratgSwift & Greenberg, 2012Higher dropout ratelsave also been
found forpatients with personality disordsand eting disordes. There is conflicting evidence
regarding thdanfluence of education, gender, anthrital status(Swift & Greenberg, 2012;
Zimmermann et al., 2017n addition, the influence of high initial impairment hasiaidely
discussedBarrett et al., 2008; Zimmermann et al., 201Ny evidence was fourfor patient
ethnicity and employmeriSwift & Greenberg, 202).

When focusing on the PTSBample,it is important to consider predictors that are
specific to this patient grouplowever,in current researcho predictothas beershownto be
significantacross studieg\mong patient variable®TSD symptom seveyitand the influence
of military traumaare widely studied predictars/itchell et al.(2022) and some indidual
studies(Garcia et al., 2011; Zandberg et al., 20f@)nd aninfluence of PTSD symptom
severityon the dropout ratewhich contrasts withprevious findings(Varker et al., 2021)
However, Varker et al.(2021) demonstratg an effect for military traumawhich wasnot
confirmed by Lewis et ali2020) In addition,mixed findingshave been reportecgarding
young age as a predictof dropout(effect: e.g., Goetter et al.025; no effect: e.g., Varker et
al., 2021) Although inconsistentin identifying significant predictors no effects were
consistently foundor comorbid disorders (depression, anxiety, personality disorders), gender,
education, employment stafuend marital status(Lewis et al., 2020; Mitchell et al., 2022;
Varker et al., 2021)To date, only a few studies have examined other R3j&fific factors
that may have theoretical underpinningeese factors includemotion regulatioriBelleau et
al., 2017; Gilmore et al., 2020; Shder et al., 2022)anger(Hinton et al., 2022; Rizvi et al.,
2009; van Minnen et al., 2002mpaired social functionin{Zayfert et al., 2005dissociative

symptomgHagenaars et al., 201@hildhood traum#Miles & Thompson, 2016; van Minnen
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et al., 2002)catastrophic cognitions and avoidariBeyant et al., 2007)However the results
of studies examining the influence of these factortherdropout ratare consistently mixed.
Currently, there are only theoretical considerations on the influence of certain variables

on premature termination of treatment for the refugee populaistrong influenceéhas been
attributed to the multiple gosure to pre pert, and postmigration stressorsThe ongoing
burden and thenultiple traumatizatioomaylead to ahigh initial impairment which could be
associated with higher probability of dropoue.g., Liedl et al., 2016; Nickerson et al., 2011)

It isfurther conceivable, that cultuspecific perceptions and assumptions about mental health
psychological treatment, and therap{8arrett et al., 2008; Liedl et.aR016) as well as certain

socializationrelated gender rolg8oyd-Franklin, 2013 ffect dropout
Treatment variables

Regarding the impact dfeatmentrelated factoracross disordeysigher dropoutates
were foundn treatmentsvith notime limit, when treatment was provided in univerdigsed
settings and in treatments categorized as mmanualizd (Swift & Greenberg, 2012)
Treatment orientation hadn effect on the dropout ratenly in the treatmet of PTSD,
depression, and anxietgwift & Greenberg, 2014However, wkether treatment was provided
in individual or group format did not influence the dropout rateoss disorderESwift &
Greenberg, 2012)

In thetreatmenbf PTSD there is apecificconcermregardinghe tolerability of trauma
focused interventiongFoa et al., 2002; Hembree et al., 20@Bd the potentiaimpact of
treatment modality (i.e., traurfacused vs. nofraumafocused) orthe dropout rate. However,
the evidence isnixed. Recent metanalyseshave suggesteldigher dropout rates in trauma
focused treatments for PTSD patients in gengtappen, Jehn, et al., 2023; Lewis et al., 2020)
andin military populationgEdwardsStewart et al., 2021; Varker et al., 202pwever, earlier

metaanalyses initially founcho evidence o&n efect of trauma focusn dropout(Bisson ¢
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al., 2007; Hembree et al., 2003; Imel et al., 20kBaddition, mixed evidence was found for
the influencetreatment formatimel et al.(2013) and Goetteret al. (2015) reportedhigher
dropoutratesin treatmentsdeliveredin group format,while Lewis et al.(2020) could not
supportthese findings. Imel et g2013)furtherfoundthat dropout rates increased with higher
numbers of treatment session provided.

Refugeedace several treatmebiarriersthat influence the initiation and retention of
treatment with languagebarriersand commnication difficultiesbeing the most significant
These challengemay impactthe treatmenprocessand increase the likelihood of dropout
(Slobodin & de Jong, 2015l is also conceivable th@remature terminain of treatment is
influenced bythe concept of treatment, which primaribcuseson a linguistic exchangeand
the limited consideration of daily living conditior(tiedl et al., 2016) Note that these

assumptiongre basedolelyon theoretical considerations.
Therapistvariables

There is evidence that dropout is influencedhmytherapist's level of experience, with
higher dropout rates when treatment vpasvided by less experienced therapigiRoos &
Werbart, 2013; Swift & Greenberg, 2012 addition,a wealer therapeutic alliance was
associated withigher dropout ratg€inkaya, 2016; Roos & Werbart, 2013; Sharf et al., 2010)
No evidence was found for theffect of therapi$ age, genderpr raceon dropout(Swift &
Greenberg, 2012)

While therapist variables in the treatment of PTSD have not been expdititlied
somespecificconsiderationgan be made for the treatment of refugddss population may
have difficulies inestblishing a strong therapeutic alliance due to negative experiences with
authorities that could influence their perception of the therdpigeneraltrust seems to be an
important factor, especially in theeatmentf refugeeslt is thereforeconceiable that these

variables influence the occurrence of droptotveverevidence is stilmissing
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Studyvariables

Study characteristics, such as mekblogical factors and study designcan also
influence the dropout rat€urrently, there is no uniform dimition and operationalization of
dropout. The evidenaadicatesthat the dropout ratesary depending on the definition used.
The highest dropout ratésmve beeriound when dropoutvasclassified according to therapist
judgment(Hatchett & Park, 2003; Swift & Greenberg, 20JR)rthermorestudytype predicted
dropout rateswith higher rates observed in studies evaluating treatment effecti(Suvafist

Greenberg, 2012)

1.3.2 Non-Response from psychologicahterventions for PTSD

Considering nowresponse from psychological treatment there armgnifstant
differences between disorders. A craksorder consideration would go beyond the scope of
this work. Therefore, we will exclusively focus on A@sponse in treatment of PTSDespite
the farreaching consequences of a@sponse and the enornsoadded value oén early
detection and subsequent adjustmend ofegative course of treatmetd my knowledge no
metaanalysis has focused on the prevalence and predictors-oésponse in PTSD treatment.
Most outcome studies focus on effect sizeg] aen a dichotomous outcome measure is
reported, it usually refers to response rather tharregponsel-urthermore, since there are no
metaanalyses available and the evidence only refers to reviews, there are no definitive findings
on predictorsThismust be considered when examinthg current evidence on the prevalence

and predictors of neresponse
1.3.2.1 Prevalence

Non-response is a comm@henomenoin the treatment of PTS[According toalarge
scalereview of 55 studiedy Schottenbauer et g2008) nonrespamse rate can reach up to

50% in PTSD treatmentThis is in line withBr a d | e y (20803) met&naly®is which
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showed tha#4% of patients still meéhe criteriafor PTSD aftereceivingcognitive behavioral
therapy CBT) or eye movementekensitization and reprocessifigMDR). More recent meta
analysesalthough focused otreatmentresponsgsuggestd a nonresponse rata the same
range Specifically, 41% of patients still met criteria 8T SD aftereceivingmanualized first
line psydological treatment for PTS[Btraud et al., 2019)n the military populationgven
highernon-response rateanging from50-72% were foundSteenkamp et al., 2015)

The nonresponse ratesbserved inthe treatment of PTSRAre comparabléo those
found in other disordeysuch asanxiety disorders or depression. A Ar@sponse rate of 30%
to 40% from psychdogical treatments appeats be consistently reported in the literature

(Gloster et al., 2020; Taylor et al., 2012)
1.3.2.2 Predictorsof Non-Response to PTSD Treatment
Patient variables

Various demographic variableave beemexaminedas predictorsf nonresponse, with
varying resultsFirst, Dewaret al. (2020)showedan influence ofage onnonresponsgwith
nonresponders tending to be old&therstudies have reportadixed findings (Fonzo et al.,
2020; Paiva et al., 2028) foundno associatiorfBarawi et al., 2020)Secondmale gender has
been found to be associated with freeponsen some reviews and metaalyss (Fonzo et
al., 2020; Wade et al., 201@)hile efficacy metaanaly®s supporedthese findinggWatts et
al., 2013) otherstudies could not confirrthem (Barawi et al., 2020; Dewar et al., 202()
addition,inconsistent findings have besgported regardingther variables such as education,
employment, and marital statusather indicating no influencef these variable®n non
responséBarawi et al., 2020; Fonzo et al., 2020; Paiva et al., 2022)

In addition, it is important to conside&linical variables.Research has consistently
shown that higher severity of PTSD symptoms predicbnresponsgBarawi et al., 2020;

Dewar et al., 2020; Fonzo et al., 2028jhougha few reviewshave reportednixed findings
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(Paiva et al., 2022; Schottenbauer et al., 206&ddition toPTSD sevaty, thetype of trauma
experienced maglsoinfluence response to treatment. Dewar e{20120)found highemrates
of nonresponse inndividuals with combatrelated traumaFonzo et al.(2020) identified
exposure to repeated interpersonal trauntduding childhood traumasassociated withon
responseThe presence of comorbid disorderalso anmportant factorwith strong evidence
indicating thatcomorbid depressionan affectnonresponseates(e.g., Barawi et al., 2020;
Dewar et al 2020; Fonzo et al., 202@urthermorethe comorbidty with anxiety disordeor
substance use disord&UD) seemdo affect norresponsg¢Dewar et al., 2020; Fonzo et al.,

2020)
Treatment variables

The influence of specifitreatmenthamcteristicon the occuence of norresponse is
rarelystudied(Barawi et al.2020) Thereforefindings usually have to bderivedtheoretically
from efficacyanalysesThe blerability of traumafocused treatmenendthus thenfluenceof
treatment typen nonresponse i®ften discussedDewar et al., 2020)Dewar et al.(2020)
reportedthat a large number of studigs/estigatingexposurereatmentrepored higher non
response rateddowever, traumdocused treatments are the main guidefemeommended
treatments due to substantial evidence for tlefficacy (e.g., American Psychological
Association, 2017; Watts et al., 2018urrent researchasalso examiné the comparate
efficacy of differenttraumafocused treatmertypes with mixed findings. While someeta
analyes postulate comparablefficacy(e.g., Watts et al., 201,3thershavefounddifferences
(e.q., Jericho et al., 202Zyurrently, here are no findings regarditige influenceof different
traumafocusedtreatment type®n nonrresponseln addition,other treatment characteristics
may influence treatment outcont@ahill and Fog2004)have previously discussed the impact
of the number ofreatmentsessios on response rateand postulated that a higher number of

sessions is related to better treatment respéltsgever, more recentmetaanaly®es havéound
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nosuchinfluence on treatment outcom@arawi et al., 2020; McLean et al., 202R)eatment
format has also been frequently discussedfiicacy studies,with eviderce pointing to the
superiority of individual therapy despite the efficacy of group treatntémiiever, there is a
lack offindingson nonresponselLast homeworkadherence has beafentified asmportant
factor fortreatmenbutcomein traumafocused tratmentge.g., Barawi et al., 2020; Cooper et

al., 2QL7; Stirman et al., 2018)
Therapist variables

In the treatment oPTSD, there has been limitedttentiongiven to the association
betweentherapist variablesand treatment outcomeas well asnonresponse.Research
suggestd that therapisexperiencdevel (Ehlers et al., 2013; Goodson et al., 20amy the
guality of the therapeutic relationshipaiva et al., 2022X)ave a positivémpacton treatment

outcome. However there is still a lack of research on A@sponse.
Study variables

Given the differences in the definition and operationalization of-response, it
becomes evidenhat the choice of operationalization methmdy have arimpacton thenon
response rate Bradley et al(2005) found different response rates when comparing loss of
PTSD diagnosis and clinically significant improvement, as defined by the authors of the study.
Interestingly higher response rates were found whessl| of diagnosis was used to
operationalize responddowever,although thessueof consistenbperationalization criteria is
receiving more attention in PTSieatmen{Larsen et al., 2020; Varker et al., 202@search

examining the influence of operationalization type on-respase is still lacking.
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1.4 Aims of the thesis

The objective of this thesiwas to comprehensively understand the complexity of
treatment failure in traumatized populations, with a particular focus on dropout and non
responseDespite the existence elidencebased intervention®r traumatized populations,
typically suffering from PTSD, a substantial proportion of patientsdot benefit sufficiently
from treatment ordiscontinus the treatment prematurelyThe consequencesf treatment
failure for patients therapists, sociefyand the healthcare systearewell-known However,
dropout and nomesponse have received little attentiotrauma treatment researdlinerefore
there is asignificantlack of researclon treatment failuren the treatment of PTSID general,
but also, if not especially, in the treatment of specific subpopulations, such as refugees, and in
the consideration of specific treatment settinps.achieve an wilepth understanding, it is
necessary to investigate the prevalence and poesiof dropout and neresponselt is
precisely this research gap thatiin to address ithis thesisTherefore, the overarching aim
of this thesiswasto create a comprehensive understanding of the complexity of treatment
failure by generating novelnlowledge on the prevalence and predictors of dropout and non
response in the treatment of traumatized popuratithe four publications serve &mcomplish
this aim. Threeof thesepublicationsexamine&l the prevalence and predictors of dropout in
underresearched areas, namely refugeesrRiRED treatment in @aturalistidreatmentsetting
The fourth study appléethe sameesearclyuestion to nomesponse in the treatment of PTSD.

Publicationl andPublicationll investigate the prevalence and predicsoof dropout
in the treatment of refugeemnd asylum seeker&kefugees are considereéd be ahighly
burdenedmostly multitraumatized population, whose treatmposesspecific challenges that
mayinfluence treatment dropout. The aim of bptiblicationswastherefore to provide initial
findings on dropout in the treatment of refugeiacethere is currentlyo evidence on dropout
in the treatment of refugees, timtial stepwasto generat&knowledgethrougha practice

oriented review. Thereforéhe aim of Publication] wasto conduct a review othe existing
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evidence on the prevalence and predictargiropoutamongrefugees.ln the absence of
evidencebased researchhe reviewsynthesizd refugeespecific findings but additionally
reviewedthe exising evidence on treatment dropout in general and apgiiefindings to the
refugee populationn order to increase the practical relevance of the reutssviindings on
prevalence and predictors of dropegre supplemented by geview of measureso prevent
dropout Building on this, Publication Il provided the first quantitative synthesis ofthe
prevalence and predictors of dropautreatmenbof refugeesBy metaanalying data from 28
eligible RCTs, this studwasthe first to estimatethe prevalence of dropout among refugees
andto examinestudy, sample, treatment, and therapist characteristics as potential predictors of
dropout. This metaanalysisextendspreviousresearch on dropout in PTSD treatment and
provides a noveahsightinto the treatmet of refugeeshat has nbbeen previously examined.

In addition to thdack of researclon treatment dropout ispecific sulpopulations of
traumatizé patientslittle attentionhas beemaid tospecific treatmensettings.The majority
of researclexamned PTSD treatment dropout RCTs and findings on dropout in naturalistic
treatment settinggare scarceSince transferring results from efficaclyials to naturalistic
setting can beproblemati¢ the aim ofPublicationlll wasto investigate dropout tes and
predictors of dropout in the treatment of PTSD in naturalistic setflingsstudy examine the
dropout rate and thgrediction of dropout bgpecific patient variablgsociodemographicand
PTSDspecific clinical variablgsand therapist charactstics in 195adults diagnosed with
PTSDreceiving traumdocused CBTat three outpatient centerThis studyadds important
findings to the existing research BASD treatmentiropout in RCTSs.

A comprehensivenderstandingf treatment failurén traumaized populationgcludes
not onlythe considerationf dropoutbut alsoof another common phenomenon, namely-non
responseAlthough a substantial proportion of PTSD patientesdmt respond to evidence
based psychological treatments, thexe lack ofresearch omonresponseparticularly its

definition, operationalizatign and most importantly, its prevalence and predictors.
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PublicationlV representghe first metaanalysison the prevalence and predictors of nron
responsé¢o psychologicatreatmenfor PTSD. Thepooledevidence fron86 RCTsprovidesan
estimateof the prevalence of neresponse andllows an identification ofreatment non
responseredictorsamong possible study, patient, treatment, and therapist vari@bles. the
lack of comprehesive researchon the prevalence and predictors of rogsponse to PTSD
treatment the findings ofthis metaanalysisare a significant contribution to axpansion of

theresearch on treatment failure in traumatized populations
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Abstract

Refugees and asylum seekers are exposed toptauburdensome experiences and
suffer from ongoing posmigration stressors that are known to affect the physical and mental
health. In psychological treatment offered to refugees and asylum seekers dropout is an
important challenge. The current practarented review aims to provide for the first time
knowledge on the prevalence, prediction, and prevention of dropout in psychological treatment
for refugees and asylum seekers. Due to the limited empirical evidence for this specific
population, we synttszed refugeepecific research but also reviewed the existing evidence
on dropout from treatment in general, and specifically discuss how the findings can be adapted
to refugee populations. The review integrates literature from online databases, graydie
hand search, and expert contacts. Prevalence rates of dropout from psychological treatment in
Western samples are reported at about 20%. For refugees and asylum seekers evidence from
single efficacy trials showed considerable variability in dropatgs (0%64.7%). Further, for
refugees and asylum seekers specific sociodemographic variables, high initial impairment,
deviating expectations and perceptions of mental health and psychological treatment, as well as
external barriers seem to be importargdictors for dropout. To prevent dropout, it is important
to develop and promote cultural competencies, adapt the treatment to 1gbegde needs,
and focus on role induction, preparation for treatment, fostering the therapeutic alliance, and
strenghening hope. Future specific research on dropout in treatment offered to refugees and

asylum seekers is needed.

Keywords:Treatment Dropout, Refugee, Prediction, Prevention, Recommendations
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Key Practitioner Message

Dropout is an important challenge iratment offered to refugees and asylum seekers
First practiceoriented review on prevalence, predictors, and prevention of dropout in
treatment for refugees and asylum seekers

Prevalence rate of 20% for psychological treatment dropout; evidence for mefugee
only from single efficacy trials (0964.7%)

Sociodemographic variables, initial impairment, cultekated expectations and
perceptions, and external barriers as important predictors for dropout

Promote cultural competencies, adapt treatment to speeids, focus on preparation

and therapeutic alliance to prevent dropout.
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Predicting and Preventing Dropout in Research, Assessment and Treatment with

Refugees

Millions of people are forced to flee their home country due to war, persecution,
conflicts, @ human rights violations. According to the latest report of the United Nation High
Commissioner for Refugees (UNHCR), at the end of 2019 there were 79.5 million forcibly
displaced people worldwid@Jnited Nation High Commissioner for Refugees, 20Z)is
figure includes 26 million refugees (UNHCR
(UNRWA) mandate) and 4.2 asylum seekers worldwldeited Nation High Commissioner
for Refugees, 2020)The majority of refugees (68%) worldwide come from Syria, Veakg
Afghanistan, South Sudan, and Myannfidnited Nation High Commissioner for Refugees,
2020)

Refugees and asylum seekers face a number of stressful events and threatening
experiences. These include experiences prior to migration such as persecatioratit
bereavements, sexual violence, modern slavery, and multiple burdensome experiences caused
by armed conflicts, war, torture, or economic hard$Bimic et al., 2012; Béttche et al., 2016;
Hargreaves, 2002; Hollifield et al., 2002; Kalt et al., Z@riebe et al., 2016; Such et al., 2019)
During the displacement process refugees and asylum seekers might face physical harm, life
threatening conditions, human trafficking, and separation from family merBigtshe et al.,

2016; Priebe et al., 201®yan et al., 2008)Furthermore, resettling in a new country can
provoke various poshigration stressors. These include a challenging accommodation
situation, poor soci@conomic conditions, uncertainty, fear of detention, experiences of
discrimination, language difficulties, social isolation, or complications in the asylum
application process and feelings of ambiguous (Bé&dtche et al., 2016; Liedl et al., 2016;

Porter & Haslam, 2005; Priebe et al., 2016; A. Renner et al., 2021)
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The exposure to prepert and postmigration stressors causes a burden that might affect
the physical as well as the mental health of refugees and asylum seekers. There is strong
research evidence indicating considerable rates of psychological disorders among this
populatian (Nickerson et al., 2011)

In the current literature there is vast evidence of increased prevalence rates for PTSD,
depression, and anxiety disorders in refugees and asylum seekers, despite substantial variability
in the reported prevalence rates betwstrties. Table .1 provides an overview of recent
studies on the prevalence of PTSD, depression, and anxiety disorders among refugees and
asylum seekers. A distinction was made between overall prevalence rates, as well as specific
countries of origin andountries of resettlement.

Table 11

Prevalence of mental disorders in refugees and asylum seekers

PTSD Depression Anxiety
Overall
Various conflicted areas & regions of origin
Blackmore et al. (2020) 315% 315% 11.0%
5%-63% 1%-58% 2%-39%
Steel et al. (2009) 30.6% 30.8%
0%-99% 3%-86%
Turrini et al. (2017) 0-99% 2-100% 2-100%
Specifid
Country of origin
Syria
Alpak et al. (2015) 33.5% / /
Gammouh et al. (2015) / 29.5% /
Kazour et al. (2017) 27.2% / /
Iraq
Tekin et al. (2016) 42.9% 39.5% /
Kizilhan (2018) 48.6% 53.4% 39.1%
Country of resettlement
Low- /Middle-income
Turrini et al. (2017) 0.2-76.5% 2-89.5% 4-81.6%
High-income
Turrini et al. (2017) 3-54% 3-100% 12-77%
SlewaYounan et al. (2015) 25% 43% /
Fazel et al (2005) 9% 5% 4%

Note PTSD: PosfTraumatic Stress Disorder

Examples given
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The presence of mental health burdens among refugees and asylum seekers results in a
substantial demand of adapted andatite mental health interventions and treatment services
for this group. Various psychological or psychosocial interventions for refugees and asylum
seekers have been developed over the past decades and their effectiveness has been examined,
with the majoity of studies focusing on PTSD symptoms. The current evidence shows
promising results on the effectiveness of these interventions for PTSD, depression, and anxiety
(Crumlish & OO6Rourke, 2010; Kip et al., 2020
2017; Palic & EIKlit, 2011; Thompson et al., 2018; Tribe et al., 2019; Turrini et al., 204,
however, that the promising findings are not consistent. Although the overall effect size of g =
0.77 for PTSD and g = 0.82 for depression in the moshtesetaanalysis by Kip et a(2020)
were promising, the authors emphasized the considerable heterogeneity in included studies.

When evaluating treatments for refugees, it appears important not only to evaluate the
efficacy of treatment effects on symptaaduction. Instead, the acceptability, feasibility and
availability of treatments are important additional outcomes. Can refugees with mental health
problems gain access to treatment? Do their symptoms improve? But also, do individuals
remain in a plannetteatment? How frequently do refugees drop out of treatment?

Despite the growing body of literature on the effectiveness of psychological
interventions for refugees and asylum seekers, the empirical research on dropout is limited. In
studies reporting dpout rates in refugees receiving psychosocial treatment, this variable has
most frequently been assessed as a secondary outcome only and/or investigated in additional
posthoc analyses of data sets that were mainly focused on evaluating treatment efficacy.
our knowledge, there is currently no published systematic review oranalgsis assessing
the prevalence, predictors, or established preventive measures for dropout in psychological or

psychosocial interventions for refugees and asylum seekers.
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Relevance of considering dropout in research and treatment

Premature termination of psychological treatment can cause various adverse
consequences for the patients, the therapist as well as the public healthcare system. Considering
the negative consequences patients dropping out of treatment, there is a reduced probability
of improvement in the psychosocial functional level and in the symptoms that led them to seek
treatment(Bjork et al., 2009; Cahill et al., 2003; Swift et al., 2Q1Refugees and asylum
seekers often suffer from a pronounced symptomatology due to an accumulation of a burdening
index traumatization in the country of origin, negative flight experiences, angnogsttion
stressors (uncertain asylum status, lemgn accommodation in commal shelters). A
premature termination of treatment and an associated symptom aggravation can therefore cause
severe consequences for the patients (e.g., suicide attempts) or a chronification of the PTSD
(Fazel et al., 2005; Liedl et al., 2016; Nickersomle 2011) Furthermore, most patients who
have decided to drop out of a therapy stated that they have been very dissatisfied with the
therapy(Bjork et al., 2009)In addition, premature termination of treatment can also affect the
therapist. Several #wrs highlight the longerm complex and persistent effects of therapy
discontinuation on the therapist. As a fundamental stressor for the th¢Faplstr, 1983)
premature discontinuation of therapy can lead to a reduction sesteém and to feelisgf
frustration, failure, and rejectidi©®grodniczuk et al., 2005; Piselli et al., 201Ayditionally,
the burden of multiple therapy dropouts on the mental health system must not be forgotten. The
premature discontinuation of therapy affects the healta system on several levéBarrett et
al., 2008) These include the additional strain on already scarce resources, especially for the
treatment of refugees and asylum seekers, and the ongoing costs to the health care system
caused by a prolonged illre@arrett et al., 2008; Parsonage, 2003; Swift et al., 2012)

In view of the negative consequences of premature discontinuation of therapy, it is of

great importance to take a comprehensive look at the phenomenon of dropout. In addition to

establishingta pr eval ence of patientsd dropping out
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interest to identify predictors and risk factors for dropout, and develop strategies for the
reduction of dropout in research and practice. Although systematic reviews aranalgtes

on these phenomena are emerging see e.g. Swift & Gregi@ddr@)for an influential large

scale review, reviews specially focusing on dropout in research, assessment and treatment of
refugees and asylum seekers are missing.

The current articleaims to provide, for the first time, a practicgented review on
dropout in the treatment of refugees that is useful for researchers and practitioners providing
and/or investigating psychological treatment for refugees based on the best availabl@lempiric
evidence. As there is currently extremely limited empirical evidence on the prevalence,
prediction, and prevention of dropout in this specific population as hardly any study has
specifically addressed this issue, we review the literature on dropoutréatment in general,

and specifically discuss how the findings can be adapted to refugee populations.

Background

Definition of dropout

There is currently no consensus in the literature on the definition of dropout. Many
authors define dropout as the memation of an initiated treatment before the problems
(symptoms, impairment of the functional level, suffering) that had led to the start of the
intervention have been alleviaté@arfield, 1994; Hatchett & Park, 2003; Swift et al., 2009;
Swift & Greenbeg, 2012) Swift and Greenber{2012)have specified this broad definition.
According to the authors, dropout implies a termination of the treatment without fulfilment of
the therapeutic goals, without attainment of the full therapeutic benefit that wenegdbleen
possible with normal termination of the therapy or without completion of the full scope of the
therapy (see Tablg.2). It is important that the decision on the termination of the treatment is
made exclusively by the patient and without mutuakeot(Horner & Diamond, 1996; Swift

& Greenberg, 2012)
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Other authors just concentrate on parts of this specific definition made by Swift and
Greenberd2012) Thus,some speak of dropout when a planned therapy duratiqra fired
number of therapy ssions or a fixed duration in months, cannot be achiéxgd Beckham,
1992; Gunderson et al., 198@thers focus on fulfilling the treatment proto¢elg. Maher et
al., 2010) or define dropout as a n@ppearance at two consecutive scheduled sessidhe
last scheduled sesside.g. Hatchett et al., 2002; Kolb et al., 19885pportantly, in all
definitions, dropout is distinguished from regular termination of treatment and the refusal of
therapy(Garfield, 1994)

To operationalize dropout, studieseudifferent methods based on the definition used
by the respective authors (see Tabfor an overview). First, a specific number of therapy
sessions can be defined, which is considered the minimum therapy dose for symptom
improvement. Failure to medhis minimum number is then considered a drop@at J.
Lambert, 2007; Swift & Greenberg, 201X8econd, a different operationalization considers
failure to comply with the treatment protocol to be decisive,aregone who does not comply
with the entireprotocol is counted as a dropd@wift & Greenberg, 2012)Third, dropout is
sometimes operationally defined as any instance where a patient misses a scheduled therapy
session without rescheduling it or coming to further sesgi®ngt & Greenberg, 2012 Forth,
there is an operationalization method purely focusing on the therapist's judgement, i.e., after
treatment termination, the therapist decides whether the therapy is considered prematurely
terminated(Swift & Greenberg, 2012)Fifth, decision makig on dropout can be based on
clinical significance. Dropout is any discontinuation of therapy without demonstrable
improvement and without achieving a score in the normal range during the outcome
measuremer(Hatchett & Park, 2003)

The choice of a partitar method of operationalizing dropout depends on the setting
and the goal of the study or treatment and each has a different set of advantages and

disadvantages. While, for example, in the natural therapy setting, dtbased
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operationalization methodsaich as a minimal therapy dose (point 1) or the completion of a
treatment protocol (point 2) may seem problematic in some cases, it is advisable in RCTs with
a predetermined number of treatment sessions (Zimmermann, 2016).

Wierzbicki and Pekari1993) advocated the therapist's judgment as the preferred
operationalization method for dropout. In contrast, Swift and Greeideig)abstained from
favoring one specific method; instead they recommended a combination of two types of
operationalization, for exaple combining the therapist's judgement with a more objective
technique. However, they emphasized the importance for the field to start using a uniform
definition and operationalization method for drop(awift & Greenberg, 2012)

It should be noted th#the variability in the definition and operationalization of dropout
across studies makes it difficult to compare and interpret findings.

Based on the current literature, the need to develop a common standard for assessing,
reporting, and handling dropoirt refugees and asylum seekers is emphasized. At the same
time, it is important to allow some flexibility in the choice of the method, depending on the
purpose and context for assessing dropout. As general classifications (e.g., duration of
treatment) do ot apply for every patient and therapeutic process and the therapist, in contrast,
can make an individual decision, therapist judgement has been the preferred operationalization
method for many year&Swift & Greenberg, 2012; Wierzbicki & Pekarik, 1998owever,
some studies found limitations of an operationalization based on therapist judgement in the lack
of reliability and comparability of the criteria used for judgenfel@ a r b , 2004, Ob6 Kee
2019) We therefore recommend a combination of thistagpdgement and objective measures,

i.e., the therapist bases the decision on both, the personal assessment as well as an objective
outcome monitoring (clinically significant change). This method is recommendable for clinical
practice. In clinical resealn, where a high comparability of findings across studies is desired,

we recommend a duratieor dosebased operationalization method, ,igefining a specified

number of sessions that need to be attended to be classified as a completer. Due tofthe lack



50 Publication |

empirical evidence on dropout in the treatment of refugees, evid@sesl recommendations
can only be derived from general knowledge. We therefore recommend to transfer the

knowledge from nomefugee samples to the refugee population in this case.

Table 12

Definition and operationalization of dropout

Definitions of dropout

Dropout is termination of treatment without

fulfillment of a therapeutic goal
attainment of full therapeutic benefit
completion of the full sope of therapy

Definition Operationalization methods

Durationbased/ Fixed number of therapy sessions
minimum dose

Treatment protocol Failure to comply the entire treatment protocol

Missed appointments  Miss of a scheduled therapy session without redaling or coming to
further sessions

Therapist judgement Dr opout deci sion based on the th

Clinical significance Termination of therapy without clinically significant improvement and
without achieving a score in the normal range duonggome measure

Note.? (Swift & Greenberg, 2012)

Prevalence of dropout

A number of metaanalyses have been published reporting on the prevalence of dropout
from psychological treatment.

Wierzbicki and Pekarik1993)conducted the first comprehensivgstematic statistical
review of dropout rates in psychological treatment. Across 125 studies they determined an
average dropout rate of 46.86% (95% CI = [42.990.82%)]), which is in line with earlier
reviews consistently reporting a dropout rate in @uiege of 50%Baekeland & Lundwall,

1975; Garfield, 1994; Wierzbicki & Pekarik, 1993)ore recent metanalyses, on the other

hand, paint a slightly different picture. In their laigmale metaanalysis on dropout from
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psychological treatment with 669 inicled studies and a total of 83,834 examined adult patients,
Swift and Greenber(R012)reported a weighted mean dropout rate of 19.7%8435l [18.7%

- 20.7%]). However, there was a high degree of heterogeneity among the included studies, with
dropout rate ranging from 0% to 74.23%Swift & Greenberg, 2012)Other recent
comprehensive reviews are in line with these findings. For example, in aansdysis
conducted by Fernandez et@015)the average dropout rate was 26.2% and in a recent review
aiming at a comparison between psychological treatment and pharmacotherapy Swift et al.
(2017)found an overall treatment dropout rate of 21.9%.

The dropout rate appears to be moderated by the diagnosis of the client. Studies with no
specification of the treatmé&focus on one diagnosis, or with a treatraf@tius on a non
classified category reported the highest dropout rates (213%ijt & Greenberg, 2012)
Second and third largest dropout rates could be found for personality disorder treatments
(25.6%) and ding disorder therapy (23.9%). Further mataalysis, concentrating on the
treatment dropout in specific groups of patients reported, for example, an average dropout rate
of 37% in personality disorder treatme(cMurran et al., 2010)or a dropout ratef 18.28%
in treatments for PTSD in general and 36% for tragpecific treatment@imel et al., 2013)

Some analyses have also examined whether dropout rates are related to specific
treatment approaches. There is some evidence showing significant diéeren dropout
between treatment approaches only in the context of depression, eating disorders and PTSD
(Swift & Greenberg, 2014)For depression and PTSD, the lowest dropout rate (10.9% for
depression and 8.8% for PTSD) was reported in integrative apgeashat combined several
techniques without referring to one broad orientation such as cogbéhesioral or
psychodynamic. Dialecticddehavior therapy (DBT) resulted in the lowest dropout rate for
eating disorders (5.9%). For the remaining nine dafa categories examined, no significant

difference in dropout rates for the separate approaches could be detected, indicating that general
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therapeutic treatment factors (e.g. therapeutic alliance), rather than specific methods might be
decisive for retetion in treatmen{Swift & Greenberg, 2012, 2014)

As the current research on dropout almost exclusively focuses erefugee samples
and reviews and metnalysis are still missing, the actual dropout rate in treatment of refugees
and asylum seekers ligrgely unknown. Therefore, at the current state evidence can only be
drawn from inferences of the naeafugee literature or single treatment efficacy trials.
Treatment efficacy trials with refugees and asylum seekers have shown a considerable
variabilityi n r eported dropout rates. THhaW, 2006,nged
2009)RCTs on the efficacy of CBT for Viethamese and Cambodian refugees with PTSD, to
64.7% reported in W. Renner et 2011)for EMDR to reduce podtaumatic symptomg
Chechen refugees and asylum seekers.
Scope of the Review

The present literature review focuses specifically on dropout in treatment offered to
refugees and asylum seekers. The objectives of the review therefore are, on the one hand, to
synthesize refugespecific research findings, but, on the other hand, to also discuss how to
translate findings on dropout obtained in Western-mefngee samples to the refugee
population. Rather than providing a systematic review on research findings, the current articl
was written as a practie@iented review with the aim to make suggestions on how to improve
treatment adherence and to help clinicians working with refugees to implement preventive
measures to reduce dropout. To the best of our knowledge, the prasewt irethe first
discussing dropout in refugees and asylum seekers, and it focused on the following questions.
What is the current evidence on prevalence, prediction, and prevention of dropout from
psychological treatment in general, i.e., not specificefoigee populations? How can this
general knowledge be translated to the prediction and prevention of dropout in the treatment of

refugees and asylum seekers, taking into account specific characteristics of this population?

f
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What recommendations can be ided for clinicians working with refugees and asylum
seekers?

The review integrates literature retrieved from online databases (PubMed, Psyclinfo,
GoogleScholar), grey literature, hand searches of relevant websites (such as UNHCR), personal
contacts with egerts on workshops, and reference lists of yielded key articles. We considered
literature from three major thematic fields, namely (1) literature on dropout from psychological
treatment in general, (i.e., prevalence, predictors, preventive measuresjer@ure on
psychological treatment with refugees and asylum seekers in general, (i.e., mental health,
culturatspecific aspects, treatment offers); (3) literature on dropout from treatment offered to
refugees and asylum seekers. Primary keywords inclpdgchological treatmentiropout,
attrition, refugee, asylum seeker, mental health, -p@simatic stress, treatment barriers,

cultural competencied he main literature search was completed in September 2020.

Predictors and subjective reasons for dropout

For a more comprehensive understanding of the phenomenon and in order to develop
strategies that can reduce its occurrence, it is essential to understand the variables that lead to
premature discontinuation of psychological treatment.

The existent empiral evidence on predictors of and reasons for dropout is almost
exclusively focused on Western noefugee populations. In contrast, to the best of our
knowledge there is currently no evideruased research on dropout in the treatment offered to
refugees ad asylum seekers. It is conceivable that many variables identified in Western
populations also apply to this specific population. Therefore, current evidence from treatment
of Western nofrefugee patients is reviewed and implications for the refugee qtopulare
discussed. Further, it appears likely that additional, refsgeeific factors need to be
considered. These will be reviewed based on the current knowledge from reports of clinical

practitioners as well as theoretical assumptions.
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While the indvidual aspects are initially described in detail, they are summarized in

tabular form at the end of this chapter (see Taldg

Predictors for dropout
Patient variables

In their large scale met@nalysis, Swift and Greenbefg012)f ound patdent so
diagnosis to significantly predict dropout, with higher dropout rates in younger patients and
patients with personality disorders or eating disorders. In contrast, no significant differences in
dropout rates <could be f owymdnt dtatus. Thera were nt s 6
conflicting findings regarding the influence of educational level, gender, and marital status
(Swift & Greenberg, 2012)While some reviews are in line with the findings,,il@gher
dropout in younger patien{Barrett et al., Q08; Winkler, 2018and patients with personality
disorder(Cinkaya, 2016; McMurran et al., 2010; Zimmermann et al., 2@&bmMe authors could
not confirm Swi2Dl2)findingd, e.6 theassodiaton gith FFgmmermann
et al., 2017)Howe\er, Zimmermann et a2017)reported a significant impact of gender (more
dropout in male patients) and level of education (higher dropout in less educated) (see Table
1.3 for an overview).

Barrett et al(2008)and Zimmermann et a{2017)pointed out tk influence of high
initial impairment, that is the severity and complexity of diagnoses on dropout rates. Due to
their various adverse ptepert, and posinigration experiences, refugees and asylum seekers
often suffer from a high impairment that mightluence the risk of premature termination of
dropout(Fazel et al., 2005; Liedl et al., 2016; Nickerson et al., 2011; Priebe et al., 2016)

Further, the level of psychological mindedness (negative correlation with dropout), as
well as positive perceptmof mental health and mental health treatment (negative correlation
with dropout), and current treatment expectation were associated with the dropdiBtanatss

et al., 2008; Zimmermann et al., 2017)
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In the treatment offered to refugees and asyleekars, perceptions of mental health
and mental health treatment are also conceived to influence the treatment outcome and therefore
the dropout rate. According to numerous studies, there is evidence for cultural differences in
the perception of, thought@bout, and beliefs related to mental illness and psychological
treatmentgBarrett et al., 2008)While Western aetiological models are typically known to be
accepted by refugee populations for physical disorders, Liedl €R@l6) suggested that
refugee tend to use traditional, cultuspecific assumptions when explaining mental disorders.
The cause of the iliness is then seen, for example, in external circumstances like "the evil eye",
"the curse of fellow human beings", or the "intervention of thestocs"(Liedl et al., 2016)
Furthermore, several authors assumed that in many cultures there is rembbdiyalism, both
mental and physical pain is experienced holistic@iipner, 2001; Liedl et al., 2016)n
addition, a number of studies have sigigd that the socialization of individuals can influence
the perception of their own mental state and the associated need for therapeutid Bapgdtirt
et al., 2008) If one looks at African cultures, for example, there is a socializatiated
tendery among African women to have to act as strong carediBesstFranklin, 2013) This
includes the feeling of being solely responsible for the needs of the family and thus reduces the
probability of accepting external help. At the same time, men tend éallcated to suppress
or hide their feelinggBoyd-Franklin, 2013) Unfortunately, there is insufficient research on the
influence of the perception of mental illnesses on the probability of dropout in refugees. If at
all, this factor is only investigateid the context of stigmatization, yet again the results are
inconsisten{Barrett et al., 2008)
Treatment variables

A number of variables related to the treatment provided are potentially predictive for
dropout (see Table.3). Swift and Greenber@012 reported significantly higher dropout rates
in treatments with unfixed (vs. fixed) number of sessions, lower degree of manualization, and

in universitybased institutions. No significant difference cloud be found between treatment
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orientation and treatrné¢ format (group, individual). However, Swift and GreenbgQl4)
showed that the influence of treatment orientation on dropout rates was moderated by disorder,
with significant differences in dropout rates between treatment orientations for depression,
PTSD, and eating disorder.

Among refugees and asylum seekers, high prevalence rates of PTSD and depression can
be identified(Fazel et al., 2005; Nickerson et al., 2Q1l1)s therefore important to consider
dropout rates in treatment of PTSD and depresstavift and Greenber(2014)showed that
integrative treatment approaches resulted in the lowest dropout rates for depression (10.9%)
and PTSD (8.8%). In contrast, for example CBT resulted in dropout rates of 28.5% for PTSD
and 20.4% for depression. Ndkat Imel et al(2013)cloud not find any differences in dropout
rates in PTSD treatments when controlling for between study differences. Further, the degree
of trauma focuses within a treatment did not predict dropout rates, contradicting the assumption
that trauma focused therapies, like exposure, predict dropout.

In addition, Barrett et al.(2008) showed that treatment barriers had a significant
influence on the probability of terminating therapy prematurely. The authors referred to earlier
studies hypthesizing difficulties in finding a therapy, a long waiting list, as well as long
commutes to therapy locations as possible predictors of dropout.

Treatment barriers can be considered an important factor that might influence the risk
of dropout in the tratment of refugees and asylum seekers, as they are situated in demanding
living conditions and face specific challenges, which can be seen as additional obstacles that
make it difficult to remain in therapy. Slobodin and de J@t4.5)hypothesized that teguage
barriers and communication difficulties as well as frequently changing residences and contact
details may increase the probability of dropout. Furthermore, refugees and asylum seekers often
have limited economic resources. Some mental health aaespionals assume that this could
also influence the acceptance of psychotherapeutic treatment (8mdhu et al., 2013)

Considering the difficulties these individuals or families face every day, it is clear that it may
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be difficult to attend psychotpcal treatment regularly, if daily care for children is not
guaranteed, or if one may not miss a day at work without the risk of dismissal, just to give a
few examples. Many refugees and asylum seekers further lost their social environment due to
resettlng in another country. Several authors argue that the lack of support through social
contacts, the feelings of loneliness, isolation and homesickness can lead to a sense of
helplessness and fear of marginalization that may enhance the possibility oft{topdiuet
al., 2016; Sandhu et al., 2018urthermore, a rejected asylum application can, in case of an
associated deportation, also inevitably lead to premature termination of tf®lapydin & de
Jong, 2015)O0ften, these specific burdens can bemamnized under the terms of pastgration
stressorexplained above. In several reviews the authors have assumed that while the presence
of postmigration stressors on the one hand increases the psychological burden and thus the
need for therapeutic suppgthey can also be seen as obstacles to remaining in ti{8@pghe
et al., 2016; Porter & Haslam, 2005; Priebe et al., 2016)
Therapist/ provider variables

Level of therapist experience had been shown to be a predictor of dropout, with higher
dropoutrates when therapists had a lower level of experi¢Buogft & Greenberg, 2012)in
contrast, neither therapistséd age, nor gende
could be confirmed by Roos and Werb@®13) In addition, the impact dhe quality of the
therapeutic alliance should be emphasized. A large number of studies can be identified that
have found a connection between strength of the therapeutic alliance and dropout probability,
with weaker alliances tending to predict drop(ihkaya, 2016; Roos & Werbart, 2013; Sharf
et al., 2010)

The essential aspect of the therapeutic alliance is the relationship and interaction
between therapist and patient. In the treatment offered to refugees and asylum seekers building
this alliance maybe associated with some difficulties. In their qualitative study with 48

interviewed mental health care professionals in 16 European countries, Sandh@Gt3)l.
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found that many therapists stated that patients from other cultures have difficultigslimgb
trust. This was due to both, previous negative experiences with authorities and the unfamiliarity
with the health care system. These results were supported by Prie{@@t@&who reviewed
the results of several studies giving evidence forck Ia gaining trust towards health care
professionals among refuges and asylum seekers.

Further, Zimmermann et gdR017)underlined the importance of the-called therapist
effect when examining dropout. In their study, they reported that 5.7% of tleacairin
dropout could be explained through therapist differences (therapist effect).
Study and design variables

In addition to variables related to characteristics of patients, therapists, or the therapy
itself, it is further interesting to consider tstedy design, i.ehow the dropout rate is influenced
by methodological factors, such as type and conduct of studies (se€l Bable

Swift and Greenberg2012) demonstrated that dropout rates were significantly
moderated by the definition of dropout usedhe studies, with the highest dropout rates for
therapist judgment. These results are in line with the findings reported by Wierzbicki and
Pekarik(1993)or Hatchett and Pai2003) Furthermore, study type had a significant influence
on determined ras of dropout(Swift & Greenberg, 2012)The dropout rates reported by
studies of treatment effectiveness were significantly higher than those reported from studies
focusing on efficacy. In contrast, there was no significant effect of the publicatiorofyear

studies.

Subjective reasons for dropout

While a growing body of research is examining predictors for dropout, comparatively
little is known about subjective reasons reported by patients for their dropping out of treatment
(for an overview, see Table3). Insufficient motivation for therapy and/ or for change proved

to be the most frequent reason for discontinuation documented by thef@mg&isya, 2016)
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Therapists also reported that patients often suddenly stop attending therapy session and no
further contact is possible, therefore reasons for discontinuation often remain unknown.

Patients, on the other hand, frequently reported dissatisfaction with the therapist and the
therapy as reasons for dropdBekarik, 1992; Westmacott et al., 201@arious authors stated
that the different expectations of treatment held by patients from other cultural backgrounds
can lead to dissatisfaction and influence the occurrence of dropout from psychological treatment
(e.g., Priebe et al., 2016; Sandhu et al., 281&yodin & de Jong, 2015; van Loon et al., 2011)
This attitude towards psychological treatment appears to be influenced by socialization and
cultural differences as wel(Barrett et al., 2008; Priebe et al., 2016)ed| et al. (2016)
suggested for exartg that traumatized refugees expect a medically or spiritually oriented
therapy method that also leads to an improvement of their living conditions they consider the
cause of their symptoms. Furthermore, "talking as a method of healing" is a mostly anknow
concept, so the authors. In order to avoid disappointment, a comprehensive explanation of the
therapy method as well as the clarification of the individual therapy expectation is therefore
indispensable in treatment offered to refugees and asylum séekeliset al., 2016)

In addition, in their qualitative analysis of patient interviews on premature termination,
Knox et al.(2011)reported unresolvable ruptures between patients and therapists as frequently
cited reasons f or dspeotigeo Given therdiffioulties in ganing teust t s 6
towards health care professionals among refugees and asylum g&xlebs et al., 2016;
Sandhu et al., 2013}t is conceivable that a break in a hardn therapeutic relationship could
have an impact othe likelihood of premature treatment discontinuation.

Further, patients frequently indicated external barriers as reasons for a premature
termination of treatmer{Knox et al., 2011; Pekarik, 1992; Westmacott et al., 2049 stated
before, refugees dnasylum seekers face numerous external barriers, e.g., language barriers,
communication difficulties, high frequency in changing residence and contact details, that my

increase the likelihood of dropout.
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In contrast, it should be emphasized that Westthatal.(2010)also described that

some patients terminated therapy prematurely because they had already been satisfied with the

therapeutic progress.

According to Swift and Greenber(012) these different reasons for premature

termination of therapyan be understood as the result of a-testefit calculation. In this

calculation, the patient compares the perceived and anticipated costs of continuing the therapy

with the perceived and anticipated benefits of the therapy. If the costs exceed tipataatici

benefit, dropout becomes more likely.

Table 13

Key findings on predictors and subjective reasons for dropout

General findings

Implications for refugees and asylum

seekers
Predictors
Patient Higher dropout rates in: High percentage of sociodemographic
1 younger patients (not confirmed by characteristics that are known to be
Zimmermann et al., 2016) high risk for dropout (age, gender,
 less educated patients education)
(unclear in Swift et al., 2012) High initial impairment due to pre
f male patients perk, postmigration stressors
(unclear in Swift et al., 2012) Cultural differences in perception,
1 patients with personality disorders or ~ thoughts, beliefs about mental healt
eating disorder and psychological treatment (culture
Initial impairment specific assumptions; socialization)
Psychological mindedsss, perception of
mental health, treatment expectation
No association: ethnicity; employment statt
Treatment Higher dropout rates in High prevalence of PTSD and
1 unfixed number of treatment session depression; thefore, influence of
1 low degree of manualization treatment orientation should be
{1 universitybased institutions considered
Difference in treatment orientations for Various treatment barriers due to pos
PTSD, depression, eating disorder (but migration stressors, i.edemanding
see Imel et al., 2013) living conditions, language barriers,
Treatment barriers communication difficulties, limited
No association: treatment format economic resources; lack of social
contactsrejected asylum application
Therapist Higher dropout rate: Difficulties in building and maintaining

9 therapist in training

Strength of therapeutic alliance

No association: the
race

therapeutic alliance due to lack in
building trust towards health care
professionals and authorities as wel
as unfamiliarity with the health care
systems
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Study and Higher dropout rate:
design 1 dropout definition based on therapist
judgment
1 effectiveness studies

Subjective Reasons reported by pasent

Culturerelated deviations in treatment
expectations might lead to
dissatisfaction with therapist and
thergy

Vulnerable patientherapist
relationship due to lack in gaining
trust

Various external barriers due to post
migration stressors

Dissatisfaction with therapist or therapy

Unresolvable ruptures in patietiterapist
relationship

External barriers (e.g. financial, logistical)

Preventing dropout

The reduction of dropout is a major challenge in both clinical practice and clinical
research providetb refugees and asylum seekers. Therefore, effective measures are needed to
prevent dropout in clinical practice in order to provide the best possible care for all patients. In
clinical research, such implementations can increase the quality and vdliditgarch results
and thus contribute to the improvement of therapeutic measures in the long term.

This appears particularly important for refugees and asylum seekers who represent a
highly vulnerable group where high dropout rates are to be expecteth thedack of specific
evidence in the treatment of refugees and asylum seekers it is essential to derive measures from
the Western nonefugee population and adapt these strategies to the particular treatment
challenges and needs of this people groupther, specific strategies that only apply to
refugees and asylum seekers are conceivable. For an overview of measures to prevent dropout,
see Tabld 4.

Swift et al. (2012) suggested that therapists should inform their patients about the
duration of theapy and typical patterns of change. Many patients have unrealistic expectations
about the duration of therapy; they expect a quick recovery in a small number of therapy

sessions (see Table4). There is extensive evidence that the expected number afrsessi
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considered the best predictor of the actual number of sessions afiegdddueller & Pekarik,
2000)and that this expectation also influences the dropou{eaje Callahan et al., 2009n

their RCT with 63 participants, Swift and Calla@011) found that the implementation of an
education program that informs patients about the anticipated duration of therapy and the
positive relationship between the number of therapy sessions and the probability of recovery
prolongs the absolute durationtodatment and reduces the dropout rate.

Especially in the treatment offered to refugees and asylum seekers treatment
expectations might differ drastical{g.g., Priebe et al., 2016; Sandhu et al., 2013; van Loon et
al., 2011) Presumably, preparatory sems as evaluated in Swift and CallaHa011) are
effective measures to prevent dropout in refugees and asylum seekers.

Further, patientsd role expectations must
possible misconceptions must be addresséis B of particular importance when treating
refugees and asylum seekers. Swift gf2dl12)assumed that unmet role expectations can either
result from naive beliefs shaped, for example, by stereotypes, but they also occur when the
patient has a precisgea that cannot be fulfilled by his therapist. In the refugee population these
disparities stem from cultural differences in the perception of mental illness, psychological
treatment, and therapigBarrett et al., 2008)here is extensive evidencettidese unmet role
expectations can predict dropdetg. Callahan et al., 2009)o prevent possible premature
discontinuation of therapy, it is therefore important to discuss the distribution of roles in the
first therapy session. There are numerous istudvith Western samples showing the
effectiveness of different role induction strategies in psychological treatments, especially of so
called orientation video@arrett et al., 2008; Ogrodniczuk et al., 2005; Swift et al., 2(A&)
example, Reis and Bwn (2006) showed in their interventions study with 125 patients that
dropout could be significantly reduced by viewing amidute role induction video. While the
video format is often used to introduce the different roles, there is also evidence fesm old

studies showing that this can also be done orally or in written fdBnatt et al., 2012)
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To explore culturespecific beliefs about mental illnesses and psychotherapeutic
treatment, Liedl et al(2016) recommended a detailed assessment of the paem hi st or
extended by cultureand refugeespecific aspects. An early clarification of barriers that could
complicate the therapeutic process allows an adaption of the process before premature
termination can even occur. Note however, that a detaiksatiggon of traumatic experiences
is often not indicated at this point in treatment. For example, traumatic experiences should only
be named but not described in detail. In the course of therapy, when a level of trust has been
established, the trauma hisg can be discussed-depth(Liedl et al., 2016)Here as well a
culturally sensitive approach should be chosen. This takes the specific symptoms, their history
and individual biography into account, breaks down cultural misunderstandings, and attempts
to overcome language barridisbdallahSteinkopff & Soyer, 2013; Kahraman & Abdaltah
Steinkopff, 2010) However, the effects of a detailed anamnesis and a culturally sensitive
approach on dropout rates have not been studied yet.

Besides exploring culturapecific expectations in a detailed anamnesis and adapting
the role induction strategies to these specific expectations, it is important to develop and
promote cultural competenci€Barrett et al., 2008; Liedl et al., 2016; Maramba & Nagayama
Hall, 2002) Some authors suggest that building cultural competencies in treatment providers
includes both, raising awareness and generating knowledge about cultural differences, and
simultaneously acquiring skills to implement this knowledge in treatment and teerefo
appropriately respond to cultural differences. Therapists acquire suitable strategies for role
inductions and learn to sensitively address and work with deviating expectations and goals. The
acquisition of cultural skills thus leads to a responsiveagmbr to the needs and expectations
of the patients and strengthens the therapeutic alli@areett et al., 2008; Liedl et al., 2016)
Although this might consequently reduce the risk of premature discontinuation of therapy,
studies investigating the etfieveness of cultural competencies on dropout are still miggarg

Loon et al., 2011)
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In addition, it is important to incorporate patients” preferences before starting treatment
including the type of treatment, but also preferences regarding to tapititigtherapeutic tools,
behavior, and role§Swift et al., 2012)According to the authors, patients often have concrete
ideas, without having full insight into the possible treatment options. Therefore, therapists
should share their knowledge of diéait therapeutic options with the patient, listen to the
patient's preferences and make a joint decision on the best ap(Boaftiet al., 2012)

In the treatment offered to refugees and asylum seekers it is important to place a special
focus on the exclmye between patient and therapist, as knowledge on therapeutic options is
often limited and treatment preferences might differ from Western samples. As evidesece
psychological interventions are available for refugees and asylum séelgrsKip et &,

2020) these should be offered with high priority, while at the same time taking patient
preferences and specific circumstances into account.-Metigtic findings including 18
studies showed that patients whose preferences were addressed, distahtnagy less
frequently than patients who had no choice or were provided with a treatment option they did
not prefer(Swift et al., 2011)see Tabld 4).

A handful of studies have shown that building and strengthening patients” hope is a
central factoffor therapeutic success and thus, it is assumed to be effective in the reduction of
dropout(Swift et al., 2012)Swift et al.(2012)recommended that it is important to ensure that
a conviction that the therapy will contribute to the improvement of tblelgms is given, but
at the same time, no unrealistic expectations are reinforced.

Refugees and asylum seekers often suffer from multiple problems related to the
traumatic experiences in their home countries, their symptomatology, but also to thet difficul
living conditions and multiple poshigration stressor®.g., Priebe et al., 201&)ften refugees
express feeling like having lost all their hofhg¢edl et al., 2016) Therefore, it is presumable
that building and strengthening hope is a powerful nreaso reduce the likelihood of

premature termination of treatment in refugees and asylum seekers. Constantig20atlal.
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described two strategies to build such a realistic hope. One is that the therapist describes a
treatment rational that is comprehiges for the patient. On the other hand, the therapist
expresses his personal confidence in the effectiveness of the therapy and in the patient's
abilities. There is no evidence actual test |
Most of the athors rather focus on giving suggestions on this topic.

Fostering the therapeutic alliance is another effective measure to reduce the likelihood
of dropout (see Tabl&4). Working with an understanding therapist where there is agreement
on goals and taskand where a strong sense of cohesion dominates, enhances the perceived
benefits of therapy. Considering the extensive evidence on the influence of therapeutic alliance
on treatment outcome, Swift et dR012) suggested that such a strong therapadient
relationship reduces the probability of premature discontinuation of therapy. In their meta
analysis with 11 included studies, Sharf e(2010)were able to provide evidence supporting
the assumption of an association between high dropout ratesvatitelrapeutic alliance. It is
conceivable that a strong therapeutic alliance has positive effects on treatment adherence in
refugees and asylum seekers as well. Note that the lack in gaining trust towards health care
authoritiegPriebe et al., 2016; Samd et al., 2013jnay result in some difficulties building this
alliance. To effectively reduce dropout it is important to establish strategies to strengthen the
alliance(Swift et al., 2012)The authors described different strategies that are beingruthed i
two phases: To strengthen and later maintain the therapeutic alliance. While at the beginning of
the therapy, an agreement on goals and tasks should be achieved, throughout therapy strategies
for the development of a strong bond become increasingdpitant. Therapists should then
take care to create a safe and empathic environment in which patients feel that they are working
together on the same gdq&wift et al., 2012)There is a consensus in the current literature that
it is particularly importat to be aware of the fact that a break in the therapeutic relationship is
often experienced as a severe loss, resulting in a higher risk for d(epgpuBarrett et al.,

2008) Even though it is sometimes difficult to detect them, such ruptures shadgsabe



66 Publication |

taken into account. Several authors suggest that attention must be paid to the patient's negative
feelings in order to work together to resolve the conflict anstnengthen the relationship
(Ogrodniczuk et al., 2005; Safran et al., 2011)

In the treatment of refugees and asylum seekers not only the thepapest
relationship is important, but also the relationship between patient and interpreter, as well as
between therapist and interpreter. Although a detailed consideration of treatment with
interpreters would go beyond the scope of this article, it is important to state that working with
interpreters can promote both, adherence and dropout. On the one hand, interpreters can be seen
as a bridge between cultures. Supporting the therapigiisaluldompetencies, breaking down
language barriers, and assisting with culturally sensitive aspects during treatment can facilitate
to build trust and a therapeutic relationship and therefore strengthen treatment adherdhce
et al., 2016)On the otkr hand, working with interpreters can lead to difficulties, which may
increase the risk of premature termination of thei@msdl et al., 2016)Conflicting political,
ethical or religious affiliations, or in some cases a mismatch with regard to gantter o
handling of taboo subjects, are seen as problerfiag¢id] et al., 2016)It is important to address
potentially difficult issues at an early stage, but also when they occur later in the course of
therapy, in order to prevent possible ruptures intlleeapeutic relationship. Special attention
should be drawn to the interpreters' duty of confidentiéliigdl et al., 2016)Since the exile
community is mostly rather small, there is otherwise the danger that the patient will develop
inhibitions to addess critical issues. The effects of a mismatch between patients and interpreters
are derived from clinical practices, again welinded research is missing. Further, it is
important considering the quality of the therapmeérpreter relationship. Ravé2003) and
Hassan and Blackwod@020)discussed difficulties of establishing a working alliance due to
feelings of absence of support and recognition and denial of importance on the interpreter side
and feelings of tension and simplification of the tneat measures on the therapists side.

These difficulties are known to influence the triadic therapeutic alliance and therefore also the
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probability of premature termination of treatment. To prevent dropout therapists should
therefore focus on strengthenitige ceworking alliancegRaval, 2003)
In addition, there is evidence that assessing and discussing the treatment progress is
indispensable to allow a patiefuicused approach in the course of treatni®nift et al., 2012)
Torealize astrategicmonitoo ng, obj ective measures to track
progress in treatment is compared with typical patterns of improvement, and finally the therapist
is given feedback on the relation of the present therapy progress to the desired (Hograsd
et al., 1996) A deviating therapy progress is often accompanied by negative fe@lings
Lambert et al., 2001Yhe patient no longer perceives the benefits of the thé&E&pit et al.,
2012) and dropout becomes more lik¢M. J. Lambert2017)
Especially for refugees and asylum seekers, who often have difficulties in finding a
therapy and need to overcome various treatment bafBérbodin & de Jong, 2015}t is
important that the benefit of treatment is always perceivable and ousnbabxisting barriers.
Muitze et al(2021)could show that the risk of treatment dropout could be predicted by routine
outcome monitoring. If the therapist detects these changes at an early stage, adjustments can be
made to the course of therapy beforerpature discontinuation can even oc(swift et al.,
2012) Although there is evidence supporting the use of feedback systems on treatment outcome
(Brattland et al., 2018; M. J. Lambert et al., 2001, 2018t he effects on pr e
dropout remin unclear. Comparing dropout rates assessed in routine outcome monitoring
studies showed an ambiguous picture. Delgadillo et al. (2018) reported in thesdalg&®CT
with 2233 patients that there were no significant differences in the dropout eateh the
feedback intervention group (24.1%) and treatraent s u a | (23.9%). Same ap|]
on tracko subsample, with significantly wors
Barrett et al(2008)discussed another strategy to reduce dropout. As motivation can be
seen a crucial for beginning and remaining in treatment, this factor is also important when

talking of premature termination of therapy. A treatment approach aimed at increasing and
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facilitating the internal motivation of patients to achieve changes is therefoommended.
Barrett et al(2008)focused on motivational interviewing. By helping the patient to build up
their own motivation of change, they are guided to resolve possible ambivalent feelings towards
the therapy. Barret et a2008) suggested thatnainternally motivated change process can
therefore increase commitment and reduce dropout rates. There is first evidence that
motivational interviewing proves to be effective in reducing dropout (@msoll et al., 2001)
However it should be noted thalespite the positive effects, results on motivational
interviewing are inconsisteBarrett et al., 2008)

In refugees and asylum seekers these ambivalent feelings towards therapy can be caused
by the feeling that daily concerns are not addressed iguftig in treatment. Therefore,
increasing and facilitating the internal motivation in refugees and asylum seekers to gain a
comprehensive prevention of dropout always goes along with addressing the demanding living
conditions (e.g., accommodation diffitiek, lack of privacy) and the presence of multiplepost
migration stressors (e.g., difficulties during the asylum procedure, language diffiqllibel)
et al., 2016) Ogrodniczuk et al(2005) discussed the use ohse management as effective
measureln addition to the actual psychological treatmentcalled case managers can help
the patient to cope with the daily stressful living conditions, the presence of which might
otherwise have led to a premature termination of therapy. One study repottecthdba
management in addition to CBT reduced the dropout rate 9 BOmpared to CBT alone
(Miranda et al., 2003)urthermore, the therapeutic process itself should also focus on dealing
with the difficult daily life and the existing postigration stresors. Liedl et al.(2016)
suggested that a resowmeented approach as well as the increase of pleasant activities and the
encouragement of social integration is indispensable, especially at the beginning of the therapy.
Such a consideration of the ligrconditions can not only contribute to a stabilization of the
patients, but can also create a feeling of being understood, which in turn strengthens the

complianceLiedl et al., 2016; Priebe et al., 2016)
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Furthermore, it appears to be important to labkatient characteristics correlated with
high dropout rates to derive adequate strategies to reduce dropout. Research on predictors of
dropout has shown that dropout might occur more frequently among younger, less educated
patients, who may have a highek of being in dire of financial straits. Barrett et @008)
suggested that sometimes these individuals are facing urgent crises that bring them to seek
treatment. Once this crisis is solved, other upcoming needs might outweigh the need to attend
treatment and dropout becomes more likely. Therapists should therefore build awareness on
crises and social needs of their patients and provide specific support services when appropriate
(Coulter & Ellins, 2006)

In refugees and asylum seekers, therarnisircreased percentage tifese higkrisk
patient characteristics. Especially they are often facing severe crisis, e.g. due to difficulties in
the asylum procegsiedl| et al., 2016) Thus, the measures described for Western samples can
potentially be used irefugees populations, too. Some authors further hypothesize that for this
vulnerable group, strategies are needed helping patients to develop skills that are known to
facilitate treatment adherence.g., Ogrodniczuk et al., 2005)hese interventions inalle
various aspects of preparation, as role induction by means of preparatoryRielisas Brown,

2006) and the development of social skills, e.g. communication strategies or reducing
impulsiveness. According to numerous studies the offer ofcalkedpreparatory intervention

are effective in reducing dropof{see Ogrodniczuk et al., 2005, for an overvie&g no specific
mechanisms of action can be retrieved, a link to reinforcement of problematic patient
characteristics is more hypothetical.

Derived from the clinical practice, sending appointment reminders might be another
strategy that can help in reducing premature termination of dropout. Ogrodniczu{2e08).
suggested that by occasionally sennmaitendngqui ck
a scheduled session is addressed and therefore dropout may become less likely. Note that

changing contact details and language difficulties might complicate the implementation of
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appointment reminders in the treatment of refugees and asyllmarseblevertheless, this
strategy might be especially important for this people group, as refugees and asylum seekers
are not used to the western health care system. Therefore, although there isfondedll

research on the use of appointment remindéis, strategy is a lowost mean that can be

implemented easily.

Table 14

Key findings on preventing dropout

General strategies

Implications for refugees and asylum seekers

Prevent unrealistic treatment expectations.
Inform paient about duration of treatment and
typical patterns of change.

Clarify role expectations and misconceptions.
Use role induction strategies and preparatory
sessions.

Incorporate the preferences of the patient and shi
knowledge of therapeutic options.

Build and strengthen hope.

Foster the therapeutic alliance.

Assess and discuss the treatment progress;
prevent negative feelings and loss in benefit
of treatment.

Increase and facilitate the internal motivation.

Focus on difficult patient characteristics.

Send appointment reminders.

Often deviating treatment expectations that nee
to be addressed.

Cultural differencesn perception of mental
health, treatment, and therapist; importance
role induction and preparation.

Use detailed anamnesis to explore cultural
specific perceptions and beliefs.

Develop and promote cultural competencies:
raising awareness, generatingledge, and
acquiring skills.

Knowledge on treatment option is often limited,;
focus on transfer of knowledge.

Multiple pre, pert, postmigration stressors
result in feeling of lost hope; building and
strengthening hope is essential.

Fostering therapeutic alliance might be difficult
due to lack in gaining trust; strong alliance
important.

Consider patieninterpreter relationship.

Consider therapidhterpreter relationship.

High costs of starting and attaining treatment
(various treatment barriers); focas benefit
is essential.

Ambivalent feelings towards treatment due to
daily concerns that are not addressed in
treatment.

Adapt treatment process to daily life and existir
postmigration stressors, e.g.dos on
resourceoriented approach, increase pleasa
activities, and encourage social integration.

Consider the additional use of case manageme

Increased percentage of highk patient
characteristics requés special attention.

Consider difficulties due to changing contact
details and language barriers.
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Conclusion

This review provides for the first time practiogented knowledge on dropout in
treatment offered to refugees amdylum seekers. As there is currently extremely limited
empirical evidence on the prevalence, prediction, and prevention of dropout in this specific
population we reviewed the literature on dropout from treatment in general, and specifically
discuss implemntations for refugees and asylum seekers.

In Western nofrefugee samples prevalence rates of about 20% (with a substantial
variability) are reported for dropout from psychological treatment. Due to the lack of evidence,
the actual dropout rate in treatm®ffered to refugees and asylum seekers is largely unknown.
Current state evidence can only be drawn from single treatment efficacy trials that have shown
a considerable variability in reported dropout rates ranging from 0% to §4.g%Hinton et
al.,2004; W. Renner et al., 2011)

The dropout rates (higher rates) seem tc
patients) and disorder (personality or eating disorder), as well as initial impairment (high) and
treatment expectancy (low). In refugees asgliam seekers there seems to be an increased
percentage of these higtsk variables (e.g., high initial impairment due to-pperi, and post
migration stressors). Further, treatment expectations often differ due to -¢elatssl
deviations in the peeption of mental health and mental health treatment. Other potential
variables are the number of treatment sessions (unfixed), the degree of manualization (lower),
the institution providing the treatment (univerdtgsed institutions), as well as thertpasts
experience level (lower level of experience) and the operationalization method of dropout
(therapist judgement). Subjective reasons for dropout stated by patients include insufficient
motivation, dissatisfaction with the therapist or treatment,extternal barriers. Refugees and
asylum seekers are facing various specific barriers and challenges, such as ongeing post
migration stressors (e.g., accommodation situation, smmaomic condition, isolation,

loneliness), language barriers, and cultdiierences.
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In the current literature, preventive measures are mostly derived from research on
predictors or refer to recommendations from the clinical practice. There is hardly any empirical
evidence testing the effects of these measures on the drap@uHowever, there is reliable
evidence for a reduction of dropout through an appropriate preparation of the patient for
psychological treatment. These preparatory interventions mainly focus on role induction,
treatment expectations, and information @yghological treatments in general (duration,
change processes). Especially in the treatment offered to refugees and asylum seekers, where
cultural differences in the perception of mental health, treatment, and therapists are likely, it is
important to foas on an extensive role induction and preparation. In addition, fostering the
therapeutic alliance and building and strengthening hope seem effective measures for refugees
and asylum seekers. Further specific strategies should focus on the developrpeoinantion
of cultural competencies and the adaptation of treatment to the specific needs of the patients
(postmigration stressors, difficult living conditions).

Future research is needed to evaluate the prevalence and predictors of dropout in
treatment dered to refugees and asylum seekers. Further, research should focus on develop
preventive strategies and testing their efficacy. This serves to reduce the occurrence of dropout
and its adverse events in a population that is a challenging situation witigent need of

support and psychological treatment.
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Abstract

Background: Refugees and asylum seekers often suffer from migration stressors and related
psychopathology. However, providing this population with psychological treatment has a
number of barriers (e.g., culture and language differences), which are widely thoughieto h

the success and continuation of treatm@tjective:The current systematic review and meta
analysis aims to provide first comprehensive evidence on the prevalence and predictors of
dropout in treatment provided for refugees and asylum seéetbod: We synthesized the
existing evidence on dropout from psychological and psychosocial interventions provided to
adult refugees and asylum seekers resettled inihggime countries. Specifically, we meta
analyzed the prevalence of dropout from treatmant] explored the factors that predict
dropout. Our database search in PubMed, Psycinfo, Web of Science and PTSDpubs identified
28 eligible randomized controlled trials (2,691 participants; 39 active treatment conditions),
published up to January 31, 20Results:Results showed a weighted average dropout rate of
19.14%, 95% CI[14.66, 24.60] across studies and treatment conditions. Subgroup analyses and
metaregressions revealed no statistically significant predictors for dropout. However, several
refugeespecific variables (e.g., longer mean duration in country of resettlement, lower rate of
insecure asylum status) may merit closer attention in future res€zoolclusions: These
findings suggest that, in contrast to widespread assumption, the estinvermgkadropout rate

is comparable to those reported in refugee populations. However, more research is needed

to establish the underlying mechanisms of dropout, which may differ across populations.

Keywords:Dropout, prevalence, predictors, refugeegluas seeker, metanalysis
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Public Health Significance Statement

This study suggests that about 20% of refugees and asylum seekers prematurely terminate
psychological or psychosocial treatment. Contrary to the -gjidead assumption about the
difficulty retaining refugees in psychological treatment, this rate is comparable to dropout rates
found in nonrefugee populations. Although the variables that influence the dropout rate remain
unclear, our analyses point to the importance of refggeeific variablege.g., asylum status)

while identifying no influence of the other sociodemographic variables (e.g., diagnosis, age) on

dropout.
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Dropout from psychological interventions for refugees and asylum seekers: a meta

analysis

Currently, 79.5 million people walWide are forcibly displaced due to war, conflicts,
persecution or human rights violatigiunited Nation High Commissioner for Refugees, 2020)
Refugees and asylum seekers are exposed to numerous burdensome experiences and stressors
while living in theirhome countryBogic et al., 2012; Hargreaves, 2002; Kalt et al., 2013;
Priebe et al., 2016as well as during the displacem@adttche et al., 2016; Priebe et al., 2016;
Ryan et al., 2008and resettlement procef8ottche et al., 2016; Liedl| et al., 281Porter &
Haslam, 2005)The burden of these preperi and posimigration stressors is known to affect
the physical and mental health of refugees and asylum séBlkeksrson et al., 2011A large
scale metanalysis on refugees across different hame resettlement countri€Silove et al.,
2009)reported prevalence rates of 30.6% for posttraumatic stress disorder (PTSD) and 30.8%
for depression with a considerable variance of prevalence rates among studies (PTISD: 0%
99%; Depression: 3%85.5%).In a largescale umbrella review focusing on refugees resettled
in high-income countries, Turrini et a2017)reported prevalence rates ranging from 3% to
50 % for PTSD, from 3% to 10% for depression and from 12% to %/for anxiety disorders.
These fgures indicate the need for effective treatment services targeting mental health problems
in refugees and asylum seekers. As of present, numerous psychological interventions for
refugees and asylum seekers have been developed. The current evidence @hasigdout
not entirely consistent results on the effectiveness of these interverf@oomlish &
O6Rour ke, 2010; Nose et al ., 20 1ThemoSthheoemp s on
metaanalysis reported an aggregated effect size of g # fa7 PTSD and g = 0.82 for
depression, although there was considerable heterogeneity in the included (stipdetsal.,

2020)
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Although effective treatments for refugees and asylum seekers are now available, there
are still a number of barriers that tar the initial start and continuation of treatment. For
instance, some authors highlighted the language differences, unstable residence status, and the
frequency of changed contact addresses as crucial factors that affect the initiation and might
increasethe likelihood of dropou(Bhatia & Wallace, 2007; van Loon et al., 201&jher
authors spotted ongoing peasigration stressors, such as challenging accommodation
situations, poor socieconomic conditions, loneliness, isolation, and feelings of helpss
(Bottche et al., 2016; Liedl et al., 2016; Porter & Haslam, 2005; Priebe et al., ReBhinary
findings also suggested that there are prominent cultural differences in the perceptions and
assumptions of mental illness, psychological treatmerd, therapistgBarrett et al., 2008;

Liedl et al., 20163as well as the expectation for treatm@ng., Slobodin & de Jong, 2015; van

Loon et al., 2011)As any of these factors are likely to impact on access and retention of
treatment, dropout from treaent in this population is expected to be more prevalent than in
nonrefugee patientéBarrett et al., 2008; Priebe et al., 2016; Slobodin & de Jong, 2015; van
Loon et al., 2011)Yet, the likelihood of dropout occurrence across various trial settings and
diverse refugee populations is still unclear. Furthermore, it is of theoretical and practical
importance to identify the factors that best inform dropout among the re$pgedic barriers

that researchers have documented in the literature. Therefooeirthat metaanalysis aimed

to provide comprehensive evidence on the prevalence and predictors of dropout in treatment

provided for refugees and asylum seekers.

Definition of Dropout

One of the most widely used definitions of dropout is a terminatiomadhitiated
treatment before the symptoms that had caused the patient to seek treatment have been
alleviated(Garfield, 1986; Hatchett & Park, 2003; Swift et al., 2009; Swift & Greenberg, 2012)
However, in the literature, a number of variants can be faondaho consensus has been reached

on the operationalization of dropout despite repeated calls for developing common standard
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(e.g., Barrett et al., 2008; Fernandez et al., 2015; Imel et al., 2013; Swift & Greenberg, 2012)
For example, some studies defdrepout as: (a) Failure to complete an a priori defined number

of therapy sessions that is considered to be the minimum dose for symptom improvement; (b)
failure to attend the complete treatment protocol; (c) missing a scheduled treatment session
withoutr eschedul ing it or attending any further
significance of change during treatment; termination of treatment without measurable
improvement and without achieving normal range scoring in the outcome assg$$ateett

& Park, 2003; Lambert, 2007; Swift et al., 2009; Swift & Greenberg, 201®) use of different
definitions of dropout may have caused the inconsistency in reported dropout rates in the
literature (Hatchett & Park, 2003; Swift & Greenberg, 20Mjerzbicki & Pekarik, 1993)
Therefore, we reviewed how dropout was defined in individual studies and examined how the
variants of definitions influence the reported dropout rates.

Prevalence and Predictors of Dropout

A handful of metaanalyses have reped the prevalence of dropout from psychological
treatment and its possible predictors in general-fefugee) patient populations. One of the
earliest comprehensive review/ierzbicki & Pekarik, 1993gstimated the average dropout
rate as 46.9%, 95% Q42.9, 50.8], which was replicated by follewp studies in the 1990s
(e.g., Garfield, 1994)However, a more recent largeale metanalysis(Swift & Greenberg,
2012)on 669 studies covering 83,834 adult patients suggests that dropout may be considerably
lower than the earlier estimation by Wierzbicki and Pekarik (1993). Results showed a weighted
mean dropout rate of 19.7%, 95% CI [18.7, 20.7] with the range df 8%2%, indicating a
high degree of heterogeneity among the analyzed studies. Dropoutoate®cent reviews
with focus on specific treatment orientations or disorders, fall in a similar range. For Cognitive
Behavioral Therapy (CBT) an estimated dropout rate of 26.2% was repeetedndez et al.,

2015) Lewis et al(2020)reported a dropduate of 16.0% from treatments for PTSD in adults;



94 Publication Il

the estimated dropout rate from guidelr@eommended treatment for PTSD was 20.9%
(Varker et al., 2021)

In addition to studying the prevalence of dropout from psychological treatment, a
growing body ofresearch has focused on predictors for dropout. Although a number of
candidate predictors have been proposed, only few have been demonstrated to be significant
across different studies. Swift and Greenb@@12) found higher dropout rates in younger
patients as well as those with personality or eating disorders. The researchers also identified
higher dropout rates for treatments that were provided: with unfixed (vs. fixed) number of
sessions, with lower degrees of manualization, and in univdragigd istitutions (vs. routine
clinical settings). In addition, higher dropout rates were also found when therapists had lower
levels of experience, and when therapists used their own judgement to define each dropout case
(notrelying on a standardized definifon On t he ot her hand, neithe]
employment status was predictive of drop@&wift & Greenberg, 2012)0ther reviews are in
' ine with Swi f (2013 results,Gance mareb recery &tedies and reviews
successfully replidad their findings, i.e., higher dropout rates for younger pat{@asett et
al., 2008; Winkler, 2018; however, see Zimmermann et al., 2017; Varker et al., g@@dnts
with personality disordefCinkaya, 2016; McMurran et al., 2010; Zimmermann gt24017)
therapists with lower levels of experien@&os & Werbart, 2013)and studies relying on the
therapistdefined dropoufHatchett & Park, 2003; Wierzbicki & Pekarik, 199%pme authors
have also identified new predictors such as high initiabinmpent and low treatment outcome
expectancyBarrett et al., 2008; Zimmermann et al., 20473 we | | as patient s
dropout in male patients) and level of education (higher dropout in less educated patients;
Zimmermann et al., 2017).

The existat dropout studies have almost exclusively focused on Western-oefugee
patients, which means that the actual dropout rate and its predictors are largely unknown in the

context of treatment offered to refugees and asylum seekers (Semmlinger & RB&0y,
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Therefore, we based our metaalyses on the approach of Swift and Greenberg (2012) covering
the study, sample, treatment and therapist characteristics as potential predictors of dropout (e.g.,
age and type of disorders), which might serve as a @mmechanism of dropout both in
refugee and noerefugee populations. In addition, we explored some populapenific
predictors such as the asylum status, number of months in the host country, and cultural
adaptation settings. These variables were derik@m the literature and theories pointing to

the key issues in the retention of treatment for refugees: e.g., culturally specific perceptions and
expectationge.g., Barrett et al., 2008; Liedl et al., 2016; Priebe et al., 2016; Sandhu et al., 2013;
van Loon et al., 2011)ongoing stressors within the resettlement pro¢eiesll et al., 2016;
Sandhu et al., 2013; Slobodin & de Jong, 20&8y trust building issues towards authority,

and consequently also therapidiged! et al., 2016; Priebe et al., )1

Objective

We conducted a systematic review and Ratalysis in order to identify the prevalence
and predictors of dropout (O = Outcome according to PRISMA guideMaser et al., 2009)
in psychological and psychosocial interventions (I = Intereentior adult refugees and asylum
seekers resettled in high income countries (P = Population). Only randomized controlled trials

(RCTs) were included, with no restrictions regarding the control conditions (C = Comparison).

Method

The protocol was registed in the International Prospective Register of Systematic
Reviews (PROSPERO) with the registration number: CRD42020179964. The reporting of the
metaanalysis follows the standard provided in the Preferred Reporting Items for Systematic

Reviews and Met&nalysis (PRISMA) guidelinéMoher et al., 2009)
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Identification and selection of studies
Eligibility criteria

Inclusion criteria for the current mesaalysis were as follows: (1) study participants
were refugees or asylum seekers resettled irrinighme country; (2) study participants were
adults (mean aged O 18 years):; ( 3) treat met
psychosocial intervention; i.e., any apharmacological intervention aimed to improve clinical
symptoms, behavior or general @tioning (Nose et al., 2017; Tol et al., 20354) treatment
under investigation comprised at least two planned session or contacts; (5) the study design was
an RCT; (6) the study was published in a peetewed journal; (7) dropout rate is reported in
the article.

We restricted the study design to RCTs to reduce the potential heterogeneity and risk of
bias among included studi€diggins et al., 2021)Another advantage of this approach was
that almost all RCTs use appropriate control conditions, wdllolwed us to compare dropout
rates in active treatment conditions to those in control conditions. Furthermore, we exclusively
targeted studies on refugees resettled in-mghme countries because this restriction reduces
the heterogeneity among incllestudies and also increases comparability. In addition,
targeting refugees in highcome countries allowed for valid comparisons of our own findings
to the recently reported dropout rates for patients in-imgbme countrie§Swift & Greenberg,
2012) No restrictions were made regarding the intervention format, publication date or
language.
Search strategy

The literature search was conducted in the following electronic databases: PubMed,

Psycinfo, Web of Science and PTSDpubs. Our search strategy camiveuszed as follows:

3 Examples for interventions falling within this definition acegnitive and behavior therapies; counseling;
behavior management; interdedsed treatment. On the other hand did not regard as psychological or
psychosocial interventions: medical treatment; medical education (e.g., for AIDS); prevention counseling (e.g.,
for cancer, parasite infections, tuberculosis); pharmacological intervention; nutritional counseling.
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We searched the databases using two different search strings. In the first search, we included
terms indicative for psychological and psychosocial interveriéan, intervention; treatment),
refugee/asylum seekére . g . , rseyfl wgre es*e;e kiear * 0 ; amdRCHReml), aced
Arandomi zed contr ol | ladsetond sealcld the tBrmsaimditativaifor e d 0 )
psychological and psychosocial intervention and refugee/asylum seeker were then combined
with the terms indicativéor dropout(i.e., attrition; dropout;noncompletion)To maximize the

number of results, the terms indicative for RCTs were not included in the second search string.
Both searches were conducted in title, abstract, keyword, and subject headings rietmaved

the specific thesaurus of the particular database. The terms were combined using Boolean
operators. In addition, term truncation (*) and quotes were usedAfgeendix A2. for a

detailed description of the search strategy). To retrieve additionktgtidns, reference lists

of previously published metanalysis and systematic reviews on similar topics were reviewed.

The metaanalysis and systematic reviews were retrieved through an additional search in the
described databases. We searched in referdists of identified studies. Gray literature
including dissertations and theses, reports, clinical guidelines, books, evaluations published on
websites, and conference contributions were examined to find additionaépesved articles.

The first seath was completed on May 1, 2020. The search was then updated before
finalizing statistical analyzes to identify recently published studies. The currenansd{esis,
therefore, includes all studies published up to January 31, 2021.

Screening

First, title and abstract of all studies were screened and studies clearly not fulfilling
inclusion criteria were excluded at this stage. In the next step, all remaining articles were
examined on a full text level. A second independent reviewer (HS) then reviewnssldtted
studies and verified the decisions that the first reviewer (VS) had made. Any discrepancy was

resolved through close discussion between the first and second reviewer.
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Data extraction

Two of the authors (VS and HS) independently conducted theesattraction, using the
pre-determined extraction manual and extraction form designed for the currerhmadyais.
If necessary, the authors of each eligible study were contacted for any unreported data that were
needed for our planned analyses. The magreement rate across all variables was 94.3%
(SD = 6.5%) and ranged between 78.6% and 100%. Any discrepancy was discussed together
with the third member of the team (TE) until a consensus could be reached.

Following Swift and Greenberg (2012), we codlee dropout rate as well as categorial
and continuous variables on the following four domains: study characteristics, sample
characteristics, treatmerglated variables, and therapist characteristics for each treatment
condition (see Tabl2.1). If necesary, the coding criteria were adapted to our specific context,

i.e., refugees and asylum seekers.

Table 21

Variables included in the Moderator Analyses

Domain of variable

Type of variable Study Sample Treatment Therapist
Categorial Country of study Main diagnosis Orientation Experience level
Study type Country of Origin Main Target Interpreter
Operationalization of Format
dropout
Manualization
Medication
Cultural Adaption
Setting
Continuos Year of publication  Age Number of sessions
Sample Size Gender Duration of sessions
Marital status
Employment
Education

Asylum status
Months in host
country

Note.Gender and asylum status were treated as a proportion (efjwémen) in a treatment

group.
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Dropout

To calculate the dropout rate, we extracted (a) the number of patients who started a
psychological/psychosocial intervention but terminated prematurely (as a numerator); and (b)
the number of participants who wer@ndomized/allocated to that treatment condition (as a
denominator). The dropout rate was also coded for any active comparators (e.g., treatment as
usual) and other types of control conditions (e.g., wait list).
Study characteristics

The following studycharacteristics were coded: Year of publication, country in which
the study was conducted (study origin country), study type (efficacy/effectiveness), sample size
(N), as well as operationalization of dropout. The latter was coded according to Swift and
Greenberg2012)and Semmlinger and Ehring (2020) and included the following categories:
dropout based on duration (less than a given number of sessions); dropout defined as non
completion of treatment protocol; dropout defined as missed appointments without
rescheduling or coming to further sessions; dropout based on therapist judgment; dropout based
on clinical significancéHatchett & Park, 2003)
Sample characteristics

Furthermore, the variables related to #anple characteristics were coded on study
level: i.e., age (average), gender (percent female), marital status (percent married or in
committed relationships), employment status (percent idtifa# or part time employment),
education (percent with collegevel education), asylum status (percerthvinsecure status
applied for asylum and awaiting decision on application for refugee $tiitsd Nation High
Commissioner for Refugees, 201thonths since arrival in host country (average), most
frequent main diagnosis per sanfp(@TSD/depressioahxiety/no clinical diagnosis), and
main country of origin. Countries or regions of origin were grouped according to the

specifications of the United Nation Statistics Division: Sdharan Africa, Northern Africa

4 We coded the most frequent main diagnosis per study. Comorbid disorders were not coded.
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and Western Asia, Central and SoutherreABiastern and Southastern Asia, Latin America
and the Caribbean, Australia and New Zealand, Oceania, Europe and Northern Aumgigch
Nations, 202Q)
Treatmentrelated variables

The following treatmentelated variables were coded: treatment orieraof the
manual (CBT/Eye Movement Desensitization and Reprocessing [EMDR]/Narrative Exposure
Therapy [NET]/other), main treatment target (tratim@used/depression/anxiety/other),
treatment format (individual/group/combination), number of sessions (mumdretreatment
condition), duration of each session (in minutes; per treatment condition), manualization
(yes/no), concurrent medication allowed (yes/no), cultural adaption of the manual (yes/no) as
well as treatment setting (% of patients in outpatissdatment/inpatient treatment/university
affiliated institution [inpatient or outpatient]/psychosocial care institution/refugee health care
institution [e.g. refugee accommodation]/online intervention/other).
Therapist characteristics

We coded the therappiss 6 age (average), gender (perce
of experience per treatment condition (trainee/experienced/mixed/no therapists) as well as
whether the use an interpreter was permitted (yes/no, per treatment condition).
Quality Assessmat

We used the revised Cochrane Risk of bias assessment tool (RoB 2.0 tool) to assess the
risk of bias for all included studigSterne et al., 2019)n the present metanalysis, the risk
of bias assessment serves to indicate the study quality andotiemsigd threats to the internal
validity of the findings, e.g. regarding OR of dropout between conditions. The assessment of
bias was achieved by rating each included study on the associated signaling questions within
following domains: randomization press, deviation from intended intervention, missing
outcome data, measurement of the outcome, selection of the reported results, using the ratings

yes, probably yes, probably no, allowing an algorithn{Higgins et al., 2019)the risk of
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the bias for eeh category could be evaluated@s, some concerra high. As the assessment
of possible researcher allegiance is not part of the Cochrane tool, the existence of this bias was
assessed separately and reported where applicable.

Additionally, the qualityof assessing, reporting and handling dropout was rated for each
study using a preetermined manual designed for the current raetdyses. The manual
consisted of signaling questions on four domains: the precision of the definition of dropout, the
operaionalization method used, the quality of reporting dropout as well as any analyses used
to handle dropout. Each question was ratggeasno information, negsulting in an evaluation
of each domain a®w quality, satisfactory, high qualityMoreover, he overall quality was
rated using the same classification (for detailsfgg@endixA7.).

The risk of bias assessment was conducted by the same independent reviewers (VS; HS)
who conducted the data extraction. Any discrepancy was discussed together thiitth a
member of the team (TE) until a consensus was reached.

Statistical analysis
Effect sizes

Our primary outcomes were the dropout rate and>tReThe dropout rate was defined
as the proportion of the patients who dropped out to the total numbetiesftpavho started
treatment. Some studies had one or two treatment conditions in addition to the main treatment
condition. In this case, the dropout rate was computed separately for the different conditions.
The ORwas given as the relative dropout rateadreatment condition to a control condition.

If a study had multiple active treatment conditio@&s were calculated for each treatment
condition compared to a respective control condition. ®Rawas not calculated for studies
that only had an activeeatment condition as the comparator (but not-ante¥vention or wak

list control). These studies were therefore excluded fror@&analysis.
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Multilevel Models

We calculated the weighted average dropout rate across all eligible studies and treatmen
conditions. Due to the variability among included studies, which may be caused by the diverse
characteristics of the inclusion criteria, we assumed that the true effect size varies across studies.
Therefore, we used a multilevel model to estimate theageedropout rate ar@R (in a form
of log-transformed proportion or ratio).

Furthermore, as our data had an extra nested structure (i.e., active treatment conditions
nested within a study), we used thteeel multilevel models. We confirmed that theethr
level formulation fit the data better than the igwel model (withoutthe o et ween fist ud
level); The Akaike Information Criterion (AIC) and the Bayesian Information Criterion (BIC)
were lower for the threkevel than the twdevel model: for the bpout rate, AIC = 101.95 vs.
110.19; BIC =106.86 vs. 113.46. All multilevel models (including subgroup analyses and meta
regressions) were estimated using themitafor package(Viechtbauer, 2010with the
restricted maximum likelihood (REML) estimation.
Test for Homogeneity

To examine the heterogeneity in the dropout rate@GRd we us e dQa@dc hr anb
(Higgins et al., 20033tatistics. The?lstatistic was interpreted by using the guide provided by
Higgins et al.(2021) According to the authors, dfin the range of 0% 40%is potentially
not importantan P in the range of 30 60% is rated asioderatein the range of 50 90 % as
substantial and asconsiderablewhen reaching 7% 100%. Note that Higgins et &2021)
proposed these overlappinanges as a rough guide for interpretation. In our-aueddysis, we
used labels indicating the overlap when applicable (i.e., < 75% = substantia}; 3% =
substantial to considerable; > 90% = considerable).
Subgroup andMetaregressionAnalyses

Sulsequent to the primary analyses, we performed subgroup andragetasion

analyses in the framework of the trilegel multilevel model (i.e., active treatment conditions
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nested within a study) using restricted maximum likelihood (REML) estimation. @habeses
targeted the dropout rate only (but @d®s), as we were specifically interested in the moderators
that are predictive of dropout in treatment conditions. Also, a smaller number of studies were
available forORas some studies had raative treanent controls.

The subgroup analyses were performed on the following 14 categorial variables as
potential moderators (TabRl). Because of the high heterogeneity of the eligible studies and
the considerable amount of missing data in the variablessoésit we calculated the subgroup
analyses separately for each moderafpstatistics were inspected as an omnibus test that
informs whether each group variable is a significant predictor of dropout.

Similarly, metaregression analyses were conducted sgply for the following 11
continuous measures (Taldd). Given the number of tests that we performed for the subgroup
(14)and metaa egr essi on (11) an deveyusiagsBenjamieHoahlergr e c t e «

approach(Benjamini & Hochberg, 1995)

Results

Study Characteristics

A total of 28 studieskf) (including 2,691 participants) were included in the meta
analysis, reporting the relss of 39 active treatment conditionk)( See Figure2.1 for a
PRISMA flow diagram of the study selection process fggeendixA3. for a list of excluded
studies). One quarter of the studies were from Gernigry7() and USAKs= 7). A completion
basd definition of dropout (failure to comply the treatment protocol) was the most frequently
used definition among the studids € 19). Half of the studies were coded as effiegpe
studies ks = 14) and the other half were effectivenggse studiesks = 14) (seAppendixA4).
The majority of treatment conditions can be characterized as trinomsed treatmenky(=
28), and a cognitivdehavioral interventiork{= 17); most of the treatment was provided in an

individual format k: = 33). Treatment @ere mostly delivered in an outpatient settikg=(16).
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The weighted mean number of sessions was 8DE(15.0, range = R 78 sessions), and the
mean duration of each session was 70.6 minus { 19.8, range = 53 120 min).
Furthermore, most treatmes were manualizedk(= 33) and culturally adapte®; € 18). Most

of the therapists had an elevated experience ldyet 22). The weighted mean age of
participants in treatment conditions was 40.4 ye8i3<£ 7.0, range = 21 51 years), and
45.70% wee women §D= 17.0, range = D 82%). Around onghird of (27.22%) participants
had an insecure asylum stat@®E 36.5, range = D 100%), and the mean duration of stay in
the country of resettlement was 113.6 months (i.e., 9.5 y8&rs; 68.3, range 31 203
months). Ink; = 13 samples, participants mainly came from the countries that can be grouped
as Northern Africa and Western Asia. PTSD was the most common main diagnesi9).

On average, 13.63 % (SD = 19.2) of participants were employegR%9SD = 25.7) had
college level education and 55.58%1(= 22.0) were in committed relationships; however, note

that for these variables data was available for only less than one third of included studies.
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Figure 2.1
PRISMA How Diagram
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and MetaAnalysis.

Dropout rate

The weighted average dropout rate across all studies and active treatment conditions
was 19.14%, 95%CI [14.66%, 24.60%], gaxg from 0% to 64.7%. There was high
heterogeneity between studi€X38) = 105.26p < .0001, ¥ = 74.76, 95% CI[67.79, 79.66].
Following the criteria of Higgins et al2021)this heterogeneity is regardedbstantial. The

betweenrstudy effect explaine@9.55% of the total variance, whereas 5.21% was attributed to
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the withinstudy heterogeneity. The dropout rate for individual studies and treatment conditions
are displayed in the forest plot (Figur@)2

The pooled OR was OR = 0.52, 95% CI [0.46, 0(S8kAppendix A5, FigureA5.1 for
a Forest Plot of log OR), which suggests that dropout was less frequent in the treatment
condition compared to the control condition. The heterogeneity was not statistically significant,
Q(26) =27.22, p = .40, 12 = 15.235% CI }52.79, 46.19]; here, 15.23% of the total variance
was explained by the betwestudy effect and the remaining (84.77%) was attributed to the
sampling variance. This observation implies that the heterogeneity is potentially not important
for OR, acording to the criteria of Higgins et al. (2021).

Figure 2.2

Forest Plot of Dropout rate

Author(s), Year: Arm N(DO) N(TR) Proportion [95% CI]
Adenauer et al. (2011): NET 1 % +——— 0.06 [0.00, 0.30]
Buhmann et al. (2016, 2018): CBT 18 70 — . 0.26 [0.16, 0.38]
Buhmann et al. (2016, 2018): CBT 16 71 — B 0.23[0.13, 0.34]
Buhmann et al. (2016, 2018): Other & 71 —— 0.13[0.06, 0.23]
Carlsson et al. (2018): CBT 17 70 —a— 0.24[0.15, 0.36]
Carlsson et al. (2018): CBT 18 70 — 0.26 [0.16, 0.38]
Goodkind et al. (2020): Other 1 19 W ; 0.01 [0.00, 0.05]
Hensel-Dittmann et al. (2011): CBT 3 13 ! =) { 0.23 [0.05, 0.54]
Hensel-Dittmann et al. (2011): NET 4 15 b : Il | 0.27 [0.08, 0.53]
Hijazi et al. (2014): NET 3 M — 0.07 [0.02, 0.20]
Hinton et al. (2004): CBT 0 6 » : | 0.07 [0.00, 0.46]
Hinton et al. (2005): CBT i} 20 HEl—— 0.02 [0.00, 0.17]
Hinton et al. (2009): CBT 0 22— 0.04 [0.00, 0.26]
Jespersen et al. (2012): Other 1 10 ! B - 1l 0.10 [0.00, 0.45]
Kananian et al. {(2020): CBT 1 12 b L ] : 1l 0.08 [0.00, 0.38]
Lehnung et al. (2017): EMDR 0 12 — 0.04 [0.00, 0.26]
Lindegaard et al. (2021): CBT 12 30 E B | 040 [0.23, 0.59]
Morath et al. (2014): NET i} 17 —— 0.03[0.00, 0.20]
Neuner et al. (2010): NET 2 16 } B - ] 0.12[0.02, 0.38]
Nickerson et al. (2019): Other 10 54 — 0.19[0.09, 0.31]
Nordbrandt el al. (2020): Other 22 114 —— 0.19[0.13, 0.28]
Nordbrandt el al. (2020): Other 32 114 — 0.28 [0.20, 0.37]
Northwood et al. (2020). Other 15 112 —— 0.13[0.08, 0.21]
Nygren et al. (2019): CBT 5 25 ' B ] 0.20[0.07, 0.41]
Paunovic & Ost (2001): CBT 3 10 I ; m ] 0.30[0.07, 0.65]
Paunovic & Ost (2001): CBT 1 1w B : y 0.10 [0.00, 0.45]
Renner et al_ (2011): CBT 11 21 ; I ® ! 052 [0.30, 0.74]
Renner et al_ (2011): EMDR 11 17 : F n f 0.65[0.38, 0.86]
Renner et al. (2011): Other 13 25 ; ' ] ] 0.52 [0.31, 0.72)
Renner et al. (2012): Other 9 34 ' : » ] 0.26 [0.13, 0.44]
Rohr et al. (2021): CBT & 65 —— 0.09[0.03, 0.19]
Sonne etal. (2011): CBT 30 98 o 0.31[0.22, 0.41]
Sonne etal. (2011): CBT 21 109 —— 0.19[0.12, 0.28]
Stenmark et al_ (2013): NET 13 51 ' : 5 ] 0.25[0 14, 0.40]
Ter Heide et al. (2011): EMDR 5 10 2 » | 0.50 [0.19, 0.81]
Ter Heide et al. (2011): Other 5 10 K = | 0.50[0.19, 0.81]
Ter Heide et al. (2016): EMDR 7 37 } » ] 0.19[0.08, 0.35]
Ter Heide et al. (2016): Other 9 37 } P y 0.24[0.12, 0.41]
Weine et al. (2008): Other 19 110 —a— 0.17[0.11, 0.26]
Weighted mean —us— 0.19[0.15, 0.25]

\ T T T T 1
0 0.2 04 06 08 1

Dropout rate

Note N = number of participants, DO = Dropout, TR = Treatment, Cl = Confidence Interval,

CBT = CognitiveBehavioral Therapy, NET = Native Exposure Therapy, EMDR = Eye
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Movement Desensitization and Reprocessing. Zero frequency was trimmed by adding up a

small constant for the computation purpose.

Subgroup Analyses
StudyCharacteristics

The analyses of study characteristics as potentadlemators revealed significant
differences in the dropout rate between the countries in which the studies were col@(ii¢ted,
= 24.03,p <.01, with the highest reported dropout rates in studies coming from Austria. In
contrast, the dropout rate was notdamted by study type or the method used to operationalize
dropout (see Table.?.
SampleCharacteristics

The main diagnosis of participants and their main country of origin did not significantly
predict the dropout rate (see Tablg)2
TreatmentRelatedVariables

There were no significant differences in the dropout rate between the treathassd
v ar i ab | -adgustneeht foe multigle testing. However, there was asignificant trend
(after correction for multiple testing) for the different treatment fosn@{2) = 8.43,p = .01,
with higher dropout rates in individual and group treatment compared to combined treatment.
Note however, that our database had only one study that tested a combined treatment approach
(Table 22). The dropout rate did not diffeigmificantly between treatment orientation groups,
main treatment target, manualization, whether or not medication was allowed, cultural adaption,
or treatment setting.
TherapistCharacteristics

Only two moderators, specifically, the experience level efapists and the attendance
of an interpreter, were submitted to the subgroup analyses. This is because other moderators

concerning the therapist characteristics (age, gender, race) had a large number of missing
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values, which prevented us from forming mpeetable analyses. There was no significant

influence of the therapist characteristics on the dropout rate (see T3ble 2

Table 22

Results from Subgroup Analysis on the Dropout Rate

Moderator k) Dropout rate (%)  95% CI (%) Q p ad,j
Study Characteristics
Country of study (39) 24,03 .001* .004
Denmark (10) 22.7 15.67 31.8
Germany (8) 11.4 6.27 20.1
USA (7) 9.5 5.47 16.0
Austria (4) 42.8 25.71 61.7
Sweden (4) 27.9 15.47 45.2
Netherlands (4) 32.0 17.51 51.2
Norway (1) 255 10.17 51.1
Australia (1) 18.5 6.771 41.8
Study Type (39) 0.0003 .99 .05
Efficacy (18) 19.0 12.47 28.0
Effectiveness (21) 18.9 13.17 26.6
Operationalization of Dropout (39) 2.1 .55 .036
Durationbased (4) 249 11.071 47.1
Completionbased (23) 16.6 11.67 23.2
Missing appointment (11) 24.2 14.07 38.3
Therapist judgement (1) 125 1.97 51.9
Sample Characteristics
Main diagnosis (33) 0.25 .88 .046
PTSD (29) 19.2 14.97 24.4
Depression (3) 22.3 12.51 36.6
No diagnosis (1) 18.5 6.61 42.4
Country of Origin (29) 6.67 .25 .018
SubSaharan Africa (1) 24.3 5.97 62.2
Northern Africa and Western Asia (1t 17.7 11.27 26.7
Central and Southern Asia (5) 10.3 4.07 24.0
Eastern and SoutBastern Asia (4) 8.3 2.77 22.7
Europe and Northern America (5) 31.5 15.71 53.1
ambiguous (2 regions same nr.) (1) 18.9 4.27 55.3
TreatmentRelated Variables
Treatment orientation (39) 2.09 .55 .039
CBT (17) 21.7 15.37 29.8
NET (6) 14.6 7.51 26.6
EMDR (4) 23.3 12.57 39.3
Other (12) 18.2 12.57 25.6
Main Treatment Target (38) 0.72 .70 .043
Traumafocused (28) 19.2 13.671 26.5
Depression (3) 22.6 10.271 42.6
Other (7) 15.6 8871 26.3
Treatment format (39) 8.43 .01 .007
Individual (33) 20.7 16.01 26.2
Group (5) 19.6 10.57 33.5

Combination (1) 0.8 0.1v 7.7
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Manualization (39) 0.51 A7 .032
No (6) 16.8 10.67 25.6
Yes (33) 19.6 14.87 25.4
Medicaton allowed (27) 2.81 .09 .011
No (2) 34.8 20.6i 52.3
Yes (25) 22.1 19.17 25.3
Cultural adaption (27) 0.74 .39 .029
No (11) 24.5 16.771 34.6
Yes (18) 20.0 15.17 26.1
Treatment setting (38) 4.60 .33 .025
Outpatient treatment (16) 22.5 14.47 33.4
University-affiliated institution (9) 13.6 6.77 25.9
Refugee health care institution (4) 313 14.27 55.6
Online intervention (6) 13.8 7.51 24.2
Other (3) 22.6 11.07 40.7
Therapist Characteristics
Therapist exprience level (38) 6.28 .09 .014
Trainee (3) 27.3 15.27 44.1
Experienced (22) 22.0 15.91 29.6
Mixed (6) 21.3 12.27 34.5
No therapist (7) 12.7 7.91 19.8
Interpreter (37) 1.21 .27 .021
No (14) 18.1 12.6i 25.7
Yes (23) 22.9 17.17 30.0
Notekk= number of treatment condition, Q

U= Ad| u slevel dftersBenpmimiaHochberg approach, PTSD = Posttraumatic Stress

Disorder, CBT = Cognitivd@ehavioral Therapy, NET = Narrative Exposure Therapy, EMDR

= Eye Movement Desensitization and Reprocessing.

Meta-regression analyses

StudyCharacteristics

Coct

No relation was found for the year of study publication and the sample size on the

reported dropout rate (see TaRl8).

SampleCharacteristics

There were no ignificant differences in the dropout rate between the sample

char act er {adustinentsfor multiple testing. However, there was asignificant

trend (after correction for multiple testing) for the duration of stay in the country of resettlemen

p=.03, as well as the asylum stafuis,.02. This trend indicated higher dropout rates in studies
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with longer mean duration of stay in the host country and a lower proportion of insecure asylum
cases in the studies. The dropout rate was unrelatbddigtributions of age, gender, marital
status, employment status or education level (see 2a)le
TreatmentRelatedVariables

There was no significant moderation of the dropout rate by the number and duration of

treatment session in the included treatitnconditions (see Tabke3).

Table 23

Results from Metaegression Analyses on the Dropout Rate (lragsformed)

Moderator k) Beta 95% ClI p adj .

Study characteristics

Year of Study Publication (39) -0.01 -0.08, 0.05 .68 .032

Sample Size (39) -0.00 -0.00, 0.00 74 .036
Sample characteristics

Age (25) 0.05 -0.01,0.11 .08 .014

Gender (30): % female -0.01 -0.03, 0.02 .61 .023

Marital (12): % committed relationship -0.00 -0.03, 0.02 .90 .045

Employment (13): % empled 0.00 -0.02, 0.02 .85 .036

Education (11): % collegkevel 0.01 -0.01, 0.03 .35 .018

Asylum Status (14): % insecure -0.01 -0.03,-0.00 .02 .005

Month since arrival in host country (19) 0.01 0.00, 0.01 .03 .009
Treatment characteristics

Number of Teatment Session (34) -0.00 -0.02,0.02 .97 .05

Duration of Treatment Session (23) -0.00 -0.02, 0.02 .68 .027

Notekk= number of treatment conditions ClI = Cc

Hochberg corrected alpha level, Regression models weneaést separately for each

predictor

Risk of Bias

Overall, two studies (7.1%) were rated as low risk of bias, 18 studies (64.3%) showed
some concerns and 8 studies (28.6%) had a high risk of bias (for detaflpa@dix A6.,
FigureA6.2). The majority bstudies did not show indications for performance bias (deviation
from the intended intervention) (82.1%), and provided complete outcome data or appropriate

methods to correct for missingness in the outcome data (attrition bias) (64.3%). Exactly half of
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the studies were judged as low risk for selection bias, i.e., the risk of bias arising from the
randomization process, and for reporting bias. The detection bias, as the risk arising from
inappropriate measures for and the nonexistent blinding of the ceitassessment was at low
risk for 46.4% of the studies. No study showed a high risk of bias on this domain. In addition,
some concerns for the risk of bias due to researcher allegiance was found in 10 studies (35.7%).
These concerns were caused by resesctit were involved in the development of the
treatment manuals also being @oauthors of the trial (seAppendix A6 for a detailed
evaluation).

Overall, the quality of assessing, reporting and handling dropout was rated as low
quality for the majory of studies ks = 20; 71.4 %), as satisfactory fky= 5 studies (17.9%),
and as high quality fd = 3 studies (10.7%). The low quality in the overall assessment resulted
mostly from a lack of a definition of dropout, this being the casdésfer20 sudies (71.4%)

(see TableA7.1 and Tablé7.2 for details).

Discussion

Prevalence of Dropout in Refugees

The first aim of this metanalysis was to investigate the prevalence of dropout from
psychological and psychosocial interventions in refugees andnassgekers. Across 39
psychological and psychosocial interventions, we found an average weighted dropout rate of
19.14%, 95% CI [14.66%, 24.60%]. TH@R comparing active treatment conditions with
control conditions was 0.52, 95% CI [0.46, 0.59], implyingttpatients in the treatment
condition are less likely to dropout compared to the control condition.

It has been widely believed that the cultural differences in the perception of mental
health and psychological treatment might lead to enhanced dropesitarabng refugees and
asylum seeker®.g. Barrett et al., 2008%imilarly, Slobodin and de Joifg015)suggested that

language barriers and communication difficulties as well as a high frequency in changing
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residence and contact details may increasdikbighood of dropout. However, in contrast to

this view, our metanalysis indicates that the average dropout rate is comparable to those
reported in previous metnalyses on Western populations (e.g., 19.7% in Swift & Greenberg,
2012) This observatiomaises an important question: Why is the average dropout rate of 20%
found so universally in psychological treatments with different populations? A number of
possible explanations are conceivable. First, dropout rates can be expected to be dependent on
a nultitude of factors, some of which increase the likelihood of dropout whereas others increase
the likelihood of staying in treatment. The hypothesis that dropout should be higher in refugee
populations than in Western populations is usually based on igteree of specific barriers

and challenges as well as ongoing pogjration stressorBhatia & Wallace, 2007; Bottche

et al., 2016; Liedl et al., 2016; Porter & Haslam, 2005; Priebe et al., 2016; van Loon et al.,
2011)that are expected to increase tkelihood of dropout. However, this view is mainly
focused on only one part of the equation. On the other side, high symptom severities and
associated burden in refugees and asylum seekers make them urgently in need of therapeutic
support, which may pagticompensate the negative effects of treatment barriers, decreasing the
average dropout rate to a level that is similar to the one found in Western populations. This
reasoning is also in line with our finding that dropout was quite substantial in thelcontr
conditions of the different RCTs, whereas it was significantly lower in the active treatment
conditions where support was offered for p
hypothesis on prevalence and predictors of dropout in refugees areobasechmonly held

beliefs in Western professionals. It is conceivable that these assumptions are less relevant for
acceptability and retention to treatment or even not true at all. Third, previous studies have
highlighted the r oleel(Rods&Whreart,2Gl3; Swiftt&sGreenkegpge r i e n
2012) and the strength of the therapeutic allia(Reos & Werbart, 2013; Sharf et al., 20,10)

as well as specific perceptiofisedl! et al., 2016 and expectationdBarrett et al., 2008; Priebe

etal., 2016Zimmermann et al., 201patients perceive about mental health treatment. Notably,
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most of the interventions included in this matalysis were manualizekt € 33), specifically
adapted to overcome barriers and challenges in treatments providedugmesefand asylum
seekersl¢ = 18), and were offered by therapists with a high level of experiéhse2@ on an
elaborate level), which may have boosted the retention rate in these studies, leading to less
dropout than would be expected in this poputatimder different circumstances. Fourth,
psychotherapeutic processes might be more universal than typically assumed and therefore
might go beyond the influence of cultural differences on the dropout rate. Finally, frequently
documented challenges, such laaguage barriers, cultural differences, or ongoing -post
migration stressorBhatia & Wallace, 2007; Bottche et al., 2016; Liedl et al., 2016; Porter &
Haslam, 2005; Priebe et al., 2016; van Loon et al., 2044y have a higher impact on access

to treatnent when compared to retention in treatment, at least when this treatment is delivered
by experienced therapists and tailored to the specific needs in this population.

Predictors of Dropout

Importantly, with dropout rates ranging from 0 to 65% there wassiderable
heterogeneity between studies. The second aim of theanalgsis was, therefore, to identify
moderators for dropout in refugees and asylum seek#hmugh we were aware that some
moderator variables had missing values, we believe that #wgderatory analyses are
informative if an appropriate caution was used when interpreting the results.

Subgroup analyses and meggressions did not reveal any significant predictors for
dropout after correction for multiple testing. The only signifigargdictor was study origin
country, whereby dropout rates were significantly higher in studies from Austria than in all
other countries. Note, however, that there was only a small number of studies from Austria,
which render this finding very preliminarif. systematic differences between countries are
replicated in future research, it would be important to investigate systematic differences
between patient characteristics, posgration stressors or the organization and content of

treatments delivered @h may underlie these effects.
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It is worth noting that none of the other study, sample, treatment or therapist
characteristics included in the analyses had a significant impact on the dropout rate. Thus,
previous findings on predictors of dropout in Westesamples cannot be immediately
generalized into refugee populations. For example, there is strong evidence in Western samples
for the influence of patientsd diagnosis (p
(McMurran et al., 2010; Swift & Genberg, 2012; Zimmermann et al., 2Q1Npte that the
present metanalysis mainly covered PTSD and depression. Therefore, it remains unclear
whether particular disorders such as personality and eating disorders are predictive of dropout
in a refugee samel Given that these disorders are known to be associated with dropout in
Western samples, future research should investigate a wider range of disorders to clarify the
disorderspecific effects in refugee populatioi&udies further suggest an associatiath
parti ci (Barettesab, 2008 Bwift & Greenberg, 2012; Winkler, 208)8nhder(Swift
& Greenberg, 2012; Zimmermann et al., 2047)l education levéZimmermann et al., 2017)

In addition, Swift and Greenbe(g@012)showed a moderation byeitmentrelated variables
such as time limitation, manualization and setting.

How can the overall lack of replication of potential moderators in refugee populations
be accounted for? First, the variance on many of these potential moderators was wuyrimi
our analysis. For example, in the majority of studies tratonased interventions were used
and provided by therapists with a high level of experience, leading to a reduction of variability
on this predictor variable. Second, several candidatablas were not reported in all studies.
These missing values reduced the statistical power, which might be critical for the multiple tests
with the adjusted false discovery rate. An alternative explanation, however, may be that findings
on predictors for cbpout in Western samples may not similarly apply to treatment of refugees.

In the current literature, there are no studies primarily focusing dropout in treatment of refugees.

Therefore, future studies are needed that are carefully designed to spgdadificafitigate



Publication I 115

dropout, testing a large set of potential predictors, including valid predictors that we know from
studies on Western samples as well as novel, more refpgedic variables.

In addition to potential moderators identified in studies withsi&t® populations, the
metaanalysis also included refugspecific variables as potential moderators. In contrast to
suggestions put forward in the existing literature and despite considerable variability, none of
these variables emerged as a significanterator of dropout. Although the effects did not
reach statistical significance, we found preliminary indication that duration of stay as well as
asylum status may be predictive of dropout, there being a trend for higher dropout rates in
samples with loger mean duration of stay in the country of resettlement and lower dropout for
participants with insecure asylum status. Although thegigmificant nature of the findings
prevents us from drawing any conclusions yet, this suggests that the role qifdphekdion
specific variables for treatment retention vs. dropout may warrant more attention in future
research. Resettling in a new country can provoke variousnpgsation stressor@Porter &
Haslam, 2005; Priebe et al., 2016at might affect the méal health of refugees and asylum
seekergAlemi et al., 2016; Aragona et al., 201®)can be expected that the burden of these
postmigration stressors is particularly high at the beginning of a resettlement process. The
psychological strain the refugeand asylum seekers experience might prevent the occurrence
of premature termination of treatment. In addition, an insecure asylum status is usually
perceived as a severe burden that affects the mental health of refugees and asyluhiseitkers
et al.,2016; Priebe et al., 201L6Asylum seekers in an ongoing asylum procedure are facing
fear of deportation, helplessness and uncertainty. This may increase the need for psychological
support in this challenging situation. Further research is needed to extimaimfluence of
these potential predictors on dropout rates.

Limitations
A number of limitations are noteworthy. First, although complex search strategies were

used, including a comprehensive search in the gray literature, the number of eligibleasials
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limited. This limits the interpretation of subgroup analysis, as for some variables, only small
numbers of studies were representative, formed by basis for the different subgroups. In addition,
it cannot be ruled out that a different search strateqy,(different databases) could have led

to different results. Second, insufficient completeness of reported data for some variables of
interest should be noted. Regarding the variables employment status, education and marital
status for example, less thane third of the studies reported data. An incomplete dataset might
influence the validity of subgroup analysis. This forced us to test variables separately as
entering multiple predictors simultaneously into a nregression model reduced the number

of studies in the analysis drastically. Third, available data did not allow comparing sample
characteristics for completers and dropouts, as for the latter hardly any data was reported.
Further, as reliable data on comorbid disorders was not available $brstndies, it was not
possible to include comorbidity in the moderator analysis. Therefore, studies should focus on
providing an exhaustive report of data. Fourth, this raetlysis focused on a set of variables
based on Swi f {(2012)mdtaattysseAitinegh thedvariable set was adapted

to the specific context and additional variables of interest were included, there might be other
variables that influence dropout rates in treatment of refugees and asylum seekers. Important
factors could beulturally specific assumptions about treatment and thergjatsett et al.,

2008) cultural competencies of the therapiktedl et al., 2016)and the strength of the
therapeutic alliancéSharf et al., 2010¥ifth, the methodological quality of stied included in

our metaanalysis varied. Eight studies were rated as having a high risk of bias and the majority
of studies ks = 20; 71.4%) were rated as low quality for assessing, reporting and handling
dropout. Note that the risk of bias assessmenthé present metanalysis was mainly
concerned about the internal validity of findings from the ragi@yzed studies, and does not
address the issues related to external validity. Therefore, the generalizability of findings to

routine clinical settings mels to be addressed separately in further research.
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Conclusions and Future Directions

Despite these limitations, this medaalysis provides the first systematic review and
guantitative synthesis of the prevalence of dropout and its predictors in tresatffened to
refugees and asylum seekers. Results show that, reassuringly, dropout does not appear to be
more prevalent in refugees and asylum seekers than in Western populations. However, this
finding needs to be interpreted by keeping in mind the faat mostly manualized and
culturally-adapted interventions offered by therapists with a high level of experience were
included. Clearly much more research is needed to understand moderators of dropout, which
will ultimately help develop preventive strategi to reduce dropout and its adverse
consequences in this population that is in urgent need of mental health treatment. Further
research is also needed to investigate dropout outside the research context as well as in different
conditions (i.e., lowand mddle-income countries).

Preventing dropout appears highly relevant as premature termination of treatment has
crucial effects for patien{®jork et al., 2009pnd therapistéarber, 1983; Ogrodniczuk et al.,
2005; Piselli et al., 2011urrent suggestis for interventions aiming to reduce dropout rates
include the development and promotion of cultural competencies in service providers, enabling
them to acquire a skill set to deal with deviating expectations and (@zal®tt et al., 2008;
Liedl et al.,2016; Maramba & Nagayama Hall, 200Zje use of case managé@grodniczuk
et al., 2005)s further discussed to adapt treatment to-pugration stressors. There is initial
evidence that case management in addition to CBT reduced dropout rates bynn@édted to
CBT alone(Miranda et al., 2003)Although these interventions appear promising, rigorous
studies testing their efficacy in reducing dropout are needed (Semmlinger & Ehring, 2020; van
Loon et al.2011)

In conclusion, the results of the currenetaanalysis show that there is considerable
variability regarding the handling of dropout in clinical research and treatment with refugees

and asylum seekers. This variability makes it challenging to synthesize findings, and thus, we
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would like to emphsize the need to develop common standards for assessment, reporting, and
management of dropout in this population, while allowing for some flexibility in the choice of

the method, depending on the purpose and context of assessment. In clinical grageticeatp i st 6 s
judgement appears to be a suitable method that can be complemented by objective outcome
monitoring (clinically significant symptom change). In contrast, clinical research would benefit

from higher comparability of findings across studies. Tleefa durationor dosebased
operationalization method should be used here. Further, we recommend providing
comprehensive information on the dropout cases (i.e., sociodemographic data, reasons for

dropout, time point).
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Abstract
Background: Although evidencéased interventions for posttraumatic stress disorder (PTSD)
are highly effective, on average about 20% of patients drop buteatment. Despite
considerable research investigating PTSD treatment dropout in randomized controlled trials
(RCTs), findings in naturalistic settings remain spatdgective:Therefore, the present study
investigated the frequency and predictors opaut in traumdocused interventions for PTSD
in routine clinical careMethod: The sample included = 195 adults with diagnosed PTSD,
receiving traumdocused, cognitive behavioral therapy in routine clinical care in three
outpatient centers. We condedta multiple logistic regression analysis with the following
candidate predictors of dropout: patient variables (e.g., basic sociodemographic status and
specific clinical vari abl es) as wel/|l as thei
therapis and patientResults:Results showed a dropout rate of 15.38%. Age (higher dropout
probability in younger patients) and living situation (living with parents predicted lower
dropout probability compared to living alone) were significant predictors giodto Dropout
was not significantly associated with the 1
Conclusions:In conclusion, routinely assessed baseline patient variables are associated with
dropout. Ultimately, this may help to identify patients wieed additional attention to keep

them in therapy.

Keywords: Treatment Dropouts, Posttraumatic Stress Disorder, Prediction, Psychotherapy,

Clinical Practice, Naturalistic Setting
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Highlights
- About 15% of patients receiving PTSD treatment in routinecaircare dropped out

- This rate is lower than found in previous studies

- Age and living situation were the only variables related to dropout

1-SentenceTeaser
Approximately 15% of patients terminate PTSD treatment in routine clinical care

prematurely, withbaseline patient variables, namely age and living situation, being associated

with dropout.
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Introduction

Evidencebased interventions for posttraumatic stress disorder (PTSD) have been shown
to be highly effective (e.g., Mavranezouli et al., 2020). Hmve about 20% of patients
receiving an intervention for PTSD drop out of treatment (e.g., Varker et al., 2021). As
treatment dropout can lead to lower treatment effectiveness and reduced probability of
improvement (e.g., Varker et al.,, 2021), PTSD treatndropout is an important clinical
challenge.

Previous research has focused on estimating the prevalence of dropout from
psychological treatment in randomized controlled trials (RCTs). Varker et al. (2021) reported
an average dropout rate of 20.9%, 95% [CT7.2, 24.9] from guidelinegecommended
psychological treatments for PTSD in RCTs. Similar dropout rates have been estimated by other
previous metanalyses that focus on a wider range of treatment orientations and settings (e.g.,
Lewis et al. (2020): 169©5% CI [14, 18]). While there is a vast body of research investigating
dropout in RCTs, less is known about dropout rates from treatment for PTSD in routine clinical
care. Goetter et al. (2015) estimated a dropout rate of 36%, 95% CI [26.2, 43.9] fpateot
treatment. It is important to consider, that this dropout rate was collected in a sample of veterans
with combatrelated PTSD. A recent megaalysis including both RCTs and nRBCTs
reported a weighted average dropout rate of 41.5% from tréarnaed CBT for PTSD
(Mitchell et al., 2022).

For dropout from PTSD treatment a number of predictors have been discussed. First,
baseline PTSD symptom severity might influence dropout, evidence however is mixed. While
Varker et al. (2021) did not findingsagnificant effect, Mitchell et al. (2022) showed higher
clinician-rated baseline PTSD symptom severity scores in patients dropping out of treatment
compared to compl et er s95¢.0E pk®®.dt s wgth roting thad 9509
this effect @plied only to cliniciarrated but not to selfated PTSD severity. Second,

comorbidity is often discussed as a possible predictor, especially comorbid depression,
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generalized anxiety disorder (GAD), alcohol disorder, and borderline personality disorder
(BPD) (e.g. Steindl et al., 2003). However, recent lagpe metanalyses did not find a
significant relationship between comorbidity and dropout from PTSD treatment (Mitchell et al.,
2022; Snoek et al., 2021; Varker et al., 2021). Third, other pretrettfirécal variables might

be associated with dropout in PTSD treatments, including difficulties in emotional regulation
(Shnaider et al., 2022), childhood trauma (Miles & Thompson, 2016), and catastrophic
cognitions and avoidance (Bryant et al., 2007te\that results to date are inconsistent and
findings only rely on few studies. Concerning sociodemographic variables, only for the variable
age is there a reasonable indication that younger age might be predictive for dropout in PTSD
treatment (Goetter teal., 2015). However, in two recent metaalyses, none of the
sociodemographic variables (including age) was found to be a consistent predictor across
studies (Lewis et al., 2020; Varker et al., 2021).

The majority of studies investigating dropout inSEX treatment have used an RCT
design. Therefore, much less is known about dropout in naturalistic settings. To our knowledge,
there is only one review with a veterans sample (Goetter et al., 2015) and few studies (van
Minnen et al., 2002) specifically ingggating dropout in routine clinical care. Transferring
results from efficacy studies (RCTs) to naturalistic therapeutic settings might be problematic
(Leichsenring, 2004). Despite the wktown strength of RCTs it has been discussed whether
randomizatio in RCTs and the strict use of diagnosis specific treatment manuals impose
artificial conditions that do not reflect the complexities of clinical practice. Therefore,
naturalistic studies are required (Leichsenring, 2004).

The aim of the present study svép investigate the frequency and predictors of dropout
in traumafocused, guidelineecommended interventions for PTSD in routine clinical care.
Due to the lack of research on the prevalence and predictors from PTSD treatment in naturalistic

settings, ouanalyses followed an exploratory approach.
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Method

Participants

Data was assessed at three univetsityed outpatient centers providing treatment for
PTSD in Germany, located at LMU Munich (dataset 1) as well as the University of Minster
and the Otto 81z Institute at the University of Mannheim (dataset 2). The sample consisted of
195 adult patients receiving treatment for PTSD. All data was collected as part of effectiveness
studies evaluating traunfacused cognitive behavioral therapy (OBT) for PTSD in routine
clinical care (previous, different analysis only on dataset 2: KrGgdtschalk et al., in
preparation, Schumm et al., 2022, 2023). At pretreatment, all patients mebtDi#gnostic
criteria for PTSD assessed via the ClinieaministeredPTSD Scale for DSM (CAPS5)
(Weathers, Blake et al., 2013), and were between 18 and 65 years old. Only participants who
had already terminated their treatment at the respective institution and had attended at least one
treatment session were includedtire study. Exclusion criteria included current psychotic
disorder, current substance dependence, or current suicidal intent (First, Williams, Karg, et al.,
2016). Sociodemographic and clinical characteristics of the sample are presented &11Table
Treatment

Treatment in all outpatient centers consisted of tratooased cognitive behavioral
therapy roughly following the same treatment manual. Due to the naturalistic setting of the
study, no randomization took place and there was no control conditiertrédtment manual
is based on empirically tested therapy concepts and follows a modularizedbpkade
approach. Phase 1 can be summarized as preparation for{i@eusead therapy, while Phase
2 consisted of the traurfacused treatment itself. Phase/&s the final phase of treatment and
focused on improving quality of life, resuming activities, and relapse prevention. The treatment
plan was intended to take each patient through all three phases, with the number of sessions

required for each phase ar tselection of modules within each phase varying from patient to
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patient. Depending on the current symptomology, deviations from this phase structure had to
be made in individual cases.

Treatment sessions were usually provided on a weekly basis, wighlarrduration of
50 minutes. The overall average treatment length was M = 36.6 sessions (SD = 23.4), and on
average patients underwent M = 5.0 (SD = 1.3) preparatory sessions. The treatments were
conducted by either licensed CBT therapists (39.2%) orhosglyerapists in training (60.8%)
employed at the outpatient centers. Supervision by a CBT therapist with expertise in PTSD
treatment was regularly provided, on average at every second session. The majority of the
therapists were female (86.4%).
Measures

The baseline assessment included sociodemographic data, namely age, gender, marital
status, living situation, and education. Clinical variables were assessed using clinical interviews
and psychometric questionnaires. In addition, two therapist varialelegxperience level and
gender match, were coded as potential predictors of dropout. Dropout was assessed using
therapist judgment and patienitiated termination. For each patient, we revised the patient
files, analyzing the therapeutic session protaco
Dropout

Dropout was operationalized using the the
to be initiated by the patient, without a mutual agreement that termination was the best choice.
Therapists routinely document this information in patieesfin a treatment termination form.
In exceptional cases, where no information was provided, we used an elaborate file analysis,
i.e., analyzing the three last session protocols for each respective patient, to retrieve the
information needed. If no or ongmbiguous information could be obtained, the patient was

excluded from the study.
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Clinician-Administered PTSD scale for DSMd (CAPS5)

The CAPS5 (Weathers, Blake, et al., 2013) was used to assess the presence of a PTSD
diagnosis. The CARS is a goldstandard clinical interview that assesses posttraumatic stress
symptoms in the past month.

Structured Clinical Interview for DSM (SCID)

The SCID (First, Williams, Karg, et al., 2016) was used to assess the presence of
comorbid disorders. The SCID for pensdity disorders (First, Williams, Smith Benjamin, et
al., 2016) was administered to assess the presence of comorbid personality disorders. The SCID
is a goldstandard clinical interview to assess diagnostic criteria according to the DSM.
PTSD-checklist br DSM-5 (PCL-5)

The PCIL:5 (Weathers et al., 2013) was used to assess posttraumatic symptom severity.
The assessment consists of 20 items, corresponding to theSDISMED criteria. Distress
caused by each symptom is rated on afiwmt Likert scale rarigg from 0 =not at allto 4 =
extremely Symptom severity wasbtained as a sum score of all 20 items (range 0 to 80). In the
current study, internal consistency was high
analyzed questionnaires was calculated on thempnted dataset.

Childhood Trauma Questionniae (CTQ-28)

Exposure to traumatic childhood experiences was assessed with thR28qBérnstein
et al., 2003). The CTQ@8 is a seHreport questionnaire consisting of 28 items, rated on a five
point Likert scale ranging from 1rever trueto 5 =very ofen true A sum score for all items
(range 25 to 128) was calcul ated. I n the cur
for the total CTQ score.

Inventory of Interpersonal Problems (11F32)

The 1IP-32 was used to assess interpersonal problems (Horetatz 2000). The self

report questionnaire contains 32 items, assessing interpersonal behavior that the participant

either finds difficult or shows in excess. The items are rated on-adive Likert scale ranging
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from O =not at allto 4 =extremely In the parent studies, different item versions of the
guestionnaire were used (HR7, 1IR64, 1IP-32). For the main analyses, we used the3RP
version and narrowed the long versions down to th&2PWe calculated the #B2 total score

as the meanfdhe eight scale scores (Horowitz et al., 2000). In the current study the internal
consistency forthetotal B2 was high (U =.90).

Dissociative Experience Scale (DES)

Dissociative symptoms were assessed with the Dissociative Experience Scale (DES)
(Bernstein & Putnam, 1986). The DES is aiffin selfreport questionnaire. Items are rated on
a scale ranging from 0%né¢ve) to 100% @&ll the timg. We used the total mean score to
determine the overall dissociation. In the current study internal consistemcas hi gh U =
Posttraumatic Cognitions Inventory (PTCI) and Interpretation of Symptoms Inventory
(IPSI)

Posttraumatic cognitions were assessed using a combined version of the PTCI (Foa et
al., 1999) and the IPSI (Dunmore et al., 1999). Therseplbrtquestionnaire assesses negative
cognitions and beliefs in response to a traumatic experience (PTCI) and to posttraumatic
symptoms (IPSI). The 48 items are rated on a spoamt Likert scale ranging from ltetally
disagreeto 7 =totally agree We usedhe total sum score for PTCI and the IPSI mean (Ehlers,
1999). In the current study internal consi st
Difficulties in Emotion Regulation Scale (DERS)

Emotional dysregulation was assessed with therepltit questionnaire DERS (Gratz
& Roemer, 2004). The 36 items are rated on apiwmt Likert scale ranging from 1 amost
neverto 5 =almost alwaysWe used the DERS sum score (range 36 to 180) to determine
possible difficulties in emotion regulation. Ihet current study, internal consistency was

excellent, U =.94.
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Procedure

The studies were approved by the local ethics committees at the LMU Munich,
University of Munster, and the University of Mannheim. All three outpatient centers are
specialized in théreatment of patients with traurnalated disorders. Participants referred to
these centers were screened for eligibility. If eligible, participants received detailed information
about the respective study, and written informed consent was obtained Deenaaturalistic
setting, participants were not randomized to different conditions but received standard care (see
treatment). After the baseline assessment had taken place, the treatment was initiated at the next
possible date.

All candidate predictor ariables were assessed at baseline. The baseline assessment
session consisted of clinical interviews (CABSSCID) as well as sociodemographic and
clinical questionnaires. As treatment was delivered in a naturalistic setting, a substantial effort
was maddo prevent premature termination of treatment as part of the standard procedure.
Statistical Analyses

All statistical analyses were conducted using R (Version 4.2.0). Datasets from two
parent studies were merged for the current analyses. The dropowasatalculated as the
proportion of the patients who dropped out to the total number of patients who had started the
treatment. There was a notable amount of missing data in some questioviairéo(SD =
4%, max = 27%). The missing data was assumée tmissing at random (MAR) (Bhaskaran
& Smeeth, 2014), and was imputed using the iterative procedure of conditional multiple
imputation technique on an item level, i.e., before calculating the respective sum score.
Conditional multiple imputation was readid by the fivestep procedure proposed by Rubin
(1976) and Kropko et al. (2014), using theéVvRlltivariate Imputation by Chained Equations
(mice) package (van Buuren & Groothu@udshoorn, 2011). The number of multiple
imputations as well as the numberitefations were set to five (m=5, maxit=5), and we used

predictive mean matching (pmm) as the imputation method for continuous variables and the
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logistic regression (logreg) as the imputation method for dichotomous variables. We conducted
a sensitivity anlgsis to ensure that the results were not affected by multicollinearity due to
highly correlated items in the dataset or by the use of the multiple imputed dataset for our main
analysis. Further, we conducted a sensitivity analysis to ensure that ths westd not
critically influenced by the multiple imputation.

First, we tested the differences in demographics and baseline symptom levels between
patients who dropped out and those who did not. Next;@eler associations were examined
between dropoutral the predictors of interest using pelmserial correlation on the imputed
data. We then conducted a multiple logistic regression analysis (maximum likelihood
estimation; imputed data) to investigate the unique effects of the variables on dropout after
controlling for the effect of the other variables in the model. The level of significance was set
as U = .05. We included the following variab
at the beginning of treatment): age, gender, marital stditing situation, education,
posttraumatic symptom severity (PCL), exposure to traumatic childhood experiences (CTQ),
interpersonal problems (1IP), overall dissociation (DES), posttraumatic cognitions in response
to the traumatic experience (PTCI) and tosfiraumatic symptoms (IPSl), emotional
dysregulation (DERS), number of previous treatments (outpatient and inpatient), number of
comor bid di sorder s (all comor bid di sorder)
experience level (registered vs. initiag), and gender match.

Although our primary focus was on the effects of each predictor on dropout, we were
interested in how well the logistic regression model would predict dropout. We evaluated the
prediction performance using leawaeout crossvalidation on the imputed datasets. The
following three performance measures were computed (as medians across imputed datasets):
accuracy (i.e., the number of patients who were correctly identified by the model as dropouts
or nondropouts divided by the totalumber of patients), sensitivity (i.e., the number of

dropouts correctly identified as dropouts by the model divided by the number of dropouts), and



Publication 11l 139

specificity (i.e., the number of nadropouts correctly identified as nainopouts divided by the
number ofnontdropouts). In addition, Receiver Operating Characteristic (ROC) analysis was
performed to evaluate the discriminatory power of the logistic regression model. The area under
the ROC curve (AUC) was calculated to summarize the overall performancevaidieé again
as median AUC across the multiple imputed datasets. The AUC typically ranges from 0 to 1,
with 1 indicating the perfect separation and with 0.5 meaning random separation (or poor
prediction performance).
Results

Descriptives and demographics

The sample consisted of 195 patients, with a mean age of 36.14S@ar$3.02 years).
The majority of patients were female (75.9%). Nirgity patients (56.8%) had at least one
comorbid disorder. The mean baseline PTSD symptom severity (PCL)Mwvad6.2
(SD=14.5), indicating a high severity of PTSD symptoms. There was a significant association
between dropout and age (see T&blg, but not with respect to the other variables studied.
The descriptive statistics for all demographic and clinical nreasf the sample are presented

in Table3.1.
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Table 31

Descriptive Statistics of the Sample, of Dropouts, and of No Dropout at Baseline

Variable Total Dropout No Dropout tor? ¢
n(%) /M (SD) n(%) /M (SD) n(%) /M (SD) (p value)
Gendet 0.35 (.56)
Female 148 (75.9%) 21 (70.0%) 127 (77.0%)
Male 47 (24.1%) 9 (30.0%) 38 (23.0%)
Age in yeard 36.1 (13.02) 29.97 (10.11) 37.28 (13.21) 3.40 (.001)
Marital status 0.73 (.70)
Single 112 (59,6%) 19 (65.5%) 93 (58.5%)
Married 58 (30.8%) 7 (24.1%) 51 (32.1%)
Divorced/widowed 18 (9.6%) 3 (10.4%) 15 (9.4%)
Living situatior? 3.90 (.27)
Alone 41 (21.9%) 7 (24.1%) 34 (21.4%)
With partner 106 (56.7%) 14 (48.3%) 92 (57.9%)
With parents 23 (12.3%) 2 (103%) 21 (13.2%)
Other 17 (9.1%) 5 (17.2%) 12 (7.5%)
Highest education levél 4.15 (.25)
University degree 35 (18.5%) 3 (10.0%) 32 (20.1%)
High schoot 35 (18.5%) 9 (30.0%) 26 (16.4%)
Secondary schobl 102 (54.0%) 16 (53.3%) 86 (54.1%)
Other 17 (9.0%) 2 (6.7%) 15 (9.4%)
Previous treatment 0.63 (.43)
yes 106 (58.6%) 14 (50.0%) 92 (60.1%)
no 75 (41.4%) 14 (50.0%) 61 (39.9%)
Comorbid P <.001 (1.0)
yes 15 (8.6%) 2 (6.9%) 13 (8.9%)
no 160 (91.4%) 27 (93.1%) 133 (91.1%)
Number ofCD’ 0.98 (1.1) 0.89 (0.91) 0.99 (1.13) 0.54 (.60)
Gender match 0.02 (.89)
Match 107 (73.3%) 19 (70.4%) 88 (73.9%)
No match 39 (26.7%) 8 (29.6%) 31 (26.1%)
Approval therapist 0.02 (.89)
Licensed 56 (39.2%) 11 (42.3%) 45 (38.5%)
Nontlicensd 87 (60.8%) 15 (57.7%) 72 (61.5%)
Clinical measurés
PCL-5 46.2 (14.5) 47.0 (12.2) 46.1 (15.1) -0.33(.74)
CTQ28 55.2 (22.9) 49.6 (15.9) 56.2 (24.2) 1.46 (.15)
1IP-32 1.6 (0.6) 1.6 (0.5) 1.7 (0.7) 0.54 (.59)
DES 2.0 (1.8) 2.2 (1.5) 2.0 (1.9 -0.55 (.58)
PTCI 131.7 (36.3) 135.3 (33.2) 131.0 (37.6) -0.59 (.55)
IPSI 3.5 (1.5) 4.0 (1.2) 3.5 (1.5) -1.77 (.08)
DERS 103.8 (27.4) 103.3 (23.9) 103.9 (28.1) 0.11 (.91)

Note ®High school: 1213 years of schooling, according to the German scéystem;
bSecondary school:-90 years of schooling, according to the German school system; with
partner = with partner and/or child(ren) in own apartment; with parents = with parents/one

parent; previous treatment = previous psychological treatment @npand/or outpatient);
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comorbid PD = comorbid personality disorder; number of CD = number of comorbid disorders;
M, SD,andt values for the clinical measures were calculated on the imputed dataset,

n=195n=187°n=188,n=189°n=181°n=175,'n= 1678n=146.°n= 143

Dropout in trauma focusedtreatment for PTSD

A total of 30 out of 195 patients (15.38%) were classified as dropouts according to our
criteria.
Analysis of dropout prediction
Association between dropout and predictor vdies

Pointbiserial correlations were calculated on the imputed dataset to examine the zero
order associations between dropout and the predictor variables. Results revealed a significant
positive correlation between dropout and age {.19, p =.02) butnot between dropout and
any other variable. See Appendix TaBlk1 for a complete correlation matrix of all variables
studied.
Prediction of dropout

To examine the unique influence of the variables of interest on dropeautq@ropout,
1 =dropout), amultiple logistic regression was performed on the imputed data. The results
indicated that ageb(= - 0.07, p=.04) and living situationfi(=-2.16, p=.04) were significant
predictors of dropout (see Tald®). Results showed that younger individuals were more likely
to drop oubf treatment, with a®@Rof 0.94.Patients who lived with their pares were at lower

risk of dropout compared to those who lived alcB& € 0.12).
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Table 32

Results of the Logistic Regression Analysis

Variable b SE t OR lower CI upper Cl p
Intercept -0.46 213 -022 0.63 0.01 47.3 .82
Gender (Ref. = female) 0.87 0.65 1.34 2.39 0.67 8.59 .18
Age -0.07 0.03 -212 094 0.88 1.00 .04
Marital status

(Ref. = single)

Married -0.33 067 -049 0.72 0.19 2.73 .63

Divorced/widowed 0.35 0.91 0.39 1.42 0.23 8.79 .70
Living situation

(Ref. = alone)

With partner -0.11 0.68 -0.17 0.89 0.23 3.42 .87

With parents -2.16 1.02 -2.11 0.12 0.02 0.88 .04

Other 0.05 0.83 0.06 1.05 0.20 5.41 .95

Highest education level
(Ref. = uni. degree)

High school 1.12 0.83 1.35 3.07 0.59 15.90 .18
Secondary school 0.45 0.79 0.57 1.57 0.33 7.43 57
Other 0.99 1.10 0.90 2.68 0.31 23.41 37

Previous treatment -0.39 0.54 -0.73 0.68 0.23 1.97 A7
(Ref. = no)

Comorbid PD 0.92 0.93 0.99 2.52 0.39 16.30 .33
(Ref. = yes)

Number of CD 0.03 0.31 0.08 1.03 0.52 2.02 .93

Gender match -0.20 0.62 -0.33 0.82 0.24 2.80 74
(Ref. = match)

Approval therapist -0.02 0.51 -0.05 0.98 0.36 2.66 .96
(Ref. = licensed)

PCL-5 -0.01 0.02 -0.34 0.99 0.95 1.04 73

CTQ-28 -0.01 0.01. -0.81 0.99 0.96 1.02 41

11P-32 0.02 0.58 0.04 1.02 0.32 3.26 .97

DES -0.04 0.19 -0.22 0.96 0.66 1.40 .83

PTCI 0.01 0.01 0.66 1.01 0.99 1.03 51

IPSI 0.47 0.27 1.72 1.60 0.93 2.76 .09

DERS -0.02 0.02 -1.12 0.98 0.95 1.01 .26

Note.Ref. = reference categorwith partner= with partner and/or child(ren) in own
apartment; with parents = with parents/one parent; uni. degree = university degree; previous
treatment = previous psychological treatment (inpatient and/or outpatient); comorbid PD =
comorbid personality disordenumtber of CD = number of comorbid disorde@R = Odds

ratio; lower and upper CI refer to the corresponding 95% confidence intervals of the OR
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Prediction performance

Using leaveoneout crossvalidation on the imputed datasets, we evaluated the
prediction grformance of the logistic regression model in distinguishing between people who
dropped out vs. those who did not dropout from the treatment. The model showed an accuracy
of 80.5%. This accuracy score should be interpreted carefully as the data waknoeda
between dropout (15.38%) and no dropout (84.62%). Indeed, the specificity was excellent
(95.2%) although the sensitivity was poor (3.3%), meaning that the model is not good at
identifying dropouts. ROC analysis showed an AUC value of 0.58, indicttim marginal
discriminatory power of the logistic regression model.

Discussiom

The first aim of the present study was to investigate the frequency of dropout in-trauma
focused, guidelineecommended interventions for PTSD in routine clinical care. ¥b.688
patients unilaterally decided to prematurely terminate a started PTSD treatment. The dropout
rate found in our study was considerably lower than previous estimates in routine clinical care.
This applies for a sample of veterans (e.g., 36%, Goettdr, 2#015), as well as for a joint
consideration of traumtocused treatments for PTSD in RCTs and-R&iTs (e.g., 41.5%,
Mitchell et al., 2022). The present findings are further accentuated by the fact that the estimated
dropout rate is comparable or evd@ightly lower than mean dropout rates reported in meta
analysis of highly standardized RCTs, e.g., 16% for a wide range of PTSD treatments (Lewis
et al., 2020) and 20.9% from guidekrecommended PTSD treatment (Varker et al., 2021).
This finding on thdow dropout rate is of particular importance as in clinical practice it is a
major therapeutic goal to develop not only effective but also acceptable and feasible treatments.
A number of possible explanations for the low dropout rate in our study areivavle. First
treatment was delivered in a univerditgised outpatient centers which provide astlictured
treatment approach along with close supervision, while also allowing for some flexibility in

treatment provision. Thus, it could be argued thatpresent setting combines the strengths of
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both, RCTs and a naturalistic setting. Note, however, that in RCTs across disorders higher
dropout rates were found in univershigsed institutions (Swift & Greenberg, 2012). Second,
therapistsintrainingmigt i nvest more ti me and effort to
than it is usually observed in regular care. Third, theCBH provided as treatment might be
especially feasible for the studied sample. Forth, we used well defined criterexatiamalize

dropout (therapist decision combined with patieitiated dropout).

The second aim of the study was to investigate predictors of dropout in tfacusad,
guidelinerecommended interventions for PTSD in routine clinical care. A multigestio
regression revealed age and living situation to be significant predictors, with higher risk of
dropout in younger individuals and lower risk of dropout in patients who lived with their parents
as opposed to living alone. The finding of younger agiagpredictive for dropout adds to
previous findings on predictors of dropout in the general and PspgDific literature (Goetter
et al., 2015; Swift & Greenberg, 2012), with only few studies not replicating these findings
(e.g., Varker et al., 2021). Mg that all patients in the study were adults (between 18 and 65
years). Possible explanations include the fact that young patients may have more competing
time demands (Goetter et al., 2015), treatment may not sufficiently match their needs, or young
paients may face a lack of stability in their living environments (de Soet et al., 2023). In
addition, it is conceivable that young adults have not yet experienced that PTSD symptoms in
most cases do not simply disappear on their own over time (Morina 2054.).

To our knowledge, no previous study has investigated the influence of living situation
on premature termination of treatment. Note that although patients living with their parents
probably tend to be younger, the significant findings on low&raigdropout in patients who
lived with their parents compared to living alone had a unique effect, i.e., when controlling for
the influence of age. To explain our findings, it appears important to address the influence of
parental support on treatment canes. In their review of dropout in adolescents, de Soet et al.

(2023) showed that parental approval, participation, and support were associated with lower
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risk of dropout. Therefore, young patients living with their parents might perceive more parental
support and thus dropout becomes less likely than if these patients were living alone. However,
more research is needed to understand the influence of living situation on premature termination
of treatment.

We also examined the possible role of severaiaalvariables as predictors of dropout.
Results showed that baseline symptom levels and associated clinical variables were overall not
predictive of dropout. This is in line with earlier findings (mostly based on data collected using
RCT designs) showinghat e.g., symptom severity (Varker et al., 2021) or comorbidity
(Mitchell et al., 2022; Snoek et al., 2021; Varker et al., 2021) were not predictive of dropout. A
notable exception is a study by Mitchell et al. (2022), which did find higher PTSD symptom
severity at baseline predicted dropout; however, this was only the case for cliai@dPTSD
severity and not for setated PTSD scores. Thus, the role of baseline PTSD symptom severity
on dropout needs to be examined in further research focused assible role of
methodological variables.

Although it was not the primary focus of the current study, we additionally tested how
well the logistic regression model would predict dropout. Taking the given imbalance between
dropout and no dropout into aceauthe model comprising different pretreatment variables
was not successful in predicting whether a patient who just started treatment would dropout
during the course of treatment. Our results are in line with Véhringer et al. (2020) who reported
poor resllts on the discriminative power of pretreatment variables to distinguish between
dropouts and completers.

In sum, only very few variables assessed in the current study were significant predictors
of dropout, and the overall model could not predict dropma practically useful level. This is
broadly in line with the majority of earlier findings. Thus, therapists and researchers should be

cautious about making confident predictions about retention based on baseline data.
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Limitations

This study has a numer of important strengths. One major strength is the naturalistic
setting of the study, which allows for flexibility and variance in the tratonased, guideline
recommended treatment provided. In addition, the naturalistic setting contributes sigyifican
to an increase in external validity and generalizability of the results to clinical practice.
Nevertheless, there are a number of noteworthy limitations. First, the number of participants
included in the analysis was limited, potentially leading tauced statistical power. Second,
treatments were not standardized but allowed for some flexibility based on a manual delineating
key treatment principles. This can be regarded as a strength of the study. However, we cannot
rule out the possibility that theariability in the composition and timing of the use of different
treatment modules may have obscured effects of certain variables in predicting dropout, as
therapists may have courvacted these variables in treatment. Third, results could be limited
by the method used to operationalize dropout. Last, the uncontrolled study design again is both
a strength and a limitation, as it prevents drawing clear conclusions from the results. It remains
unclear whether confounding variables that cannot be contrbfigd an influence on the
occurrence of dropout.
Conclusion and Future Directions

In conclusion, this study provides important knowledge about the dropout rate and
predictors of dropout in traurfacused, guidelineecommended interventions for PTSD in
routine clinical care. Results show that the dropout rate in this naturalistic study was comparable
to dropout rates found in RCTs. In addition, two baseline predictors of dropout were identified,
suggesting that young adults with PTSD may need close, sivepcaite, especially when they
are no longer living with their parents. Therapists can act as supportive guides, build and
strengthen hope (Swift & Greenberg, 2012), and be aware of urgent crises and the social needs

of their young patients.
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Possibly mosimportantly, however, our findings replicate earlier results showing that
identifying patients at risk of dropping out of treatment earlyby baseline variables is
challenging and currently not possible at a practically useful level. A number of itigrica
can be drawn from this finding. First, from an applied perspective, these findings contradict
widespread clinical beliefs about trawfegused interventions being less acceptable to patients
with high symptom severities, high comorbidity, or compsgxnptom presentations (e.g.,
emotion dysregulation, dissociation, interpersonal difficulties). Neither earlier research nor our
current findings suggest that patients with these particularly severe and/or complex
presentations are more likely to drop ofitreatment. However, larger samples may provide
more power and enable us to examine even a broader scope of potential predictor variables with
modern machine learning approaches (see Taubitz et al., 2022). Second, the cumulated findings
may suggest that is necessary to look beyond pretreatment factors when predicting dropout
and to additionally include variables investigating processes occurring in the course of
treatment. For example, Zandberg et al. (2016) found that the rates of symptom change had a
significant influence on dropout in patients with comorbid PTSD and alcohol dependence.
Patients with low baseline symptom severity showed low risk for dropout in slow improvement
and higher risk in fast improvement. When baseline symptom severity washagtifect was
u-shaped, with high risk of dropout in both slow and fast improvement (Zandberg et al., 2016).
Finally, in order to understand reasons for dropout, it appears recommendable to systematically
assess these subjective reasons fromthe matentper specti ve (V°hringer

Expanding research into dropout from PTSD treatment in these ways appears highly
relevant since dropout continues to be an important clinical challenge preventing a considerable
subgroup of treatmersteeking PTSD wdferers from receiving effective treatment. A better
understanding of predictors ®f and ultimately causal factors involved iindropout may
ultimately help to develop preventive strategies to reduce dropout and keep patients with severe

symptoms in effetive treatment.
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Abstract

Background: Although highly efficacious psychological tte@ents for posttraumatic stress
disorder (PTSD) existhere is evidencthat firstline psychological treatment approaches
leave a substantial subgroup of patients still suffering from clinically relevant PTSD

symptoms posttreatment.

Aims: We ainedto metaanalytically establisithe prevalence and predictors of r@sponse

to first-line guidelinerecommended psychological treatments for PTSD.

Method: This metaanalysis was preegistered CRD42023368766 We searched tHeTSD
Trials Standardized DaRRepository Embase, Medline, PsychINFO, and PTSDpubs. We
included randomized controlled trials (RCT§poring data on nofresponse operationalized
by (lack of) symptom reduction in PTSD symptoms at posttreatment elifiesguideline
recommended PTSDRaatments for adult patients meeting criteria for a PTSD diagnosis. All
studies published by October 10, 2023, were incluDath were extracted by two
independent reviewers. We estimated the pooled averagesponse rates a@Rs.

Subgroup and metagression analyses targeting the meaponse rates served to identify
significant predictors. All analyses were conducted using 4lerest multilevel models. Study

gual ity was assessed using Cochraneds RoB 2

Results: 86 studies with 117 active atament conditionsand 7,894 participants were

included in the metanalysis. The weighted average wresponse rate was .23%, 95% CI
[35.08%, 4353%)]. Norrresponse was less frequent in the treatment condition compared to the
control condition QR = 0.22). Subgroup analyses and metgression revealed type of

analysis, population, type of intervention, treatment format, year of publication, age, gender,

PTSD symptom severity, comorbid depression, and baseline depression score as significant
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predictors The heterogeneity between studies was substantial to considgfah83.12%).

Half of the studies had a high risk of bias.

Conclusions:This metaanalysis found thaa substantial subgroup of patients suffering from
PTSD still showed clinically signifant symptoms after having received treatment. Treatment
modifications should be considered for specific subgroups of PTSD patients based on

predictors found to be associated with mesponse.

Keywords. PTSD Metaanalysis; NorResponse, Treatment Ouige, Effectiveness
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Introduction

In recent decades, highly efficacious psychological treatments for posttraumatic stress
disorder (PTSD) have been developed, with trafmoased interventions as firbhe
guidelinerecommended treatments for PTSDHowever, researchers have recently raised
serious concerns about methodological issues as well as reporting standards of PTSD trials.
Importantly, as effect sizes were typically reported on the group level, the number of trial
participants not responding treatment or even showing symptom worsening have been left
largely unreported® For instance, between 2010 and 2020, operational definitions for
treatment nosresponse were provided in only in 60% of PTSD tfdrs.addition, there is a
lack of estabhthed guidelines in defining and documenting-nesponse and treatment failures
in generaP.’

The treatment of PTSD presents unique challenges that can lead to negative treatment
outcomes, such as neesponse. In particular, complex ptstumatic symmm patterns,
comorbid disorders, or various treatmegiated or social factors can impede treatment success
and lead to nomesponse to traurdfacused treatmenfs’ Treatment noresponse can lead to
several severe consequences for the patients, thapists, and the health care system in
general. It has been associated with persistent functional impairment and a risk of future relapse
for patientst® and a sense of uncertainty, rejection, and failure for therapi€tSon-response
to treatment caalso be a significant financial burden due to prolonged loss of productivity and
ongoing healthcare costs!*

Despite the prevalence of noesponse and its faeaching consequences, there are
currently no metanalyses examining the prevalence andlipters of noaresponse to PTSD
treatment.Current research suggests that eviddmased firsline psychological treatment
approaches leave a substantial subgroup of PTSD patient still suffering from clinically relevant

PTSD symptoms posttreatmérf. Bradley et al metaanalyzed 26 studies investigating
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cognitive behavioral therapy (CBT) or eye movement desensitization and reprocessing
(EMDR) and found that, across all treatments, 44% of included patients still met criteria for
PTSD at posttreatment. Siarly, Schottenbauer et’dound a norresponse rate of 50% across

55 reviewed studies, whereas Steenkamp ¥t ralvealed even higher rates in military
populations, ranging from 50 to 72%. Finally, a more recent-aredéysis across 28 studies on
manuaized firstline psychological treatment for PTSD found that 41% of participants still met
criteria for PTSD at posttreatment, with military populations having higher rates ef non
response (50%) than civilian populations (35%).

Several variables have rediscussed as predictors of A@sponse to PTSD treatment.
Regarding demographic variables, older age and male gender have been associated with non
response, however findings remain inconsistett!® In addition, PTSBspecific variables,
such as PTSBymptom severity, trauma type, and the presence of comorbid disorders, in
particular depression, anxiety disorder, and substance use disorders, may influence treatment
response. Besides patient variables, certain treatment characteristics may pradentiresn
response. Concerning the tolerability of traufmeused treatment, Dewar et*&lreported
higher nomresponse rates in studies investigating exposure therapy. However, comparative
evidence on the influence of different types of tradfo@ised teatment on nonesponse is
still lacking. In addition, recent metnalyses have found no effect of the number of treatment
sessions on treatment outcotA€® Further, current evidence suggests higher efficacy in
individual treatment formats and emphasizbe importance of homework adherence for
treatment outcomes in traurfizcused treatments.

Comprehensive knowledge on the prevalence and predictors -wésponse is crucial
for cliniciansdo deci sions ¢ or swiceto a differeni ncr e a
treatment approaéhas well as the development of agd interventions that could be applied

at earlier stages of the treatm&htowever, there is a significant lack of research investigating
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nonresponse from traurAacused, guidelineecommended psychological treatments for
PTSD.

Therefore, the first aim of this study was to determine the prevalence -oésponse
from first-line guidelinerecommended psychological treatments for PTSD, while considering
different operational definitionsf the phenomenon. Our second aim was to identify treatment
nonrresponse predictors across studies, focusing on-stpatyent, outcome, and therapist
related variables.

Method

The protocol was registered in PROSPERO (CRD42023368766), and tharmaksis

is reported according to Preferred Reporting Items for Systematic Reviews andaétais

(PRISMA?% guideline (for PRISMA checklist, see Appendis., TableC1.1and TableC12).

Identification and Selection of Studies

Inclusion criteria were (agtudies published in English; (b) studies published in & peer
revi ewed journal; (c) randomi zed controll ed
years who (e) all met criteria for a PTSD diagnosis according to-DSNSM-5, or ICD-10
establishd with a structured clinical interview; (f) treatment under investigation was a first
line guidelinerecommended PTSD treatm&nand (g) consisted of at least two sessions; (h)
data on (nonresponse (either cliniciar selfreport) in terms of changa PTSD symptoms
were reported separately for each treatment condition, (Hgsssissments were conducted no
later than 6 weeks after end of treatment. Studies focusing on patients with severe cognitive
impairment, medication trials, placebontrolled trals, and trials using virtual reality were
excluded. These restrictions were applied to reduce the potential heterogeneity among the
included studies. Samples with severe cognitive impairment were excluded due to their
difficulties to meet the cognitive ethands especially for trausi@cused guideline

recommended PTSD treatment, such as verbal memory or adapting maladaptive patterns.
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Additionally, psychological treatments delivered exclusively in virtual reality were excluded
due to the lack comparabilityo tguidelinerecommended treatments delivered in person.
The literature search was conducted using the PTSD Trials Standardized Data Répository
(PTSD Repositofycontaining studies published before July 30, 2828The Repository was
last updatet? in the final phase of our work in September 2023, adding studies published before
March 3, 2023. In addition, we conducted a database search in Embase, Medline, PsychINFO,
and PTSDpubs, using an adapted version of the search string from theRep88&itory?® This
was done in order to retrieve all studies published after July 30, 2021, respectively after March
3, 2023, as well as additional studies not reported in the Repository (see Ap@entix
details on both search strategies). The current -aredfyss therefore includes all studies
published to October 10, 2023.

To determine eligibility, studies were initially examined by two independent reviewers
on a title and abstract level (L.K., C.L.), and then on a full text level (M.S., L.R.). Any

discrepancie were resolved in the whole team.

Data Extraction

Data extraction was independently performed by two researchers (L.K., C.L.) using a
predefined coding manual. Data extraction was started on January 15, 2023. The mean
agreement rate was 99.04% (SDE%; range: 94.009200%). The interrater reliability was
calculated as the mean agreement rate across all study agreement scores. The agreement score
per study represents the percentage of agreement across all coded items. Any discrepancies
were discussed i all members of the team (L.K., C.L., M.S., L.R,, T.E., V.S.) until a
consensus could be reached. First, we extracted data on the numberedpwrders at post
assessment for each condition. When results of multiple operationalizations-fspons
were reported within a study, the operationalization with the highest rank in the following

hierarchy was selected: (1) retention of PTSD diagnosis; (2) failure to achieve a predefined
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symptom reduction (e.g., 4fbints or a 30% reduction on the CAPSJ) fonsignificant
change according to a statistical formula (e.g., Jacobson and PPURCS or clinically
significant change); (4) failure to achieve a predefineebtfigcore (e.g., a total score of 20 or
less on the CAPS) (for details, see Appends). Secondly, we coded available data on study,
sample, treatment, and therapist characteristics (see AppeBidbakile .1 for a detailed list

of moderators).

Quality Assessment

The risk of bias (RoB) was assedgalssa usin
AppendixC10).3! The RoB rating was based on the rating provided in the PTSD Repository
or, for studies not included in the Repository, an additional rating was performed. The
assessment included an evaluation of different biases represented Difféerent domains:
randomization process, deviation from intended intervention, missing outcome data,
measurement of outcome, and selection of reported results. The overall RoB rating was derived

from the ratings within each domain.

Statistical Analysis
Effect Sizes
The primary outcomes were the A@sponse rate and tikR The norresponse rate
was defined as the proportion of the number of patients who did not respond in a condition out
of the total number of patients in that condition. The-response rate was computed separately
for each included treatment condition. TBRwas calculated as the relative A@sponse rate
of a treatment condition compared to a control condition.
We used the Grading of Recommendations, Assessment, Developrddhtanation
(GRADE) approach to evaluate the quality of evideicEhe summary of findingsable,

generated by using the GRADEpro GDT softwinerovides an overview of the main findings,
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including an assessment of their quality (see Appe@8@itor summary of findings). Note that
the GRADE approach was developed to assess the quality of evidence regarding effect sizes
derived from a comparison between treatments or against a control condition. Due to the
specific research question of the current rae@ysis, some GRADE criteria could only be
answered with limitation¥:
Multilevel Model

We used multilevel models to estimate average-nesponse rates andRs as log
transformed proportions or ratios. This was based on the assumption that the ttuszeffec
would vary between studies due to the variability between studies. In addition|etreke
multilevel models were used due to the nested structure of the data (i.e., several active treatment
conditions within a study). The thréevel model provide a better fit, i.e., lower AIC and BIC,
in comparison to the twkevel model (without the study level), AIC = 290.24 versus 304.95,
BIC = 298.50 versus 310.46. TherRetafor packagé was used to estimate all multilevel
models using the restricted maximlikelihood (REML) estimation. Given the heterogeneity
in operationalizations of neresponse, we conducted an exploratory ragi@ysis on a
subgroup of studies that operationalized -nesponse as retention of PTSD diagnosis (see
AppendixC4., with TableC4.1, TableC42, FigureC41, FigureC42).
Test of Homogeneity

C o ¢ h rQeandf statistics were used to examine heterogeneity irrasponse rates
andORs.1?between 0%#0% was interpreted @®tentially not important30-60% asnoderate
50%75% @& substantial 75%90% as substantial to considerahleand >90% as
considerable®3’
Subgroup and MeteRegression Analyses

The subgroup and metagressioranalysegargeted only nomesponse rates, nGtRs,
as we aimed to identify specific predictofsnmn-response in the treatment conditions. For

subgroup analysef-statistics served as an omnibus test to identify significant categorical
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predictors of nosresponse. Meteegression analyses were conducted on continuous predictors
(see Appendix @, Talde C3.1). Given the high heterogeneity in included studies, we conducted
subgroup and metaegr essi on analyses separat-edely for

corrections using the Benjamikiochberg procedut&to control for multiple statistical tests.

Results

Study Characteristics

A total of 86 studieskf) reporting data of 117 active treatment conditidgs &nd 7,894
participants were included in the metaalysis (see Figurkl for the PRISMA flow diagram
and AppendixC5. and AppendixC6. for included and excluded studies). The majority of
studies included were conducted in the WS=(48) and used retention of PTSD diagnosis to
operationalize nomesponsels = 66). Treatment was mostly provided in an individual format
(ke=104), and compsied on average 11.3 sessiddB £ 4.6), withk:= 48 treatments delivered
by trainee therapists. The weighted mean age of participants was 41.025¢2ar§.28) and
on average 42.49%50= 34.0) of them were female. Most studies used the CAPS (QYARS
= 44; CAPS5 ks= 13) for PTSD assessment. Comorbidity was report&e=Hr67 studies, and
61.0% SD= 15.8%) of participants suffered from comorbid depression (for characteristics of
all included studies see AppendiX.).
Non-Response Rate

The weighte average nomnesponse rate across all studies in active treatment conditions
was 39.23%, 95% CI [35.08%, 43.53%], ranging from&B4/1%. The heterogeneity between
studies was rated asbstantial to considerahl@(116) = 623.30p < .0001,12 = 83.12%95%
Cl1[81.17, 84.78] (see Figuek?2). The pooledRwas 0.22, 95% CI [0.17, 0.26], indicating
that nonresponse was less frequent in the treatment condition compared to the control
condition. The heterogeneity wasbstantial®, Q(77) = 215.04p < .0001 I1? = 69.80%, 95%

Cl1[63.74, 74.46] (see Append&8.for a forest plot).
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Figure 4.1
PRISMA Flow Diagram
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Note.n = number of studies; PTSD = posttraumatic stress disorder-IVS¥MDiagnostic and Statistical Manual of Mental Disorders, fourth edition;
DSM-5 = Diagnostic and Statisel Manual of Mental Disorders, fifth edition; IGDD = International Classification of Diseases" tévision.
PRISMA = Preferred Reporting Items for Systematic Reviews and-Medéysis. Adapted from The PRISMA 2020 statement: an updated guideline

for reporting systematic reviews, 2020
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Figure 4.2

Forest Plot of NorResponse Rate

Author(s) (Year): Arm N[NR] N[TR] Proportion [95% CI]

Acarturk et al. (2016): EMDR 19 49 A 0.39[0.25 to 0.54]
Adenauer et al. (2011): NET 6 11 [ : 0.55 [0.23 to 0.83]
Allen et al. (2022): CBT 5 13 0.38[0.14 to 0.68]
Back et al. (2019): PE 5 29 i 0.17 [0.06 to 0.36]
Beck et al. (2009): CBT 2 17 I 0.12[0.01 to 0.36]
Belleville et al. (2018): CBT 2 16 I 0.12[0.02 to 0.38]
Bisson et al. (2022): CBT 12 83 - 0.14[0.08 to 0.24]
Blanchard et al. (2003): CBT 5 21 1 0.24[0.08 to 0.47]
Bohus et al. (2013): CBT 22 36 f = 0.61[0.43t00.77]
Brady et al. (2021): NET 6 12 1 1 0.50[0.21 t0 0.79]
Bryant et al. (2003): P 5 15 | 0.33[0.12 to 0.62]
Bryant et al. (2003): PE +CT 2 15 H 0.13[0.02 to 0.40]
Bryant et al. (2008): CBT 5 24 - — 0.21[0.07 to 0.42]
Bryant et al. (2008): CBT 10 21 f . 0.48[0.26 to 0.70]
Bryant et al. (2008): CBT 12 22 — 0.55[0.32 10 0.76]
Bryant et al. (2008): CBT 12 23 f = 0.52[0.31 t0 0.73]
Bryant et al. (2011): CBT 4 16 i 0.25[0.07 to 0.52]
Bryant et al. (2013): CBT 9 34 I—I——! 0.26 [0.13 to 0.44]
Bryant et al. (2013): CBT 7 36 ! 0.19[0.08 to 0.36]
Bryant et al. (2019): CBT 11 27 1 . 1 0.41[0.22 to 0.61]
Bryant et al. (2019): CBT 7 29 = — 0.24[0.10 to 0.44]
Butollo et al. (2016): CPT 26 67 }—l—{ 0.39[0.27 to 0.51]
Castillo et al. (2016): CBT 7 14 f 0.50[0.23 t0 0.77]
Chard (2005): CPT 2 28 |—a—H 0.07 [0.01 to 0.24]
Cloitre et al. (2002): P 5 22 — 0.23[0.08 to 0.45]
Cloitre et al. (2010): P 22 33 I i 0.67 [0.48 to 0.82]
Cloitre et al. (2010): PE 13 33 A 0.39[0.23 to 0.58]
Dell et al. (2022): PE 23 51 — 0.45[0.31 to 0.60]
Dell et al. (2022): PE 29 54 ] 0.54 [0.40 to 0.67]
Dunne et al. (2012): CBT 5 13 0.38[0.14 to 0.68]
Ehlers et al. (2003): CT 6 28 I—I——i 0.21[0.08 to 0.41]
Ehlers et al. (2005): CT 4 14 1 0.29 [0.08 to 0.58]
Ehlers et al. (2014): CT 7 31 ! 0.23[0.10 to 0.41]
Ehlers et al. (2014): CT 8 30 = | 0.27 [0.12 to 0.46]
Ehlers et al. (2023): CT 15 92 —— 0.16 [0.09 to 0.25]
Falsetti et al. (2008): CBT 3 24 b—e—q 0.12]0.03 to 0.32]
Fecteau and Nicki (1999): CBT 5 10 f i 0.50[0.19 to 0.81]
Feske (2008): PE 3 9 0.33[0.07 to 0.70]
Foa et al. (2018): PE 56 109 P — 0.51[0.42 to 0.61]
Foa et al. (2018): PE 60 110 Do 0.55[0.45 to 0.64]
Forbes et al. (2012): CPT 15 24 il . 1 0.62[0.41 to 0.81]
Ford et al. (2018): PE 2 5 0.40 [0.05 to 0.85]
Franklin et al. (2017): PE 0 3 0.12[0.00 to 0.71]
Franklin et al. (2017): PE 2 3 0.67 [0.09 to 0.99]
Hensel-Dittmann et al. (2011): NET 11 13 1 0.85[0.55 to 0.98]
Hinton et al. (2011): CBT 0 12 o 0.04 [0.00 to 0.26]
Hogberg et al. (2007): EMDR 4 12 0.33[0.10 to 0.65]
Hollifield et al. (2007): CBT 12 21 1 . 1 0.57 [0.34 to 0.78]
Karatzias et al. (2011): EMDR 13 23 1 0.57 [0.34 to 0.77]
Kubany et al. (2004): CT 4 46 —a— 0.09[0.02 to 0.21]
Langkaas et al. (2017): CBT 11 34 f = 1 0.32[0.17 to 0.51]
Langkaas et al. (2017): PE 10 31 = 1 0.32[0.17 to 0.51]
Lely et al. (2019): NET 12 14 0.86 [0.57 to 0.98]
Lindauer et al. (2005): BEP 2 12 | 0.17 [0.02 to 0.48]
Markowitz et al. (2015): PE 20 38 f = 0.53[0.36 to 0.69]
Maxwell et al. (2016): CPT 1 8 i 0.12 [0.00 to 0.53]
McDonagh et al. (2005): CBT 9 17 I 0.53[0.28 to 0.77]
0.2 04 0.6 O.‘8

Non—-Response Rate
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Author(s) (Year): Arm

N[NR] N[TR]

Proportion [95% CI]

McGovern et al. (2011): CBT
McLay et al. (2017): PE
Monson et al. (2006): CPT
Morland et al. (2019): PE
Morland et al. (2019): PE
Morland et al. (2019): PE
Mueser et al. (2008): CBT
Mueser et al. (2015): CBT
Nidich et al. (2018): PE
Nijdam et al. (2012): BEP
Nijdam et al. (2012): EMDR
Peck et al. (2023): PE

Peck et al. (2023): PE
Peterson et al. (2022); CPT
Peterson et al. (2022): CPT
Peterson et al. (2022): CPT
Peterson et al. (2023): PE
Peterson et al. (2023): PE
Popiel et al. (2015): PE
Rauch et al. (2015): PE
Ready et al. (2018): CBT
Reger et al. (2016): PE

Resick et al. (2002): CPT
Resick et al. (2002): PE

Resick et al. (2008): CPT
Resick et al. (2008): CT

Resick et al. (2015): CPT
Resick et al. (2017): CPT
Resick et al. (2017): CPT

Rothbaum et al. {2005): EMDR
Rothbaum et al. {2005): PE
Sack et al. (2016): EMDR
Schacht et al. (2017): PE
Schacht et al. (2017): PE
Schnurr et al. (2003): CBT
Schnurr et al. (2007): P

Schnurr et al. (2022): CF’T
Schnurr et al. (2022): PE

Sloan, Marx, et al. (2018): CPT
Sloan, Unger, et al. (2018): CBT
Stenmark et al. (2013): NET
Taylor et al. (2003): EMDR
Taylor et al. (2003): P
Taylor et al. (2023): CPT
Taylor et al. (2023): CPT
Taylor et al. (2023); CPT

Ter Heide et al. (2016): EMDR

4
27
18
26
26
22
21
55
40
6
4
6
4
18
12
23
44
61
38

21

Thompson-Hollands et al. (2023): PE 50

Trottier et al. (2022): CBT

Van den Berg et al. (2015): EMDR

Van den Berg et al. (2015): PE

Van der Kolk et al. (2007): EMDR

Van Vliet et al. (2021): EMDR
Van Vliet et al. (2021): EMDR
Vera et al. (2011): PE

Wells et al. (2015): PE
Yehuda et al. (2014): PE
Yuen et al. (2015): PE

Yuen et al. (2015): PE
Zaccari et al. (2022): CPT
Weighted mean

11
17
3

21

13
43
30
58
58
59
31
86
68
42
51
10
10
44
32
44
117
117
110
1
41
32
41
40
27
29
56
83
82
20
20
47
27
23
162
83
461
455
52
08
33
15
15
31
31
31
33
128
16
55
53
24
64
57

10
25
29
23
10

0.2

0.6

0.8

0.31[0.09 to 0.61]
0.63 [0.47 to 0.77]
0.60 [0.41 to 0.77]
0.45 [0.32 to 0.58]
0.45 [0.32 to 0.58]
0.37 [0.25 to 0.51]
0.68 [0.49 to 0.83]
0.64 [0.53 to 0.74]
0.59 [0.46 to 0.71]
0.14 [0.05 to 0.29]
0.08 [0.02 to 0.19]
0.60 [0.26 to 0.88]
0.40 [0.12 to 0.74]
0.41[0.26 to 0.57]
0.38 [0.21 to 0.56]
0.52 [0.37 to 0.68]
0.38 [0.29 to 0.47]
0.52 [0.43 to 0.61]
0.35 [0.26 to 0.44]
0.09 [0.00 to 0.41]
0.56 [0.40 to 0.72]
0.34 [0.19 to 0.53]
0.20 [0.09 to 0.35]
0.17 [0.07 to 0.33]
0.30 [0.14 to 0.50]
0.21 [0.08 to 0.40]
0.52 [0.38 to 0.65]
0.52 [0.41 to 0.63]
0.61 [0.50 to 0.72]
0.25 [0.09 to 0.49]
0.05 [0.00 to 0.25]
0.19 [0.09 to 0.33]
0.52 [0.32 to 0.71]
0.22 [0.07 to 0.44]
0.61 [0.53 to 0.69]
0.53 [0.42 to 0.64]
0.72 [0.67 to 0.76]
0.60 [0.55 to 0.64]
0.50 [0.36 to 0.64]
0.70 [0.60 to 0.79]
0.58 [0.39 to 0.75]
0.40 [0.16 to 0.68]
0.13 [0.02 to 0.40]
0.48 [0.30 to 0.67]
0.48 [0.30 to 0.67]
0.58 [0.39 to 0.75]
0.64 [0.45 to 0.80]
0.39 [0.31 to 0.48]
0.44 [0.20 to 0.70]
0.20 [0.10 to 0.33]
0.32 [0.20 to 0.46]
0.12 [0.03 to 0.32]
0.33 [0.22 to 0.46]
0.30 [0.18 to 0.43]
0.60 [0.15 to 0.95]
0.30 [0.07 to 0.65]
0.56 [0.35 to 0.76]
0.31[0.15 to 0.51]
0.26 [0.10 to 0.48]
0.80 [0.44 to 0.97]
0.39 [0.34 to 0.44]
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NOINeNR= numbereepondRx spnumMber in treatment gr
confidence interval; CBT = cognitive behavio
therapy; CT = cognidd vexgdeuralythrédreafp-yepcriBeEcd n
therapy; EMDR = eye movement desensitizati on
t herapy. Square size indicates study weight.
small constantr fooges.omputati on pu

Subgroup Analyses

The nonresponse rate was significanyedictedoy the type of analysi€)(1) =11.21,
p < .001, with lower nosresponse rates in studies reporting PP analysis (see A apl@he
study population also proved to be a siguaifit predictorQ(3) = 29.73,p < .001, with the
lowest norresponse rates coming from civilian samples. For treatnedated variables, we
found thetype of intervention to be predictive influen€¥7) = 28.54p < .001, with the lowest
nonresponse ratér a combination of PE and CT and the highest rate for NET. Treatment
format was a further predictor of neasponseQ(2) = 7.90,p =.019, with the lowest nen
response for treatments combining individual and group treatment (see 4lAbldNon
responseates were not related to country, in which the study was conducted, method used to

operationalize nomesponse, time limit of treatment, homework, and therapist experience.
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Table 41
Results from Subgroup Analyses onNloe-Response Rate
Moderator ki) NR (%) 95% ClI Q p Adj
Study characteristics
Country of study (117) 9.36 .589 .044
USA (66) 41.81 [36.21, 47.63]
Australia (15) 38.54 [26.47, 52.20]
Netherlands (9) 34.00 [20.95, 50.02]
Germany (5) 48.09 [30.44, 66.23]
Canada (5) 32.67 [16.49, 54.38]
England (8) 23.94 [14.36, 37.14]
Norway (4) 41.02 [21.53, 63.81]
Poland (1) 34.55 [10.84, 69.61]
Puerto Rico (1) 60.00 [13.29, 93.62]
Scotland (1) 56.52 [20.19, 86.98]
Thailand (1) 25.00 [6.17, 67.10]
Turkey (1) 38.78 [12.10, 74.46]
Type of analysis (117) 11.21 <.001** .017
Per protocol (49) 31.06 [25.55, 37.16]
Intention to treat (68) 44.90 [39.65, 50.26]
Operationalisation of NR (117) 281 422 .039
Retention of diagnosis (93) 37.45 [32.89, 42.24]
Symptom reduction (12) 47.77 [35.41, 60.40]
Nonsignificant change (9) 41.59 [27.52, 57.18]
Nonrachievement of cenff (3) 46.85 [24.97, 70.01]
Sample characteristics
Population (117) 29.73 <.001* .006
Civil (71) 31.42 [27.28, 35.87]
Veterans & Military Personnel (40) 50.66 [44.35, 56.94]
Refugee (5) 57.84 [41.60, 72.54]
Mixed (1) 50.00 [21.76, 78.24]
Treatment characteristics
Type of intervention (117) 28.54 <.001* .011
PE (41) 39.60 [33.88, 47.95]
CBT (30) 40.73 [33.54, 47.99]
CPT (19) 47.52 [39.50, 55.67]
EMDR (12) 31.71 [23.48, 41.27]
CT (7) 20.99 [13.01, 32.06]
NET (5) 65.85 [47.68, 80.31]
BEP (2) 24.82 [10.37, 48.52]
PE+ CT (1) 14.98 [3.00, 50.06]
Treatment format (116) 7.90 .019* .022
Individual (104) 38.28 [34.11, 42.63]
Group (11) 49.13 [38.12, 60.23]
Combined (1) 7.14 [1.06, 35.65]
Time limit (115) 1.34 247 .033
low( O 12 sessions) 3794 [33.00, 43.14]
High (> 12 sessions) (39) 42.99 [36.00, 50.27]
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Moderator k) NR (%) 95% Cl Q p Adj .
Homework given (117) 0.07 .795 .05
Yes (77) 39.60 [34.58, 44.84]
No (40) 38.47 [31.75 ,45.67]
Therapst characteristics
Therapist experience level (92) 6.05 .109 .028
Trainee (48) 37.29 [31.24, 43.77]
Experienced (16) 27.42 [18.81, 38.11]
Mixed (18) 43.18 [32.73, 54.27]
No therapist (10) 46.47 [32.60, 60.90]

Notke. mwer of treatment conditions,;

Q= Coc&kQ@ ane

Cl = confidebcadjimdttewrde b | af tidHpcBkajgmapproach
nomesponse r at e; MNoyadpevement of predafimed Syraptom reduction

Nonsignificant change = Nesignificant change per statistical formula Neocnhi e ve ment

c uotf fNon=achievement of predefined eoff score,P TSD = posttraumati c ¢
CBT = cognitive behavioral therapy; CPT = co
therapy; PE = prolonged eixpotshuerapherBdDR BE
movement desensitization and reprocessing; N

*Benj dHo onhiber gpsoro0osct eitHBbemjbemigmiscor 0 ct ed

Meta-Regression Analyses

Metaregression analyses revealed a significafgiceéffor the year of publicatiorp (=
.022), with higher nomesponse rates in more recently published studies (see Z2ble
Furthermore, higher neresponse rates were found in older samgles.002) and in samples
with low percentage of female paipants p = .002). In addition, nonesponse was related to
PTSD symptom severityp(= .012), such that higher neasponse rates were associated with
higher PTSD symptom severity at baseline. Further, theegponse rate was higher in studies
with sampes where a higher percentage of comorbid depressen005) and higher baseline

depression scorep € .001). No association with neesponse was found for marital status,
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employment status, education level, anxiety score, number of sessions, chfragesions or

duration of treatment (see TaldR).

Table 42

Results from Met&egression Analyses on the NResponse Rate (Loéyansformed)

Moderator ki) b 95% Cl p Adj
Study characteristics
Year of study publication (117) 0.03 [0.01, 06] .022* .023
Sample characteristics
Age (80) 0.05 [0.02, 0.07] .002** .008
Gender (85): % female -0.87 [-1.43,-0.31] .002** .012
Marital (53): % committedelationship 0.97 [-0.12, 2.06] .080 .027
Employment (42): % employed -0.36 [-1.40, 0.67] 492 .042
Education (40): % collegkevel 0.42 [-0.76, 1.60] .485 .046
PTSD symptom severity score (88) 0.24 [0.05, 0.43] .012* .019
Comorbid depression (40% diagnosis 2.87 [0.88, 4.86] .005** .015
Depression score (87) 0.39 [0.19, 0.59] <.001** .004
Anxiety score (48} 0.21 [-0.07, 0.48] .145 .031
Treatment characteristics
Number of sessions (116) 0.02 [-0.01, 0.05] .238 .035
Duration of sessiom minutes (103) 0.00 [-0.01, 0.01] 438 .038
Duration of treatment in weeks (102) 0.01 [-0.02, 0.04] 573 .05

Note.k;= number of treatment conditions

Cl = confidenceadijnusetrevdal U lada\ochbdeyfappeoach, Be nj a
regressiommodels were estimated separately for each predictor;

4z-standardized

*BenjaminikHochberg correctedp < .05. **BenjamintHochberg correctedp < .01.

Risk of Bias
The overall risk of bias was rated as low for 11 studies (12.8%), 32 studies showed some
corcerns (37.2%), and the rating was high for 43 studies (50.0%) (for details see Appendix

C10).
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Discussion

This is, to the best of our knowledge, the first comprehensive-anetssis on the
prevalence and predictors of nmsponse to the psycholoditeeatment of PTSD. Across 86
studies investigating firdine guidelinerecommended psychological PTSD interventions in a
total of 117 active treatment arms, approximately 40% of patients were classified-as non
responders, with a large range from 0% %0786. TheOR comparing active treatments with
control conditions showed that active interventions considerably reduced the risk for non
response compared to control conditions. The prevalence afesponse to PTSD treatment
found in our metanalysis icomparable with previous megamalytic results:}’ These findings
show that although traurfacused interventions in PTSD are highly efficacious, there is still
considerable room for improvement as a substantial subgroup of patients does not respond to
treatment.

We identified four groups of significant predictors of treatment-remponse. First,
some demographic and sample characteristics, namely male gender, older age, and being a
refugee or a veteran, were found to be associated with higheespoise rates. These findings
are in line with previous research, however, note that previous findings have been inconsistent
in this regard!83° Possible explanations for the associations with-response include
underlying mechanisms, such as reducedhitiog flexibility in older patientg® but could also
partly be due to confounding variables, such as type of tr&dhhaparticular, combatelated
trauma, which is more prevalent among men and refugees and veterans, has been associated
with higher no-response rates in previous studieFherefore, future research is needed to
examine underlying mechanisms and the unique effect of trauma type -oespomse.

Second, two aspects of baseline psychopathology were found to be significant predictors
of nonresponse, including high PTSD symptom severity. Further research is needed to replicate
our findings regarding the potential impact of high PTSD symptom severity on treatment

outcomes, as previous findings have been inconsiStaMithin these new appaches, it is
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important to consider the potential underlying interference of reduced engagement due to high
avoidance tendencies in patients with severe P¥8D.

In addition to PTSD severity, having a comorbid depressive disorder or elevated
depressivesymptoms at baseline was also found to be predictive of treatmen¢smomse. It
is conceivable that the reduced emotional activation prevalent in patients with depression may
interfere with traumatic memory modification in trawfioaused PTSD treatmeft*® In
addition, other possible mechanisms, such as rumination, avoidance, numbing, anhedonia, or
diminished reward processing, may explain the interference of comorbid depression with
trauma processintf 6 Therefore, more research is needed to ifieptissible mechanisms.

Third, certain treatment characteristics were predictive ofrasponse. Treatment type
significantly predicted nomesponse, with the most frequently studied psychological
interventions for PTSD, such as CBT, CPT, and PE all sigpaomparable neresponse rates
(CBT: 40.73%, CPT: 47.52%, PE: 39.60%), with slightly lower rates reported in EMDR studies
(31.71%). The lowest neresponse was found in studies combining PE and CT (14.98%) and
the highest in studies evaluating NET (6834)5These findings need to be treated with caution
since we were able to include only one study with PE+CT and only five investigating NET.
Furthermore, possible confounding variables (e.g., sample characteristics) cannot be ruled out,
requiring closer ingstigation with a larger number of studies. It is important to note that our
study focused on traunfacused treatments. Therefore, besides replicating our findings on
treatment type in a larger sample, future research should focus on comparingftreusad
treatment with noitrauma focused approaches. In addition, we found the combination of
individual and group therapy to have a considerably lower rate (7.14%) @Esponse when
compared to individual (38.28%) or group therapy (49.13%) alone. Howavgrone study
investigated the combined treatment category. Therefore, future research is needed to

determine, whether the findings can be replicated in a larger sample.
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Fourth, we found that neresponse was significantly higher in studies reporting IT
(44.90%) than PP (31.06%Y.his was to be expected as higher rates ofrasponse are more
likely to occur with patients who do not complete the whole course of treatment.
Interestingly, the prevalence of noesponse was not associated with the tyfe
operationalizing nomesponse. This implies that the classification of a patient as)(non
responder was unlikely to change when applying different operationalizations. Nevertheless,
future research is needed to more systematically compare differeatiopalization methods
of nonrresponse, e.g., using an individual patient data ‘aeddytic strategy. For future
research, a combination of different criteria appears most informative. For example, when non
response is operationalized as retaining tlagmbsis, patients with higher baseline symptom
severities are more likely to be classified as-responders at posttreatment, even in cases
where they show the largest symptom reduction. Therefore, combining retention of diagnosis
with indicators for magitude of the treatment effect appears informative. Relatedly, it appears
recommendable to include not only indicators of-nesponse regarding PTSD symptomology,
but additionally functional outcomes and individual patient goals. Patients often perceive
quality of life and functioning as more crucial and meaningful than symptom féRecent
research has shown that the best improvement of functional outcomes and quality of life can in
fact be reached when patients are treated to remi&sion.

In additionto the implications for further research that can be derived directly from the
findings of our study, it is important to consider additional factors that could influence treatment
response in future research. In addition to cognitive factors, verbal mwecootd be
investigated as a means of expanding the understanding of underlying mecH&nisms.
Additional variables of interest include social suppbghysical healti! and other comorbid
disorders such as sleep disord®rajcohol and substance usesatider?®>* and borderline

personality disordet®
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Our findings have potentially important implications for clinical practice. To increase
treatment efficacy, it seems necessary to modify-liimst guidelinerecommended treatment
approaches for differerdubgroups of PTSD patients, characterized by one or more of the
identified baseline predictor variabl&s® Extending treatment for a longer period of time has
previously been discussed as a promising approach for patients being at higher risk for non
response due to the high PTSD symptom sev&ri§This approach is often implemented in
routine clinical practicé® However, our analysis did not find therapy dose (e.g., number of
sessions, treatment duration, session duration) to be a significardt@red norresponse.
Therefore, additional measures should be considered, including starting treatment immediately
without considerable waiting tini,or offering a higher session frequency eam?%%! In
addition, our findings suggest the importanok considering comorbidity, particularly
comorbid depression, in PTSD treatment. Although evidence shows that depressive symptoms
improve with successful PTSD treatmf@nbur results suggest that high levels of depressive
symptoms may need more attentiartreatment planning. Specifically, targeting excessively
high depressive symptoms before engaging in tral@mtased interventions may be
recommendablé® Further, adjuvant and secotide therapies may offer an alternative for
patients at high risk ofan-responsé.These include novel psychotherapeutic approaches, such
as Imaginal Rehearsal Therapy, as well as pharmacological interventions or neuromodulatory

approache&®

Strengths and Limitations

Our metaanalysis had several strengths. We appB#ttt inclusion criteria, e.g.,
exclusively focusing on RCTs investigating fitste evidencebased guidelineecommended
psychological interventions. Furthermore, patients were diagnosed with PTSD using structured
clinicianradministrated interviews tominimize sample heterogeneity. In addition, a large

number of studies were included, enhancing the reliability and generalizability of our findings.
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Finally, the intefrater reliability was very high at all stages of study selection and coding.
A number ¢ limitations are noteworthy. Firstly, the operationalization of predictors varied
widely between studies. This forced us to test variables separately, as simultaneously entering
multiple predictors into a met&gression model would have reduced the nurobstudies in

the analysis. Secondly, some potentially important predictors, such as number of trauma
focused sessiorféduration of exposure periofsnd therapeutic allian®gcould not be coded

due to lack of data in these categories. Thirdly, radrike studies investigated complex PTSD
(cPTSD) as defined by IGD1 8¢ Since it is estimated that around 30 to 50% of PTSD patients
fulfill criteria for cPTSD%7:%8 the samples included in the current analysis most likely also
included certain numberd cPTSD patients. Future research should focus onrresponse

with respect to cPTSD since childheodset of trauma has been found to be reliably associated

with both cPTSD and poorer treatment outcofies.

Conclusions

In this comprehensive metmalyss, we found that a substantial subgroup of patients
suffering from PTSD still showed clinically significant symptoms after having received-a first
line guidelinerecommended treatment for PTSD. Thus, although these interventions are very
efficacious on thgroup level, a considerable number of patients do not sufficiently benefit.
Investigating predictors of nemesponse may help to understand and prevent these high rates.
In our metaanalysis, males, older individuals, veterans and refugees were at gisatar
treatment nowresponse. Furthermore, symptom severity at baseline, specifically higher PTSD
symptom severity as well as comorbid depression, was associated witlesponse. In
addition, certain treatment characteristics were found to be prvedafthonrresponse, namely
treatment type and treatment format. Future research is needed to replicate our findings, identify
underlying mechanisms and potential confounding variables, and examine the influence of

additional predictor variables on noespnse. In conclusion, our findings have important
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implications for clinical practice. To reduce nmsponse, it seems necessary to modify
guidelinerecommended treatment approaches for patients at high risk oésponse based
on identified baseline prezors. Additionally, secontine treatment options may be advisable

for this specific subgroup of patients.
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Despiteextensiveevidencesupportingthe efficacyand effectivenessf psychological
treatments for traumatized patients, mostly suffering from PTSD, treatment failnagnsa
commonphenomenonCommontypes of treatment failur@cludedropout or nofresponse to
treatment. Although treatment failure hafar-reaching consequenceere is a lack of
comprehensive research on dropout andnesponseparticularlyin specific populations or
treatmensettings. Therefore, the overarching aim of this theamsto createa comprehensive
understanding ofhe complexity of treatment failure bgenerating novel knowledge on the
prevalence and predictors of dropout and -responsein the treatment oftraumadized
populations The first aim was to investigatethe prevalence and predictors dfopoutin
psychological treatment provided to refugees and asylum sedRetslication | &
Publicationll) and in traumafocused, guidelineecommended interventions f&TSD in
routine clinical car€Publicationlll). Shifting the focus to nenesponse, the second aim was
to examinethe prevalence and predictors of r@sponse tdirst-line guidelinerecommended
interventions for PTSPublicationlV).

With regard to tk overarching aim of the thesis, in the following section, the main
results of the foupublicationswill be summarized, as well as interpreted and integiatkght
of previous research. Further, implicationghafindingsand future directions iresarch and
clinical practice will be discussed. General strength and limitations will be presented, before

closing with a conclusive summary.
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3.1 Summary of findings

Being the firstreview investigating dropout in the treatment of refugees and asylum
seekers,Publication | aimed to provide first timepracticeoriented knowledge on the
prevalence, prediction, and prevention of dropauthe treatmenprovidedto refugees and
asylum seekersGiven the limited evidencel synthesized refugespecific findings but
additionally reviewed findings on dropoutfrom psychologicaltreatmentin general and
discussed the implementationdor the refugee sampleThe results showed a considerable
variability in reported dropout rates, ranging fr@¥ to 64.7%. Furtherefugee specific
predictors for dropout are conceivablEheseincluded high initial impairment, deviating
perceptiongand expectationsf mental health and psychological treatmastwell aexternal
treatment barriers Effective prevention measures shoupdioritize promoting cultural
competenies cultural adaptationf treatmentand preparation for treatmemtdditionally, it
is important to fostethe therapeutic alliance asttengtherhope.

Building on thereview, the aim ofPublicationll was to provie first comprehensive
evidence on the prevalence and predictors of dropouytsicthological or psychosocial
interventions forefugees and asylum seekéfhe results of 28 eligible RCTwijth 39 active
treatment conditions and 2,691 participam&se metaanalyzed, revealingweighted average
dropout rate of 19.14985% CI [14.66, 24.60]. The metaanalysisfound that atients in the
treatment condition were less likely to drop out comparedhdset in thecontrol condition
(OR=0.52).The only significahpredictor for dropout wasé countryin which the study was
conductedNone of the othenvestigatedstudy, sample, treatment, or therapist characteristics
had a significant impact on dropout in the treatment of refugees and asylum Soekead,
the results of the metanalysis suggest that, in contrast to the widespread assumption, dropout
rates found in the treatment of refugees are comparable to dropout rates reporte@ingesn
populations. Further, the results on predictors inditetHi ndings orpredictors of dropout in

Western samples cannot be dire@ppliedto the refugee populatioRather, future research
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should focuson refugeespecific variables,such asduration of stay in the country of
resettlement and asylustatus

When examining treatment failure in traumatized populations, it is important to note the
lack of research on dropout rates in specific treatment settings, particularly routine clinical care.
Therefore,Publication Il aimed to investigateéhe frequency and predars of dropoutin
traumafocused treatment iroutine clinical careThe studyincluded 195 adults diagnosed with
PTSD receivingtraumafocusedcognitive behavioral therapy three specialized outpatient
centersA dropout rate of 15.38%wvas found, antivo significant predictors for dropoutere
identified:age and living situation. Dropout rates were higher in younger patients, and lower in
patients who lived with their parents compared to living aldme esultsof the prediction
performance indiced that the overall modetomprising different pretreatment variahles
could not predict dropout to a practically useful level.

An understanding of the complexity of treatment failure inclddebher aspectsin
particular treatment nofresponse Using a methodologysimilar to the metaanalysis in
Publicationll, PublicationlV was the firstmetaanalysisto providecomprehensive evidence
on the prevalence and predictors pbnresponse to firsine guidelinerecommended
psychological treatments for PDSThe metaanalysiscomprisedd6 studies, with 117 active
treatment conditiomand 7,894 patient§.heweighted average neresponse rateas39.23%,

95% CI [3508, 4353]. Nonresponse was less frequent in the treatment conditiopared to

the controlcondition(OR = 0.22). A numberof specificpretreatment predictois treatment
nonresponseould be identifiedHigher nonresponse rates were found to be associated with
male gender, older age, and with being a refugee or veteran. Further, basehopathplogy,
that is higler PTSD symptom severity artle presence afomorbid depressive disorder or
higher depressive symptoms, were significant predictors cfegponseTreatment type and
treatment formatwere identified as significant treatmemdated predictorsLowest non

response rates were found in treatments combining PE and CT, andombination of
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individual and group therapykinally, nonresponse was significantly higher in studies
reporting ITT analysis compared to P®wverall, these ifdings indicate that treatment

modifications should be considered for patients at high risk ofesponse.
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3.2 Revealing the complexity off reatment Failure: integration of results

and implication for future research and practice

Understanding of the conmgtity of treatment failuréo enableearnirg is crucial for
improvement, progress, and developmeéyg.demonstrated by thease study oM. at the
beginning of this thesis, there is an urgent need to evaluate tredtiher in traumatized
populationsand learn from it Theintegrated results of ththesis represenhamportantnitial
step towards achieving the stated goal, asphayideextensive insight into therevalenceind
predictors of dropout and ngesponse among traumatized populatiofthile the previous
four chapters discussed the implications of the results ®ore$pectiveresearch area and
subgroup, the following chapter wiihtegrate the results comprehensively and present

implications for future research on treatment failure fandlinical practice.

3.2.1 The complexity ofoccurrence: acknowledging the importance offr eatment

Failure

Highly efficacious psychologicahterventionsexist for the treatment of traumatized
populations, and their evidence has been wididynonstrated American Psychological
Association, 2017)However,unique treatment challenges aaecur, that may be caused by
complex symptom patterns @fssociated disorderparticulaty PTSD, or specifc patient
groups These challengesmnlead totreatment failure, such as dropgety., Lewis et al., 2020)
and norresponsée.g., Varker et al., 2020)

Regardingheprevalencef dropout, the findings of this thesis indicate that the dropout
ratefor both specific sulgroups and specific treatment settinggomparabldo dropout rates
found in research with motgpical patient group (western samples) and study desiRCTSs)
Theestimatediropout ratdor the treatment of refugeasd asylum seekevgs19.146, which

is comparable to previous largeale metanalyses investern samplegl9.7% in Swift &
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Greenberg, 2012 he frequency of dropout for guidelimnecommended tegment for PTSD

in naturalistic settings was 15.38%, which is comparable to recentamalgic findings of
dropout in RCT416% in Lewis et al., 2020T herefore, although being an important problem,
dropout does not appear more prevaieiie treatment offered tefugees andsylumseekers
and in PTSD treatment inaturalistic settingsThis contradicts previous assumptiook
increasediropoutratesamong refugeesyhich was attributetb cultural differences, stressors
and language barrie(®arrett et al., 2008; Slobodin & de Jong, 20148 well as the few
previous findings in naturalistic settigeportingdropout rates cdpproximatelyt0%(Goetter

et al., 2015; Mitchell et al., 2@2 Severalexplanationsfor comparable dropout ratege
conceivable For refugees, it is conceivable thaethigh psychologicaflistress(e.g., high
symptom severity, poshigration stressordpund in refugee population®.g., Liedl et al.,
2016; Priebe et al., 201&)ay result in a strong need for psychological treatmehich acts
as a protective factor againgtotential dropoutenhancing factors (e.glanguage barriers).
However, methodologicatharacteristicsof the metaanalysis such as the restriction to
manualized therapiesdthe presence @xperienced therapistaight also lead to low dropout
rates It is furtherconceivable thathe challenge faced bythe refugee population affect access
to treatmentrather thandropou. The low dropout rates in theaturalistic settingnight be
explained by thevell-structuredreatmensettingprovided by the analyzed outpatient centers
the effort of therpists in training, or the traunfacused CBTitself. In addition to attempts to
understand the findings the prevalence of dropouihere are important implications of these
results forfutureresearch and clinical practiggiven the proven importancé dropout, more
research is needed to replicéite currentfindings. Future research should expand to other
conditions, such as treatment for refugees in-lamd middleincome countries, and provide
comprehensive metanalytic evidence for dropout in maélistic settingsln clinical practice,
therapistsshould be aware of thieequent occurrencef dropoutand implement measures to

prevent dropoutNote, that the implications dhe findings for deriving preventive measures
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will be discussed in the catt of dropout predictionAt the same timetherapist should keep
in mindthat traumaocusednterventionsappearto be acceptable also for refugee patients.
Regardinghe occurrencef nonresponsethis thesiscomprises the first met@nalysis
specifically evaluaing the prevalence of nomesponse toguidelinerecommendedPTSD
treatmentThe nonresponse rate of 39.23% is comparable to previous estimates retrieved from
studies with a wider research fodesy., Bradley et al., 2005; Straud et al., 20T8gfindings
of this thesigndicate that althoug effective treatments fAPTSD exist, aignificantnumber
of patients do not respond to treatmentture direction in research and practice should focus
on reducing the noeresponse rateThis implies both,modifying first-line guideline
recommended psychological interventioasd consideringsecondine treatment options
(Burback et al., 2023)Semndline treatmentfor PTSD maycomprise psychdherapeutic
innovations such agmerging traumdocused treatments likenaginal Rehearsal Therapyy,
traumafocused treatment delivereat a higher intensity Further various pharmacological
interventionsor neuromodultory approaches amonceivablgBurback et al., 2023; Koek et
al., 2016) Modifications to first-line guidelinerecommended interventions are based on

findings on predictors of neresponse and will therefore be discussedlatex chapter.

3.2.2 The complexity of prediction: prediction as basis for understanding and

prevention

This thesiglemonstratethat treatment failure, in particular dropout and-nesponsge
is prevalentn the treatmendf traumatized populationslowever,results showed significant
heterogeneity in the prevalence rates of dropout andregponse. Therefore, it is crucial to
identify predictorsof treatment failureAlso learning from M6 s cas e, it woul d
helpful if the therapist had knowledgktbe variables that could have influenced the premature

termination of treatment.
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3.2.2.1 Dropout prediction integration of resultsand implications for futureresearch

There areseveralcandidate predictors of dropout in the treatment of traumatized
populatiors. Focusing on the treatment of refugeélesreview of the current literatusiggests
an influence of refugespecific factors, such as initial impairmedgviantexpectations, and
treatment barriers, on dropolihemetaanalysis revealed that noagthe analyzed predictars
expect study origin countyyvere significant predictors dfopout in the treatment of refugees.
Theseresultsindicate that previous findings on predictors of dropoWistern samples (also
synthesized iPublicationl) cannotbedirectly appliedo the refugee sample. Howevefpund
preliminary evidence ofan influence of refugespecific factorson the dropout rateln
particular duration of stay in the host country and asylum stathesefindingsreinforcethe
conclusioms of the review in Publication, which highlightedthe important role ofefugee
specificvariableson treatment dropout.

In traumafocused, guidelinerecommended PTSD treatmeptovided in routine
clinical care patients age and living situatiomere icentified as significant predicors for
dropout.Young age has been found to be a reasonadbjespredictor for dropout igeneral
(e.g., Swift & Greenberg, 2012)ith mixed firdingsfor PTSD treatmeniGoetter et al., 2015;
Varker et al., 2021)lt can be assumed that young individuals face competing time demands
(Barrett et al., 2008)r a lack of stability in theidaily lives (de Soet et al., 2@, puttingthem
at higher risk of treatment dropoin. contrast tahefindings on agewhichreplicateprevious
researchthefindings on living situation are novelRarental support appears to be significant in
explaining he lower dropout ratamongpatientsliving with their parents compared living
alone(de Soet et al., 2023\ ote that the effect of living situation isuaique effect i.e., when
controlling for the influence of agRegarding®TSDspecifig clinical variables, no significant
predictor of dropout could be identifiedThese findingsalign with a substantiabody of
previous researcfSnoek et al., 2021; Varker at., 2021) However,Mitchell et al. (2022)

found a significaneffect of clinicianrated PTSD severityrodropout.In addition | found a
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trend indicating that negative cognitions and beliefs about fisimatic symptomsnay
influence treatment dropouAlthough the norsignificant nature of these findinggecludes
drawing firm conclusions, this findingupportsthe assumptiorthat PTSDspecific clinical
variablesareimportantin predicting dropout

Therefore, future research shoelbminethe influence of PTSBpecific variables on
dropout, in particular PTSBymptom severityMitchell et al., 2022and negative cognitions
associated with PTSD symptomatolody is conceivable that negative interpretations of
symptomg e. g., @My meanushat |Ehlarsn& Qaokj 200Pmamiaed 0O ;
related to catastrophizing as a more general famor could lead to reduced appraisal of
difficult situationsin treatment beingnanageablé¢Bryant et al., 2007)Bryant et al.(2007)
indeed found that catastrophic thinking was associatedatitgher risk of dropout, even when
controlling for PTSD severityA consideration of underlying mechanisms, that is understanding
the interaction between a tncy to catastrophize, negative interpretation of symptoms, and
traumafocused treatmenmay beimportantin predicting dropoutin addition future research
on predictors of dropouthouldexaminea wider rangeof potential predicta, in particular
clinical variablerelevant to PTSDas discussed abowand refugesespecific factorskor refugee
samples, these include an explicit examination of the influence ofnpgsdtion stressors,
culturally specific perceptions of mental health and psychologicsdtinent,as well as
deviating treatmengxpectationsNote, howeverthat in line with previous studig¥dhringer
et al., 2020) although significant predictorsof dropout in the treatment of traumatized
populationshave beemdentified,dropoutcould notbe predicedto a practically useful level.

Therefore, theumulative findings of this thesis indicate the needl$olook beyond
pretreaatment variables when predicting dropout. Several novel research directions are
conceivable First, future research shoukkaminethe influenceand moderatingeffect of
process factors on dropoudn the one hand, process factors can relate to chaiiden the

patient. These includpatterns of symptom change during treatmenich as the rate of
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improvementZandberg et a(2016)showedhatthe slope oPTSD improvemergignificantly
predicteddropout with baseline PTSD severity moderating #féect of improvement on
dropout.In addition, symptoms may exacerbate in the course of treatment and new symptoms,
such as shame or séllame, nay arisgBerk & Parker, 2009; Lewis et al., 202@atients may
also experience a changetherapeutic goa] motivation, or certain expectatiornghich may
lead todropout.On the othehand, process €ors can relate to the therappgttient interaction,
that is changes in the therapeutic relationdRgonsand Werbar{2013)described an influence

of therate ofdevelopment of the therapeutic alliarduring treatmenion dropoutLow early
alliancepredicteddropout,while a strongearlyalliancehada protective effectt is important

to note thatthe developmerdandmaintenance ahe therapeutic alliance may be influenced by
underlying psychopathologicapatterns, such as interpersonal problgiReos & Werbart,
2013) The fact that interpersonal problems play an important role in PTSigrtrcular in
cPTSD, emphasizes th@eed to consideunderlying mechanismsf change as already
descriled forcatastrophi¢hinking. Therefore, a second novel research approaald involve
investigating the influencef underlying mechanisms on dropoAtthird novel approacthat
emphasizethe importancef considering predictors beyond baseline vagalid presenteoly

Lutz et al.(2021) Ecological Momentary Assessment (EM&dllectedover a specific period

of time prior totreatmentinitiation may represent a novel form of pireatment assessment. In
an initial pilot study, Lutz et al(2018)found that prereatment EMA assessment explaied
additional 26% ofthe variance in dropout, while baseline predictors explained 6%hef
variance in dropoufTherefore, prdreatment EMA assessment may be a promising predictor
of dropout beyond baseline predictors. However, further research is needed to consolidate these
findings. Last future research shouldcus ona detailedconsideratiorof the tolerabilityof
traumafocused treatments for PTSD in general and refyggaulationsin particular. As
mentionedin the thesisintroduction, despite thextensiveempirical evidencesupporting

traumafocused interventions for PTSD in genefMartin et al., 2021)and refugeg in
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particular(Thompson et al., 2018)here areoncers about the tolerabilitfFoa et al., 2002;
Hembree et al., 2003nd previous refugespecfic researchnas raised concerns abdlrisk
of retraumatization due to exposure theréldguner et al., 2004; Nickerson et al., 20Giyen
the mixedevidence forn influence of traumfocuson dropoutin PTSDtreatmen{e.g., Imel
et al., 2013; Varker et al., 202ahdthe lack offindings specificfor refugee populations, it is
important to considethis issudn futureresearh.

To conclude, besides future research directioregarding contentrelated
considerationsthere are also methodological considerations for further resdadiidual
participant datanetaanalysis(IPD-MA) is a novel approackthat iscurrently consiceredas
gold standarih generating evidend®eroniki et al., 2023)Examiningdropout in traumatized
populations with IPEMA goes beyond aggravating data on a study levebodis analyzing
a large set of predictoen a participantevel andspecifically analyzingubgroups of patients.
Further,by accounting for missing outcome data using specific imputation techniques,
possible to ruimmultiple prediction models that can be used to mtedliopoutat a practically

useful level.

3.2.2.2 Non-Response predictiorintegration of results and implications for future

research

Examining noAresponse to guidelirecommended interventions for PTSD, a number
of specific pretreatment predictorsuld be idatified. Integratingthe findings of the current
thesiswith previous research, it is important to note ttlas metaanalysis was the first
comprehensive studip examinenonresponse to PTSD treatment. Howeude findings
reinforce previous researchtiva broader focygprimarily ontreatment respons€&hefindings
on demographic characteristics predicting ffesponsenamelyolder age, male gender, and
being arefugeeor veteran, areonsistentvith previous findings suggesting similar associations

(age: Dewar et al., 2020; gender: Fonzo et al., 2G28)ever,note that previous findingse
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not consistentBarawi et al., 2020; Fonzo et al., 2020; Paiva et al., 2@22prding to Dewar
et al. (2020) the association with older ageay be explainedby a decreased cognitive
flexibility required to meethe high cognitive demands of psychological treatmenth as
adapting maladaptive pattermith regard togender it can be assumetatthe findings may
be confounded by other variablgsyticularly the type ofrauma e.g, men are more likely to
experience combatlated traumawhereassexual assault is more common among women
(Bradley et al., 2005; Tolin & Foa, 2006Jhe ®nfoundingof effects by trauma type,
particulaty combatrelated trauma, and trauma seveaitgconceivable explanatiaifior higher
norntresponse in refugee and veteran popula@snsell(Dewar et al., 2020; Fonat al., 2020)
As combat expage has been fountb be predictive of nonresponse in previous research,
future studies need to identify the unique effecthefsample population on nenesponse. In
addition examining specific characteristiobtraumaic events and understanding their unique
influence on nofresponsenaybeimportantto understanithg the complexity of nofresponse
(Dewar et al., 2020)Besides trauma type, other vetesgprecific variables, such as physical
health burden or painfMagruder et al.,, 2005)as well as refugespecific cultural
characteristics, ,&h as posmigration stressors or deviating beliefs and expectatjerts,
Liedl et al., 2016)might influence treatment neresponse

Looking at baseline psychopathology, r@sponse was predicted by high PTSD
symptom severity and comorbid depressive disordgain adding to previous resdarc
approachegBarawi et al., 2020; Fonzo et al., 202d)gh PTSDsymptom severity at baseline
mayinterfere withtreatmenengagement due to high levels of avoidafRarawi et al., 2020;
Pineles et al., 2011)t is important to notehowever thatfindings regardingPTSD symptom
severity predicting higher nemesponsehave not been consistent(Dewar et al., 2020)
Therefore, future research meededto replicate these fiaings. There are several possible
explanations for thassociatiorbetween nowresponse and comorbid depressidecording to

emotional processing theory,i$ conceivable that th@odificationof the traumatic memas
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is hindered by the reduced emotibaetivationcaused by the comorbid depressidngelakis

& Nixon, 2015; Jaycox et al., 1998)Jowever, other explanations are also conceivable, such as
amore freqentuse of avoidance strategies, rumination, overgeneralization, or the influence of
sleepdisturbance¢Barawi et al., 2020; Dewar et al., 2028¥ the exact mechanisms of the
influence of comorbid depression on trauma processing are still unkrioture research
should focus on identifying such mechanisms.

In addtion, the results of this thesis showbdtcertain treatment characteristiwgre
predictive for norresponseTreatment typesignificantly predictednonresponsgwith higher
nonrresponseates in NETtrials. From previous findingghere is no comprehsiveevidence
on the influence of differenypes ofguidelinerecommendettreatments on neresponse, and
findings from efficacy studies are mixg@Vatts et al., 2013)As the tolerability of trauma
focused treatments often discussed, future research should focus on comparirgsponse
between traum#ocused and noetraumafocused treatments. In addition, given the limitations
discussed in the previous chaptie findings on the influence of treatment type ndedbe
more closely examineith a larger sample ifutureresearchBesides treatment typefound a
significant influence of treatment format predicting responseA comprehensive integration
and interpretation of these findings does not seem perieighile to the smalample size in
the distinct categorgnd the lack oprevious evidencelherefore, futuregesearch is needed to
investigate whethehe findings 6 low nonresponse rates e combination of individual and
grouptreatment can be repliead in a larger sample.

A cumulativeintegrationof the resultshows thaseveralconcrete directionor future
researcltan bedirectlyderived from thdindingsof thisthesis, as described abowe addition,
furtherresearclapproaches are conceivaldDueto the described importane@ad the possible
confounding with other variablefiture researcis needed thatomprehensivelynvestigates
the influence btrauma type on neresponselt would also be interesting to evaluate #dffect

of specificcognitive factor®n treatment nonespons¢Fonzo et al., 2020)n particularverbal
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memory is known to be centrtd the psychotherapeutic processich astrauma memory
retrieval in imaginal exposure, and therefore deserves attgiNiiam et al., 2015)Other
variables of intezst may includsocial suppor(Fletcher et al., 2017physical healtt{Currier
et al., 2014)and other comorbid disordezemmonin PTSD, such as sleep disorsiéripada
et al., 2017)alcohol and substance use disosd®Yilkinson et al., 2015; Zang et al., 2019)
and borderline personality disordé&eeny et al., 2002)n addtion to considering alternative
baseline predictors, promising novel approach is to go beyond baseline variables and consider
pretreatment EMA data. Husen et 016)found a prediction of early treatment response by
EMA (21.7% additional variance) beyond symptom impairment (16.1% variaiitedugh
more research is needelistnew approach seems promising for predictingnesponse.
Thinking big, avalid prediction of nofresponse requires, simultaneously to the
methodological consideratiordescribed fordropout, largedata setsFonzo et al.(2020)
discusedmachine learningsapossibleapproach to createseful predictivenodelsconsisting
of multiple variables frondifferent domains.Tesing these modelscross different sites and

populationswvould allowfor generalization
3.2.2.3 Implications for clinical practice preventing dropout and nofresponse

From a clinical perspectiveunderstanding the complexity of treatment failure and its
predictors providesmportant indications for reducing amgteventing dropout and nen
responseConsideringhe case oM., based on the results of this thesjgecific factorcan be
identifiedthathave been shown tofluence the risk of treatment failurgl. is a young patient
with PTSD and comorbid depression whose symptom pattern is characterized by negative
cognitions towards posttraumatic symptoms. How could M.'s therapist have udbd
knowledge about the presence of predictors of treatment failure? What preventive measures can

be derived from the findings of this thesis?
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A starting point for dopout preventiomn traumatized populatiomsaybe to payspecial
attention to patients who, due to their demographic characterastcahigher risk of droping
out When treatingyounger patientsherapists should be sensititeecompeting time demands
and topossibk suddercrises and pay particular attention gpecificsocial need¢Coulter &
Ellins, 2006) Therapists can also act as supportive guidesciadiyen the absence of parental
support(Swift & Greenberg, 2012However,the cumulative findingsf this thesishow that
it is still difficult to identify patients at risk afiropoutbased orpretreatment predicter The
majority of the predictors examinéd this thesisdid not show asignificant association with
dropout. Thisneeds to be consideraghen deriving preventive measuresn effective
prevention strategy to reduce dropout appears ta&guate prepatian for treatmenthrough
preparatorysessionsPatients should be informed about the expected durattoeatfentand
unrealistic expectationaboutrecovery should be reducé8wift & Callahan, 2011)At the
same time, role expectations should be clarif&alift et al., 2012andthep a t i peefetericas
and choiceshould be enhancdtewis et al., 2020)Due to cultural differences in perceptions
and beliefs about mental health, treatment, and theragestnent preparatiosmppearso be
particularly important inthe treatmentof refugees and asylum seekels addition, it is
important to promote cultural competendestherapists, as these help to foster the therapeutic
alliance build trust and create hopgLied! et al., 2016)Furthermoreyecentstudiessuggest
that an effective strategy for preventing dropautPTSD treatmentis to modify treatment
characteristicgparticularlythe frequency of sessiortdoppen et al(2023)demonstratetbwer
dropout rates in traumf@cused treatments delivered at high intensity.traumafocused
treatmend, dropout occus primarily in theearly course of treatmeriGutner et al., 2016)
Therefore, intensivieeatmenseens to be particularly usefakthis timeto interceppotentially
intense negative emotions and egatavoidance associated with the trauma pro@dsppen,
Jehn, et al., 2023)n conclusion, it should be ted that #hougha few empirical studies on

the effectiveness oproposedmeasuredo prevent dropouexist, evidencas still limited,
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especiallyfor refugees and asylum seekers. Therefore, future research is needed to evaluate the
effectivenes®f exising strategiesin particular for this specific patient grougndto develop
new preventive measures.

With regard tanonresponse, it can be assuntledt an effective strategy to reduce non
response in the treatmesftPTSD requires a modification of ekigy treatment approaches for
specific subgroups of patientsho have been showto be at higher risk of neresponse.
Modification of guideline recommended interventiomsay involve the treatmentlements
themselvesbutmayalsoaffect related treatmegharacteristicssuch asllowing flexibility in
the duration of treatmer{Galovski et al., 2012pr reducimg waiting times(van Dijk et al.,
2023) Besides treatment modifications, offering adjuvant or setioedreatment optionsan
be recessary when nemsponse to guidine recommended treatmengdikely (see previous
section for details In addition, the presenfindings suggesthat it is highlyimportant to
consider the presence of comorbid disordeasticularlycomorbid depresve disorder, or high
rates of depressive symptoms. Althougumafocused treatmenter PTSD with comorbid
depressionare recommended bguidelines (American Psychological Associatio2017)
treatment success may be enhanced by additionally targeting depressive sy{Rptorosi et
al., 2015) Special focus should be placed mechanisms thdtequently occuin depression
and that couldinterfere with trauma treatmentlt is conceivable that reduced erooial
engagemeninfluencestreatment outcoméroughunderling mechanisms such as emotional
numbing, emotional dysregulation, or ruminati¢ghngelakis & Nixon, 2015) However,
understanding undstihg mechanismsequiresuture researchlherapists shoulfbcus onthe
individual needs of the patient and decide whetiteermafocused treatmers likely to reduce
depressive symptoms, or whetheisitnore promisingo reduce depressive symptobefore
engaging in traumécusedreatment{Barawi et al., 2020 Cloitre et al.(2017)examined such
treatment integrations, showirtigatthe combination ofraumafocused treatmerdand skills

training improved treatment outcone for PTSD patients with comorbid depressioin
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conclude, when recommending specific treatments to traumatized patients, it is important to
consider the complexity of variables associated with-nesponselUnder no circumstances
should thidead tothe exclusion of patients with specific characterist@arawi et al., 2020)
Rather, the complexitgf nonresponsenay indicate the importance gfeater efforts towards
personalization in the treatmesfttraumatized patieni{derzog & Kaiser, 2022)This implies
treatment recommendation and selection procedoased on valid prediction algorithms
(Chekroud et al., 2021such agthe PersonalizedAdvantagelndex (PAIl)(DeRubeis et al.,
2014) The PAlhas already beenvestigated for PTSD treatmefideisenhofer et al., 2018)

In addition, personalizing treatment impl@sanging treatment approaches when-response

is expectedGloster et al., 2020; Herzog & Kaiser, 2022)

3.2.3 The complexity of construct: advances in definitional understanding and further

considerations

Understanding th complexity of treatment failure, that is examining the prevalence and
predictors of dropout and namesponse, alwaysequiresan understanding of the construct.
Therefore, the definition and operationalization of dropout andregponse is an important
challenge underlying this thesiBor both dropout and nemesponse, there is currently no
consensus on a uniform definition and operationalization. In the-mes¢arch of this thesis
(Publicationll and PublicationlV), the definition and operationalizah methodseportedby
the authors of the original studiess usedIn the empirical work irPublicationlll, dropout
wasassessed using therapist judgment and panédrdted terminationThe cumulativeesults
of Publicationll and PublicationlV shaved thatthe different methods of operationalizing
dropout and nomesponse did not affedropout or nofresponse rate3hese findingsuggest
that the classification of dropout and r@sponseppeardo be robusto different types of

operationalizatn.
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However, giverthe challenges and limitations of the thesis, it seems usefuliforef
research to discuss whethiee same construed measured bthe differentoperationalization
methodgHatchett & Park, 2003)Vith regard tadropout, an important question that has been
repeatedly discussed in previous studies is whether drapeaysindicatestreatment failure
(Larsen et a).2023) Defining dropout as a unilateral decision by the patient without mutual
agreemendlistinguisheslropoutfrom thosecases in whiclthetherapist and patient decide that
the outcome is satisfactgrgven before the full course of treatmdrats beerncompleted
(Baldwin et al., 2009; Falkenstrom et al., 2016; Imel et al., 20d8wever, there are
operationalization methodsuch aglurationbased operationalization or missed appointment
classification, that have a high risk of misclassifying patients with early treatment success and
rapid recovery, especially when the reasons for dropout are not kiflowei et al., 2013;
O6Keef fe et al ., 2 Uherefore, Mealack & a undorm dafinition an@ 0 2 1)
operationalization leads toigh inconsistency in findings and thHielihood of subsuming
several differentonstructs when using the term drop{8wift et al., 2009) Based on the
findings and implementations dliis thesis,it seems necessatyg distingush between the
variousconcepts. The teritneatment discontinuatiooould be introduceds an umbrella term
that subsumedropout ad early completion, i.enegative dropouandpositivedropout Such
adefinitional distinction requires a uniform opeaatalization Combining a subjective method,

i.e., therapist judgment, with an objective outcome measure, such as Clinical Significant
Change CSQO or Reliable Change (RCyould be recommendeg@ompare with Swift et al.,
2009) In addition, fuure researchis needed teexamine amore nuancedclassifications of
negative dropoytsuch asreatmentrelated and netreatmentrelateddropout(Cinkaya, 2016)

or otherproposectlassificationl O6 Keef f e . et al . , 2019)

With regard to nofresponsgalthoughthe presentindings did not ilicate an effect of
the operationalization method on R@sponse rates, there isi@ed for a uniform definition

and operationalization of neresponseThe urgent need for standardizatiorremforced by
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the various concerns arising fradifferent opertionalization methodand differences ithe
assessment toolsderlying the classificationdor a detailedpresentatiorof the challenges,
seethe introductior). A first stepfor future researclis to empirically validate the proposed
operationalizatiormethods ando adaptthe criteria to the different assessment tools most
commonly usedVarker et al., 2020)n addition, further research should focushanw and to
what extent functional outcome measures can be used to classifgspanse In particular,
the identification of a standardized measofréunctionality appears to beritical (Lam et al.,
2015) Bonfils et al. (2022) provided the first insight irno understandinghe impact of
psychotherapeutic treatment for PTSD fanctional outcomesnd quéty of life. Another
important novel approach is the use of multidimensional symptom dcaéssess response
rather thandisorderspecific outcome measwélLutz et al., 202). Particularly forPTSD,
whichis often associated wittomorbid disordersnultidimensional scalesayprovidea more
valid and reliable measuod treatmeneffects andthusnonresponséHill & Lambert, 2004)

In addition tothe type of outcomemeasuresthe complexity of the construct non
response alsoomprises methodological challenges due todeeision on the timepoint of
outcome assessmefltutz et al., 2021) Pre-post measurement othe intended outcome
measurés a canmon research practicsedto assesshangeHowever alternativeapproaches
need tdbe consideredhen conceptualizing neresponse

First, the role of continuous outcome assessntlerdughoutthe course of treatment
must be addresseBoutine outcome onitoring (ROM) is employedto assesshe treatment
progress, provide feedback, and adapt the treatptemif necessaryA common measuresed
to supportROM and inform decisions about the current respaarge clinical significance
criteria (Barkham et al., 2023J-urther, Expected Treatment Response (ETR) models can be
used(Lutz et al., 1999)These modelserve tadentify patients at risk of treatment failure by
comparing the predicteahdthe actual treatment progrgssitz et al., 2021)It is important to

notethat nonresponsehy definition refers tothe inability to achieve a predefined criterion of
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change after termination of an adequate treatmentgiggposttreatment)Larsen et al., 2020;
Smith-Apeldoorn et al., 2019; Varker et al., 202B8pwever, gven thepotential ofROM to
identify patientsat risk of noAresponse, it is important to consid®ROM in nonresponse
research.This requires a differentiation of related construdepending on the time of
measurementBeing at risk of nomesponsej.e., beingnot on trackaccording to progress
assessmenheed to be distinguishe from not responding to a terminated treatm@nitz et
al., 2021; Varker et al., 2020)

Second, it is important to consider the ldegn effects of treatment when
conceptualizing nomesponseA substantial body of evidence supports the ltrgn efficacy
of PTSD treatmen(Klaeth et al., 2024; Kline et al., 2018; Weber et al., 202@ijthermore,
there is evidece indicatinganongoingimprovement followingermination otreatment(Kline
et al., 2018; von Brachel et al., 2018)s conceived thahe conthueduseof learned strategies
or reductionin avoidance behavior rgeenhancehe treatmenteffectsbeyond termination of
treatment Therefore, (additionally) considerinipllow-up measuresvhen conceptualizing
norrresponse may be promising.

In conclusion, it becomes evident thatrafied definition of dropout and nemesponse,
with a nuanced distinction from related concepts and a clear recommendation for
operationalization, haseveralimplications for research and practice. In clinical resedhis,
would lead toimproved reporting and comparabilitgcross tials, allowing for better meta
research(Larsen et al., 2020; Lewis et al.,, 2020 clinical practice standardiation of
definition and operationalizatiomil| help to improve decisiemaking treatment planning@and

a clearcommunication with patienfdarsen et al., 2020; Varker et al., 2020)
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3.3 General grengths and limitations

This thesigrovidesan importantontribution toa comprehensive understanding of the
complexity of treatmentafilure particularly dropout andnonresponse in the treatment of
traumatized population3his thesis has several important strengthsaajor strengthis that
each ofthe fourpublicationsaddresss specific areas of treatment failtinat have not yetden
investigated or have only bestudiedto a limited extentThis thesis provides the first practice
orientedreviewon dropout in the treatment of refugees asylum seeke(Bublicationl) and
the first metaanalysis on the prevalence and predictofsdropoutin this understudied
subgroup(Publicationll). In addition dropout in understudied treatment settings, routine
clinical carewas examined(Publicationlll). With regard to nonesponse, the thesis again
provides the fist metaanalysis 6the prevalence and predictors of r@sponséo guideline
recommended treatment for PTSPublication IV). In addition to the novelty, another
important strength is the methodological quality of the studies. This thesielgaon the
highest level ofevidence,i.e., reviews and metanalysesto answerimportant research
guestions related tdropout and nomesponse. Both metnalysesneetthe highest scientific
standards, such as pregistrationtimeliness of the study inclusipRPRISMA standardd)igh
interrater reliabilityandopen science standardsich a®pen data, open codmdopen access
publication.In the primary study, the methodological quality is demonstrated by the use of
complex statistical procedures, in particular multiple imipoma

Neverthelessthere are a number generallimitations thatmustbe considered when
interpreting theesults of the foupublications First, the validity ofthe predictoranalys, i.e.,
subgroup analysis for metmalysesand multiple logistic regession analysis fahe primary
study,needs to be considered when interpretingdiselts In the metaanalyses, despite great
effort to increase the number of eligible studies, such as complex search strategies, the number
of eligible studies was reded for some variable®©ne issue that surpasses the absolute

guantity of studies includedvhich wassignificantfor refugee research anéry high for non
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response, is theadequateeportingof datain the studiesncluded(Swift & Greenberg, 2012)
Insufficient completeness of data reduces the amafutféitain certain variablesspeciallyin
distinct sulsategories of variable$n addition to reducing the statistical power, insufficient
completeness also resultedlire need to analyze variables separately rather than entering them
simultaneously in a multiple predictor mod€he statistical power of the predictor analyses in
the primary study may be reduced due to the small number of patients available, despite
combning data from three different outpatient centers.

Second, a general limitation of the thesis ssftituson a specific set of variables as
predictors of interestlthough the variables were selected on the basis of previous research
(e.g., Swift & Greenberg, 2012nd theoretical consideratigriiere might be other variables
of interest that could influence the dropout and-response rate. On the one hand, these
include othe baseline predictors of interesuch as distinct refugespecific variables (e.g.
postmigration stressojs certain PTSErelated variables (e.gtrauma type), and variables
associated with cPTSD (e.gnterpersonal problems). On the other hand, $owy on
underlying mechanisms (e,gatastrophic thinking), cognitive factors (e xgerbal memory),
or process variables (e,.gatterns of change) might be important.

Third, the results of the studies could be influenced byppleeationalization methoof
dropout and nomesponse. Although the subgroup analysestha metaanalyses in
Publicationll and PublicationlV did not showa significanteffect of the operationalization
method on dropout and ngasponse rateshe operationalization method apoeted by the
authors of the studiegas usedThereforethepotentialvariability in the quality ofassesment
andreportingof dropout and nomesponsdetween studeemayhave influenced the results of
this thesis To improve the comparability betwestudies, it is recommended to establsh
common definition and operationalization of dropout and-responsegas well ageporting
standardgLarsen et al., 2020)n Publicationlll, dropout was operationalizday therapist

judgment and patienbitiated termination.This method was chosen dte the naturalistic
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setting of the studyAlthough a comprehensivide analysiswas conductedo improve the
quality of dropoutclassification, misclassification cannot bempletelyruled out. Therefore,
it may be useful to includeomplementary objeate outcome monitoring as an additional
measure foclassificationdecisions in future research.

Last,amajorpart of thefindingsof this thesis are based on metaearch, i.ereviews
and metaanalysesAlthough providinga high level of evidence, metnalytic research is
subject to biasgarbage in, garbage oljtthat is he quality of the results of meta&search
depends on the quality of the included studiEegger et al., 2001)fo addess this issue, the
risk of bias foreachincluded studyas assessagsingthe Cochran®isk of Bias Assessment
Tool, a gold standarchstrument Due to variations in the quality afie included studiesa

potential threat to the internal validity of thiedings cannot be ruled out.
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3.4 Conclusion

This thesis provides a comprehensive understanding of the complexity of treatment
failure in traumatized populations. The integrated findinggheffour publicationsgenerate
fist-time knowledge on the prevalene&d predictors of dropout and nogsponse in the
treatment of PTSD in general,specific subpopulations of traumatized patients, and in specific
treatment settingfRkegardinghe prevalence afropout theresults showed that about 20% of
refugeesand about 16% of PTSD patients routine clinical careterminated treatment
prematurely Contradicting previous assumptiotizese findingsuggesthat dropoutioes not
appear to be more prevalent in the treatment offered to refugees and asylum(sesiared
to nonrefugee samplegnd in PTSD treatment in naturalistic settifgsmpared to RCTS)
However, more research is neededubstantiate these findings. To predict dropouefagee
treatmentthe presentindings point out to the importance offteyeespecific variables, such
as asylum statuandduration of stay in the host countriherefore future research should
focuson examiningadditionalrefugeespecific variablessuch agpostmigration stressors and
culturespecific expectationsIn traumafocused treatment in routine clinical care, higher
dropout rates were fourainongyounger patients and those no longer living with their parents.
As early prediction of dropout dyaseline variables still seems challenging, the findings suggest
thatfuture research is needed to look beyond pretreatment factors.

Regarding nowresponsgthe presentresults suggest that a substantial number of
patients, about 40%, doot respond to guidelineecommended PTSD treatmerithese
numbers are consistemtith previous estimatesthereforefuture research should focus on
reducing norresponse rateA number of significant predictorsf nonresponsecould be
identified including demographic variables, namely male gender, older age, and &eing
refugee or veterarbaseline psychopathology, namely PTSD symptom severity and comorbid

depressionand treatment characteristics, namely treatment type and treatment feutaes.
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research should focus examining underlying mechanisnmtentialconfounding variables,
andadditional baseline predictors and process variables.

In conclusionunderstanding the complexity of treatment failure and its predibtms
important implications for clinical practice. Preventing dropowtymequire an adequate
preparation for treatnmg, while modfying existing treatment approachasdoffering adjuvant
or secondine treatment optionw specific subgroups of PTSD patients nieyd promise for

reducingnonresponse.
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Zahlreiche Studien deuten auf die Wirksamkeit psychotherapeutischer Verfahren bei
der Behandlungvon Menschen mittraumatisben Hfahrungen hin. Derzeit gelten
traumafokussierte Therapien als in Leitlinien empfohlene Behandlungsverfg@marican
Psychological Association, 2017; Martin et al., 202)ch fur die Behandlung spezifischer
Bevolkerurgsgruppen wie Geflichtete und Asylsuchende kdnnenpsychologische
Interventionen wirksam eingesetzt werdKip et al., 2020; Nose et al., 2017; Thompson et al.,
2018) Jadoch ist eine psychotherapeutische Behandlung nicht immer wirksam. Vielmehr sind
Therapiemisserfolge, wie ein vorzeitiges Abbrechen der Behandlungdtyader ein Nicht
Ansprechen auf die Behandlung (NBesponse) haufige Phanomen®bgleich ein
Verstandnis von Therapiemisserfolg von groRer Bedeutufigr die Verbesserung
psychotherapeutischer Verfahrest undes zahlreiche Belege flr die weitreichend-olgen
gibt, ist die Erforschung von Therapiemisserfolg derzeit noch unzureichend.

Therapiemisserfolg ist ein komplexes Konstrukt, das verschiedene Aspekte
unerwinschter Behandlungsverlaufe umfé@sisi & Werbart, 2020)0hne ein klar definiertes
konzeptuelles Rahmenmodell gibt es zahlreiche Herausforderungen bei der Definition und
Operationésierung der eingeschlossenen Aspekiempropoulos, 2010)Die zentralen
ThemendieserArbeit, Dropout undNon-Response, sind Teil des Konstrukts. Es ist wichtig,
eine klare Abgrenzung zu anderen negativen Behandlungsergebnissen wie Verschlechterung
oder Therapieresistenz sowie zu positiven Behandlungsergebnissen wie Ansprechen,
Remission und Genesung zu sébaf Dropout istdefiniertals der vorzeitige Abbruch einer
Behandlung, bevor die Symptome, die zur Behandlung gefuhrt hgdlerdert sind Swift &
Greenberg, 2012)NonResponse kann als geringe oder keine Symptomtiedukach
Abschluss einer evidenzbasierten, leitliniengerechten Behandlung definiert wW&meh
Apeldoorn et al., 2019)in der Literatur besteht derzeit kein Konsens Uber eine einheitliche

Definition und Operationalisierung von Dropout und NResponse.
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Forschungsergebnisse zeigen, dass die Behandlunlylenschen mit traumatischen
Erfahrungen die haufig an einer Posttraumatischen Belastungsstorung (PTBS) leiden,
spezifische Herausforderungen aufweist. Diese kodnnen zu Therapiemisserfolg, fihren
insbesondere zu Dropout und NBesponseDie therapeutischen Herausforderungen kénnen
direkt durch Charakteristika des posttraumatischen Stérungsbildes, aber auch durch assoziierte
Schwierigkeiten oder komorbide Krankheitshilder bedingt @@inmback et al., 2023; Kline et
al., 2021) Spezifische Herausforderungen zeigen sich daribausibei der Behandlung von
Gefluchteten und Asylsuchenden, die aufgrund multipler Stressoren komplexe Stérungsbilder
aufweisen (Nickerson et aJ 2011) Anhaltende Belastungen, spezifische Hirden und
kulturspezifische Erwartungen kénnen den Behandlungsverlauf zusatzlich negativ beeinflussen
(Liedl et al., 2016)Schlussfolgernd istine detaillierte Betrachtung von Dropout und Non
Responsebei der Behandlung von PTBS sowie bei spezifischen Patientengruppen wie
Geflichteta von besonderer Bedeutung.

Bisherige Befunde zeigen, dass in etwa 20% der Patienten eine begonnene PTBS
Behandlung vorzeitig abbrech@arker et al., 2021)Uber die Haufigkeit von Dropout in der
Behandlung spezifischer Patientengruppen (Gefllichtete) und in spezifischen Therapiesettings
(ambulante Behandlung) istizeit wenig bekannt. Dropout kann durch verschiedene Variablen
beeinflusst werden. Diese Variablen betreffen Charakteristika des Patienten, der Behandlung,
des Therapeuten, oder kdnnen sich auf Studienmerkmale beziehen. Wéahrend sich ber
verschiedene Stingsbilder hinweg junges Alter als ein relativ konsistenter Pradiktor zeigt
(Swift & Greenberg, 2012)scheint bei der Behandlung von PTBS eine Betrachtung
storungsspezifischer Pradiktoren, wie PTBS Symptomschwere, vdeuBmg zu sein
(Mitchell et al., 2022)In Bezug auf Behandlungsvariablen werden die Sitzungsanzahl und das
Therapieformat diskutiersowie bei PTBS Behandlungerder Einfluss des Traurfiskus
(Hoppen, Kip, et al., 2023 wift & Greenberg, 2012pas Erfahrungsniveau des Therapeuten

scheint dariber hinaus Einfluss auf Dropout zu hafftomos & Werbart, 2013)Bei der
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Behandlung von Gefliichteten kénnen magliche Préadiktoren fur Dropout bisher nur aus
theoreischen Uberlegungen abgeleitet werdkied! et al., 2016)

Obwohles derzeikeine spezifische Evidenz zur Pravalenz und zu den Pradiktoren flr
Non-Response bei der Behandlung von PTBS gibt, lassen sich Rickschlisse aus
vorangehenden Studien mit ahnlichem Forschungsfokus ziehen. Diese zeigen, dass in etwa 40
50% der Patienten, dieine PTBS Behandlung abschlie3en, nicht ausreichend von der
Behandlung profitiere(Bradley et al., 2005; Schottenbauer et al., 20888 bei Dropout kann
auch das Auftreten von NdResponse durch Pradiktoren aus den vier Doméanen beeinflusst
werden. Die Befunde sind jedoch inkonsistent. Beziglich Patientencirégstka gibt es
Hinweise auf einen Einfluss von hoherem Alter, mannlichem Geschlecht, PTBS
Symptomschwere, Art des Traumas, sowie das Vorhandensein einer komorbiden Stérung
(Barawi et al., 2020; Dewar et al., 2020; Fonzo et al., 208f))ivalert zu Dropout werden
ebenfallsBehandlungsvariablen und Therapeutencharakteristitexaucht, mit inkonsistenten
Befunden(Barawi et al., 2020; Goodson et al., 2Q17)

Zusammenfassend wird deutlich, dass trotz des Vorhandenseins evidenzbasierter
psychologischer Behandlung fiitenschen mit Traumaerfahrungeim erheblicher Anteil der
Patienten niht ausreichend von der Behandlung profitiert oder diese vorzeitig abbricht.
Obwohldas Auftreten von Behandlungsmisserfolgeitreichende Folgen hat, mangelt es an
umfassendeForschungzu Dropout und NonResponsébei der Behandlung traumatisierter
Patismten insbesondere in bestimmté&atientegruppen oder Behandlungssituation®as
Ubergeordnete Ziel dieser Arbeit war es datlerch neuartige Evidenier die Pravalenz und
die Pradiktoren vorDropout und NonrResponse in der Behandlungn Menschen mit
Traumaerfahrungerin umfassendeégerstandnis fur die Komplexit&bon Therapiemisserfolg
zu schaffen Zu diesem Ziel wurden viePublikationen erstellt Die ersten cki dieser
Publikationeruntersuchen die Pravalenz und die PradiktgsmDropoutn weng erforschten

Bereichen,namlich bei der Behandlung von Geflichteten und Asylsuchenden sowie



226 Deutsche Zusammenfassung

ambulanterBehandlungssettings. Die viefublikationuntersuchdieselbe Forschungsfrage
fur Non-Response bei der Behandlung von PTBS.

Publikation| und Publikation Il untessuchtendie Pravalenz und die Prédiktoren von
Dropout in der psychologischen Behandlung von Gefliichteten und Asylsuch&edléichtete
gelten als hoch belastete, meist mehrfach traumatidfatientegruppe, deren Behandlung
besondere Hawusforderungen mit sich bringt, dies Auftreten von Dropoubeeinflussen
kénnen.Trotz dieser Herausforderungen wurde diese Patientengruppe in der Dropoutforschung
bislang vernachlassigDas Ziel der beidemrbeitenwar es daher, erstevidenz zu Dropou
bei Geflichteterzu schaffen

In einem ersten Schritt wurde iRublikation | ein praxisorientiertes Review
durchgefuhrt. Aufgrund fehlender evidenzbasierter Forschungsergebnisse zu Dropout bei
Geflichteten wurdeum einen die vorhandergefliichteterspeifische Literatur untersucht
und zum anderenimplikationen der gesammelten Erkenntnisse zu Dropout aus
psychologische Interventionerim Allgemeinenim Kontext der Behandlung von Gefliichteten
diskutiert. Dartiber hinaus wurde eine Ubersicht tiber MaRnahamé?ravention von Dropout
erstellt. Die Ergebnisse zeign eine erhebliche Variabilitat ddrerichteten Dropoutratemit
einer Spann&on 0% bis 64,7%Ferner sclenenPradiktoren, die speziell bei Geflichteten
relevant sind, einen Einfluss auf die Dropate zu haben. Dazu gehdren eine hohe Belastung
bei Behandlungsaufnahme, externe Barrieren sowie kulturspezifische Ansichten Uber
psychische Gesundheit und Unterschiede in den Erwartungen an psychologische Behandlung.
Effektive Praventionsmalinahmen sollsgch auf die Forderung interkultureller Kompetenzen,
die kultursensible Vorbereitung auf die Behandlung, sowie die kulturelle Adaptation der
Intervention selbst konzentrieren. Darlber hinaus scheinen die Starkung der therapeutischen
Allianz sowie das Wean von Hoffnung wichtige Mal3nhahmen zur Pravention von Dropout in

der Behandlung von Geflichteten zu sein.
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Auf diesen Ergebnisseaufbauend liefePublikationll die erste quantitative Synthese
zu Pravalenz und Pradiktoren vobDropout aus psychologischeinterventionen bei
Geflichteten Die Metaanalyse umfasste 28 randomisierte kontrollierte Studien (RCT) mit
Daten aus 39 aktiven Behandlungsbedingungen und P.&8dnten Die gewichtete mittlere
Dropoutrate betrug 194%, 95% Kl [14,66; 24,60]. Die Ergebisse zeigten aufRerdem
geringere Dropoutraten in der Behandlungsgruppe im Vergleich zur Kontrollbedingung
(OR=0,52).Der einzige signifikante Pradiktor fidropoutwar das Landin dem die Studie
durchgefuhrt wurdeKeines der anderen untersuchten Studjestichproben Behandlungs
oder Therapeutenmerkmale hatte einen signifikanten EinfissAnalyse ergab jedoch einen
Trend fur die Pradiktorvariablen Asydgtisund Dauer des Aufenthalts im Neuansiedlungsland.
Die Ergebnisse deuten darauf hin, dassidiktoren fir Dropout, die fur westliche
Patientengruppen gefunden wurdaitht direkt aufgefliichtete Patienteiidbertragen werden
kbnnen. Zusatzlich weisen die Ergebnisse auf die Bedewtongeflichteterspezifischer
Variablenhin.

Neben Forschungsliéden in Bezug auf spezifische Gruppen traumatisierter Patienten
wurde bislang wenig Aufmerksamkeit auf Dropout in spezifischen Behandlungssettings
gerichtet. Der Grof3teil der Forschung zu Dropout in der PTBS Behandlung stammt aus RCT
Studien. Aufgrund desdntrollierten Studiendesigns scheint eine Ubertragung der Ergebnisse
auf natlrliche Behandlungssituationen jedoch problematisch. Das Zieubdkkationlll war
es daher, die Dropoutrate sowie Pradiktoren fir Dropout in ambulanter, traumafokussierter
Behandlung fir PTBS zu untersuchen. Die Studie umfasste 195 erwachsene Patienten mit
diagnostizierter PTBS, welche in drei ambulanten Zentren mit traumafokussierter kognitiver
Verhaltenstherapie behandelt wurden. Die Ergebnisse zeigten, dass 15,38eidmn eine
begonnene Behandlung vorzeitig abbrachen. Ferner konnten zwei signifikante Pradiktoren fur
Dropout ermittelt werden. Die Abbruchrate war bei jingeren Patienten héher und niedriger bei

Patienten, die noch bei ihren Eltern lebten, im Vergleich zueidl#benden. Die
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Vorhersageleistung desRegressionsmodellsdeutet jedoch darauf hin, dass die
eingeschlossenen Pradiktoren keine praktisch nutzbare Vorhersageleistung fur Dropout treffen
konnen.

Ein umfassendes Verstandnis von Behandlungsmisserfolgendestfoneben der
Betrachtung von Dropout eine differenzierte Untersuchung vonR&sponseObwohl ein
erheblicheAnteil der PTBSPatienten nicht auf evidenzbasierte psychologische Behandlungen
anspricht, gibt esderzeit keine umfassende Evidenz zu Pramlaeind Pradiktoren.
PublikationlV liefert daher die erste Metaanalyse zu Pravalenz und Pradiktoren far Non
Response in leitliniengerechtBehandlung von PTB®ie Metanalyse umfasste 86 Studien
mit 117 aktiven Behandlungsbedingungen und 7.894 Patienizie. gewichtete
durchschnittliche NotResponsdrate betrug 39,23%, 95%l [35,08 43,53]. NorResponse
war in der Behandlungsbedingusgltenerals in der KontrollbedingungQR = 0,22). Die
Ergebnisse der Pradiktorenanalyse zeigten hohereRdspons®atan in Zusammenhang mit
mannlichem Geschlecht, héherem Alter und der Behandlung von Gefliichteten und Veteranen.
DarUber hinaus war NeResponse mit einem héheren Schweregrad der PTBS Symptomatik
sowie mit dem Vorhandensein und dem Schweregrad einer komonthégeessiven Stérung
assoziiert. Signifikante Pradiktoren waren aul3erdem die Therapierichtung und das
Behandlungsformat, mit den niedrigsten N®esponse Raten bei Behandlungen, die
Prolonged Exposure (PE) und kognitive Therapie (CT) kombinierten, sowiei leiner
Kombination von Einzelund Gruppentherapieschliel3lich war die NoiiResponsdRate in
Studien mit ITFAnalyse(Intentiontto-Treat) signifikant hdher als in Studien rRiR Analysen
(perProtokoll).

Die Ergebnisse der viePublikationen leisten eien signifikanten Beitrag zum
Verstandnis von Therapiemisserfolg, indem sie umfassende Evidenz zu Pravalenz und
Pradiktoren fur Dropout und NeResponse bei der Behandlung traumatisierter Patienten

liefern. Aus den vorliegenden Ergebnissen lassen sicheieh& wichtige Implikationen fur
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die weitere Forschung und die klinische Praxis abled@Befunde zu Pravalenz von Dropout
zeigen, dass entgegen den Erwartungen die Dropoutrate bei Geflliichteten vergleichbar mit
westlichen Populationen ist und in ambutn Behandlungssettings vergleichbar mit RCT
StudiendesignéLewis et al., 2020; Swift & Greenberg, 201¥Yeitere Forschung ist jedoch
notwendig, um die Befunde zu replizieren. In der klinischen Praxis sollte der Haufigkeit von
Therapieabbrichen verstarkt Aufmerksamkeit geschenkt werden. Gleichzeitig zesgea u
Befunde aber auch, dass psychologische Interventionen zur Behandlung gefliichteter Patienten
indiziert zu sein scheinen. Die Befunde zu Pravalenz vorrR&sponse unterstreichen, dass

ein signifikanter Anteil der Patienten nicht von eitatliniengaechtenPTBS Behandlung
profitiert. Dies impliziert weiteren Forschungsbedarf zur Reduktion vorrREsponse durch

eine mdogliche Modifikation der leitliniengerechten Therapie oder Uberlegungen zu Second
Line Therapieempfehlungen in der klinischen PréRigrback et al., 2023)

In Bezug auf die Pradiktoren fir Dropout deutenemagrgebnisse auf einen méglichen
Einfluss einzelner demographisch¥ariablen (Alter), sowieGeflichteten und PTBS
spezifischer Variablen hin. Jedoch konnten nur wenige signifikante Pradiktoren identifiziert
werden, was darauf hindeuten kdnnte, dasp@ubnicht ausreichend durch Variablen erklart
werden kann, die bereits zu Therapiebeginn vorhanden sind. Weitere Forschung ist erforderlich,
um ein breiteres Spektrum an Pradiktoren zu untersu@esuonderes Augenmerk sollte auf
Variablen gelegt werdewje spezifisch fur Gefliichtete und PTBS s{Mitchell et al., 2022)

Ferner sollten Prozessvariablen sowie zugrundeliegende Mechanismersucht werden
(Zandberg et al., 2016Hinsichtlich dr Pradiktoren fiir NoiResponse konnten zahlreiche
signifikante Pradiktoren identifiziert werden, die sowohl demographische und Klinische
Patientenvariablen, als auch Therapiecharakteristika umfassen. aVEweschung ist
notwendig, um die Befunde zu regéren, mogliche konfundierende Variablen aufzudecken,
sowie Mechanismen und weitere Pradiktorvariablen zu erford@emar et al., 2020; Fonzo

et al., 2020)Die kumulativen Ergebnisse liefern zudem wichtige Indikatoren zur Reduzierung
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und Pravention von Dropout untlon-Response in der klinischen Praxis. Bei der
Behandlungsplanung unkontrolle sollte besonderes Augenmerk auf Patienten gelegt werden,
bei denen identifizierte Pradiktorvariablen auf ein erhéhtes Risiko fir Therapiemisserfolg
hinweisen. Es sollten kondte Malinahmen zur Pravention von Therapiemisserfolg entwickelt
und deren Effektivitdt geprift werden. Moégliche Mallhahmen sind eine adaquate
Behandlungsvorbereitung unter besonderer Beriicksichtigung @ultgpezifischer
Bedurfnisse einzelner Patientengpen, die Modifikation leitliniengerechter Behandlungen
sowie Empfehlungen fir Secotihe Therapieverfahre(Burback et al., 2023; Galovski et al.,
2012; Swift & Callahan, 2011)

Schlief3lich wird in dieser Arbeit die Problematik aufgezeigt, dass es weder fur Dropout
noch fur Non-Response eine einheitliche Definition und Operationalisierung gibt. Dies
erschwert nicht nur die Vergleichbarkeit der Ergebnisse und eine metaanalytische Synthese
Uber Studien hinweg, sondern beeintrachtigt auch die Entscheidungsfindung,
Behandlungsplaung und Empfehlungen in der klinischen Praxis. Weitere Forschung ist
erforderlich, um zu Uberprufen, ob die verschiedenen Operationalisierungsmethoden in Bezug
auf Dropout das gleiche Konstrukt mesgearsen et al., 2023ks ist wichtig zu untersuchen,
ob ane Differenzierung zwischepositivemund negativemDropout vorgenommen werden
solite. In Bezug auf NoResponse scheint die empirische Validierung vorgeschlagener
Operationalisierungsmethoden und die Anpassung der Kriterien fur haufig verwendete
Messinstumente von besonderer Bedeutyigrker et al., 2020)Weitere Fragen beziehen
sich auf die Integration funktionaler Maf3e zur Beurteilung des BehandlungséBolgss et
al., 2022)

Zusammenfassend lasst sich festhalten, dass diese Dissertation einend&sss
Verstandnis Uber die Komplexitat von Therapiemisserfolg bei der Behandbnnlglenschen
mit Traumaerfahrungewermittelt. Die integrierten Ergebnisse der ViRarblikationenliefern

nicht dagewesene Erkenntnisse Uber die Pravalenz und die PradidorBnopout und Non
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Response bei der Behandlung von PTBS im Allgemeinen sowie in spezifischen
Patientengruppen und Behandlungssettings. Entgegen bisheriger Erwartungen deuten die
Ergebnisse darauf hin, dass Dropout bei der Behandlung von Gefllichtetenambdulanten
Behandlungssettings vergleichbar mit westlichen Patientengruppen sowie typischen RCT
Studiendesigns ist. Es bedarf jedoch weiterer Forschung, um Bieggede zu bestétigen.
Zudem konnten einzelne Pradiktion von Dropout identifiziert werdeeiveine relevante
Vorhersage von Dropout auf Grundlage von Variablen, die bereits vor Behandlungsbeginn
vorhanden waren, weiterhin schwierig zu sein scheint. Auch kgazeigt werdendass ein
substantieller Teil der Patienten nicht auf eine leitligemechte PTBS Behandlung anspricht.
Verschiedene soziodemographische, klinische und therapiebezogene Vak@ioden als
Pradiktoren fur NorResponse identifiziert werdeAuf langeSicht liefert diese Dissertation
wichtige Implikationen zur Praventionnd Reduktion von Therapiemisserfolg in der

Behandlungron Menschen mit traumatischen Erfahrungen.
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A2. SearchStrategy

Term Indexing Terms MESH (Pubmed) | Index Term PSTDpubs Web of
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Refugee refugee*; A fARef uge e| Refugees, fiDi spl ac|No
seeker*o0o; nfAiTorture|AAsyl um |Per sons 0] specific
Adi splaced |[ATransi e|Seeki ngad| Migrants, indexing
Adi splaced [Migrants|Torture,|fAiRef ugee|terms
torture*, Mi gratiolAAsyl um
Seekerso
Psychological/| trial, intervention, ACI i ni cal Treatment; Treatment; No
psychosocial | treatment, psychother*,| it h e r a p y | Clinical Trial, Clinical Trial, specific
interventions | psychological, i Psychot | Psychotherapy, | Psychotherapy, | indexing
psychosocial, therap* | A P s y ¢ h o s| Sociotherapy, terms
Suppot Sy s
Dropout attrition, dropout, drop | Patient Dropouts,| Dropouts, ATreat me| No
out , fidr op o Patient iTreat me|Dr opout s| specific
discontinuation, Compliance, Dropout s|ATr eat me|indexing
"premature termination"| Treatmentrefusall @ Tr eat me|Comp | i an|terms
noncompletion, Compl i an
adherence, ATreat me
"psychotherapy Refusal o
dropout", "client ATreat me
variables", "therapist Ter mi nat
variables", termination AExXperim
Attriti o n 0
RCT fir andomi z e d String according to Cuijpers, P. (2016)
trial o, fco
clinical tr
Arandomi zed
Arandoml yo
Database Search Strings
PubMed
S1 454

(refugee*[Title/Abstract] OR "asylum seeker*'[Title/Abstract] OR migrant[Title/Abstract] OR
"displaced person*'[Title/Abstract] OR "displaced people"[Title/Abstract] OR
torture*[Title/Abstract] OR refugee*[OT] OR "asylum seeker*'[OT] OR migrant{OT] OR
"displacedperson*'[OT] OR "displaced people"[OT] OR torture*[OT] OR "Refugees"[Mesh] O
"Torture"[Mesh] OR "Transients and Migrants"[Mesh]) AND (trial[Title/Abstract] OR
intervention[Title/Abstract] OR treatment[Title/Abstract] OR psychother*[Title/Abstract] OR
psydological[Title/Abstract] OR psychosocial[Title/Abstract] OR therap*[Title/Abstract] OR
trial[OT] OR intervention[OT] OR treatment[OT] OR psychother*[OT] OR psychological[OT]
psychosocial[OT] OR therap*[OT] OR "Clinical Trial" [Publication Type] OR 'ttzy"
[Subheading] OR "Psychotherapy"[Mesh] OR "Psychosocial Support Systems"[Mesh]) AND
(irandomi zed controlled trialo[PT] OR fico
Arandomi zedod[ Titl el Abstract] OR Arandomly

5 Cuijpers, P. (2016). Metanalyses in mental health research. A practical géidesterdam, the Netherlands:
Pim Cuijpers Uitgeverij
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S2

(refugee*[Title/AbstractOR "asylum seeker*'[Title/Abstract] OR migrant[Title/Abstract] OR
"displaced person*'[Title/Abstract] OR "displaced people"[Title/Abstract] OR
torture*[Title/Abstract] OR refugee*[OT] OR "asylum seeker*'[OT] OR migrant{OT] OR
"displaced person*'[OT] OR 'ldplaced people"[OT] OR torture*[OT] OR "Refugees"[Mesh] OF
"Torture"[Mesh] OR "Transients and Migrants"[Mesh]) AND (trial[Title/Abstract] OR
intervention[Title/Abstract] OR treatment[Title/Abstract] OR psychother*[Title/Abstract] OR
psychological[Title/Alstract] OR psychosocial[Title/Abstract] OR therap*[Title/Abstract] OR
trial[OT] OR intervention[OT] OR treatment[OT] OR psychother*[OT] OR psychological[OT]
psychosocial[OT] OR therap*[OT] OR "Clinical Trial" [Publication Type] OR "therapy"
[SubheadingPR "Psychotherapy”[Mesh] OR "Psychosocial Support Systems"[Mesh]) AND
(attrition[Title/Abstract] OR dropout[Title/Abstract] OR draqut[Title/Abstract] OR "drop
out"[Title/Abstract] OR discontinuation[Title/Abstract] OR "premature termination"[Title/Asus}r
OR noncompletion[Title/Abstract] OR adherence[Title/Abstract] OR "psychotherapy
dropout”[Title/Abstract] OR "client variables"[Title/Abstract] OR "therapist
variables"[Title/Abstract] OR termination[Title/Abstract] OR attrition[OT] OR dropout[OT] OR
drop-out[OT] OR "drop out"[OT] OR discontinuation[OT] OR "premature termination"[OT] OR
noncompletion[OT] OR adherence[OT] OR “client variables"[OT] OR "therapist variables"[O1]
OR termination[OT] OR "Patient Dropouts"[Mesh] OR "Patient Compliance"[Mesh] OR
"Treatment Refusal'[Mesh])

310

Psyclnfo

S1

(Tl (refugee* OR fAiasylum seeker*d OR migra
torture*) OR AB(refugee* OR fiasylum seeke
"displaced people” OR torture*) ORW/(refugee* OR "asylum seeker*' OR migrant OR
"displaced person*' OR "displaced people" OR torture*) OR SU(Refugees OR "Asylum Seek
OR Torture OR "Human Migration")) AND (TI(trial OR intervention OR treatment OR
psychother* OR psychological OR psychoml OR therap*) OR AB(trial OR intervention OR
treatment OR psychother* OR psychological OR psychosocial OR therap*) OR KW(trial OR
intervention OR treatment OR psychother* OR psychological OR psychosocial OR therap*)
SU(Treat ment ORRACIiychoaheTraipgl @R Soci ot h
controlled trialo OR ficontrolled clinical
AB(Arandomi zedodo OR Arandomlyod))

184

S2

(Tl (refugee* OR fiasylum seeker * 0 spated people't QR
torture*) OR AB(refugee* OR fAasylum seeke
people” OR torture*) OR KW(refugee* OR "asylum seeker*' OR migrant OR "displaced pers
OR "displaced people" OR torture*) OR SU(Refugees OR/Ika Seeking" OR Torture OR
"Human Migration")) AND (Tl(trial OR intervention OR treatment OR psychother* OR
psychological OR psychosocial OR therap*) OR AB(trial OR intervention OR treatment OR
psychother* OR psychological OR psychosocial OR therap*) @RtKal OR intervention OR
treatment OR psychother* OR psychological OR psychosocial OR therap*) OR SU(Treatmer
Clinical Trial OR Psychotherapy OR Sociotherapy)) AN &ttrition OR dropout OR droput

OR "drop out" OR discontinuation OR "prematurartmation OR noncompletion OR adherence
OR "psychotherapy dropout” OR "client variables" OR "therapist variables" OR termin@ton)
AB(attrition OR dropout OR dreput OR "drop out" OR discontinuation OR "premature
termination OR noncompletion OR adherer@R "psychotherapy dropout” OR "client variables]
OR "therapist variables" OR termination) OR KW(attrition OR dropout OR-dtg®OR "drop out"
OR discontinuation OR "premature termination OR noncompletion OR adherence OR
"psychotherapy dropout" OR "cliemariables" OR "therapist variables" OR termination) OR
SU(Dropouts OR "Treatment Dropouts" OR "Treatment Compliance" OR "Treatment Refusal
"Treatment Termination" OR "Experimental Attrition™))

129

Web of Science

S1

TS=(refugee* OR "asylum seek8®R migrant OR "displaced person** OR "displaced people’

OR torture*) AND TS=(trial OR intervention OR treatment OR psychother* OR psychological

701
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psychosocial OR therap*) AND TS=("randomized controlled trial" OR "controlled clinical trial’
OR randomize®R randomly )

S2 TS=(refugee* OR "asylum seeker*' OR migrant OR "displaced person" OR "displaced peopl 228
torture*) AND TS=(trial OR intervention OR treatment OR psychother* OR psychological OR
psychosocial OR therap*) AND TS=(dropout OR diayt OR "drop out" OR attrition OR
discontinuation OR "premature termination" OR noncompletion" OR adherence” OR
"psychotherapy dropout” OR "client variables" OR "therapist variables" OR termination OR
"Patient Dropout" OR "Treatment Refusal" OR Compliance)

PTSDpubs

S1 (T refugee* OR fAasylum seeker*0 OR migrant93
torture*) OR AB(refugee* OR fAasylum seeke
people” OR torture*) OR SU(Refugees OR "Asylum Seek@R'Torture OR Migrants OR
ADi spl aced Personso)) AND (Tl (trial OR in
psychological OR psychosocial OR therap*) OR AB(trial OR intervention OR treatment OR
psychother* OR psychological OR psychosocial OR therap*) OR &atment OR Clinical Trial
OR Psychotherapy)) AND T1 ( irandomi zed controlled tri
AB(fArandomized controlled triald OR fAcont
trial o OR fAcont rRoITIH g diralnidroimd &le dtor iORI &)y a® d
OR firandomlyodo) OR SU(Arandomi zedd OR fAran

S2 29

(TI AB(refugee* OR fAasylum seeker*0 OR mig
OR torture*) OR SU(Refugees OR "Asylum Seekers" OR TerturOR Mi gr ant s O
Personso)) AND (TIAB(trial OR interventio
psychosocial OR therap*) OR SU(Treatment OR Clinical Trial OR Psychotherapy)) AND
(TIAB(dropout OR drogut OR "drop out" OR attrition ORliscontinuation OR "premature
termination" OR noncompletion" OR adherence" OR "psychotherapy dropout" OR "client
variables”" OR "therapist Vaeatmées"DIORpoLe
Complianceod))

Overview of Search Results

1. Pubmed: 764 includes records (454 through search string 1; 310 through search string 2)
2. Psycinfo: 313 includes records (184 through search string 1; 129 through search string 2)
3. Web of Science: 929 includes records (701 through search string 1; 228 thrargfhsteng 2)
4. PTSDpubs: 124 includes records (93 through search string 1; 31 through search string 2)

Total of included studies: 2.130
After removing duplicates: 1.447

Other Sources

Process:

@)

)

®)

According to the initial search:

Check references of metmalysis and systematic reviews of psychological or psychosocial treatment
for displaced persons (refugees or asylum seeker resettled in high income countries). Check references

of metaanalysis and systematic reviews for dropout in psychological or pgyahbgeatment for
displaced persons.

Search in Databases for megaalysis and systematic reviews / search in Cochrane database of

systematic reviews

Check grey literature including dissertations and theses, reports, evaluations published on websites,
clinical guidelines and reports from regulatory agencies. In addition, search key agencies and initiatives

in the field for relevant reports.

Check reference list of all included studies
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Process and Results

(1) Searching for Metanalysis (MA) and reviews (Rgin Databases

1.
2.

3.
4.

5.

Pubmed: S1: 222 MA/ Rev. scanned; 7 retrieved; S2: 25 MA/ Rev scanned; O retrieved
Psychinfo: S1: 345 MA/ Rev scanned (after adjustment of strategy); 5 retrieved; S2: 5 MA/ Rev
scanned, O retrieved

WebofScience: S1: 93 MA/ Rev scannedgeBieved; S2: 18 MA/ Rev scanned; O retrieved
PTSDpubs: S1 (after adjustment of strategy): 50, MA/ Rev scanned; O retrieved; S2: 0 MA/ Rev
Scanned

Further checked mei@nalysis & reviews: 3

Metaanalysis and systematic reviews retrieved for referencersoge21
Studies Additionally identified: 11

(2) Check grey literature

1

5.

6.

Clinical Guidelines: checked: 10; studies additionally retrieded:

2. Dissertations and theses: checked 2, studies additionally retrieved: O
3.
4. Books:search on PsycBook and Web of Science, filter B&itecked: 3, studies additionally

Reports: checked: 5; studies additionallyiested: O

retrieved:1

Evaluations published on websites Checked: 5; studies additionally retrieved (direct) O (but retrieved
MA)

Conference contribution: checkeld:studies additionally retrieve@:

Grey Literature checked for additional references: 26
Studies Additionally identified: 2

(3) Check reference list of all included studies
Additional references: 0

Studies Additionally identified: O

Updated search

1. Pubmed: 119 new searched records TAA (80 through search string 1; 39 through search string 2): 6 studies in
full-text screenig
2. Psyclinfo: 28 new searched records TAA (24 through search string 1; 4through search string 2):
0 studies in fulitext search
3. Web of Science: 154 new searched records TAA (118 through search string 1; 36 through search string 2):
1 study in fulitext sarch
4. PTSDpubs: new searched records TAA (0 through search string 1; through search string 2):
0 studies in fulltext search

New papers screened: 301
Full-text screening: 7
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A3. List of excluded studies

Study

Reason for exclusion

Acarturk C, Konuk E, Cetinkaya M, Senay I, Sijbrandij M
Cuijpers P, Akr T (2015).

Not resettled in higtincome countries

Acarturk C, Konuk E, Cetinkaya M, Senay |, Sijbrandij M
Gluen, B., Cuijpers P (2016).

Not resettled in higtincome countries

Al-Hadethe A, Hunt N, ARaysi G, Thomas S (2015)

No refugees or asylum sexrk

Betancourt, T S., Berent, J M., Freeman, J., Frounfelker,
L., Brennan, R T., Abdi, S., Maalim, A., Abdi, A., Mishra,
T., Gautam, B., Creswell, J W., Beardslee, W R (2019)

Family intervention

Blom, M., Hoek, H., Spinhoven, P., Hoencamp, E.,
Haffmans P. M. P., van Dyck R.

Not focusing on refugees or asylum seekerg

Bolton, P., Bass, J., Zangana, G. A. S., Kamal, T., Murra
S., Kaysen, D., Lejuez, C.W., Lindgren, K., Pagoto, S.,
Murray, L., Van Wyk, S., Ahmed, A. M., Amin, N. M.,
Rosenblum, M. (2014

Not resettled in higtncome countries

Bolton, P., Lee, C., Haroz, E. E., Murray, L., Dorsey, S.,
Robinson, C., Ugueto, A. M., Bass, J. (2014)

Not resettled in higtncome countries

Buhmann C, Andersen |, Mortensen EL, Ryberg J,
Nordentoft M, Ekstram M(2015)

No randomized controlled trial

Cavka, M., Joksimovic, L., Schmitz, N., Kruse, J., (2005)

No peefreviewed journal article (authors
contacted)

D6 Ardenne, P.,
S. (2007)

Ruar o, L.,

No randomization

Dr o ¢ B.eBlwerk, N. (2010)

No randomization

Droglek, B. ,
Kleber, R. J. (2012)

Kamper man, A

Same sample as i n Dr

de la Rie, S. M., Smid, G. E., van der Aa, N., van Est, L.
Bisseling, E., & Boelen, P. A. (2020)

no randomized controlled trial

Ekstrom, M., Sonne, C., Carlsson, J., Bech, P., Elklit, A.
(2016)

Second report about already included data
(Sonne et al., 2016)

Goodkind, J., Amer, S., Christian, C. (2017)

Evaluation of RCT, no clinical outcome
measures

Goodkind, J., Hess, JM, Isakson, B., LaNoue, M., Githinj
A., Roche, N., Vadnais, K., Parker, D.P. (2014)

No randomized controlled trial

Gordon, J., Staples, J., Blyta, A., Bytyqi, M., Wilson, A. T|
(2008)

War-traumatized Kosovar adolescents, not
refugees

Halvorsen, J., Stenmark, H., Neuner, F., Nordahl, H. M.
(2014)

Second report about already included data
(Stenmark et al., 2013)

Hardi, L., & Kroo, A. (2011).

No randomized controlled trial

Hasha, W., Igland, J., Fadnes, L. T., Kumar, B.-Haj

YounesJ., Stramme, E. M., ... & Diaz, E. (2020).

No psychological or psychosocial interventic
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Hijazi, A. M. (2012)

Dissertation, publication see Hijazi et al.
(2014)

Hinton, D., Hofmann, S., Rivera, E., Otto, M. W., Pollack
M. H. (2011)

Not focusing on refuges or asylum seekers

Hoffman, S. J., Walstad, A., Loo, J. L. L., Moe, M., Thao
J., Albert, A., ... & Porta, C. M. (2020).

No randomized controlled trial

Holmqyist, R., Andersen, K., Anjum, T., Alinder, B. (2006

No randomized controlled trial

Knaevelsud, C., Brand, J., Lange, A., Ruwaard, J., Wagr
B. (2015)

Not focusing on refugees and asylum seeke
resettled in high income countries

Knefel, M., Kantor, V., Nicholson, A. A., Schiess
Jokanovic, J., Weindl, D., Schéfer, |., & Lueggehuster, B.
(2020).

Studyprotocol

Koch, T., Ehring, T., Liedl, A. (2020)

Young refugees (<18 years)

Kruse, J., Joksimovic, L., Cavka, M., Woeller, W., Schmi
N., (2009)

No randomization

Liedl, A., Muller, J., Morina, N., Karl, A., Denke, C.,
Knaevelsrud, C. (2011)

retracted

Otto, M. W., Hinton, D., Korbly, N. B., Chea, A., Ba, P.,
Gershuny, B. S., Pollack, M. H. (2003)

No reported dropout rate

Pfeiffer, E., Sachser, C., Rohimann, F., Goldbeck, L. (20

Young refugees (<18 years)

Pfeiffer, E., Sachser, C., Tutud., Fegert, J M., Plener, P L
(2019)

Young refugees (<18 years)

Renner, W., Peltzer K. (2008)

Already included study (Renner et al., 2011

Schauer, M., Elbert, T., Gotthardt, S., Rockstroh, B.,
Odenwald, M., Neuner, F. (2006)

No RCT. Report includesnpublished data.
Published: Neuner et al. (2010)

Shaw, S., Ward, K., Pillai, V., Hinton, D. (2018)

Not resettled in higtincome countries

Stenmark, H., Catani, T., Elbert, T., Gotestam, K.G. (200

Preliminary results (see Stenmark et al., 20

Yurtsewer, A., Konuk, E., Akyuz, T., Zat, Z., Tukel, F.,
Cetinkaya, M., Savran, C., Shapiro, E. (2018)

Not resettled in higtincome countries
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A4. Overview and Full Table of included studies and variables

Table A4.1
Overview of Included Studies.

Study and Treatment Nincl. in Dropout  Definition of Dropout  Modality Age %

(Label / Description) treatment n (%) (M) female
Adenauer et al. (2011)

NET 16 1(6.3) Completionbased Individual 30.3 43.8
Buhmann et al. (2016, 2018)

CBT 70 18 (25.7) Completionrbased Individual - -

CBT/ CBT + PT + Co 71 16 (22.5) Completionbased Individual - -

Other/ PT + PE + Co 71 9 (12.7) Completionrbased Individual - -
Carlsson et al. (2018)

CBT/ Stress management 70 17 (24.3) Durationbased Individual 43.1 43.6

CBT/cognitive restructuring 70 18 (25.7) Durationbased Individual 43.5 43.8
Goodkind et al. (2020)

Other/ Refugee welbeing project 119 1(0.8) Missedappointment Combination  36.2 52.1
HenselDittmann et al. (2011)

NET 15 4 (26.7) Missedappointment Individual - -

CBT/ Stress inoculation Training 13 3(23.1) Missedappointment Individual - -
Hijazi et al. (2014)

NET 41 3(7.3) Completionrbased Individual - 63.4
Hinton et al. (2004)

CBT 6 0(0.0) Completionbased Individud - 50.0
Hinton et al. (2005)

CBT 20 0(0.0) Completionbased Individual 50.9 60.0
Hinton et al. (2009)

CBT 12 0(0.0) Completionrbased Individual 49.9 60.0
Jespersen et al. (2012)

Other/ Relaxation music 10 1(10.0) Completionbasel Individual - -
Kananian et al. (2020)

CBT/ CA-CBT+ 12 1(8.3) Completionbased Group 21.0 0.0
Lehnung et al. (2017)

EMDR 12 0 (0.0) Completiorbased Group 313 25.0
Lindegaard et al. (2021)

CBT/ App-based CBT 30 12 (40.0) Completbn-based Individual 40.5 36.7
Morath et al. (2014)

NET 17 0 (0.0) Completionbased Individual 28.0 47.1
Neuner et al. (2010)

NET 16 2 (12.5)  Therapistjudgment Individual 311 31.3
Nickerson et al. (2019)

Other/ TYS online 54 10 (18.5) Completionbased Individual 38.3 0.0
Nordbrandt et al. (2020)

Other/ BBAT + TAU 114 22 (21.0) Completionbased Individual 43.1 53.3

Other/ Physical Activity & TAU 114 32(29.4) Completionbased Individual 44.6 50.5
Northwood et al. (2020)

Other/ IPCM 112 15 (13.4) Completionbased Individual 43.8 82.1
Nygren et al. (2019)

CBT/ ICBT 25 5(20.0) Completionbased Individual 33.0 44.0
Paunovic & Ost (2001)

CBT 10 3(30.0) Missedappointment Individual - -

CBT/ Exposure thapy 10 1(10.0) Missedappointment Individual - -
Renner et al. (2012)

Other/ Social Support from sponsorshi 34 9 (26.5) Missedappointment Individual - -
Renner et al. (2011)

CBT 25 13 (52.0) Missedappointment Group - 47.6

EMDR 21 11(52.4) Missedappointment Individual - 52.9

Other/ CORP 17 11 (64.7) Missedappointment Group - 40.0
Rohr et al. (2021)

CBT/ App-based CBT 65 6(9.2) Completionrbased Individual 33.0 33.8
Sonne et al. (2011)

CBT/ Sertraline + CBT + Co 98 30 (30.6) Durationbased Individual 43.2 37.8

CBT/ Venlafaxine + CBT + Co 109 21 (19.3) Durationbased Individual 44.0 41.7
Stenmark et al. (2013)

NET 51 13 (25.5) Completionbased Individual 34.5 33.3
Ter Heide et al. (2016)

EMDR 37 7 (189) Missedappointment Individual 43.1 16.7

Other/ Stabilization as usual 37 9 (24.3) Missedappointment Individual 39.8 38.9
Ter Heide et al. (2011)

EMDR 10 5 (50.0) Completionbased Individual 40.0 50.0

Other/ Stabilization 10 5 (50.0) Completio-based Individual 43.0 50.0
Weine et al. (2008)

Other/ CAFES 110 19 (17.9) Completionbased Group 38.5 51.7
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Note.CBT = CognitiveBehavioral Therapy, EMDR = Eye Movement Desensitization and Reprocessing, NET =
Narrative Exposure Therapy, TAU = @atmemntasusual, PT = psychopharmacological treatment, PE =
Psychoeducation, Co = consulting, @BT+ = Culturally Adapted CBT plus Problem Management, TYS = Tell
your Story, BBAT = Basic Body Awareness Therapy, IPCM = Intensive Psychotherapy and Casggeivant,

ICBT = Internetbased CognitivdBehavioral Therapy, CORP = Cultw@&énsitive and Resource Oriented Peer

Group, CAFES = Coffee and Families Education and Support.
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Table A4.2
Full Table of all included studies and variables

Study and Treatment N NIint NDO DR NCG NDO DR Publication  Country of
(Label / Description) Study Int (Int) CG CG Year Publication

Adenauer et al. (2011) 34 18 2 11.1 2011 Germany
NET 16 1 6.3

Buhmann et al. (2016, 2018) 280 68 20 29.4 2016 Denmark
CBT 70 18 25.7
CBT/CBT + PT + Co 71 16 22.5
Other/ PT + PE + Co 71 9 12.7

Carlsson et al. (2018) 140 2018 Denmark
CBT/ Stress management 70 17 24.3
CBT/cognitive restructuring 70 18 25.7

Goodkind et al. (2020) 290 171 7 4.1 2020 USA
Other/ Refugee welbeing project 119 1 0.8

HenselDittmann et al. (2011) 28 2011 Germany
NET 15 4 26.7
CBT/ Stress inoculation Training 13 3 23.1

Hijazi et al. (2014) 63 22 1 4.6 2014 USA
NET 41 3 7.3

Hinton et al. (2004) 12 0.0 6 0 0.0 2004 USA
CBT 6 0

Hinton et al. (2005) 40 20 0 0.0 2005 USA
CBT 20 0 0.0

Hinton et al. (2009) 24 12 0 0.0 2009 USA
CBT 12 0 0.0

Jespersen et al. (2012) 19 9 3 33.3 2012 Denmark
Other/ Rdaxation music 10 1 10.0

Kananian et al. (2020) 24 12 0 0.00 2020 Germany
CBT/ CACBT+ 12 1 8.3

Lehnung et al. (2017) 18 6 0 0.0 2017 Germany
EMDR 12 0 0.0

Lindegaard et al. (2021) 59 29 11 37.9 2021 Sweden
CBT/ Apgbased BT 30 12 40.0

Morath et al. (2014) 34 17 0 0.0 2014 Germany
NET 17 0 0.0

Neuner et al. (2010) 32 16 0 0.0 2012 Germany
NET 16 2 125

Nickerson et al. (2019) 103 49 9 184 2019 Australia
Other/ TYS online 54 10 18.5

Nordbrandt et al. (2020) 338 110 23 22.1 2020 Denmark
Other/ BBAT + TAU 114 22 21.0
Other/ Physical Activity & TAU 32 29.4

Northwood et al. (2020) 214 102 6 5.9 2020 USA
Other/ IPCM 112 15 13.4

Nygren et al. (2019) 50 25 9 36.0 2019 Sweden
CBT/ ICBT 25 5 20.0

Paunovic & Ost (2001) 20 2001 Sweden
CBT 10 3) 30.0
CBT/ Exposure therapy 10 1 10.0

Renner (2012) 63 29 0 0.0 2012 Austria
Other/ Social Sup. f. sponsorship 34 9 26.5

Renner et al(2011) 94 31 15 48.4 2011 Austria
CBT 25 13 52.0
EMDR 21 11 52.4
Other/ CORP 71 11 64.7

Rohr et al. (2021) 133 68 2 2.9 2021 Germany
CBT/ Apgbased CBT 65 6 9.23

Sonne et al. (2011) 207 2016 Denmark
CBT/ Sertrahe + CBT + Co 98 30 30.6
CBT/ Venlafaxine + CBT + Co 109 21 19.8

Stenmark et al. (2013) 81 30 8 26.7 2013 Norway
NET 51 13 25.5

Ter Heide (2016) 74 2016 Netherlands
EMDR 37 7 18.9
Other/ Stabilization as usual 37 9 24.3

Ter Heide et al. (2011) 20 2011 Netherlands
EMDR 10 5 50.0
Other/ Stabilization 10 5 50.0

Weine et al. (2008) 197 87 12 13.8 2008 USA

Other/ CAFES 110 19 17.9
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Study and Treatment Study Type Definition of Dropout  Age % female % committed % employed

(Label / Description) (M) relationship
Adenauer et al. (2011) Efficacy completionbased

NET 30.30 43.8 - -
Buhmann et al. (2016, 2018) Effectiveness completionbased

CBT - - - -

CBT/ CBT + PT + Co - - -

Other/ PT + PE + Co - - -
Carlsson et al. (2018) Effectiveness duration-based

CBT/ Stress management 43.1 43.6 51.60 -

CBT/cognitive restructuring 43.5 43.8 46.80 -
Goodkind et al. (2020) Effectiveness Missed appointments

Other/ Réugee wellbeing project 36.18 52.1 57.98 -
HenselDittmann et al. (2011) Efficacy

NET - - - -

CBT/ Stress inoculation Training - - - -
Hijazi et al. (2014) Efficacy completionbased

NET - 63.4 65.90 -
Hinton et al. (2004) Effectiveress  completionbased

CBT - 50.0 - -
Hinton et al. (2005) Efficacy completionbased

CBT 50.90 60.0 - -
Hinton et al. (2009) Efficacy completionbased

CBT 49.92 60.0 - -
Jespersen et al. (2012) Effectiveness completionbased

Other/ Relaxation music - - - -
Kananian et al. (2020) Efficacy completionbased

CBT/ CACBT+ 21.00 0.0 8.30 0.1
Lehnung et al. (2017) Effectiveness completionbased

EMDR 31.30 25.0 - -
Lindegaard et al. (2021) Efficacy completionbased

CBT/ Apgbased CBT 40.50 36.7 - 17.0
Morath et al. (2014) Efficacy completionbased

NET 28.00 47.1 - -
Neuner et al. (2010) Efficacy Therapist judgement

NET 31.10 31.3 - -
Nickerson et al. (2019) Effectiveness completionbased

Other/ TYS online 38.30 0.0 - -
Nordbrandt et al. (2020) Effectiveness completionbased

Other/ BBAT + TAU 43.10 53.3 - 9.0

Other/ Physical Activity & TAU 44.6 50.50 - 6.7
Northwood et al. (2020) Effectiveness completionbased

Other/ IPCM 43.85 82.1 - 16.1
Nygren et al. (2019) Efficacy completionbased

CBT/ ICBT 33.00 44.0 36.00 76.0
Paunovic & Ost (2001) Efficacy missed appointments

CBT - - - -

CBT/ Exposure therapy - - - -
Renner (2012) Effectiveness missed appointmergt

Other/ Social Sup. f. sponsorship - - - -
Renner et al. (2011) Effectiveness missed appointments

CBT - 40.0 - -

EMDR - 47.6 - -

Other/ CORP - 52.9 - -
Rohr et al. (2021) Effectiveness completionbased

CBT/ Apgbased CBT 33.00 33.8 32.20 19.1
Sonne et al. (2011) Effectiveness duration-based

CBT/ Sertraline + CBT + Co 43.20 37.8 - 7.3

CBT/ Venlafaxine + CBT + Co 44.0 41.70 6.8
Stenmark et al. (2013) Efficacy completionbased

NET 34.50 33.3 - -
Ter Heide (206) Efficacy missed appointments

EMDR 43.10 16.7 58.30 19.4

Other/ Stabilization as usual 39.8 38.9 41.70 13.9
Ter Heide et al. (2011) Efficacy completionbased

EMDR 40.00 50.0 30.00 30.0

Other/ Stabilization 43.0 30.0 41.70 30.0
Weire et al. (2008) Effectiveness completionbased

Other/ CAFES 38.50 51.7 86.2 -
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Study and Treatment % college level main country of origin % Months Main

(Label / Description) education insecure AS Host Count. diagnosis
Adenauer et al. (2011)

NET - Central and Southern Asia 87.50 - PTSD
Buhmann et al. (2016, 2018)

CBT - - - - PTSD

CBT/CBT + PT + Co - - - - PTSD

Other/ PT + PE + Co - - - - PTSD
Carlsson et al. (2018)

CBT/ Stress management - Northern Africa and West Asia 0.0 183.6 PTSD

CBT/cognitive restructuring - Northern Africa and West Asia 0.0 171.6 PTSD
Goodkind et al. (2020)

Other/ Refugee welbeing project - Northern Africa and West Asia - 2.81 -
HenselDittmann et al. (2011)

NET - - - - PTSD

CBT/ Stss inoculation Training - - - - PTSD
Hijazi et al. (2014)

NET 21.9 Northern Africa and West Asia - - PTSD
Hinton et al. (2004)

CBT - Eastern and Soutkastern Asia - - PTSD
Hinton et al. (2005)

CBT - Eastern and Soutkastern Asia - 203.4 PTSD
Hinton et al. (2009)

CBT - Eastern and Soutkastern Asia - 194.9 PTSD
Jespersen et al. (2012)

Other/ Relaxation music - Central and Southern Asia - - PTSD
Kananian et al. (2020)

CBT/ CACBT+ 0.0 Central and Southern Asia 917 20.9 PTSD
Lehnung et al. (2017)

EMDR - Northern Africa and West Asia - - Trauma
Lindegaard et al. (2021)

CBT/ Apgbased CBT 80.0 Northern Africa and West Asia - - Depression
Morath et al. (2014)

NET - Central and Southern Asia - - PTSD
Neuner et al. (2010)

NET - Northern Africa and West Asia 100.0 63.5 PTSD
Nickerson et al. (2019)

Other/ TYS online - Northern Africa and West Asia 27.8 - No diag.
Nordbrandt et al. (2020)

Other/ BBAT + TAU - Northern Africa and WesAsia - 181.2 PTSD

Other/ Physical Activity & TAU - Northern Africa and West Asia 178.8 PTSD
Northwood et al. (2020)

Other/ IPCM - Eastern and Soutkastern Asia - 49.32 Depression
Nygren et al. (2019)

CBT/ ICBT 72.0 Northern Africa and W&t Asia - - Depression
Paunovic & Ost (2001)

CBT - - 0.0 - PTSD

CBT/ Exposure therapy - - 0.0 - PTSD
Renner (2012)

Other/ Social Sup. f. sponsorship - Europe and Northern America - - -
Renner et al. (2011)

CBT - Europe and Northern Aerica - - -

EMDR - Europe and Northern America - - -

Other/ CORP - Europe and Northern America - - -
Rohr et al. (2021)

CBT/ Apghased CBT 73.0 Northern Africa and West Asia 53.9 41.9 PTSD
Sonne et al. (2011)

CBT/ Sertraline + CBT + Co - Northern Africa and West Asia - 169.2 PTSD

CBT/ Venlafaxine + CBT + Co - Northern Africa and West Asia - 181.2 PTSD
Stenmark et al. (2013)

NET 52.9 Northern Africa and West Asia 39.2 55.40 PTSD
Ter Heide (2016)

EMDR 80.6 Ambiguous 13.9 120.0 PTSD

Other/ Stabilization as usual 63.9 SubSahara 22.2 106.8 PTSD
Ter Heide et al. (2011)

EMDR 70.0 - 30.0 121.2 PTSD

Other/ Stabilization 40.0 - 0.0 123.6 PTSD
Weine et al. (2008)

Other/ CAFES 58.00 Europe and Northern America - 22.8 PTSD
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Study and Treatment Treatment Treatment Treatment Nr. of Duration of

(Label / Description) Orientation Target Format Sessions  Sessions (min;
Adenauer et al. (2011)

NET NET traumafocused Individual 12.0 -
Buhmann et al. (2016, 2018)

CBT CBT trauma-focused Individual 16.0 -

CBT/ CBT + PT + Co CBT traumafocused Individual 26.0 -

Other/ PT + PE + Co other traumafocused Individual 10.0 -
Carlsson et al. (2018)

CBT/ Stress management CBT traumafocused Individual 27.0 52.5

CBT/cogitive restructuring CBT traumafocused Individual 19.0 52.5
Goodkind et al. (2020)

Other/ Refugee welbeing project  Other other combination
HenselDittmann et al. (2011)

NET NET traumafocused Individual 10.0 90.0

CBT/ Stress inoculatiofraining CBT traumafocused Individual 10.0 90.0
Hijazi et al. (2014)

NET NET traumafocused Individual 3.0 75.0
Hinton et al. (2004)

CBT CBT trauma-focused Individual 11.0 -
Hinton et al. (2005)

CBT CBT traumafocused Individual 12.0 -
Hinton et al. (2009)

CBT CBT traumafocused Individual 12.0 -
Jespersen et al. (2012)

Other/ Relaxation music Other Other Individual 21.0 60.0
Kananian et al. (2020)

CBT/ CACBT+ CBT Other Group 12.0 90.0
Lehnung et al. (2017)

EMDR EMDR traumafocused Group 2.0 120.0
Lindegaard et al. (2021)

CBT/ Apgbased CBT CBT depression Individual
Morath et al. (2014)

NET NET traumafocused Individual 12.0 90.0
Neuner et al. (2010)

NET NET traumafocused Individual 120.0
Nickerson et al. (2019)

Other/ TYS online Other other Individual 11.0 -
Nordbrandt et al. (2020)

Other/ BBAT + TAU Other traumafocused Individual 47.5 60.0

Other/ Physical Activity & TAU other traumafocused Individual 27.5 60.0
Northwood et al. (2020)

Other/ IPCM Other depression Individual 78.0 52.5
Nygren et al. (2019)

CBT/ ICBT CBT depression Individual 7.0 -
Paunovic & Ost (2001)

CBT CBT traumafocused Individual 18.0 90.0

CBT/ Exposure therapy CBT traumafocused Individual 18.0 90.0
Renner (2012)

Other/ Social Sup. f. sponsorship  Other other Individual - -
Renner et al. (2011)

CBT CBT other group 15.0 90.0

EMDR EMDR traumafocused individual 3.0 -

Other/ CORP Other - group 15.0 90.0
Rohr etal. (2021)

CBT/ Apghased CBT CBT traumafocused Individual
Sonne et al. (2011)

CBT/ Sertraline + CBT + Co CBT traumafocused Individual 28.0 -

CBT/ Venlafaxine + CBT + Co CBT Individual 28.0 -
Stenmark et al. (2013)

NET NET traumafocused Individual 10.0 90.0
Ter Heide (2016)

EMDR EMDR traumafocused Individual 9.0 80.0

Other/ Stabilization as usual other traumafocused Individual 12.0 60.0
Ter Heide et al. (2011)

EMDR EMDR traumafocused Individual 11.0 90.0

Other/ Stabilization other traumafocused Individual 11.0 60.0

Weine et al. (2008)
Other/ CAFES other Other group 9.0 90.00
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Study and Treatment Manualt  Treatment setting Medication  Cultural Therapist Interpreter

(Label / Description) zation allowed Adaption  Experience level
Adenauer et al. (2011)

NET yes University affiliated yes yes experienced yes
Buhmann et al. (2016, 2018)

CBT yes Outpatient yes no experienced yes

CBT/ CBT + PT + Co yes Outpatient yes no experienced yes

Other/ PT + PE + Co no Outpatient yes yes No therapist yes
Carlsson et al. (2018)

CBT/ Stress management yes Outpatient yes - experienced yes

CBT/cognitive restructuring yes Outpatient yes - experienced yes
Goodkind et al. (2020)

Other/ Refuge weltbeing project  yes online - - No therapist -
HenselDittmann et al. (2011)

NET yes University affiliated - - mixed yes

CBT/ Stress inoculation Training  yes University affiliated no - experienced yes
Hijazi et al. (2014)

NET yes online - - experienced no
Hinton et al. (2004)

CBT yes Outpatient yes yes experienced no
Hinton et al. (2005)

CBT yes Outpatient yes yes experienced no
Hinton et al. (2009)

CBT yes Outpatient yes yes experienced no
Jespersen et al. (22)

Other/ Relaxation music no University affiliated yes yes No therapist -
Kananian et al. (2020)

CBT/ CACBT+ yes University affiliated - yes experienced no
Lehnung et al. (2017)

EMDR yes No information - - - yes
Lindegaard etla(2021)

CBT/ Apgbased CBT yes online no yes Trainee no
Morath et al. (2014)

NET yes University affiliated yes - experienced yes
Neuner et al. (2010)

NET yes University affiliated yes no experienced yes
Nickerson et al. (2019)

Other/ TYS online yes online - yes No therapist no
Nordbrandt et al. (2020)

Other/ BBAT + TAU yes Qutpatient yes yes mixed yes

Other/ Physical Activity & TAU yes Outpatient yes yes mixed yes
Northwood et al. (2020)

Other/ IPCM no Refugee institution  yes yes mixed yes
Nygren et al. (2019)

CBT/ ICBT yes online yes yes Trainee no
Paunovic & Ost (2001)

CBT yes University affiliated yes no experienced no

CBT/ Exposure therapy yes University affiliated yes no experienced no
Renner (2012)

Other/ Social Sup. f. sponsorship  no other - yes No therapist no
Renner et al. (2011)

CBT no Refugee institution - yes experienced yes

EMDR yes Refugee institution - - experienced yes

Other/ CORP yes Refugee institution - - Trainee no
Rohr et al. (2021)

CBT/ Apghased CBT yes online - yes No therapist no
Sonne et al. (2011)

CBT/ Sertraline + CBT + Co yes Qutpatient yes yes experienced yes

CBT/ Venlafaxine + CBT + Co yes Qutpatient yes yes experienced yes
Stenmark et al. (2013)

NET yes other yes no mixed yes
Ter Heide (2016)

EMDR yes Outpatient yes no experienced yes

Other/ Stabilization as usual yes Outpatient yes no experienced yes
Ter Heide et al. (2011)

EMDR yes Outpatient yes no experienced yes

Other/ Stabilization no Outpatient yes no experienced yes
Weine et al. (2008)

Other/ CAFES yes other - yes No therapist no
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Notes.N = number of patients; Int = intervention group; DO = Dropout; DR = Dropout rate; CG = cawpt g

M = Mean; CBT = CognitiveBehavioral Therapy; EMDR = Eye Movement Desensitization and Reprocessing;
NET = Narrative Exposure Therapy; TAU = Treatmastisual, PT = psychopharmacological treatment; PE =
Psychoeducation; Co = consulting; @BT+ = Cuturally Adapted CBT plus Problem Management; TYS = Tell

your Story; BBAT = Basic Body Awareness Therapy; IPCM = intensive psychotherapy and case management;
ICBT = Internetbased cognitive behavioral therapy, CORP = CuliGeatsitive and Resource Oriett®eer

Group; CAFES = Coffee and Families Education and Support; AS= asylum status; Months Host Count. = Months

since arrival in host country; PTSD = Posttraumatic Stress Disorder; Nr. = number; min = minutes.
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A5. Forest Plot of OR

Figure A5.1

Forest Pld of log OR

Author(s), Year: Arm DO (TR} CMP (TR) DO (CTL) CMP (CTL) Log[OR] [95% CI]

Adenauer et al. (2011): NET 1 15 2 16 : -0.63[-3.13, 1.87]

Buhmann et al. (2016, 2018): CBT 1 52 20 48 I -0.19[-0.93, 0.56]

Buhmann et al. (2016, 2018): CBT 1 55 20 a8 — - -0.36[-1.12, 0.40]
(

Buhmann et al. (2016, 2018). Other 9 62 20 48 i -1.05[-1.93, -0.18]
Goodkind et al. (2020): Other 1 118 ) 164 : -1.62[-3.73, 0.49]
Hijazi et al. (2014): NET 3 38 1 21 } | 0.51[-1.82, 2.83]
Hinton et al. (2004): CBT 0 6 0 6 - 0.00 [-4.07, 4.07]
Hinton et al. (2005): CBT 0 20 0 20 I : ] 0.00 [-3.97, 3.97]
Hinton et al. (2009): CBT 0 12 0 12 b | 0.00 [-4.00, 4.00]
Jespersen et al. (2012): Other 1 9 3 6 : -1.50 [-3.99, 0.98]
Kananian et al. (2020). CBT 1 11 0 12 I | 1.18[-2.12, 4.48]
Lehnung et al (2017) EMDR 0 12 0 6 : -065[-4.69, 3.38]
Lindegaard et al_ (2021): CBT 12 18 11 18 —— 009 [-0.96, 113]
Morath et al. (2014). NET 0 17 0 17 0.00 [-3.98, 3.98]
Neuner et al. (2010): NET 2 14 0 16 174 [-1.36, 4.86]
Nickerson et al. (2019): Other 10 44 g 40 —- 0.01[-0.99, 1.01]
Nordbrandt el al. (2020): Other 22 92 23 87 . -0.10[-0.75, 0.55]
Nordbrandi el al. (2020): Other 32 82 23 87 —— 0.39[-0.23, 1.00]
Northwood et al (2020): Other 15 97 [ 96 S 091[-008, 189]
Nygren et al. (2019): CBT 5 20 ) 16 —_——— -0.81[-2.09, 0.486]
Renner et al (2011): CBT 1 10 15 16 — 016 [-0.95, 127]
Renner et al. (2011): EMDR 11 6 15 16 »—-—q 0.67 [-0.55, 1.89]
Renner et al. (2011): Other 13 12 15 16 —_— 0.14[-091, 1.20]
Renner et al. (2012): Other 9 25 0 29 F 3.09[0.20, 598]
Rohr et al. (2021): CBT 3 59 2 (53 —_—— 1.21[-043, 2385]
Stenmark et al (2013): NET 12 38 8 22 — . -0.06[-1.09, 098]
Weine et al. (2008): Other 19 91 12 75 — 027 [-0.52, 1.05]
RE Model - 0.07 [-0.22, 0.39]

Log Odds Ratio

Note.DO (TR) = number of dropout treatment condition, CMP (TR) = number of completer treatment
condition, DO (CTL) = number of dropout control condition, CMP (CTL) = number of completer
control condition, Cl = Confidence Interval, L&R = log transformed Odds Ratio, CBT = Cognitive
Behavioral Therapy; NET = Narrative Exposure Therapy, EMDR = Eye Movement Desensitization

and Reprocessing.

For visibility, we used logRin the forest plot as some studies had a small sample size and thus
showedan extremely large CI for the ra@R ORcould not be calculated for studies that only include

an active comparator as control condition.
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A6. Risk of bias assessment (Cochrane Risk of Bias Assessment Tool)

Risk of bias: review authors' judgements aboueach risk of bias item for each included study

Adenauer et al. (2011)

Bias Authors' Support for judgement
judgement
Randomization procesy Some Quot es: irandomi zed i nt o-gendraged listwo g 1
(selection bias) concerns randomnurh er s O
Comment: Insufficient information provided on allocation concealment.
Deviations from High risk Quot e: AAs this study focuses on b
intended intervention examining the clinical efficacgf the treatment, we restricted all analyses to the
(performance bias) sample of study completers. o
Comment: From n = 16 allocated to NET only n=11 were analyzed. From n =
allocated to WLC only n=8 were analyzed. Exclusion was mostly due to poor
dataqualtyornoME assessment but funded st
be made
Missing outcome data | Low risk Quot es: AExcluded from analysis be
(attrition bias) AfDeportationo
Comment: missing outcome data occurred for documented etisirare
unrelated to the outcome (most cases: poor MEG data quality). Dropout balar
across intervention groups with similar reasons.
Measurement of the Low risk Quot es: AfPosttests with t hiesaftéBheenaft
outcome (detection therapy. For the participants in the WLC group, the time spans betweandre
bias) posttests were individually matched with the NET grdRgsttest included the
same instruments as used in thetest andvere carried out by interviewevegho
were blind to treatment conditiono
Selection of the Low risk Quotes: fARegistration of the clini
reporte_d res_ults Comment: Authors preregistered clinical trial; specified all outcome data and
(reporting bias) reported dloutcome data in published report. There were no multiple
measurements (analysis), where only
Researcher allegiance | Some Comment: Treatment manual by Schauer and Neuner.
concerns Both are (ce)authors of the published report.
Oveall bias High risk Due to deviations from the intended intervention
Buhmann et al. (2016, 2018)
Bias Authors' Support for judgement
judgement
Randomization procesy Low risk Quot es: AiThe randomi zati on beDgpatmenmt ¢
(selection bias) of Biostatistics at University of Copenhagen, which was not otherwise involve
the research projecto
Quot es: AAll ocation was conceal ed
envelopes. The envelopes were kept in an office physically sefayat the clinic
and were administered by secretaries, who were not associated with the rese
project. o
Deviations from low risk Qu o t leveas notfdeemed possible to mask the patients, physician or

intended intervention
(performance bias)

psychologsts to the treatment group because of the substantial differences be
the treatment modal itiesbo

Quote:ATwo patients in the group assigned to receive both psychotherapy ang
medical treatments only received psychotherapy. All patients received tinegla
treatment in the group receiving only medical treatment. Six patients in the gr
assigned to receive only psychotherapy also received treatment with sertraling
mianserin, and 27% of patients in this group received another type of
antidepressant. 0

Comment: All patients received allocated intervention. Changes are consisten
what would occur outside the trial

Quot e: i To c-toitrehuanalyses with adl 280 patiemts, a full
information maximum likelihood (FIML) was used in analysebial included
bothpreandpost r eat ment scoreso
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Missing outcome data | Some Qu o t Pretreatm@nt scores were available for 280 patients, andreashent
(attrition bias) concerns scores were available for 226 patients (226 for HTQ® To conduct

intentionto-treat analyses with all 280 patients, a full information maximum
|l i kelihood (FI ML) was wused in analy
Comment: but results reported only refer to completers. No information on
dropouts
Measurement of the Low risk Qu o t A& rmaskedioutcome measure was obtained by rating all patients with
outcome (detection HRSD and HRSA at baseline and follay. No similar observerating existed for
bias) PTSD. A group of medical students not otherwise involved in the treatment
undertook the maskedratelg and met regul arly to
Selection of the Low risk Qu o t registerediwith Clinicaltrials.gov, NCT00917397, EUDRACT no. 200§
reported results 0067141 5 0o
(reporting bias) Comment: Authors preregistered clinical trial; specifiicbutcome data and
reported all outcome data in publ i g
Overall bias Some Due to missing outcome data
concerns

Carlsson et al. (2018)

Bias Authors' Support for judgement
judgement
Randomization procesy Low risk Qu ot e : puleAgenerated randomization sequence was obtained from the
(selection bias) Department of Biostatistics at the
randomization was stratified by gender and level of severity of PTSD sympton
measured on the HTQO
Quot e: 0Al | oealedtby using segaestially mumirered sealed
envel opesdo é0 When the clinicians
participant, they received the allocation by calling a secretary at Mental Healtk
Centre Ballerup with no other contact to CTP, administafiegandomization
envel opes. 0
Deviations from Some Quote: ONeither clinicians nor pati g
intended InEhptloniien) | ealnEeink Comment: no changes from assigned intervention that are inconsistent with w
(performance bias) couldoccur outside the trial context
Quote:fiTo conduct intentiofto-treat analyses the regression analyses were
conducted using Full Information Maximum Likelihood (FIML) which incorpora
all available information including prgeatment scores for participa without
postt r eat ment scoreso
Missing outcome data | Low risk Quote: AFull I nformation Maxi mum Li
(attrition bias) available information including prieeatment scores for participants without pos
treatment scoreso
Comment: statistical analysis used to impute missing data and to conduct inte
to-treat analysis
Measurement of the Some Qu o tThe medsures were all sefport except GAFS andF, which were
outcome (detection concerns completed by the mézhl doctor in charge of the treatment and the HBNnd
bias) HAM-A, which were completed by raters blinded to the time of the interview (j
treat ment or posttreatment) and to
Quot e: it was not ¢ ons orpatcipadts gndaslyg i
the ratings HAMAand-D wer e blinded. 0
Selection of the Low risk Quote:fproject is registered with ClinicalTrial.gov (NCT01362543)
reporte_d res_ults Comment: Authors preregistered clinical trial; specified altome data and
(reporting bias) reported all outcome data in published report. There were no multiple
measurements (analysis), where onl
Overall bias Some Due to measurement of the outcome and deviations from intended interventio
concerns

Goodkird et al. (2020)

Bias Authors' Support for judgement

judgement
Randomization procesy Low risk Quot e: Afwere randomized at the hous;g
(selection bias) control groups. 0 Ahousehol d unberswenmk

color-coded by two stratification variables (three national/regional origin group
and absence or presence of clinically significant PTSD symptom score of at lg
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one adult in the household to ensure that households with more serious distre

were distributed evenly in interver
Quot e: Astudyés community advisory
should occur at a public meeting, (¢

Comment: Only ID could be seen for person penfag allocation. Allocation was
only visible after completion of allocation process.

Deviations from Low risk Qu o tak(in thé RWP group) but three attended at least one Learning Circle
intended intervention all but two had atdast 2 hours of fae®®>-f ace contact with
(performance bias) Comment: participants and personnel not blinded.
Qu o tAd analySes wereonthefullinteti-t r eat sampl e. 0
analyses, missing values were handled in two ways, through expectation
maxi mization (EM) and FI ML estimati
Missing outcome data | Low risk Qu o tOdthe tdial possible 1,160 interviews across four time points, 32 (2.89
(attrition bias) could not be conducted. Including data missing due to missed interviews and
skipped iters, 2.0% of thelata matrix was missing, apparently completely at
randomo
Measurement of the Some Quote: AThe multiple |l anguages and
outcome (detection concerns concerns related to measurement validity. Despiiensive efforts to ensure
bias) accurate cultural and linguistic translation of measures, it is possible that we d
measure emotional distress in the
Comment: no information on blinding of assessors giveegsures prepecified;
same measures for both groups
Selection of the Low risk Qu o tMaltilevél growth modeling was the primary analytic approach used to
reported results examine effects of the intervention on changes in outcomesimethirough 6
(reporting bias) month follow up. o
Comment: no information on pregistration but detailed information on planneg
outcome measures
Comment: multiple measures over different time points (pre, mid post, folgw
are made but not only a subset is reportetherbasis of results
Overall bias Some Due to measurement of the outcome
concerns

HenselDittmann et al. (2011)

Bias Authors' Support for judgement
judgement
Randomization process Low risk Quot e: APartici pant srdingdéorgendemage,@rdeedion
(selection bias) origin and were then allocated to |
Deviations from Low risk Quot e: AAl'l sessions were videot ap g
intended intervention treatmentdherence. Treatment implementation was also discussed in team
(performance bias) sessions. 0
Comment: n=3 dropouts during NET and SIT. Consistent with what could occ
outside the trial context.
Missing outcome data | Low risk Quot e: i At pewhblesample (hd-28) werefavailabld. At the 4
(attrition bias) week posttest, data were available for 21 participants (75%), atrtfoath follow
up for 22 (78.6%), and at theykar followu p f or 15 (53. 6 %)
Comment: intentiofio-treat analysis used to correct forssing data. Analyzed
data from all participants enrolled (n=28) using mixed models procedure
Measurement of the Low risk Quot e: iWe aimed to keep the asses:;
outcome (detection subjects; however, occasiolyahe treatment condition was revealed to the rate
bias) responses from the patient. o
Selection of the Some Comment: no informationonpree gi stration of the R
reported results concerns ClinicalTrials.gov). Outome measurements and analyzed are reported.
(reporting bias)
Overall bias Some Due to Selection of reported results.

concerns
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Hijazi et al. (2015)

Bias Authors' Support for judgement
judgement
Randomization process Low risk Qu o tThe confputerizedcheme was stratified by recruitment site (agency) ar
(selection bias) assistant, and randomized the two conditions in blocks of six in a 2:1 ratio
(intervention: control)o
Qu o tthe assistant telephoned the participant and asked if he or she was wi
to continue pdicipating in the study. If so, the assistant (heretofore blind to
condition assignment) opened a sealed envelope and informed the participan
he or she would be getting the trea
Deviations from Low risk Qu o tFer:the Ifrief NET intervention, the therapists followed a structured ma|
intended intervention (Schauer et al., 2005), which was adapted to three sessions, lasting 60 to 90
(performance bias) each. o
Comment: no deviations form intended intervention reported
Missing outcome d@ta | Low risk QuoteAFul Iy 39 of the 41 participant g
(attrition bias) all three sessionso é AOf the 63 r g
some followu p  fO&Irrimary analyses were intetottreat, meanig that we
retained all 63participants, regardless of how many intervention or foipow
assessment sessions they completed. Any missing folfodata were replaced
using the multiple imputation procedure in SPSS."
Measurement of the Some Qu o tAé# partidipants (including controls) were mailed follavp assessment
outcome (detection concerns measures and stamped, return envel (
bias) CommentComment: participaateported outcome, therefore could be influence]
by knowledge of the assigned intervention
Selection of the Low risk Quotreexgilst ered with clinicaltrials.
reporte_d res_ults Comment: Quality of sleep was intended to be assessed with the Karolinska
(reporting bias) Institute Sleep Questiona i r e 0 ; Daily functioning
part of secondary outcome measures.,
Comment: all other outcome measuresspecified
Comment: no outcome domains measured in multiple ways, no multiple analy
data and seleiee reporting
Overall bias Some Due to measurement of the outcome.
concerns
Hinton et al. (2004)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Quote: AThe patients we rteof6 eadhdoehéing
(selection bias) concerns i mmedi ate (Group 1) and the other
Comment: no further information on randomization process is given
Comment: No information on concealment given
Comment: no information on baseline differences gilen no detectable baselin
differences from table
Deviations from Low risk Qu o tThefirstfauthor led the CBT sessions. Vietnamese social workers and
intended intervention provided translation and cultural consultation. Indial CBT was offered across
(performance bias) 11 weekly sessions. During CBT, we
Comment: no deviation from intended intervention detectable
Missing outcome data | Low risk Comment: data for all 12 participants at 3 time poaméesprovided.
(attrition bias)
Measurement of the Some Qu o tThe participants completed the HTQ, ASI, and HSCL at three time poi
outcome (detection concerns (a) at pretreatment (first assessment); (b) after Group 1 had undergone 11 se
bias) of CBT (second asssment); and (c) after Group 2 had undergone 11 sessiong
CBT (third assessment). o
Commentparticipantreported outcome, therefore could be influenced by
knowledge of the assigned intervention.
Selection of the Some Comment: no informationonpreegi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in report.

(reporting bias)

Commentno multiple outcome measures for one domain. Results for all meas
time-points are avadlble;No use of multiple methods / multiple estimated of the
results
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Researcher allegiance | Some Co mme nt : -bdsedanotacal developed by the first author (cf. Hinton, Ph
concerns et al., 2004).06 (Il nfor mat i oindefairim m }
Hinton et al. (2004))
Overall bias Some Due to Randomization Process, measurement of outcome, selection of report
concerns results
Hinton (2005)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Quot e: APatients were randomly assi
(selection bias) corncerns Treatment (I T) or the Delayed Treat
agreed to participate were stratified by gender, with random allocation to eithg
ITorthe DT Groupdedied by a coin toss. o
Comment: no information given on concealment of allocation
Quote: WAFor both groups, none of tf#
Deviations from Low risk Qu o tThe firstfauthor (OH.), who is fluent in Cambodian, conducted the CBT
intended intervention sessions, utilizihgamanyala s ed protocol devel ope
(performance bias) randomi zed patients completed the s
Comment: no deviations form intended intervention reported
Missing outcome data | Low risk Qu o tA# randdmized patients completed the study, and there were no missi
(attrition bias) data.
Measurement of the Low risk QuoteAiBl ind to treatment condition, ¢
outcome (detection biculturalwor ker (D. C., V. P.) with over 2
bias)
Selection of the Some Comment: no informationonpree gi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measuremepts-specified in report
(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availablé\lo use of multiple methods / multiple estimated of the
results
Researcher allegiance | Some Quot e: i T h é&.Hf), whosstfluert in Cdmbadian(
concerns conducted the CBT sessions, utilizing a marhasded
protocol developed by the first aut
Overall bias Some Due to Randomization process and selection of the reported results.
concerns
Hinton (2009)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Quote: fApatients €& were stratified
(selection bias) concerns initial or delayed treatment deci dg
Comment no information given on concealment of randomization
Quot e: AFor both groups, neither ps;5
significantly at baseline (nBs<0 . 05) . 0
Deviations from Low risk Qu o tTaefirst @uthor (DH), who is fluent in Cambodian, conducted oelecbthe
intended intervention CBT sessions, utilizing a manual based protocol developed by our team
(performance bias) [17,18,27,28]. CBT was offered acr
Quot e: 24 randomi zed p aherewenretnemissiogmy
data. o
Comment: no deviations form intended intervention reported
Missing outcome data | Low risk Qu o tA# 24 raiidomized patients completed the study, and there were no m
(attrition bias) data. o
Measurement of the Low risk Qu o tBénd to freatment condition, all assessments were made by a Cambo
outcome @etection bicultural worker with over 2 year s
bias)
Selection of the Some Comment: no informatnonprer egi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in report
(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availabléyo use of multiple mettds / multiple estimated of the
results
Researcher allegiance | Some Quote: 0 The first au-tedtlerCBT sBskignsg, utitzmga
concerns manual based protocol devel oped by
Overall bias Some Due to randomization prosse and selection of reported results.

concerns
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Jespersen et al. (2012)
Bias Authors' Support for judgement
judgement
Randomization procesy High risk Quot e: AiStudy participants were r eq(

(selection bias)

intervention or combl condition based on gender. To match for gender, every @
male participant was given the intervention condition, so that the first male (M
went to the intervention group, M2 to the control group, M3 to the intervention
group, etc. Acoinwastossedo deci de the assignme
Comment: differences in trauma scores

Deviations from Some Quot e: Ablinding of the participant

intended intervention | concerns potential source of Bis . 0O

(performance bias) CommentOnline one person dropped out in the intervention and 3 in the cont
No fisubstanti al i mpact o. No excl usi
dropout. No deviation can be detected

Missing outcome data | Some Qua eDuring the study, 4 persons dropped out leaving a

(attrition bias) concerns tot al sample of 15 participants. 0
Comment:Completer analysis. Therefore, no analysis that correct for bias

Measurement of the Some Quote: AAfter we, pakticipamsecongpleted the sleefkqualitw

outcome (detection concerns measure. fi

bias) CommentAll measures appropriate and suitable for the outcome measure. Se
rated measures

Selection of the Some Comment: no information on pregistratonof t he RCT (and

reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in report

(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availablé&jlo use of multiple methods / multiple estimatédhe
results

Overall bias High risk Due to problems in the randomization process.

Kananian et al. (2020)

Bias Authors' Support for judgement
judgement
Randomization procesy Some Qu o tlfea partiBipant was verified as elie, they were randomized to the
(selection bias) concerns treatment group or the waitlist control condition using a 1:1 randomization rati
such, 24 participants were randomly assigned to th&C8A+ group or to the
WLC group. O
Comment: no information on allocation sequenagcealment
Deviations from Low Quote: AAlthough weekly supervisiof
intended intervention author to ensure treatment integrity, it was not possible to
(performance bias) take recordings from the sessions, as the participantsswepécious
about the loss of privacy and possible sanctions from
governmental authorities. Adherence was only assessed by using
intervention checklists for therapi
Comment: Statistical analyses were based on hitetneat data.
Missing outcome dat | Low Quot e: fOne participant dropped out
(attrition bias) because of time constraints due to
Measurement of the Low Quot e. AfThe assessments we rnentfoobatid u
outcome (detection groups as well as atylear posttreatment forthe @B T+ gr oup. O
bias) Quot e. iDi agnostic interviews and ¢
Farsispeaking postgraduate psychologist who was blind to treatment allocatig
Selection of the Low Quot e. Atrial registration: DRKSO0O
reported results Comment: all other outcome measuresgpecified
(reporting bias) Comment: no outcome domains measured in multiple ways, no multiple analy
data and selective reporting
Researcher allegiaac | Some Quot e: AThe gr oup pMaougl foaGulturaly Adagiea s e (
concerns Cognitive Behavioral TherapyHi nt on, 2012) 0
Comment: Hinton is cauthor of the study
Overall bias Some Due to randomization process
concerns
Lehnung et al(2017)
Bias Authors' Support for judgement

judgement
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Randomization procesy Some Quot e: Aféwith no statistical di ffer
(selection bias) concerns AiThe group was then divided randoml

people who had fitsbeen assigned to Group 2 turned up for treatment togethe
Group 1, so Group IN(= 12) was larger than Group B € 6). At best,
randomi zation can only be consi der ¢
Comment: no information on concealment of allocation
Deviations from High risk Quot e: fBecause of personal reasaon s
intended intervention Group 2 turned up for treatment together with Group 1, so GroNp=11@) was
(performance bias) larger than Group2N= 6 ) . O
Comment: deviatiofrom intended intervention due to trial context (WLC)
Comment: after patient moved to inft
conducted. Means patients that selbcated were analyzed as intervention grou
members
Comment: Thee people were assidite WLC and moved to intervention group.
Therefore, not balanced
Comment: Number of participants who were analyzes in the wrong group n =
Total in one group of n = 9. Therefore 33.3%-selbcationA might be substantial
impact on results
Missing outome data | Low risk Qu o tTeme 3 (A3) assessment was planned to be conducted at 3 months fo
(attrition bias) who could be located. Unfortunatebfter 3 months, only two persons could still
traced and were still in the region; all the others im@ved on. For these two, no
further formal assessment was done.
Comment: Comment: reason for missingness given. No relation between reas
for missingness and health status. Therefore unlikely, that missingness in the
outcome was influenced by true wal
Measurement of the Some Comment: authors used sedfport tools. Participants completed the outcome
outcome (detection concerns measures themselves. Study participants were aware of the assigned interver
bias)
Selection of the Some Comment: no informationonpree gi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in report
(reporting bias) . .
Commentno multiple outcome measures for one domain. Results for all measg
time-points are availabléylo use of multiple methods / multiple estimated of the
results
Overall bias High risk Due to Deviations from intended intervention

Lindegaard et al. (2021)

Bias Authors' Support for judgement
judgement
Randomization process Low risk Quot e: Apartici pants were subsequer
(sdection bias) through a random number generator
Deviations from Low risk Comment: no deviations from imtded intervention possible due to study design
intended intervention (appbased CBT)
(performance bias) Quot e: AThe analysis made use of al
information maximum likelihood estimation (FIML), thus making it a full
intentionto-t r eat anal ysis. 0
Missing outcore data | Low risk Quot e: Ailn total, 12 participants i
(attrition bias) control group did not complete the pagatment assessment, yielding a dropou
rate of 39%. 0
Comment: results are not biased by missinigome data, because of ITT analys
Al randomi zed participants were |
Measurement of the Some Quot e: nALl I me a s u r e d$reatment, threeawdaks aftar s t ¢
outcome (detection concerns treatment start, and pesea t ment . 0
bias) Comment: no blinding of outcome assessment because outcome assessment
selfadministered.
Selection of the Low risk Quot e: Aipreregistered at clinicalt
reported results Comment: no multiple daome measures for one domain. Results for all measy
(reporting bias) time-points are available.
Overall bias Some Due to measurement of the outcome.

concerns
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Morath (2014)

Bias Authors' Support for judgement
judgement
Randomization procesy Some Quotéewerfe randomly assigned to eith
(selection bias) con@rns waitlist control condition (WLC group: n = 17).
Comment: no further information given
Comment: no information on concealment of allocation
Deviations from Low risk Comment: blinding of personal not possible due to study design
intended intervetion Comment: no deviation from intended intervention detectable
(performance bias) Comment: data from all allocated patients at post treatment assessment avail
Missing outcome d@ta | Low risk Quot e: Awith respect to missing val
(attrition bias) procedur eo
Comment: missing value mostly immune data
Comment: analyses were conducted with all randomized patrticipants
Measurement of the Low risk Qu o tTke clinitians who performed the outcome evaluations were never the
outcome (@tection same as the clinician who performed the baseline evaluation or the
bias) psychotherapeutic intervention; moreover, the two follow up evaluations were
performedbyd i f f erent clinicianso
Quot e: i d iwarg Wolimd svithiegaidta graup membership at baseline a
at bothposte st s . 0
Selection of the Low risk Qu o tThe study wasegisteredat
reported results http://dinicaltrials.gov/ct2/showWCT01206790 0
(reporting bias) Comment: all outcome measures aregpecified
Researcher allegiance | Some Quote: AThe NET group received 12
concerns et al., 2011a).
Comment; Schauer, M. is @uthor of study
Overall bias Some Some concerns: due to Risk arising from the randomization process
concerns
Neuner (2010)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Quot e: AParticipants wer e rldookd o mi z ¢
(selection bias) concerns permutation procedure with blocks
Comment: no information on concealment of allocation
Quot e: AfThere was no significant di
groups, as confirmed by Pearson-shuare tests, Fisher'saet tests, antt e s t
Deviations from Low risk Quot e: ANo major deviations from t
intended intervention
(performance bias)
Missing outcome data | High risk Qu o tTeo patignts from the NET group but patient from the TAU group
(attrition bias) dropped out of the study. o
Qu o tOme NEM treatment could not be carried out according to the manual
because a severe hyperventilation syndrome interfered with narrative exposu
This patient was excluded from the study. Anotbatient dropped out of the NET)|
group before the first exposure ses;s
Quot e: i we c¢ h oeffects madelsatmtpalloy thevimchistod of all
available data without the arbitrary replacement or imputation ofmigsi v a |
Measurement of the Low risk Quot e: iWe ai med at keeping intervi
outcome (detection However, occasionally, the participants revealed their condition to the intervie
bias) despite instructions nob tdo so (e.g. by asking for treatment within the
institution). o
Selection of the Some Comment: no informationonpree gi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in report
(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availabléylo use of multiple methods / multiple estimated of the
results
Researcher allegiance | Some Quot e: ANET triecouttacnerding to the manualdSchauer et al.,
concerns 2005) 0
Quot e: AFrank Neuner and Maggie Sci

Comment: Neuner, F. and Schauer, M. (first and last) authors of the study

Overall bias

High risk

Due to missing outcome data.
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Nickerson (2020)

Bias Authors' Support for judgement
judgement
Randomization process Low risk Quot e: Aiparticipants were randomi z ¢
(selection bias) generated number sequence embedded in the website, and were aaligmatic
directed to a webpage that infor meg
Comment: computegenerated randomization
Deviations from Low risk Qu o tParticipdnts in the TYS group completed a mean of é57B. = 3.86)
intended intervention modul es in the online intervention
(performance bias) Commentthere were changes from assigned intervention that are inconsisten
the trial protocol (n=5, 0 modules), but these are consistent with what could o
outside the trial context.
Missing outome data | Low risk Quot e: AAl Il participants who had c¢
(attrition bias) included, and consistent with intent to treat analyses, participants were includ
their randomized group irrespective of the number ofumbde s t hey h
Measurement of the Some Quote:fiThe postintervention and followup assessments were completed online
outcome (detection concerns 4 and 8 weeks after baseline, respg¢g
bias) CommentParticipants completed the outcomeasieres themselves. Study
participants were aware of the assi
Selection of the Low risk Qu o tThe trialiwas prospectively registered on the Australia and New Zeala
reported results Clinical Trial Registry (Trial I IDAO RN12616000815460) 0
(reporting bias) Comment: all outcome measures-ppecified
Researcher allegiance | Some Comment: Tell Your Story is an online intervention implemented by the autho
concerns the study
Overall bias Some Due to measurement of the outcome
concerns

Nordbrandt et al. (2020)

Bias Authors' Support for judgement
judgement
Randomization procesy Low risk Quote: ARandomi zation was conduct e(
(selection bias) envelopes, stratified by gender and level of PTSD symptoms bystadhnected
to patient treatment. o
Quote: 0 The Department of Biostati s
otherwise involved in the trial, produced a comp@enerated randomization
sequence and drew up an anonymous I
Deviations from Some Quot e: AfBoth interventions foll owegq
intended intervention | concerns physiotherapists experienced i n wot
(performance bias) Quot e: AThis anal ysi s wa sntiondortreat e d
analyses of all participants who completed-peatment ratings, and in addition o
a reduced sample (pprr ot oc o | anal yses) . f
Missing outcome data | Low risk Qu o tRespectively 23, 22 and 32 (C/B/M) patients droppedbtreatment
(attrition bias) before completing the pestr e at ment assessment . 0
Comment: intentiofio-treat analysis used to correct for missing data. Authors ¢
conducted PeProtocol analysis.
Measurement of the Some Quot e: firyr duteome was seeerity of PTSD symptoms measured on th
outcome (detection concerns selfadmi ni stered Harvard Trauma Quest
bias) Comment: also, secondary outcomes wereadtfinistered
Quot e: AHami |l ton Depression and An
conducted before arafter treatment by a team of medical students, blinded to
intervention group and time of the
access to the results of the Hamil: g
Selection of the Low risk Quote : AThe study was registered witdHt
reported results 7, 2013.0
(reporting bias) Comment: all outcome measures-ppecified
Overall bias Some Due to deviations from intended intervention and Measurement of the outcom

concerns
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Northwood (2020)

Bias Authors' Support for judgement
judgement
Randomization process Low risk Qu o tAecoin tdss by a research assistant otherwise uninvolved in the study
(selection bias) used to determine group allocation,
Deviations from Low risk Qu o tOdtheseil87 (87.4%) completed all four assessments; 193 (90.2%)
intended intervention completed the baseline and at | east
(performance bias) Comment: Noradherence to intervention is Consistent with what could occur
outside the trial caext. Therefore, no deviations from the intended intervention
can be detected
Missing outcome data | Low risk Qu o tOwerall, 214 participants were enrolled in the study and completed a
(attrition bias) baseline assessment. Of these 187 (87.4%) compléfedraassessments; 193
(90.2%) completed the baseline and at leastone follopy a s s es s men
Qu o tAd analyBes were conducted according to intentmh r e at met
Measurement of the Low risk Qu o tOamitcomé assessoregearch staff not involved in the intervention who
outcome (detection admini stered the measures) were bli
bias) Quote: MAAssessors had no contact wi
blindness and bias @
Selection of the Low risk Qu o tTaal registration: clinicaltrials.gov IdentifieNCT03788408Registered
reported results 20 Dec 2018. Retrospectively regi st
(reporting bas) Comment: all outcome measures-ppecified
Overall bias Low risk No risk of bias can be detected
Nygren et al.(2019)
Bias Authors' Support for judgement
judgement
Randomization process Low risk Quot e: ARandomi zati on was perfor mecq
(selection bias) (www. random. org), according to a 1;:
Comment: internebased randomizatiotherefore a concealment of sequence
allocation is to be expected
Deviations from Low risk Quote: fADropout was defined as t hos
intended intervention assessment regardless of number of moduewpteted. In total, five patients in th
(performance bias) treatment group and nine in the control group did not complete the posttreatm
assessment, yielding a dropout rate of 20% in the treatment group and total d
rate of 28%. 0
Comment: Noradherence to interveoii is Consistent with what could occur
outside the trial context. Therefore, no deviations from the intended interventi
can be detected
Missing outcome data | Low risk Quote: ATo account for missingmedat @
(attrition bias) using SPSS 24. This type of estimation has been shown to provide unbiased
under the assumption that data are missing at random.
Quot e: figi ven that we could not fir
pretreatment symptom levels smciodemographic variables, the assumption of
MAR seemed justified. Twenty imputed data sets were specified, and the para
esti mates were pooled over the set
Comment: assumption that missingness in the outcome does not dependuen i
value therefore multiple imputation seems justified
Measurement of the Some Quot e: ithe patieepsrcompbaetedst el
outcome (detection concerns Comment: Participants completed the outcome measures themSehdys.
bias) participants were aware of the assigned intervention
Selection of the Some Comment: no informationonpree gi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in rport
(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availabléylo use of multiple methods / multiple estimated of the
results
Researcher allegiance | Some Quot e: AiThe tr eat me rotocolpfrom gvo previous stigliest
concerns of ICBT for depression from the research group (Andersson et al., 2005; Joha
et al ., 2012) .0
Comment: Andersson and Johansson are)(&ghors of the present study
Overall bias Some Due to Measurement ofélputcome and Selection of the reported results

concerns
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Paunovic & Ost (2001)

Bias Authors' Support for judgement
judgement
Randomization procesy Some Quot e: AThe patients were randomly
(selection bias) concerns provision that no more than two consecutive patients could be randomized to
same condition. o
Comment: no information on concealment of sequence allocation
Deviations from Low risk Quot e: iFour [E-¢graupand tisree inahe €BJroup, werd e
intended intervention excluded at an early stage of treatment. The client from-p@&p and two of the
(performance bias) clients from the CBIgroup missed a third consecutive appointment session 2,
4, and after that they were excluded from thattrent. One client from the CBT
group was excluded due to hostile behaviors towards the therapist during the
session. 0
Comment: Noradherence to intervention is Consistent with what could occur
outside the trial context. Therefore, no deviations ftbenintended intervention
can be detected
Missing outcome data | Some Comment: n=4 participants were excluded from the study. Analysis only with
(attrition bias) concerns completers
Measurement of the Some Comment: combiation of assessor ratings and selport scales. For assessment
outcome (detection concerns with assessors, no information on blinding. For-sgffort scales: Study
bias) participants were aware of the assigned intervention
Selection of the Some Comment: no informationonpree gi st ration of the R
reported results concens ClinicalTrials.gov). Outcome measurements-gpecified in report
(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availablé\lo use of multiple methods / multiple estimated of the
results
Overall bias Some Due to Randomization process, Missing outcome data, Measurement of the
concerns outcome, Selection of the reported results
Renner (2011)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Quote: MAParticipant smewetrieo naesds i cgonneddi
(selection bias) concerns Comment: no further information given
Comment: no information on concealment of sequence allocation
Deviationsfrom Low risk Quot e: AAl Il group sessions took pl g
intended intervention Following a sekhelp paradigm and in the absence of a fixed schedule or prog
(performance bias) the leaders of the CRGBroups were freto follow their own ideas and to respon
spontaneously to the group member s{
Comment: Noradherence to intervention is Consistent with what could occur
outside the trial context. Therefore, no deviations from the intended interventi
can be detecte
Missing outcome data | Some Comment: #Aln addition it must be n
(attrition bias) concerns substanti al drop out rate. o
Comment: Dropout rates between 52% and 77.4%
Comment: noradherence could be related to the trueegbut it is unlikely (due
to given reasons for dropout)
Measurement of the Some Comment: Participants completed the outcome measures themselves. Study
outcome (detection concerns participants were aware of the assigned intervention
bias)
Selection othe Some Comment: no informationonpree gi stration of the R
reported results concerns ClinicalTrials.gov). Outcome measurements-gpecified in report
(reporting bias) Commentno multiple outcome measures for one domainuReor all measured
time-points are availabléylo use of multiple methods / multiple estimated of the
results
Overall bias Some Due to Randomization process, Missing outcome data, Measurement of the
concerns outcome, Selection of the reported results




290 Appendix A
Renner (2012)
Bias Authors' Support for judgement
judgement

Randomization procesy Some Quot e: fé the participants were r af

(selection bias) concerns groups. o0 AThe study f ol | o wsétisshawnina n ¢
Figure 2.0
Comment: no information on concealment of sequence allocation

Deviations from Low risk Comment: Noradherence to intervention is Consistent with what could occur

intended intervention outside the trial contéxTherefore, no deviations from the intended intervention

(performance bias) can be detected

Missing outcome data | Some Qu o tQatof thie N = 63 initial participants, a total of N = 54 (N = 25 in the

(attrition bias) concerns intervention and N =29 in the waitifigst-contol-group) also were available at t2
and thus could be included into data analysis
Comment: no analysis used to correct for a possible bias due to missing data

Measurement of the Some Comment: Participants completed thécome measures themselves. Study

outcome (detection concerns participants were aware of the assigned intervention

bias)

Selection of the High risk Comment: no informationonpree gi stration of the R

reported results ClinicalTrials.gov). Outome measurements pspecified in report

(reporting bias) Quote: Aonly parscorpa®ts. Wbt hadnr §
intervention (Renner, Banningetuber, & Peltzer, accepted). Thus, we decided
reanalyze the present data, taking
Comment: Mult pl e el i gi bl e outcome analys
reported result are likely to have been selected on the basis of the results. Au
report outcome measurements selectively that are favorable to the experimen
intervention. But results perted for total sample as well.

Overall bias High risk Due Selection of the reported results

Rohr et al. (2021)

Bias Authors' Support for judgement

judgement

Randomization process Low risk Quot e: Aistudy particatédglalpto the inteeventon graup

(selection bias) (IG) or control group (CG), which received a psychoeducational brochure usin
randomized permuted blocks of 6, stratified by age and sex, which ensured b
balance in sample size across groups and control of impodeatiates. An
external, independent statistician generated the randomization block lists with
respective computer program (blockrand package written for R [R Foundation
Statistical Computing]).o

Deviations from Low risk Comment: Participants probably wer ¢

intended intervention vs. KG) is App vs. Reading material.

(performance ias) Quote: ATher e-imputed missinebaseiind data ysihgehe algorith
of chained equations implemented in Statat& orp LLC) with all
sociodemographic variables and baseline assessments of outcome variables
predictors. The resulting pooled estimates of 25 imputed datasets were used
analyses. Primary analysis of trial data was intefiien r e at (1 TT) 0o

Missing outcome data | Some Comment: Study Dropout rate is 12.8%

(attrition bias) concerns Quot e: AFrequency of missing val ues;g
variables but high for education (24/133 cases) and summed up to 27.8% for
of basdine characteristics.

Comment: ITT analysis appropriate.

Measurement of the Low risk Quot e: il n o-aswelras mediurerm sreatmenhedfacts, 3 fate

outcome (detection face interviews were scheduled with the study particip&atseline (TO: pre),

bias) immediately after the intervention (T1: post, 4 weeks after baseline), and 4 mg
after baseline (T2: follow p ) . 0
Quote: AThe study coordinator (SR)
remained blind to the randomizatidstistrata identity. Moreover, the data analys
(AP), who conducted the primary analysis concerning the hypothesized group
differences (IG vs CG) in primary and secondary outcome measures (see abg
was blind to group assignment o

Selection of the Low risk Qu o tThetrialfvas registered with the German Clinical

repored results
(reporting bias)

Trials Register [ DRKS00013782]nd
Comment: no multiple outcome measures for one domain. Results for all mea
time-points are available
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Researcher allegiance | Some Sanadak app was designed by the authors of this study
concerns
Overall bias Some Due to missing outcome data
concerns
Sonne (2016)
Bias Authors' Support for judgement
judgement
Randomization procesy Low risk Qu o tRandomization Y envelopes was performed, stratified by gender and I¢
(selection bias) of severity of PTSD symptoms on the basis of Harvard Trauma Questionnaire
(HTQ) scorebo
Quote: 0 A computer generated |i st
the University of Copenhagerhich was not otherwise involved in the trial.
Consecutively numbered envelopes were sealed and these envelopes were
administered by a group of secretaries at the central administration at Mental
Health Centre Ballerup who had no other contact with thécalistaff at CTP
during the study. Once a patient was included in the study, the doctor respong
for the inclusion phoned these secretaries and was informed of the group
allocation. o
Deviations from Low risk Quo t @ totalfgroup of 156 patients (75.4 %) completed minimum 8 weeks of
intended intervention pharmacological treatment in accordance with the group to which they were
(performance bias) randomized (68 in the venlafaxine group and 88 in the sertraline group).
Comment: Noradherence to interveon is Consistent with what could occur
outside the trial context. Therefore, no deviations from the intended interventi
can be detected
Missing outcome data | Low risk Qu o tAdatal gioup of 156 patients (75.4 %) completed minimum 8keef
(attrition bias) pharmacological treatment in accordance with the group to which they were
randomized (68 in the venlafaxine (¢
Comment: intentiofio-treat analyses used. Therefore, method to correct for big
due to missing outcoe data
Measurement of the Some Qu o tThe treaiment outcome was measured by a combination dflimaled
outcome (detection concerns selfr eport ratings and blinded obsery
bias)
Selection of the Low risk Quo t dral Riggistration: ClinicalTrials.gov NCT01569685. Registration date:
reported results 28/ 2/ 12n
(reporting bias) Quote: A Additionally, a protocol
Comment: all outcome measures-ppecified
Overall bias Some Due to measurement of thatoome
concerns
Stenmark (2016)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Qu o tParticipdnts were randomized to the treatment conditions by drawing
(selection bias) concerns from a bag with an a priori 2/3 chance of recagviET and 1/3 chance of
receiving TAU. 0
Comment: no information given on concealment of allocation
Deviations from Low risk Qu o tAdogeth@r, 54atientscompleted botiposttestand the follow up
intended intervention interviews; 0
(performance bias) Comment: n = 81 participants randomized.
Comment: Noradherence to intervention is Consistent with what could occur
outside the trial context. Therefore, no deviations from the intended interventi
can be detected
Missing outcome data | Some Qu o tFellowing the recommendation of Hamer & Simpsbiaufrer & Simpson,
(attrition bias) concerns 2009 within an intention to treat analysis, data fronralidomized patients were
included in the final analyses. 0
Comment: data analysis only for completers. But
Quote:fAThere were no significant differences between the intent to treat samp
and the treatment completers with respect to age, gender, level of education,
spent in exile, asylum status, HAM D scores, CAPS total scores, or their repo
number of traumatc  events. 0
Measurement of the Low risk Quote A The assessors had no access t
outcome (detection had been assigned to, or to their f

bias)
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Quot e. iThe ai m was tdas posaitdedo the Ipagients's 9
treatments. In spite of these efforts, it appeared that in 11 (20%) of 54 post te
patients had revealed information about their treatment to the assessors. A st
analysis showed no significant differenceshafse posttests from the other

assessments. o

Selection of the High risk Comment: Study preregistered in ClinicalTrial.gov with registration number
reported results NCT00218959
(reporting bias) Qu o t. As a cdnsequence, the effect sizes are necessatifigted to the
treat ment completers. o
Comment: Data analysis and results restricted to study completers. Data from
analysis are not reported
Overall bias High risk Due to Selection of the reported results
Ter Heide (2011)
Bias Authors' Support for judgement
judgement
Randomization procesy Low risk Quote: Aéusing simple randomizati of
(selection bias) (EMDR for heads, stabilization for tails) was assigned to the patient lowest in
Al phabet . 0
Quot e: i Aemtreseardheapseciatd performed randomization
Deviations from Low risk Quot e: AEMDR treatment adherence as;g
intended intervention adequateo AStabilization t r atob frddity t
(performance bias) scale designed for this study was ¢
Quot e: filn both conditions, five pa
Comment: in both conditions, reasons for dropout gilem-adherence to
intervention is consistent with what couldoor outside the trial context. Therefor|
no deviations from the intended intervention can be detected
Missing outcome data | High risk Quote: fAin this pilot study we chos;s
(attrition bias) Intentto-treatanalysis with imputation of missing data might have provided
di fferent results. o
Comment: just data for study completers are reported, not inteotipeat sample
Measurement of the Low risk Quote: AThe .l wasaministeeedin DukiChy Bained, blind
outcome (detection assessors; o
bias) Quot e: @ HIBLNd WHOQQIBREF areself eport quest
Comment: SCIB is primary outcome and their assessors were intended to be
Selection of the Some Comment: no information on pregistration but detailed information on planneg
reported results concerns outcome measures
(reporting bias) Commentno multiple outcome measures for one domain. Results for all meas
time-points are availabléylo use of multiple methods / multipletiesated of the
results
Overall bias High risk Due to Missing outcome data
Ter Heide (2016)
Bias Authors' Support for judgement
judgement
Randomization process Low risk Quot e: ABl ocked, simple randomizati
(selection bias) Qu ot e : ipait®veeregsigned to their experimental group through flipping
coin.o
Quot e: AAn independent research as§g
inclusion process performed randomi
Deviations from Low risk CommentNonradherence to intervention is consistent with what could occur
intended intervention outside the trial context. Therefore, no deviations from the intended interventi
(performance bias) can be detected
Missing outcome data | low risk Qu o tBayesiaf estimain was used in all analyses with the default settings in
(attrition bias) Mplus with regard to prior specifications. Bayesian analysis enables full-totent
treat analysis as missing data are
Measurement of the Low risk Quot e: fiQuot e: filnterviews were adn
outcome (detection psychology who were kept masked to treatment condition by having limited ag
bias) to participant data and by asking |
Selection of the Low risk Quot e: ATri al registration: NARCI S
reported results Coll aborations I nformation System)
(reporting bias) Comment: all outcome measures-ppecified
Overall bias Low risk No risk ofbias was detected
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Weine (2008)
Bias Authors' Support for judgement
judgement
Randomization procesy Some Quot e: AiSubjects were randomly assi
(selection bias) concerns group (n = 110); control group (n 3
Commentno further information given
Quot e: ANo significant differences
Deviations from Low risk Quot e: AThe attrition rates for as:;§
intended intervention respective}, were as follows: 14% and 17% (6 months); 10% and 6% (12 mon
(performance bias) 1% and 4% (18 months). o
CommentNon-adherence to intervention is consistent with what could occur
outside the trial context. Therefore, no deviations from the intended interventi
canbed et ect ed. No participants were ¢
Missing outcome data | High risk Comment: no information on handling missing outcome data. No information ¢
(attrition bias) on reasons of withdrawal
Measurement of the Some Comment: seffeport ratings. There participants count as assessors, which are
outcome(detection concerns blinded. Assessment of mental health visits. No information on blinding of
bias) interviewers
Selection of the High risk Comment: Most outcomes are reported as random effect models. No informat
reported results raw data is given (exception: mental health visits)
(reporting bias)) E.g.: Quote: ZN'o assess for the possible contributions of key symptom variable
three quadratic random effectsneols wer e consi der edo
Overall bias High risk Due to missing outcome data and Selection of the reported results
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Figure A6.3

Risk of Bias for all studies and domains
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Figure A6 4

Percentage on risk of bias domains

Risk of Bias - Percentage

Overall Bias
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Measurement of the outcome
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Low risk Some concerns M High risk

Table A6.1

Risk of Bias Assessment

Randomization Deviation Missing  Measurement Selection of Overall
process (%) from intended outcome of the the reported (%)
intervention data (%) outcome (%) results (%)
(%)
Number of Studies (n=28)
Low risk 50.0 82.1 64.3 46.4 50.0 7.1
Some concerns  46.4 10.7 25.0 56.6 53.6 64.3
High risk 3.6 7.1 10.7 0.0 10.7 28.6

Note.Assessment of the risk of bias for the individual domains and overall. Assessment categories
were: low, some concerns, high. Numbers are percentage.
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Table A6.2

Overview of Risk of Bias for included studies on all domains

Author, year Randomization = Deviation from = Missing Measurement = Selection of Overall
process intended outcome data = of the outcome the reported Bias
intervention results

Adenauer et al. (2011) Some High Low Low Low High
Buhmann et al. (2016, 2018) Low Low Some Low Low Some
Carlsson et al. (2018) Low Some Low Some Low Some
Goodkind et al. (2020) Low Low Low Some Low Some
HenselDittmann et al. Low Low Low Low Some Some
(2011)

Hijazi et al. (2014) Low Low Low Some Low Some
Hinton et al. (2004) Some Low Low Some Some Some
Hinton et al. (2005) Some Low Low Low Some Some
Hinton et al. (2009) Some Low Low Low Some Some
Jespersen et al. (2012) High Some Some Some Some High
Kananian et al. (2020) Some Low Low Low Low Some
Lehnung et al. (2017) Some High Low Some Some High
Lindegaard et al. (2021) Low Low Low Some Low Some
Morath et al. (2014) Some Low Low Low Low Some
Neuner et al. (2010) Some Low High Low Some High
Nickerson et al. (2019 Low Low Low Some Low Some
Nordbrandt et al. (2020) Low Some Low Some Low Some
Northwood et al. (2020) Low Low Low Low Low Low
Nygren et al. (2019) Low Low Low Some Some Some
Paunovic & Ost (2001) Some Low Some Some Some Some
Renner (2012) Some Low Some Some High High
Renner et al. (2011) Some Low Some Some Some Some
Rohr et al. (2021) Low Low Some Low Low Some
Sonne et al. (2011) Low Low Low Some Low Some
Stenmark et al. (2013) Some Low Some Low High High
Ter Heide (2016) Low Low Low Low Low Low
Ter Heide et al. (2011) Low Low High Low Some High
Weine et al. (2008) Some Low High Some High High

Note. Low = Low risk of bias; Some = Some concerns; High = high risk of bias
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A7. Quality Rating Dropout

I Assessing, Reporting, Analyzing

(1) Definition of Dropout

Signaling Question

Elaboration

Response

Comment

Was there an explicit definition of
dropout reported in the paper?

Answer "Yes", if an explicit definition of
dropout is reported in the paper.

Answer "No" if it is clear that the dropout dat
are not based on an explicit definition of
dropout.

Answer "NI" if no information on an underlying
definition of dropout can be determined.

Y/ N/ NI

[ 1.1 Explicit definition? }

/M
NI
L}

Low quality

High quality
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(2) Operationalization of dropout

Signaling Question

Elaboration

Response

Comment

Was aclear method used to
operationalization dropout?

Answer "Yes" if dropout was operationalized
using a clear operationalization strategy (e.qg.
attending less than a given number of sessior|
stopped attending treatment, therapist
judgment).

Answer "NI" if it cannot be ruled out that
dropout was captured using a clear
operationalization method. We rate NI as
satisfactory when studies do mention the way
dropout (completion) was assessed, but not

report this as clear operationalization method

Y/N/NI

2.1 Operationalization
Method used?

NI

Low qualit
N i

Satisfactory

Yes
High quality
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3 Reporting Dropout

Signaling Question

Elaboration

Response

Comment

3.1 Is the number/ rate of
dropout explicitly reported i
the study?

Answer "Yes" if the number or rate of dropout
explicitly reported in the text of the manuscrip
Answer "No"if dropout is only reported in the
flow chart.

Y/N

3.2 Does the article provide
separate values for dropout
from the study and treatmer
dropouts?

Answer "Yes" if a distinction is made between
discontinuation from the study and from
treatment. Note: atsscore "yes" if this
distinction is made solely in the flowchart.

Y/N

3.3 Are sample characteristics
reported separately for
dropouts and completers?

Answer "Yes" if sample characteristics are
reported separately for the dropout group and
the completes

Y/N

3.1 Dropout explicitly
reported
.
( - - -
3.2 Distinction between
study dropout and treatmer
dropout?
\

3.3 Separate data for
dropouts and completers

v

No on 3
domains

Yeson 1
2 domain

v

Yes on>
2 domains

Low quality

Satisfactory

High guality
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(4) Analyzing dropout

Signaling Question Elaboration Response Comment

Were statistical methods used to | Were statistical methods used to analyze
analyze dropout? dropout. These include a distinction in the
treatment effect bateen the dropouts and the
completers; moderator analyses on the dropo

rate, etc.
N
Analyzation methods ° isf
used? Satisfactory
Yes
High quality
Overall judgement
Low quality The study is judged to be on low quality in at least one domain for this result. Or the study
been judged fsadmarsf actoryo on all 4 d
Satisfactory The study is judBedofmaiahssfAcdongd an il
High quality The study is judged on high qualit/3domains and not at 7l ow quali
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Table A7.1

Quality rating of Dropout for all included studies
Study Definition of Operationalization = Reporting Analyzing Overall Bias

Dropout of dropout Dropout Dropout

Adenauer et al. (2011) high high satisfactory satisfactory satisfactory
Buhmann et al. (2016, 2018) Low satisfactory satisfactory satisfactory low
Carlsson et al. (2018) high high satisfactory satisfactory satisfactory
Goodkind et al. (2020) Low satisfactory satisfactory satisfactory low
HenselDittmann et al. (2011) Low satisfactory satisfactory satisfacbry low
Hijazi et al. (2014) Low satisfactory satisfactory satisfactory Low
Hinton et al. (2004) low Low Low satisfactory low
Hinton et al. (2005) low Low satisfactory satisfactory low
Hinton et al. (2009) low Low satisfactory satisfactory low
Jesperen et al. (2012) low low satisfactory satisfactory low
Kananian et al. (2020) low satisfactory satisfactory satisfactory low
Lehnung et al. (2017) low low satisfactory satisfactory low
Lindegaard et al. (2021) high high satisfactory high high
Morath et al. (2014) low Low satisfactory satisfactory low
Neuner et al. (2010) high high satisfactory satisfactory satisfactory
Nickerson et al. (2019) Low satisfactory satisfactory satisfactory low
Nordbrandt et al. (2020) Low satisfactory satisfactory satisfatory low
Northwood et al. (2020) Low satisfactory satisfactory satisfactory low
Nygren et al. (2019) high high satisfactory high high
Paunovic & Ost (2001) High High satisfactory High High
Renner (2012) low Low low satisfactory low
Renner et al. (201) Low Low low satisfactory low
Rohr et al. (2021) Low satisfactory satisfactory High low
Sonne et al. (2011) high high satisfactory satisfactory satisfactory
Stenmark et al. (2013) High High satisfactory satisfactory satisfactory
Ter Heide (2016) Low satisfactory satisfactory High Low
Ter Heide et al. (2011) Low satisfactory satisfactory High Low
Weine et al. (2008) Low Low Satisfactory Satisfactory Low

Low = Low quality; Satisfactory = Satisfactory quality, High = High quality

Table A7.2

Overviewof Quality Rating for Dropout

Definition Operationalization| Reporting Analysis Overall
Low quality 71.4% (20) 32.1 % (9) 10.7 % (3) - 71.4% (20)
Satisfactory - 39.3 % (11) 89.3% (25) 78.6% (22) 17.9 % (5)
High quality 28.6% (8) 28.6% (8) - 21.4% (6) 10.7% (3)
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A8. Dataset

[dataset] Semmlinger, V., Takano, K., Schumm, H., & Ehring, T. (2@24tp on Dropout
from psychological and psychosocial interventions for refugees and asylum seekers: a

systematic review and megaalysis. SPSS data and R code.

URL: https://osf.io/rmdvq/?view_only=cf721c2b9fb64568b54c1af23f10863c
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Table B3.1 Correlations between variables studied
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
Dropout 1
Gender 06 1
Age 19 23 1
Martial 1 .07  -27 -43 1
Martial 2 -06 .23 33 -78 1
Martial 3 -01 .09 .19 -43  -24 1
Living 1 03 -07 .05 .17 -24 .08 1
Living 2 -.03 .18 31 -36 .46 -11 -58 1
Living 3 -08 -12 -43 3 -25 -10 -20 -42 1
Living 4 .09 -06 -09 .04 -16 .18 -18 -38 -13 1
Educatonl -09 -03 .11 .00 .04 -05 .18 -07 -14 .02 1
Education 2 13 -06 -16 .06 .02 -11  -12 -07 .15 A1 -23 1
Education 3 .00 .05 -.04 .04 -11 .10 -08 .12 .01 -11 -51 -51 1
Education 4 -.04 .03 13 -14 12 .04 .04 -02 -04 .01 -16 -15 -35 1
Treatment -06 -14 09 -12 09 .06 .02 .11 -11 -08 -11 .00 .02 11 1
Comorbid PD .06 .08 .02 -01 -05 .08 .10 -03 .04 -12  -01 .04 .03 -08 -03 1
NumberCD -03 -01 05 -08 .09 .00 -09 .10 -10 .06 .08 .02 -14 .11 21 -45 1
Gender match .00 50 14 -12 12 01 -08 .18 -09 -08 -03 -03 .05 .00 -09 .18 -05 1
Approval 00 -05 -02 .04 -01 -05 -04 .03 .02 -02 .06 -04 -03 .02 -09 -16 .00 -08 1
PCL 02 -01 02 -07 06 .02 .03 .08 -09 -08 -08 .00 .02 .08 .16 -05 .14 -04 -08 1
CTQ -10 -11 .07 -09 .11 -02 .02 .07 -10 -04 .02 -.14 .05 .07 .32 -17 .19 -05 .07 .23 1
1P -04 -08 .01 -14 .15 .00 .02 A1 -06 -14 .00 -.08 .04 .05 .21 .00 13 -06 -02 .44 42 1
DES 04 06 -12 -05 03 03 .02 .02 .00 -05 -08 01 0L .08 .20 .00 .16 .03 -05 55 31 49 1
PTCI .04 -12 -09 -01 .03 -03 -03 .07 .06 -14  -13 .04 A1 -07 .21 -07 .16 -15 -07 .60 27 .58 .52 1
IPSI 13 -03 -17 -02 .10 -12  -.06 .08 .00 -04 -18 .08 .07 .01 17 -12 .13 -05 -01 .59 .18 .48 .56 71 1
DERS -01 -08 -09 -09 .08 .02 -03 .03 .00 -02 -12 .00 .02 .12 .14 -07 .16 -04 -11 57 27 66 58 69 .68 1
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Note.Martial 1-4 = Marital status, category of the categorical variable 1 to 4; Livhg living situation, category of the categorical variable
1 to 4; Education B = highest education level, category of the categorical varialiel} ltreatment = previous psychological treatment (inpatient
and/or outpatient); comorbid PD = comorbid personality disordenber of CD = number of comorbid disorders; approval = approval therapist;
PCL = PSTDchecklist for DSM5 (PCL-5); CTQ = Childhod Trauma Questionnaire (CTZB); IIP = Inventory of Interpersonal Problems (BP);
DES = Dissociative Experience Scale; PTCI = Posttraumatic Cognitions Inventory; IPSI = Interpretation of Symptoms IDR®ryDifficulties

in Emotion Regulation Scal



Appendix C

305

Appendix C. Publication |V

C1l. PRSIMA Checklists
Table C1.1 PRSIMA 2020 Checklist

Location where item is

Section and Topic  Item#  Checklist item
reported
TITLE
Title 1 | Identify the report as a metmalysis 155
ABSTRACT
Abstract 2 | See tle PRISMA 2020 for Abstracts checklist. See Abstract Checklist
INTRODUCTION
Rationale Describe the rationale for the review in the context of existing knowledge. 159-161
Objectives Provide an explicit statement of the objective(s) or questitiiés)eview addresses. 161, Abstract
METHODS
Eligibility criteria Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. 161-163
Information sources Specify all databases, registers, websiieganisations, reference lists and other sources searched or consulted to identify studies. Specify the da{ 161-163, C2.
each source was last searched or consulted.
Search strategy Present the full search strategies for all databases, regisierehsites, including any filters and limits used. 161-163, C2.
Selection process Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reeéemesiseach record and eac 161-162
report retrieved, Wwether they worked independently, and if applicable, details of automation tools used in the process.
Data collection 9 | Specify the methods used to collect data from reports, including how many reviewers collected data from eachetmorthey worked independently 161-163; C3.
process any processes for obtaining or confirming data from study investigators, and if applicable, details of automation fadlseugeatess.
Data items 10a | List and define all outcomes for which data weregdt. Specify whether all results that were compatible with each outcome domain in each study| 161-163; C3; C7
sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect.
10b | List and defire all other variables for which data were sought (e.g. participant and intervention characteristics, funding sourckee)abeassumptiony 161-163; C3; C7.
made about any missing or unclear information.
Study risk of bias 11 | Specify the mhods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewesacsstsdgand | 163, C9.
assessment whether they worked independently, and if applicable, details of automation tools used in the process.
Effect measures 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presestson of re 162-165
Synthesis methods 13a | Describe the processes used to decide which studies were eligible feyetdsis (e.g. tabulating the study intervention characteristics and compal| 163-165
against the planned groups for each synthesis (item #5)).
13b | Describe any methods required to prepare the data for presentation or synthesis, such as handling simisary statistics, or data conversions. 163-165
13c | Describe any methods used to tabulate or visually display results of individual studies and syntheses. 163-165
13d | Describe any methods used to synthesize results and provide a rationalefmitkés). If metanalysis was performed, describe the model(s), 164165
method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
13e | Describe any methods used to explore possible causes of heterogermity study results (e.g. subgroup analysis, -negfi@ession). 164-165
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Location where item is
reported

Section and Topic  Item#  Checklist item

13f | Describe any sensitivity analyses conducted to assess robustness of the synthesized results. /
Reporting bias 14 | Describe any methods used to assess risk of biaduoissing results in a synthesis (arising from reporting biases). 163, C10.
assessment
Certainty 15 | Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. 163-165
assessment
RESULTS
Study selection 16a | Describele results of the search and selection process, from the number of records identified in the search to the numbénatidadliaghe review, Flow Diagram,166
ideally using a flow diagram.
16b | Cite studies that might appear to meet the inclusiiaria, but which were excluded, and explain why they were excluded. C6.
Study characteristicy 17 | Cite each included study and present its characteristics. 165, C5, C7.
Risk of bias in 18 | Present assessments of risk of bias for each inclstdelg. 173, C10.
studies
Results of individual 19 | For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effemeitsrpaecision (e.g. 165-173, Table4.1,
studies confidence/credible interval), ideally using stred tables or plots. Table4.2, Fig.4.2, C4.,
C10.
Results of syntheses 20a | For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. 165-173, Table4.1,
Table4.2, Cl0.
20b | Present redts of all statistical syntheses conducted. If rraatalysis was done, present for each the summary estimate and its precision (e.g. 165-173, Table4.1,
confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direagiecof the Table4.2, Fig.4.2, C4.,
C10.
20c | Present results of all investigations of possible causes of heterogeneity among study results. 170-173, Table4.1,
Table4.2
20d | Present results of all sensitivity analyses conductedsesaghe robustness of the synthesized results. /
Reporting biases 21 | Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. 173, C10.
Certainty of 22 | Present assessments of datta(or confidence) in the body of evidence for each outcome assessed. 165-173, Table4.1,
evidence Table4.2, Fig.4.2, C4.,
C10.
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of other evidence. 174-177
23b | Discus any limitations of the evidence included in the review. 177-178
23c | Discuss any limitations of the review processes used. 177-178
23d | Discuss implications of the results for practice, policy, and future research. 178-179
OTHER INFORMATION
Registraion and 24a | Provide registration information for the review, including register name and registration number, or state that the sevigwegistered. 155, 157,161
protocol 24b | Indicate where the review protocol can be accessed, or state thai@was not prepared. 161
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Section and Topic  Item#  Checklist item LEEUBMTES (U S

reported

24c | Describe and explain any amendments to information provided at registration or in the protocol. n.a.
Support 25 | Describe sources of financial or ninancial support for the review, and the role of the funders or spoirstire review. 155, 180
Competing interests 26 | Declare any competing interests of review authors. 155, 180
Availability of data, 27 | Report which of the following are publicly available and where they can be found: templateltatiion forms; data extracted from included studies;| 155, 180
(;:)adteer?anlg other data used for all analyses; analytic code; any other materials used in the review.

Note.From Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 202@eht: an updated guideline for reporting systematic reviews.
BMJ 2021;372:n71. doi: 10.1136/bmj.nFdr more information, visit: http://www.prisrrstatement.org/

Table C1.2 PRSIMA 2020 for Abstracts Checklist

Title | 1 | Identify the report as a metmalysis. Yes

BACKGROUND

Objectives | 2 | Provide an explicit statement of the main objective(s) or question(s) the review addresses. Yes

METHODS

Eligibility criteria 3 | Specify theinclusion and exclusion criteria for the review. Yes

Information sources 4 | Specify the information sources (e.g. databases, registers) used to identify studies and the date when each was .last searched Yes

Risk of bias 5 | Specify the methods used to assesk of bias in the included studies. Yes

Synthesis of results 6 | Specify the methods used to present and synthesise results. Yes

RESULTS

Included studies 7 | Give the total number of included studies and participants and summarise relevant istiractestudies. Yes

Synthesis of results 8 | Present results for main outcomes, preferably indicating the number of included studies and participants for eaelnalfysietaas done, report th| Yes
summary estimate and confidence/credible intervabifiparing groups, indicate the direction of the effect, (ibich group is favoured).

DISCUSSION

Limitations of evidence 9 [ Provide a brief summary of the limitations of the evidence included in the review (e.g. study risk of bias, inconsidtenpyeaision). No

Interpretation 10 | Provide a general interpretation of the results and important implications. Yes

OTHER

Funding 11 | Specify the primary source of funding for the review. No

Registration 12 | Provide the register name and registratiamber. Yes

Note From: Page MJ, McKenzie JE, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updiétedaguidporting systematic reviews.
BMJ 2021;372:n71. doi: 10.1136/bmj.nFbr more information, visit: httwww.prismastatement.org/
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C2. Search Strategy

The literature search consisted of two independent search strategies covering the full scope of the published studies.

First Search Strategy: PTSD Tials Standardized Data Repository (PTSD Repository)

The PTSD Repository is a large database currently comprising 437 RCTSs studying treatment for PTSD published
between 1988 and March 03, 2023. We searche8ttiy Interventiondata set for relevant studies, filtering the

Study Classolumn forPsychotherapyAll studies were retrieved using ttation column, and saved for further
selection and screening. The PTSD Repository was only used to identify relevant studies. We did not use the data
extracted from the relevant studies and provided in the PTSD Regobut extracted the relevant information

from the selected studies on our own.

Second Search Strategy: Database Search

The database search was conducted to retrieve all studies not included in the PTSD Repository. At the beginning
of our work, the FSD Repository contained all studies published up to July, 30, 2021 (update of the PTSD
Repository published September, 19, 2022). At the time of finalization of our work, there was a second update
published on September, 2023 containing all studies fwdalisp to March 03, 2023. We used an adapted version

of the search string used in the PTBBpository. We searched the following electronic databases: Ovid Embase,
Ovid Medline, PsycINFO (via Ebscohost), PTSDpubs. The following adaptions to the seagchostirPTSD
Repository had to be made: (1) Embase retrieved via Ovid, translation of search string for the provider; (2)
PsycINFO retrieved via Ebscohost, translation of search string for the provider, (3) Cochrane CENTRAL,
CINAHL, and SCOPUS were not incled. The initial database search was conducted on April 12,2023 and
included all studies published after June 01, 2021 (overlap with the PTSD Repository database). To updates were
realized on July 20, 2023 and October 10,2023.
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C3. Data Extraction i Variables

Non-Response

The nonresponse rate for each condition was calculated from (a) the numberfapamders at pesissessment
for each condition (as a numerator) and (b) the number of participants who were randomized to that respective
condition (& a denominator).
The extraction of the number of noasponders followed specific conditions:
(1) data were extracted at the respectivefaosts e s s ment ti me point (O 6 weeks
(2) the number of nomesponders was directly extracted from the eeipe study (when reported), otherwise
the number of nomesponders was calculated by subtracting the reported number of responders in a
condition from the total number of participants in that condition;
(3) nonresponse information based on 4peotocol (PP data was preferred, otherwise information was
extracted from the intentieto-treat (ITT) sample
(4) a hierarchical structure was applied in studies, that reported different operationalization methods of non
response. Nomnesponse data on the highest rarporéed were extracted). If multiple data out of the same
category were reported, we extracted the-regponse information on the least stringent operationalization
method given.
a. retention of PTSD diagnosis
b. failure to achieve a predefined symptom reductisndefined by the authors (e.g.,-Ad@int/ 30%
reduction on CAPS)
c. failure to reach a significant change (e.g., RCI or clinically significant change)

d. failure to achieve a predefined eff score (e.g., CAPS total score below) 20

Table C3.1 List of Variab les and Operationalization

Domain Variable Operationalization
Study characteristics Year of publication Years
Country of study Country in which the study was conducted
Sample size N
Type of control condition Waiting list / Treatment as usual (TAUg¢tive control
Type of analysis Per protocol (PP) / intention to treat (ITT)

Operationalization of neresponse  Retention of PTSRliagnosis / norachievement of predefined
symptom reduction / nesignificant change / nen
achievement of predefined eoff score

Sample characteristics Age Mean age
Gender Percent female
Marital Status Percent married or in committed relationships
Employment status Percent employed futime or paritime or student
Education Percent with collegéevel education
Population Civil / refugees/ Veterans & Military Personnel / mixed
PTSD symptom severity Z-standardized mean (CAPS, RE®CL)
Comorbid depression Percent with comorbid depression diagnosis
Depression severity Z-standardized mean (BDI, PH® HDRS HRSD HAM-D,
HADS, DASS, HSCL25)
Anxiety severity Z-standardized mean (STAI, BAI, HSE25, DASS, HADS,
SCL, STAXtrait)
Treatmentrelated variables Treatment orientation PE/CPT/CBT/EMDR/CT/BEP/NET
Treatment format Individual / group / cmbined
Predefined time limit of treatmént 012 sessions / >12 sessions
Number of sessions Mean
Duration of treatment in weeks Mean
Planned duration of sessions in Mean
minutes
Homework given Yes/ no
Therapist characteristics ~ Experience level Trainee / experienced/ mixed/ no therapist

1 For the time limit, 12 sessions were set asaffjtas this reflects the average of the suggested number of
sessions for the seven from the APA recommended guid@emnmended PTSD treatments.
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C4. Results of Sub Metaanalysis

Non-Response Rate

The weidhted average neresponse in the sub medaalysis was 37.37%, 95% CI [32.54%, 42.46%], range 0%
to 85.71%. The heterogeneity between studiesswbstantial to considerahl€(92) = 562.53p < .0001,|% =
84.93%, 95% CI [83.07, 86.49]. The pool@®in the sub metanalysis wa®©R=0.19, 95% CI [0.15, 0.25],

with asubstantiaheterogeneit)(61) = 165.89p < .0001,1% = 68.52%, 95% CI [61.10, 74.00].

The nonresponse rate and OR of the gsubtaanalysis were comparable to the full mataalysis.

Subgroup analyses

All results are comparable to the full mataalysis, expect for the predictor treatment format that no longer was
a significant predictor for nearesponse in the sub medaalysis.

Table C4.1 Results from Subgroup Analyses on the NoResponseRate (Sub MetaAnalysis)

Moderator (ki) NR rate (%) 95% ClI Q p Adj .
Study characteristics
Country of study (93) 7.00 .638 .044
USA (48) 39.86 [32.911 47.25]
Australia (15) 38.53 [25.74i53.13]
Netherlands (9) 34.27 [20.4351.43]
Germany (4) 44.69 [24.62 66.64]
Canada (5) 32.58 [15.80/55.45]
England (7) 21.25 [11.68 35.52]
Norway (2) 46.98 [19.9275.94]
Poland (1) 34.55 [9.81i 71.91]
Puerto Rico (1) 60.00 [12.47 94.04]
Turkey (1) 38.78 [11.00176.44]
Type ofanalysis (93) 591 .015** .019
Per protocol (38) 30.26 [23.78, 37.64]
Intention to treat (55) 42.26 [36.02, 48.75]
Sample characteristics
Population (93) 28.42 <.001* .006
Civil (58) 29.12 [24.66, 34.03]
Veterans & Military Persamel (29) 50.94 [42.99, 58.84]
Refugee (5) 57.97 [41.34, 72.94]
Mixed (1) 50.00 [21.13, 78.87]
Treatment characteristics
Type of intervention (93) 27.96 <.001** .013
PE (31) 38.00 [31.39, 45.08]
CBT (23) 37.91 [29.80, 46.76]
CPT(14) 47.26 [38.34, 56.37]
EMDR (11) 29.60 [21.25, 39.59]
CT (7) 21.15 [12.93, 32.62]
NET (4) 69.75 [49.30, 84.54]
BEP (2) 24.85 [10.26, 48.89]
PE+CT (1) 14.63 [2.90, 49.59]
Treatment format (92) 5.40 .067 .025
Individual (&) 36.90 [32.04, 42.03]
Group (6) 46.37 [32.15, 61.21]
Combined (1) 7.14 [0.98, 37.52]
Time limit (10) 0.68 410 .038
Low (O 12 sessions) 3635 [30.51, 42.63]
High (> 12 sessions) (31) 40.51 [32.53, 49.01]
Homework given (93) 0.06 .804 .05
Yes (60) 36.59 [29.13, 44.74]
No (33) 37.81 [31.90, 44.10]
Therapist characteristics
Therapist experience level (78) 6.83 .078 .031
Trainee (40) 35.22 [28.52, 42.57]
Experienced (15) 25.11 [16.61, 36.09]
Mixed (16) 41.80 [30.53, 54.00]
No therapist (7) 48.35 [31.81, 65.25]
Note.k:= number of treatment conditior®= Coc hQ,amCddéds confi dence interval;

after BenjamiriiHochberg approach; NR = ngasponse; symptom reduction = Nachievement of predefined
symptom reduction; Nesignificant change = Nesignificant change per statistical formula; Nadnievement

of cutoff = Nonachievement of predefined eoff score; PTSD = posttraumatic stress disorder; CBT =
cognitive behavioral therapy; CPT = cognitive processing therapy; CT = cognitive therapy; PE = prolonged
exposure therapy; BEP = brief ecledtierapy; EMDR = eye movement desensitization and reprocessing; NET
= narrative exposure therapy.

*Benjamini Hochberg corrected < .05. **Benjamini Hochberg correctep < .01.
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Meta-regression analyses

All results are comparable to the full metaalysis.

Table C4.2 Results from MetaRegression Analyses on the NeResponse Rate (Sub Meténalysis; Log-
Transformed)

Moderator (ki) b 95% ClI p Adj . C
Study characteristics
Year of study publication (93) 0.04 [0.01, 0.07] .018* .023
Sample characteristics
Age (63) 0.07 [0.03, 0.10] <.001* .004
Gender (66): % female -0.95 [-1.68,-0.22] .011* .015
Marital (40): % committed relationship 1.27 [-0.23, 2.76] .097 .027
Employment (32): % employed -0.72 [-2.09, 0.66] .306 .035
Education (32): % collegkevel 0.16 [-1.27, 1.59] .829 .05
PTSD symptom severity score (70) 0.27 [0.06, 0.48] .013* .019
Comorbid depression (35): % diagnosis 3.10 [1.07,5.12] .003** .012
Depression score (75) 0.42 [0.19, 0.65] <.001** .008
Anxiety score (43) 0.25 [-0.05, 0.55] .106 .031
Treatment characteristics
Number of sessions (92) 0.01 [-0.04, 0.06] 741 .046
Duration of session in minutes (79) 0.00 [-0.01, 0.01] 732 .042
Duration of treatment in weeks (81) -0.01 [-0.05, 0.03] .581 .038
k=numberé tr eat ment conditions, Cl = confideince interval

Hochberg approach, regression models were estimated separately for each pteditdndardized
*BenjaminiHochberg corrected < .05. **BenjaminiHochberg corctedp < .01.
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Author(s) (Year): Arm
Acarturk et al. (2016): EMDR
Adenauer et al. (2011): NET
Allen et al. (2022): CBT
Back et al. (2019): PE

Beck et al. (2009): CBT
Belleville et al. (2018): CBT
Bisson et al. (2022): CBT
Blanchard et al. (2003): CBT
Bryant et al. (2003): P!

Bryant et al. (2003): PE + CT

):
Bryant et al. (2008): CBT
Bryant et al. (2008): CBT
Bryant et al. (2008): CBT
Bryant et al. (2008): CBT
Bryant et al. (2013): CBT
Bryant et al. (2013): CBT
Bryant et al. (2019): CBT

):

Bryant et al. (2019): CBT
Butollo et al. (2016): CPT
Castillo et al. (2016): CBT
Chard (2005): CPT
Cloitre et al. (2002): PE
Cloitre et al. (2010): PE
Cloitre et al. (2010): PE
Dell et al. (2022): PE

Dell et al. (2022): PE
Dunne et al. (2012): CBT
Ehlers et al. (2003): CT
Ehlers et al. (2005): C
Ehlers et al. (2014): C
Ehlers et al. (2014): C
Ehlers et al. (2023): C
Falsetti et al. (2008): CBT

Fecteau and Nicki (1999): CBT

Foa et al. (2018): PE
Foa et al. (2018): PE
Forbes et al. (2012): CPT
Ford et al. (2018): PE
Franklin et al. (2017): PE
Franklin et al. (2017): PE

Hensel-Dittmann et al. (2011): NET 1

Hégberg et al. (2007): EMDR
Kubany et al. (2004): CT
Lely et al. (2019): NET
Lindauer et al. (2005): BEP
McDonagh et al. (2005): CBT
McGovern et al. (2011): CBT
Monson et al. (2006): CPT
Morland et al. (2019): PE
Morland et al. (2019): PE
Morland et al. (2019): PE
Mueser et al. (2008): CBT
Mueser et al. (2015): CBT
Nijdam et al. (2012): BEP
Nijdam et al. (2012): EMDR

N[NR] N[TR]

19

TGN N
NO NN OGN NOO GO

NN =N N -
©wWwwNTNANG NS

Y oo -
merIvOoN g ST owgo~Nsoon

49
1
13
29
17
16
83
21
15
15
24
21
22
23
34
36
27
29
67
14
28
22
33
33
51
54
13
28
14
31
30
92
24
10

109

110
24

13
12
46
14
12
17
13
30
58
58
59
31
86
42
51

—a—

T
0.2 0.4
Non-Response Rate

0.6

0.8

Proportion [95% CI]
0.39 [0.25 to 0.54]
0.55[0.23 to 0.83]
0.38 [0.14 to 0.68]
0.17 [0.06 to 0.36]
0.12[0.01 to 0.36]
0.12 [0.02 to 0.38]
0.14 [0.08 to 0.24]
0.24 [0.08 to 0.47]
0.33[0.12 to 0.62]
0.13 [0.02 to 0.40]
0.21[0.07 to 0.42]
0.48 [0.26 to 0.70]
0.55 [0.32 to 0.76]
0.52[0.31t0 0.73]
0.26 [0.13 to 0.44]
0.19 [0.08 to 0.36]
0.41[0.22 to 0.61]
0.24 [0.10 to 0.44)
0.39[0.27 to 0.51]
0.50[0.23 to 0.77]
0.07 [0.01 to 0.24]
0.23[0.08 to 0.45]
0.67 [0.48 to 0.82]
0.39[0.23 to 0.58]
0.45 [0.31 to 0.60]
0.54 [0.40 to 0.67]
0.38 [0.14 to 0.68]
0.21[0.08 to 0.41]
0.29[0.08 to 0.58]
0.23 [0.10 to 0.41]
0.27 [0.12 to 0.46]
0.16 [0.09 to 0.25]
0.12 [0.03 to 0.32]
0.50[0.19 to 0.81]
0.51[0.42 to 0.61]
0.55 [0.45 to 0.64]
0.62[0.41 to 0.81]
0.40 [0.05 to 0.85]
0.12 [0.00 to 0.71]
0.67 [0.09 to 0.99]
0.85 [0.55 to 0.98]
0.33[0.10 to 0.65]
0.09[0.02 to 0.21]
0.86 [0.57 to 0.98]
0.17 [0.02 to 0.48]
0.53[0.28 to 0.77]
0.31[0.09 to 0.61]
0.60 [0.41 to 0.77]
0.45[0.32 to 0.58]
0.45 [0.32 to 0.58]
0.37 [0.25 to 0.51]
0.68 [0.49 to 0.83]
0.64 [0.53 to 0.74]
0.14 [0.05 to 0.29]
0.08[0.02 to 0.19]
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Author(s) (Year): Arm N[NR] N[TR] Proportion [95% CI]
Peck et al. (2023): PE 6 10 1 : | 0.60 [0.26 to 0.88]
Peck et al. (2023): PE 4 10 } § ! 0.40[0.12 to 0.74]
Peterson et al. (2022): CPT 18 44 }——I—l 0.41 [0.26 to 0.57]
Peterson et al. (2022): CPT 12 32 f . 1 0.38 [0.21 to 0.56]
Peterson et al. (2022): CPT 23 44 e 0.52 [0.37 to 0.68]
Peterseon et al. (2023): PE 44 117 . 0.38 [0.29 to 0.47]
Peterson et al. (2023): PE 61 117 A 0.52[0.43 to 0.61]
Popiel et al. (2015): PE 38 110 —a— 0.35[0.26 to 0.44]
Resick et al. (2002): CPT 8 41 —a— 0.20 [0.09 to 0.39]
Resick et al. (2002): PE 7 40 —a— 0.17 [0.07 to 0.33]
Resick et al. (2008): CPT 8 27 1 - 1 0.30 [0.14 to 0.50]
Resick et al. (2008): CT 6 29 I—-——! 0.21[0.08 to 0.40]
Resick et al. (2017): CPT 43 83 e 0.52 [0.41 to 0.63]
Resick et al. (2017): CPT 50 82 —a— 0.61[0.50 to 0.72]
Rothbaum et al. {(2005): EMDR 5 20 1 = 1 0.25[0.09 to 0.49]
Rothbaum et al. (2005): PE 1 20 b=—— 0.05 [0.00 to 0.25]
Sack et al. (2016): EMDR 9 47 T 0.19[0.09 to 0.33]
Schnurr et al. (2007): PE 44 83 Do 0.53 [0.42 to 0.64]
Schnurr et al. (2022): CPT 331 461 I 0.72 [0.67 to 0.76]
Schnurr et al. (2022): PE 271 455 I 0.60 [0.55 to 0.64]
Sloan, Marx, et al. (2018): CPT 26 52 P 0.50 [0.36 to 0.64]
Sloan, Unger, et al. (2018): CBT 69 98 —a— 0.70 [0.60 to 0.79]
Stenmark et al. (2013): NET 19 33 P = ! 0.58 [0.39 to 0.75]
Taylor et al. (2003): EMDR 6 15 1 { 0.40[0.16 to 0.68]
Taylor et al. (2003): PE 2 15 | — 0.13 [0.02 to 0.40]
Ter Heide et al. (2016): EMDR 21 33 1 = ! 0.64 [0.45 to 0.80]
Trottier et al. (2022): CBT 7 16 I f 0.44 [0.20 to 0.70]
Van den Berg et al. (2015): EMDR 11 55 —a— 0.20 [0.10 to 0.33]
Van den Berg et al. (2015): PE 17 53 B 0.32[0.20 to 0.46]
Van der Kolk et al. (2007). EMDR 3 24 —e—" | 0.12 [0.03 to 0.32]
Van Vliet et al. (2021): EMDR 21 64 . 0.33[0.22 to 0.46]
Van Vliet et al. (2021): EMDR 17 57 }—I——| 0.30[0.18 to 0.43]
Vera et al. (2011): PE 3 5 f | 0.60 [0.15 to 0.95]
Wells et al. (2015): PE 3 10 1 f 0.30 [0.07 to 0.65]
Yehuda et al. (2014): PE 14 25 = = | 0.56 [0.35to 0.76]
Yuen et al. (2015): PE 9 29 1 - | 0.31[0.15to 0.51]
Yuen et al. (2015): PE 6 23 f - : { 0.26 [0.10 to 0.48]
Zaccari et al. (2022): CPT 8 10 3 1 i 0.80[0.44 to 0.97]
Weighted mean . 0.37 [0.31 to 0.43]
0 0.2 0.4 0.6 0.8 1

Non-Response Rate

Figure C4.1 Forest Plot of NonResponse Rate Sub Metanalysis

N[NR] = number of nofresponders; N'R] = number in treatment group; Cl = confidence interval, CBT =
cognitive behavioral therapy; CPT = cognitive processing therapy; @hnitive therapy; PE = prolonged

exposure therapy; BEP = brief eclectic therapy; EMDR = eye movement desensitization and reprocessing; NET
= narrative exposure therapy. Square size indicates study weight. The zero frequency has been trimmed by
adding a smiaconstant for computation purposes.
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Author(s) (Year): Arm NR[TR] RE[TR] NR[CG] RE[CG] Log[OR] [95% CI]
Acarturk et al. (2016): EMDR 19 30 46 3 F——r -3.19[-4.49, -1.89]
Adenauer et al. (2011): NET 6 5 8 0 } | -2.67 [-5.74, 0.40]
Allen et al. (2022): CBT 5 8 14 3 — -2.01[-3.68, -0.34]
Back et al. (2019): PE 5 24 8 5 }mmw-m~—1 -2.04 [-3.51, -0.56]
Beck et al. (2009): CBT 2 15 11 5 E— ~2.80 [-4.62, -0.99]
Belleville et al. (2018): CBT 2 14 4 11 I — -0.93[-2.81, 0.94]
Bisson et al. (2022): CBT 12 71 14 63 I—-—' -0.27 [-1.12, 0.57]
Blanchard et al. (2003): CBT 5 16 16 5 oo e -2.33[-3.75, -0.91]
Bryant et al. (2003): PE 5 10 9 6 [ -1.10 [-2.59, 0.39]
Bryant et al. (2003): PE + CT 2 13 9 6 }—.—{ -2.28 [-4.09, -0.47]
Bryant et al. (2019): CBT 1 16 25 3 fre ] -2.49 [-3.92, -1.07]
Bryant et al. (2019); CBT 7 22 25 3 L -3.27 [-4.73, -1.80]
Butollo et al. (2016): CPT 26 41 35 39 -] -0.35[-1.02, 0.32)
Chard (2005): CPT 2 26 20 7 — -361[-5.29, -1.94]
Cloitre et al. (2002): PE 5 17 18 ) }—.——1 -2.32 [-3.68, -0.96]
Cloitre et al. (2010): PE 22 11 20 18 |- ] 0.59 [-0.38, 1.58]
Cloitre et al. (2010): PE 13 20 20 18 - -0.54 [-1.48, 0.41]
Dunne et al. (2012): CBT 5 8 12 1 } | -2.95 [-5.28, -0.63]
Ehlers et al. (2003): CT 6 22 19 8  — -2.16 [-3.39, -0.94]
Ehlers et al. (2005): CT 4 10 14 o | | -4.21[-7.24, -1.19)
Ehlers et al. (2014): CT 7 24 28 2 }—-—| -3.87 [-5.53, -2.21]
Ehlers et al. (2014): CT 8 22 28 2 }—-—{ -3.65 [-5.30, -2.00]
Ehlers et al. (2023): CT 15 77 29 64 e -0.84 [-1.55, -0.14]
Falsetti et al. (2008): CBT 3 21 17 6 |—.—| -2.99 [-4.51, -1.46]
Fecteau and Nicki (1999): CBT 5 5 10 0 | { ~3.04 [-6.12, 0.03]
Foa et al. (2018): PE 56 53 32 8 }—.—{ -1.33[-2.19, -0.47]
Foa et al. (2018): PE 60 50 32 8 }—._—{ -1.20 [-2.06, -0.34]
Forbes et al. (2012): CPT 15 9 20 3 |—.—| -1.39 [-2.85, 0.08]
Ford et al. (2018): PE 2 3 5 6 {—-—{ -0.22 [-2.37, 1.92]
Franklin et al. (2017): PE 0 3 5 2 } -2.73[-6.05, 0.58]
Franklin et al. (2017): PE 2 1 5 2 | -0.22 [-3.13, 2.68]
Hensel-Dittmann et al. (2011): NET 11 2 10 0 I -1.52 [-4.67, 1.63]
Hégberg et al. (2007): EMDR 4 8 8 1 ‘\ | -2.77 [-5.17, -0.37]
Lely et al. (2019): NET 12 2 10 2 }—.—| 0.18 [-1.95, 2.31]
Lindauer et al. (2005): BEP 2 10 9 3 }—-—{ -2.71[-4.71, -0.71]
McDonagh et al. (2005): CBT 9 8 16 4 F——— -1.27[-2.72, 0.18]
McGovern et al. (2011): CBT 4 9 5 5 e — -0.81[-2.52, 0.90]
Monson et al. (2006): CPT 18 12 32 1 [ -3.06 [-5.18, -0.94]
Mueser et al. (2008): CBT 21 10 21 6 —— -0.51[-1.69, 0.67]
Mueser et al. (2015): CBT 55 31 55 20 |-—m-] -0.44 [-1.11, 0.24]
Peck et al. (2023): PE 6 4 6 4 }—-—{ 0.00 [-1.79, 1.79]
Peck et al. (2023): PE 4 6 6 4 e -0.81[-2.60, 0.98]
Popiel et al. (2015): PE 38 72 17 13 |- -0.91[-1.73, -0.09]
Resick et al. (2008): CPT 8 19 1 19 L -0.32[-1.43, 0.79]
Resick et al. (2008): CT 6 23 11 19 | -0.80 [-1.96, 0.37]
Rothbaum et al. (2005): EMDR 5 15 18 2 e -3.30 [-5.07, -1.52]
Rothbaum et al. (2005): PE 1 19 18 2 | | -5.14 [-7.63, -2.66)
Sack et al. (2016); EMDR 9 38 9 36 f——rA -0.05[-1.08, 0.98]
Schnurr et al. (2007): PE 44 39 89 22 |_‘_{ -1.28 [-1.91, -0.64]
Sloan, Marx, et al. (2018): CPT 26 26 44 18 F—— -0.89 [-1.67, -0.12]
Sloan, Unger, et al. (2018): CBT 89 29 77 23 =] -0.34[-0.98, 0.29]
Stenmark et al. (2013): NET 19 14 14 7 e -0.39[-1.53, 0.75]
Taylor et al. (2003): EMDR 6 9 9 6 —— -0.81[-2.27, 0.65]
Taylor et al. (2003): PE 2 13 9 6 }—-—{ -2.28 [-4.09, -0.47]
Ter Heide et al. (2016): EMDR 21 12 20 9 —— -0.24 [-1.30, 0.82]
Trottier et al. (2022): CBT 7 9 17 1 —— -3.08 [-5.33, -0.84]
Van den Berg et al. (2015): EMDR 11 44 2% 21 }—.—| -1.60 [-2.48, -0.72]
Van den Berg et al. (2015): PE 17 36 26 21 }—-—| -0.96 [-1.78, -0.15]
Van der Kolk et al. (2007): EMDR 3 21 9 17 | -1.31[-2.76, 0.14]
Vera et al. (2011): PE 3 2 7 0 | | -2.37 [-5.66, 0.92]
Yehuda et al. (2014): PE 14 11 10 2 —— -1.37 [-3.08, 0.34]
Zaccari et al. (2022): CPT 8 2 5 4 Q—.—{ 1.16 [-0.87, 3.20]

RE Model

=145[-1.77,-1.12]

-8 -6 -4 -2
Log Odds Ratio

o

Figure C4.2 Forest Plot of log OR Sub Metaanalysis

Note.NR[TR] = number of nosresponders treatment group; RE[TR] = number of responders treatment group;

NR[CG] = number of nomesponders control group; RE[CG] amber of responders control group; Cl =
confidence interval; Lo@R = log transformed Odds Rati@BT = cognitive behavioral therapy; CPT =

cognitive processing therapy; CT = cognitive therapy; PE = prolonged exposure therapy; BEP = brief eclectic

therapy;EMDR = eye movement desensitization and reprocessing; NET = narrative exposure therapy.



Appendix C 315

C5. References included in the metanalysis

Acarturk, C., Konuk, E., Cetinkaya, M., Senay, I., Sijbrandij, M., Gulen, B., & Cuijpers, P. (2016). The efficacy
of eye novement desensitization and reprocessing for-fragmatic stress disorder and depression
among Syrian refugees: results of a randomized controlledRegthological Medicingl6(12), 2583
2593. https://doi.org/10.1017/S0033291716001070

Adenauer, H., @tani, C., Gola, H., Keil, J., Ruf, M., Schauer, M., & Neuner, F. (20Ndixative exposure
therapy for PTSD increases tdpwn processing of aversive stimukvidence from a randomized
controlled treatment triaBMC Neurosciencel2(1), Ii 13. https:/doi.org/10.1186/147220212-
127/FIGURES/7

Allen, A. R., Smith, J., Hobbs, M. J., Loughnan, S. A., Sharrock, M., Newby, J. M., Andrews, G., & Mahoney,
A. E. J. (2022). Internedelivered cognitive behaviour therapy for ptrstumatic stress disorder: a
randomised controlled trial and outcomes in routine cBedhavioural and cognitive psychotherapy
50(6), 649655. https://doi.org/https://dx.doi.org/10.1017/S1352465822000285

Back, S. E., Killeen, T., Badour, C. L., Flanagan, J. C., Allan, N. P., Ana, Eo&no, B., Korte, K. J., Foa, E.
B., & Brady, K. T. (2019). Concurrent treatment of substance use disorders and PTSD using prolonged
exposure: A randomized clinical trial in military veterafddictive Behaviors90, 369 377.
https://doi.org/10.1016/JIADBEH.2018.11.032

Beck, J. G., Coffey, S. F., Foy, D. W., Keane, T. M., & Blanchard, E. B. (2009). Group cognitive behavior
therapy for chronic posttraumatic stress disorder: an initial randomized pilot Beftlvior Therapy
40(1), 82 92. https://doi.cy/10.1016/J.BETH.2008.01.003

Belleville, G., DubéFrenette, M., & Rousseau, A. (2018). Efficacy of Imagery Rehearsal Therapy and Cognitive
Behavioral Therapy in Sexual Assault Victims With Posttraumatic Stress Disorder: A Randomized
Controlled Trial.Jourral of Traumatic Stres81(4), 591 601. https://doi.org/10.1002/JTS.22306

Bisson, J. I., Ariti, C., Cullen, K., Kitchiner, N., Lewis, C., Roberts, N. P., Simon, N., Smallman, K., Addison,
K., Bell, V., BrookesHowell, L., Cosgrove, S., Ehlers, A., Fitzsirarns, D., FoscarirCraggs, P.,
Harris, S. R. S., Kelson, M., Lovell, K., McKenna, M., . . . Williafitsomas, R. (2022). Guided,
internet based, cognitive behavioural therapy for-ragtmatic stress disorder: pragmatic, multicentre,
randomised controlledoninferiority trial (RAPID). BMJ (Clinical research ed.B77, e069405
€069405. https://doi.org/https://dx.doi.org/10.1136A2021-069405

Blanchard, E. B., Hickling, E. J., Devineni, T., Veazey, C. H., Galovski, T. E., Mundy, E., Malta, L. S., &
Buckley, T. C. (2003)A controlled evaluation of cognitive behavioral therapyh@stress in motor
vehicle accident survivor&ehaviour Research and Theragy(1), 79 96.
https://doi.org/10.1016/S000867(01)0013D

Bohus, M., Dyer, A. S., Priebe, K., Krigd\., Kleindienst, N., Schmahl, C., Niedtfeld, I., & Steil, R. (2013).
Dialectical behaviour therapy for petsaumatic stress disorder after childhood sexual abuse in patients
with and without borderline personality disorder: A randomised controllddRssichotherapy and
Psychosomatic82(4), 221 233. https://doi.org/10.1159/000348451

Brady, F., Chisholm, A., Walsh, E., Ottisova, L., Bevilacqua, L., Mason, C., Von Werthern, M., Cannon, T.,
Curry, C., Komolafe, K., Robert, R. E., & Robjant, K. (2024arrative exposure therapy for survivors
of human trafficking: Feasibility randomised controlled trialPsych Operv(6), €196e196.
https://doi.org/https://dx.doi.org/10.1192/bjo.2021.1029

Bryant, R. A., Ekasawin, S., Chakrabhand, S., Suwanmitri, &n@ahun, O., & Chantaluckwong, T. (2011). A
randomized controlled effectiveness trial of cognitive behavior therapy fotrposhatic stress
disorder in terrorisaffected people in Thailan@Vorld Psychiatry10(3), 205.
https://doi.org/10.1002/J.2088545.2011.TB00058.X

Bryant, R. A, Kenny, L., Rawson, N., Cahill, C., Joscelyne, A., Garber, B., Tockar, J., Dawson, K., &
Nickerson, A. (2019). Efficacy of exposdbased cognitive behaviour therapy for pwatimatic stress
disorder in emergency servicerpennel: a randomised clinical tri&gdsychological Medicine49(9),
1565 1573. https://doi.org/10.1017/S0033291718002234

Bryant, R. A., Mastrodomenico, J., Hopwood, S., Kenny, L., Cabhill, C., Kandris, E., & Taylor, K. (2013).
Augmenting cognitive behaviotherapy for postraumatic stress disorder with emotion tolerance
training: a randomized controlled tri#dsychological Medicinet3(10), 21532160.
https://doi.org/10.1017/S0033291713000068

Bryant, R. A., Moulds, M. L., Guthrie, R. M., Dang, S. T., Madomenico, J., Nixon, R. D. V., Felmingham,
K. L., Hopwood, S., & Creamer, M. (2008). A randomized controlled trial of exposure therapy and
cognitive restructuring for posttraumatic stress disordtaurnal of Consulting and Clinical Psycholqgy
76(4), 695. https://doi.org/10.1037/A0012616

Bryant, R. A., Moulds, M. L., Guthrie, R. M., Dang, S. T., & Nixon, R. D. V. (2003). Imaginal exposure alone
and imaginal exposure with cognitive restructuring in treatment of posttraumatic stress disorder.



316 Appendix C

Journal of @nsulting and Clinical Psychology1(4), 706 712. https://doi.org/10.1037/0022
006X.71.4.706

Butollo, W., Karl, R., Kénig, J., & Rosner, R. (2018)Randomized Controlled Clinical Trial of Dialogical
Exposure Therapy versus Cognitive Processing Theap§dult Outpatients Suffering from PTSD
after Type | Trauma in Adulthoo®®sychotherapy and Psychosomati&s(1), 16 26.
https://doi.org/10.1159/000440726

Castillo, D. T., Chee, C. L., Nason, Eand KKreMileer b J.
M. W., & Keane, T. M. (2016). Grougdelivered cognitive/exposure therapy for PTSD in women
veterans: A randomized controlled triBsychological Trauma: Theory, Research, Practice, and
Policy, 8(3), 404 412. https://doi.org/10.1037/TRM00111

Chard, K. M. (2005). An evaluation of cognitive processing therapy for the treatment of posttraumatic stress
disorder related to childhood sexual abulsrirnal of Consulting and Clinical Psychologg(5), 965
971. https://doi.org/10.1037/002106X.73.5.965

Cloitre, M., Koenen, K. C., Cohen, L. R., & Han, H. (20&4ills training in affective and interpersonal
regulation followed by exposure: A phalsased treatment for PTSD related to childhood abuse.
Journal of Consulting and Clinical Psycholpg((5), 1067 1074. https://doi.org/10.1037//0022
006X.70.5.1067

Cloitre, M., StovaliMcClough, K. C., Nooner, K., Zorbas, P., Cherry, S., Jackson, C. L., Gan, W., & Petkova, E.
(2010). Treatment for PTSD related to childhood abuse: A randomized cahtr@leAmerican
Journal of Psychiatryl67(8), 915 924. https://doi.org/10.1176/appi.ajp.2010.09081247

Dell, L., Shisa, A., Forbes, A., O'Donnell, M., Bryant, R., Hodson, S., Morton, D., Battersby, M., Tuerk, P.,
Wallace, D., & Forbes, D. (2022). Effeat massed v. standard prolonged exposure therapy on PTSD in
military personnel and veterans: a Aaferiority randomised controlled triaPsychological Medicine
1-8. https://doi.org/https://doi.org/10.1017/S0033291722000927

Dunne, R. L., Kenardy, J., &terling, M. (2012). A randomized controlled trial of cognittvehavioral therapy
for the treatment of PTSD in the context of chronic whipl&iimical Journal of Pain28(9), 755 765.
https://doi.org/10.1097/AJP.0B013E318243E16B

Ehlers, A., Clark, D. M.Hackmann, A., McManus, F., Fennell, M., Herbert, C., & Mayou, R. (2003). A
Randomized Controlled Trial of Cognitive Therapy, a $elfp Booklet, and Repeated Assessments as
Early Interventions for Posttraumatic Stress Disordechives of General Psytry, 60(10), 1024
1032. https://doi.org/10.1001/ARCHPSYC.60.10.1024

Ehlers, A., Clark, D. M., Hackmann, A., McManus, F., & Fennell, M. (2005). Cognitive therapy fer post
traumatic stress disorder: development and evalud@ieimav Res The#3(4), 413431.
https://doi.org/10.1016/j.brat.2004.03.006

Ehlers, A., Hackmann, A., Grey, N., Wild, J., Liness, S., Albert, I., Deale, A., Stott, R., & Clark, D. M. (2014). A
randomized controlled trial of-d@ay intensive and standard weekly cognitive therapy for Pai8D
emotionfocused supportive therapfmerican Journal of Psychiatry71(3), 294 304.
https://doi.org/10.1176/APP1.AJP.2013.13040552/ASSET/IMAGES/LARGE/294F2.JPEG

Ehlers, A., Wild, J., WarnoelRarkes, E., Grey, N., Murray, H., Kerr, A., Rozental, AeWw, G., Janecka, M.,
Beierl, E., Tsiachristas, A., Peregalazar, R., Andersson, G., & Clark, D. (2023). Theragssisted
online psychological therapies differing in trauma focus for-frastmatic stress disorder (STOP
PTSD): a Ukbased, singkblind, randomised controlled trialancet Psychiatryl0(8), 608622.
https://doi.org/https://doi.org/10.1016/S220366(23)00185H

Falsetti, S. A., Resnick, H. S., & Davis, J. L. (2008). Multiple channel exposure therapy for women with PTSD
and comorbid paniattacks Cognitive Behaviour Therap@7(2), 117 130.
https://doi.org/10.1080/16506070801969088

Fecteau, G., & Nicki, R. (1999). Cognitive Behavioural Treatment of Post Traumatic Stress Disorder after Motor
Vehicle AccidentUndefined 27(3), 201 214. htts://doi.org/10.1017/S135246589927302X

Feske, U. (2008). Treating leimcome and minority women with posttraumatic stress disorder: a pilot study
comparing prolonged exposure and treatment as usual conducted by community théoapisisof
InterpersonalNiolence 23(8), 1027 1040. https://doi.org/10.1177/0886260507313967

Foa, E. B., McLean, C. P., Zang, Y., Rosenfield, D., Yadin, E., Yarvis, J. S., Mintz, J.,-¥m@®aughan, S.,
Borah, E. V., Dondanville, K. A, Fina, B. A., Halllark, B. N., Lichner[T., Litz, B. T., Roache, J.,
Wright, E. C., & Peterson, A. L. (2018). Effect of Prolonged Exposure Therapy Delivered Over 2
Weeks vs 8 Weeks vs Pres&@gntered Therapy on PTSD Symptom Severity in Military Personnel: A
Randomized Clinical TriaDAMA 3194), 354 364. https://doi.org/10.1001/JAMA.2017.21242

Forbes, D., Lloyd, D., Nixon, R. D. V., Elliott, P., Varker, T., Perry, D., Bryant, R. A., & Creamer, M. (2012). A
multisite randomized controlled effectiveness trial of cognitive processing theramylifary-related
posttraumatic stress disordé@ournal of Anxiety Disorder26(3), 443 452.
https://doi.org/10.1016/J.JANXDIS.2012.01.006

Ford, J. D., Grasso, D. J., Greene, C. A,, Slivinsky, M., & DeViva, J. C. (2018). Randomized clinical trial pilot
study of prolonged exposure versus present centred affect regulation therapy for PTSD and anger



Appendix C 317

problems with male military combat vetera@dinical Psychology & Psychotherap®5(5), 641 649.
https://doi.org/10.1002/CPP.2194

Franklin, C. L., Cuccurullo, LA., Walton, J. L., Arseneau, J. R., & Petersen, N. J. (20%&e to face but not in
the same place: A pilot study of prolonged exposure thedapynal of Trauma & Dissociation: The
Official Journal of the International Society for the Study of Disstm (ISSD)18(1), 116 130.
https://doi.org/10.1080/15299732.2016.1205704

HenselDittmann, D., Schauer, M., Ruf, M., Catani, C., Odenwald, M., Elbert, T., & Neuner, F. (2011).
Treatment of traumatized victims of war and torture: a randomized controlegacison of narrative
exposure therapy and stress inoculation trairffsychotherapy and Psychosomati(6), 345 352.
https://doi.org/10.1159/000327253

Hinton, D. E., Hofmann, S. G., Rivera, E., Otto, M. W., & Pollack, M. H. (2011). Culturally ade@&dCA-
CBT) for Latino women with treatmemésistant PTSD: a pilot study comparing-C8T to applied
muscle relaxatiorBehaviour Research and Therag®(4), 275 280.
https://doi.org/10.1016/J.BRAT.2011.01.005

Hoégberg, G., Pagani, M., Sundin, O., Ssark, AbergWistedt, A., Tarnell, B., & Hallstrém, T. (2007). On
treatment with eye movement desensitization and reprocessing of chroriapasatic stress disorder
in public transportation workers randomized controlled tridNordic Journal of Psywatry, 61(1),
541 61. https://doi.org/10.1080/08039480601129408

Hollifield, M., Sinclair-Lian, N., Warner, T. D., & Hammerschlag, R. (2007). Acupuncture for posttraumatic
stress disorder: a randomized controlled pilot tiidle Journal of Nervous and MahDisease1956),
504i 513. https://doi.org/10.1097/NMD.0B013E31803044F8

Karatzias, T., Power, K., Brown, K., McGoldrick, T., Begum, M., Young, J., Loughran, P., Chouliara, Z., &
Adams, S. (2011). A controlled comparison of the effectiveness and efficdéhwo psychological
therapies for posttraumatic stress disorder: eye movement desensitization and reprocessing vs.
emotional freedom techniqueéghe Journal of Nervous and Mental Diseak@9(6), 372 378.
https://doi.org/10.1097/NMD.0B013E31821CD262

Kubany, E. S., Hill, E. E., Owens, J. A., lanagpencer, C., McCaig, M. A., Tremayne, K. J., & Williams, P. L.
(2004). Cognitive trauma therapy for battered women with PTSD {BW]). Journal of Consulting
and Clinical Psychology72(1), 3 18. https://doi.or{f0.1037/0022006X.72.1.3

Langkaas, T. F., Hoffart, A., @ktedalen, T., Ulvenes, P. G., Hembree, E. A., & Smucker, M. did9ure
and nonrfear emotions: A randomized controlled study of exposased and rescriptifgased
imagery in PTSD treatmerBehaviour Research and Therg®y, 33 42.
https://doi.org/10.1016/J.BRAT.2017.06.007

Lely, J. C. G., Knipscheer, J. W., Moerbeek, M., Ter Heide, F. J. J., Van Den Bout, J., & Kleber, R. J. (2019).
Randomised controlled trial comparing narrative exposumaplyewith presententred therapy for
older patients with pogtaumatic stress disordéf.h e Br i ti sh Journal of Psychi
Mental Science214(6), 369 377. https://doi.org/10.1192/BJP.2019.59

Lindauer, R. J. L., Gersons, B. P. R., Van jeiE. P. M., Blom, K., Carlier, I. V. E., Vrijlandt, I., & OIff, M.
(2005).Effects of brief eclectic psychotherapy in patients with posttraumatic stress disorder:
randomized clinical trialJournal of Traumatic Stres$8(3), 205 212.
https://doi.org/10L002/JTS.20029

Markowitz, J. C., Petkova, E., Neria, Y., Van Meter, P. E., Zhao, Y., Hembree, E., Lovell, K., Biyanova, T., &
Marshall, R. D. (2015). Is Exposure Necessary? A Randomized Clinical Trial of Interpersonal
Psychotherapy for PTSOrhe Americadournal of Psychiatryl72(5), 430 440.
https://doi.org/10.1176/APPI.AJP.2014.14070908

Maxwell, K., Callahan, J. L., Holtz, P., Janis, B. M., Gerber, M. M., & Connor, D. R. (2016). Comparative study
of group treatments for posttraumatic stress disoRlchotherapy (Chicago, I, 53(4), 433 445.
https://doi.org/10.1037/PST0000032

McDonagh, A., McHugo, G., Sengupta, A., Demment, C. C., Schnurr, P. P., Friedman, M., Ford, J., Mueser, K.,
Founder, D., & Descamps, M. (2005). Randomized trial of cognitéravioral therapy for chronic
posttraumatic stress disorder in adult female survivors of childhood sexual &tawsel of Consulting
and Clinical Psychology73(3), 515 524. https://doi.org/10.1037/00206X.73.3.515

McGovern, M. P., Lambettarris, C., Aterman, A. ., Xie, H., & Meier, A. (2011). A Randomized Controlled
Trial Comparing Integrated Cognitive Behavioral Therapy Versus Individual Addiction Counseling for
Co-occurring Substance Use and Posttraumatic Stress Disaidarsal of Dual Diagnosis7(4), 207
227. https://doi.org/10.1080/15504263.2011.620425

McLay, R. N., Baird, A., Web#urphy, J., Deal, W., Tran, L., Anson, H., Klam, W., & Johnston, S. (2017). A
Randomized, Heatb-Head Study of Virtual Reality Exposure Therapy for PosttraumartesS
Disorder.Cyberpsychology, Behavior and Social Network2(§4), 218 224.
https://doi.org/10.1089/CYBER.2016.0554



318 Appendix C

Monson, C. M., Schnurr, P. P., Resick, P. A., Friedman, M. J., ¥uny ., & Stevens, S. P. (2006). Cognitive
processing therapy faeterans with militaryrelated posttraumatic stress disordieuurnal of
Consulting and Clinical Psychology4(5), 898 907. https://doi.org/10.1037/00ZM6X.74.5.898

Morland, L. A., Mackintosh, M. A., Glassman, L. H., Wells, S. Y., Thorp, S. R., Rauéh,8., Cunningham,
P. B., Tuerk, P. W., Grubbs, K. M., Golshan, S., Sohn, M. J., & Acierno, R. (2019).-biased
delivery of variable length prolonged exposure therapy: A comparison of clinical efficacy between
service modalitiesDepression and Anxiet@7(4), 346 355. https://doi.org/10.1002/DA.22979

Mueser, K. T., Gottlieb, J. D., Xie, H., Lu, W., Yanos, P. T., Rosenberg, S. D., Silverstein, S. M., Duva, S. M.,
Minsky, S., Wolfe, R. S., & McHugo, G. J. (201E&\aluation of cognitive restructuring fpost
traumatic stress disorder in people with severe mental iliiesse Br i t i sh Journal of P
Journal of Mental Scien¢@06(6), 501 508. https://doi.org/10.1192/BJP.BP.114.147926

Mueser, K. T., Rosenberg, S. D., Xie, H., Jankowski, M. K., Bolton, E. E., Lu, W., Hamblen, J. L., Rosenberg,
H. J., McHugo, G. J& Wolfe, R. (2008) A randomized controlled trial of cognitiMeehavioral
treatment for posttraumatic stress disorder in severe mental illwessal of Consulting and Clinical
Psychology76(2), 259 271. https://doi.org/10.1037/002W6X.76.2.259

Nidich, S., Mills, P. J., Rainforth, M., Heppner, P., Schneider, R. H., Rosenthal, N. E., Salerno, J.-Kaglord
C., & Rutledge, T. (2018). Netraumafocused meditation versus exposure therapy in veterans with
posttraumatic stress disorder: a randomisedtrolled trial. The Lancet. Psychiaty$(12), 975 986.
https://doi.org/10.1016/S221(366(18)30384%6

Nijdam, M. J., Gersons, B. P. R., Reitsma, J. B., De Jongh, A., & OIff, M. (2B1i2J.eclectic psychotherapy
V. eye movement desensitisation and oepssing therapy for pesaumatic stress disorder:
randomised controlledtrial he Br i ti sh Jour nal of PsycBIO@t ry. : Th
224 231.https://doi.org/10.1192/BJP.BP.111.099234

Peck, K. R., Badger, G. J., Cole, R., Higgins, S. T., MoXelly, N., & Sigmon, S. C. (2023). Prolonged
exposure therapy for PTSD in individuals with opioid use disorder: A randomized pilot Atldigtive
Behaviors 143 1-8. https://doi.org/10.1016/j.addbeh.20237688

Peterson, A. L., Blount, T. H., Foa, E. B., Brown, L. A., McLean, C. P., Mintz, J., Schobitz, R. P., DeBeer, B. R.,
Mignogna, J., Fina, B. A, Evans, W. R, Synett, S.,4d4dIrk, B. N., Rentz, T. O., Schrader, C.,
Yarvis, J. S., Dondanville, K. AHansen, H., Jacoby, V. M., . .. Keane, T. M. (2023). Massed vs
Intensive Outpatient Prolonged Exposure for Confbelated Posttraumatic Stress Disorder: A
Randomized Clinical TriaJAMA network oper6(1), e22494222249422.
https://doi.org/https://dx.doi.org/10.1001/jamanetworkopen.2022.49422

Peterson, A. L., Mintz, J., Moring, J. C., Straud, C. L., YoMafaughan, S., McGeary, C. A., McGeary, D.
D., Litz, B. T., vdligan, D. |., Macdonald, A., Mat&alan, E., Holliday, S. L., Dillon, K. H., Roache, J.
D., Bira, L. M., Nabity, P. S., Medellin, E. M., Hale, W. J., & Resick, P. A. (2022)ffine, inrhome,
and telehealth cognitive processing therapy for posttrauistagiss disorder in veterans: a randomized
clinical trial. BMC Psychiatry22(1), 41-41. https://doi.org/https://dx.doi.org/10.1186/s12 888>
036994

Popiel, A., Zawadzki, B.,iPa g o ws k a , E. , & Tei chman, Y. (2015) . Pr ol
combination in the treatment of PTSD following a motor vehicle accident. A randomized clinical trial
The ft RAKJIbwnhal®ftBahdwor Therapy and Experimental Psychjat8y 17 26.
https://doi.org/10.1016/J.JBTEP.2015.01.002

Rauch, S. A. M., King, A. P., Abelson, J., Tuerk, P. W., Smith, E., Rothbaum, B. O., Clifton, E., Defever, A., &
Liberzon, I. (2015). Biological and symptom changes in posttraumatic stress discatfeetre A
randomized clinical triaDepression and Anxiet32(3), 204 212. https://doi.org/10.1002/DA.22331

Ready, D. J., Mascaro, N., Wattenberg, M. S., Sylvers, P., Worley, V., & BrBdieyno, B. (2018). A
Controlled Study of GrouyBased Exposure Thapy with VietnarmEra Veterans.
Https://D0i.0rg/10.1080/15325024.2018.1485288(6), 439 457.
https://doi.org/10.1080/15325024.2018.1485268

Reger, G. M., KoenekVoods, P., Zetocha, K., Smolenski, D. J., Holloway, K. M., Rothbaum, B. O., Difede, J.
A., Rizzo, A. A, EdwardsStewart, A., Skopp, N. A., Mishkind, M., Reger, M. A., & Gahm, G. A.
(2016). Randomized controlled trial of prolonged exposure using imaginal exposure vs. virtual reality
exposure in active duty soldiers with deploymesiaited posttrauatic stress disorder (PTSDjpurnal
of Consulting and Clinical Psychologg4(11), 946 959. https://doi.org/10.1037/CCP0000134

Resick, P. A., Galovski, T. E., Uhlmansiek, M. O. B., Scher, C. D., Clum, G. A, & ¥&ung. (2008). A
randomized clinical tal to dismantle components of cognitive processing therapy for posttraumatic
stress disorder in female victims of interpersonal violedoernal of Consulting and Clinical
Psychology76(2), 243 258. https://doi.org/10.1037/00ZW6X.76.2.243

Resick, PA., Nishith, P., Weaver, T. L., Astin, M. C., & Feuer, C. A. (2002). A comparison of cognitive
processing therapy with prolonged exposure and a waiting condition for the treatment of chronic
posttraumatic stress disorder in female rape victiimgrnal ofConsulting and Clinical Psychology
70(4), 867 879. https://doi.org/10.1037//00ZW6X.70.4.867


https://doi.org/10.1192/BJP.BP.111.099234
https://doi.org/10.1016/j.addbeh.2023.107688
https://doi.org/https:/dx.doi.org/10.1001/jamanetworkopen.2022.49422
https://doi.org/https:/dx.doi.org/10.1186/s12888-022-03699-4
https://doi.org/https:/dx.doi.org/10.1186/s12888-022-03699-4

Appendix C 319

Resick, P. A., Wachen, J. S., Dondanville, K. A., Pruiksma, K. E., Yarvis, J. S., Peterson, A. L., Mintz, J., Borah,
E. V., Brundige, A., Hembree, E. A., LitB, T., Roache, J. D., & YounlicCaughan, S. (2017). Effect
of Group vs Individual Cognitive Processing Therapy in Actiugy Military Seeking Treatment for
Posttraumatic Stress Disorder: A Randomized Clinical Ti&MA Psychiatry74(1), 28 36.
https:/Hoi.org/10.1001/JAMAPSYCHIATRY.2016.2729

Resick, P. A., Wachen, J. S., Mintz, J., YotMgCaughan, S., Roache, J. D., Borah, A. M., Borah, E. V.,
Dondanville, K. A., Hembree, E. A., Litz, B. T., & Peterson, A. L. (2015). A randomized clinical trial
of groyp cognitive processing therapy compared with group prasariered therapy for PTSD among
active duty military personnelournal of Consulting and Clinical Psycholo@3(6), 1058 1068.
https://doi.org/10.1037/CCP0000016

Rothbaum, B. O., Astin, M. C., &arsteller, F. (2005). Prolonged exposure versus Eye Movement
Desensitization and Reprocessing (EMDR) for PTSD rape viciowsnal of Traumatic Stres&8(6),
607 616. https://doi.org/10.1002/jts.20069

Sack, M., Zehl, S., Otti, A., Lahmann, C., Hennimgde., Kruse, J., & Stingl, M. (2016). A Comparison of Dual
Attention, Eye Movements, and Exposure Only during Eye Movement Desensitization and
Reprocessing for Posttraumatic Stress Disorder: Results from a Randomized Clinical Trial.
Psychotherapy and Pdyasomatics85(6), 357 365. https://doi.org/10.1159/000447671

Schacht, R. L., Brooner, R. K., King, V. L., Kidorf, M. S., & Peirce, J. M. (2017). Incentivizing attendance to
prolonged exposure for PTSD with opioid use disorder patients: A randomizedilleatrial. Journal
of Consulting and Clinical Psychologgx(7), 689 701. https://doi.org/10.1037/CCP0000208

Schnurr, P. P., Chard, K. M., Ruzek, J. I., Chow, B. K., Resick, P. A., Foa, E. B., MarxH&eBman, M. J.,
Bovin, M. J., Caudle, K. L., Castillo, D., Curry, K. T., Hollifield, M., Huang, G. D., Chee, C. L., Astin,
M. C., Dickstein, B., Renner, K., Clancy, C. P., . .. Shiha(2022). Comparison of Prolonged
Exposure vs Cognitive Procesgiiherapy for Treatment of Posttraumatic Stress Disorder Among US
Veterans: A Randomized Clinical TridlAMA network operb(1), €213692%2136921.
https://doi.org/httpgfdx.doi.org/10.1001/jamanetworkopen.2021.36921

Schnurr, P. P., Friedman, M. J., Engel, C. C., Foa, E. B., Shea, M. T., Chow, B. K., Resick, P. A., Thurston, V.,
Orsillo, S. M., Haug, R., Turner, C., & Bernardy, N. (2007). Cognitive behavioral therapy for
posttraumatic stress disorder in women: a randomized controlled &M 297(8), 820 830.
https://doi.org/10.1001/JAMA.297.8.820

Schnurr, P. P., Friedman, M. J., Foy, D. W., Shea, M. T., Hsieh, F. Y., Lavori, P. W., Glynn, S. M., Wattenberg,
M., & Bernardy, N. C. (2003)Randomized trial of traumfocused group therapy for posttraumatic
stress disorder: results from a department of veterans affairs cooperativedstinilyes of General
Psychiatry 60(5), 481 489. https://doi.org/10.1001/ARCHPSYC.6@.81

Sloan, D. M., Marx, B. P., Lee, D. J., & Resick, P. A. (2018). A Brief ExpeBased Treatment vs Cognitive
Processing Therapy for Posttraumatic Stress Disorder: A Randomized Noninferiority Clinical Trial.
JAMA Psychiatry75(3), 233 239. https://dobrg/10.1001/JAMAPSYCHIATRY.2017.4249

Sloan, D. M., Unger, W., Lee, D. J., & Beck, J. G. (2018). A Randomized Controlled Trial of Group Cognitive
Behavioral Treatment for Veterans Diagnosed With Chronic Posttraumatic Stress Disoudeal of
Traumatic Stess 31(6), 886 898. https://doi.org/10.1002/JTS.22338

Stenmark, H., Catani, C., Neuner, F., Elbert, T., & Holen, A. (2013). Treating PTSD in refugees and asylum
seekers within the general health care system. A randomized controlled multicenteBshaslipur
Research and Therapy1(10), 641 647.https://doi.org/10.1016/J.BRAT.2013.07.002

Tayl or , D. J., Pruiksma, K. E. , Mintz, J., Slavish, D.
Young McCaughan, S., Nicholson, K. L., Litz, B. T
(2023). Treatment of comorbid sleep disordmrd posttraumatic stress disorder in US active duty
military personnel: A pilot randomized clinical tridlournal of Traumatic Stres86(4), 712726.
https://doi.org/10.1002/jts.22939

Taylor, S., Thordaon, D. S., Fedoroff, I. C., Maxfield, L., Lovell, K., & Ogrodniczuk, J. (2003). Comparative
efficacy, speed, and adverse effects of three PTSD treatments: exposure therapy, EMDR, and relaxation
training.Journal of Consulting and Clinical Psycholggii(2), 330' 338. https://doi.org/10.1037/0022
006X.71.2.330

Ter Heide, F. J. J., Mooren, T. M., Van De Schoot, R., De Jongh, A., & Kleber, R. J. @pd6)hovement
desensitisation and reprocessing therapy v. stabilisation as usual for refugees: randoitnidézticon
tia.l The British Journal of PsycB094,t3t1B18: The Journal
https://doi.org/10.1192/BJP.BP.115.167775

ThompsorHollands, J., Lunney, C. A., Sloan, D. M., Wiltsey Stirman&SSchnurr, P. P. (2023). Treatment
length and symptom improvement in prolonged exposure and pias@stred therapy for
posttraumatic stress disorder: Comparing dossponse and goeehough level models in two
manualized interventiondournal of Consuing and Clinical Psycholog¥1(10), 596605.
https://doi.org/10.1037/ccp0000834


https://doi.org/10.1037/CCP0000208
https://doi.org/https:/dx.doi.org/10.1001/jamanetworkopen.2021.36921
https://doi.org/10.1016/J.BRAT.2013.07.002
https://doi.org/10.1002/jts.22939
https://doi.org/10.1192/BJP.BP.115.167775
https://doi.org/10.1037/ccp0000834

320 Appendix C

Trottier, K., Monson, C. M., Wonderlich, S. A., & Crosby, R. D. (2022). Results of the first randomized
controlled trial ofintegrated cognitivdehavioral therapy for eating disorders and posttraumatic stress
disorder Psychological Medicing2(3), 587596.
https://doi.org/https://dx.doi.org/10.1050033291721004967

Van Den Berg, D. P. G., De Bont, P. A. J. M., Van Der Vleugel, B. M., De Roos, C., De Jongh, A., Van Minnen,
A., & Van Der Gaag, M. (2015Prolonged exposure vs eye movement desensitization and reprocessing
vs waiting list for posttrauatic stress disorder in patients with a psychotic disorder: a randomized
clinical trial. JAMA Psychiatry72(3), 259 267.
https://doi.org/10.1001/JAMAPSYCHIATRY.2014.2637

Van Der Kolk, B. A., Spinazzola, J., Blaustein, M. E., Hopper, J. W., Hopper, Kok, D. L., & Simpson,

W. B. (2007).A randomized clinical trial of eye movement desensitization and reprocessing (EMDR),
fluoxetine, and pill placebo in the treatment of posttraumatic stress disorder: treatment effects-and long
term maintenanc&he Jounal of Clinical Psychiatry68(1), 37 46.

https://doi.org/10.4088/JCP.V68N0105

van Vliet, N. I., Huntjens, R. J. C., van Dijk, M. K., Bachrach, N., Meewissd,.M& de Jongh, A. (2021).
Phasebased tratment versus immediate trawfecused treatment for pesaumatic stress disorder
due to childhood abuse: Randomised clinical tBdPsych Operv(6), 2021105720211057.
https://da.org/https://dx.doi.org/10.1192/bjo.2021.1057

Vera, M., ReyesRabanillo, M. L., Juarbe, D., Pér€2drogo, C., Olmo, A., Kichic, R., & Chaplin, W. F. (2011).
Prolonged exposure for the treatment of Spasseaking Puerto Ricans with posttraumatic stress
disorder: A feasibility studyBMC Research Noted(1), 1i 8. https://doi.org/10.1186/1758004-
415/FIGURES/1

Wells, A., Walton, D., Lovell, K., & Proctor, D. (2015). Metacognitive Therapy Versus Prolonged Exposure in
Adults with Chronic PostraumaticStress Disorder: A Parallel Randomized Controlled T@algnitive
Therapy and ResearcB9(1), 70 80. https://doi.org/10.1007/S10608 496366

Yehuda, R., Pratchett, L. C., EImes, M. W., Lehrner, A., Daskalakis, N. P., Koch, E., Makotkine, I., Fbory, J.
& Bierer, L. M. (2014). Glucocorticoidelated predictors and correlates of piogaimatic stress
disorder treatment response in combat vetetatexrface Focus4(5).
https://doi.org/10.1098/RSFS.2014.0048

Yuen, E. K., Gros, D. F., Price, M., Zeigl&., Tuerk, P. W., Foa, E. B., & Acierno, R. (2015). Randomized
Controlled Trial of HomeBased Telehealth Versus-Rerson Prolonged Exposure for ComBaiated
PTSD in Veterans: Preliminary Resulisurnal of Clinical Psychology'1(6), 500 512.
https://doi.org/10.1002/JCLP.22168

Zaccari, B., Sherman, A. D. F., Feb@srdero, S., Higgins, M., & Kelly, U. (2022). Findings from a pilot study
of Trauma Center Traurd@ensitive Yoga versus cognitive procegsiherapy for PTSD related to
military sexual trauma among women Veterddsmplementary therapies in medicia®, 102850
102850.https://doi.org/https://dx.doi.org/10.1016/jrat2022.102850


https://doi.org/https:/dx.doi.org/10.1017/S0033291721004967
https://doi.org/10.4088/JCP.V68N0105
https://doi.org/https:/dx.doi.org/10.1192/bjo.2021.1057
https://doi.org/10.1002/JCLP.22168
https://doi.org/https:/dx.doi.org/10.1016/j.ctim.2022.102850

Appendix C

321

C6. List of excluded studies

Citation

Reason for exclusion

Acierno, R., Jaffe, A. E., Gilmore, A. K., Birks, A., Denier, C., Muzzy, W., Lopez, C. M., Tue
P., & Grubaugh, A. L. (20217 randomized clinical trial of iperson vs. hombased
telemedicine delivery of Prolonged Exposure for PTSD in military sexual trauma survivors.
Journal of anxiety disordey83, 102461.
https://doi.org/https://dx.doi.org/11016/j.janxdis.2021.102461

Acierno, R., Knapp, R., Tuerk, P., Gilmore, A. K., Lejuez, C., Ruggiero, K., Muzzy, W., Ege
L., HernandeZTejada, M. A,, & Ba, E. B. (2017)A non-inferiority trial of Prolonged Exposure
for posttraumatic stress disorder: In person versus fo@sed telehealtfBehaviour research anc
therapy 89, 57-65. https://doi.orgl0.1016/j.brat.2016.11.009

Akbarian, F., Bajoghli, H., Haghighi, M., Kalak, N., Holsbdeachsler, E., & Brand, S. (2015).
The effectiveness of cognigwbehavioral therapy with respect to psychological symptoms ant
recovering autobiographical memory in patients suffering frompasinatic stress disorder.
Neuropsychiatric disease and treatmeltt, 395404.https://doi.org/10.2147/NDT.S79581

Alghamdi, M., Hunt, N., & Thomas, S. (2015). The effectiveness of narrative exposure ther:
with traumatised firefighters in Saudi@ia: A randomized controlled studehaviour research
and therapy66, 64-71. https://doi.org/10.1016/j.brat.2015.01.008

Alpert, E., Hayes, A. MBarnes, J. B., & Sloan, D. M. (2023). Using Client Narratives to Ider
Predictors of Outcome in Written Exposure Therapy and Cognitive Processing Tiashayior
therapy 54(2), 185199.https://doi.org/https://dx.doi.org/10.1016/j.beth.2022.09.002

Andersson, G., Olsson, E., Ringsgard, E., Sandgren, T., Viklund, I., Andersson, C., Hesseli
Y., Johansson, R., Nordgren, L. B., & Bohman, B. (20RWjividually tailored Internetelivered
cognitivebehavioral therapy for survivors of intimate partner violence: A randomized contro
pilot trial. Internet interventions26, 100453.
https://doi.org/https://dx.doi.org/10.1016/j.invent.2021.100453

Arditte Hall, K. A., Werner, K. B., Griffin, M. G., & Galovski, T. E. (202T)he effects of
cognitive processing therapy + hypnosis on dbjecsleep quality in women with posttraumatic
stress disordePsychological Trauma: Theory, Research, Practice, and Pdl&$), 652656.
https://doi.org/10.1037/tra0000970

Arntz, A, Tiesema, M., & Kindt, M. (2007 reatment of PTSD: A comparison of imaginal
exposure with and without imagery rescriptidgurnal of behavior therapy and experimental
psychiatry 38(4), 345370.https://doi.org/https://doi.org/10.1016/j.jbtep.2007.10.006

Asukai, N., Saito, A., Tsuruta, N., Kishimoto, J., & Nishikawa, T. (2010). Efficacy of exposui
therapy for Japanegatients with posttraumatic stress disorder due to mixed traumatic event
randomized controlled study.Trauma Stres®23(6), 744750.https://doi.org/10.1002/jts.20589

Bayley, P., SchulHeik, J., Tang, J., Mathersul, D., Avery, T., Wong, M., Zeitzer, J., Rosen,
Burn, A., Hernandez, B., Lazzeroni, L., & Seppéala, E. (2022). Randomised clinicaifanarity
trial of breathingbased meditation and cognitive processing therapy for symptoms of post
traumatic stress disorder in military veteraB®slJ Open12(8).
https://doi.org/hts://doi.org/10.1136/bmjope2021-056609

Beidel, D. C., Frueh, B. C., Uhde, T. W., Wong, N., & Mentrikoski, J. M. (2011).
Multicomponent behavioral treatment for chronic comfatdted posttraumatic stressalider: a
randomized controlled triall Anxiety Disorgd25(2), 224231.
https://doi.org/10.1016/j.janxdis.2010.09.006

Bellehsen, M., Stoycheva, V., Cohen, B. H., & Nidich, S. (208Bilot Randomized Controlled
Trial of Transcendental Meditation as Treatment for Posttraumatic Stress Disorder in Veter:
Journal of traumatic stres85(1), 2231. https://doi.org/https://dx.doi.org/10.1002/jts.22665

Benfer, N., Darnell, B. C., Rusowig2razem, L., Fielstein, E. M., @Gnthal, B., Lehavot, K.,
Marx, B. P., & Litz, B. (2023)An examination of the criterierelated validity of varying
methods of indexing clinically significant change in posttraumatic stress disorder treatment.
Psychological Trauma: Theory, Research, Pi@gtand Policy
https://doi.org/10.1037/tra0001479

Bichescu, D., Neuner, F., Schauer, M., & Elbert, T. (208@)rative exposure therapy for
political imprisonmentelated chronic pdsaumatic stress disorder and depresdd@iav Res
Ther, 45(9), 22122220.https://doi.org/10.1016/j.brat.2006.12.006

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSHliagnosis
based on a structured interview at
inclusion

No full PTSD-diagnosis required
for inclusion

Secondary analyses

No full PTSD-diagnosis required
for inclusion

Secondary analyses

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

Data do not allow conclusions on
the number of nomesponders per
experimental and control group

No full PTSD-diagnosis required
for inclusion

No dichotomous cliniciamated or
self-reported response outcome
related ¢ change in PTSD
symptoms

Not a psychotherapeutic guideline
recommended intervention

Secondary analyses

Postassessment more than six
weeks after the end of treatment



https://doi.org/https:/dx.doi.org/10.1016/j.janxdis.2021.102461
https://doi.org/10.1016/j.brat.2016.11.009
https://doi.org/10.2147/NDT.S79581
https://doi.org/10.1016/j.brat.2015.01.008
https://doi.org/https:/dx.doi.org/10.1016/j.beth.2022.09.002
https://doi.org/https:/dx.doi.org/10.1016/j.invent.2021.100453
https://doi.org/10.1037/tra0000970
https://doi.org/https:/doi.org/10.1016/j.jbtep.2007.10.006
https://doi.org/10.1002/jts.20589
https://doi.org/https:/doi.org/10.1136/bmjopen-2021-056609
https://doi.org/10.1016/j.janxdis.2010.09.006
https://doi.org/https:/dx.doi.org/10.1002/jts.22665
https://doi.org/10.1037/tra0001479
https://doi.org/10.1016/j.brat.2006.12.006

322

Appendix C

Citation

Reason for exclusion

Bottche, M., Wagner, B., Vohringer, M., Heinrich, M., Stein, J., Selmo, P., Stammel, N., &
Knaevelsrud, C. (2021)s only one cognitive technique also effective? Results from a
randomized controlled trial of two different versions ofirstlernetbased cognitive behavioural
intervention for postraumatic stress disorder in Arakipeaking countrieguropean Journal of
Psychotraumatologyl 2(1), 1943870.
https://doi.org/https://dx.doi.org/10.1080/20008198.2021.1943870

Bragesjo, M., Arnberg, F. K., Olofsdotter Lauri, K., Aspvall, K., Sarnholm, J., & Andersson,
(2023). Condensed Interréeliveredprolonged exposure provided soon after trauma: a
randomised trialPsychological Medicing3(5), 19891998.
https://doi.org/https://dx.doi.org/10.1017/S0033291721003706

Bragesjo, M., Arnberg, F. K., Sarnholm, J., Olofsdotter Lauri, K., & Andersson, E. (2021).
Condensed internetelivered prolonged exposure provided soon after trauma: A randomised
trial. Internet intervention23, 100358.
https://doi.org/https://dx.doi.org/10.1016/j.invent.2020.100358

Brom, D., Kleber, R. J., & Defares, P. B. (198jdief psychotherapy for posttraumatic stress
disordersJournal of Consulting and Clinical Psycholo@y(5), 607.
https://doi.org/10.1037//002Q06x.57.5.607

Brown, D. G., Flanagan, J. C., Jarnecke, A., Killeen, T. K., & Back, S. E. (2022). Ethnoracie
differences in treatmessteeking veterans with substance use disorders aadatwring PTSD:
Presenting characteristics and response torated) exposurbased treatmendournal of
ethnicity in substance abys#1(3), 11411164.
https://doi.org/https://dx.doi.org/10.1080/15332640.2020.1836699

Bryant, R., Dawson, K., Azevedo, S., Yadav, S., Cahill, C., Kenny, L., Maccallum, F., Tran,
Rawson, N., Tockar, J., Garber, B., & Keyan, D. (2022). Augmenting tréocoaed
psychotherapy for pogtaumatic stress disorder with brief aerobic exertrisdustralia: a
randomised clinical trial.ancet Psychiatryl0(1), 21-29.
https://doi.org/https://doi.org/10.1016/S220366(22)0036%

Bryant, R., Kenny, L., Rawson, N., Cahill, C., Joscelyne, A., Garber, B., Tockar, J., Tran, J.
Dawson, K. (2021). Twayear followup of traumaocused cognitive behavior therapy for
posttrauméc stress disorder in emergency service personnel: a randomized clinical trial.
Depression and Anxiet$8(11), 11311137.https://doi.org/https://doi.org/10.1002/da.23214

Buhmann, C. B., Nordentoft, M., Ekstroem, M., Carlsson, J., & Mortensen, E. L. (ABES).
effect of flexible cognitivebehavioural therapy and medical treatment, includintidepressants
on posttraumatic stress disorder and depression in traumatised refugees: pragmatic randor
controlled clinical trialBr J Psychiatry2083), 252259.
https://doi.org/10.1192/bjpp.114.150961

Burrichter, K., & Logan, W. (2023). The effectiveness of eye movement desensitization anc
reprocessing in the treatment of ptstumatic stress disorder: a dammized controlled trial.
Revista de Psiquiatria Clinic®0(1), 6370. https://doi.org/https://dx.doi.org/10.15761/0101
60830000000523

Burton, M. S., Cooper, A. A, Mello, P. G., Feeny, N. C., & Zoellner, L. A. (2021). Latent
Profiles of Comorbid Depression as Predictors of PTSD Treatment OutBefmavior therapy,
52(4), 97098L1. https://doi.org/https://dx.doi.org/10.1016/j.beth.2020.12.005

Burton, M. S., Marks, E. H., Bedaf@illigan, M. A., Feeny, N. C., & Zoellner, L. A. (2021). The
effect of perceived life stress on posttraumatic stress disorder treatment oukosomal of
Traumatic Stress, 38), 12191227. https://di.org/https://dx.doi.org/10.1002/jts.22744

Butler, O., Willmund, G., Gleich, T., Gallinat, J., Kiihn, S., & Zimmermann, P. (2018).
Hippocampal gray matter increases following multimodal psychological treatment for eombi
related postraumatic stress disord@rain Behay8(5), e00956.
https://doi.org/10.1002/brb3.956

Capone, C., Presseau, C., Saunders,d&ariE., Hamblen, J., & McGovern, M. (2018). Is
Integrated CBT Effective in Reducing PTSD Symptoms and Substance Use in Iraq and
Afghanistan Veterans? Results from a Randomized Clinical Gagnitive therapy and
research42(6), 735746.https://doi.org/10.1007/s106@8.8-9931-8

Not a psychotherapeutic guideline
recommended intervention

No full PTSD-diagnosis required
for inclusion

No full PTSD-diagnosis required
for inclusion

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

Secondary analyses

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

No dichotomous dfiician-rated or
selfreported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSRliagnosis
based on a structured interview at
inclusion

Not a randomized controlled trial

Secondary analyses

Secondary analyses

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms



https://doi.org/https:/dx.doi.org/10.1080/20008198.2021.1943870
https://doi.org/https:/dx.doi.org/10.1017/S0033291721003706
https://doi.org/https:/dx.doi.org/10.1016/j.invent.2020.100358
https://doi.org/10.1037/0022-006x.57.5.607
https://doi.org/https:/dx.doi.org/10.1080/15332640.2020.1836699
https://doi.org/https:/doi.org/10.1016/S2215-0366(22)00368-6
https://doi.org/https:/doi.org/10.1002/da.23214
https://doi.org/10.1192/bjp.bp.114.150961
https://doi.org/https:/dx.doi.org/10.15761/0101-60830000000523
https://doi.org/https:/dx.doi.org/10.15761/0101-60830000000523
https://doi.org/10.1002/brb3.956
https://doi.org/10.1007/s10608-018-9931-8

Appendix C

323

Citation

Reason for exclusion

Carlson, J. G., Chemtob, C. M., RukpK., Hedlund, N. L., & Muraoka, M. Y. (1998). Eye
movement desensitization and reprocessing (EDMR) treatment for cosfdtad posttraumatic
stress disorded Trauma Stresd.1(1), 3-24. https://da.0org/10.1023/a:1024448814268

Carlsson, J., Sonne, C., Vindbjerg, E., & Mortensen, E. L. (2018). Stress management vers
cognitive restructuring in traurrefected refugeesé pragmatic randmised studyPsychiatry
Res 266 116123.https://doi.org/10.1016/j.psychres.2018.05.015

Classen, C., Koopman, C., Nevillmanning, K., & Spiegel, D. (20@Dreliminary report
comparing traumdocused and presefticused group therapy against a wiated condition
among childhood sexual abuse survivors with PTRIDrnal of Aggression, Makatment &
Trauma 4(2), 265288.https://doi.org/10.1300/J146v04n02_12

Claudat, K., Reilly, E. E., Convertino, A. D., Trirh.,, Cusack, A., & Kaye, W. H. (2022).
Integrating evidencbased PTSD treatment into intensive eating disorders treatment: a
preliminary investigationEating and weight disorders : EWD, (8§, 35993607
https://doi.org/https://dx.doi.org/10.1007/s408122-015009

Coffey, S. F., Schumacher, J. A, Nosen, E., Littlefield, A. K., Henslee, A. M., Lappen, A., &
Stasiewicz, P. R. (2016)raumafocused exposure therapy for chronic posttraumatic stress
disorder in alcohol ahdrug dependent patients: A randomized controlled ®&ftchol Addict
Behay 30(7), 778790.https://doi.org/10.1037/adb0000201

Cottraux, J., Note, I., Yao, S. N., de Méyiillard, C., Bonasse, F., Djamoussian, D., Mollard, |
Note, B., & Chen, Y. (2008). Randomized controlled comparison of cognitive behavior therz
with Rogerian supportive therapy in chio posttraumatic stress disorder: ay@ar followup.
Psychother Psychosomi7(2), 102110.https://doi.org/10.1159/000112887

Cox, K. S., Wiener, D., Rauch, S. A. M., Tuerk, P. W., Wangelin, B., & Acierno, R. (2023).
Individual symptom reduction and peseéatment severity: Varying levels of symptom
amelioration in response to prolonged exposure forfpasatic stress disaed Psychological
Services, 2(1), 94106. https://doi.org/https://dx.doi.org/10.1037/ser0000579

Crocker, L. D., Sullan, M. J., Jurick, S. M., Thomas, K. R., Davey, D. K., Hoffman, S. N.,
Twamley, E. W., & Jak, A. J. (2023). Baselineentive functioning moderates treatmeeiated
changes in quality of life in veterans with posttraumatic stress disorder and comorbid traum
brain injury.Journal of Traumatic Stress, @, 94105.
https://doi.org/https://dx.doi.org/10.1002/jts.22883

Davis, L. W., Luedtke, B. L., Monson, C., Siegel, A., Daggy, J. K., Yang, Z., Bair, M. J.,
Brustuen, B., & Ertl, M. (2021)esting adaptations of cognitieehavioral conjoint therapy for
PTSD: A randomized controlled pilot study witeteransCouple and Family Psychology:
Research and Practice, @), 71-86. https://doi.org/10.1037/cfp0000148

Decker, K. P., Deaver, S. P., Abbey, V., Campbell, M., & Turpin, C. (2018). Queetiya
improved treatment outcomes for combasociated PTSD with adjunctive art therapy:
Randomized controlled trialrt Therapy 35(4), 184194.
https://doi.org/10.1080/07421656.2018.1540822

Dedert, E. A, Resick, P. A,, Dennis, P. A, Wilson, S. M., Moore, S. D., & Beckham, J. C.
(2019). Pilot trial of a combined cognitive processing therapy and smoking cessediaoment.
Journal of addiction medicind 3(4), 322.https://doi.org/10.1097/ADM.0000000000000502

Devilly, G., Spence, S., & Rapee, R. (1998). Statistical and reliable change with eye moven
desensitization and reprocessing: Treating trauma within a veteran popuBatiawior therapy
29(3), 435455.https://doi.org/10.1016/S000894(98)80047

Devilly, G. J., & Spence, S. H. (1999). The relative efficacy and treatment distress of EMDF
a cognitivebehavior trauma treagnt protocol in the amelioration of posttraumatic stress
disorder.J Anxiety Disord13(1-2), 13%157.https://doi.org/10.1016/s0887185(98)00048

Dorrepaal, E., Thomaes, K., Smit, J. H., van Balkom, A. J., Veltman, D. J., Hoogendoorn, A
& Draijer, N. (2012). Stabilizing group treatment for complex posttraumatic stress disorder
related to child abuse based @yghoeducation and cognitive behavioural therapy: a multisite
randomized controlled triaRsychother Psychosoi(4), 217225.
https://doi.org/10.1159/000335044

Postassessment more than six
weeks after the end of treatment

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

Not a randomized controlled trial

Data do not allow conclusions on
the number of nomesponders per
experimatal and control group

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

Secondary analyses

Secondary analyses

Not a psychotherapeutic guideline
recommended intervention

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No clinicianbased PTSHEliagnosis
based on atructured interview at
inclusion

Not a psychotherapeutic guideline
recommendd intervention



https://doi.org/10.1023/a:1024448814268
https://doi.org/10.1016/j.psychres.2018.05.015
https://doi.org/10.1300/J146v04n02_12
https://doi.org/10.1037/adb0000201
https://doi.org/10.1159/000112887
https://doi.org/10.1080/07421656.2018.1540822
https://doi.org/10.1097/ADM.0000000000000502
https://doi.org/10.1016/S0005-7894(98)80042-7
https://doi.org/10.1016/s0887-6185(98)00044-9
https://doi.org/10.1159/000335044

324

Appendix C

Citation

Reason for exclusion

Duffy, M., Gillespie, K., & Clark, D. M. (2007)Posttraumatic stress disorder in the context of
terrorism and other civil conflict in Northern Ireland: randomised controlled &L,
334(7604), 1147https://doi.org/10.1136/bmj.39021.846852.BE

Duran, E., Corchs, F., Vianna, A., Araujo, A., Del Real, N., Silva, GrgFa, A., Francez, P.,
Godoi, C., Silveira, H., Matsumoto, L., Gebara, C., Neto, T., Chilvarquer, R., de Siqueira, L.
Bernik, M., & Neto, F. (2021)A randomized clinical trial to assess the efficacy of toased
cognitive therapy compared to prolodgexposure for podtaumatic stress disorder: preliminan
findings.CNS Spectrums, 26), 427434.
https://doi.org/https://doi.org/10.1017/S1092852920001455

Echeburia, E., d€orral, P., Sarasua, B., & Zubizarreta, I. (1998gatment of acute
posttraumatic stress disorder in rape victims: An experimental stadgnal of anxiety disordeys
10(3), 185199. https://dé.org/10.1016/0886185(96)89842

Edgar, N., Bennett, A, Dunn, N., MacLean, S., Hatcher, S., N.E, E., A, B.,N.S, D., & S.E, |
(2022). Feasibility and acceptability of Narrative Exposure Therapy to treat individitials
PTSD who are homeless or vulnerably housed: a pilot randomized controlleRlikviz&nd
Feasibility Studies, @), 8383. https://doi.org/https://dx.doi.org/10.1186/s408P2-01043x

Eskici, H. S., Hinton, D. E., Jalal, B., Yurtbakan, T., & Acarturk, C. (2023). Culturally adapte
cognitive behavioral therapy for Syrian refugee women in Turkey: A randomized controlled
Psychological trauma hteory, research, practice and policy,(25 189198.
https://doi.org/https://dx.doi.org/10.1037/tra0001138

Fan, Y., Shi, Y., Zhang, J., Sun, D., Wang, X., Fu, G., Mo, D., WeXiao, X., & Kong, L.
(2021).The effects of narrative exposure therapy on CO¥®patients with posraumatic

stress symptoms: A randomized controlled tdalrnal of Affective Disorders, 29841-147.
https://doi.org/https://dx.doi.org/10.101¢#.2021.06.019

Feurer, C., Francis, J., Ajilore, O., Craske, M. G., Phan, K. L., & Klumpp, H. (2021). Emotio
Regulation and Repetitive Negative Thinking Before and After @Bd SSRI Treatment of
Internalizing PsychopathologieSognitive Therapy and Research(@f 10641076.
https://doi.org/https://dx.doi.org/10.1007/s1061&8l-102228

Foa, E. B., Bredemeier, K., Acierno, Ros$enfield, D., Muzzy, W., Tuerk, P. W., Zandberg, L.
J., Hart, S., YoundicCaughan, S., Peterson, A. L., & McLean, C. P. (2022). The efficacy-of
min versus 6@min sessions of prolonged exposure for PTSD: A randomized controlled trial i
activeduty military personnellournal of Consulting and Clinical Psychology(6)) 503512.
https://doi.org/https://dx.doi.org/10.1037/ccp0000739

Foa, E. B., Dancu, G/., Hembree, E. A., Jaycox, L. H., Meadows, E. A., & Street, G. P. (19¢
A comparison of exposure therapy, stress inoculation training, and their combination for rec
posttraumatic stress disorder in female assault victif@ansult Clin Psychpb7(2), 194200.
https://doi.org/10.1037//002206x.67.2.194

Foa, E. B., Hembree, E. A., Cahill, S. P., Rauch, S. A, Riggs, D. S., Feeby,&Yadin, E.
(2005). Randomized trial of prolonged exposure for posttraumatic stress disorder with and
without cognitive restructuring: outcome at academic and community clin@@snsult Clin
Psycho] 73(5), 953964.https://doi.org/10.1037/002Q06x.73.5.953

Foa, E. B., Rothbaum, B. O., Riggs, D. S., & Murdock, T. B. (1991). Treatment of posttraun
stress disorder in rape \iitis: a comparison between cognitivehavioral procedures and
counselingJ Consult Clin Psychpb9(5), 715723.https://doi.org/10.1037//002206x.59.5.715

Fonzo, G. A., Goodkind, M. S., Oathes, D. J., Zaiko, Y. V., Harvey, M., Peng, K. K., Weiss,
E., Thompson, A. L., Zack, S. E., Lindley, S. E., Arnow, B. A., Jo, B., Gross, J. J., Rothbaur
0., & Etkin, A. (2017). PTSD Psychothesa@utcome Predicted by Brain Activation During
Emotional Reactivity and RegulatioAm J Psychiatryl 74(12), 11631174.
https://doi.org/10.1176/appi.ajp.2017.16091072

Frommberger, U., Stieglitz, R. D., Nyberg, E., Richter, H., Nowe#icher, U., Angenendt, J.,
Zaninelli, R., & Berger, M. (2004Comparison between paroxetine and behaviouafiyein
patients with posttraumatic stress disorder (PTSD): A pilot statly. Psychiatry Clin Pract
8(1), 1923. https://doi.org/10.1080/13651500310004803

No clinicianbased PTSHRliagnosis
based on a structured interview at
inclusion

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

Participants under 17 years of age

No dichotomous cliniciamated or
seltreported response outcem
related to change in PTSD
symptoms

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

No full PTSD-diagnosis required
for inclusion

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

Postassessment more than six
weeks after the end of treatment

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD


https://doi.org/10.1136/bmj.39021.846852.BE
https://doi.org/10.1016/0887-6185(96)89842-2
https://doi.org/10.1037/0022-006x.67.2.194
https://doi.org/10.1037/0022-006x.73.5.953
https://doi.org/10.1037/0022-006x.59.5.715
https://doi.org/10.1176/appi.ajp.2017.16091072
https://doi.org/10.1080/13651500310004803

Appendix C

325

Citation

Reason for exclusion

Frueh, B. C., Monnier, J., Yim, E., Grubaugh, A. L., Hamner, M. B., & Knapp, R. G. (2807).
randomized trial of telepsychiatry for pasaumatic stress disordek Telemed Telecaré3(3),
142147 .https://doi.org/10.1258/135763307780677604

Galovski, T. E., Blain, L. M., Mott, J. M., Elwood, 1& Houle, T. (2012). Manualized therapy
for PTSD: flexing the structure of cognitive processing therd@onsult Clin PsychpB0(6),
968-981.https://doi.org/10.1037/a0030600

Galovski, T. E., Harik, J. M., Blain, L. M., Elwood, L., Gloth, C., & Fletcher, T. D. (2016).
Augmenting cognitive processing therapy to improve sleep impairment in PTSD: A random
conftolled trial.J Consult Clin PsychpB4(2), 167177.https://doi.org/10.1037/ccp0000059

Gamito, P., Olieira, J., Rosa, P., Morais, D., Duarte, N., Oliveira, S., & Saraiva, T. (20I8D
elderly war veterans: a clinical controlled pilot stu@yberpsychol Behav Soc Netg(1), 43
48. https://doi.orgl0.1089/cyber.2009.0237

Gersons, B. P., Carlier, I. V., Lamberts, R. D., & van der Kolk, B. A. (20Ré&)domized clinical
trial of brief eclectic psychtberapy for police officers with posttraumatic stress disorder.
Trauma Stressl3(2), 333347.https://doi.org/10.1023/a:1007793803627

Ghabori, B., Hansen, M. C., Garibay, E., & Korosteleva, O. (2017). Feasibility of Training
Frontline Therapists in Prolonged Exposure: A Randomized Controlled Pilot Study of Treati
of Complex Trauma in Diverse Victims of Crime and Violentblerv Ment Dis2054), 283
293.https://doi.org/10.1097/nmd.0000000000000659

Hahn, C. K., Jarnecke, A. MCalhoun, C., Melkonian, A., Flanagan, J. C., & Back, S. E. (202
Sexual harassment and assault during deployment: Associations with treatment outcomes
Veterans with cedccurring PTSD and SUMilitary Psychology, 34L), 1222.
https://doi.org/10.080/08995605.2021.1964901

Haller, H., Mitzinger, D., & Cramer, H. (2023). The integration of yoga breathing techniques
cognitive behavioral therapy fposttraumatic stress disorder: A pragmatic randomized
controlled trial.Frontiers in Psychiatryl4, 1101046.
https://doi.org/https://dx.doi.org/10.3389/fpsyt.2023.1101046

Held, P., Kovacevic, M., Petrey, K., Meade, E. A,, Pridgen, S., Montes, M., Werner, B., Mill
M. L., Smith, D. L., Kaysen, D., & Karnik, N. S. (2022). Treating posttraumaticsstlissrder at
home in a single week usingwleek virtual massed cognitive processing therdpyrnal of
Traumatic Stress, 38), 12151225. https://doi.org/https://dx.doi.org/10.1002/jts.22831

Hien, D. A., Cden, L. R., Miele, G. M., Litt, L. C., & Capstick, C. (2008yomising treatments
for women with comorbid PTSD and substance use disorlers). Psychiatryl61(8), 1426
1432 .https://doi.org/10.176/appi.ajp.161.8.1426

Hien, D. A., Wells, E. A., Jiang, H., Suafdtorales, L., Campbell, A. N., Cohen, L. R., Miele, (
M., Killeen, T., Brigham, G. S., Zhang, Y., Hansen, C., Hodgkins, C., Hdailette, M.,

Brown, C., Kulaga, A., Kristmaivalente, A., Chu, M., Sage, R., Robinson, J. A., ... Nunes, |
V. (2009). Multisite randomized trial of behavioral interventions for women witbcooirring
PTSD and substance use disordéiSonsult Clin Psychol7(4), 607%619.

https://doi.org/10.1037/a0016227

Hijazi, A. M., Lumley, M. A,, Ziadni, M. S., Haddad, L., Rapport, L. J., & Arnetz, B. B. (2014
Brief narrative exposure therapy for posttraumatic stress in Iragi refugees: a preliminary
randomized clinical triald Trauma Stres27(3), 314322.https://doi.org/10.1002/jts.21922

Hinton, D. E., Hofmann, S. G., Pollack, M. H., & Otto, M. W. (2009). Mechanisms of efficac'
CBT for Cambodian refugees with PTSD: improvement in emotion regulation and orthostat
blood pressure respon€eNS Neurosci Thefl5(3), 255263.https://doi.org/10.1111/j.1755

5949.2009.00100.x

Hoffart, A., @ktedalen, T., Langkaas, F., & Wampold, B. E. (2013Alliance and outcome in
varying imagery procedures for PTSD: a study of wiihénson processe$.Couns Psychpl
60(4), 471482.https://doi.org/10.1037/a0033604

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

Data do not allow conclusioms
the number of nomesponders per
experimental and control group

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

No clinician-based PTSBliagnosis
based on a structured interview at
inclusion

No full PTSD-diagnosis required
for inclusion

No full PTSDdiagnosis required
for inclusion

No full PTSD-diagnosis required
for inclusion

No full PTSD-diagnosis required
for inclusion

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No dichotomouglinician-rated or
selfreported response outcome
related to change in PTSD
symptoms



https://doi.org/10.1258/135763307780677604
https://doi.org/10.1037/a0030600
https://doi.org/10.1037/ccp0000059
https://doi.org/10.1089/cyber.2009.0237
https://doi.org/10.1023/a:1007793803627
https://doi.org/10.1097/nmd.0000000000000659
https://doi.org/https:/dx.doi.org/10.3389/fpsyt.2023.1101046
https://doi.org/10.1176/appi.ajp.161.8.1426
https://doi.org/10.1037/a0016227
https://doi.org/10.1002/jts.21922
https://doi.org/10.1111/j.1755-5949.2009.00100.x
https://doi.org/10.1111/j.1755-5949.2009.00100.x
https://doi.org/10.1037/a0033604

326

Appendix C

Citation

Reason for exclusion

Hunt, C., Park, J., Bomyea, J., & Colvonen, P. J. (2023). Sleep efficiency predicts improver
in fear extinction and PTSD symptoms idigrprolonged exposure for veterans with comorbid
insomnia.Psychiatry Researci324, 115216.
https://doi.org/https://dx.doi.org/10.1016/j.psychres.2023.115216

Ivarsson, D., Blom, M., Hesser, H., Carlbring, P., Enderby, P., Nordberg, R., & Andersson,
(2014).Guided internetlelivered cognitive behavior therapy for pastumatic stress disordex:
randomized controlled trialnternet interventionsl(1), 3340.
https://doi.org/10.1016/j.invent.2014.03.002

Jacob, N., NeuneF., Maed|, A., Schaal, S., & Elbert, T. (201B)ssemination of psychotherap
for trauma spectrum disorders in postconflict settings: a randomized controlled trial in Rwar
Psychother Psychosq®3(6), 354363.https://doi.org/10.1159/000365114

Jak, A. J., Jurick, S., Crocker, L. D., Sander&dmino, M., Aupperle, R., Rodgers, C. S.,
Thomas, K. R., Boyd, B., Norman, S. B, Lang, A. J., &elA. V., Schiehser, D. M., &
Twamley, E. W. (2019). SMARTTPT for veterans with comorbid pesaumatic stress disorder
and history of traumatic brain injury: a randomised controlled trileurol Neurosurg
Psychiatry 90(3), 333341.https://doi.org/10.1136/jnrp018319315

Jamshidi, F., Rajabi, S., & Dehghani, Y. (2021). How to heal their plygical wounds?
Effectiveness of EMDR therapy on pdsiumatic stress symptoms, miméndering and suicidal
ideation in Iranian child abuse victimSounselling and Psychotherapy Resea1(2), 412421.
https://doi.org/https://doi.org/10.1002/capr.12339

Jensen, J. A. (1994). An investigation of eye movement desensitization and reprocessing
(EMD/R) as a treatnme for posttraumatic stress disorder (PTSD) symptoms of Vietnam coml
veteransBehavior therapy25(2), 311325. https://doi.org/10.1016/S000894(05)80298%

Katz, L., Douglas, S., Zaleski, K., Williams, J., Huffman, C., & Cojucar, G. (2014). Comparit
Holographic Reprocessing and Prolonged Exposure for Women Veterans with Sexual Trau
Pilot Randomized TrialDournal of Contemporg Psychotherapy44(1).
https://doi.org/10.1007/s1087¥1.3-92486

Keane, T. M., Fairbank, J. A., Caddell, J. M., & Zimering, R. T. (1989). Impl¢8a@ding)
therapy reduces symptoms of PTSD in Vietham combat vetdBehavior therapy20(2), 245
260.https://doi.org/10.1016/S000894(89)800738

KehleForbes, S. M., Chen, S., Polusny, M. A,, Lynch, K. G., Koffel, E., Ingram, E., Foa, E.
Van Horn, D. H. A., Drapkin, M. L., Yusko, D. A., & Oslin, D. W. (2018)randomized
controlled trial evaluating integrated versus phasedicgiion of evidencédased psychotherapie
for military veterans with comorbid PTSD and substance use disoBtegs Alcohol Depend
205, 107647 https://doi.org/10.1016/j.drugalcdep.20196a7

Khan, A., Ullah, F., Abid, O., & Awan, K. H. (2021). Efficacy of cognitive behavioral therapy
posttraumatic stress disorder among spinal cojarynpatients: A randomized controlled pilot
study.Journal of Evidenc@ased Psychotherapies, (2}, 143162.
https://doi.org/10.24193/jebp.2021.2.16

Kleindienst, N., Steil, R., Priebe, K., Mull&ngelmann, M., Biermann, M., Fydrich, T.,
Schmahl, C., & Bohus, M. (202I)reating adults with a dual diagnosis of borderline personal
disorder and posttraumatic stress disorder related to childhood abuskés Rem a randomized
clinical trial. Journal of Consulting and Clinical Psycholo@®(11), 925936.
https://doi.org/https://dx.doi.org/10.1037/ccp0000687

Knaevelsrud, C., Béttche, M., Pietrzak, R. H., Freyberger, H. J., & Kuwert, P. (E¥figacy
and Feasibility of a Therapi§€uided InterneBased Intervention for Older Persons with
Childhood Traumatization: A Randomized Controlled Trah J Geriatr Psychiatry25(8), 878
888.https://doi.org/10.1016/j.jagp.2017.02.024

Knaevesrud, C., Brand, J., Lange, A., Ruwaard, J., & Wagner, B. (20&)-based
psychotherapy for posttraumatic stress disorder intiamatized Arab patients: randomized
controlled trial.J Med Internet Red.7(3), e71 https://doi.org/10.2196/jmir.3582

Koebach, A., Carleial, S., Elbert, T., Schmitt, S., & Robjant, K. (20R&gating trauma and
aggression with narrative expostinerapy in former child and adult soldiers: A randomized
controlled trial in Eastern DR Congéournal of Consulting and Clinical Psycholo@®8(3), 143.

No clinicianbased PTSRliagnosis
based on a structured interview at
inclusion

Not a psychotherapeutic guideline
recommended intervention

Postassessment more than six
weeks after the end of treatment

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No full PTSD-diagnosis required
for inclusion

Did not apply DSMIV, DSM-5, or
ICD-10 aiteria for PTSD

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No full PTSD-diagnosis required
for inclusion

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms



https://doi.org/https:/dx.doi.org/10.1016/j.psychres.2023.115216
https://doi.org/10.1016/j.invent.2014.03.002
https://doi.org/10.1159/000365114
https://doi.org/10.1136/jnnp-2018-319315
https://doi.org/https:/doi.org/10.1002/capr.12339
https://doi.org/10.1016/S0005-7894(05)80290-4
https://doi.org/10.1007/s10879-013-9248-6
https://doi.org/10.1016/S0005-7894(89)80072-3
https://doi.org/10.1016/j.drugalcdep.2019.107647
https://doi.org/https:/dx.doi.org/10.1037/ccp0000687
https://doi.org/10.1016/j.jagp.2017.02.024
https://doi.org/10.2196/jmir.3582

Appendix C

327

Citation

Reason for exclusion

Koochaki, M., Mahmoodi, Z., Esmaelzad&aeieh, S., Kabir, K., & Dolatian, M. (201 Bffects
of CognitiveBehavioral Counseling on Posttraumatic Stress Disorder in Mothers with Infant
Hospitalized at Neonatal Intensive Céheits: A Randomized Controlled Tridtanian Journal

of Psychiatry and Behavioral Sciencég(4). https://doi.org/10.5812/ijpbs.65159

Krupnick, J. L., Green, B. L., Amdur, R., Alaoui, A., Belouali, A., Roberge, E., Cueva, D.,
Roberts, M., Melnikoff, E., & Dutton, M. A. (2017). An InterAgdsed writing intervention for
PTSD in veterans: A feasibility and pilot effectiveadsal. Psychol Trauma9(4), 461470.
https://doi.org/10.1037/tra0000176

Kullberg, M-L. J., Schoorl, M., Oprel, D. A. CHoeboer, C. M., Smit, F., van der Does, W., d¢
Kleine, R. A., van Minnen, A., & van den Hout, W. (2028xposurebased treatments for
childhood abuseelated postraumatic stress disorder in adults: a heafthnomic evaluation.
European Journal of Pshotraumatology14(1), 2171752.
https://doi.org/https://dx.doi.org/10.1080/20008066.2023.2171752

Larsen, S. E., Mackintosh, M\, La Bash, H., Evans, W..RSuvak, M. K., Shields, N., Lane, J.
E. M., Sijercic, I, Monson, C. M., & Wiltsey Stirman, S. (2022). Temporary PTSD symptom
increases among individuals receiving CPT in a hybrid effectivénggdsmentation trial:
Potential predictors and associatiothwoverall symptom change trajectoBsychological
trauma : theory, research, practice and polity(5), 853861.
https://doi.org/https://dx.doi.org/10.1037/tra0000545

Lee, C., Gavriel, H., Drummond, P., Richards, J., & Greenwald, R. (2002). Treatment of PT
stress inoculation training with prolonged exposure compared to ENIBRn Psychql58(9),
1071-1089.https://doi.org/10.1002/jclp.10039

Lee, D. J., Marx, B. P., Thompsaiollands, J., Gallagher, M. W., Resick, P. A., & Sloan, D. M
(2021). The temporal sequence of change in PTSD symptoms and higesthmediators in
Cognitive Processing Therapy and Written Exposure Therapy for FB&taviour Research anc
Therapy 144, 103918103918 https://doi.org/https://dx.doi.org/10.16/).brat.2021.103918

Lely, J. C. G., Ter Heide, F. J. J., Moerbeek, M., Knipscheer, J. W., & Kleber, R. J. (2022).
Psychopathology and resilience in older adults with posttraumatic stress disorder: a randon
controlled trial comparig narrative exposure therapy and presemtered therapjuropean
Journal of Psychotraumatolog$3(1), 20222772022277.
https://doi.org/https://dx.doi.org/10.1080/20008 22R1.2022277

Lewis, N. V., Gregory, A., Feder, G. S., Angillilliams, A., Bates, S., Glynn, J., Halliwell, G.,
Hawcroft, C., Kessler, D., Lawton, M., Leach, R., Millband,Rtt, K., Zammit, S., & Malpass,
A. (2023). Traumaspecific mindfulnesdased cognitive therapy for women with posiimatic
stress disorder and a history of domestic abuse: intervention refinement and a randomised
feasibility trial (coMforT study)Pilot and Feasibility Studie®(1), 112.
https://doi.org/https://dx.doi.org/10.1186/s408128-01335w

Lin, Y., Lv, W,, Xu, J., Jiang, Y., & Chen, Z. (2028ffectiveness of Cognitive Behavior
Therapy Combined with Eye Movement Desensitization and Reprocessing on Psychologic:
Problems and Life Quality in Patients' Postfacial TrauBmamputational and mathematical
methods in medicin@022 78228477822847.
https://doi.org/https://dx.doi.org/10.1155/2022/7822847

Liu, L., Thorp, S. R., Moreno, L., Wells, S. Y., Gdasan, L. H., Busch, A. C., Zamora, T.,
Rodgers, C. S., Allard, C. B., Morland, L. A., & Agha, Z. (2020). Videoconferencing
psychotherapy for veterans with PTSD: Results from a randomized controllédfexdority
trial. J Telemed Telecar@6(9), 507519.https://doi.org/10.1177/1357633x19853947

LoSavio, S. T., Hale, W. J., Moring, J. C., BlankensipE., Dondanville, K. A., Wachen, J. S.
Mintz, J., Peterson, A. L., Litz, B. T., YouldcCaughan, S., Yarvis, J. S., & Resick, P. A.
(2021). Efficacy of individual and group cognitive processing therapy for military personnel
and without child abse historiesJournal of Consulting and Clinical Psycholo@®®(5), 476482.
https://doi.org/https://dx.doi.org/10.1037/ccp0000641

Lyons, R., Helm, J., Luciano, M.,&fler, M., & Norman, S. B. (2023). The role of posttraumati
cognitions in integrated treatments for@ocurring posttraumatic stress disorder and alcohol L
disorder.Psychological Trauma: Theory, Research, Practice, and Policy
https://doi.org/10.1037/tra0001540

No clinicianbased PTSHRliagnosis
based on a structured interviesv
inclusion

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

Secondary analyses

Secondary anabes

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

Secondary analyses

No clinicianbased PTSRliagnosis
based on a structured interview at
inclusion

Secondary analyses

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Secondary analyses

Secondary analyses



https://doi.org/10.5812/ijpbs.65159
https://doi.org/10.1037/tra0000176
https://doi.org/https:/dx.doi.org/10.1080/20008066.2023.2171752
https://doi.org/https:/dx.doi.org/10.1037/tra0000545
https://doi.org/10.1002/jclp.10039
https://doi.org/https:/dx.doi.org/10.1016/j.brat.2021.103918
https://doi.org/https:/dx.doi.org/10.1080/20008198.2021.2022277
https://doi.org/https:/dx.doi.org/10.1186/s40814-023-01335-w
https://doi.org/https:/dx.doi.org/10.1155/2022/7822847
https://doi.org/10.1177/1357633x19853947
https://doi.org/https:/dx.doi.org/10.1037/ccp0000641
https://doi.org/10.1037/tra0001540

328

Appendix C

Citation

Reason for exclusion

Maieritsch, K. P., Smith, T. L., Hessinger, J. D., Ahearn, E. P., Eickhoff, J. C., & Zhao, Q.
(2016). Randomized controlled equivalence t@hparing videoconference and in person
delivery of cognitive processing therapy for PTSOelemed Telecar@2(4), 238243.
https://doi.org/10.1177/1357633x15596109

Marks, 1., Lovell, K., Noshirvani, H., Livanou, M., & Thrasher, S. (1998). Treatment of
posttraumatic stress disorder by exposure and/or cognitive restructuring: a controlledstudy
Gen Psychiatry55(4), 317%325.https://doi.org/10.1001/archpsyc.55.4.317

McGeary, D. D., Resick, P. A., Penzien, D. B., McGeary, C. Aylel T. T., Eapen, B. C,
Jaramillo, C. A., Nabity, P. S., Reed, D. E., 2nd, Moring, J. C., Bira, L. M., Hansen, H. R.,
YoungMcCaughan, S., Cobos, B. A., Mintz, J., Keane, T. M., & Peterson, A. L. (2022).
Cognitive Behavioral Therapy for Veterans Withm@wrbid Posttraumatic Headache and
Posttraumatic Stress Disorder Symptoms: A Randomized Clinical JARIA neurology79(8),
746-757 .https://doi.org/https://dx.doi.org/10.10fdmaneurol.2022.1567

McGovern, M. P., Lambettlarris, C., Xie, H., Meier, A., McLeman, B., & Saunders, E. (2015
A randomized controlled trial of treatments for@ocurring substance use disorders and-post
traumatic stress disordekddiction 110(7), 11941204.https://doi.org/10.1111/add.12943

McGuire Stabury, T. M., Drummond, P. D., Laugharne, J., Kullack, C., & Lee, C. W. (2020)
Comparative efficiency of EMDR and prolonged exposure in treating posttraumatic stress
disorder: A randomized trialournal of EMDR Practice and Researdi(1), 2-12.
https://doi.org/10.1891/1933196.14.1.2

MclLay, R. N., Wood, D. P., Webllurphy, J. A., Spira, J. L., Wderhold, M. D., Pyne, J. M., &
Wiederhold, B. K. (2011). A randomized, controlled trial of virtual readitgded exposure
therapy for postraumatic stress disorder in active duty service members with cosiated
posttraumatic stress disordeCyberpsychol Behav Soc Netdw(4), 223229.
https://doi.org/10.1089/cyber.2011.0003

Mills, K. L., Teesson, M., Back, S. E., Brady, K. T., BakkrL.., Hopwood, S., Sannibale, C.,
Barrett, E. L., Merz, S., Rosenfeld, J., & Ewer, P. L. (2012). Integrated exguassed therapy
for co-occurring posttraumatic stress disorder and substance dependence: a randomized cc
trial. Jama 308(7), 696699. https://doi.org/10.1001/jama.2012.9071

Morath, J., Gola, H., Sommershof, A., Hamuni, G., Kolassa, S., Catani, C., Adenauer;-H., F
Leuschner, M., Schauer, M., Elbert, T., Groettrup, M., & Kolassa, I. T. (20ké)effect of
traumafocused therapy on the altered T cell distribution in individuals with PTSD: evidence
a randomized controlled trial. Psychiatr Re4, 1-10.
https://doi.org/10.1016/j.jpsychires.2014.03.016

Moreira, A., Moreira, A. C., & Rocha, J. C. (2022). Randomized Controlled Triahi@og
Narrative Therapy for IPV Victimslournal of Interpersonal Violenc87(5-6), NP2998NP3014.
https://doi.org/https://dx.doi.org/10.1177/0886260520943719

Morland, L. A., Mackintosh, M. A., Greene, C. J., Rosen, C. S., Chard, K. M., Resick, P., &
Frueh, B. C. (2014). Cognitive processing therapy for posttraumatic stress disorder delivere
rural veterans via telemental health: a randomized noninferiority clinicaldri@lin Psychiatry
75(5), 470476.https://doi.org/10.4088/JCP.13m08842

Morland, L. A., Mackintosh, M. A., Rosen, C. S., Willis, E., Resick, P., Chard, K., & Frueh, [
(2015). Telemedicine versus-person delivery of cognitive processing therapy for women wit
posttraumatic strestisorder: a randomized noninferiority trilepress Anxiefyd2(11), 811820.
https://doi.org/10.1002/da.22397

Nacasch, N., Foa, E. B., Huppert, J. D., Tzur, D., Fostick, L., Dinstein, Y., Polliack, M., & Z¢
J. (2011)Prolonged exposure therapy for comlzatd terrosrelated posttraumatic stress disord:
a randomized control comparison with treatmentisuald Clin Psychiatry72(9), 11741180.
https://doi.org/10.4088/JCP.09m05682blu

Nacasch, N.Huppert, J. D., Su, Y. J., Kivity, Y., Dinshtein, Y., Yeh, R., & Foa, E. B. (2015).
60-minute prolonged exposure sessions wittnifute imaginal exposure to traumatic memori¢
sufficient to successfully treat PTSD? A randomized noninferiority @ini@l. Behav Ther
46(3), 328341 https://doi.org/10.1016/j.beth.2014.12.002

No dichotomous cliniciamatedor
selfreported response outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No full PTSD-diagnosis required
for inclusion

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Not a psychotherapeutic guideline
recommended intervention

Postassessment more than six
weeks after the end of treatment

Postassessment more than six
weeks after the end of treatment

No clinicianbasedPTSD-diagnosis
based on a structured interview at
inclusion

Data do not allow conclusions on
the number of nomespnders per
experimental and control group

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms



https://doi.org/10.1177/1357633x15596109
https://doi.org/10.1001/archpsyc.55.4.317
https://doi.org/https:/dx.doi.org/10.1001/jamaneurol.2022.1567
https://doi.org/10.1111/add.12943
https://doi.org/10.1891/1933-3196.14.1.2
https://doi.org/10.1089/cyber.2011.0003
https://doi.org/10.1001/jama.2012.9071
https://doi.org/10.1016/j.jpsychires.2014.03.016
https://doi.org/https:/dx.doi.org/10.1177/0886260520943719
https://doi.org/10.4088/JCP.13m08842
https://doi.org/10.1002/da.22397
https://doi.org/10.4088/JCP.09m05682blu
https://doi.org/10.1016/j.beth.2014.12.002

Appendix C

329

Citation

Rea®n for exclusion

Neuner, F., Kurreck, S., Ruf, M., Odenwald, M., Elbert, T., & Schauer, M. (2ChD)asylum
seekers with posttraumatic stress disorder be successfully treated? A randomized controlle
study.Cogn Behav TheB9(2), 81-91. https://doi.org/10.1080/16506070903121042

Neuner, F., Onyut, P. L., Ertl, V., Odenwald, M., Schauer, E., & Elbert, T. (2068tment of
posttraumatic stress disorder by trained lay counselors in an African refugee settlement: a
randomized controlled triall Consult Clin Psychol6(4), 686694.https://doi.org/10.1030022
006x.76.4.686

Norman, S. B., Trim, R., Haller, M., Davis, B. C., Myers, U. S., Colvonen, P. J., Blanes, E.,
Lyons, R., Siegel, E. Y., Angkaw, A. C., Norman, G. J., & BayT. (2019). Efficacy of
Integrated Exposure Therapy vs Integrated Coping Skills Therapy for Comorbid Posttraum:
Stress Disorder and Alcohol Use Disorder: A Randomized Clinical TAMA Psychiatry

76(8), 792799.https://doi.org/10.1001/jamapsychiatry.2019.0638

Oprel, D. A. C., Hoeboer, C. M., Schoorl, M., de Kleine, R. A., Cloitre, M., Wigard, I. G., var
Minnen, A., & van der Does, W. (21).Effect of Prolonged Exposure, intensified Prolonged
Exposure and STAIR+Prolonged Exposure in patients with PTSD related to childhood abus
randomized controlled triaEuropean Journal of Psychotraumatology(1), 18515111851511.
https://doi.org/https://dx.doi.org/10.1080/20008198.2020.1851511

Orang, T., Ayoughi, SMoran, J. K., Ghaffari, H., Mostafavi, S., Rasoulian, M., & Elbert, T.
(2018). The efficacy of narrative exposure therapy in a sample of Iranian women exposed t
ongoing intimate partner violengerandomized controlled triaClin Psychol Psychothe25(6),
827-841.https://doi.org/10.1002/cpp.2318

Park, J., Hunt, C., Abirgas, K., Bomyea, J., & Colvonen, P. J. (2023). Veterans who focus c
sexuwal assault trauma show slower betwsession habituation and symptom reduction during
prolonged exposure treatment for posttraumatic stress disBsj@hological Trauma: Theory,
Research, Practice, and Polidyttps://doi.org/10.1037/tra0001536

Paunovic, N., & Ost, L. G. (2001¢.ognitivebehavior therapy vs exposure therapy in the
treatment of PTSD in refuged®ehav Res The8%(10), 11831197.
https://doi.org/10.1016/s000867(00)00093

PerezDandieu, B., & Tapia, G. (2014)reating Trauma in Addiction with EMDR: A Pilo
Study.J Psychoactive Drugg6(4), 303309.https://doi.org/10.1080/02791072.2014.921744

Pigeon, W. R., Creat. F., Cerulli, C., Gallegos, A. M., Bishop, T. M., & Heffner, K. L. (2022
A Randomized Clinical Trial of CognitivBehavioral Therapy for Insomnia to Augment
Posttraumatic Stress Disorder Treatment in Survivors of Interpersonal VioRsyohotherapy
and Psychosomatic81(1), 50-62. https://doi.org/https://dx.doi.org/10.1159/000517862

Polak, A. R., Witteveen, A. B., Denys, D., & OIff, NR015). Breathing biofeedback as an
adjunct to exposure in cognitive behavioral therapy hastens the reduction of PTSD symptot
pilot study.Appl Psychophysiol Biofeedbael(1), 2531. https://dd.org/10.1007/s1048815
9268y

Power, K., McGoldrick, T., Brown, K., Buchanan, R., Sharp, D., Swanson, V., & Karatzias, .
(2002). A controlled compaii® of eye movement desensitization and reprocessing versus
exposure plus cognitive restructuring ve
disorder Clinical Psychology & Psychotherap(5), 299318.https://doi.org/10.1002/cpp.341

Powers, M. B., Medina, J. L., Burns, S., Kauffman, B. Y., Monfils, M., Asmundson, G. J.,
Diamond, A., Mcintyre, C., & Smits, J. A. (2015). Exercise fagtation of Exposure Therapy
for PTSD: Rationale and Pilot Efficacy Da@ogn Behav Therd4(4), 314327.
https://doi.org/10.1080/16506073.2015.1012740

Rauch, S. A. M., Kim, H. M., Acierno, R., Ragin, C., Wangelin, B., Blitch, K., Muzzy, W., Ha
S., & Zivin, K. (2023).Improving function through primary care treatment of posttraumatic st
disorder study outcomes: A randomized controlled trial of prolonged exposure for primary ¢
veteransFamilies, Systems, & Healthttps://doi.org/10.1037/fsh0000823

No clinicianbased PTSHRliagnosis
based on a structured interview at
inclusion

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No full PTSD-diagnosis required
for inclusion

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

Postassessment more than six
weeks after the end of treatment

Secondary analyses

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

No full PTSDdiagnosis required
for inclusion

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion



https://doi.org/10.1080/16506070903121042
https://doi.org/10.1037/0022-006x.76.4.686
https://doi.org/10.1037/0022-006x.76.4.686
https://doi.org/10.1001/jamapsychiatry.2019.0638
https://doi.org/https:/dx.doi.org/10.1080/20008198.2020.1851511
https://doi.org/10.1002/cpp.2318
https://doi.org/10.1037/tra0001536
https://doi.org/10.1016/s0005-7967(00)00093-0
https://doi.org/10.1080/02791072.2014.921744
https://doi.org/https:/dx.doi.org/10.1159/000517862
https://doi.org/10.1007/s10484-015-9268-y
https://doi.org/10.1007/s10484-015-9268-y
https://doi.org/10.1002/cpp.341
https://doi.org/10.1080/16506073.2015.1012740
https://doi.org/10.1037/fsh0000823

330

Appendix C

Citation

Reason for exclusion

Resick, P. A., Wachen, J. S., Dondanville, K. A., LoSavio, S. T., YAdo@aughan, S., Yarvis,
J. S., Pruiksma, K. E., Blankenship, A., Jacoby, V., Peterson, A. L., & Mirf{2021). Variable
length cognitive processing therapy for posttraumatic stress disorder in active duty military:
Outcomes and predictoiBehaviour Research and Theragyl
https://doi.org/10.1016brat.2021.103846

Robjant, K., Koebach, A., Schmitt, S., Chibashimba, A., Carleial, S., & Elbert, T. (2019).
treatment of posttraumatic stress symptoms and aggression in female former child soldiers
adapted Naative Exposure therapya RCT in Eastern Democratic Republic of Corigehav
Res Therl23 103482https://doi.org/10.1016/j.brat.2019.103482

Rothbaum, B. O. (1997). A controlled study of eye movement desensitization and reproces
the treatment of posttraumatic stress disordered sexual assault VBuilhddenninger Clin
61(3), 317334.

Sannibale, C., Teesson, M., Creamer, M., Sitharthan, T., Bryant, R. A., Sutherland, K., Tay
BostockMatusko, D., Visser, A., & Pee®'Leary, M. (2013). Randomized controlled trial of
cognitive behaviour therapy for comorbidsptraumatic stress disorder and alcohol use disord
Addiction 1088), 13971410.https://doi.org/10.1111/add.12167

Santarnecchi, E., Bossini, L., Vai,, Fagiolini, A., La Porta, P., Di Lorenzo, G., Siracusano,
Rossi, S., & Rossi, A. (2019sychological and Brain Connectivity Changes Following Traun
Focused CBT and EMDR Treatment in SinBleisode PTSD PatientSront Psychal10, 129.
https://doi.org/10.3389/fpsyg.2019.00129

Saraiya, T. C., Badour, C. L., Jones, A. C., Jarnecke, A. M., Brown, D. G., Flanagan, J. C.,
Killeen, T. K., & Back, S. E. (2022).He role of posttraumatic guilt and anger in integrated
treatment for PTSD and amccurring substance use disorders among primarily male veterans
Psychological Trauma: Theory, Research, Practice, and Policy
https://doi.org/10.1037/tra0001204

Saul, H., Cassidy, S., Deeney, B., Kwint, J., & Bisson, J. (2023). Online cognitive behaviou
therapy for postraumatic stress disorder is as effective as-aeface therapyBMJ (Clinical
research ed,)380, 266:266. https://doi.org/https://dx.doi.org/10.1136/bmj.p266

SchulzHeik, R. J., Avery, T. J., Jo, B., Mahoney, L., & Bayley, P. J. (2022). Posttraumatic £
Disorder Does Not Compromise Behavioral Pain Treatment: Secondary Analysis of a
Randomized Clinical Trial Among VeterarGlobal Advances in Health ardedicing 11.
https://doi.org/https://doi.org/10.1177/21649561221075578

SchulzHeik, R. J., Lazzeroni, L. C., Hernandez, B., Avery, T. J., Mathersul, D. C., Ja8g
Hugo, E., & Bayley, P. J. (2022). Valued living among veterans in blestibd meditation
treatment or cognitive processing therapy for posttraumatic stress disorder: exploratory out
of a randomized controlled trigBlobal Advances in Healtaind Medicine1l
https://doi.org/https://dx.doi.org/10.1177/2164957X221108376

Shapiro, E., & LaubB. (2015). Early EMDR intervention following a community critical
incident: A randomized clinical trialournal of EMDR Practice and Resear&fil), 17-27.
https://doi.org/10.1891/1933196.9.1.17

Shemesh, E., Annunziato, R. A., Weatherley, B. D., Cotter, G., Feaganes, J. R., Santra, M.
Yehuda, R., & Rubinstein, D. (2011). A randomized controlled trial of the safety and promis
cognitivebehavioratherapy using imaginal exposure in patients with posttraumatic stress
disorder resulting from cardiovascular iline3<Clin Psychiatry72(2), 168174.
https://doi.org/10.4088/JCP.09m05116blu

Simpson, T. L., Kaysen, D. L., Fleming, C. B., Rhew, I. C., Jaffe, A. E., Desai, S., Hien, D. /
Berliner, L., Donovan, D., & Resick, P. A. (2022ognitiveProcessing Therapy or Relapse
Prevention for comorbid Posttraumatic Stress Disorder and Alcohol Use Disorder: A randor
clinical trial. PLoS ONE17(11), e02761140276111.
https://doi.org/https://dx.doi.org/10.1371/journal.pone.0276111

Sjomark, J., Svanberg, A., Viirman, F., Larsson, M., Poromaa, I., Skalkidou, A., Jonssén, vV
Parling, T. (2022). Antepartum and labaetated single predictors of ngrarticipation, dropout
and lost to follow up in a randomised controlled trial comparing intdyaséd cognitive
behaviour therapy with treatment as usual for women with neghitith experiences anBMJ
Open 12(11), 063214063214 https://doi.org/https://dx.doi.org/10.1136/bmjop2dR22063214

Not a randomized controlled trial

Postassessment more than six
weeks after the enof treatment

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No full PTSD-diagnosis required
for inclusion

Not a randomized controlled trial

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Not a randomized controlledait

Secondary analyses

No clinicianbased PTSRliagnosis
based on a structured interview at
inclusion

No full PTSD-diagnosis required
for inclusion

No dchotomous cliniciasrated or
self-reported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Secondary analyses



https://doi.org/10.1016/j.brat.2021.103846
https://doi.org/10.1016/j.brat.2019.103482
https://doi.org/10.1111/add.12167
https://doi.org/10.3389/fpsyg.2019.00129
https://doi.org/10.1037/tra0001204
https://doi.org/https:/dx.doi.org/10.1136/bmj.p266
https://doi.org/https:/doi.org/10.1177/21649561221075578
https://doi.org/https:/dx.doi.org/10.1177/2164957X221108376
https://doi.org/10.1891/1933-3196.9.1.17
https://doi.org/10.4088/JCP.09m05116blu
https://doi.org/https:/dx.doi.org/10.1371/journal.pone.0276111
https://doi.org/https:/dx.doi.org/10.1136/bmjopen-2022-063214

Appendix C

331

Citation

Reason for exclusion

Sjomark, J., Svanberg, A. S., Larsson, M., Viirman, F., Poromaa, I. S., Skalkidou, A., Jonss
M., & Parling, T. (2022). Effect of interndétased cognitive behaviour therapy among women
with negative birth experiences on mental health and quality ofdif@ndomized controlled
trial. BMC pregnancy and childbirtt22(1), 835835.
https://doi.org/https://dx.doi.org/10.1186/s1288P-05168y

Sloan, D. M., Marx, B. P., Acierno, R., Messina, M., & Cole, T. A. (20€bmparing written
exposure therapy to Prolonged Exposure for the treatment of PTSD in a veteran sampie: A
inferiority randomized desigi€ontemporary Clinical Trials Qmmunications22, 100764
100764 https://doi.org/https://dx.doi.org/10.1016/j.conctc.2021.100764

Sloan, D. M., Marx, B. P., Resick, P. A., Yog-McCaughan, S., Dondanville, K. A., Straud, C.
L., Mintz, J., Litz, B. T., & Peterson, A. L. (2022). Effect of Written Exposure Therapy vs
Cognitive Processing Therapy on Increasing Treatment Efficiency Among Military Service
Members With Posttraumatfstress Disorder: A Randomized Noninferiority TrizAMA
network open5(1), €21409142140911.
https://doi.org/https://dx.doi.org/10.1001/jamanetworkopen.2021.40911

Sloan, D. M., Thompsehlollands, J., Hayes, A. M., Lee, D. J., Alpert, E., & Marx, B. P. (202
Sudden Gains in Two Traurt@cused Treatments for Posttraum&tress DisordeBehavior
therapy 53(2), 255266. https://doi.org/https://dx.doi.org/10.1016/j.beth.2021.08.003

Splaine, C., Smith, D. L., & Held, P. (2023). The role of time since trauma on treatment out
of veterans in two intensive posttraumatic stress disorder treatment prodoamsl of
Traumatic Stres86(1), 8393. https://doi.org/https://dx.doi.org/10.1002/jts.22881

Stecker, T., McHugo, G., Xie, H., Whyman, K., & Jones, M. (20RQT of a brief phondased
CBT intervention to improve PTSD treatment utilization by returning service menftsyrshiatr
Sery 65(10), 12321237.https://doi.org/10.1176/appi.ps.201300433

Steuwe, C., Berg, M., Beblo, T., & Driessen, M. (20X3rrative Exposure Therapy in Patients
With Posttraumatic Stress Disorder and Borderline Personality Disorder in a Naturalistic
Residential Setting: A Randoneid Controlled TrialFrontiers in Psychiatryl2, 765348765348.
https://doi.org/https://doi.org/10.3389/fpsyt.2021.765348

Stirman, S. W., Cohen, Z. D., Lunney, C. A, DeRubeis, R. J., Wiley, J. F., & Schnurr, P. P.
(2021).A personalized index to inform selection of a tradfimeused or nottraumafocused
treatment for PTSDBehaviourResearch and Therap$42
https://doi.org/10.1016/j.brat.2021.103872

Sullan, M. J., Crocker, LD., Thomas, K. R., Orff, H. J., Davey, D. K., Jurick, S. M., Twamley,
E. W., Norman, S. B., Schiehser, D. M., Aupperle, R., & Jak, A. J. (2021). Baseline sleep q
moderates symptom improvement in veterans with comorbid PTSD and TBI receiving-traur
focused treatmenBehaviour Research and Therafi¢3 103892103892.
https://doi.org/https://dx.doi.org/10.1016/j.brat.2021.103892

Suris, A., LinkMalcolm, J, Chard, K., Ahn, C., & North, C. (2013). A randomized clinical tria
of cognitive processing therapy for veterans with PTSD related to military sexual tthuma.
Trauma Stres6(1), 2837. https://doi.orgl0.1002/jts.21765

Susanty, E., Sijbrandij, M., Srisayekti, W., Suparman, Y., & Huizink, A. C. (2022). The
Effectiveness of Eye Movement DesensitizationFositraumatic Stress Disorder in Indonesia:
A Randomized Controlled Triakront Psychal13, 845520.
https://doi.org/10.3389/fpsyg.2022.845520

Tarrier, N., Pilgrim, H., Sommerfield, C., Faragher, B., Reynolds, M., Graham, E., &
Barrowclough, C. (1999). A randomized trial of cognitive therapy and imaginal exposure in
treatment of chronic posttumatic stress disorde¥ Consult Clin Psychpb7(1), 1318.
https://doi.org/10.1037//002206x.67.1.13

Thorisdottir, A. S., & Asmundsg G. (2022). Internedelivered cognitive processing therapy fo
individuals with a history of bullying victimization: a randomized controlled tGalgnitive
behaviour therapy51(2), 143169.
https://doi.org/https://dx.doi.org/10.1080/16506073.2021.1938663

No full PTSD-diagnosis required
for inclusion

Not a randomized controlled trial

No dichotomous cliniciasrated or
selfreported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
seltreported response outcem
related to change in PTSD
symptoms

Not a randomized controlled trial

No clinicianbased PTSEliagnosis
basedn a structured interview at
inclusion

No dichotomous cliniciamated or
selfreported response mome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

Secondary analyses

No dichotomous cliniciamated or
self-reported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported reponse outcome
related to change in PTSD
symptoms

Did not apply DSMIV, DSM-5, or
ICD-10 criteria for PTSD

No full PTSD-diagnosis required
for inclusion



https://doi.org/https:/dx.doi.org/10.1186/s12884-022-05168-y
https://doi.org/https:/dx.doi.org/10.1016/j.conctc.2021.100764
https://doi.org/https:/dx.doi.org/10.1001/jamanetworkopen.2021.40911
https://doi.org/https:/dx.doi.org/10.1016/j.beth.2021.08.003
https://doi.org/https:/dx.doi.org/10.1002/jts.22881
https://doi.org/10.1176/appi.ps.201300433
https://doi.org/https:/doi.org/10.3389/fpsyt.2021.765348
https://doi.org/10.1016/j.brat.2021.103872
https://doi.org/https:/dx.doi.org/10.1016/j.brat.2021.103892
https://doi.org/10.1002/jts.21765
https://doi.org/10.3389/fpsyg.2022.845520
https://doi.org/10.1037/0022-006x.67.1.13
https://doi.org/https:/dx.doi.org/10.1080/16506073.2021.1938663

332

Appendix C

Citation

Reason for exclusion

Thorp, S. R., Glassman, L. H., Wells, S. Y., Walter, K. H., Gebhardt, H., Twamley, Ena@pls
S., Pittman, J., Penski, K., Allard, C., Morland, L. A., & Wetherell, J. (2048ndomized

controlled trial of prolonged exposure therapy versus relaxation training for older veterans v
military-related PTSDJ Anxiety Disorg64, 45-54. https://doi.org/10.1016/j.janxdis.2019.02.00

van Denderen, M., de Keijser, J., Stewart, R., & BodRe A. (2018)Treating complicated grief
and posttraumatic stress in homicidally bereaved individuals: A randomized controlledlimial.
Psychol PsychotheR6(25), 497508. https://doi.org/10.1002/cppl83

Vera, M., Oben, A., Juarbe, D., Hernandez, N., Kichic, R., & Hembree, E. A. (2022).
randomized clinical trial of prolonged exposure and applied relaxation for theérganf Latinos
with posttraumatic stress disorddournal of Traumatic Stres85(2), 593604.
https://doi.org/https://dx.doi.org/10.1002/jts.22773

Walters, E. M., Jenkins, M. M., Nappi, C. M., Clark, J., Lies, J., Norman, S. B., & Drummon
P. A. (2020). The impact of prolonged exposure on sleep and enhancing treatment outcom
evidencebased sleep interventions: A pilot stuéygychol Traumal2(2), 175185.
https://doi.org/10.1037/tra0000478

Watkins, L. L., LoSavio, S. T., Calhoun, P., Resick, P. A., Sherwood, A., Coffman, C. J., Kit
A. C., Beaver, T. A,, Dennis, M. F., & Beckham, J. C. (2023). Effect of cognitive processing
therapy on markers of cardiovascular risk in posthaiic stress disorder patients: A randomize
clinical trial. Journal of Psychosomatic Researti0, 111351.
https://doi.org/https://dx.doi.org/10.1016/j.jpsychores.20238511

Wells, S. Y., Walter, K. H., Dedert, E. A., Strasshofer, D. R., Schnitzer, J. S., Thorp, S. R.,
Morland, L. A., & Glassman, L. H. (20220 older ve¢rans experience change in posttrauma
cognitions following treatment for posttraumatic stress disof@sy@hological trauma : theory,
research, practice and polic§4(4), 605614.
https://doi.org/https://dx.doi.org/10.1037/tra0001119

Wheaton, M. G., Choo, TH., & Markowitz, J. C. (2023). Changes in avoidance and distress
related to trauma reminders in PTSD psychotherdmyrnal of Behavior Therapy and
Experimeral Psychiatry 78, 101805101805.
https://doi.org/https://dx.doi.org/10.1016/j.jbtep.2022.101805

Yurtsever, A., Konuk, E., Akylz, T., Zat, Z., Tukel, F., i@kaya, M., Savran, C., & Shapiro, E.
(2018).An Eye Movement Desensitization and Reprocessing (EMDR) Group Intervention fc
Syrian Refugees With Pesaumatic Stress Symptoms: Results of a Randomized Controlled
Trial. Front Psychal9, 493.https://doi.org/10.3389/fpsyg.2018.00493

Zaccari, B., Loftis, J., Haywood, T., Hubbard, K., Clark, J., & Kelly, U. (2022). Syncheono
telehealth yoga and cognitive processing group therapies for women veterans with posttrat
stress disorder: a multisite randomized controlled trial adapted for CQYIDelemedicine
Journal and eHealth https://doi.org/https://doi.org/10.1089/tm;j.2021.0612

Zang, Y., Hunt, N., & Cox, T. (2013). A randomised controlled pilot study: the effectiveness
narrative exposure therapy with adult surva/of the Sichuan earthqualBMC Psychiatry13,
41.https://doi.org/10.1186/147244%13-41

Zang, Y., Hunt, N., & CoxT. (2014). Adapting narrative exposure therapy for Chinese
earthquake survivors: a pilot randomised controlled feasibility sBENC Psychiatry14, 262.
https://doi.org/10.1186/s12888.402623

Zemestani, M., Mohammed, A. F., Ismail, A. A., & Vujanovic, A. A. (2022). A Pilot Randomi
Clinical Trial of a Novel, Culturally Adapted, Traurk@cused Cognitivehaviorallntervention
for WarRelated PTSD in Iragi WomeBehavior therapy53(4), 656672.
https://doi.org/https://dx.doi.org/10.1016/j.beth.2022.01.009

Zhao, J., Chen, By, Li, X.-B., Xi, Y.-J., Verma, S., Zhou, f£., & Wang, C.Y. (2023).EMDR
versus waiting list in individuals at clinical high risk for psychosis withfr@stmaticstress
symptoms: A randomized controlled triSichizophrenia researcB56, 1-7.
https://doi.org/https://dx.doi.org/10.1016/j.schres.2023.04.003

Ziemba, S. J., Bradley, N. S., Landry, L. A., Roth, C. H., Porter, L. S., & Cuyler, R. N. (2014
Posttraumatic stress disorder treatment for Operation Enduring Freedom/Operation Iragi Fr
combat veterans through a civilian commuiiised telemedicine networkelemed J E Health
20(5), 446450.https://doi.org/10.1089/tmj.2013.0312

No dichotomous cliniciamated or
selfreported response outcome
related to change in PTSD
symptoms

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

No dichotomous cliniciamated or
sef-reported response outcome
related to change in PTSD
symptoms

No dichotomous cliniciamated or
self-reported response outcome
related to change in BD
symptoms

No dichotomous cliniciamated or
seltreported response outcome
related to change in PTSD
symptoms

Secondary analyses

Secondary analyses

No clinicianbased PTSEliagnosis
based on a structured interview at
inclusion

Not a randomized controlled trial

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No clinicianbased PTSHEliagnosis
based on a structured interview at
inclusion

No dichotomous cliniciamated @
self-reported response outcome
related to change in PTSD
symptoms

No full PTSD-diagnosis requi
for inclusion

Data do not allow conclusions on
the number of nomesponders per
experimental and control group



https://doi.org/10.1016/j.janxdis.2019.02.003
https://doi.org/10.1002/cpp.2183
https://doi.org/https:/dx.doi.org/10.1002/jts.22773
https://doi.org/10.1037/tra0000478
https://doi.org/https:/dx.doi.org/10.1016/j.jpsychores.2023.111351
https://doi.org/https:/dx.doi.org/10.1037/tra0001119
https://doi.org/https:/dx.doi.org/10.1016/j.jbtep.2022.101805
https://doi.org/10.3389/fpsyg.2018.00493
https://doi.org/https:/doi.org/10.1089/tmj.2021.0612
https://doi.org/10.1186/1471-244x-13-41
https://doi.org/10.1186/s12888-014-0262-3
https://doi.org/https:/dx.doi.org/10.1016/j.beth.2022.01.009
https://doi.org/https:/dx.doi.org/10.1016/j.schres.2023.04.003
https://doi.org/10.1089/tmj.2013.0312

Appendix C 333

PTSD = posttraumatic stress disorder; D®¥= Diagnostic and Statistical Manual of Mental Disorders, fourth
edition; DSM5 = Diagnostic and Statistical Manual of Mental Disorders, fifth edition;-IOG: International
Classification of Diseases, %1 @evision.
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C7. Full Table of included studies and variables

Table C7.1.Overview of Included Studies

Study Ntotal Non-response Int Non-response CG Operationalization of non-response  Non-response Control group ~ Country of
Treatment arm(s) n/N (%) n/N (%) assessment tool implementation

Acarturk et al. (2016) 98 46/49 (93.88) Waiting list Turkey
EMDR 19/49 (38.78) Retaining diagnosis M.LN.I. PLUS

Adenauer et al. (2011) 19 8/8 (100.00) Waiting list Germany
NET 6/11 (54.55) Retaining diagnosi CAPS

Allen et al. (2022) 30 14/17 (82.35) Waiting list Australia
CBT 5/13 (38.46) Retaining diagnosis PCL-C

Back et al. (2019) 42 8/13 (61.54) Active control USA
PE 5/29 (17.24) Retaining diagnosis CAPS

Beck et al. (2009) 33 11/16 68.75) Waiting list USA
CBT 2/17 (11.76) Retaining diagnosis CAPS

Belleville et al. (2018) 31 4/15 (26.67) Active control Canada
CBT 2/16 (12.50) Retaining diagnosis CAPS

Bisson et al. (2022) 160 14/77 (18.18) Active control England
CBT 12/83 (14.46) Retaining diagnosis CAPS5

Blanchard et al. (2003) 42 16/21 (76.19) Waiting list USA
CBT 5/21 (23.81) Retaining diagnosis CAPS

Bohus et al. (2013) 74 37/38 (97.37) TAU Germany
CBT 22/36 (61.11) Symptom reduction not achied CAPS

Brady et al. (2021) 19 -7 (<) CAPS5 Waiting list England

NET 6/12 (50.00) Symptom reduction not achieved

Bryant et al. (2003) 45 9/15 (60.00) Active control Australia
PE 5/15 (33.33) Retaining diagnosis CAPS
PE +CT 2/15 (13.33) Retaining diagnosis CAPS

Bryant et al. (2008) 920 Australia
CBT 5/24 (20.83) Retaining diagnosis CAPS
CBT 10/21 (47.62) Retaining diagnosis CAPS
CBT 12/22 (54.55) Retaining diagnosis CAPS
CBT 12/23 (52.17) Retaining dagnosis CAPS

Bryant et al. (2011) 28 8/12 (66.67) TAU Thailand
CBT 4/16 (25.00) Cut-off score not achieved CAPS

Bryant et al. (2013) 70 Australia
CBT 9/34 (26.47) Retaining diagnosis CAPS
CBT 7136 (19.44) Retaining diagnosis CAPS

Bryant et al. (2019) 84 25/28 (89.29) Waiting list Australia
CBT 11/27 (40.74) Retaining diagnosis CAPS
CBT 7129 (24.14) Retaining diagnosis CAPS

Butollo et al. (2016) 141 35/74 (47.30) Active control Germany
CPT 26/67 (38.81) Retairing diagnosis PDS

Castillo et al. (2016) 28 -/14 () Waiting list USA
CBT 7/14 (50.00) Retaining diagnosis CAPS

Chard (2005) 55 20/27 (74.07) Waiting list USA
CPT 2/28 (7.14) Retaining diagnosis CAPS

Cloitre et al. (2002) 46 18/24 (7500) Waiting list USA
PE 5/22 (22.73) Retaining diagnosis CAPS
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Cloitre et al. (2010) 104 20/38 (52.63) Active control USA
PE 22/33 (66.67) Retaining diagnosis CAPS
PE 13/33 (39.39) Retaining diagnosis CAPS
Dell et al. (2022) 105 Australia
PE 23/51 (45.90) Retaining diagnosis CAPS5
PE 29/54 (53.30) Retaining diagnosis CAPS5
Dunne et al. (2012) 26 12/13 (92.31) Waiting list Australia
CBT 5/13 (38.46) Retaining diagnosis SCID
Ehlers et al. (2003) 55 19/27 (70.37) Waiting list England
CT 6/28 (21.43) Retaining dagnosis CAPS
Ehlers et al. (2005) 28 14/14 (100.00) Waiting list England
CT 4/14 (28.60) Retaining diagnosis CAPS
Ehlers et al. (2014) 91 28/30 (93.33) Waiting list England
CT 7131 (22.58) Retaining diagnosis CAPS
CT 8/30 (26.67) Retaining diagnosis CAPS
Ehlers et al. (2023) 185 29/93 (31.00) Active control England
CT 15/92 (16.00) Retaining diagnosis CAPS5
Falsetti et al. (2008) 47 17/23 (73.91) Waiting list USA
CBT 3/24 (12.50) Retaining diagnosis CAPS
Fecteau & Nicki (1999) 20 10/10 (100.00) Waiting list Canada
CBT 5/10 (50.00) Retaining diagnosis CAPS
Feske (2008) 21 9/12 (75.00) TAU USA
PE 3/9 (33.33) Non-significant change per formula PDS
Foa et al. (2018) 259 32/40 (80.00) Waiting list USA
PE 56/109 (51.38) Retaining diagnosis PSSI
PE 60/110 (54.55) Retaining diagnosis PSSI
Forbes et al. (2012) 47 20/23 (86.96) TAU Australia
CPT 15/24 (62.50) Retaining diagnosis CAPS
Ford et al. (2018) 16 5/11 (45.45) Active control USA
PE 2/5 (40.00) Retaining diagnosis CAPS
Franklin et al. (2017) 13 5/7 (71.43) TAU USA
PE 0/3 (0.00) Retaining diagnosis CAPS
PE 2/3 (66.67) Retaining diagnosis CAPS
HenselDittmann et al. (2011) 23 10/10 (100.00) Active control Germany
NET 11/13 (84.62) Retaining diagnosis CAPS
Hinton et al. (2011) 24 8/12 (66.67) Active control USA
CBT 0/12 (0.00) Symptom reduction not achieved PCL
Hogberg et al. (2007) 21 8/9 (88.89) Waiting list Norway
EMDR 4/12 (3.33) Retaining diagnosis SCID
Hollifield et al. (2007) 42 17/21 (80.95) Waiting list USA
CBT 12/21 (57.14) Cut-off score not achieved PSSSR
Karatzias et al. (2011) 46 14/23 (60.87) Active control Scotland
EMDR 13/23 (56.52) Cut-off scae not achieved CAPS
Kubany et al. (2004) 86 -/40 () Waiting list USA
CT 4/46 (8.70) Retaining diagnosis CAPS
Langkaas et al. (2017) 65 Norway
CBT 11/34 (32.35) Nonsignificant change per formula  PSSI
PE 31/10 (32.26) Non-significant change per formula  PSSI
Lely et al. (2019) 26 10/12 (83.33) Active control Netherlands
NET 12/14 (85.71) Retaining diagnosis CAPS
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Lindauer et al. (2005) 24 9/12 (75.00) Waiting list Netherlands
BEP 2/12 (16.67) Retaining diagnosis SI-PTSD

Markowitz et al. (2015) 70 20/32 (62.50) Active control USA
PE 20/38 (52.63) Symptom reduction not achieved CAPS

Maxwell et al. (2016) 16 1/8 (12.50) Active control USA
CPT 1/8 (12.50) Symptom reduction not achieved MPSSSR

McDonagh et al. (2005) 37 16/20 (80.00) Waiting list USA
CBT 9/17 (52.94) Retaining diagnosis CAPS

McGovern et al. (2011) 23 5/10 (50.00) Active control USA
CBT 4/13 (30.77) Retaining diagnosis CAPS

McLay et al. (2017) 85 29/42 (69.05) Active control USA
PE 27/43 (62.79) Symptom reduction rtachieved CAPS

Monson et al. (2006) 63 32/33 (96.97) Waiting list USA
CPT 18/30 (60.00) Retaining diagnosis CAPS

Morland et al. (2019) 175 USA
PE 26/58 (44.83) Retaining diagnosis CAPS
PE 26/58 (44.83) Retaining diagnosis CAPS
PE 22/59 (37.29) Retaining diagnosis CAPS

Mueser et al. (2008) 58 21/27 (77.78) TAU USA
CBT 21/31 (67.74) Retaining diagnosis CAPS

Mueser et al. (2015) 161 55/75 (73.33) Active control USA
CBT 55/86 (63.95) Retaining diagnosis CAPS

Nidich et al. (2018) 134 45/66 (68.18) Active control USA
PE 40/68 (58.82) Symptom reduction not achieved CAPS

Nijdam et al. (2012) 93 Netherlands
BEP 6/42 (14.29) Retaining diagnosis SI-PTSD
EMDR 4/51 (7.84) Retaining diagnosis SI-PTD

Peck et al. (2023) 30 4/10 (40.00) TAU USA
PE 6/10 (60.00) Retaining diagnosis CAPS5

PE 6/10 (60.00) Retaining diagnosis CAPS5

Peterson et al. (2022) 120 USA
CPT 18/44 (42.00) Retaining diagnosis CAPS5
CPT 12/32 (38.00 Retaining diagnosis CAPS5
CPT 23/44 (52.00) Retaining diagnosis CAPS5

Peterson et al. (2023) 234 USA
PE 44/117 (38.00) Retaining diagnosis CAPS5
PE 61/117 (52.00) Retaining diagnosis CAPS5

Popiel et al. (2015) 140 17/30 (5667) Active control Poland
PE 38/110 (34.55) Retaining diagnosis SCID

Rauch et al. (2015) 26 6/15 (40.00) Active control USA
PE 1/11 (9.09) Symptom reduction not achieved CAPS

Ready et al. (2018) 81 23/40 (57.50) Active control USA
CBT 23/41 (56.10) Nonsignificant change per formula  CAPS

Reger et al. (2016) 79 37/47 (78.72) Waiting list USA
PE 11/32 (34.38) Non-significant change per formula  CAPS

Resick et al. (2002) 121 -/40 () Waiting list USA
CPT 8/41 (19.51) Refaining diagnosis CAPS

PE 7/40 (17.50) Retaining diagnosis CAPS
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Study Ntotal Non-response Int Non-response CG Operationalization of non-response  Non-response Control group Country of
Treatment arm(s) n/N (%) n/N (%) assessment tool implementation
Resick et al. (2008) 86 11/30 (36.67) Active control USA
CPT 8/27 (29.63) Retaining diagnosis CAPS
CT 6/29 (20.69) Retaining diagnosis CAPS CT
Resick et al. (2015) 108 34/52 (65.38) Active control USA
CPT 29/56 (51.79) Symptom reduction not achieved PCL
Resick et al. (2017) 165 USA
CPT 43/83 (51.81) Retaining diagnosis PSSI
CPT 50/82 (60.98) Retaining diagnosis PSSI
Rothbaum et al. (2005) 60 18/20 (90.00) Waiting list USA
EMDR 5/20 (25.00) Retaining diagnosis CAPS
PE 1/20 (5.00) Retaining diagnosis CAPS
Sack et al. (2016) 92 9/45 (20.00) Active control Germany
EMDR 9/47 (19.15) Retaining diagnosis SCID
Schacht et al. (2017) 50 USA
PE 14/27 (51.85) Symptom reduction natchieved CAPS
PE 5/23 (21.74) Symptom reduction not achieved CAPS
Schnurr et al. (2003) 325 102/163 (62.58) Active control USA
CBT 99/162 (61.11) Symptom reduction not achieved CAPS
Schnurr et al. (2007) 194 89/111 (80.18) Active contol USA
PE 44/83 (53.01) Retaining diagnosis CAPS
Schnurr et al. (2022) 916 USA
PE 271/455 (59.60) Retaining diagnosis CAPS5
CPT 331/461 (71.80) Retaining diagnosis CAPS5
Sloan, Mar, et al. (2018) 114 44/62 (70.97) Active control USA
CPT 26/52(50.00) Retaining diagnosis CAPS
Sloan, Unger, et al. (2018) 198 77/100 (77.00) Active control USA
CBT 69/98 (70.41) Retaining diagnosis CAPS
Stenmark et al. (2013) 54 14/21 (66.67) TAU Norway
NET 19/33 (57.58) Retainingdiagnosis CAPS
Taylor et al. (2003) 45 9/15 (60.00) Active control Canada
EMDR 6/15 (40.00) Retaining diagnosis CAPS
PE 2/15 (13.33) Retaining diagnosis CAPS
Taylor et al. (2023) 93 USA
CPT 15/31 (48.40) Non-significant change pdormula PCL
CPT 15/31 (48.40) Nonsignificant change per formula  PCL
CPT 18/31 (58.10) Non-significant change per formula  PCL
Ter Heide et al. (2016) 62 20/29 (68.97) Active control Netherlands
EMDR 21/33 (63.64) Retaining diagnosis CAPS
ThompsorHollands et al. (2023) 257 69/129 (53.50) Active control USA
PE 50/128 (39.10) Nonsignificant change per formula  PCL
Trottier et al. (2022) 17/18 (94.40) Active control Canada
CBT 7116 (43.70) Retaining diagnosis CAPS5
Van den Berg et al. (2015) 155 26/47 (55.32) Waiting list Netherlands
EMDR 11/55 (20.00) Retaining diagnosis CAPS
PE 17/53 (32.08) Retaining diagnosis CAPS
Van der Kolk et al(2007) 50 9/26 (34.62) Waiting list USA
EMDR 3/24 (12.50) Retaining diagnosis CAPS
Van Vliet et al. (2021) 121 Netherlands
EMDR 21/64 (33.30) Retaining diagnosis CAPS5
EMDR 17/57 (31.10) Retaining diagnosis CAPS5
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Treatment arm(s) n/N (%) n/N (%) assessment tool implementation
Vera et al. (2011) 12 717 (100.00) TAU Puerto Rico
PE 3/5 (60.00) Retaining diagnosis CAPS
Wells et al. (2015) 20 -/10 () Waiting list England
PE 3/10 (30.00) Retaining diagnosis SCID
Yehuda et al. (2014) 37 10/12 (83.33) Waiting list USA
PE 14/25 (56.00) Retaining diagnosis CAPS
Yuen et al. (2015) 52 USA
PE 9/29 (31.03) Retaining diagnosis CAPS
PE 6/23 (26.09) Retaining diagnosis CAPS
Zaccari et al. (2022) 19 5/9 (55.60) Active Control USA
CPT 8/10 (80.0) Retaining diagnosis CAPS

(table continues with further variables
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(table continued with further variables

Study Overall bias Type of Population M age % female % in committed % employed % with college M (2)
Treatment arm(s) Analysis relationship level education PTSD severity
Acarturk et al. (2016) Some concerns ITT
EMDR Refugees 333 79.2 71.1 - 4.3 -
Adenauer et al. (2011) High PP
NET Refugees 30.3 43.8 - - - 88.00 (1.75§¢
Allen et al. (2022) High ITT
CBT Civil - - - - - 59.29 (0.03¥
Back et al. (2019) High PP
PE Veterans & Military 39.7 7.4 25.9 415 - 7740 (0.43)
Beck et al. (2009) High PP
CBT Civil - - - - - 57.30 ¢2.07)
Belleville et al. (2018) Some concerns PP
CBT Civil 315 90.0 20.0 85.0 75.0 -
Bisson et al. (2022) Low ITT
CBT Civil 37.6 63.6 - - 37.4 35.60 ¢1.52)
Blanchard et al. (2003) High PP
CBT Civil - - - - - -
Bohus et al. (2013) Some concerns ITT
CBT Civil 35.1 100.0 - - - 87.92 (1.74}1
Brady et al. (2021) High PP
NET Civil 26.73 73.3 - - - 42.0 (0.99%"
Bryant et al. (2003) Some concerns PP
PE Civil 37.1 - - - - 67.47 (0.80)
PE +CT Civil 324 - - - - 68.73 ¢0.65)14
Bryant et al. (2008) High PP
CBT Civil 337 - - 89.3 - 71.35 (0.32)"
CBT Civil 35.9 - - 83.9 - 76.06 (0.95
CBT Civil 40.9 - - 85.7 - 76.79 (NaNyH
CBT Civil 39.1 - - 77.4 - 73.29 (NaNH
Bryant et al. (2011) Some concerns PP
CBT Civil 42.3 100.0 13.00 93.0 - 26.80 (0.21)%
Bryant et al. (2013) High ITT
CBT Civil 41.2 500 - 76.0 - 67.69 (0.78)Y
CBT Civil 37.9 58.0 - 77.0 - 73.75 (0.44§1
Bryant et al. (2019) Low ITT
CBT Civil 44.7 121 75.8 - - 80.40 (0.81¥
CBT Civil 42.8 27.3 66.7 - - 70.50 (0.27)
Butollo et al. (2016) High ITT
CPT Civil 337 67.2 - - - -
Castillo et al. (2016) Some concerns ITT
CBT Veterans 36.7 100.0 - - - 70.60 ¢0.41)H
Chard (2005) Some concerns PP
CPT Civil - 100.0 - - - 65.46 (1.05)"
Cloitre et al. (2002) Some concerns PP
PE Civil - 100.0 - - - 69.00 (0.61)
Cloitre et al. (2010) High ITT
PE Civil - 100.0 30.0 - - 64.50 (1.74)"
PE Civil - 100.0 39.0 - - 63.08 (1.88)
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Study Overall bias Type of Population M age % female % in committed % employed % with college M (z)
Treatment arm(s) Analysis relationship level education PTSD severity
Dell et al. (2022) High ITT
PE Veterans & Military 46.7 12.7 - 33.8 27.1 -
PE Veterans & Military 44.3 111 - 33.3 21.0 -
Dunne et al(2012) High ITT
CBT Civil - - - - - -
Ehlers et al. (2003) Some concerns PP
CT Civil - - - - - -
Ehlers et al. (2005) High ITT
CT Civil 354 57.0 64.0 64.0 21.0 -
Ehlers et al. (2014) High ITT
CT Civil 415 58.1 54.8 58.1 25.8 70.60 ¢€0.41)W
CT Civil 39.7 60.0 60.0 46.7 20.0 78.72 (1.521
Ehlers et al. (2023) Low ITT
CT Civil 36.3 74.0 52.0 84.0 40.0 40.20 (0.28}!
Falsetti et al. (2008) High PP
CBT Civil - - - - - -
Fecteau & Niki (1999) High ITT
CBT Civil - - - - - 70.90 (0.38)1
Feske (2008) High PP
PE Civil - 100.0 - - - -
Foa et al. (2018) Some concerns ITT
PE Veterans & Military 32.9 9.2 74.3 - 65.1 25.31 ¢0.51)@
PE Veterans& Military 32.7 14.5 69.1 - 76.3 25.20 ¢0.49)?
Forbes et al. (2012) High PP
CPT Veterans & Military 53.1 7.0 62.0 38.0 - 75.53 (0.20
Ford et al. (2018) High PP
PE Veterans & Military - 0.0 - - - 72.43 (0.19)1
Franklinet al. (2017) High PP
PE Veterans & Military - - - - - 74.30 (0.05
PE Veterans & Military - - - - - 69.70 ¢0.44)1
HenselDittmann et al. (2011) Some concerns ITT
NET Refugees - - - - - 96.47 (2.814
Hinton et al. (2Q1) High PP
CBT Civil 47.6 100.0 - - - 69.80 (1.20§°
Hogberg et al. (2007) High PP
EMDR Civil 43.0 23.1 61.5 - - -
Hollifield et al. (2007) High PP
CBT Civil 40.9 78.6 25.0 - 71.4 -
Karatzias et al. (2011) Some concerns ITT
EMDR Civil 415 60.9 43.5 65.2 45.5 70.70 (0.40)™
Kubany et al. (2004) High PP
CT Civil - 100.0 - - - 74.40 (0.06}¢
Langkaas et al. (2017) Low ITT
CBT Civil - - - - - 33.20 (1.15§
PE Civil - - - - - 34.90 (.46)%
Lely et al. (2019) Some concerns PP
NET Civil 62.7 27.8 61.1 11.8 - 71.25 ¢0.33)
Lindauer et al. (2005) High ITT
BEP Civil 37.6 41.7 58.3 - - -
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Study Overall bias Type of Population M age % female % in committed % employed % with college M (z)

Treatment arm(s) Analysis relationship level education PTSD severity
Markowitz et al. (2015) Some concerns ITT

PE Civil 41.8 55.0 13.0 61.0 - 72.10 (0.23)"
Maxwell et al. (2016) Some concerns PP

CPT Civil - - 0.0 - - -
McDonagh et al. (2005) High PP

CBT Civil 39.8 100.0 59.0 76.0 - 69.90 ¢0.50)4
McGovern et al. (2011) Some concerns ITT

CBT Civil 39.1 50.0 - - - 75.75 (0.22}4
McLay et al. (2017) Some concerns ITT

PE Veterans & Military 32.0 0.0 68.4 89.5 68.4 74.50 (0.07}4
Monson et al. (2006) Low ITT

CPT Veterans & Military 54.9 6.7 70.0 - - 76.73 (0.35}Y
Morland et al. (2019) Some concerns ITT

PE Veterans & Military 46.5 28.1 73.6 - - 41.80 (0.91)¥

PE Veterans & Military 47.3 24.1 67.3 - - 41.50 (0.64)

PE Veterans & Military 46.5 22.0 70.2 - - 40.60 (0.71)%
Mueser et al. (2008) Some concerns ITT

CBT Civil 451 75.9 - 5.6 - 74.46 (0.07}Y
Mueseret al. (2015) Low ITT

CBT Civil 43.0 70.2 - - - 86.06 (1.51J"
Nidich et al. (2018) Low ITT

PE Veterans & Military 485 18.0 52.0 - - 80.60 (0.83}4
Nijdam et al. (2012) High ITT

BEP Civil 37.3 61.4 - - 25.7 -

EMDR Civil 38.3 51.4 - - 34.0 -
Peck et al. (2023) Some concerns ITT

PE Civil 33.8 60.0 - 20.0 - 41.40 (0.75%

PE Civil 35.9 60.0 - 20.0 - 44.10(1.60¥
Peterson et al. (2022) Some concerns ITT

CPT Veterans & Military 385 50 75.0 - 30.0 35.6 ¢1.52)1

CPT Veterans & Military 41.9 12.0 81.0 - 40.0 37.60 ¢0.81)"

CPT Veterans & Military 41.4 18.0 77.0 - 47.0 37.30 €0.71)¥
Peterson et al. (2023) High ITT

PE Veterans & Military 39.0 24.0 61.0 - 36.0 37.56 (0.74)¥

PE Veterans & Military 394 20.0 68.0 - 60.0 37.56 (0.82)
Popiel et al. (2015) High ITT

PE Civil 39.9 - 53.4 - - -
Rauch et al. (2015) High PP

PE Veterans & Military - - - - - 79.20 (0.66}Y
Ready et al(2018) Some concerns ITT

CBT Veterans & Military - - - - - 82.43 (1.06}4
Reger et al. (2016) High PP

PE Veterans & Military 30.9 5.6 72.2 100.0 70.4 78.28 (0.541
Resick et al. (2002) High PP

CPT Civil - 100.0 - - - 74.76 (0.11}"

PE Civil - 100.0 - - - 76.60 (1.06}
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Study Overall bias Type of Population M age % female % in committed % employed % with college M (z)

Treatment arm(s) Analysis relationship level education PTSD severity
Resick et b (2008) Some concerns PP

CPT Civil - - - - - 70.19 (0.47)

CcT Civil - - - - - 73.87 (0.4711
Resick et al. (2015) Some concerns ITT

CPT Veterans & Military 31.8 7.0 82.0 100.0 69.0 59.30 (0.03"
Resick et al. (2017) Sone concerns ITT

CPT Veterans & Military 32.6 - 68.1 100.0 80.7 24.20 (0.74)®

CPT Veterans & Military 33.8 - 67.7 100.0 67.6 24.40 (0.66)?

Rothbaum et al. (2005) High PP

EMDR Civil - 100.0 - - - -

PE Civil - 100.0 - - - -
Sack et al. (2016) Some concerns PP

EMDR Civil 39.3 68.1 31.9 70.2 80.8 58.60 ¢1.91)
Schacht et al. (2017) Some concerns PP

PE Civil 36.0 77.0 - - - 72.77 (0.14)HY

PE Civil 39.0 82.0 - - - 72.29 (0.12j1
Schnurr eal. (2003) Some concerns ITT

CBT Veterans & Military 50.6 0.0 51.5 46.9 - 80.41 (0.81}Y
Schnurr et al. (2007) Low PP

PE Veterans & Military 44.6 100.0 31.9 - - 77.60 (0.46}4
Schnurr et al. (2022) Some concerns ITT

PE Veterans & Military 455 20.7 54.1 40.4 475 39.90 (0.19)"

CPT Veterans & Military 44.9 20.0 51.4 42.9 41.7 40.30 (0.16§"
Sloan, Mar, et al. (2018) Some concerns ITT

CPT Mixed 42.8 47.6 - - 25.4 37.10 (0.94)¥
Sloan, Unger, etla(2018) Low ITT

CBT Veterans & Military 54.4 0.0 75.1 86. 22.5 39.84 (0.14)“
Stenmark et al. (2013) Low PP

NET Refugees 345 33.0 - - 18.0 83.70 (1.22¥
Taylor et al. (2003) High PP

EMDR Civil - - - - - -

PE Civil - - - - - -
Taylor et al. (2023) Some concerns ITT

CPT Veterans & Military 36.1 35.0 67.7 90.3 32.2 47.80 (1.25)8

CPT Veterans & Military 36.2 16.0 74.1 69.8 16.1 53.00 (NaN}?

CPT Veterans & Military 36.3 29.0 67.7 93.6 22.6 53.70 (NaN}?
Ter Heide et al. (2016) High ITT

EMDR Refugees 43.1 16.7 - - - 74.70 (0.10
ThompsorHollands et al. (2023) Low PP

PE Veterans & Military - 100.0 - - - -
Trottier et al. (2022) High ITT

CBT Civil 28.5 94.7 15.8 52.6 42.1 43.47 (1.561
Van den Berg et a(2015) High ITT

EMDR Civil 40.4 54.6 21.8 7.3 7.3 72.10 (0.08§4

PE Civil 42.6 56.6 20.8 15.1 13.2 69.60 (0.54)
Van der Kolk et al(2007) Some concerns PP

EMDR Civil 38.7 75.9 - - 51.7 69.40 (0.56)
Van Vliet et al. (2021) High ITT

EMDR Civil - 35.5 - 20.2 6.9 39.34 (0.06)4

EMDR Civil - 33.1 - 19.3 6.0 37.61 (0.8
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Treatment arm(s) Analysis relationship level education PTSD severity
Vera et al. (2011) High PP
PE Civil - - - - - 53.20 (2.58)
Wells et al. (2015) High PP
PE Civil 40.5 36.4 72.7 54.6 - -
Yehuda et al. (2014) High PP
PE Veterans & Military - - - - - -
Yuen et al. (2015) High ITT
PE Veterans & Military - - - - - 68.42 ¢0.69)M
PE Veterans & Military - - - - - 65.27 (1.41)Y
Zaccari et al. (2022) High ITT
CPT Veterans & Military 44.2 100.0 37.5 - - 79.4 (0.68Y!

(table continues with further variables)



344 Appendix C

(table continued with further variables
Study % comorbid M (z) depression M (z) anxiety Modification of treatment Symptoms targeted Treatment Treatment

Treatment arm(s) depression score score manualisation format
Acarturk et al. (2016)

EMDR - 29.85 (0.67%! 2.65 (0.71}9 Other modification PTSD Manualised Individual
Adenauer et al. (2011)

NET 688 27.30 (0.41§ - None PTSD Manualised Individual
Allen et al. (2022)

CBT - 15.91 (0.06Y! 11.95¢0.23)18  None PTSD Manualised
Back et al. (2019)

PE 38.9 29.20 (0.54¥ - Other modification PTSD + SUD Manualised Individual
Beck et al. (2009)

CBT - 22.40 (0.84)5! 22.20 (0.61)*2 None PTSD Manualised Group
Belleville et al. (2018)

CBT 15.0 - - None PTSD Manualised Individual
Bisson et al. (2022)

CBT - 15.10 ¢0.36)[" 13.40 (1.23§ None PTSD Manualised Individual
Blanchard et al. (2003)

CBT - - - None PTSD Manualised Individual
Bohus et al. (2013)

CBT - 38.00 (2.33! - Module therapy PTSD + BPD Manualised Individual
Brady et al. (2021)

NET - 18.00(1.14§" 11.00(-1.18)19 None PTSD Manualised Individual

Bryant et al. (2003)

PE - 19.93 (1.34)® 55.80 (0.66H None PTSD Manualised Individual

PE +CT - 19.33 ¢1.84)6 53.47 (0.12§4 None PTSD Manualised Individual
Bryant et al. (2008)

CBT - 21.79 €0.96)"! 56.93 (0.9584 Other modification PTSD Manualised Individual

CBT - 24.23 (0.68)" 59.32 (1.69%4 Other modification PTSD Manualised Individual

CBT - 25.38 (1.02)® 58.25 (NaNj! Other modification PTSD Manualised Individual

CBT - 24.03 (NaN} 59.10 (NaNjJ¥ Other modification PTSD Manualised Individual
Bryant et al. (2011)

CBT - 22.30 ¢0.86)" - Other modification PTSD Manualised Individual
Bryant et al. (2013)

CBT 60.0 28.10 (0.31§ 27.67 (0.14)+ Module therapy PTSD Manualised Individual

CBT 67.0 26.06 (0.25)° 27.94 (0.3142 Module therapy PTSD Manualised Individual
Bryant et al. (2019)

CBT 66.7 33.00 (1.31§ - None PTSD Manualised Individual

CBT 455 28.90 (0.41)% - Dose modification PTSD Manualised Individual
Butollo et al. (2016)

CPT 52.2 - - None PTSD Manualised Individual
Castillo et al. (2016)

CBT 68.2 - - Other modification PTSD Manualised Group
Chard (2005)

CPT - 24.43(-0.43)® - Other modification PTSD Manualised Combined
Cloitre et al. (2002)

PE - 25.00 ¢0.31)® 57.00 (0.9644 Module therapy PTSD Manualised Individual
Cloitre et al. (2010)

PE - 22.10 €0.90)® 50.20 ¢0.74)* Module theapy PTSD Manualised Individual

PE - 18.80 ¢1.97) 50.40 (0.71)*4 Module therapy PTSD Manualised Individual
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Study % comorbid M (z) depression M (z) anxiety Modification of treatment Symptoms targeted Treatment Treatment
Treatment arm(s) depression score score manualisation format
Dell et al. (2022)

PE 80.3 - - None PTSD Manualised Individual

PE 82.0 - - Dose modification PTSD Manualised Individual
Dunne et al. (2012)

CBT 61.5 11.39 (0.71) 7.54 €0.71) None PTSD Manualised Individual
Ehlers et al. (2003)

CT - 18.80 (1.57)® 21.60 ¢€0.69)1* None PTSD Manualised Individual
Ehlers et al. (2005)

CT 50.0 23.70 ¢€0.58)® 24.10 ¢0.35)2 None PTSD Manualised Individual
Ehlers et al. (2014

CT 22.6 21.90 €0.94)5 28.42 (0.2542 None PTSD Manualised Individual

CT 40.0 23.93 (0.75)8! 26.23 (0.13)*2 Dose modification PTSD Manualised Individual
Ehlers et al. (2023)

CT 62.0 12.93 €1.48)1 12.36 (0.18}* Othermodification PTSD Manualised Individual
Falsetti et al. (2008)

CBT - 20.40 ¢1.25)4 - Other modification PTSD + panic attacks Manualised Group
Fecteau & Nicki (1999)

CBT - 26.30 (0.05)5! 30.60 (0.55§2 None PTSD Manualised Individual
Feske (2008)

PE - 27.22 (0.14% 29.22 (0.3642% None PTSD Manualised Individual
Foa et al. (2018)

PE - 29.21 (0.54% - None PTSD Manualised Individual

PE - 29.12 (0.48% - Dose modification PTSD Manualised Individual
Forbes et al. (2012)

CPT - 26.33 (0.04)® 55.97 (0.7144 None PTSD Manualised Individual
Ford et al. (2018)

PE 50.0 - 20.71 (NaNj“ None PTSD + anger problems  Manualised Individual
Franklin et al. (2017)

PE - 34.00 (152)® 27.00 (0.0542 None PTSD Manualised Individual

PE - 35.30 (1.94% 32.40 (1.47%2 None PTSD Manualised Individual
HenselDittmann et al. (2011)

NET 86.7 29.64 (0.88f! - None PTSD Manualised Individual
Hinton et al. (2011)

CBT - - 2.50 (NaNy3 Cultural adaption PTSD Manualised Group
Hogberg et al. (2007)

EMDR - 29.50 (0.86! 16.70 ¢1.36)112 None PTSD Manualised Individual
Hollifield et al. (2007)

CBT - 2.63 (NaNy9 2.40 (0.71)19 None PTSD Manualised Group
Karatzias et al. (2011)

EMDR - 11.30 ¢1.08)#! 15.60 (1.15§! None PTSD Manualised Individual
Kubany et al. (2004)

CT 71.7 26.90 (0.07% - Other modification PTSD Manualised Individual
Langkaas et al. (2017)

CBT - 23.60 (0.83)® - Other modification PTSD Manualised Individual

PE - 25.60 €0.19)" - None PTSD Manualised Individual
Lely et al. (2019)

NET 61.1 - - None PTSD Manualised Individual
Lindauer et al. (2005)

BEP 250 11.80 (0.20¥! 13.1 ¢0.55) None PTSD Manualised Individual
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Treatment arm(s) depression score score manualisation format
Markowitz et al. (2015)

PE 53.0 20.20 ¢1.02)© - None PTSD Manualised Individual
Maxwell et al. (2016)

CPT - - - None PTSD Manualised Individual
McDonagh et al. (2005)

CBT - 18.90 ¢1.55)1 53.50 (0.094! None PTSD Manualised Individual
McGovern et al. (2011)

CBT - 21.10 €1.04)% - Other modification PTSD + SUD Manualised Individual
McLay et al. (2017)

PE - - - None PTSD Manualised Individual
Monson et al. (2006)

CPT 53.3 25.39 (0.23)8 54.38 0.31)*4 None PTSD Manualised Individual
Morland et al. (2019)

PE - 31.70 (1.04% - Other modification PTSD Manualised Individual

PE - 30.70 (0.86¥! - Other modification PTSD Manualised Individual

PE - 29.70 (0.04 - Other modificatbn PTSD Manualised Individual
Mueser et al. (2008)

CBT 55.6 31.48 (1.01¥! 48.29 (2.9842 None PTSD Manualised Individual
Mueser et al. (2015)

CBT - 30.54 (0.81F! 29.20 (0.35§2 None PTSD Manualised Individual
Nidich et al. (218)

PE 50.0 17.00 (0.63Y! - None PTSD Manualised Individual
Nijdam et al. (2012)

BEP 67.1 12.07 (0.88% 13.01 ¢0.61)® None PTSD Manualised Individual

EMDR 52.9 10.93 (NaN#® 12.38 (NaN® None PTSD Manualised Individual
Peck et al. (2023)

PE - 29.70 (0.64% 21.50 ¢0.70)2 None PTSD + other disorders ~ Manualised Individual

PE - 32.80 (1.36§ 25.30 ¢0.37)2 Other modification PTSD + other disorders ~ Manualised Individual
Peterson et al. (2022)

CPT - 35.20 (1.76%! - None PTSD Manualised Individual

CPT - 32.40 (1.26§ - None PTSD Manualised Individual

CPT - 33.50 (0.97% - None PTSD Manualised Individual
Peterson et al. (2023)

PE - - - Dose modification PTSD Manualised Individual

PE - - - Dose modification PTSD Manualised Individual
Popiel et al. (2015)

PE - 26.30 ¢0.05)® 54.70 (0.39%4 None PTSD Manualised Individual
Rauch et al. (2015)

PE - - - None PTSD Manualised Individual
Ready et al. (2018)

CBT - 29.76 (0.66§ - None PTSD Manualised Group
Reger et al. (2016)

PE - 28.02 (0.30% 22.11 ¢0.62)*2 None PTSD Manualised Individual
Resick et al. (2002)

CPT 435 23.70 €0.58)" - None PTSD Manualised Individual

PE 475 24.03 ¢0.73)® - None PTSD Manualised Individual
Resick et al. (2008)

CPT - 27.51 (0.20%" 50.67 ¢€0.62)1 None PTSD Manualised Individual

CT - 25.72 (0.33)® 50.85 (0.59)*4 None PTSD Manualised Individual
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Study % comorbid M (z) depression M (z) anxiety Modification of treatment Symptoms targeted Treatment Treatment
Treatment arm(s) depression score score manualisation format

Resick et al. (2015)

CPT - 27.90 (0.28H! - None PTSD Manualised Group
Resicket al. (2017)

CPT - 29.20 (0.54¥! - Cultural adaption PTSD Manualised Individual

CPT - 29.50 (0.57%! - Cultural adaption PTSD Manualised Group
Rothbaum et al. (2005)

EMDR - 16.70 €0.27)® 43.33 (0.52)114 None PTSD Manualised Individual

PE - 25.95 ¢2.00)"! 51.10 ¢2.45)t4 None PTSD Manualised Individual
Sack et al. (2016)

EMDR 44.7 24.00 €0.51)" - None PTSD Manualised Individual
Schacht et al. (2017)

PE 47.0 - - None PTSD Manualised Individual

PE 50.0 - - Cultural adaption PTSD Manualised Individual
Schnurr et al. (2003)

CBT 58.6 - - None PTSD Manualised Group
Schnurr et al. (2007)

PE 61.7 25.30 €0.25)5! 52.10 €0.26)*4 None PTSD Manualised Individual
Schnurr et al. (2022)

PE 67.9 30.30 (0.69® - None PTSD Manualised Individual

CPT 72.0 30.0 (0.77) - None PTSD Manualised Individual
Sloan, Mar, et al. (2018)

CPT - - - None PTSD Manualised Individual
Sloan, Unger, et al. (2018)

CBT 55.1 23.85 ¢0.55)"! 18.22 ¢1.15)12 None PTSD Manualised Group
Stenmark et al. (2013)

NET 41.7 19.70 ¢1.13)9 - None PTSD Manualised -
Taylor et al. (2003)

EMDR - 23.20 ¢0.17)® - None PTSD Manualised Individual

PE - 26.40 (0.68)" - None PTSD Manualised Individual
Taylor et al. (2023)

CPT - - - None PTSD Manualised Individual

CPT - - - Additional symptoms targeted PTSD + specific problems Manualised Individual

CPT - - - Additional symptoms targeted PTSD + specific prolems  Manualised Individual
Ter Heide et al. (2016)

EMDR 77.8 - - None PTSD Manualised Individual
ThompsorHollands et al. (2023)

PE - - - None PTSD Manualised Individual
Trottier et al. (2022)

CBT - 27.53 (0.71)¥ 21.26 (0.71)¥ Additional symptoms targeted PTSD + other disorders Manualised Individual
Van den Berg et a(2015)

EMDR - 28.20 (0.26§ - None PTSD Manualised Individual

PE - 30.90 (0.89% - None PTSD Manualised Individual
Van der Kolk et al(2007)

EMDR - 16.20 ¢2.10)®! - None PTSD Manualised Individual
Van Vliet et al. (2021)

EMDR - - - None PTSD Manualised Individual

EMDR - - - Module Therapy PTSD Manualised Individual
Vera et al. (2011)

PE - - - Cultural adagbn PTSD Manualised Individual
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Study % comorbid M (z) depression M (z) anxiety Modification of treatment Symptoms targeted Treatment Treatment
Treatment arm(s) depression score score manualisation format
Wells et al. (2015)

PE 36.4 32.50 (121)® 31.50 (0.67%2 None PTSD Manualised Individual
Yehuda et al. (2014)

PE - - - None PTSD Manualised Individual
Yuen et al. (2015)

PE - 29.56 (0.61§ 27.68 (0.15)2 None PTSD Manualised Individual

PE - 26.94 €0.04)" 21.75 €1.28)12 None PTSD Manualised Individual
Zaccari et al. (2022)

CPT - 34.90 (1.7099 - None PTSD Manualised Group

(table continues with further variables)
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(table continued with further variables)

Study Time limitation M nr. of Sessions Duration of sessions  Duration of Homework Treatment Experience level
Treatment arm(s) (min.) treatment (weeks) setting of therapist
Acarturk et al. (2016)
EMDR - 4.2 - - No homework In person Trainees
Adenauer et al. (2a)
NET Low (O 12 ses 120 108.0 - No homework In person Trainees
Allen et al. (2022)
CBT Low (O 12 ses 60 - 10.0 Homework Telehealth -
Back et al. (2019)
PE Low (O 12 ses 88 90.0 - No homework In person Trainees
Beck et al. (2009)
CBT High (> 12 sessions) 14.0 120.0 30.0 Homework In person Experienced
Belleville et al. (2018)
CBT High (> 12 sessions) 15.0 75.0 15.0 No homework In person Trainees
Bisson et al. (2022)
CBT Low (Oofisp ses 90 85.0 12.0 Homework In person Experienced
Blanchard et al. (2003)
CBT Low (O 12 ses 100 - 10.0 Homework In person Trainees
Bohus et al. (2013)
CBT High (> 12 sessions) 25.0 45.0 12.5 Homework In person Trainees
Brady et al (2021)
NET High (> 12 sessions) 17.0 105.0 32.0 No homework In person Mixed
Bryant et al. (2003)
PE Low (O 12 ses 80 90.0 8.0 Homework In person Trainees
PE +CT Low (O 12 ses 80 90.0 8.0 Homework In person Trainees
Bryart et al. (2008)
CBT Low (O 12 ses 80 100.0 8.0 Homework In person Trainees
CBT Low (O 12 ses 80 100.0 8.0 Homework In person Trainees
CBT Low (O 12 ses 80 100.0 8.0 Homework In person Trainees
CBT Low (O 12 ses 80 1000 8.0 Homework In person Trainees
Bryant et al. (2011)
CBT Low (O 12 ses 66 60.0 8.0 No homework In person Trainees
Bryant et al. (2013)
CBT Low (O 12 ses 72 90.0 12.0 Homework In person Trainees
CBT Low (O 12 ses 91 90.0 12.0 Homework In person Trainees
Bryant et al. (2019)
CBT High (> 12 sessions) 9.4 90.0 12.0 No homework In person Trainees
CBT High (> 12 sessions) 9.6 60.0 12.0 No homework In person Trainees
Butollo et al. (2016)
CPT High (> 12 sessions) 15.0 - - Homework In person Mixed
Castillo et al. (2016)
CBT High (> 12 sessions) 16.0 90.0 16.0 Homework In person Trainees
Chard (2005)
CPT High (> 12 sessions) 27.0 78.9 17.0 Homework In person Trainees
Cloitre et al.(2002)
PE High (> 12 sessions) 16.0 75.0 12.0 Homework In person Trainees
Cloitre et al. (2010)
PE High (> 12 sessions) 16.0 - 16.0 Homework In person No therapists
PE High (> 12 sessions) 16.0 - 16.0 Homework In person No therapiss
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Study Time limitation M nr. of Sessions Duration of sessions  Duration of Homework Treatment Experience level

Treatment arm(s) (min.) treatment (weeks) setting of therapist
Dell et al. (2022)

PE Low (O 12 s 10.0 90.0 10.0 Homework Combination -

PE Low (O 12 s 10.0 90.0 2.0 Homework Combination -
Dunne et al. (2012)

CBT Low (O 12 s 9.8 60.0 10.0 Homework In person Experienced
Ehlers et al. (2003)

CT Low (O 12 s 9.0 90.0 12.0 No homework In person -
Ehlers et al. (2005)

CT Low (O 12 s 10.0 62.5 13.0 No homework In person -
Ehlers et al. (2014)

CT Low (O 12 s 10.1 - 14.0 Homework In person Mixed

CT High (> 12 sessions) 10.1 105.0 1.0 Homework In person Mixed
Ehlers et al. (2023)

CT - - - 12.0 No homework Telehealth Trainees
Falsetti et al. (2008)

CBT Low (O 12 s 12.0 90.0 12.0 Homework In person Mixed
Fecteau & Nicki (1999)

CBT Low (O 12 s 4.0 120.0 4.0 Homework In pason Trainees
Feske (2008)

PE Low (O 12 s 10.0 90.0 10.0 Homework In person No therapists
Foa et al. (2018)

PE Low (O 12 s 10.0 90.0 8.0 Homework In person No therapists

PE Low (O 12 s 10.0 90.0 2.0 Homework In person No therapists
Forbes et al. (2012)

CPT Low (O 12 s 12.0 62.5 6.0 Homework In person Trainees
Ford et al. (2018)

PE Low (O 12 s 10.0 82.5 10.0 No homework In person Trainees
Franklin et al. (2017)

PE low( O 12 ses 10.0 - 12.0 Homework Telehealth Experienced

PE Low (O 12 s 10.0 - 12.0 Homework Telehealth Experienced
HenselDittmann et al. (2011)

NET Low (O 12 s 10.0 90.0 13.0 No homework In person -
Hinton et al. (2011)

CBT High (> 12 sessions) 14.0 60.0 14.0 Homework In person No therapists
Hogberg et al. (2007)

EMDR Low (O 12 s 5.0 90.0 8.0 No homework In person Experienced
Hollifield et al. (2007)

CBT Low (O 12 s 12.0 120.0 12.0 Homework In person -
Karatzias et al. (2011)

EMDR Low (O 12 s 3.7 60.0 - No homework In person Experienced
Kubany et al. (2004)

CT High (> 12 sessions) 9.5 90.0 - Homework In person No therapists
Langkaas et al. (2017)

CBT Low (O 12 s 10.0 105.0 10.0 Homework In person Trainees

PE Low (O 12 s 10.0 105.0 10.0 Homework In person Trainees
Lely et al. (2019)

NET High (> 12 sessions) 9.5 90.0 19.0 No homework In person Mixed
Lindauer et al. (2005)

BEP High (> 12 sessions) 16.0 52.5 16.0 Homework In person Experienced
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Study Time limitation M nr. of Sessions Duration of sessions  Duration of Homework Treatment Experience level

Treatment arm(s) (min.) treatment (weeks) setting of therapist
Markowitz et al. (2015)

PE Low (O 12 ses 83 90.0 14.0 Homework In person Mixed
Maxwell et al. (2016)

CPT Low (O 12 ses 104 90.0 6.0 Homework In person -
McDonagh et al. (2005)

CBT High (> 12 sessions) 14.0 105.0 175 Homework In person Trainees
McGovern et al. (2011)

CBT High (> 12 sessions) 13.0 47.5 13.0 Homework In person Mixed
McLay et al. (2017)

PE Low (O 12 ses 100 90.0 9.0 Homework In person No therapists
Monson et al. (2006)

CPT Low (O 12 se 12.0 - 6.0 Homework In person Trainees
Morland et al. (2019)

PE High (> 12 sessions) 9.8 90.0 9.8 Homework -

PE High (> 12 sessions) 8.3 90.0 8.3 Homework Telehealth -

PE High (> 12 sessions) 7.0 90.0 7.0 Homework Telehealth -
Mueser et al. (2008)

CBT High (> 12 sessions) 14.0 - - Homework In person Trainees
Mueser et al. (2015)

CBT High (> 12 sessions) 14.0 - - Homework In person Trainees
Nidich et al. (2018)

PE low( O 12 sessi 120 90.0 12.0 Homework In person Trainees
Nijdam et al. (2012)

BEP High (> 12 sessions) 14.7 52.5 - No homework In person Mixed

EMDR Low (O 12 ses 65 90.0 - No homework In person Mixed
Peck et al. (2023)

PE Low@© 12 sessi 120 60.0 12.0 Homework Combination Mixed

PE Low (O 12 ses 120 60.0 12.0 Homework Combination Mixed
Peterson et al. (2022)

CPT Low (O 12 ses 120 60.0 6.0 No homework In person -

CPT Low (O 12 ses 120 60.0 6.0 No homework In person -

CPT Low (O 12 ses 120 60.0 6.0 No homework Telehealth -
Peterson et al. (2023)

PE High (> 12 sessions) 15.0 90.0 3.0 No homework In person Mixed

PE High (> 12 sessions) 15.0 90.0 3.0 No homework In person Mixed
Paopiel et al. (2015)

PE Low (O 12 ses 86 90.0 11.0 Homework In person Experienced
Rauch et al. (2015)

PE Low (O 12 ses 110 80.0 - Homework In person -
Ready et al. (2018)

CBT High (> 12 sessions) 32.0 180.0 16.0 Homewak In person -
Reger et al. (2016)

PE Low (O 12 ses 75 105.0 - Homework In person Trainees
Resick et al. (2002)

CPT Low (O 12 ses 120 87.5 6.0 Homework In person Trainees

PE Low (O 12 ses 120 65.0 6.0 Homework In person Trainees
Resick et al. (2008)

CPT Low (O 12 ses 120 60.0 6.0 Homework In person Experienced

CT Low (O 12 ses 120 60.0 6.0 Homework In person Experienced
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Study Time limitation M nr. of Sessions Duration of sessions  Duration of Homework Treatment Experience level

Treatment arm(s) (min.) treatment (weeks) setting of therapist
Resick et al. (2015)

CPT Low (O 12 ses 120 90.0 6.0 No homework In person -
Resick et al. (2017)

CPT Low (O oisp ses 120 60.0 6.0 No homework In person -

CPT Low (O 12 ses 120 90.0 6.0 No homework In person -
Rothbaum et al. (2005)

EMDR Low (O 12 ses 90 90.0 4.5 No Homework In person Trainees

PE Low (O 12 ses 90 90.0 4.5 Homework In person Trainees
Sack et al. (2016)

EMDR Low (O 12 ses 42 - 4.2 No Homework In person Experienced
Schacht et al. (2017)

PE Low (O 12 ses 18 60.0 12.0 Homework In person -

PE Low (O 12 ses 7.1 60.0 12.0 Homework In pason -
Schnurr et al. (2003)

CBT High (> 12 sessions) 21.8 92.0 30.0 Homework In person Trainees
Schnurr et al. (2007)

PE Low (O 12 ses 80 90.0 10.0 Homework In person Trainees
Schnurr et al. (2022)

PE High (> 12 sessions) 8.2 90.0 8.0 No Homework In person Mixed

CPT High (> 12 sessions) 9.1 60.0 9.0 No Homework In person Mixed
Sloan, Mar, et al. (2018)

CPT Low (O 12 ses 120 60.0 12.0 Homework In person Trainees
Sloan, Unger, et al. (2018)

CBT High (> 12 sessions) 14.0 120.0 16.0 Homework In person No therapists
Stenmark et al. (2013)

NET Low (O 12 ses 100 90.0 10.0 Homework In person No therapists
Taylor et al. (2003)

EMDR Low (O 12 ses 80 90.0 - Homework In person Experienced

PE Low (O 12 ses 80 90.0 - Homework In person Experienced
Taylor et al. (2023)

CPT High (> 12 sessions) 18.0 60.0 12.0 No Homework In person -

CPT High (> 12 sessions) 18.0 60.0 12.0 No Homework In person -

CPT High (>12 sessions) 18.0 60.0 12.0 No Homework In person -
Ter Heide et al. (2016)

EMDR Low (O 12 ses 90 80.0 - No Homework In person Mixed
ThompsorHollands et al. (2023)

PE Low (O 12 ses 7.62 90.0 10.0 Homework In person Trainees
Trottier et al. (2022)

CBT High (> 12 sessions) 16.0 77.5 14.0 No Homework In person Trainees
Van den Berg et a(2015)

EMDR Low (O 12 ses 78 90.0 10.0 No Homework In person Trainees

PE Low (O 12 ses 7.1 90.0 10.0 Trainees
Van der Kolk et al(2007)

EMDR Low (O 12 ses 80 90.0 8.0 No Homework In person Experienced
Van Vliet et al. (2021)

EMDR High (> 12 sessions) 17.0 90.0 8.0 No Homework In person Trainees

EMDR High (> 12 sessions) 25.0 90.0 12.0 No Homework In person Trainees

Vera et al. (2011)
PE High (> 12 sessions) 15.0 105.0 15.0 Homework In person Experienced
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Study Time limitation M nr. of Sessions Duration of sessions  Duration of Homework Treatment Experience level

Treatment arm(s) (min.) treatment (weeks) setting of therapist
Wells et al. (2015)

PE Low (O 12 ses 80 60.0 8.0 Homework In person Trainees
Yehuda et al. (2014)

PE Low (O 12 ses 120 90.0 12.0 Homework In person Mixed
Yuen et al. (2015)

PE Low (O 12 ses 103 90.0 10.0 Homework In person Trainees

PE Low (O 12 sess 103 90.0 10.0 Homework Telehealth Trainees
Zaccari et al. (2022)

CPT Low (O 12 ses 120 90.0 12.0 No Homework In person -

Note.Total N = sum of participants in control and treatment conditions; n = number @égmmnders; N = total number of participants in group; Int = intervention group; CG

control group; CBT = cognitive behavioral therapy; nr. = number; min = minutes; CPT = cognitive processing therapy; Qive ttegapy; PE = prolonged exposure therapy;
BEP = brief eclectic therapy; EMDR = eye movement desensitization and reprocessing; NET = narrative exposure therapyl.MS.X MinkInternational Neuropsychiatric
Interview Plus; CAPS = Cliniciaddministered PTSD Scale; Veterans & Military = Vetesa& Military Personnel; PDS = Posttraumatic Diagnostic Scale; SCID = Structured
Clinical Interview for DSM; PS$ = PTSD Symptom Scalmterview; PCL = PTSD Checklist; PSSR = Posttraumatic Symptom Scé&8lelf Report; SPTSD = Structured
Interview for Pattraumatic Stress Disorder; MP-SR = Modified PTSD Symptom Scale SBéEport; TAU = treatment as usual; ITT = intentimrtreat; PP = peprotocol; NaN =
not a number; PTSD = posttraumatic stress disorder; SUD = substance use disorder; BPD = lmeoktiaéty disorder.

(11 Assessment tool:
[l Assessment tool:
[B1 Assessment tool:
[l Assessment tool:
I8l Assessment tool:
61 Assessment tool:
[l Assessment tool:
18] Assessment tool:

CliniciaAdministered PTSD Scale (CAPS).

PTSD Symptom Scalleterview (PSS).

PTSD Checklist (PCL).

CliniciaAdministered PTSD Scale (CAPS.

Beck Depression Inventory (BDI).

Hamilton Depression Scale (HDRS / HRSD / HAM
Patient Health Questionn@dQ)-9.

Hospital Anxiety and Depression Scale (HADS).

I Assessment tool: Depression Anxiety and Stress Scale (DASS).

[10] Assessment tool:
(111 Assessment tool:
(121 Assessment tool:
(131 Assessment tool:
(141 Assessment tool:
(151 Assessment tool:

Hopkins Symptom CheckiS§t(HSCL-25).

Stafirait Anxiety Inventory (STAI).

Beck Anxiety Inventory (BAI).

Adgety subscale of the symptom checkBgER (SCL).
State Trait Anger Expression Trait Scale (Sfai
Generalized Anxiety Disorder Questionnaire (@AD
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C8. Forest Plot ofOR
Author(s) (Year): Arm NR[TR] RE[TR] NR[CG] RE[CG] Log[OR] [95% Cl]
Acarturk et al. (2016): EMDR 19 30 46 3 [ ] -3.19 [-4.49, -1.89
Adenauer el al. (2011): NET 6 5 8 0 } -2.67 [-5.74, 0.40
Allen et al. (2022): CBT 5 8 14 3 ] -2.01[-3.68, -0.34
Back et al. (2019): PE 5 24 8 5 }—._—{ -2.04 [—3.51, -0.56
Beck et al. (2009): CBT 2 15 11 5 }—-—| -2.80 [-4.62, -0.99
Belleville et al. 2015) CBT 2 14 4 11 [ e ] -0.93 {-2.81, 0.94
Bisson et al. (2022 12 71 14 63 }-—.—{ -0.27 [-1.12, 0.57
Blanchard et aI 2 03& CBT 5 16 16 5 e — -2.33[-3.75, -0.91
Bohus et al. 22 14 37 1 b -3.16 [-5.26, -1.06
Bryant et al. 2003 5 10 9 6 o | -1.10[-2.59, 0.39
Bryant et al. (2003): PE+CT 2 13 g 8 e -2.28 [-4.09, -0.47
Bryant et al. (2011): CBT 4 12 8 4 }—-—| -1.79 [-3.44, -0.14
Bryant et al. (2019): CBT 11 16 25 3 Ww -2.49 [—3.92, -1.07
Bryant et al. (2019): CBT 7 22 25 3 —_——— -3.27 [-4.73, -1.80
Buitollo et al. (2016): CPT 26 41 35 39 ] -0.35 [-1.02, 0.32
Chard (2005); CP 2 26 20 7 }—.—{ i -3.61
Coea st o SR B — .

oitre et al. : 22 11 20 18
Cloitre et al. (2010): PE 13 20 20 18 I 054 |-
Dunne et al. (2012): CBT 5 8 12 1 — -2.95 [~
Ehlers et al. (2003): CT 6 22 19 8 ] -2.16 [~
Ehlers et al. (2005): CT 4 10 14 0 } —4.21
Ehlers et al. (2014): CT 7 24 28 2 }—-—| : -3.87
Ehlers et al. (2014): CT 8 22 28 2 — e -3.65
Ehlers et al. (2023): CT 15 77 29 64 e -0.84
Falsetti et al. (2008): CBT 3 21 17 [ }-.............."...........“{ -2.99 [-
Fecteau and Nicki 1999): CBT 5 5 10 0 } -3.04
Eeske (2|002§5 1gE PE 3 6 9 3 b —11.3739

oa et al. : 56 53 32 8 {—l—| -1 -
Foa et al. %20183: PE 60 50 32 8 ] -1.20
Forbes et al. (2012): CPT 15 9 20 3 ] -1.39
Ford et al. (2018): PE 2 3 5 6 e Saa— -0.22
Franklin et al. 52 17}: PE 0 3 5 2 : i -2.73
Franklin et al. (2017): PE 2 1 5 2 | : -0.22
Hensel-Dittmann et al. §|_2011) NET 11 2 10 0 - } -1.52
Hinton et al. ﬁZDH 0 12 8 4 ; i -3.85
Hogberg et al. (2007): EMDR 4 8 8 1 — -2.77
Eol ifield et al.I ?20817 : CEBr:/erR 12 g9 17 4 — —(Hg

aratzias et al. : 13 10 14 9 I—'—| e
Lely etal. a2019:NE 12 2 10 2 e 0.18 [-1.
Lindauer et al. (2005): BEP 2 10 9 3 | -2.71 [-4.71, -0.71
Markowitz et al. (2015): PE 20 18 20 12 f—a—r] -0.41(-1.36, 0.55
Maxwell et al. (2016): CPT 1 7 1 7 } : 0.00 [-2.96, 2.96
McDonagh et al. (2005). CBT 9 8 16 4 }—.—{ -1.27 [-2.72, 0.18
McGovern et al. (2011): CBT 4 9 5 5 | -0.81[-2.52, 0.90
McLay et al. (2017): P 27 16 29 13 e -0.28 [-1.18, 0.62
Monson et al. (2006): CPT 18 12 32 1 }—-—| -3.06 [-5.18, —0.94
Mueser et al. (2008): CBT 21 10 21 6 ] -0.51[-1.69, 0.67
Mueser et al. (2015). CBT 55 31 55 20 =044 [-1.11, 0.24
Nidich et al. (2018): PE 40 28 45 21 -0.41[-1.11, 0.30
Peck et al. (2023). PE 6 4 6 4 f————] 0.00 [-1.79, 1.79
Peck et al. (2023): PE 4 6 6 4 ] -0.81[-2.60, 0.98
Popiel et al. (201 5): PE 38 72 17 13 e -0.91 [-1.73, -0.09
Rauch et al. 5201 }: PE 1 10 6 9 } -1.90 {m4.20, 0.40
Ready et al. (2018): CBT 23 18 23 17 i -0.06 [-0.94, 0.82
Reger et al. (2016): PE 11 21 37 10 : -1.95[-2.96, -0.94
Resick et al. 5200 :CPT 8 19 11 19 p—a—] -0.32[-1.43, 0.79
Resick et al. (2008): CT 6 23 11 19 f——a—d -0.80 [-1.96, 0.37
Resick et al. (2015): CPT 29 27 34 18 o -0.56 [-1.34, 0.21
Rothbaum et al. (2005): EMDR 5 15 18 2 e -3.30 E—sm, -1.52
Rothbaum et al. (2005): PE 1 19 18 2 | | : -5.14 [-7.63, -2.66
Sack et al. (2016): EMDR 9 38 9 36 == -0.05 {-1.08. 0.98
Schnurr et al. }2003 - CBT 99 63 102 61 o emd -0.06 [-0.51, 0.39
Schnurr et al. (2007): PE 44 39 89 22 }—-—| -1.28 [-1.91, -0.64
Sloan, Marx, et al. ( 2018& CPT 26 26 44 18 | -0.89 [-1,67, -0.12
Sloan, Unger, et al. (201 %CBT 69 29 77 23 . -0.34 {-0.98, 0.29
Stenmark et al. 2013 19 14 14 7 o — -0.39[-1.53, 0.75
Taylor et al. 2003 6 9 9 6 e -0.81[-2.27, 0.65
Taylor et al. (2003): 2 13 g 6 ] -2.28 [-4.09, -0.4
Ter Heide et al. (2016): EMDR 21 12 20 g9 —— -0.24 [-1.30, 0.82
Thompson-Hollands et al. (2023): PE 50 78 69 60 T -0.58 [-1.08, -0.09
O of e A A — SR
an den Berg et al. 5): 11 44 26 21 - - 4, 7
Van den Berg eta\.ézmsgz PE 17 36 26 21 b ] -0.96 [-1.78, -0.15
Van der Kolk et al. (2007) EMDR 3 21 9 17 L —— -1.31 {—2 .76, 0.14
Vera et al. (2011): PE 3 2 7 0 - | -2.37 [-5.66, 0.92
Yehuda et al. 52014;: PE 14 11 10 2 b -1. 37{ 3.08, 0.34
Zaccari et al. (2022). CPT 8 2 5 4 ; }—-—{ 1.16 [-0.87, 3.20

RE Model

Figure C8.1Forest Plot of log OR
NR[TR] = number of nofresponders treatment group; RE[TR] = number of responders treatment group;
NR[CG] = number of nomesponders control group; RE[CG] = number of responders control group; Cl =

confidence interval; Lo@R=

-1.30 [-1.57, -1.02]

-8

Log Odds Ratio

log transformed Odds Raf CBT = cognitive behavioral therapy; CPT =

cognitive processing therapy; CT = cognitive therapy; PE = prolonged exposure therapy; BEP = brief eclectic
therapy; EMDR = eye movement desensitization and reprocessing; NET = narrative exposure therapy.
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C9. GRADE: Summary of Findings

Summary of findings 1. Prevalence and predictors oésponse to firdine guidelinegecommended psychological treatments for PTSD

o f Certainty of

Outcomes participants the evidence

(studies) (GRADE)

Results on nonespnse

1 The weighted averagemsponse rate across al
studies in active treatment conditions was 39.23
ClI [35.08, 43.53%)]

Nonresponse rate 7894 ad 9 Subgroup analyses and megfeession revealed

Followup: postreatment conducted between 0 days and 6 weeks after end ofin (86 RCTS) Lowvgb.e type of analysis, population, type of intervention
treatment format, year of publication, age, gend
symptom severity, comorbid depression, and be

depression score as significantforedi
0 g
ds rati SBL &8 oseeponse was les faquent i the treat

Followup: postreatment conducted between 0 days and 6 weeks after end ofin (67 RCTSs) Lowacd P q

condition compared to the control condition.

Cl:confidence inten@R odds ratio.

GRADE Working Group grades of evidence
Highcertaintywe are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certaintyie are moderately confident in the effect estimate: the true effect is likely to be close to the estiméiered thees&btlityuhat it is substantially differe
Low certaintyour confidence in the effect estimate is limited: the true effect may be substantially different from thetestimate of the eff
Very low certaintyve have very little confidence ifféceastimate: the true effect is likely to be substantially different from the estimate of effect.
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Explanations

a. Downgrade one level for risk of bias because the proportion of information from studies at high risk of bias is tufiffémthe interpretation of the results.

b. Downgraded one level for inconsistency because of substantial to considerable heterdger&styt 2%). Not downgraded two levels for inconsistency because extensive
predictor analyses were performed to explaintogeneity.

c. Assessment of publication bias, large effect, plausible confounding criteria not applicable. Explanations: primaryonttaffect size; primary outcome does not include
comparison; analysis of secondary outcome {re@ponse rate) froincluded studies, therefore no risk of publication bias.

e. Downgraded one level for inconsistency because of substantial heterodére@9.80%).
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C10. Risk of Bias Assessment

The RoB rating was based on either the assessment provided in theRep8&itory or for studies not included

in the Repository an additional rating was conducted. The evaluation included an assessment of different biases
represented by five distinct domains: randomization process, deviation from intended intervention, missing
outcome data, measurement of outcome, and selection of the reported results. The overall RoB judgement was
derived from the judgment within each domain.

Table C10.1 Rating of Risk of Bias Domains and Overall Risk of Bias in Percentages

Low risk Some comerns High risk
Number of studiesn(= 86)
Bias arising from the randomization process (%) 44.19 45.35 10.47
Bias due to deviations from intended interventions (%) 76.74 3.49 19.77
Bias due to missing outcome data (%) 65.12 11.63 23.26
Bias in measrement of the outcome (%) 59.30 23.26 17.44
Bias in selection of the reported result (%) 86.05 13.95 -
Overall risk of bias (%) 12.79 37.21 50.0
NoteDat a from OO6Nei | MERhar@dtaogieand Nonphamacohgic Tredtmeats for

Posttraumatic Stress Disorder: 2023 Update of the Evidence Base for the PTSD Trials Standardized Data
RepositoryAgency for Healthcare Research and Quality (US).; September 2023.
https://doi.org/10.23970/AHRQEPCPTSD2023 and from an additional rating for shadigxluded in the
PTSD Repository.

Bias arising from the randomization process

Bias due to deviations from intended interventions
Bias due to missing outcome data
Bias in measurement of the outcome

Bias in selection of the reported result

Overall risk of bias

0% 25% 50% 75% 100%

. Low risk D Some concerns . High risk

Figure C10.1 Rating of Risk of Bias Domains and Overall Risk of Bias in Percentages Weighted by
Sample Size

Data from O6Neil M ERhar@dtaogie and Nonpharmacolggic Tredatmeats for
PosttraumaticStress Disorder: 2023 Update of the Evidence Base for the PTSD Trials Standardized Data
RepositoryAgency for Healthcare Research and Quality (US).; September 2023.
https://doi.org/10.23970/AHRQEPCPTSD2023 from an additional rating for studies notdddiuthe PTSD
Repository.
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Study

Risk of bias domains
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Domains: Judgement

D1: Bias arising from the randomization process.

D2: Bias due to deviations from intended intervention. @ vion

D3: Bias due to missing outcome data. ) Some concerns
D4: Bias in measurement of the outcome.

DS: Bias in selection of the reported result. ®

Figure C10.2Rating of Risk of Bias
Domains and Overall Risk of Bias for
Individual Studies

Data from Data fro
T, Yu Y, et al.Pharmacologic and
Nonpharmacologic Treatments for
Posttraumatic Stress Disoed 2023
Update of the Evidence Base for the PT¢
Trials Standardized Data Repository.
Agency for Healthcare Research and
Quality (US).; September 2023.
https://doi.org/10.23970/AHRQEPCPTSI
2023 from an additional rating for studies
not included in the PTSBepository



