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Challenging Beliefs about the Psychotherapy of Post-Traumatic Stress Disorder (PTSD)
Abstract
Clinical guidelines for treating post-traumatic stress disorder (PTSD) have recommended using
cognitive-behavioral therapy (CBT) only. This is not surprising given that almost all randomized
clinical trials were conducted by CBT researchers examining the efficacy of CBT. The two types
of standardized CBT -- trauma-focused and non-trauma-focused – were found to be equally
efficacy for treating PTSD. However, the observed efficacy is limited -- only partial PTSD
remission in only 50% of participants. Surprisingly, claims of high efficacy are often made for
trauma-focused CBT, although these modalities are clearly associated with risks of attrition and
iatrogenic effects. Whenever dynamic and supportive therapies were included in comparative
trials, they were provided in non-representative ways and, furthermore, differential findings
disappeared at follow-up, invaliding any conclusion of CBT superiority. Only one randomized
clinical trial compared the efficacy of dynamic therapy vs. CBT for treating TSD and no
differential efficacy was found. Taken together, these findings suggest that there is a pro-CBT
bias in funding, research, and guidelines in the field of PTSD. This pro-CBT bias needs to be
acknowledged and corrected. In the meantime, clinicians need to rely on their own judgment,
using integrative approaches for treating PTSD in a flexible manner.
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Challenging Beliefs about the Psychotherapy of Post-Traumatic Stress Disorder (PTSD)
Wampold et al. (2017) re-examined the findings of meta-analyses claiming to demonstrate the
superior efficacy of cognitive-behavioral therapies (CBT). They concluded that the evidence was
weak or nonexistent. Using a novel statistics, Ioannidis (2005) demonstrated that numerous
biases exist in randomized clinical trials (RCT) and most published research findings are false.
Such conclusions apply to the psychotherapy of post-traumatic stress disorder (PTSD). Biases
inflate the efficacy of CBT over other therapies, while CBT efficacy in RCT is limited to partial
PTSD remission in 50% of participants only (Bradley, Green, Russ, Dutra, & Westen, 2005).
In the present article, erroneous beliefs about the psychotherapy of PTSD are identified
and challenged. This paper proposes divergent conclusions to best reflect research findings.
Meta-analytic findings are reported, along with reexaminations of meta-analyses. Single studies
are presented to illustrate the invalidity of some conclusions. Our reliance on RCT is challenged.
Clinical guidelines are also challenged by identifying some biases in PTSD research and
underlying the regrettable impact of guidelines on Canadian policies and practices. Professional
commentaries and experiences are reported to reflect the realities and choices we are facing.
Erroneous Beliefs about the Psychotherapy of PTSD
CBT as Most Efficacious, an Erroneous Belief
Claiming CBT to be most efficacious for treating PTSD is erroneous. In research on PTSD,
randomized clinical trials (RCT) have almost exclusively been conducted by CBT researchers
evaluating the efficacy of CBT. [1] Subsequently, the American Psychological Association (2017)
has recommended all types of CBT for treating PTSD, echoing a document prepared by the
Canadian Psychological Association (2015). The National Institute for Health and Care
Excellence (2005) has an even narrower approach, recommending only trauma-focused CBT. A
review of meta-analytic findings is necessary to attest (or not) to the value of these guidelines.
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Wampold et al. (2017) re-examined meta-analyses claiming superiority of CBT in
treating most psychological disorders, including PTSD. They concluded that evidence for CBT
superiority was weak or nonexistent. They also identified biases favoring CBT -- the quality of
therapies, the interpretation of data, and the exclusion of trials finding no differences.
In research on PTSD, biases favoring CBT are present. In the main meta-analysis of the
field, Powers, Halpern, Ferenschak, Gillihan, and Foa (2010) attempted to prove that prolonged
exposure (PE) is a superior therapy, but they found no differences across all CBT modalities.
They also concluded, however, that non-CBT therapies such as dynamic and supportive therapies
are less efficacious than CBT, which is an invalid conclusion for three main reasons. Firstly, they
included trials comparing CBT to non-representative forms of dynamic and supportive therapies.
Secondly, they excluded the sole randomized clinical trial comparing a genuinely-delivered
dynamic therapy to CBT in which no differences were found (Brom, Kleber, & Defares, 1989).
Thirdly, non-CBT therapies were included as the controls, along with placebos and waiting-lists,
reflecting a clear negative bias. A look at two RCT included in this meta-analysis is useful to
illustrate biases.
Foa, Rothbaum, Rigg, and Murdock (1991) attempted to demonstrate that PE is
superior to Stress Inoculation Training (SIT) and supportive therapy for treating PTSD. A few
factors invalidated their conclusion. Firstly, only SIT was found statistically to be superior to the
waiting-list condition at post-test – not PE. Secondly, the supportive therapists were instructed to
avoid discussing the traumatic event, which is non-representative to clinical practice. Thirdly,
PTSD remission rates at follow-up were equivalent across the three therapies, indicating the
presence of confounding variables. It is thus invalid to conclude, as Foa and colleagues did, that
PE is more efficacious than supportive therapy and a therapy of choice.
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Gilboa-Schechtman, Foa, Shafran et al. (2010) compared the efficacy of PE and
dynamic therapy for treating PTSD. They concluded that only PE was efficacious, but this
conclusion is invalid. Firstly, these therapies were provided by master’s degree interns and the
training in dynamic therapy lasted 2 days in contrast to 5 days for PE. Even though supervision
was provided and treatment adherence was verified, such limited experience and training cannot
insure the quality of therapies, especially for dynamic therapy. Secondly, no difference in PTSD
remission rates was found at a 17-month follow-up, suggesting the presence of confounding
variables. It is thus invalid to conclude that PE is superior to dynamic therapy for treating PTSD.
Trauma-Focused CBT as Most Efficacious, an Erroneous Belief
Trauma-focused CBT has been highly publicized as most efficacious for treating PTSD
(Lilienfeld, 2011). According to meta-analytic findings, this claim is erroneous.
Purporting to demonstrate the unique efficacy of PE, a major meta-analysis (Powers et
al., 2010) found that all CBT were equally efficacious -- non-trauma-focused CBT (cognitive
therapy and SIT) and trauma-focused CBT (PE, EMDR, and CPT). One meta-analysis found that
Cognitive Processing Therapy (CPT) was just as efficacious whether it contained its traumafocused component or not (Barrera, Mott, Hofstein, & Teng, 2013).
Another meta-analysis (Ehring, Welboren, Morina, Wicherts, Freitag, & Emmelkamp,
2014) concluded that trauma-focused CBT was superior for treating PTSD in adult survivors of
childhood abuse, but such conclusion is invalid. Firstly, they excluded a major randomized
clinical trial finding no differences (Classen et al., 2011). Secondly, the authors admittedly found
no superiority when trauma-focused CBT was compared to placebos and waiting-lists.
Consequently, trauma-focused CBT cannot be claimed to be superior in efficacy to
non-trauma-focused therapies. This conclusion is of importance because trauma-focused CBT
entails risks related to attrition, applicability, acceptability, and iatrogenic effects.
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In a meta-analysis, 36% of participants abandoned PE and EMDR in contrast to 22% in
non-trauma-focused therapies (Imel, Laska, Jakupcak, & Simpson, 2013). In another metaanalysis, CPT resulted in a 26% dropout rate in comparison to 19% in cognitive therapy only
(Barrera et al., 2013).
In terms of applicability and acceptability, the use of PE also appears to be problematic.
In a review of studies, only 7% to 57% of patients applied PE as prescribed (Scott & Stradling,
1997). In a survey, only 17% of psychologists reported using PE even though half were familiar
with it (Becker, Zayfert, & Anderson, 2004). In another survey, only a minority of trauma
experts reported using PE due to elevated risks of attrition and iatrogenic effects (van Minnen,
Hendriks, & Olff, 2010).
Proponents of trauma-focused CBT claim that their therapy of choice does not entail
particular iatrogenic effects. Others disagree. Wampold et al. (2017) recalculated the data of an
article claiming the absence of iatrogenic effects from PE (Foa, Zoellner, Feeny, Hembree, &
Alvarez-Conrad, 2002) and found adverse side effects ranging from 0.37 to 0.51. In an RCT,
Pitman, Altman, Greenwald, et al. (1991) reported that 30% of participants in PE developed
severe complications (major depressive disorder, suicidal ideations, relapses of drug or alcohol
abuse, and/or panic attacks). In another trial, Tarrier, Pilgrim, Sommerfield, et al. (1999) reported
that 31% of participants in PE experienced a worsening of PTSD symptoms. Illustrating this
point, Morris (2015) wrote “I was offered an overhyped therapy built on the premise that the best
way to escape the aftereffects of hell was to go through hell again.”
As for EMDR, iatrogenic effects were also reported, including an intense homicidal
drive toward the therapist (Brunet, 2002; Kaplan & Manicavasagar, 1998). Iatrogenic effects are
also reported on the internet -- ‘I had a first session last week and ever since then I just feel dead.
… I cut myself last night to see if I could feel and I couldn't” (anonymous12713, 2011).
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Trauma-focused CBT are thus not superior in efficacy and involve risks. In addition,
these therapies may induce emotional inhibition according to preliminary neuroimagery findings
(Gaston, 2017). Caution is thus recommended.
CBT Efficacy as Maintained Over Time, an Erroneous Belief
Claiming that CBT effects are maintained over time is erroneous. Over the past 25 years,
numerous RCT have examined the efficacy of CBT for treating PTSD, but very few researchers
ended up conducting long-term follow-ups. When maintenance of gains was examined after a
few months, findings indicated a loss of efficacy. When follow-ups were conducted after several
years, there was either a loss of therapeutic efficacy in comparison to controls or deterioration.
In their meta-analysis, Powers et al. (2010) concluded that the gains associated with PE
persist over. However, their findings were contrary to their conclusion. The effect size of 1.08 at
post-test had declined to 0.68 at follow-up, indicating a 40% loss.
In a recent RCT, Shalev, Anki, Gilad, et al. (2016) found that differences disappeared
after 3 years, although PE and cognitive therapy had been found to be more efficacious at posttest than medication, placebo, and waiting-list. At the follow-up, differences were gone,
indicating that PE and cognitive therapy failed to reduce long-term prevalence of PTSD.
With respect to EMDR, Macklin et al. (2000) found severe PTSD deteriorations after 5
years in both EMDR (d = -0.82) and untreated participants (d = -0.83). Admittedly, the sample
size was very small; nonetheless, such severe PTSD deteriorations should be of concern to the
PTSD field. Over the last 15 years, however, no other study has examined the possibility of longterm PTSD deteriorations over years after EMDR.
In sum, the therapeutic gains associated with CBT are reached by controls over time or
are not maintained. Deteriorations were shown to occur over years. In contrast, the therapeutic
gains associated with dynamic therapy persist and even increase over years (Shedler, 2010).
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Psychotherapies Other than CBT as Non-Efficacious, an Erroneous Belief
Considering psychotherapies other than CBT -- dynamic, interpersonal, supportive, emotionfocused, or others -- as non-efficacious for treating PTSD is erroneous.
So far, only one comparative clinical trial has been conducted to examine the efficacy of
a genuinely-delivered dynamic therapy for treating PTSD. Brom et al. (1989) found that dynamic
therapy (Horowitz, 1976, 1984) was as efficacious as systematic desensitization and hypnosis
(imaginal exposure). Previously, this brief dynamic therapy had been found to reduce PTSD in a
pre-post design (Horowitz, Marmar, Weiss, DeWitt, & Rosenbaum, 1984). An integrative
dynamic therapy based on Horowitz’s model was also found to reduce PTSD in 65% of patients
treated in real-world conditions (Dickie, Brunet, Akerib, &.,Armony, 2011).
Other non-CBT therapies were also found to be efficacious for PTSD. Interpersonal
therapy was found to be superior to waiting-list (Krupnick, Green, Stockton, Miranda, Krause, &
Mete, 2008). Emotion-focused therapy was found to be associated with PTSD reductions
(Paivio, Jarry, Chagigiorgis, Hall, & Ralston, 2010).
Non-CBT therapies, especially dynamic therapy, were thus found to be efficacious for
treating PTSD. Disregarding these therapies in research funding and RCT is thus regrettable,
especially that dynamic therapy is found effective for treating many other severe psychological
disorders (Leichsenring, Leweke, Klein, & Steinet, 2015; Shedler, 2010).
Randomized Clinical Trials as Valid, an Erroneous Belief
Considering findings of randomized clinical trials (RCT) as necessarily valid is erroneous.
Ioannidis (2005) has clearly demonstrated that most published research findings are false. Such
lack of validity is due to biases in researchers, promoting their treatment of choice more in a
marketing effort than a scientific inquiry. Moreover, the RCT methodology itself comprises
confounding variables, rendering their use questionable in PTSD research (Shedler, 2017).
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In PTSD research, confirmatory bias exists, affecting internal and external validity. For
example, Taylor, Thordarson, Maxfield, Fedoroff, Lovell, and Ogrodniczuk (2003) aimed at
demonstrating the superiority of PE over EMDR and relaxation. Although 80% of prospective
participants were rejected and 33% dropped out of PE in contrast to 23% in the other therapies,
Taylor and colleagues concluded that PE was superior for treating PTSD. Such an elevated rate
of exclusion and a higher rate of dropout in PE, however, render their conclusion invalid.
Research allegiance is also a ubiquitous bias in PTSD research, seriously limiting the
internal validity of RCT. Indeed, research allegiance was found to be a robust and substantial
bias in psychotherapy research (Mundera, Brütscha, Leonhartc, Gergera, & Bartha, 2013) and
the American Psychological Association (2017, p.95) acknowledged its influence in PTSD
research, “… the potential effects of researcher allegiance should be addressed. Many
psychotherapy trials for PTSD were conducted by individuals and investigators teams that
developed or modified those techniques.”
The external validity of findings in PTSD research is also curtailed by the use of RCT.
It is noteworthy to remember here that there are two types of RCT -- explanatory and pragmatic.
Explanatory trials are firstly employed to examine efficacy in ideal conditions, while pragmatic
trials are subsequently conducted to reflect effectiveness in real-word conditions. Godwin,
Ruhland, Casson, et al. (2003) have compared findings derived from explanatory and pragmatic
trials and found perplexing results. The attempt to achieve methodological purity in explanatory
trials can yield statistically significant findings, but their findings can be clinically meaningless.
In the field of PTSD, only explanatory trials have been conducted so far, seriously limiting the
generalizability of findings and, therefore, the validity of clinical guidelines.
A lack of generalizability of findings is also salient in PTSD research due to
comorbidity. Most randomized clinical trials have focused on treating PTSD alone. Whenever
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severe mental illness was included as comorbidity, findings were inconclusive (Sin, Spain,
Furuta, Murrells, & Norman, 2017). As 80% of PTSD have at least one comorbid disorder (Foa,
2009), most samples represent only 20% of PTSD. Given that the observed efficacy has
consisted so far of only partial PTSD remission in only 50% of participants treated by
standardized CBT in trials, only partial remission can be expected to be obtained in 10% of
PTSD in the real-world conditions. Ten percent of partial PTSD remission is insufficient.
Discussion
This paper challenges the beliefs about the psychotherapy of PTSD in an effort to assist
clinicians to provide adequate psychotherapy to individuals with PTSD, beyond research
conclusions and clinical guidelines. Many clinicians are dissatisfied (Sammons, 2018) and some
even suggest that we should ignore published guidelines (Shedler, 2017).
Despite a lack of evidence for CBT superiority, the American Psychological
Association (2017) has recommended the use of CBT only for treating PTSD. Despite risks
associated with trauma-focused CBT, the National Institute for Health and Care Excellence
(2005) has recommended the use of trauma-focused CBT only for treating PTSD. Given biases
existing in PTSD research and, consequently, the above guidelines, clinicians should be cautious.
Over the last century, the mental health profession has succeeded in disengaging itself
from under the spell of the psychoanalytical dogma. However, the field of psychotherapy in
Canada and the United States has succumbed to another dogma over the last 30 years -- the
cognitive-behavioral dogma. This is particularly true for PTSD because pro-CBT biases exist in
funding, research, and guidelines.
Since its inception, the PTSD Division of the National Institute of Mental Health has
never allotted funds to evaluate the efficacy of non-CBT therapies, such as dynamic therapy, for
treating PTSD. This lack of funding needs to be corrected because dynamic therapy has been
10
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found to be as efficacious as CBT for treating PTSD (Brom al., 1989) and for treating many
other severe psychological disorders (Shedler, 2010; Leichsenring et al., 2015).
Beyond biases in funding agencies, morality problems are increasing in science (Steen,
2011). For example, a third of statisticians reported having received requests 'to remove or alter
some data records in order to better support the research hypothesis' (Wang, Yan, & Katz, 2017).
The field of PTSD is no exemption (see at www.retractionwatch.com).
Beyond political biases and morality problems, there are also methodological issues.
Our reliance on randomized clinical trials (RCT) entails serious limitations. Shedler (2017) even
questions the value of using RCT methodology in psychotherapy research and he has a valid
point. Indeed, participation in RCT was found to be in itself the agent of change -- not the
evaluated therapies (McCambridge, Kypri, & Elbroune, 2014). Therefore, phrases such as
‘controlled clinical trials’ or ‘evidence-based’ are misleading because they falsely suggest that
confounding variables were controlled and conclusions are valid. Maybe our faith in the
experimental methodology – RCT -- needs to be revisited.
In Canada, biased findings and guidelines have practical consequences. Guidelines
recommending CBT for treating PTSD are increasingly enforced by governmental agencies.
Trauma-focused CBT are often favored without any consideration of the patient’s capacity to
modulate emotions. Psychologists are even instructed at times to only discuss traumatic events in
psychotherapy, nothing else. This situation is risky for patients and interferes with the
professional autonomy of psychologists. It would be important to realize that even the American
Psychological Association (2017) added a provision, beyond their recommendations, stipulating
that clinicians need to treat PTSD according to their own judgement.
Most importantly, what are the practical consequences on individuals suffering from
PTSD? To optimize the effectiveness of psychotherapy for PTSD, some suggest disregarding
11
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research findings and guidelines altogether (Sammons, 2018; Shedler, 2017). The present author
concurs and proposes that clinicians adopt a more comprehensive approach for treating PTSD.
At a Canadian clinic offering psychotherapy in the context of compensation agencies, an
integrative dynamic therapy was found to be associated with a 96% rate of PTSD remission,
along with comorbidity remission, and 48% attained full PTSD remission (reported in Gaston,
2017). To successfully apply such an integrative approach, clinicians learned the major
theoretical and therapeutic models for PTSD, mastered several therapeutic modalities, and
applied them flexibly. These real-world findings may not have been derived from a RCT -presenting advantages and disadvantages -- but the observed effectiveness is far superior to the
usual efficacy obtained with standardized CBT provided in ideal conditions.
This actual situation is worrisome. Canadian boards of psychology increasingly require
in their ethics codes that psychologists only use ‘evidence-based’ therapies. Such requirement
appears reasonable at face value, but research biases impede a true identification of ‘evidencebased’ therapies for PTSD. If this trend were to persist, policies and politics might end up
superseding a concern for patient care. It is even foreseeable that, in a near future, some specific
standardized therapies will be declared legal while all others will become illegal, as in medicine.
We should be concerned -- research findings are biased, conclusions are inflated, efficacy rates
are insufficient, PTSD remission rates are hardly generalizable, CBT is not proven efficacious
beyond confounding variables, and valid options such as dynamic therapy have been discarded.
A return to true scientific inquiry and clinical wisdom may be necessary. After
spending hundreds of millions of dollars to conduct randomized clinical trials, most research
findings ended up biased and thus invalid. Given the observed limited efficacy of standardized
therapies for PTSD, maybe we should reconsider our research methods and clinical guidelines.
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Footnote
[1] There are two basic types of CBT for treating PTSD. Trauma-focused CBT comprises
prolonged exposure (PE), Eye Movement Desensitization and Reprocessing (EMDR), and
Cognitive Processing Therapy (CPT). Non-trauma-focused CBT consists of cognitive therapy,
relaxation, Stress Inoculation Training, etc.
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