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Abstract
Cognitive behavioural therapy (CBT) and eye-movement desensitisation and reprocessing (EMDR) are
NICE-recommended evidence-based treatments for post-traumatic stress disorder (PTSD). However,
there is less specification of which individuals might find CBT versus EMDR more effective, or whether
other factors influence treatment outcomes. This study describes a service evaluation of trauma-focused
CBT (CT-PTSD) and EMDR treatment outcomes for PTSD in a London out-patient NHS Talking
Therapies (NHS TT) service over 11 years (N= 1580). The evaluation was conducted in an adult sample
(mean age 37 years), of which 65% were women. The mean number of treatment episodes for PTSD in the
service in the sample was 2.39 (SD= 1.86), and the mean number of therapy sessions attended was 6.15
(SD= 6.43). When using NHS TT recovery criteria, there was no significant difference between PTSD
recovery rates in the service for those who received CT-PTSD (40.8%) versus EMDR (43.6%). CT-PTSD
was associated with greater reductions in anxious and depressive (but not PTSD-specific) symptoms than
EMDR, but this was confounded by the fact that individuals receiving CT-PTSD in the service had higher
anxiety and depression scores at start-of-treatment. Older age and non-female gender were associated with
higher anxiety and depression scores. PTSD recovery rates were comparable to other NHS TT services.
There is no clear indication that either CBT or EMDR is a more effective treatment for PTSD symptoms in
the service, although preliminary findings could inform treatment planning regarding differential effects of
the treatments on anxious and depressive symptoms. Other clinical implications are discussed.

Key learning aims

(1) To gain a better understanding of the relative effectiveness of trauma-focused CBT and EMDR for
PTSD, as provided in a working NHS TT service.

(2) To allow better-informed clinical and treatment pathway planning for individuals with trauma
problems in a talking therapies service.

(3) To contribute to the wider research literature on effective interventions for trauma within cognitive
therapy and NHS frameworks.
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Introduction
Post-traumatic stress disorder (PTSD) is a long-term mental health problem associated with high
disability and poor wellbeing outcomes (Watkins et al., 2018). It is unlikely to remit
spontaneously, but has very good recovery rates (over 75%) when treated in specialist services
(Ehlers et al., 2003; Ehlers et al., 2014). In the UK, first-line treatment for PTSD is within NHS
Talking Therapies (NHS TT) services, where unfortunately it fares less well. NHS TT services
show an average PTSD recovery rate of 37.8%, and as low as 15–20% in some services (Health and
Social Care Information Centre, 2016; Murray, 2017). This is notably lower than the overall NHS
TT recovery rates of 50–60% across all disorders (Layard, 2009). More recent data from
2019–2020 gives a UK-wide recovery rate of 42.2% for PTSD (Health and Social Care Information
Centre, 2020), although this is only for individuals who completed treatment – so the overall
recovery rate is likely to be lower.

NHS TT services are tasked with implementing NICE guidelines. As such, NHS TT services
currently treat PTSD with either trauma-focused cognitive behavioural therapy (tfCBT) or eye-
movement desensitisation and reprocessing (EMDR) – both evidence-based treatments (NICE,
2018). Data from 2021–2022 (NHS England Digital, 2022) indicate that in England the recovery
rate following CBT for PTSD was 40.4%, with 61.8% of individuals showing reliable improvement,
across 24,452 completed courses of therapy. Over the same period, the recovery rate for EMDR
was 45.9% (63.1% improvement) across 5083 completed courses of treatment.

NICE guidelines (2018) identify four categories of trauma-focused CBT: prolonged exposure,
cognitive processing therapy, cognitive therapy for PTSD (CT-PTSD), and narrative exposure
therapy (NET). In the service described by the current study, and more generally in NHS TT
services, the most prevalent of these tfCBT interventions is CT-PTSD, the treatment model based
on Ehlers and Clark’s (2000) cognitive model of PTSD.

EMDR was originally developed based on clinical observations (Shapiro, 2001) and has a less-
established theoretical basis, although research has offered a number of potential cognitive
explanations of the treatment, particularly with regard to mental imagery and working memory
(Astill Wright et al., 2021; Holmes et al., 2009).

An early meta-analysis of studies directly comparing CBT and EMDR found that both were
effective treatments for PTSD, with no grounds to favour either (Seidler and Wagner, 2006).
This – together with a relative lack of current evidence as to which individuals might find CBT or
EMDR more effective (Shapiro, 2012) – means it can be difficult to determine when each form of
therapy should be used for specific individuals and groups. Current clinical recommendations
only state that the choice of treatment be based on the client’s preference (NICE, 2018).

More recent meta-analyses have sought to further clarify the magnitude of treatment effects for
CBT and EMDR in PTSD. A systematic review following Cochrane Collaboration guidelines
found both tfCBT and EMDR to be well-supported and effective PTSD treatments, with less
support for non-trauma-focused CBT (Lewis et al., 2020). The network meta-analysis of PTSD
trials which underlies the NICE guidelines (Mavranezouli et al., 2020) found ‘no evidence of
differential effects between EMDR and other treatments’.

Khan et al. (2018) report a meta-analysis including 11 studies directly comparing CBT and
EMDR, finding that EMDR performs better than CBT in reducing PTSD-specific and anxious
symptoms, although the two forms of therapy did not differ in reducing depressive symptoms.
A subset of four studies with follow-up after 3 months no longer showed any differences between
the treatment modalities, although both remained effective. It is worth noting that the studies
reviewed by Khan et al. (2018) used heterogeneous CBT protocols across studies – primarily
(prolonged) exposure – with only one of the included studies being designated by the authors as
using tfCBT (Jaberghaderi et al., 2004, which showed no differences in treatment outcome
between tfCBT and EMDR).
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In summary, both tfCBT and EMDR have been shown in previous studies to be effective
treatments for PTSD, which would support the NICE guideline recommendations that a choice of
either is acceptable as first-line treatment for PTSD.

NHS TT recovery rates are based on composite measures which include anxious and depressive
symptom scores, employed transdiagnostically across a range of disorders (Clark, 2018; Gyani
et al., 2013). For PTSD, these recovery criteria (National Collaborating Centre for Mental Health,
2023) require symptom scores to decrease below clinical threshold on both a PTSD-specific
questionnaire (the PCL-5 or IES-R) and a depression questionnaire (the PHQ-9). Binary
indicators are helpful for determining service-level patterns in recovery, and in facilitating
comparisons across different problems that people might be treated for in NHS TT services.
However, collapsing across measures of PTSD symptoms and depression into a single ‘recovery’
measure may lose some detail regarding the nature of changes over the course of treatment for
PTSD. Improved understanding of the presence, absence or extent of differential effects of PTSD-
focused treatments across a range of symptom measures may stand to better inform services’
treatment planning.

On the basis of this background information, this service evaluation seeks to determine overall
recovery rates for PTSD in a London NHS TT service, and how these may have changed over time.
It will provide further detail regarding this question by examining symptom change scores across a
range of symptom measures in addition to using binary recovery outcomes. Furthermore, this
evaluation aims to compare the relative effectiveness of CBT (namely, CT-PTSD as implemented
in this NHS TT service) and EMDR for treating PTSD.

By obtaining a better understanding of outcomes from each treatment modality in the service,
clinicians will be able to better inform clients about treatment choice. Additionally, far fewer
clinicians are trained in EMDR than tfCBT/CT-PTSD in the service. This is representative of the
wider picture in UK mental health services (Farrell and Keenan, 2013); a recent nationally funded
programme (Health Education England, 2022) has aimed to increase the numbers of clinicians
within mental health services who are trained in EMDR commensurate with the recently
developed NHS EMDR curriculum (Health Education England, 2021) and EMDR competence
framework (Roth et al., 2020). Clarifying potential differences in who may benefit most from
different treatment modalities will allow for better-informed service-level planning of clinician
resources and clinical pathways.

Aims

• To examine recovery rates for PTSD treatment in the service over time.
• To compare recovery and symptom change for individuals with PTSD seen by the service
across a range of symptom measures, including PTSD-specific symptom measures.

• To determine whether there is any difference in effectiveness of treating PTSD in an NHS TT
setting with CT-PTSD compared with EMDR.

Method
Sample

The current study took place in a London NHS TT service and consisted of a set of retrospective
analyses of routinely collected data.

The IAPTUS interface was used to download all available recorded data of individuals treated
for PTSD in the service. This gave 11 years of data between 2012 and 2023. All individuals whose
data were used in these analyses had provided consent to their data being used for service
evaluations. Downloading all available data for the service (as of May 2023) for individuals who
had originally been given the IAPTUS problem descriptor of ‘post-traumatic stress disorder’
yielded a sample size of N= 1696. Individuals whose problem descriptor was subsequently

The Cognitive Behaviour Therapist 3

https://doi.org/10.1017/S1754470X24000497 Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X24000497


changed within the same treatment episode (e.g. to depression, health anxiety, etc.) were excluded
from analyses, leaving a total sample size of N= 1580.

Implementing CT-PTSD and EMDR in the service

All therapists delivering interventions in the service were either BABCP-accredited CBT
practitioners (predominantly high-intensity CBT therapists or clinical psychologists), or trainees
working towards these accreditations, supervised by BABCP-accredited supervisors. Therapists in
the service who provided EMDR had additional specialist supervision from an EMDR accredited
practitioner once per month, focused on PTSD cases. Other PTSD cases, who received tfCBT
(namely, CT-PTSD), would be taken by therapists to their weekly supervision with their CBT
supervisor. Therapists in the service would typically have more CBT cases than EMDR, so on
balance cases should have received a similar amount of supervision regardless of treatment
approach.

Service users included in the study were assigned a problem descriptor of PTSD via the triage
system implemented in NHS TT services. Allocation to tfCBT or EMDR treatment was
predominantly made on the basis of client choice, although it is also the case that clinicians in the
current service may decide to explore EMDR as a possibility if the client has had tfCBT before.
However, it was not possible to investigate this systematically with the data available.

Measures

Treatment outcomes were determined from the symptommeasures below. ‘First’ or pre-treatment
scores were recorded at the earliest point of contact that an individual completed the respective
treatment measure. ‘Last’ scores were taken from the final treatment session where possible,
otherwise they were taken from the final completed measure prior to an individual’s last treatment
session. A small number of individuals in the dataset received follow-up reviews 1–3 months after
ending treatment. To facilitate comparison between individuals in the dataset, final symptom
measures used for treatment outcomes were taken from the final treatment session for all
individuals rather than at follow-up.

PHQ-9 and GAD-7
All individuals seen in the service agree to complete weekly measures of depressive and anxious
symptoms, indexed by the PHQ-9 and GAD-7 questionnaires, respectively (Gyani et al., 2013).
Both questionnaires use Likert-like ratings (ranging 0–3) to indicate the frequency of a range of
symptoms over the past 2 weeks, and have been chosen for use in NHS TT services due to their
well-documented reliability and validity, as well as being quick and relatively easy to complete
(Kroenke et al., 2001; Spitzer et al., 2006). The PHQ-9 ranges from 0 to 27, with a score of 10 used
as a clinical threshold for depression, and ±6 points on the measure being taken as reliable change.
The GAD-7 ranges from 0 to 21, with a score of 8 used as a clinical threshold, and ±4 points on the
measure being taken as reliable change (National Collaborating Centre for Mental Health, 2023).

PTSD symptoms
Service users routinely completed PTSD symptom measure scores: either the PTSD Checklist for
DSM-5 (PCL-5) or the Impact of Event scale-Revised (IES-R). Guidelines in the current service
have shifted over the past 10 years from recommending use of the IES-R to use of the PCL-5,
which is the currently recommended questionnaire for PTSD symptoms across NHS TT services
(National Collaborating Centre for Mental Health, 2023). As a result, in the current dataset earlier
treatment cases are more likely to have used the IES-R and later cases are more likely to use the
PCL-5, which makes interpretation of findings more difficult.
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PCL-5
The PCL-5 is a 20-item measure of distress due to PSTD symptoms (Weathers et al., 2013). Items
are rated on 5-point Likert-like scales from 0 (not at all bothered/distressed) to 4 (extremely
bothered/distressed), with total scores ranging from 0 to 80. A score of 32 or above indicates
clinical caseness, and a change of ≥10 is taken to be indicative of reliable change (National
Collaborating Centre for Mental Health, 2023).

IES-R
The IES-R is a 22-item measure of how bothered or distressed individuals are due to PTSD
symptoms (Christianson and Marren, 2012), with each item rated on 5-point Likert-like scales
from 0 (not at all) to 4 (extremely). Scores range from 0 to 88, with scores of 33 or above taken to
indicate PTSD caseness.

Recovery

The data as downloaded from IAPTUS contained a binary indication of whether any given
individual was recovered by the end of an individual treatment episode. According to NHS TT
guidelines, this status should indicate PHQ-9 scores below 10 and a PCL-5 score below 32,
or IES-R score below 33 (depending on which PTSD symptom measure was used). These
IAPTUS-generated binary scores of recovery status by the end of treatment are used in Tables 2
and 3.

Demographics

IAPTUS data contained self-reported gender, date of birth, last contact date, treatment modality,
and total number of episodes of treatment with the service (which includes treatments for non-
PTSD problems, as well as one-off community workshops and employment support as separate
treatment instances). Each treatment instance for PTSD was recorded as a separate row in the
dataset and given an individual participant code – so individuals who were treated multiple times
for PTSD by the service occurred multiple times in the dataset. Sample characteristics are given in
Table 1.

Number of treatment sessions was recorded for each treatment instance. This number of
sessions excluded the individual’s initial triage(s) with the service, and so started with the first
treatment session. Total number of sessions was recorded up to the final session for the recorded
treatment modality.

Results
Descriptive statistics are given in Table 1.

In addition to 1:1 CBT (namely, CT-PTSD, n= 794) and EMDR (n= 155), service users had
received a number of other treatments: counselling (n= 15), computerised CBT (n= 6), group
CBT (n= 5), NET (n<6), dynamic interpersonal therapy (DIT) (n<6), or a wellbeing workshop
(n<6). A further 585 individuals received no treatment – either due to not attending sessions,
being referred onto other services, declining treatment, or not being found suitable for the service.
The ‘referred onward’ count in Table 1 includes all individuals formally referred to another
service – this includes individuals referred onwards after completing therapy, after early
termination of planned therapy, or those referred onwards after an initial triage/assessment with
the current service.
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Individuals who received CBT had significantly higher pre-treatment PHQ-9 and GAD-7
scores than those who received EMDR. The CBT group were also significantly younger than the
EMDR group by a small margin. On average, individuals who received EMDR completed
significantly more sessions of therapy than those who received CBT; this figure is inclusive of all
individuals in both groups who did not complete a course of treatment.

Recovery

Recovery rates across a range of measures are shown in Table 2 (for the sample as a whole) and
Table 3 (broken down across CBT/EMDR treatments). Table 3 also gives proportions of the
sample of individuals who received CBT versus EMDR who showed reliable improvement in
depression and PTSD symptoms. All indices of recovery and reliable change are taken from NHS
TT guidelines (National Collaborating Centre for Mental Health, 2023).

Chi-squared tests indicated that the recovery rates in Table 3 did not differ significantly
between those who received CBT versus EMDR: χ2(1)= 0.32, p= .575, nor did the proportions of
individuals who showed reliable improvement in PTSD symptoms as indexed by the PCL-5 across
the treatment modalities: χ²(1)= 0.25, p= .615. However, the two groups did differ significantly
in the proportion of individuals who showed reliable improvement in depression symptoms, with
a greater proportion of individuals receiving CBT showing reliable improvement in PHQ-9 scores
than those receiving EMDR: χ²(1)= 4.24, p= .039.

Table 1. Sample characteristics for the full sample (N= 1580), as well as separately for service users who received CBT
(namely CT-PTSD, n= 794) and those who received EMDR (n= 155)

Full sample CBT EMDR Between-group difference

PHQ-9 First 16.39 (6.29)
1550

16.30 (6.14)
793

14.48 (6.60)
155

t(946)= 3.33,
p < .001, d= 0.29

Last 11.75 (7.77)
1057

11.47 (7.73)
784

10.75 (7.64)
155

t(937)= 1.06,
p= .289, d= 0.09

GAD-7 First 14.80 (5.18)
1546

14.88 (4.95)
792

13.10 (5.59)
155

t(945)= 4.01,
p < .001, d= 0.34

Last 10.63 (6.65)
1054

10.38 (6.60)
783

9.86 (6.61)
155

t(936)= 0.90,
p= .371, d= 0.08

PCL-5 First 52.29 (14.03)
459

51.83 (13.84)
299

50.73 (13.88)
49

t(346)= 0.52,
p= .607, d= 0.08

Last 32.75 (21.64)
257

33.43 (21.82)
244

30.85 (21.29)
40

t(282)= 0.70,
p= .487, d= 0.12

IES-R First 57.81 (15.98)
257

58.07 (16.03)
191

56.38 (16.27)
26

t(215)= 0.50,
p= .615, d= 0.10

Last 33.12 (21.70)
114

34.31 (21.85)
94

29.12 (21.95)
17

t(109)= 0.91,
p= .370, d= 0.24

Age at final contact 37.33 (13.00)
1573

37.28 (13.08)
793

39.70 (13.11)
155

t(946)= 2.11,
p= .036, d= 0.18

Episodes 2.39 (1.86)
1404

2.36 (1.88)
716

2.67 (1.90)
122

t(836)= 1.68,
p= .093, d= 0.16

Session 6.15 (6.43)
1570

9.40 (5.00)
794

11.70 (5.29)
155

t(947)= 5.19,
p < .001, d= 0.45

Gender Women 1023 534 115
Men 548 266 39
Non-binary 7 — —

Not specified — — —

Referred onward 323 71 8

Scores are given as means (SD), with the bottom number in each cell giving the total number of valid datapoints (i.e. count) for that measure/
figure. For example, the mean number of treatment sessions attended across the whole sample is 6.15 with an SD of 6.43, and these data are
available for 1570 individuals in the sample.
NB. Specific numbers of individuals are not reported in cells where this figure would be <6, in order to prevent identification of specific
individuals in line with Caldicott principles.
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Symptom changes

Table 4 shows the proportion of the sample who showed (reliable and non-reliable) improvement
or deterioration for each of the measures where there are published NHS TT reliable change
indices (namely the PHQ-9, GAD-7 and PCL-5).

A set of mixed ANOVAs were run to examine any differences in symptoms at baseline and
treatment outcome between service users receiving CBT versus EMDR. Four ANOVAs were
conducted – one for each treatment outcome measure (PHQ-9, GAD-7, PCL-5, IES-R). Each
ANOVA included time (first score/pre-treatment; last score/post-treatment) as a 2-level within-
subjects factor and treatment type (CBT, EMDR) as a 2-level between-subjects factor.

Table 5 shows that all four symptom measures improved significantly over time (i.e. from
pre- to post-treatment). There was no main effect of treatment type or treatment×time interaction
for either the IES-R or PCL-5 measures of PTSD symptoms. There were main effects of treatment
for both GAD-7 and PHQ-9 measures, as well as a significant time×treatment interaction for

Table 2. Referral data and PTSD recovery rates (based on NHS TT criteria) broken down by year

Year Total referrals CBT EMDR No treatment
Referred on

(with no treatment) Recovered

2011–2012 26 21 — — — 25%
6

2013 86 60 0 26 7 43.9%
25

2014 98 56 — 32 — 31.3%
21

2015 126 57 20 44 14 25.8%
23

2016 118 53 21 40 16 38.6%
32

2017 124 52 18 53 19 35.0%
28

2018 135 69 19 46 23 34.6%
36

2019 126 53 10 59 21 52.2%
36

2020 140 63 16 57 29 36.5%
35

2021 248 124 15 104 45 42.9%
66

2022 277 133 20 117 60 43.7%
76

2023 71 53 11 7 — 38.5%
<6

Total 1575 794 155 589 242 38.4%
388

Each cell gives the percentages of valid cases (i.e. where data were present), and absolute number of cases that this percentage represents.
Cell counts of <6 are not reported, to prevent possible identification of individuals.

Table 3. Percentage recovery rates and reliable improvement (of valid/present data – based on NHS TT recovery criteria for
PTSD) and their respective count data for CBT and EMDR treatment

PHQ-9 reliable improvement PCL-5 reliable improvement Recovered

CBT EMDR CBT EMDR CBT EMDR

Percentage 27.3% 19.4% 63.2% 59.0% 40.8% 43.6%
n 214 30 239 23 296 61
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GAD-7 and a trend level time×treatment interaction for PHQ-9 scores in the same direction (see
Table 1 for means and SDs). These effects indicate larger changes in anxious and depressive
symptoms for individuals who received CBT (compared with EMDR) – but this is confounded by
the fact that PHQ-9 and GAD-7 scores were significantly higher in the CBT group pre-treatment.

All ANOVAs were repeated as ANCOVAs, including age and gender (coded as a binary
variable: woman/not-woman) as covariates. Including these covariates did not change any effects
reported above, or lead to any new interaction, with the exception of a time×gender interaction
for IES-R scores exclusively, such that men and non-binary people showed smaller reductions in

Table 4. Proportions (counts given on the bottom line of each cell) of individuals who showed reliable improvement or
deterioration, or improvement/deterioration below the reliable change threshold for that measure (or no change) for
individuals receiving CT-PTSD, EMDR and across the whole sample

Reliable
deterioration

Non-reliable
deterioration No change

Non-reliable
improvement

Reliable
improvement Mean change (SD)

PHQ-9 CBT 6.0%
47

15.6%
122

7.1%
56

27.2%
213

44.1%
346

–4.83 (6.96)
784

EMDR 5.8%
9

16.1%
25

7.1%
11

32.9%
51

38.1%
59

–3.73 (5.90)
155

Overall 6.0%
63

17.0%
179

8.2%
87

28.0%
296

27.3%
431

–4.34 (6.70)
1056

GAD-7 CBT 6.6%
52

13.2%
103

10.1%
79

18.3%
143

51.9%
406

–4.50 (6.19)
783

EMDR 9.7%
15

11.0%
17

11.6%
18

21.3%
33

46.5%
72

–3.25 (5.48)
155

Overall 7.9%
83

13.8%
145

11.6%
122

18.2%
192

48.5%
511

–3.99 (6.15)
1053

PCL-5 CBT 3.3%
8

12.6%
30

5.4%
13

15.5%
37

63.2%
151

–18.04 (17.74)
239

EMDR 5.1%
—

10.3%
—

2.6%
—

23.1
9

59.0%
23

–18.74 (18.3)
39

Overall 3.5%
10

12.0%
34

4.9%
14

16.2%
46

63.4%
180

–18.32 (17.70)
284

IES-R CBT — — — — — –21.48 (20.34)
85

EMDR — — — — — –23.06 (18.36)
16

Overall — — — — — –22.14 (19.89)
104

NB. Reliable change thresholds were ±6 for the PHQ-9, ±4 for the GAD-7 and ±10 for the PCL-5. Mean change gives the difference between
first and last score for each measure (for individuals in the sample with both of these scores), with negative scores indicating a reduction in
symptoms. Specific cell counts are not reported for counts <6, to prevent identifiability of participants.

Table 5. ANOVA output comparing outcome scores across time (pre-/post-treatment) and treatment (CBT, EMDR)

F p Partial η²

PHQ-9 Time 205.07 <.001 .18
Time×treatment 3.40 .066 .00

d.f. = 1, 937 Treatment 5.590 .018 .01
GAD-7 Time 209.73 <.001 .18

Time×treatment 5.47 .020 .01
d.f. = 1, 936 Treatment 6.73 .010 .01
PCL-5 Time 142.93 <.001 .34

Time×treatment 0.05 .820 .00
d.f. = 1, 276 Treatment 0.48 .489 .00
IES-R Time 66.48 <.001 .40

Time×treatment 0.08 .773 .00
d.f. = 1, 99 Treatment 0.41 .522 .00
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IES-R scores than women: F(1,97)= 5.94, p= .017, partial η²= 0.06; MeanWomenT1= 57.16
(SD= 15.59), MeanNonWomenT1= 59.03 (SD= 16.69), MeanWomenT2= 30.29 (SD= 20.23),
MeanNonWomenT2= 39.51 (SD= 23.77).

Age and gender both showed main effects in ANCOVAs for PHQ-9 scores
FGender(1,934)= 23.06, p<.001, partial η²= 0.02, FAge(1,934)= 5.68, p= .017, partial η²= 0.01;
and for GAD-7 scores FGender(1,933)= 15.75, p<.001, partial η²= 0.02, FAge(1,933)= 6.42,
p= .011, partial η²= 0.01. The direction of these effects suggested that older age and male or
non-binary genders are associated with higher PHQ-9 and GAD-7 scores at all time points.

Discussion
Comparing CT-PTSD and EMDR

When looking at recovery as a binary measure (i.e. recovered/non-recovered) there was no
difference between CBT (namely, CT-PTSD) and EMDR. ANOVAs found no difference between
CBT and EMDR in the extent to which either changed PTSD-specific symptom scores (indexed by
the PCL-5 and IES-R), despite the CBT group having higher levels of anxiety and depression than
the EMDR group at the start of treatment. CBT led to larger changes in anxious and depressive
symptoms than EMDR; however, this is confounded by these higher anxiety and depression scores
at start of treatment for the CBT group. A significant time×treatment interaction provides some
indication that CBT (relative to EMDR) led to greater reductions in anxious symptoms, but this
difference is less clear for depressive symptoms as that interaction was a non-significant trend –
and both interactions had very small effect sizes. A follow-up analysis of this service evaluation
comparing individuals who received EMDR with a sub-sample of service users who received CBT
matched on initial anxiety and depression scores might stand to better inform any conclusions
about the degree of change here.

The fact that individuals receiving EMDR in the service initially presented with lower anxiety
and depression scores than individuals who went onto receive CBT is a finding worth highlighting
in itself, especially as the two groups did not show any differences in PTSD symptoms at start of
treatment. Given that allocation to CBT or EMDR in the service is made on the basis of personal
preference (NICE, 2018), one possibility is that individuals in the EMDR group had spent more
time researching treatments or have a different mindset in approaching therapy that is associated
with lower subjective difficulties in mood or anxiety. In any event, the difference in anxious and
depressive symptoms between these treatment groups at start of treatment is worth taking into
account with service planning. For example, if clinicians know that there is likely to be variation in
anxious and depressive symptoms at start of treatment that is not directly predicted by severity of
PTSD symptoms, this may better inform decisions around initial stages of treatment (e.g. the
duration or need for stabilisation or life-reclaiming work), particularly for clients receiving tfCBT
such as CT-PTSD.

It is also worth noting that EMDR training may be longer than CBT practitioners’ baseline
training in tfCBT – typically 3–6 days, compared with 2 days for most of the therapists. As such,
EMDR-trained practitioners in the service may have a better understanding of treating PTSD and
trauma. Some practitioners in the service have received the NHS TT top-up training for tfCBT,
but this only began in 2020 while data collection started in 2012. More significantly perhaps,
EMDR practitioners received specialist supervision for their EMDR practice, while those offering
CBT had the supervision of their PTSD cases within generic supervision.

Overall recovery

Recovery rates across all measures at first glance appeared to increase from 2012 to 2018, before
decreasing and then levelling out (Table 2). Taking into account the lower referral numbers (and
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moreover, the very low completion rate of PTSD-specific symptom questionnaires) prior to 2020,
the most likely interpretation is that the last few years of recovery data are more reliable due to
greater and more representative numbers of clients completing symptom questionnaires.

Encouragingly, the largest symptoms changes (and highest proportions of reliable
improvement) following both CBT and EMDR are shown for PTSD-specific symptom
measures (Table 4). This aligns with the foci of both CBT and EMDR for PTSD upon re-
experiencing symptoms of traumatic events and the distress this causes, rather than broader
emotional symptoms (Ehlers and Clark, 2000; Shapiro, 2001). Having said this, both CBT and
EMDR did lead to substantive improvements in anxious and depressive symptoms. Recovery from
PTSD was comparable to national recovery rates for PTSD in NHS TT (formerly IAPT) services
(Health and Social Care Information Centre, 2020; Murray, 2017).

However, there is still a great deal of room for improvement compared with recovery rates
previously found using CT-PTSD in specialist services (Ehlers et al., 2003; Ehlers et al., 2014),
suggesting that there may be wider issues in how PTSD is treated in NHS TT services, or the
appropriateness of referrals to these services. Recent research has sought to better understand the
processes of effective treatment for PTSD – CT-PTSD in particular (Wiedemann et al., 2023).
Improved understanding of the processes of change in effective treatment in NHS TT services may
stand to better inform future training of clinicians and service planning in the current setting. It is
also the case that more training days on PTSD in core CBT training, specialist tfCBT supervision
for PTSD cases, and greater treatment length will enhance recovery rates for tfCBT in NHS TT
services.

Thirty-seven per cent of individuals referred or triaged for PTSD over the past 11 years did not
receive treatment in the service. Of those who did not receive treatment, 41% were formally
referred to another service – i.e. over half of the people presenting to the service with PTSD or
similar problems who were not deemed appropriate to be seen in the current service were not
referred onwards. This could be an issue of service provision within the trust (e.g. an absence of
commissioned services for individuals with needs more complex than NHS TT criteria allow), lack
of clinicians’ knowledge regarding appropriate services to refer onto, or a combination of these
issues as well as other factors. As such, it may be helpful for the service to conduct a
complementary audit on processes of onward referral for individuals who are not seen by the
service, and/or do not meet criteria for the service.

The present data also give some indication of individual differences that may be worth
considering in service planning. In the current sample, older age and non-female (male or non-
binary) gender were both associated with higher anxiety and depression scores. These higher
anxiety and depression scores were seen at referral, so this effect could be explained as older
individuals, men and non-binary people taking longer to be referred for treatment, or only doing
so when they have reached a higher level of subjective distress (Boneham et al., 1997; Galdas et al.,
2005; Mackenzie et al., 2006; Pettit et al., 2017). Older adults in particular are recognised to be
under-represented in NHS TT services (Clark, 2018; Saunders et al., 2021). If there is such a delay
in accessing care for these groups, then it may be warranted to conduct targeted outreach to older
adults, men and non-binary individuals who may be experiencing trauma-related problems –
especially as research suggests that older adults actually have better outcomes from mental health
treatment when they do access care (Saunders et al., 2021). However, it would be prudent to
conduct follow-up audits of these smaller groups within the wider dataset before making changes
to outreach, clinical policy or service provision based on findings from normative statistical
analyses of a client dataset that is predominantly female and relatively young.

Given the relatively small numbers of older adults, men and non-binary people in the service, it
would be feasible to conduct a case series looking at these putative effects in greater detail. With
age in particular, it could be that non-linear effects may be present – for example if younger people
do particularly well in treatment due to early intervention effects (cf. McGorry and Mei, 2018)
then this could additionally give rise to the observed effects. In terms of gender, men and
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non-binary people show smaller reductions in IES-R scores (not any other measure) following any
kind of treatment when compared with women. This may indicate relatively smaller treatment
effects for this group, but the fact that this effect is not seen in more recent PCL-5 data is
encouraging insofar as it could suggest that this is no longer an issue in the service, or that this
IES-R specific effect was an artefact of the previously used symptom questionnaire, or another
kind of false positive.

Of 1696 service users initially screened as having PTSD in the service over the past 10 years,
116 (6.8%) received treatment for a problem other than PTSD within that same treatment episode.
This suggests that while the vast majority of individuals initially screened as having PTSD were
screened accurately, there was a small but substantial minority who may have been screened
incorrectly. This could be worth bearing in mind by the service with respect to screening and
triage, and how therapists are trained to provide these. There are a wide variety of mental health
problems that can be experienced by individuals who have experienced trauma or adverse
experiences, and not all individuals exposed to trauma necessarily develop PTSD (Kessler et al.,
2017; Kilpatrick et al., 2013). So even if there is clear evidence of trauma at screening or triage it
may still be the case that another focus or form of treatment may end up being better suited to a
given individual’s needs at that time.

Strengths and limitations

The current study used a large, comprehensive dataset of real-world interventions in an NHS
setting, meaning that the results and conclusions have excellent ecological validity. From the point
of view of the service evaluation, the sample used is the entire population, meaning that no
statistical generalisation is needed.

That being said, current findings should not be generalised further than the service from which
data were collected. Of particular relevance, all individuals who received EMDR in the sample had
chosen this treatment. As such, the current findings do not and cannot allow the direct
comparison of treatment modalities that is possible with a randomised controlled trial and
necessary for any broader inferences about clinical efficacy.

Given this is a real-world evaluation study, it is not possible to know how closely therapists
adhered to each treatment or whether there were any significant differences in the quality of the
treatments delivered, or how trauma-focused each was. It is assumed that all individuals
designated as receiving ‘CBT’ received CT-PTSD specifically, but without this kind of data about
model adherence, this cannot be stated definitively. Future research examining the impact of how
trauma-focused the treatments provided were may help clarify this question.

A key shortcoming of the current study is that it does not include details regarding race or
ethnicity, as this information was not available when the routinely collected data were downloaded
for the current service evaluation. This is a particular shortcoming owing to the fact that
individuals fromminoritised ethnic backgrounds are often under-represented in NHS TT services,
despite having higher rates of PTSD than White British populations (Clark, 2018). Similar
patterns are seen in non-UK samples (Hall-Clark et al., 2016; Roberts et al., 2011). Furthermore,
the fact that there is limited current research available regarding the relative efficacy of EMDR or
CT-PTSD, together with evidence that ethnicity affects PTSD outcomes (Asnaani and Hall-Clark,
2017; Spoont et al., 2021) makes this an especially pressing topic for future research to consider.

Allocation of individuals to treatment for PTSD was made on the basis of the NHS TT triage/
assessment process; however, there was no formal assessment of the validity of these diagnoses.
Accurate assessment or diagnosis of PTSD is complicated by its wide range of co-morbidities and
differential diagnoses (Megnin-Viggars et al., 2019), making this difficult even in specialist services
(Atkinson et al., 2024). As both CT-PTSD and EMDR are treatments specifically tailored to PTSD,
any inaccuracies at the stage of assessment may influence or obscure the efficacy of these
treatments as reported.
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Other limitations of the study are mentioned above, namely the baseline differences in anxious
and depressive symptoms between CBT and EMDR groups, and the limits to potential
conclusions to be drawn about age and gender effects from normative analysis of the sample as a
whole. Recommendations for follow-up analyses to address these limitations are given above and
summarised below.

Analyses used in this evaluation treat all treatment episodes in the dataset as independent
observations. However, there are instances where observations were non-independent – most
pertinently, different PTSD treatment episodes for individuals who had more than one episode of
treatment for PTSD in the service. Analyses could therefore have been improved by nesting
treatment episodes within each individual in the dataset. This would be worth doing for any
further analyses that wished to look more closely at multiple treatment instances. Such nested
analyses might then be able to inform specific questions regarding treatment order – e.g. does an
additional tfCBT or EMDR treatment episode improve outcomes for an individual who has
already received one or more instances of treatment with tfCBT or EMDR, etc.

Finally, completion rates for the IES-R and PCL-5 (particularly the former) were notably lower
across the sample than for the PHQ-9 and GAD-7, as the PTSD-specific measures are not
mandated for completion by clinical note software in the same way as the PHQ-9 and GAD-7.
This comparison can be seen in regard to overall questionnaire completion rates in Table 1.
Completion rates for these questionnaires have improved in the service over time, but these still
remain far lower than PHQ-9 and GAD-7 rates.

Key practice points

(1) In light of no difference in recovery rates between and EMDR (and the far smaller number of EMDR-trained
clinicians in the service), continue using service user preference as a basis for offering CBT or EMDR for PTSD.

(2) PCL-5 questionnaires should be collected alongside PHQ-9 and GAD-7 for individuals being treated for PTSD in
the service to allow for the best comparison of relevant treatment outcomes and the most evidence-based
conclusions for future clinical data (as mandated in the NHS TT manual).

(3) The service may wish to consider offering training for clinicians around presenting problems and triages for
individuals who have experienced trauma but may not necessarily have PTSD, or may benefit from treatment of a
non-PTSD issue in the first instance.

(4) Clinicians in the service should be mindful of anxious and depressive symptoms (how these may present at start
of treatment and change over time) when working on PTSD with individuals in the service, particularly
individuals receiving tfCBT.

(5) Service planning may benefit from additional audits, service evaluations or other considerations of:
• Older adults, men and non-binary individuals being seen for PTSD in the service (including case series of
existing data) – potentially to inform outreach activities to these groups.

• Matched-group comparisons of CT-PTSD and EMDR treatment outcomes to further control for baseline
differences in anxious and depressive symptoms between these groups.

• Onward referral processes for individuals with PTSD who may not meet the service’s criteria (NHS England,
2024).

Further reading
Astill Wright, L., Horstmann, L., Holmes, E. A., & Bisson, J. I. (2021). Consolidation/reconsolidation therapies for the

prevention and treatment of PTSD and re-experiencing: a systematic review and meta-analysis. Translational Psychiatry,
11, 453.

Chen, L., Zhang, G., Hu, M., & Liang, X. (2015). Eye movement desensitization and reprocessing versus cognitive-behavioral
therapy for adult posttraumatic stress disorder: systematic review and meta-analysis. Journal of Nervous and Mental
Disease, 203, 443–451.

Wiedemann, M., Janecka, M., Wild, J., Warnock-Parkes, E., Stott, R., Grey, N., Clark, D. M., & Ehlers, A. (2023). Changes
in cognitive processes and coping strategies precede changes in symptoms during cognitive therapy for posttraumatic stress
disorder. Behaviour Research and Therapy, 104407.
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