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ABSTRACT
Background: PTSD is a significant mental health problem worldwide. Current evidence-based
interventions suffer various limitations. Ketamine is a novel agent that is hoped to be
incrementally better than extant interventions.
Objective: Several randomized control trials (RCTs) of ketamine interventions for PTSD have
now been published. We sought to systematically review and meta-analyse results from
these trials to evaluate preliminary evidence for ketamine’s incremental benefit above-and-
beyond control interventions in PTSD treatment.
Results: Omnibus findings from 52 effect sizes extracted across six studies (n = 221) yielded a
small advantage for ketamine over control conditions at reducing PTSD symptoms (g = 0.27,
95% CI = 0.03, 0.51). However, bias-correction estimates attenuated this effect (adjusted g =
0.20, 95%, CI =−0.08, 0.48). Bias estimates indicated smaller studies reported larger effect
sizes favouring ketamine. The only consistent timepoint assessed across RCTs was 24-hours
post-initial infusion. Effects at 24-hours post-initial infusion suggest ketamine has a small
relative advantage over controls (g = 0.35, 95% CI = 0.06, 0.64). Post-hoc analyses at 24-hours
post-initial infusion indicated that ketamine was significantly better than passive controls (g
= 0.44, 95% CI = 0.03, 0.85), but not active controls (g = 0.24, 95% CI =−0.30, 0.78).
Comparisons one-week into intervention suggested no meaningful group differences (g =
0.24, 95% CI = 0.00, 0.48). No significant differences were evident for RCTs that examined
effects two-weeks post initial infusion (g = 0.17, 95% CI =−0.10, 0.44).
Conclusions: Altogether, ketamine-for-PTSD RCTs reveal a nominal initial therapeutic
advantage relative to controls. However, bias and heterogeneity appear problematic. While
rapid acting effects were observed, all control agents (including saline) also evidenced rapid
acting effects. We argue blind penetration to be a serious concern, and that placebo is the
likely mechanism behind reported therapeutic effects.

¿Entonces qué tan especial es la K? Una revisión sistematizada y
metanálisis de la Ketamina para ECAs en el TEPT

Antecedentes: El TEPT es un importante problema de salud mental en todo el mundo. Las
intervenciones actuales basadas en la evidencia adolecen de varias limitaciones. La ketamina
es un agente novedoso que se espera sea cada vez mejor que las intervenciones existentes.
Objetivo: Varios estudios controlados aleatorizados (ECAs) de intervenciones con ketamina
para TEPT han sido actualmente publicados. Intentamos hacer una revisión y metanálisis
sistemático de los los resultados de estos estudios para evaluar la evidencia preliminar del
beneficio incremental de la ketamina por sobre y más allá de las intervenciones de control
en el tratamiento del TEPT.
Resultados: Los resultados generales de 52 tamaños del efecto extraídos entre seis estudios (n =
221) arrojaron una pequeña ventaja para la ketamina sobre las condiciones de control en la
reducción de síntomas de TEPT (g = 0.27, 95% IC = 0.03, 0.51). Sin embardo, las estimaciones de
corrección de sesgo atenuaron este efecto (g ajustado = 0.20, 95% IC = 0.08, 0.48). Las
estimaciones de heterogeneidad indicaron que estudios más pequeños informaron tamaños
de efecto más grande favoreciendo a la ketamina. El único momento consistente evaluado en
los ECAs fue a las 24 hrs post infusión inicial. Los efectos a las 24 horas post infusión inicial
sugieren que la ketamina tiene una pequeña ventaja relativa sobre los controles (g = 0.35, 95%
IC = 0.06, 0.64). Los análisis post-hoc a las 24 horas post infusión inicial indicaron que la
ketamina fue significativamente mejor que los controles pasivos (g = 0.44, 95% IC = 0.03, 0.85),
pero no con los controles activos (g = 0.24, 95% IC = 0.30, 0.78). Las comparaciones una
semana después de la intervención sugirieron que no había diferencias significativas entre los
grupos (g = 0.24, 95% IC = 0.00, 0.48). No hubo diferencias significativas evidentes para los ECAs
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HIGHLIGHTS
• We systematically
reviewed and meta-
analysed all randomized
control trials of ketamine
intervention for PTSD.

• While ketamine was
associated with a
reduction in symptoms,
the effect was generally
not stronger than control
conditions.

• By two-weeks post-initial
infusion, no meaningful
differences are evident
between ketamine and
controls.
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que examinaron los efectos dos semanas después de la infusión inicial (g = 0.17, 95% IC = 0.10,
0.44).
Conclusiones: En conjunto, los ECAs de ketamina para el TEPT revelan una ventaja terapéutica
inicial nominal en relación con los controles. Sin embargo, los sesgos y la heterogeneidad
parecen ser problemáticos. Si bien se observaron efectos de acción rápida, todos los agentes
de control (incluyendo solución salina) también evidenciaron efectos de acción rápida.
Argumentamos que la penetración ciega es una preocupación seria y el placebo es el
mecanismo probable detrás de los efectos terapéuticos reportados.

Post-Traumatic Stress Disorder (PTSD) is a prolonged
adverse psychological reaction to a traumatic event.
The lifetime prevalence of PTSD ranges from 3.4–
26.9% in civilians, and 7.7–17% among military per-
sonnel in the United States (Schein et al., 2021).
While evidence-based interventions for PTSD are con-
tinually evolving, psychotherapy remains a popular
option with robust scientific support (Benish et al.,
2008; Steenkamp et al., 2015). However, psychological
treatments typically require considerable time and
financial investments. Moreover, exposure with
response prevention, which is often considered the
best treatment for PTSD (Rauch & Ruzek, 2012), is
often associated with short-term increases in sympto-
mology that may contribute to attrition (Schnurr et al.,
2022).

Given psychotherapy’s limitations, many providers
recommend adjunctive psychopharmacotherapy. Cur-
rently, paroxetine and sertraline (both selective seroto-
nin reuptake inhibitors; SSRIs) are approved for PTSD
intervention by the United States Food and Drug
Administration (FDA). While being relatively afford-
able and accessible, they are associated with a range
of negative side effects (e.g. sexual dysfunction,
suicidal thoughts) that contribute to early discontinu-
ation of treatment (Marazziti et al., 2019; Wang et al.,
2018). Moreover, the SSRI programme of research has
been associated with a number of criticisms, including
poor action mechanism validity (Moncrieff et al.,
2022) and suspicion of placebo-driven therapeutic
effects (Cuijpers & Cristea, 2015).

Many other off-label pharmaceuticals (e.g. prazosin
for nightmares, and risperidone for mood regulation)
are regularly employed to treat PTSD (Krystal, Davis,
et al., 2017). These agents show limited therapeutic
benefit for PTSD symptoms in modern placebo-con-
trolled randomized control trials (RCTs; e.g. Krystal
et al., 2011; Raskind et al., 2018). The ongoing difficul-
ties in finding valid therapeutic psychoactive agents
for PTSD has led some researchers to question the
entire therapeutic premise (i.e. the ‘PTSD pharma-
cotherapy crisis’), inspiring requests for new agents
that act on PTSD-specific mechanisms (Abdallah
et al., 2019; Krystal, Davis, et al., 2017).

Consequently, there has been a shift within psy-
chiatry to identify novel agents that can withstand

scientific scrutiny (Begola & Schillerstrom, 2019;
Stein & Simon, 2021). This shift has been associated
with a re-examination of psychedelic agents for
PTSD, including 3,4-methylenedioxymethampheta-
mine (MDMA/‘ecstasy’), psilocybin (‘magic mush-
rooms’), and ketamine (‘Special-K’; Varker et al.,
2021). Ketamine in particular has been explored in a
number of cohort trials, case studies, and RCTs
(Artin et al., 2022; Dames et al., 2022; D’Andrea &
Andrew Sewell, 2013).

Ketamine is a glutamate N-methyl-D-aspartate
(NMDA) receptor antagonist and is generally
classified as a dissociative agent. The therapeutic
action mechanisms of ketamine on PTSD are generally
theoretical (Stein & Simon, 2021), though it is thought
that ketamine might disrupt the fear-response associ-
ated with traumatic memories (Asim et al., 2021;
Feder et al., 2022) and/or aid in restoring synaptic
connectivity that is potentially disrupted in PTSD-
afflicted individuals (Krystal, Abdallah, et al., 2017).
While the precise mechanisms are unknown, initial
arguments for ketamine therapy for PTSD come
from the depression interventional literature (Katali-
nic et al., 2013; Murrough et al., 2013). That is, the
basic therapeutic model is that if ketamine relieves
depression, it might also relieve PTSD. Though recent
findings challenge this premise (Chen et al., 2023; de
Laportalière et al., 2023).

Despite increased empirical attention of ketamine
as a PTSD intervention, there are only a few published
meta-analyses that synthesize outcomes from PTSD
intervention studies (Du et al., 2022; Whittaker
et al., 2021; Yousefifard et al., 2020). Du et al. (2022)
examined RCTs (k = 5), case–control (k = 3), and
cohort (k = 2) trials and found that ketamine treat-
ment was not associated with PTSD incidence nor
meaningful change in PTSD indicators, though their
study had several limitations. Their data presentation
was challenging to interpret and their findings conflate
different study designs in their analyses. Additionally,
more recent data, including the largest RCT examin-
ing the therapeutic potential of ketamine for PTSD
(Abdallah et al., 2022), was not included in their
meta-analysis. Similarly, Yousefifard et al. (2020)
examined ketamine intervention, but primarily studies
in which ketamine was used to treat pain in patients
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suffering from physical trauma (e.g. physical burns),
not PTSD. Finally, Whittaker et al. (2021) meta-ana-
lysed six RCTs that utilized ketamine as an interven-
tion for anxiety-related psychological problems.
However, only three of these RCTs examined PTSD
outcomes. Their findings suggest ketamine is margin-
ally better than controls. Notably, the confidence
interval around their omnibus odds ratio is sizable
(OR = 2.03; 95% CI = 0.67–6.15; p = .21) suggesting
low power (Whittaker et al., 2021).

Here, we sought to clarify the state of the ketamine-
for-PTSD research via systematic review and meta-
analysis. To do this, we strictly examined RCTs invol-
ving ketamine and control conditions to determine the
incremental efficiency of this intervention. Therein,
we examined how the incremental benefit might
change over time, as ketamine is often purported to
have rapid acting effects (Abdallah et al., 2015; Riggs
& Gould, 2021). While case-series and single-con-
dition cohort trials are useful in preliminary contexts,
we were solely interested in RCTs due to their rigour.
A meta-analytic approach is beneficial as effect sizes
can be aggregated across observations; thus, getting a
better estimate of the true therapeutic effect. Indeed,
all ketamine-for-PTSD RCTs to date have involved
relatively small samples. Given small samples may
bias effects, meta-analysis may be useful for better
determining efficacy (while estimating and adjusting
for bias) in preparation for larger RCTs. Moreover,
despite the emerging status of ketamine as a PTSD
intervention, we considered the literature to be large
enough for review. Indeed, past summaries of the
Cochrane Library have reported that the median num-
ber of studies per meta-analysis across the wider field
of medicine to be as low as three (Davey et al., 2011).

Taken together, we believe intervention science can
be greatly aided by meta-analysis of the extant keta-
mine for PTSD RCTs, with accompanied systematic
review of study features to help clarify the efficacy of
ketamine for PTSD intervention.

1. Methods

1.1. Search strategy

The Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) (Page et al., 2021)
guidelines were followed for this study (see Figure 1
for study selection flowchart). The databases used to
gather the articles were Medline, PsycINFO, Clinical-
Trials.gov, Alt HealthWatch, CINAHL Complete, Psy-
cARTICLES, JSTOR, PTSDpubs, PubMed, Web of
Science, SpringerLINK, Gale Health and Wellness,
and Scopus. Terms ‘PTSD’ or ‘Post-Traumatic Stress
Disorder’, were paired with ‘Ketamine’, and ‘Random-
ized Controlled Trial’ or ‘RCT’. Search terms were
identical per search engine. Searches were conducted

iteratively per term. For instance, ‘PTSD’ with ‘Keta-
mine’ with ‘Randomized Control Trial’ was followed
by ‘PTSD’ with ‘Ketamine’ with ‘RCT’. The search
interval spanned all years up until September 2023.
The formal search was complemented by an informal
search of Google Scholar and past systematic review
citations (e.g. Du et al., 2022). The Google Scholar
searches involved utilizing the same search combi-
nations and review of up to 100 studies per term.
However, we did not include the Google Scholar esti-
mates in flowchart as each search term was associated
with an unusually large number of selections (e.g. the
search ‘ketamine PTSD RCT’ returns 17,400 titles)
most of which appeared irrelevant to inclusion criteria
beyond the first initial 50 titles.

1.2. Data extraction and study selection criteria

After completing the initial literature search, titles and
abstracts were assessed. If the abstract suggested the
study would meet inclusion criteria, the study was
read by team members. Studies were then evaluated
against inclusion criteria. Specifically, studies had to
include adult human participants (18+), a psychome-
trically validated measure of PTSD, ketamine inter-
vention, RCT design, and be published in a peer-
review outlet. Exclusion criteria were human partici-
pants under 18 years old, absence of validated PTSD
measures, no ketamine administration, non-RCT
design, and non-peer review outlet. Studies that met
inclusion criteria were then coded for quality and
had means, standard deviations, n’s, and basic demo-
graphic information extracted for analyses. All studies
had three quality coding raters (TO, DJ, JV). Any cod-
ing discrepancies were resolved via group discussion
(none were evident). The first author did not have
input on quality coding/extraction besides determin-
ing initial criteria. Non-English studies were not
excluded but all studies that met inclusion criteria
were English language.

1.3. Quality coding

Study quality was assessed via the National Institute of
Health Study Quality Assessment of Controlled Inter-
vention Studies (NHLBI, 2021). All studies were con-
sidered to have ‘good’ quality (for details, see
Supplementary File 1).

1.4. Data analysis

Data were analysed using Comprehensive Meta-
Analysis (v4) software (Borenstein et al., 2013). All
analyses were modelled under random effects. Hedges’
g was selected as the index of effect size in between
group analyses to adjust for small sample sizes (Zakza-
nis, 2001). Values were interpreted as |0.2| = small,
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|0.5| = medium, and |0.8| = large, where larger values
represent a greater mean difference of within-group
change between conditions in standard deviation
units, with positive values representing a greater thera-
peutic effect in the ketamine conditions relative to
controls (i.e., great PTSD reduction relative to con-
trols). Cohen’s davg was used to help contextualize
findings for studies with many timepoint measure-
ments. Cohen’s davg was used in place of the tra-
ditional Cohen’s dwithin as all authors failed to
report bivariate correlations between pre- and post-
measures across timepoints. As such, we used Cohen’s
davg in which coefficients are standardized by taking
the average standard deviation of the repeated
measures (Lakens, 2013).

Between-study heterogeneity in effects was assessed
with Cochran’s Q test and the I2 statistic, where a non-
significant Q and low I2 (i.e. < 30%) suggest variability
in effects may be due to sampling error and not
between-study differences (Higgins et al., 2019).
Heterogeneity was further investigated when there
was a significant Q test (p < .10) and I2 > 30%, but
interpreted with caution given the relatively small
empirical body (Von Hippel, 2015). Moreover, we
only pursued heterogeneity statistics when k≥ 3
studies were available for sub-analyses. Omnibus pub-
lication bias was assessed using Egger’s regression test,
which regresses the effect sizes on the inverse of the
standard error (Higgins et al., 2019). Duval and Twee-
die’s (2000) Trim-and-Fill method was used to ident-
ify evidence of missing studies due to publication bias.

1.5. Data availability

Extracted data sheets are available on the Open
Science Framework [https://osf.io/mtfdx/].

2. Results

2.1. Study sample characteristics

The initial search identified 131 records, of which k = 6
studies with n = 221 participants, and k = 52 effect
sizes (keffects) met inclusion criteria. One study had
a subgroup of low dosage ketamine (Abdallah et al.,
2022), which was treated as its own condition for
omnibus analyses (k = 7 condition comparisons).
PTSD measures included the PTSD Checklist for
DSM-5 (PCL-5; Blevins et al., 2015), the Impact of
Events Scale-Revised (IES-R; Weiss, 2004), and the
Clinician-Administered PTSD Scale for DSM-5
(CAPS-5; Weathers et al., 2018). Three of the studies
used active controls (keterolac and midazolam),
while the rest used a saline solution (i.e. passive con-
trol). The ketamine dose for each study was 0.5 mg/
kg, although the study conducted by Abdallah et al.
(2022) also had a condition that received 0.2 mg/kg.
Only two (33%) were double blinded, three (50%)
did not have similar between-group baselines, and
two (33%) had attrition rates over 20%. The two
studies conducted by Feder et al. (2014, 2021) reported
conflicts of interest (involving multiple funding
opportunities/ketamine patents). All studies were
pre-registered and conducted in the United States.

Figure 1. PRISMA flow chart.
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One study utilized a cross-over RCT design (Feder
et al., 2014). As such, we calculated effects prior to
the cross-over. Study characteristic information can
be found in Table 1.

2.2. Main analyses

An omnibus meta-analysis (i.e. across all the studies,
PTSD measures, and timepoints) yielded a small-mag-
nitude positive effect of ketamine on PTSD symptoms
relative to control interventions (g = 0.27, 95% CI =
0.03, 0.51, keffects = 52). See Table 2 for forest plot
of omnibus/across-study effect size estimates. While
not a single mixed effect was significant for any indi-
vidual study, when all data were aggregated, a signifi-
cant effect emerged. We believe this is likely a function
of increased statistical power.

2.3. Publication bias analyses

Omnibus publication bias across subgroups revealed a
significant association between Hedges’ g and standard
error (Egger’s t(5) = 3.41, p = .019), such that smaller
studies tended to yield larger effects that favored keta-
mine. Trim and Fill procedure further estimated two
missing studies, and imputation of these attenuated
the omnibus effect to a non-significant level (adjusted

g = 0.20 95% CI =−0.08, 0.48; see Supplementary file 2
for funnel plot of adjusted effects).

2.4. 24-hours post initial infusion

Effect sizes for each subgroup at 24-hours post-initial
infusion can be found in Table 3.

Meta-analysis of these effects resulted in a small
positive effect for ketamine on PTSD symptoms at
24-hours post-infusion compared to controls (g =
0.35, 95% CI = 0.06, 0.64, keffects = 9). Overall, the
effects ranged from extremely small (and negative)
to extremely large. In this vein, the aggregated effect
was somewhat heterogenous (Q(6) = 9.18, p = .164,
I2= 34.66% [95%CI: 0, 64.5]), but should be inter-
preted with caution due to the small k size, and large
CI (this note applies to all following heterogeneity
statistics). The only three significant effects were for
the PCL-5 (g = 1.73, p = .012) and CAPS-5 (g = 1.72,
p = .012) from Pradhan et al. (2017), and IES-R (g =
0.70; p = .027) from Feder et al., 2014. These effects
were moderate-to-large, indicating that ketamine
had a substantial effect at reducing PTSD symptoms
compared to control groups (saline in Pradhan et al.,
2017; and midazolam in Feder et al., 2014). However,
two studies revealed small, non-significant, inverse
effects (i.e. the control did better than ketamine) at

Table 1. Study characteristics.

Reference

n Age
(Mean)

Percent
Male

Percent
White

Treatment
Length Funding? Sample

Financial
COI

Psychotherapy
ConfoundKetamine Control

Abdallah et al. (2022) 51 54 42.6 57.25 NS 8 weeks Yes Veterans No NS*
Dadabayev et al. (2020)§ 11 10 42.7 62 95 1 week No Individuals w/

Chronic
Pain

No NS**

Feder et al. (2021) 15 15 38.9 23.3 53.33 2 weeks Yes Community Yes n = 9 in K,
n = 8 C

Feder et al. (2014) 19 16 36.05 54.65 31.6 2 weeks Yes Community Yes NS
Pradhan et al. (2018) 10 10 40.7 40 NS Until Relapse Yes Community No All Enrolled
Pradhan et al. (2017) 5 5 43 30 NS Until Relapse Yes Community No All Enrolled

Note: NS = Not Specified, COI = Conflict of Interest, K = ketamine condition, C = control condition. § Dadabayev et al. (2020) also included conditions invol-
ving patients with chonic pain without PTSD. The participants were not included in meta-analyses. *were unmedicated or were stable on an antidepressant
for at least 4 weeks or PTSD-focused psychotherapy for at least 6 weeks (p. 1575) **Participants engaged in psychotherapy for PTSD symptoms were required
to have sessions that were stable in frequency and duration for at least 6 weeks prior to beginning of the study (p. 2).

Table 2. Forest plot of ketamine subgroups.
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24-hour follow-up. They were from Dadabayev et al.
(2020) (g =−0.03, p = .955) and Feder et al. (2021)
(g =−0.12, p = .729) which both used the IES-R as
the symptom outcome measure.

Based off these initial observations, we conducted
follow-up post-hoc meta-analyses split by active and
passive (saline) controls. When compared against a pas-
sive control, ketamine treatment was significantly better
at reducing PTSD symptoms at 24-hours (g = 0.44, 95%
CI = 0.03, 0.85). However, we failed to observe a signifi-
cant difference when ketamine was tested against an
active pharmacological control (g = 0.24, 95% CI =
−0.30, 0.78). Additionally, Feder et al. (2014) reported
subscales of the IES-R, finding the hyperarousal sub-
scale had a significant difference compared to control
condition (Mean Difference = 2.6, 95% CI:[0.2, 4.9]),
but no other subscale relative to controls (Intrusion
Mean Difference = 2.6 95% CI:[−0.8, 6.0]; Avoidance
Mean Difference = 3.3 95% CI:[−0.7, 6.8]).

2.5. One-week post initial infusion

Effect sizes for all studies with a seven-day timepoint
post-initial infusion are included in Table 4. Omnibus

results indicated a small random effect that
approached significance (g = 0.24, 95% CI:[0.00,
0.48], keffects = 6). The heterogeneity statistics
suggested a wide potential for heterogeneity (Q(4) =
3.43, p = .489, I2= 0.00% [95% CI: 0, 81]). When exam-
ining groups who received three administrations,1 a
small non-significant effect size was observed (g =
0.25, 95% CI:[−0.10, 0.59]). We also examined groups
that received only one administration. A small non-
significant effect size was observed (g = 0.35, 95% CI:
[−0.20, 0.89]).

2.6. Two-weeks post initial infusion

Effect sizes after 14 days post-initial infusion are pre-
sented in Table 5. Omnibus results indicated a small
non-significant aggregated effect size (g = 0.17, 95%
CI:[−0.10, 0.44], keffects = 4). Of all observations,
there was one significant effect from Feder et al.
(2021) on the CAPS-5 (g = 0.92, p = .014). This effect
follows three total ketamine infusions over the course
of 14 days and indicates a relatively large improvement
in severity of PTSD symptoms compared to the con-
trol group. Conversely, Abdallah et al. (2022) observed

Table 3. Effects of ketamine 24-hours post initial infusion.

Reference Scale Control Ketamine Dose (mg/kg)

n

Number of Doses Hedges’ g Standard ErrorKetamine Control

Abdallah et al. (2022) PCL-5 Saline 0.2 53 54 1 0.15 0.2
0.5 51 0.33 0.2

Dadabayev et al. (2020) IES-R Keterolac 0.5 11 10 1 −0.25 0.44
Feder et al. (2021) IES-R Midazolam 0.5 15 15 1 −0.12 0.36
Feder et al. (2014) IES-R Midazolam 0.5 19 16 1 0.70* 0.32
Pradhan et al. (2018) PCL-5 Saline 0.5 10 10 1 0.74 0.44

CAPS-5 0.72 0.44
Pradhan et al. (2017) PCL-5 Saline 0.5 5 5 1 1.73* 0.69

CAPS-5 1.72* 0.69
Total Random Effect 0.35* 0.15
Total Random Effect Vs Active Control 0.24 0.28
Total Random Effect Vs Passive Control 0.44* 0.21

*p < .05.

Table 4. Effects of ketamine one week post initial infusion.

Reference Scale Control drug Ketamine dose (mg/kg)

n

Number of doses Hedges’ g Standard errorKetamine Control

Abdallah et al. (2022) PCL-5 Saline 0.2 47 48 3 0.18 0.20
0.5 43 0.06 0.21

Dadabayev et al. (2020) IES-R Keterolac 0.5 11 10 1 0.19 0.44
Feder et al. (2021) CAPS-5 Midazolam 0.5 15 15 3 0.80* 0.37
Feder et al. (2014) IES-R Midazolam 0.5 19 16 1 0.15 0.34

CAPS-5 0.70* 0.34
Total Random Effect 0.24* 0.12

*p < .05.

Table 5. Effects of ketamine two weeks post initial infusion.

Reference Scale Control drug Ketamine dose (mg/kg)

n

Number of doses Hedges’ g Standard errorKetamine Control

Abdallah et al. (2022) PCL-5 Saline 0.2 48 44 5 0.12 0.21
0.5 43 0.10 0.21

Feder et al. (2021) CAPS-5
IES-R

Midazolam 0.5 15 15 3 0.92*
0.12

0.38
0.36

Total Random Effect 0.17 0.14

*p < .05.
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a small and non-significant effect at 14-days after five
infusions for their low (0.2 mg/kg) ketamine condition
compared to controls (g = 0.12, p = .576) and their
high (0.5 mg/kg) ketamine condition compared to
controls (g = 0.10, p = .652). While not formally two
weeks, Feder et al. (2014) took final measurements
between 10 and 13 days post single infusion. These
were not included in our 14-day-post-initial-infusion
statistics. However, we did calculate them for compre-
hensive reporting and found a small, non-significant,
inverse effect for the IES-R (g =−0.06, p = .860) and
a large positive effect for the CAPS-5 (g = 0.71, p
= .038). This suggests that ketamine may outperform
an active control condition (midazolam) in clinician-
rated PTSD criteria, but is non-significant when con-
sidering patient self-report.

2.7. Time until relapse after initial infusion

Pradhan et al. (2017) and Pradhan et al. (2018) contin-
ued to evaluate participants following initial ketamine
infusion until individuals relapsed. Results from these
studies are included in Supplementary File 3. Pradhan
et al. (2017, 2018) defined relapse as total scores >50
for the CAPS-5 and >51 for the PCL-5. In Pradhan
et al. (2017), the average time to relapse was 33 days
(SD = 22.98) for the ketamine group and 25 days
(SD = 16.8) for the control group (non-active saline
for both studies). For Pradhan et al. (2018), the aver-
age time to relapse was 34.44 days (SD = 19.12) for
the ketamine group and 16.5 days (SD = 11.39) for
the control group.

Omnibus results indicated a large random effect (g
= 1.01, 95% CI: [0.30, 1.73], keffects = 4). This suggests
that when participants relapsed, they had lower (but

above threshold) PTSD scores in the ketamine con-
dition compared to those in the passive control
(saline) condition. Effect sizes at relapse varied widely
from small to large (g’s ranging from 0.38 to 1.03);
however only one effect, from Pradhan et al. (2018),
was significant for the PCL-5 (g = 1.03, p = .025).

2.8. Within group changes for additional
timepoints

To further breakdown the effects, we analysed Abdal-
lah et al. (2022) results with eight administrations
across 24-days and with measurements until day 56
post-initial infusion. In Figure 2, we plot the change
in Cohen’s davg across time for all three groups,
where the effect was compared to the baseline for
each group (see Supplementary File 4 for specific
coefficients). We chose to plot their reported findings,
as they were the only study to include many obser-
vations for a sustained period of time. As observed
in Figure 2, trajectories across groups appeared similar
regardless of intervention. The other study with many
timepoint measurements was Feder et al. (2021).
However, due to reporting, we were only able to ana-
lyse their participants baseline to post-treatment
changes (i.e. two-weeks, after six infusions) on
CAPS-5 scores (Treatment davg = 1.89; Active
Control davg = .78).

2.9. Additional considerations

When incorporating values for our meta-analyses, we
observed a potential typographical error that may
influence results. Specifically, Table 3 from Pradhan
et al. (2018) summarizes their results for the PCL-5

Figure 2. Within group effects for Abdallah et al. (2022).
Notes: The dip that occurs around day 28 for each of the groups may be due to attrition. Notably, each group had significant attrition at that period (∼78%
of sample missing for ketamine group on day 29). This dip corresponds with the follow-up periods after their final infusions.
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and CAPS-5 at pre-study, 24 h, and relapse time-
points. The values for participants 12 through 20
were identical for both the PCL-5 at relapse and the
CAPS-5 at relapse. We attempted to clarify this pro-
blem with the authors but did not receive a response.
It seems unlikely that participants exactly replicated
their previous scores, and this may indicate an error.
Importantly, when Pradhan et al. (2018) is not
included in the meta-analysis, omnibus effects become
non-significant (g = 0.23, 95% CI:[−0.02, 0.48]). Simi-
larly, the post-hoc effect at 24 h becomes non-signifi-
cant (g = 0.32, 95% CI:[−0.001, 0.63]) and the effect
at relapse remains non-significant (g = 0.68, 95% CI:
[−0.48, 1.85]).

3. Discussion

Our results reveal several important findings. First, the
omnibus (i.e. across timepoints and PTSD measures)
effect of ketamine compared to all controls was
weak. This effect was further attenuated when bias-
correction was implemented, rendering ketamine’s
incremental advantage over placebo non-significant.
Several important qualifications to these findings war-
rant discussion. Importantly, effect sizes were not con-
sistent across studies, likely reflecting methodological
differences among the studies meta-analysed. Smaller
studies generally reported larger effect sizes that
favoured ketamine intervention. However, the
strength of the ketamine advantage tended to dissolve
as sample size increased. In other words, a decline
effect was visible within the ketamine-for-PTSD litera-
ture. This observation is concerning, given it is con-
sistent with past PTSD psychopharmaceutical trends
such as when initial findings favoured risperidone as
an intervention for PTSD (e.g. Padala et al., 2006),
until larger RCTs were conducted (e.g. Krystal et al.,
2011).

The only consistent timepoint measured across
RCTs was 24-hours post initial infusion. Of which,
the effect (that of all observations at 24-hours post
initial infusion) also suggested a significant but weak
effect favouring ketamine. Again, smaller studies
favoured ketamine with large effect sizes (Pradhan
et al., 2017, 2018). This positive effect shrank once
power/n increased (Abdallah et al., 2022). Unlike the
omnibus effects, data from two studies indicated an
inverse effect at 24-hours (Dadabayev et al., 2020;
Feder et al., 2021). These effects were non-significant,
but their trend does not support ketamine being an
incrementally beneficial intervention compared to
controls at 24-hours post-infusion.

The popularity of a 24-hour outcome measurement
is consistent with suggestions that ketamine is a rapid
acting intervention (e.g. Asim et al., 2021). Our
findings suggest such statements can be misleading
as several studies reported rapid acting effects without

consideration for non-significant comparisons to con-
trols. Indeed, while ketamine does appear to have a
rapid acting effect at reducing gross PTSD symptoms,
the same can also be said of midazolam, ketorolac
(which was descriptively better than ketamine at 24-
hours), and saline (an inert placebo). In other words,
the rapid acting effects might not be due to anything
specific to ketamine. Rather, the reported symptom
reductions are possibly due to expectancy effects and
demand characteristics. This may also explain the dis-
crepancy between active versus passive control con-
ditions. Our sub-analyses revealed a non-significant
effect when examining comparisons against active
controls, and a modest effect against passive controls.
This is evidence of potential blind penetration. That is,
essentially a symptom reduction via placebo effect
occurs for all interventions across the studies, but
the effect is enhanced in participants who have inter-
ventions that actively alter perception (e.g. dissociative
side effects with ketamine). These side effects may
confirm receipt of an active agent (blind penetration),
thereby enhancing the therapeutic placebo effect via
expectancy effect. Thus, it is possible that the true
therapeutic mechanism of ketamine is entirely
psychological rather than biological. Future studies
could evaluate this hypothesis using multiple distinct
sham control conditions.

Fewer researchers monitored outcomes past 24-
hours post-initial infusion in consistent intervals.
This is problematic as PTSD is often long-standing.
In other words, while ketamine may be efficacious as
an immediate tranquilizer, additional timepoints that
are distant from the initial treatment infusion are
necessary to establish whether any therapeutic effect
is purely acute. Future researchers are encouraged to
examine outcomes several weeks post-infusion in
efforts to determine incremental efficacy.

Within the extant literature, four research teams
examined the effect of ketamine one-week post-initial
infusion. In two of these studies (Abdallah et al., 2022;
Feder et al., 2021), multiple ketamine administrations
were employed, with one study examining low
(0.2 mg/kg) and high (0.5 mg/kg) dosages (Abdallah
et al., 2022). Concerningly, only small trials evidenced
large effect sizes favouring ketamine (Feder et al.,
2014, 2021−it should also be noted that these
researchers reported conflicts-of-interest posing a
bias risk favouring ketamine). In this context, the lar-
gest study we reviewed failed to find a significant effect
one-week post-initial infusion (Abdallah et al., 2022).
Neither dosage nor administration count appeared to
change these trends. Of note, the clinician rating (via
CAPS-5) in Feder et al. (2014) supported a large
effect size at one-week post infusion (one dose),
whereas the patient self-report from that same study
suggested a non-significant effect. A similar discre-
pancy between clinician and patient ratings for
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PTSD symptoms was also recently observed in a
separate meta-analysis looking at psychotherapy
outcomes (Aita et al., 2023). While the psychometrics
of this discrepancy is beyond the aims of the current
discussion, it does suggest that clinicians may tend
to report greater therapeutic changes than patients
themselves (all effects favouring ketamine at
one-week post-infusion(s) came from CAPS-5
measurements).

Only two research teams systematically reported
effects at two weeks post-initial infusion (Abdallah
et al., 2022; Feder et al., 2021). Consistent with pre-
vious observations, the smaller study (Feder et al.,
2021) evidenced an effect size that supported keta-
mine’s incremental benefit, whereas the larger study
(Abdallah et al., 2022) evidenced null findings. Inter-
estingly, neither dosage nor administration count
affected the outcome compared to controls. Abdallah
et al. (2022) continued to monitor patients for
approximately eight weeks post-initial infusion (with
seven subsequent infusions). Their findings demon-
strated that the within group effects across ketamine
dosage levels (0.2 and 0.5 mg/kg) and controls (saline)
varied across time and followed an almost identical
course. On average ketamine intervention reduced
self-reported PTSD symptoms within 24 h. However,
the saline control group followed the same pattern.
Indeed, approximately two months after initial infu-
sion, participants in the saline control condition actu-
ally reported greater (though non-meaningful) PTSD
symptom reduction than high dose-ketamine-refer-
ents (0.5 mg/kg). In short, the pattern was less about
the type of intervention, but rather the presence of
an intervention.

The results of the current meta-analysis call into
question the incremental therapeutic efficacy of keta-
mine as a PTSD treatment. Even studies reporting
statistical significance yielded small omnibus effects.
There are many reasons for these modest findings.
First, as readily admitted by all researchers of the
reviewed RCTs, ketamine’s action mechanisms are
poorly understood. Consistent with a Research
Domain Criteria (RDoC) perspective, participants in
future RCTs should be assigned based on identified
markers as opposed to latent PTSD classification.
Such procedures will help clarify the therapeutic
efficacy of theorized action mechanisms while not
risking the loss of a potentially beneficial intervention.
This is of particular concern given PTSD is extremely
heterogenous (Borgogna et al. 2024; Galatzer-Levy &
Bryant, 2013), especially when considering the differ-
entiation between PTSD and complex-PTSD. Distinct
biopsychosocial mechanisms likely underly various
PTSD presentations, meaning nuanced interventions
towards such mechanisms are necessary. Ketamine
may hold some incremental therapeutic potential,
but RCTs need to be designed to test whether its

mechanistic action is the process associated with
PTSD.

In observing the analysed studies, many design con-
siderations are needed to further enhance our under-
standing of ketamine as a PTSD intervention. We
found it interesting that while paroxetine and sertraline
are the only FDA approved agents to treat PTSD,
neither agent was used as a control (in fairness Abdallah
et al., 2022 indicate their participants had histories of
failed FDA-approved medication intervention). Not-
withstanding criticisms of extant interventions (Abdal-
lah et al., 2019), midazolam and ketorolac are not
typical PTSD interventions and are limited in their
therapeutic utility. Surprisingly, across several obser-
vations, midazolam and ketorolac (and even saline)
showed promise in reducing PTSD symptoms (likely
due to placebo effects). Future studies utilizing more
commonly employed control interventions would be
helpful. An additional concern, many of the authors
reported important information, such as group means
and standard deviations, in supplementary contexts.
Whereas the reported information within the presented
manuscripts appeared biased towards showcasing keta-
mine as preferable/efficacious (e.g. p-values, trend
figures). When the entire body of observations is eval-
uated, the value of ketamine for PTSD appears limited.
We encourage researchers to report means, standard
deviations, and effects sizes within their published
materials to enhance transparency and aid future
meta-analytic efforts.

The confounding role of psychotherapy adds an
additional layer of complexity. Half of the studies
did not clearly specify if/who were receiving adjunc-
tive psychotherapy. Moreover, in both Pradhan trials,
all participants received psychotherapy. Approxi-
mately half the participants in Feder et al. (2021)
also received psychotherapy. Factors such as thera-
peutic alliance have been shown to have robust thera-
peutic effects regardless of psychotherapy approach
and standardization adherence (Wampold, 2015). Sta-
ted differently, even if psychotherapy assignment was
controlled, differences in therapeutic alliance could
radically alter results.

Additionally, a recent systematic review of adverse
events in ketamine trials for depression (de Laporta-
lière et al., 2023) found that researchers have been
underreporting the potential dangers of ketamine
intervention. We did not systematically examine
adverse events in our review but given the way coeffi-
cients needed for effect sizes were reported, it would
not be surprising if adverse events were underre-
ported. Specifically, de Laportalière et al. (2023)
reported more than 90% of ketamine trials for
depression have ‘low’ quality with regard to safety.
Additionally, 45.5% of serious adverse events and
39% of non-serious adverse events were not reported
in published articles and had to be located in open-
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access materials. We suggest transparent reporting of
adverse event in ketamine-for-PTSD trials.

Our results can only confidently be generalized to
PTSD cases. However, given PTSD (e.g. avoidance)
features are often accompanied by traditional
depression features (e.g. loneliness), our findings cast
suspicion on the therapeutic efficacy of ketamine for
depression. Many of the researchers who have con-
ducted RCTs examining ketamine as a treatment for
depression continue to acknowledge the specific bio-
logical mechanisms behind ketamine’s antidepressant
effect remain largely unknown (e.g. Murrough et al.,
2013; Phillips et al., 2019). Because placebo effect
appears to be a potential explanation for most of the
therapeutic efficacy of ketamine administered for
PTSD, the same limitation may be evident in
depression treatment. We advise meta-analyses to
address this issue.

3.1. Limitations

Our study is the first systematic review and meta-
analysis to comprehensively examine the effect of
ketamine on PTSD exclusively compared to control
interventions. In accordance with this advantage, the
quantitative synthesis was limited to six studies, total-
ling 221 participants (n = 110 controls). Because of
limited power, we were unable to examine important
moderating factors. For instance, there are almost cer-
tainly additional sources of heterogeneity/bias (e.g.
researcher conflict of interest). Meta-analytic con-
siderations for the effect of ketamine across important
demographic characteristics (e.g. diagnostic comor-
bidity, race, sex, and veteran status) are not available,
limiting contextualization. All the reviewed studies
came from the United States and were published in
Western journals. It is possible that studies published
in non-Western countries were not observed in our
searches, thus limiting our generalizability. As
observed, smaller samples tend to overestimate effect
sizes. Hedges’ g is associated with a small upwards
inflation bias of about 4%. That is, our analyses may
be slightly overestimating the strength of the ketamine
effect. Additionally, there appeared to be heterogeny
across RCTs regarding how adjunctive treatments
were involved. Some studies allowed for adjunctive
psychotherapy (Abdallah et al., 2022) while others
did not specify (Feder et al., 2014). It is possible that
psychotherapy could be a confounding variable. We
recommend future ketamine clinical trial researchers
report adjunctive-therapy demographic information
by participant so that such information can be appro-
priately reviewed and analysed. Accordingly, while
our omnibus effect suggested a small significant
effect favouring ketamine, this effect needs to be con-
sidered with extreme caution.

4. Conclusions

We conclude ketamine may have a small immediate/
short-term incremental benefit at reducing PTSD
symptoms compared to controls interventions (mida-
zolam, ketorolac, and saline), which is indiscernible
from placebo or control interventions in the extant
RCTs. This advantage should be interpreted with
caution given its size and susceptibility to bias. Based
on our findings, we suggest placebo as the primary
therapeutic mechanism driving ketamine therapeutic
effects for PTSD. Patients and providers should pursue
ketamine-based PTSD interventions with caution.
Moreover, we suggest funders support ketamine-for-
PTSD studies circumscribed to RDoC-based designs
(e.g. participants assigned to treatment conditions on
the basis of identified biological mechanisms that keta-
mine is theorized to alter vs. latent PTSD classifi-
cations). We further recommend that appropriate
agents serve as controls to clarify ketamine’s incre-
mental benefit. Finally, should future ketamine-for-
PTSD RCTs be conducted, we suggest standardized
long-term outcome markers such as three, six, and
12-month post-baseline measurements.

Note

1. We attempted to contact the authors to clarify this
issue, but did not receive a response. Based on obser-
vations of charts, three doses appears to be the accu-
rate number of administrations and is what we
modelled.
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