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ABSTRACT

Objective To evaluate the effectiveness of cognitive

therapy for post-traumatic stress disorder related to

terrorism and other civil conflict in Northern Ireland.

Design Randomised controlled trial.

Setting Community treatment centre, Northern Ireland.

Participants 58 consecutive patients with chronic post-

traumatic stress disorder (median 5.2 years, range

3 months to 32 years) mostly resulting from multiple

traumas linked to terrorism and other civil conflict.

Interventions Immediate cognitive therapy compared

with a waiting list control condition for 12 weeks followed

by treatment. Treatment comprised a mean of 5.9

sessions during 12 weeks and 2.0 sessions thereafter.

Main outcome measures Primary outcome measures

were patients’ scores for post-traumatic stress disorder

(post-traumatic stress diagnostic scale) and depression

(Beck depression inventory). The secondary outcome

measure was scores for occupational and social

functioning (work related disability, social disability, and

family related disability) on the Sheehan disability scale.

Results At 12 weeks after randomisation, immediate

cognitive therapy was associated with significantly

greater improvement than the waiting list control group in

the symptoms of post-traumatic stress disorder (mean

difference 9.6, 95% confidence interval 3.6 to 15.6),

depression (mean difference 10.1, 4.8 to 15.3), and self

reported occupational and social functioning (mean

difference 1.3, 0.3 to 2.5). Effect sizes from before to after

treatmentwere large: post-traumatic stress disorder 1.25,

depression 1.05, and occupational and social functioning

1.17. No change was observed in the control group.

Conclusion Cognitive therapy is an effective treatment for

post-traumatic stress disorder related to terrorism and

other civil conflict.

Trial registration Current Controlled Trials

ISRCTN16228473.

INTRODUCTION

Guidance from the National Institute for Health and
Clinical Excellence1 recommends trauma focused cog-
nitive behaviour therapy and eyemovement desensiti-
sation and reprocessing therapy as the leading
evidence based treatments for post-traumatic stress

disorder. These recommendations are largely based
on randomised controlled trials that focus on non-ter-
rorism related traumatic events, such as road traffic
crashes and rape. Little is known about how to success-
fully treat trauma resulting from events such as the
bombings in London in 2005, the attack on the
WorldTradeCenter inNewYork, and the train bomb-
ings inMadrid. The only published evaluation of treat-
ment after a terrorist bomb is an open trial of cognitive
therapy for post-traumatic stress disorder (a form of
cognitive behaviour therapy) with survivors of the car
bomb that exploded in Omagh, Northern Ireland, in
1998. In this uncontrolled study2 cognitive therapy
delivered three months to two years after the bombing
was associated with improvements in post-traumatic
stress disorder as large as those normally observed
with cognitive therapy in randomised controlled trials
of non-terrorism related post-traumatic stress disorder.
In response to these results the Victims LiaisonUnit of
the Northern Ireland Office established a new treat-
ment centre (the Northern Ireland Centre for Trauma
and Transformation) with a Northern Ireland wide
remit that would offer trauma focused cognitive ther-
apy to people affected by terrorism and other civil con-
flict over the past four decades. We evaluated the
effectiveness of cognitive therapy provided by the cen-
tre.

METHODS

The Northern Ireland Centre for Trauma and Trans-
formation was a new initiative that aimed to provide a
treatment option that had not been generally available.
The service was brought to the attention of potential
referrers and the wider community in several ways.
An information leaflet and a letter were sent to all gen-
eral practitioners in Northern Ireland as well as to
health authorities and trusts, mental health teams,
voluntary and community organisations, self help
groups, the clergy, and other community care profes-
sionals. A website and several newspaper articles also
mentioned the service.
Patients referred to the centre between August 2003

and September 2004 were assessed by mental health
clinicians for post-traumatic stress disorder and other
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psychiatric disorders using the semi-structured clinical
interview for the Diagnostic and Statistical Manual of
Mental Disorders, (DSM-IV)3 and the clinician adminis-
tered post-traumatic stress disorder scale forDSM-IV.4

Referrals came from a wide range of sources: commu-
nity mental health teams (39%), primary care (22%),
self referral (21%), voluntary sector and victims’
groups (10%), and occupational health (7%). We
invited patients meeting diagnostic criteria for post-
traumatic stress disorder after traumatic events in
adulthood to participate in the trial unless they had
another disorder that required immediate treatment.
After consent had been obtained patients were ran-
domly allocated to immediate cognitive therapy or to a
12 week wait followed by cognitive therapy. Treat-
ment entailed up to one therapy session a week for
12 weeks, followed by a review and additional therapy
sessions if these were indicated by the therapist.
We chose awaiting list control rather than a compar-

ison with another psychological or pharmacological
treatment. We did this because we anticipated that
many of the patients referred to the centre would be
those who had failed more commonly available psy-
chological treatments (such as counselling or debrief-
ing) or pharmacotherapy, and a design that compared
cognitive therapy with alternative treatments would
have excluded such people. Also, cognitive behaviour
therapy had already been shown to be superior to sup-
portive counselling in non-terrorism related post-trau-
matic stress disorder.5

To determine whether cognitive therapy is effective,
at 12 weeks we compared the immediate cognitive ther-
apy and waiting list groups’ scores for post-traumatic
stress disorder, depression, and functioning (work
related disability, social disability, and family related dis-
ability). To determine the overall improvement that
could be obtained with cognitive therapy, we compared
scores before treatment and after treatment, combining
the immediate treatment and delayed treatment groups.
Patientswere followedup1, 4, and 12months after treat-
ment to assess maintenance of gains.
An independent office allocated patients to immedi-

ate therapy or to wait followed by therapy on a strati-
fied random basis using the minimisation method of
Pocock.6 Assessors were not aware of the allocation
algorithm. Stratification variables were severity of
post-traumatic stress disorder, severity of depression,
and presence or absence of continuing physical pro-
blems related to the traumatic event (for example,
chronic pain, burns requiring multiple surgery). Con-
tinuing physical problems had predicted a less favour-
able outcome inour studyof cognitive therapy after the
Omagh bomb.2

Measures and assessments

Primary outcome measures were severity of post-trau-
matic stress disorder, assessed by the post-traumatic
stress diagnostic scale,7 and severity of depression,
assessed by the Beck depression inventory.8 The sec-
ondary outcome measure was the Sheehan disability
scale,9 which has separate items for different aspects

of functioning (work, social, and family). Each of
these self report measures has been validated against
interviewer administered measures of the same
construct.7 10 11 We obtained scores for each measure
before treatment or wait, after 12 weeks (end of wait),
after treatment, and at 1, 4, and 12 months’ follow-up.
Patients also completed the post-traumatic stress diag-
nostic scale andBeckdepression inventorybefore each
treatment session, providing a clinical endpoint mea-
surement for all patients, even if they dropped out. To
estimate the magnitude of the changes in scores before
and after treatment we calculated effect sizes using the
formula: effect size=(mean score before treatment
−mean score after treatment)/pooled standard devia-
tion. Cohen12 classified effect sizes as small if 0.20-
0.49, medium if 0.50-0.79, and large if 0.8 or more.
To investigate possible predictors of improvement we
calculated residualised before to after treatment gain
scores, which control for variation in baseline levels.
We used one way analysis of covariance to compare
the therapists’ on these scores.

Treatment, therapists, and supervision

The cognitive therapy programme is described in detail
elsewhere2-13 and was based on Ehlers and Clark’s
model of persistent post-traumatic stress disorder.14

The model identifies three factors thought to prolong
the disorder, with therapy targeting each factor. The
three factors are excessively negative appraisals of the
traumatic event or its sequelae, a disturbance in autobio-
graphical memory, and dysfunctional cognitive and
behavioural strategies. We used behavioural activation
early in therapy to liftmoodwhen initial levels of depres-
sion interfered with trauma processing.
Five therapists (one psychiatrist, one social worker,

and three nurse therapists) delivered the treatment.
Allocation to therapist was based on available slots.
Three of the therapists had been trained to diploma
level in Beckian cognitive therapy, and the remaining
two had completedENB650 style cognitive behaviour
therapy courses for nurses.Although three of the thera-
pists had four or five years’ experience of treating
patients using the Ehlers and Clark model,14 the other
two had modest experience. The therapists attended a
two day workshop on the application of the model,
delivered by MD and KG.

Statistical analysis

We determined sample sizes on the basis of 86% power
to detect differences of at least 7 points on the post-trau-
matic stress diagnostic scale between immediate therapy
and wait with a 5% significance level. We carried out
analyses on an intention to treat basis and on patients
who completed the study, including patients in the wait-
ing list group who subsequently completed cognitive
therapy. Patients were classified as having completed
the study if they had at least six sessions of treatment or
they ended therapy earlier as agreed by the therapist
because of noticeable improvement. Comparisons
between the immediate treatment andwaiting list groups
at 12 weeks were based on analyses of covariance, with
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scores before treatment or wait as covariates. We used t
tests to compare scoresbefore treatment, after treatment,
and at follow-up. Some trauma related characteristics
(number of traumas, years since the traumatic event)
were not normally distributed and were transformed
before analysis. No patients started drugs while in the
study. Preliminary analyses included drug status at
intake and several patient characteristics (a civilian,
experienced a bombing, or taken hostage) as factors.
None of these variables was related to outcome and are
not considered further.
To quantify individual differences in symptom

change, we followed the Omagh bomb study2 and cal-
culated percentage change in scores for post-traumatic

stress disorder (from before to after treatment) for all
treated patients.

RESULTS

Fifty eight consecutive patients whomet the criteria for
post-traumatic stress disorder participated in the trial
(figure): 29were allocated to immediate cognitive ther-
apy and 29 to a 12 week wait followed by cognitive
therapy.15 The groups were similar at baseline for per-
sonal details, psychiatric status, trauma history, and
previous treatments (table 1).Most patients had experi-
enced multiple traumatic events. The trauma that was
most prominent as an intrusive memory for each
patient was identified and described in detail (table 1).

Table 1 | Baseline characteristics of patientswith post-traumatic stress disorder allocated to immediate cognitive therapy or to a

waiting list. Values are numbers (percentages) unless stated otherwise

Variable
Immediate cognitive therapy

group (n=29) Waiting list group (n=29)

Mean (SD) post-traumatic diagnosis scale 34.7 (7.8) 36.8 (6.8)

Mean (SD) Beck depression inventory 35.4 (9.9) 35.6 (11.3)

Mean (SD) Sheehan disability scale 7.8 (1.4) 8.6 (1.6)

Mean (SD) age (years) 44.1 (11.3) 43.7 (12.3)

Women 10 (34) 13 (45)

Civilian 14 (48) 21 (72)

Police, soldier, or other profession with active involvement 15 (52) 8 (28)

Experienced multiple traumatic events 25 (86) 22 (76)

Median (range) No of traumatic events 3 (1-9) 3 (1-10)

Median (range) years since index event 8 (0.3-33) 5.4 (0.2-32)

Median (range) duration (years) of post-traumatic stress disorder 5 (0.3-25) 5.4 (0.2-32)

Characteristics of index trauma event:

Related to Northern Ireland “troubles” 24 (83) 25 (86)

Terrorist events outside Northern Ireland 2 (7) 1 (4)

Bombings 14 (48) 9 (31)

Shootings and killings 4 (14) 9 (31)

Taken hostage 6 (21) 2 (7)

Physical assault 2 (7) 6 (21)

Road injuries 3 (10) 2 (7)

Riots 0 1 (3)

Experienced event 19 (66) 24 (83)

Witnessed event 10 (34) 5 (17)

Injured in event 4 (14) 7 (24)

Any axis I comorbidity*: 23 (79) 19 (66)

Major depression 21 (72) 16 (55)

Panic disorder 6 (21) 6 (21)

Specific phobias 2 (7) 4 (14)

Alcohol or substance use disorder 4 (14) 4 (14)

Generalised anxiety disorder 2 (7) 1 (3)

Social phobia 1 (3) 1(3)

Other anxiety disorder 2 (7) 0

Bulimia nervosa 0 1 (3)

Any psychotropic drugs taken: 18 (62) 21 (72)

Antidepressants 15 (52) 20 (69)

Benzodiazepines 4 (14) 5 (17)

Hypnotics 1 (3) 1 (3)

Previous psychological treatment for trauma 18 (62) 13 (45)

*Diagnostic and Statistical Manual of Mental Disorders, fourth edition.
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Themean (standard deviation) number of treatment
sessions was 7.8 (5.1), with 5.9 (2.5) sessions in the first
12 weeks and 2.0 (3.2) sessions thereafter. Twelve
patients (21%) droppedout. Themean (standarddevia-
tion) numbers of sessions for those who dropped out
and those who completed the study were 2.8 (1.2) and
9.2 (4.9).

Comparison between immediate treatment and waiting list

groups at 12 weeks after randomisation

No significant differences were found between the
groups at intake on scores for post-traumatic stress dis-
order, depression, and social functioning, but at
12 weeks the scores were significantly lower in the
immediate therapy group (table 2). Paired t tests
showed that at 12 weeks the waiting list group did not
improve on any measure whereas the immediate ther-
apy group improved on all measures (P<0.001).

Overall effectiveness of cognitive therapy

Table 3 shows the scores before and after treatment
and at follow-up for all patients who received cognitive
therapy. The immediate therapy and delayed therapy
groups were combined as the latter group showed no
improvement during wait and did not differ in
improvement during treatment from the immediate
therapy group. Therapists had the option of offering a
few additional sessions after 12 weeks if clinically indi-
cated. Twenty seven of 57 patients (47%) had addi-
tional sessions. The overall improvements in scores
for post-traumatic stress disorder, depression, and
social functioning were greater than those observed at
12 weeks. Paired t tests showed highly significant

reductions between the scores before and after treat-
ment. The observed effect sizes for post-traumatic
stress disorder, depression, and social functioning for
patients who completed the study were 1.74, 1.24,
1.08, 1.36, and 0.96, with respective values for the
intention to treat sample of 1.25, 1.05, 0.97, 1.03, and
0.70. Most of the effect sizes were large and one was
medium.12

Maintenance of treatment gains

Only patients who completed treatment were offered
follow-up appointments.Most attended at least one fol-
low-up appointment and completed the outcomemea-
sures at that time. Those who did not were asked to
return completed questionnaires by post. Overall 43
patients (96%) provided follow-up data. Table 3
shows the mean scores for the latest available follow-
up (at four or 12 months for all but two patients, who
were assessed at one month). Paired t tests comparing
patients’ scores after treatment and at follow-up indi-
cated that treatment gains were well maintained. No
significant difference was found in scores from after
treatment to follow-up for post-traumatic stress disor-
der, depression, and social disability. Further signifi-
cant improvement was evident at follow-up for work
related disability (P<0.05) and family related disability
scales (P<0.01). Effect sizes from before treatment to
follow-upwere large for post-traumatic stress disorder,
depression, work related disability, social disability,
and family related disability: 2.10, 1.45, 1.44, 1.46,
and 1.30.

Predictors of treatment response

Percentage change in scores from before to after treat-
ment for post-traumatic stress disorder showed that
four patients had deteriorated (change <0%), four
showed no change, and the remaining 49 (88%)
showed various degrees of improvement: 1-24%
(n=10), 25-49% (n=7), 50-74% (n=18), and 75-100%
(n=14). Deterioration occurred more often in the wait
period (38%) than in therapy (7%).
The presence or absence of a comorbid psychiatric

disorder was not related to degree of improvement.
This may have been because patients with comorbid-
ities had significantly (P<0.05)more treatment sessions
than those who did not: 8.6 v 5.9 sessions. Contrary to
the findings of the Omagh bomb study2 degree of
improvement was also unrelated to the presence or
absence of enduring physical health problems as a con-
sequence of the trauma. However, higher scores for
depression at baseline (P<0.05) and a longer time
since the trauma (P<0.05) were associated with less
improvement.
A significant therapist effect was found when resi-

dualised gain scores were compared between thera-
pists. Paired comparisons indicated significant
differences (P<0.05) between each of the two therapists
whose patients had improved most and one therapist
whose patients had improved least.t tests indicated that
the patients treated by these two sets of therapists did
not differ in symptoms of initial post-traumatic stress

Referrals meeting criteria for post-traumatic stress disorder (n=81)

Randomised (n=58)

Allocated to wait list then cognitive therapy (n=29)Allocated to immediate cognitive therapy (n=29)

Exclusions (n=23):
  Required immediate treatment for alcohol, drug, or physical health problems (n=5)
  Declined treatment (n=5)
  Lived too far away (n=4)
  Severe current threat to personal safety (n=4)
  Childhood sexual abuse was main problem (n=3)
  Declined to be randomised (n=2)

Completed wait list (n=29):
  Allocated to cognitive therapy (n=28)
  Therapist considered extra therapy not
    needed (n=1)

Completed  therapy (n=25)
Dropped out (n=3)

Follow-up of completers
  Assessed (n=23)
  Declined (n=2)

Follow-up of completers
  Assessed (n=20)
  Declined (n=0)

Completed  therapy (n=20)
Dropped out (n=9)

Flow of patients through trial
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disorder, initial depression, or time since the trauma,
but patients treated by the therapist with poorer out-
comeswere significantly older (P<0.01) and had signif-
icantly fewer treatment sessions (P<0.01). The
therapist effect remained significant (P<0.05) after
patient age and number of treatment sessions were
entered before the therapist’s identity in a multiple
regression analysis, indicating that the effect cannot
be entirely explained by patient age or number of ses-
sions.
The drop-out rate (20%) was higher than that in the

two previous randomised controlled trials16 17 of cogni-
tive therapy for post-traumatic stress disorder (0%-5%),
both of which focused on non-terrorism related
trauma. The case notes for the 12 patients who
dropped out in the present trial were reviewed. Four
were related to the unique context of Northern Ireland
(threats to self or family linked to the civil conflict), four
were associated with non-adherence to the therapy
protocol in relation to imaginal reliving and beha-
vioural experiments (not tackling beliefs, inadequate
or inappropriate preparation), two were due to illness
or trauma in the family, and two were unknown.

DISCUSSION

Cognitive therapy is an effective treatment for post-
traumatic stress disorder related to terrorism and
other civil conflict. Patients allocated to immediate
therapy showed significant and substantial reductions
in the symptoms of post-traumatic stress disorder and
depression and noticeable improvements in self
reported work related disability, social disability, and
family related disability. In contrast, patients allocated
to a no treatment (waiting list) control condition
showed no change.
The trial builds on and extends the findings of our

uncontrolled study2 of cognitive therapy for post-trau-
matic stress disorder after the Omagh bomb. Both stu-
dies had minimal exclusion criteria and so are
probably best conceptualised as effectiveness, rather
than efficacy, studies. However, patients in the
Omagh study were treated between three months and
two years after the bombing, whereas patients in the

current study were treated up to 33 years after trauma
(median 6 years). Half had failed other treatments and
many had high levels of concurrent depression.
A high proportion of patients in the present study

had experienced multiple traumas. The Omagh bomb
study2 focused on a single recent trauma, with only a
few patients reporting a multiple trauma history. Simi-
larly, the two randomised controlled trials16 17 of cogni-
tive therapy for non-terrorism related post-traumatic
stress disorder were restricted to patients who had
experienced no more than two major traumas. In con-
trast, 59% of patients in the present study had experi-
encedmore than two traumas. Such patients improved
as much as those who had experienced fewer traumas.
Although cognitive therapywas effective overall, the

degree of improvement varied considerably. Analysis
of this variability suggested several important lessons
for future research and clinical practice. Firstly, thepre-
sence or absence of another psychiatric disorder did
not influence the extent of a patient’s reduction in
symptoms of post-traumatic stress disorder. This was
also reported in the Omagh bomb study.2 In that, as
well as in the present study, therapists were given flex-
ibility in the number of sessions that they could offer
and were also allowed to use cognitive behaviour ther-
apy techniques for other conditions requiring treat-
ment. Patients with comorbidities received more
sessions than those without comorbidities. This flex-
ibility may have been responsible for the similarly
good results of treatment in patients with comorbid-
ities.
Secondly, unlike in the Omagh bomb study,2

ongoing physical problems resulting from the trauma
did not predict poorer outcome. This may be because
patients had longer to adapt to the problem. In addi-
tion, the teammay have become better at dealing with
this problem as a result of treating people affected by
the Omagh bombing.
Thirdly, high levels of depression at intake were

associated with poorer outcome. This finding was not
observed in theOmagh bomb study2 or in the two ran-
domised controlled trials16 17 of cognitive therapy for
non-terrorism related post-traumatic stress disorder.

Table 2 | Comparisons between immediate cognitive therapy group andwaiting list group at 12weeks after randomisation on

primary and secondary outcomemeasures

Variable

Immediate therapy
group Waiting list group Mean (95% CI) difference

between adjusted means* P valueNo Mean (SD) No Mean (SD)

All randomised patients:

Post-traumatic diagnosis scale 29 21.8 (14.4) 29 33.4 (11.6) 9.6 (3.6 to 15.6) 0.002

Beck depression inventory 29 22.6 (14.1) 29 32.7 (14.9) 10.1 (4.8 to15.3) <0.001

Sheehan disability scale 29 5.3 (2.8) 25 7.4 (2.6) 1.3 (0.3 to 2.5) 0.045

Completers†:

Post-traumatic diagnosis scale 20 15.1 (9.9) 25 33.1 (9.9) 16.9 (10.9 to 23.0) <0.001

Beck depression inventory 20 17.9 (12.1) 25 33.6 (15.0) 13.2 (7.2 to 19.3) <0.001

Sheehan disability scale 20 4.2 (2.4) 22 7.4 (2.8) 2.4 (1.0 to 3.8) <0.001

*Based on one way analysis of covariance with scores before immediate therapy or wait as covariates.

†Patients who had at least six sessions of therapy or stopped therapy early because of noticeable improvement. For completers’ analysis, waiting list

group includes only patients who subsequently completed therapy.
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However, the average scores for depression at intake
were noticeably higher in the present study (average
score 35) than in the Omagh bomb study (28) or the
randomised controlled trials (19 and 24). Furthermore,
mean scores at intake were as high as for published
trials of severe major depression.18 We included beha-
vioural activation in the treatment protocol to help
reduce high levels of initial depression but it would
seem that further development of the protocol is
required for severely depressed patients. In our
study, patients whose initial depression score was
over 35 were particularly difficult to engage in the
treatment, although notable exceptions occurred.
Fourthly, the drop-out rate in the present study

(20%) was higher than those reported in the previous
three studies of this cognitive therapy programme, but
is not unusually high for trauma focused cognitive
behaviour therapy programmes in general (average
drop-out rate 23%, see NICE guidance,1 appendix
15a). Some patients seem to have dropped out of the
study as a result of problems in running a treatment
centre that serves communities where terrorism and
other civil conflict related fears and suspicions are
still present. However, other patients seem to have
dropped out because of suboptimal delivery of the
treatment protocol, in particular omitting to use cogni-
tive techniques to tackle some patients’ extreme beliefs
about the adverse effects of imaginal reliving. This
observation, and the finding of a therapist effect, sug-
gests that greater attention may be needed to ensure
that therapists dealing with chronic and severe post-
traumatic stress disorders have sufficient training and
ongoing supervision. The variation in outcome asso-
ciated with different therapists (14%) was much larger
than that observed in a randomised controlled trial of
the same treatment (<1%), which was run in a univer-
sity research clinic with therapists who had received
extensive training to protocol.16

Recent NICE guidelines1 19-22 recommend cognitive
behaviour therapy as a treatment of choice (alone or in
conjunction with drugs) for many psychiatric disor-
ders. In view of this guidance, and other recent devel-
opments, such as theLayard initiative,23NHS trusts are
increasingly likely to make cognitive behaviour ther-
apy available to a variety of populations, some of
which will not have been represented in the rando-
mised controlled trials that led to aparticular guideline.
In such instances, NHS providers will wish to

determine rapidly whether the treatment is effective
in the new setting. When the Northern Ireland Centre
for Trauma and Transformation was established, evi-
dence was not available to indicate whether the posi-
tive results that have been observed with randomised
controlled trials of cognitive behaviour for non-terror-
ism post-traumatic stress disorder would generalise to
chronic, terrorist and civil conflict related violence.
The centre took the decision to establish its treatment
programme as a randomised controlled trial, with all
referred adults with post-traumatic stress disorder
being invited to participate in the trial. In this way it
was possible to determine in a relatively short time
that treatment does generalise to a different population
and setting.

Limitations

Because of financial constraints the study relied on self
report measures of post-traumatic stress disorder and
associated symptoms. The absence of independent
assessor ratings is a limitation. We do not think this is
likely to have seriously compromised the study
because in our two previous trials16 17 of cognitive ther-
apy for post-traumatic stress disorder, and in several
trials of cognitive behaviour therapy for other anxiety
disorders,24 25 independent assessor ratings and self
report scores have been similar. In addition, if there
was any demand effect with respect to self reported
symptoms it might be more in the direction of under-
reporting of improvement at the end of the controlled
phase of the study (12 weeks). This is because patients
who had reported only modest improvement were
offered further treatment.
Civil conflict occurs in a community context. In

Northern Ireland the historic ceasefires that started in
1997 have had numerous effects on the community
and there have been many positive community based
initiatives, not least inOmagh,where theNorthern Ire-
landCentre forTraumaandTransformation is located.
Such societal changes applied equally to thewaiting list
and immediate therapy groups in our study and hence
do not compromise the design. It is, however, our
impression that recent community initiatives have
had a role in helping people to come to terms with
civil conflict related trauma as well as making treat-
ment more acceptable. Evaluation of such influences
was beyond the scope of our investigation.

Table 3 | Mean (standard deviation) scores before treatment, after treatment, and at follow-up (immediate and delayed cognitive

therapy groups combined)

Measure

Completers (n=45)* All patients (n=57)†

Before treatment After treatment Follow-up Before treatment After treatment

Post-traumatic diagnosis scale 33.9 (10.1) 14.6 (12.0) 12.6 (11.1) 34.3 (9.6) 18.9 (14.5)

Beck depression inventory 33.3 (12.4) 17.5 (13.0) 14.9 (12.9) 34.6 (12.1) 20.8 (14.2)

Work related disability 7.8 (2.6) 4.6 (3.3) 3.6 (3.2) 8.1 (2.4) 5.3 (3.3)

Social life related disability 7.7 (2.5) 4.1 (2.8) 3.6 (3.1) 7.7 (2.4) 4.9 (3.0)

Family related disability 6.8 (2.7) 4.1 (2.9) 3.1 (3.0) 6.8 (2.7) 4.8 (3.0)

*43 patients completed at least one follow-up assessment. Post-treatment scores were carried forward for remaining two patients.

†Treatment drop-outs were not followed up. One patient showed substantial improvement during wait and declined subsequent treatment.
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WHAT IS ALREADY KNOWN ON THIS TOPIC

Trauma focused cognitive behaviour therapy and eye movement desensitisation and
reprocessing therapy are recommended by NICE for non-terrorism related post-traumatic
stress disorder

WHAT THIS STUDY ADDS

Cognitive therapy is effective in the treatment of post-traumatic stress disorder related to
terrorism and other civil conflict
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