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RATIONALE AND POLICY ISSUES 

Post-traumatic stress disorder (PTSD) is classified as a trauma- and stress-related disorder in 
the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5).1 PTSD is 
characterized by intrusive or distressing thoughts, nightmares and flashbacks of past exposure 
to traumatic events such as the sudden death of a loved one, serious accidents, natural 
disasters, sexual or physical assault, child sexual or physical abuse, combat exposure, and 
torture.2 The lifetime prevalence of PTSD in Canada (the proportion of the population who will 
experience PTSD in their lifetime) has been estimated to be 9.2%, with one-month prevalence 
rates (the proportion of the population who has PTSD in a one-month period) of 2.4%.3 Women 
in general are more likely to develop PTSD than men after exposure to traumatic events.4 

Psychological treatments including cognitive behavioural therapy (CBT) and eye movement 
desensitization and reprocessing are evidence-based therapies for the management of PTSD.5 
There are different types of CBT for PTSD including cognitive processing therapy (CPT) and 
prolonged exposure (PE).5 The US Department of Veterans Affairs (VA) and Department of 
Defence (DoD) clinical practice guidelines recommend CPT and PE as first-line psychological 
treatment options for patients with PTSD.6 

CPT provides a person with the skills to handle distressing thoughts and regain control in his or 
her life through 12 sessions that could be divided into four main parts: 1) Learning about your 
PTSD symptoms and how treatment can help; 2) Becoming aware of your thoughts and 
feelings; 3) Learning skills to challenge your thoughts and feelings and to deal with other 
problems in daily life; 4) Understanding the changes in beliefs that occur after going through 
trauma.7 CPT can be conducted in an individual setting, in a group setting, or a combination of 
both.7 

The aim of this systematic review is to determine the clinical effectiveness of CPT offered in an 
individual or group setting for adults with PTSD. 

RESEARCH QUESTION 

What is the clinical effectiveness of cognitive processing therapy for adults with post-traumatic 
stress disorder?
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METHODS 

Search Strategy 

The literature search will be performed by an information specialist using a peer-reviewed 
search strategy. 
 
Published literature will be identified by searching the following bibliographic databases: 
MEDLINE (1946- ) with in-process records & daily updates via Ovid; Embase (1974- ) via Ovid; 
PsycINFO (1806- ) via Ovid; The Cochrane Library (2015, Issue 9) via Wiley; and PubMed. The 
search strategy will be comprised of both controlled vocabulary, such as the National Library of 
Medicine’s MeSH (Medical Subject Headings), and keywords. The main search concept is CPT. 
 
No methodological filters will be applied to limit retrieval. Where possible, retrieval will be limited 
to the human population. Retrieval will not be limited by publication year but will be limited to the 
English language. Conference abstracts will be excluded from the search results. 
 
Regular alerts will be established to update the search until the publication of the final report. 
Regular search updates will be performed on databases that do not provide alert services. 
 
Grey literature (literature that is not commercially published) will be identified by searching the 
Grey Matters checklist (https://www.cadth.ca/resources/finding-evidence/grey-matters-practical-
search-tool-evidence-based-medicine), which includes the websites of regulatory agencies, 
health technology assessment agencies, clinical guideline repositories, and professional 
associations. Google and other Internet search engines will be used to search for additional 
Web-based materials. These searches will be supplemented by reviewing the bibliographies of 
key papers and through contacts with appropriate experts and industry. 
 

Eligibility Criteria 

Studies will be considered if CPT is the main intervention used for the treatment of PTSD 
symptoms in adults older than 18 years. The therapy should be either in group or individual 
settings. The population will be either military personnel or civilians. There is no restriction 
regarding the type of traumatic event or the duration of symptoms. The comparator could be 
“any treatment” or “no treatment” (wait-list). To be included, studies have to be randomized 
controlled trials or comparative non-randomized studies having at least two arms. Data from 
relevant health technology assessments and systematic reviews will be used to identify 
additional studies and for discussion, but not for primary analysis. Only studies published in 
English will be considered. Table 1 presents the eligibility criteria for included studies. 
 

https://www.cadth.ca/resources/finding-evidence/grey-matters-practical-search-tool-evidence-based-medicine
https://www.cadth.ca/resources/finding-evidence/grey-matters-practical-search-tool-evidence-based-medicine
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TABLE 1: ELIGIBILITY CRITERIA FOR PRIMARY RESEARCH QUESTION 

Inclusion Exclusion 

Population: Adults with diagnosed PTSD 

Potential subgroups: Military (veterans or active), 
comorbidities 

No restrictions based on failed prior treatment, or 
concurrent treatment 

Population: Children or adolescents 

Intervention: CPT offered either in a group or in an 
individual setting 

Intervention: CPT not provided according to 
the treatment manual 

Comparator: Any active psychological treatment or 
no treatment (wait-list) 

(Different treatments can be considered separately in 
the analyses) 

Comparator: No comparator (single 
treatment arm) or pharmacological therapy 

Outcomes: Symptom decrease (e.g., CAPS/PCL — 
change in score, depression, discharge from 
treatment/completion, remission [change in diagnosis 
by the DSM or other criteria], quality of life, release 
from service [military], treatment dropout 
rates/compliance) 

Outcomes: None 

 

Study Designs: Randomized controlled trials and 
comparative non-randomized studies 

 

Study Designs: Health technology 
assessments, systematic reviews, non-
randomized studies lacking a comparator 
group, economic evaluations, or guidelines 

CAPS = Clinician-administered PTSD Scale; CPT = cognitive processing therapy; DSM = Diagnostic and Statistical Manual of 
Mental Disorders; PCL = PTSD checklist; PTSD = post-traumatic stress disorder. 

 

Screening and Selecting Studies for Inclusion 

Two reviewers will independently screen titles and abstracts relevant to the clinical research 
question regarding the clinical effectiveness of CPT for PTSD in adults. Full texts of potentially 
relevant articles will be retrieved and independently assessed for possible inclusion based on 
the predetermined selection criteria (Table 1). The two reviewers will then compare their chosen 
included and excluded studies; disagreements will be discussed until consensus is reached. 
Multiple publications of the same study will be excluded unless they provide additional outcome 
information of interest. A list of excluded studies with reasons for exclusion will be provided. The 
study selection process will be presented in a Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses (PRISMA) flowchart. 
 

Data Collection and Extraction 

A data extraction form will be designed a priori in an Excel spreadsheet to document and 
tabulate all relevant information (e.g., study design, eligibility criteria, patient characteristics, 
setting, and outcomes, such as clinical benefits and harms, as previously outlined) available in 
the selected studies. Data will be extracted by one reviewer using the data extraction form and 
checked for accuracy by the second reviewer. The continuous outcomes of interest will be a 
change in PTSD symptoms such as a patient’s psychological distress measured by instruments 
such as the PTSD checklist or the Clinician-Administered PTSD Scale, the severity of 
depression measured the Beck Depression Inventory-II (BDI-II), as specified in the DSM, Fourth 



 

Cognitive Processing Therapy for Post-Traumatic Stress Disorder: A Systematic Review and Meta-analysis 4 

Edition (DSM-IV), and health-related quality of life. The dichotomous outcomes of interest 
include the proportion of PTSD patient cases at baseline who become non-cases after 
treatment (remission), the proportion of patients who completed/dropped out of treatment, and 
the proportion of patients dismissed from military service (with reason for dismissal). No attempt 
will be made to contact authors of included studies to provide any missing information. 
 

Risk of Bias Assessment 

Two reviewers will independently assess the risk of bias of the included studies using the 
Cochrane Risk of Bias tool.8 Consensus will be reached in cases of discrepancies. A summary 
table of the risk of bias assessments will be presented. 
 

Summary of Evidence and Data Synthesis 

Description of Study Characteristics 
A narrative summary will be undertaken to describe the study characteristics (participants, 
settings, intervention type, comparators, and outcome measures). A summary table of study 
characteristics of all included studies will be presented. 
 
Data Synthesis 
In the absence of clinical, methodological, and statistical heterogeneity, meta-analysis will be 
used to synthesize data using Review Manager 5.3. The measures of effect for dichotomous 
data will be expressed as risk ratio with 95% confidence intervals (CI) and calculated on an 
intention-to-treat basis. The measures of effect for continuous data will be expressed as mean 
differences with 95% CIs when similar scales are used and as standardized mean differences 
with 95% CIs when different scales are used to measure an outcome. In the presence of 
heterogeneity, a narrative synthesis will instead be conducted including summarizing results in a 
table format alongside a narrative summary to describe the direction and size of observed 
effects. 

If meta-analysis is possible, data will be pooled from at least two studies using a fixed-effects 
model except where heterogeneity is present, in which case a random-effects model will be 
used. Heterogeneity between studies will be checked using both the I2-test of heterogeneity and 
the X2-test of heterogeneity (P < 0.10). The I2 statistic describes the proportion of total variation 
in study estimates that is due to heterogeneity. Heterogeneity is considered to be low when I2 is 
less than 25%, moderate when I2 is between 25% and 50%, and high when I2 is greater than or 
equal to 50%. A fixed-effects model will be used for I2 ≤ 25%. With moderate I2 statistic (25% to 
50%), both the X2-test and a visual inspection of the forest plot will be used to decide between 
fixed- and random-effects models. Attempts will be made to explain substantial statistical 
heterogeneity (I2 ≥ 50%) by subgroup analyses. 

Subgroup analyses will be conducted based on causes of PTSD, comorbidities, settings 
(outpatient versus residential; group versus individual), military service status (veteran versus 
active), and study design (randomized versus non-randomized). 

Sensitivity analyses will be conducted based on study design, studies at high risk of bias, and 
sample size. 

Publication bias will be investigated using funnel plots. 



 

Cognitive Processing Therapy for Post-Traumatic Stress Disorder: A Systematic Review and Meta-analysis 5 

Quality of the Evidence (GRADE) 

Once the evidence has been synthesized for each of the outcomes, two reviewers will 
independently assess the quality of evidence/confidence in the effect for each outcome using 
the GRADE approach (Grading of Recommendations Assessment, Development and 
Evaluation).8,9 Consensus will be reached when there are discrepancies. The reviewers will use 
the GRADE criteria: 

 overall risk of bias 

 inconsistency 

 indirectness 

 imprecision 

 publication bias 

 magnitude of effect 

 dose response 

 opposing bias or confounding. 

The quality of the evidence is assessed in four levels: high, moderate, low, or very low. When 
there is serious or very serious concern with a criterion, the evidence will be downgraded 
accordingly by a level. To assess imprecision for dichotomous outcomes, cut-off thresholds of 
less than 0.75 to greater than 1.25 will be used as an important effect. For each continuous 
outcome, the minimal clinically important difference will be determined based on clinical 
experience of an expert. 

The results will be described using the magnitude/importance of the effect and the quality of the 
evidence. We will interpret the quality of evidence as: 

 high quality — we are very confident that the true effect lies close to that of the estimate of 
the effect 

 moderate quality — we are moderately confident in the effect estimate; the true effect is likely 
to be close to the estimate of the effect, but there is a possibility that it is substantially 
different 

 low quality — our confidence in the effect estimate is limited; the true effect may be 
substantially different from the estimate of the effect 

 very low quality — we have very little confidence in the effect estimate; the true effect is likely 
to be substantially different from the estimate of the effect. 

 

Summary of the Findings 

The results of the review will be presented in a Summary of Findings table, as recommended for 
the GRADE approach. The effects (including relative and absolute effects) and the quality of 
evidence (including reasons for the level of evidence) will be presented. 
 

Additional Questions 

In addition to the primary research question, four additional questions will be addressed, based 
on the systematic search. 
1. What is the cost-effectiveness of cognitive processing therapy for the treatment of adults 

with PTSD? 
2. What is the evidence regarding the impact of cognitive processing therapy for the treatment 

of adults with PTSD on health equity and access? 
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3. What is the evidence regarding patient values and preferences as they relate to cognitive 
processing therapy for PTSD? 

4. What are the implementation considerations regarding cognitive processing therapy for 
PTSD? 
 

Selection Criteria for Additional Questions 

Two reviewers will screen citations and select studies. In the first level of screening, titles and 
abstracts will be reviewed and potentially relevant articles will be retrieved and assessed for 
inclusion. The final selection of full-text articles will be conducted by a single reviewer based on 
the selection criteria presented in Table 2. 

TABLE 2: SELECTION CRITERIA 

Population Adults diagnosed with PTSD 

Intervention CPT(group or individual) 

Comparator Any active treatment, wait-list control, no treatment 

Outcomes Costs/resource requirements, cost-effectiveness, health equity and access, 
patient values and preferences (e.g., satisfaction, experiences, beliefs), 
implementation considerations (e.g., access, training, policies, and 
standards) 

Study Designs Health technology assessments, systematic reviews/meta-analyses, 
randomized controlled trials, non-randomized studies, economic 
evaluations 

CPT = cognitive processing therapy; PTSD = post-traumatic stress disorder. 

 

Summary of Evidence and Data Synthesis 

A narrative summary will be undertaken to describe the study characteristics and findings. One 
reviewer will assess the selected studies for risk of bias and methodological limitations, which 
will be described narratively. 
 

AREAS FOR POTENTIAL AMENDMENTS 

If amendments are required at any time during the study, reasons for changes will be recorded 
in a study file and subsequently reported within the final study report. If necessary, a 
rescreening of the previous literature search or an updated literature search will be performed to 
capture additional data according to the amendments. 
 

CONFLICT OF INTEREST 

None of the study team members have any known actual or perceived conflicts of interest 
related to this review.
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