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Abstract 

Background Trauma-focused therapies (TFTs) are first-line treatments for posttraumatic stress disorder (PTSD). How-
ever, TFTs are under-utilised, partly due to clinicians’ and patients’ fear that TFT is too challenging or harmful. We review 
the qualitative studies on how adults with PTSD experience TFTs to enhance the understanding of user perspectives, 
therapeutic processes, and outcomes.

Methods PubMed, PsychINFO and PTSDPubs were searched between October 1st and November 30th, 2021. Study 
quality assessments were undertaken, and studies were analysed using a descriptive-interpretative approach. Nine 
studies were included.

Results The analysis resulted in the identification of four key domains, representing a temporal sequence of TFT 
stages: Overcoming ambivalence towards TFT, Experience of treatment elements, Motivation for dropout/retention, 
and Perceived changes post-treatment.

Conclusion Although many participants reported high levels of distress and considered dropping out, only a minor-
ity did eventually drop out and most patients expressed that the hardships in therapy were necessary for PTSD 
improvement. Establishing a safe therapeutic environment and working with the ambivalence towards treatment 
was essential for retention. This review serves a dual purpose, to shed light on diverse TFT experiences found to be 
important for treatment satisfaction, and to elucidate common treatment patterns. The results can be used in pre-
paring patients for therapy and in training TFT therapists. Studies had moderate to high quality, and more studies 
of experiences of TFT non-responders and dropouts in a non-veteran population are needed to further our under-
standing of the utility and limitations of TFTs.
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Posttraumatic Stress Disorder (PTSD) is a highly preva-
lent psychological disorder characterised by symptoms 
of re-experiencing trauma-related memories, avoidance, 
and elevated arousal [1]. The disorder is more commonly 
reported in high-income countries; however, the symp-
toms, personal and socioeconomic consequences are 
consistent globally [2]. Several types of therapies have 
been developed with various degrees of proven efficacy. 
Trauma-focused therapies (TFTs) are suggested as the 
first-line treatment for PTSD [3]. In a summary of the 
major Clinical Practice Guidelines (CPGs), Hamblen 
et al. [4] found that all guidelines [5–9] strongly recom-
mended trauma-focused cognitive behavioural ther-
apy (TF-CBT), including cognitive processing therapy 
(CPT) [10] and prolonged exposure (PE) [11]. Eye move-
ment desensitisation and reprocessing (EMDR) [12] was 
strongly recommended by all except one guideline [5].

For this review, TFT is defined as “any therapy that 
uses cognitive, emotional or behavioural techniques to 
facilitate the processing of a traumatic experience and 
in which the trauma focus is a central component of the 
therapeutic process” [13]. Specific types of TFT include, 
but are not limited to, cognitive-behavioural therapies 
such as PE, CPT, cognitive therapy for PTSD (CT-PTSD) 
[14], and narrative exposure therapy (NET) [15], as well 
as EMDR, an alternative format of delivering exposure 
therapy in association with cognitive and emotional 
components [13]. In the literature, TF-CBT has both 
been described as a category encompassing the vari-
ous cognitive-behavioural therapies mentioned above, 
or as a specific type of TFT [16]. In this review, TF-CBT 
will be referred to as an overarching category of cogni-
tive-behavioural treatments, and TFT will be used as a 
broader category including TF-CBTs and EMDR.

The distinctive TFTs utilise different interventions. 
However, they are thought to create change in the same 
underlying mechanisms, targeting emotion, cognitions, 
and avoidance of trauma memories [17]. The cogni-
tive model of PTSD [18] explains exposure, i.e., imagi-
nal or written reliving and in-vivo exposure, as essential 
because it modifies negative trauma appraisals. The emo-
tional processing theory [19] further posits that inhibi-
tion of the exaggerated fear response occurs when the 
patient experiences an optimal emotional activation 
while experiencing information contradicting their fears. 
Thus, TFT is theorised and expected to be challenging, as 
it requires high levels of activation of negative emotions 
during exposure.

Despite TFTs being the recommended first-line treat-
ments for PTSD, they are often not utilised in clinical 
practice [20]. A review by Finch et  al. [21] found that 
three of the most important clinician-related barriers to 
the use of the evidence-informed interventions are fear 

of re-traumatising patients, fear of increasing patients’ 
symptoms, and a disliking of the inflexibility of the manu-
alized approaches. Therapists further often believed TFT 
to be unsuitable for patients in case of comorbidity or 
more complex trauma histories [21]. However, evidence 
does not support the concerns regarding the retraumati-
zation and un-suitability of TFTs in cases with comorbid-
ity, for example for psychosis [22], dissociative symptoms 
[23] and major depressive disorder [24]; see also Ennis 
et al. [25] and Voorendonk et al. [26].

Smith et  al. [27] reviewed barriers to help-seeking in 
adults with PTSD, including barriers to initiating TFT. 
The findings revealed complex patterns, where some par-
ticipants reported not being emotionally ready to talk 
about trauma or believing PE or CPT to be ineffective 
or harmful [28–30], and others having a strong prefer-
ence for exposure therapy [31]. Importantly, the patients’ 
treatment preferences impacted therapists’ willingness to 
offer TFT [21]. Hence, systematic reviews [21, 27] find 
that fear of negative experiences and reactions to TFT in 
both patients and therapists alike is a central barrier to its 
application.

Finally, TFT has been associated with higher drop-
out rates than non-TFT [32, 33], and the non-response 
rate to TFTs is often reported around 50% percent. This 
has been unchanged over the last two decades [33, 34] 
despite extensive quantitative research into predictors 
and moderators of outcome as well as therapy effec-
tiveness and dismantling studies. Therefore, a qualita-
tive review of TFT users’ experiences may inform us on 
how to more efficiently approach the TFT concerns of 
therapists and patients, as well as the questions of drop-
out and nonresponse. Further, users’ experiences with 
TFTs may lead to new research questions and designs, 
which can not be deduced from quantitative associations 
between variables.

Hence, investigating similarities and discrepancies in 
how patients experience the TFTs might be essential in 
understanding how to close the gap between current clin-
ical practice and treatment guidelines for PTSD. While 
reviews studying this question have been conducted for 
populations of children and youths [35] and patients’ 
experience with EMDR [36], as of today, no review has 
investigated adult patient experiences with TFTs.

Aims
This qualitative review aims to synthesise adult patients’ 
reported experiences of TFTs to broaden the under-
standing of common and relevant treatment experiences, 
themes and trajectories in the therapeutic processes that 
can inform ways to more efficient and successful delivery 
of TFT.
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Methods
Eligibility criteria
The study inclusion and exclusion criteria for this anal-
ysis were defined a priori, using the SPIDER mnemonic: 
Sample,  Phenomenon of Interest, Design, Evalua-
tion and Research type [37]. The final inclusion crite-
ria were: English-language,  published, peer-reviewed, 
qualitative and mixed-method studies reporting on 
the experience of receiving TFT for patients aged 17 or 
above with a primary diagnosis of PTSD. The inclu-
sion age was modified from 18 to 17 years during the 
screening process since one identified article [38*] with 
participants aged 17– 25 years (M = 20.0, SD = 2.61) 
was assessed to provide important qualitative informa-
tion. Since the mean age was 20 and only a few par-
ticipants were below the age of 18, it was decided that 
the  study should be included. Studies describing both 
positive and negative experiences of receiving TFT 
were included to ensure  variation in the phenomenon 
and strengthen the fidelity to  the subject matter [39]. 
Some studies were excluded from the analysis because 
they had been discussed in a prior systematic review, 
exploring patients’ experiences with EMDR [36]. 
Their findings are included in the discussion of the cur-
rent review. However, as the review by Whitehouse [36] 
only included studies  with clients identified as poten-
tially benefiting from EMDR, older studies that did not 
meet the inclusion criteria for the review by  White-
house [36] were considered for the current review. 
Therefore, studies involving EMDR published before 
Whitehouse’s review were also included.

Search strategy
The systematic search consisted of three phases. The 
first phase involved a preliminary search in PubMed and 
Google Scholar to identify keywords within the abstract 
of relevant articles. The SPIDER [37] tool was applied 
to define search terms from the review question and 
develop a standardised search strategy. The second phase 
consisted of systematic searches using the identified key-
words. The searches were conducted in three databases: 
Pubmed (Medline), PsycINFO (EBSCOHost) and PTS-
DPubs (Proquest) between October 1st and November 
30th, 2021. Some of the search terms were modified to fit 
the different databases (e.g.,  using truncation and wild-
cards). The final phase consisted of hand searches in the 
chosen studies’ reference lists. The key search terms are 
presented in Table  1. For a comprehensive presentation 
of the search process for each database, see Additional 
file 1.

Study selection
Studies were screened and reviewed by the first author 
with the aid of Covidence. First, duplicates were removed. 
Titles and abstracts were then screened for inclusion. 
Studies were retrieved and full-text assessed for eligi-
bility. To limit the possibility of excluding relevant arti-
cles, credibility checks were conducted by auditing [40], 
meaning that the inclusion of some articles was discussed 
by three of the authors.

Quality assessment
The quality of the included studies was ensured by includ-
ing published, peer-reviewed studies [39]. Further quality 

Table 1 Search terms used in PsycInfo

This table presents the search terms used in PsycINFO. The same search terms were used in PubMed and PTSDPubs, with some alterations regarding truncation 
and wildcards to fit the databases. Limits used in the databases were: Publication Type (Peer Reviewed Journal); Language (English); Age Groups: (18 years & older). 
Adapted from “Users’ experiences of trauma‐focused cognitive behavioural therapy for children and adolescents: a systematic review and metasynthesis of qualitative 
research” by L. Neelakantan, 2019, European Child and Adolescent Psychiatry, p. 879

SPIDER Search terms

Sample “posttraumatic stress disorder*” OR “post-traumatic stress disorder*” OR “post traumatic stress disorder*” OR PTSD

Phenomena of interest (P of I) “cognitive proces* therap*” OR “prolonged exposure*” OR TF-CBT OR "eye movement desensitization and reprocessing" 
OR “narrative exposure therapy” OR “brief eclectic psychotherapy” OR “written narrative exposure” OR (“trauma-focused” 
AND (“therapy” OR “psychotherapy” OR “cognitive behavio#r* therap*” OR “cognitive therap*” OR “behavio#r* therap*” 
OR “behavio#r psychotherapy*” OR “cognit* therap*” OR “cognit* psychotherap*”))

Design questionnaire* or survey* or interview* or focus group* or “case stud*” or observ* or qualitative* or “thematic analy*” 
or content analy* or ethnog* or phenomenol* or emic or etic or hermeneutic* or “heuristic*” or semiotics or “field 
study*” or “lived experience*” or “narrative analy*” or “grounded theor*” or “multi-method*” or “mixed-method*” or trian-
gula* or “formative evalua*” or “process evalua*”

Evaluation (E) «self-report*» OR «patient* report*» OR «client* report*» OR «experience*» OR view* OR perspective* OR perce* 
OR opinion* OR understand* OR reflect* OR reaction* OR thought* OR standpoint* OR “patient* receptivit*” OR “cli-
ent* receptivit*” OR satisfaction* OR “client record*” OR “patient* record*” OR attitude* OR feel* OR belie* OR know* 
OR thought* OR standpoint*

Research Type (R) qualitati* or “mixed-meth*” or “mixed meth*” or “multi-meth*” or “multi meth*”

S AND P of I AND (D OR E) AND R
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assessment was undertaken using the Critical Appraisal 
Skills Programme [41], the most used quality checklist 
in health-related qualitative synthesis [42]. CASP does 
not provide a scoring system but allows for a systematic 
quality assessment through 10 questions with elaborative 
prompts. To summarise the quality assessment, questions 
1 through 9 were evaluated with the following score: Yes/
clearly described = 1; Partially described = 0.5; No/insuf-
ficient information = 0 (adapted from Neelakantan et  al. 
[35]). The total scores were categorised as low quality 
(scores 0 – 3), moderate quality (scores 4 – 8) and high 
quality (scores 8—9). Studies identified as lower quality 
by the checklist were not excluded. The quality assess-
ments were used to assess potential biases, reliability, and 
value in the review’s findings [43].

Data analysis and synthesis
Descriptive-interpretative qualitative analysis [40] was 
applied to provide a comprehensive description of 
patients’ experience of receiving TFT, including ambi-
guities and differences found in the primary studies. 
This approach is suggested for qualitative meta-analyses 
because it minimises two opposite types of risks that 
qualitative studies face. One risk is being too relativistic 
but with insightful findings, meaning that the findings 
are relative to the interpreter of the analysis and cannot 
lead to a generalizable framework. Another risk is that 
the studies are too realistic but with superficial results, 
because the results simply reproduce the participants’ 
words true to their original form but lack essential com-
parisons and interpretation of importance across differ-
ent studies [44, 45]. A qualitative systematic review not 
only  provides a synthesis but also an interpretation of 
experiences, enabling the presentation of shared, diver-
gent, or significant themes across various modalities of 
Trauma-Focused Therapies (TFT), group or individual 
settings, and spanning different types of trauma.

The analysis consisted of four steps, described by Tim-
ulak [40]. First, the collected data were assigned into 
domains, informed and adjusted by the data of the pri-
mary studies. The identified domains created a concep-
tual framework and represented a temporal sequence 
of participants’ experiences of trauma-focused therapy. 
Second, meaning units (the smallest units of the data that 
conveyed a clear meaning) were identified. Third, mean-
ing units were clustered based on similarities, generating 
categories and sub-categories. Lastly, the main findings 
were abstracted in narratives, exemplified through direct 
quotes.

The analysis was guided by a realist epistemology, 
assuming a unidirectional relationship between patients’ 
reports and experiences [46]. Categories were identified 
at a semantic level, that is the explicit meaning of the data 

was identified and organised into patterns [46]. The pat-
terns were interpreted in terms of their significance and 
broader meaning. The interpretation included assessing 
how the methodology in the primary studies may have 
influenced the results.

All contextual information, including direct quotes, 
descriptions, and discussions, were considered data. The 
rationale for including contextual information was to 
retain the meaning of the results and minimise the risk of 
overlooking the context of the primary studies, to which 
qualitative research is sensitive [40]. Only accounts avail-
able in the published versions were included. In mixed 
methods studies, only qualitative information was used 
as data. To minimise the risk of overgeneralizing findings, 
means were taken to address the representativeness of 
the results in the final review by reporting: (i) how many 
primary studies were included in each domain, category, 
sub-category and (ii) how many categories were iden-
tified in each study, to account for the degree that each 
study was represented in the final review [47].

The analysis and synthesis were initially conducted by 
the primary author. The fourth author then conducted a 
separate analysis and synthesis. The process of reaching 
consensus included making sure that the synthesis rep-
resented both analyses and that the final synthesis was 
adjusted to fit the categories of the independent analysis. 
Consensus of the domains, categories, meaning units and 
extracted data were reached in collaboration [48].

Results
Study selection
The database search identified 163 studies, where 57 
duplicates were removed. The resulting 106 records 
were screened based on title and abstract. After exclud-
ing 95 studies, 11 studies were retrieved and assessed 
for eligibility. Five studies were excluded during full-text 
screening, resulting in six studies identified from data-
base-search. Three additional studies were identified 
through hand searches. All three studies were kept dur-
ing the screening of title and abstract and the full-text eli-
gibility assessment. The process resulted in nine included 
studies, three identified through hand-search and six 
from database searches. Details of the screening process 
are provided in a PRISMA Flow Diagram (Fig. 1).

The reasons for exclusion were wrong population 
(n = 1) and wrong objective (n = 4), i.e., not meeting the 
criteria for PTSD [51], investigating pre-treatment crite-
ria [28], comparing the importance of treatment elements 
in two treatments without describing the experience [49], 
and not including qualitative information about how the 
patients’ experienced the treatment [50, 52]. For a more 
detailed description of the in- and exclusion process, see 
Additional file 2.
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Study characteristics
Table 2 provides details of study characteristics. The ser-
vice contexts included trauma outpatient treatment ser-
vices, a centre for anxiety disorders, veteran PTSD clinics, 
a youth mental health service and a primary care service. 
The studies described using TF-CBT, PE, CPT, Imaginary 
Rescripting (ImRs), EMDR, reliving, on-site-visits, Imag-
inal Reliving and/or Adapted Testimony within a TF-
CBT framework. Two studies included group CPT, while 
the rest were delivered as individual therapy. Eight stud-
ies used qualitative interviews and one study used a ques-
tionnaire with free-text items. All samples consisted of 
adults, with one study focusing on young adults between 
17 and 25 years. Reported traumatic events varied: physi-
cal and sexual assault or abuse, gang rape, road traffic 
accidents, medical trauma, military trauma, witnessing 
a murder, witnessing others or family members being 
killed, harmed or captured, finding a child murdered, 
physical torture, imprisonment, physical threat, domes-
tic and childhood abuse, acts of terrorism, assaults with 
a weapon. The nine studies comprised 174 participants, 
with 38 dropping out of treatment (21.8%). Three studies 
reported interviews with dropouts. The rest of the studies 
recruited participants that had completed therapy.

Synthesis of the results
The analysis resulted in a conceptual framework rep-
resenting a temporal sequence of experiences and 

dilemmas in different stages of TFT. There were four key 
domains: Overcoming ambivalence towards TFT, Expe-
rience of treatment elements, Motivation for dropout or 
retention and Perceived changes post-treatment, with 
three categories for each domain. Each category was rep-
resented by several sub-categories (see Fig. 2 for a visual 
representation of experiences and dilemmas in different 
stages of TFT and Table  3 for a comprehensive sum-
mary of the distribution of the articles within each cat-
egory and which studies are represented by the themes 
described below).

Overcoming ambivalence towards TFT
Overcoming ambivalence towards TFT was identified as 
a major theme for all participants. This domain was fur-
ther divided into three categories: Concerns about engag-
ing in TFT, Desperation and hope facilitated engagement 
and The therapist’s role.

Concerns about engaging in TFT: fear and scepti‑
cism Participants described experiencing ambivalence 
about engaging in TFT. More specifically, participants 
expressed fear, anxiety, and avoidance. “I’d been avoiding 
it for ages and ages and ages, […]. And it wasn’t until I’d 
spoken, I’d thought it through, that I realised that I was 
scared of things, it was just kind of instinctive reaction of 
like horror, not wanting to go there” [53*] and “I am abso-
lutely afraid I will get depressed again. In fact, I expect it” 
[60*].

Fig. 1 PRISMA flow diagram. Note: Articles excluded based on full-text assessment: Hundt et al. [28], König et al. [49], Sherril et al. [50], Tong et al. 
[51] and Wise & Marich [52]. From: Page, M. J. et al. (2021). The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ, 
372, n71. https:// doi. org/ 10. 1136/ bmj. n71

https://doi.org/10.1136/bmj.n71
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Desperation and hope facilitated engagement Most 
of the studies described motivating factors that facili-
tated initiating TFT. Being desperate and hitting rock 
bottom was identified as a central factor for encountering 
the anticipated distress. Conversely, one study [53*] also 
identified being in a good place as essential for choosing 
to engage in TFT. Many highlighted the importance of 
having positive attitudes towards TFT. Three sub-groups 
emerged. One group reported feelings of hope, determi-
nation, commitment and being intrinsically motivated. 
A second group described emotional doubt but intellec-
tual confidence in the effectiveness of therapy, which was 
promoted through the understanding of the treatment 
rationale and therapy process. The last group experi-
enced scepticism and belief simultaneously.

The therapist’s role Most of the studies highlighted the 
therapists’ role in helping the patients overcome antici-
patory anxiety and engage in trauma-focused interven-
tions. Many studies emphasised the importance of the 
collaborative relationship, for example feeling that the 
therapist “facilitated” rather than “directed” the patients 
[55*] and experiencing being both pushed and respected 
[54*]. Furthermore, trusting the therapist was considered 
a significant factor in both empowering patients to man-
age complicated feelings [53*], expressing concerns about 
treatment [60*] and gaining a sense of self-efficacy [54*]. 
Participants identified several valuable characteristics of 
the therapist that facilitated trust: transparency regarding 
the content [38*], flexibility within therapy sessions [55*], 
attentive listening [54*], and empathy, understanding and 
non-judgement [58*].

Experience of treatment elements
All the studies described patients’ positive or negative 
experiences of specific elements of TFT, including per-
ceptions of what aspects of therapy they valued or dis-
liked. Despite some differences between the various types 
of interventions (TF-CBT, PE, CPT, reliving and site-
visits as part of TF-CBT, ImRs and EMDR), most partici-
pants expressed they had changed their thoughts/beliefs 

(cognitive-behavioural element) and learned affective 
coping skills (affective modulation strategies). They also 
valued exposure and experiencing habituation (trauma-
focused elements) and felt that homework generalised 
learning (homework assignments).

General experience of treatment Most of the stud-
ies included positive reports regarding cognitive-behav-
ioural elements. Cognitive techniques such as question-
ing one’s thought processes and identifying cognitive 
biases were emphasised by participants as valuable in 
gaining a greater understanding of themselves, their trig-
gers, symptoms, traumatic experiences, and were expe-
rienced as contributing to positive changes in thoughts/
beliefs and better coping skills. In addition to cognitive 
strategies, affective modulation strategies and psych-
oeducation were both described as vital for change and 
helped the participants gain a sense of control. Regard-
ing the length of therapy, there are mixed results. Some 
participants reported wanting more sessions, some were 
satisfied, and others were reported as finishing treatment 
early. See Table 3 for an overview of what articles report 
which of the reported themes.

Ambivalence and disagreement about trauma‑focused 
elements Trauma-focused interventions received the 
most negative evaluation, but were also described as the 
most essential and critical parts of recovery. Since this 
category accounted for a large part of the analysis, it was 
separated into conflicting but complementary subcat-
egories. The following subthemes show a disagreement 
in how the participants experienced trauma-focused 
interventions.

Harder than expected versus unfounded fears
Participants’ encounters with trauma-focused inter-

ventions varied and were categorised into three groups: 
(i) easier than anticipated, (ii) more challenging than 
expected, and (iii) difficult, as expected. Those individu-
als who perceived trauma-focused interventions as easier 
than anticipated described them as painful yet manage-
able, as their worst fears were proven unfounded. In the 

Fig. 2 Experiences and dilemmas in different stages of TFT
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Table 3 Number of primary studies represented in each category

Domain, category and sub-category Frequency Studies represented

1. Overcoming ambivalence towards TFT 8/9 a, b, c, d, e, f, h, i

 1.1 Concerns about engaging in TFT 5/9 a, b, d, f, h

  Fear of facing trauma 4/9 a, b, d, h

  Scepticism about TFT’s effectiveness 4/9 a, b, f, h

 1.2 Desperation and hope facilitated engagement 5/9 a, b, c, e, g, i

  Social support 2/9 a, c,

  Desperation 4/9 a, b, c, e

  Determination and hope 5/9 a, b, e, g, i

  Understanding and believing treatment rationale 4/9 a, b, g, i

  Being in a good place in life 1/9 a

 1.3 The therapist’s role 6/9 a, b, c, d, f, h, i

  Collaborative process 2/9 c, i

  Trusting the therapist 4/9 a, b, d, h

  Pushed and respected 5/9 a, b, c, d, i

  Empathy and authenticity 5/9 a, b, c, f, i,

2. Experience of treatment elements 9/9 a, b, c, d, e, f, g, h, i

 2.1 General experience of treatment 7/9 a, b, c, e, f, h, i

  Valued affective modulation strategies 6/9 a, c, f, g, h, i

  Valued cognitive techniques 5/9 c, e, f, h, i

  Psychoeducation created a sense of control 5/9 a, b, c, e, i

  Length of therapy 2/9 f, g

 2.2 Ambivalence and disagreement about trauma-focused elements 9/9 a, b, c, d, e, f, g, h, i

  Harder than expected 2/7 a, h

  Unfounded fears 4/9 a, d, e, i

  Difficulty tolerating trauma work 9/9 a, b, c, d, e, f, g, h, i

  Importance of hardship 7/9 a, b, c, e, g, h, i

  Life consuming 3/9 a, h, i

  Habituation 5/9 c, d, e, h, i

  Piecing together traumatic experiences 3/9 d, e, g

  Wanting less repetition 1/9 h

 2.3 Experience with homework 3/9 c, e, h

  Helped generalise learning 2/9 c, e

  Difficult to complete 2/9 e, h

3. Motivation for dropout or retention 7/9 a, b, c, d, e, f, h, i

 3.1 Reasons for considering dropping out 5/7 a, b, e, f, h

  Concerns about the timeframe and future 2/9 a, h

  Ambivalence about treatment 4/9 b, e, f, h

  Stigma 1/9 b

  External barriers 3/9 e, f, h

 3.2 Factors contributing to retention 4/9 b, c, d, e, h, i

  Seeing progress 2/9 b, e,

  Encouragement from family and friends 3/9 d, e, i

  Therapist support 5/9 b, c, e, h, i

  Commitment 1/9 e

  Wanting to believe in treatment 3/9 b, e, i

 3.3 Reasons for dropout 3/9 f, h, i

  External barriers 3/9 f, h, i

  Therapy related difficulties 3/9 f, h, i

  Therapeutic alliance issues 1/9 f
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words of a participant, “Although it was very, very painful 
to relive it, I didn’t lose control, I didn’t scream, cry, or 
lash out” [53*]. A few studies reported experiences where 
treatment proved more challenging than expected, as 
expressed by a participant in Doran et  al. [60*]: “I sim-
ply didn’t anticipate my reactions. I didn’t expect it to be 
this difficult”. In contrast, a majority experienced distress 
during the trauma processing, but recognized it as an 
expected and necessary part of the recovery process.

Difficulty tolerating trauma work versus importance 
of hardship

All studies consistently reported emotional distress 
among patients undergoing trauma-focused therapy 
(TFT), emphasising its demanding nature in addressing 
negative emotions and content. Common adverse reac-
tions included initial symptom worsening, including 
nightmares, flashbacks, intrusive thoughts, and increased 
substance use [38*, 53*, 54*, 56*–58*].

Feeling overwhelmed during trauma-related expo-
sures and re-experiencing the events was also frequently 
reported. Notably, one participant described the resur-
facing of trauma-related emotions as “even more trau-
matic” than the original event, attributing this distress 
to an inability to disengage from the traumatic memories 
[38*]. Another participant conveyed a sense of dissocia-
tion during trauma work, stating, “… I was actually back 
when it was, all the stuff [the trauma] was happening. So 
I was like actually, I was scared and I’d leave, like obvi-
ously we’d stop because [the therapist] could see that I 
was not in the room” [38*].

Nonetheless, despite the distress experienced, dis-
cussing the trauma was described as “cathartic” and 
deemed essential [54*]. A majority of participants 

credited therapeutic progress to trauma work, empha-
sizing that the short-term pain was outweighed by the 
eventual benefits. One participant continued therapy 
even after relapsing into substance use during trauma 
narration, regarding it as a necessary part of their heal-
ing journey [58*]. However, it is important to note that 
not all participants shared this perspective, and drop-
out from treatment was often linked to an inability to 
manage the emotional distress associated with trauma 
work, which will be discussed separately.

Life-consuming versus habituation
Several participants reported that trauma work con-

sumed every facet of their lives. This immersion mani-
fested itself as persistent rumination and enduring low 
mood in the intervals between therapy sessions, which 
had adverse effects on their social, occupational, and 
academic aspects of life. For instance, one participant 
articulated their experience, stating, “I was very dark 
and depressed… constantly thinking about it, bringing 
up suppressed memories…” [38*]. Nonetheless, a preva-
lent pattern surfaced where participants progressively 
found the trauma-work more manageable over time, 
experiencing habituation and improved coping. They 
likened it to desensitisation, making it easier to discuss 
and express their experiences.

Piecing together traumatic experiences versus 
wanting less repetition

Participants generally had positive concluding 
remarks on trauma processing. Repeatedly discussing 
the “original event” facilitated memory reconstruc-
tion, changed beliefs [57*], memory vividness [56*], 
and “moving forward” [59*]. However, some wanted 
to address multiple events, patients who dropped out 
cited feeling overwhelmed by the repetitive sessions 

Table 3 (continued)

Domain, category and sub-category Frequency Studies represented

  Lack of social support 1/9 i

4. Perceived changes post-treatment 9/9 a, b, c, d, e, f, g, h, i

 4.1 Perceived symptom changes 6/9 a, b, c, e, f, h,

  Reduced symptoms 6/9 a, b, c, e, f, h

  Symptom exacerbation 3/9 e, f, h

  Persistent symptoms 4/9 b, c, e, h

 4.2 Changed beliefs 8/9 a, b, c, d, e, g, h, i

  Changed beliefs about trauma 6/9 a, b, d, e, g, h

  Changed beliefs about self 7/9 a, b, c, e, g, h, i

  Changed beliefs about the future 8/9 a, b, c, d, e, g, h, i

 4.3 Better functioning 5/9 a, c, e, f, i

Frequency represents how many of the studies were represented in each domain, category, and sub-category. Studies represented in each category were coded by 
a letter a-i: Shearing et al. [53*] = a; Vincent et al. [54*] = b; Lowe and Murray [55*] = c; Murray et al. [56*] = d; Hundt et al. [57*] = e; Hundt et al. [58*] = f, Boterhoven de 
Haan et al. [59*] = g; Doran et al. [60*] = h; Eastwood et al. [38*] = i
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[60*], and some viewed discussing trauma as “dwelling 
on the past” and potentially hindering recovery [38*].

Experience with homework Most participants found 
homework beneficial for practice and generalised learn-
ing [55*]. Positive experiences with homework  served 
as positive feedback that the therapy was working [57*]. 
Challenges included finding the homework  assignments 
confusing or having problems completing it due to other 
commitments [57*, 60*].

Motivation for dropout or retention
The third domain that emerged from the analysis was 
“Motivation for dropout or retention”. Although a minor-
ity of participants dropped out, many participants 
described wanting to drop out at some point. The domain 
was divided into the categories “Reasons for considering 
dropping out”, “Factors contributing to retention”, and 
“Reasons for dropout”.

Reasons for considering dropping out The primary 
reason for considering ending therapy was unresolved 
ambivalence about treatment, primarily rooted in doubts 
regarding therapy effectiveness, difficulty tolerating treat-
ment, and avoidance behaviours, as indicated by one par-
ticipant: “I thought about quitting because I was avoiding 
writing about my traumatic experience” [57*]. Stigma and 
cultural stereotypes surrounding seeking mental health 
prevailed and were a central theme for participants’ 
ambivalence about treatment. Concerns about treatment 
duration, especially its brevity, added to ambivalence, as 
participants questioned the adequacy of the allocated 
time. Uncertainty about the future, notably among asy-
lum seekers awaiting decisions on their asylum claim, 
also led to doubts about the worth of continuing therapy. 
Furthermore, participants cited practical barriers, includ-
ing transportation challenges and family responsibilities, 
as hindrances to therapy.

Factors contributing to retention Despite considering 
discontinuing treatment, most participants chose to con-
tinue therapy. Support from family and friends was men-
tioned by many as a primary reason for retention. For 
those lacking social support, the therapeutic relationship 
held great importance and openly discussing concerns 
with the therapist reinforced commitment. Additionally, 
perceived early progress, symptom improvement, relief 
and shifts in perspectives, inspired the patients’ persis-
tence. Lastly, dedication to the therapy process, oneself, 
and the therapist was recognized as crucial during chal-
lenging phases, with some participants attributing their 
decision to continue to their “commitment” [57*].

Reasons for dropout Participants dropped out of 
therapy for four main reasons: external barriers, therapy-
related difficulties, therapeutic alliance issues and lack of 
social support.

External barriers such as therapists lacking dedicated 
offices, scheduling conflicts, and limited health plan 
coverage, often led to disengagement. Therapy-related 
difficulties mirrored the concerns of those considering 
dropout. Many quit when they didn’t see improvement 
or had doubts about the therapy approach, finding it too 
formal or preferring to learn coping skills. Some started 
therapies recommended by their therapists despite res-
ervations [58*]. Interestingly, some dropped out despite 
believing in the benefits of trauma work due to an inner 
conflict between avoidance and recognizing the need for 
therapy [60*].

Participants expressed their willingness to consider 
returning to therapy if it were possible to develop a 
stronger therapeutic relationship, acquire enhanced cop-
ing skills, or resolve practical barriers [54*, 58*]. Impor-
tantly, those facing therapy-related challenges often cited 
issues with the therapist-patient relationship and a lack of 
social support [38*, 58*].

Perceived changes post-treatment
Participants reported noteworthy positive changes: 
reduction in symptoms, changed beliefs about the 
trauma, themselves and the future and better function-
ing. A few reported negative outcomes, which will be dis-
cussed within these categories.

Perceived symptom changes Positive symptom changes 
included reduced re-experiencing symptoms, improved 
sleep, mood, concentration, fewer nightmares, and less 
avoidance and hyperarousal. Most commonly, partici-
pants reported mood and functional improvements, a 
reduction in symptom intensity and frequency, while also 
acquiring coping skills to better manage residual symp-
toms. Yet, some saw no improvements, and a few felt 
worse, experiencing symptom exacerbation, nightmares, 
and substance abuse relapses [60*].

Changed beliefs Participants experienced profound 
shifts in their beliefs about trauma, themselves, and the 
future. These changes involved developing a new rela-
tionship with traumatic memories, reinterpreting the 
traumatic experiences, and gaining insights into their 
impact on life challenges. The changes extended to par-
ticipants regaining a sense of agency, and experiencing 
bolstered confidence in handling trauma and reduced 
self-blame, exemplified by a participant recognizing they 
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were allowed to be angry about what was done to them 
[53*]. This transformation indicated a profound shift in 
self-identity [38*, 57*].

Notably, asylum-seekers differed in their responses. They 
expressed feelings of weakness and illness due to their 
therapy needs, contrary to the more common experience 
of relief from shame and guilt. Accepting new perspec-
tives was challenging for some asylum-seekers, leading to 
negative changes in self-understanding and beliefs about 
others [54*].

Despite these variations, most participants adopted a 
positive outlook on life following therapy. They expressed 
renewed hope for a meaningful future and a preference 
for life over death, representing a significant shift in their 
perspective.

Better functioning Symptom improvements, increased 
hope, and enhanced symptom management had a posi-
tive effect on various aspects of participants’ lives. They 
reported improved social relationships, occupational 
functioning, and a rekindled interest in previously 
enjoyed activities. For instance, one participant men-
tioned increased participation in family events [57*]. 
Another credited therapy with helping them open up 
about their experiences, which allowed for a sense of 
connection and social support [38*].

Representativeness of findings
The representativeness of the findings in the review is 
presented in Table 3. Representativeness was assessed as 
(a) how many studies were represented in each category 
and sub-category, and (b) how many categories were 
identified in each study. Assessing the representativeness 
of each study in the findings was conducted by calculat-
ing the total amount of categories each study identified.

Critical appraisal
The quality of the included studies was high and mod-
erate, with six studies rated as high quality and three 
studies rated as moderate quality according to CASP. 
All studies gave a clear statement of the research aims, 
and qualitative research was justified and considered to 
be the suitable methodology for addressing the research 
goal. Recruitment bias was widespread throughout all 
the studies. For instance, two of the studies did not pro-
vide sufficient information about how the participants 
were selected [56*, 57*], and one study used self-selecting 
recruitment but did not discuss the implications of this 
method [53*]. Despite the presence of recruitment bias, 
most authors discussed their recruitment strategy (e.g., 

recruiting participants from one treatment facility or 
choosing participants who were thought to benefit from 
the treatment), which demonstrated systematic appraisal 
of study limitations. All the studies described and justi-
fied the data collection procedures. Five studies did not 
discuss the relationship between researcher and partici-
pants. This was mostly not considered to create a high 
risk of bias, as different individuals conducted the ther-
apy, data collection and analysis. However, in two studies, 
participants might have been reluctant to disclose nega-
tive therapy experiences due to the nature of the data col-
lection [54*, 55*]. Three studies did not provide sufficient 
details to assess whether ethical standards were main-
tained [53*, 55*, 56*]. All studies described data analysis 
rigorously. All except one study [56*] offered a compre-
hensive statement of findings. See Additional file 3 for a 
detailed description of the quality assessments.

Discussion
The purpose of the present review was to understand 
and summarise patients’ experiences and dilemmas in 
trauma-focused therapy. The synthesis across patients 
with different trauma and six different types of TFT 
resulted in a common pattern, which provides insight 
into common experiences likely to occur throughout 
TFT. Comparing the experiences reported by those who 
considered dropping out but chose to stay and those who 
did drop out may help to illuminate, which aspects of 
TFT that are experienced as too challenging for patients 
[21, 27].

Trajectories of treatment experiences
Different trajectories of how patients experienced the 
process of TFT emerged. Patients’ concerns about start-
ing therapy, described in this review, concur with the 
common characteristics of PTSD, including avoidance 
and negative beliefs about the self, future, and trauma 
[18]. At the beginning of therapy, most participants expe-
rienced scepticism and fear of talking about the trauma. 
Despite the commonly held belief in both patients and 
therapists that the patients’ should be in “a good place 
in life” in order to engage in TFT, the most prevalently 
reported patient-experience in the study was that des-
peration (i.e., “hitting rock bottom”) was important for 
deciding to engage in TFT in the first place. Thus, appar-
ently a combination of desperation and hope might com-
pel patients to begin treatment.

Next, patients’ experiences with trauma-focused 
interventions were mixed. Importantly, most consid-
ered dropping out at some point, due to the hardship of 
trauma-focused interventions and doubts about its effi-
cacy. This finding has important clinical implications, 
because while most TFT manuals prescribe motivational 
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strategies before the initiation of trauma-focused expo-
sure, to the best of our knowledge, none deal explicitly 
with retention strategies once exposure has begun (NET 
(15); CT-PTSD (14); CPT (10); PE (11)). Thus, therapists 
are currently left to devise their own retention strategies 
to the best of their ability.

Despite the high distress levels involved, difficulty tol-
erating treatment and overcoming the discomfort was 
found to be essential for recovery. Furthermore, over-
all  the patient experiences did not support patients’ 
and therapists’ concerns that TFT might be ineffective 
or harmful. To the contrary, some described TFT to be 
effective, despite dropping out of therapy.

Factors associated with retention
Factors associated with retention included buy-in to 
treatment, symptom improvement, fewer external barri-
ers, social support, and a strong therapeutic relationship. 
Buy-in to treatment was crucial, often achieved through 
psychoeducation and therapist support.

The results indicated that buy-in to treatment can be 
divided into a rational, emotional and desperate buy-in. 
A rational buy-in was accomplished through thorough 
psychoeducation. An emotional buy-in was described 
as  based on  a trust  in the therapists, facilitated by feel-
ing both respected and pushed. When respected, patients 
were allowed time to understand the treatment ration-
ale and take breaks, due to emotional limits. The experi-
ence of being pushed in a constructive way encompassed 
being exposed to trauma-interventions even when they 
did not believe they could tolerate it. The last group of 
clients, characterised by what we have termed desperate 
buy-in, preferred starting trauma intervention as soon 
as possible to limit the risk of them backing out. Despite 
not necessarily understanding the treatment approach, 
early trauma interventions allowed them to experience 
early symptom improvement. This exemplifies the com-
plexities of trauma treatment and the all-important bal-
ancing of providing psychoeducation, ensuring “buy-in 
to treatment”, and early introduction of trauma-focused 
interventions. Hence, if we are to get better at preventing 
drop-out from TFT, designing explicit manualized strate-
gies, which help therapists to recognize and address the 
above patterns, might be a way forward.

Patients perceived certain aspects of TFT as too 
inflexible, including the treatment content and process, 
consistent with concerns raised by therapists [21]. How-
ever, participants experiencing both being pushed and 
respected reported positive sentiments about its flex-
ibility. Thus, although flexible sessions that adapt to indi-
vidual needs while staying true to treatment goals may be 
beneficial, trusting the therapist might result in a more 
positive attitude towards the treatment manual. Overall, 

in order to improve retention, the expectations of treat-
ment services regarding the pace and length of TFTs 
need to be flexible enough to allow for adaptations and 
good enough working alliances between therapists and 
patients, as well as good enough working conditions for 
those providing the treatments.

Social issues such as external stressors, logistical bar-
riers and unstable living conditions often interfered with 
treatment. However, those reporting external barriers 
who simultaneously had a strong therapeutic relationship 
or good social support were more inclined to stay in ther-
apy. Moreover, participants reporting both external bar-
riers and lack of social support specifically emphasised 
the therapist’s support as a central factor in their decision 
to stay in therapy. For those experiencing alliance issues, 
discussing concerns about the treatment with their thera-
pist often facilitated retention. This is in line with prior 
research that points to the significance of acknowledging 
factors related to the therapeutic alliance (i.e., the thera-
peutic relationship, empathy, support, and shared goals) 
as potential mediators of symptom change [61]. Finally, 
an important dynamic is demonstrated in the trajectory 
from the initial need to be in a place desperate enough 
to consider starting TFT, to the finding that those same 
social issues may become a hindrance in later phases of 
treatment. A clinical implication of this sequence might 
be that we should not wait for patients’ lives to become 
more “stable” before initiating TFT as has been suggested 
to reduce patients’ fear [62], but rather provide effective 
social counselling in parallel with TFT to alleviate the 
worst social stressors and improve retention during the 
exposure phase.

The findings shared similarities with the qualitative 
review of EMDR experiences among patients identi-
fied as benefiting from EMDR [36]. Similarities included 
the significance of a trusting therapeutic relationship to 
create a sense of safety and alleviate doubts and scepti-
cism about therapy. Additionally, a common theme that 
emerged included experiencing a broader transformation 
through therapy, leading to an enhanced quality of life 
and changed beliefs about oneself.

Treatment rationale of trauma‑focused therapies
Patients’ experiences both aligned with and challenged 
the assumptions about common mechanisms promoting 
change in TFT through the targeting of emotion, cog-
nition and avoidance, i.e., psychoeducation, exposure, 
memory processing and habituation [17].

Psychoeducation not only seemed to increase par-
ticipants’ commitment to treatment but also positively 
influenced most patients’ self-perceptions and how 
they viewed their symptoms. These shifts in how they 
appraised their traumatic experiences were mainly 
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attributed to cognitive techniques, while exposure inter-
ventions played a crucial role in memory modification 
and discrimination. Although a minority of patients did 
not experience habituation to their trauma memories or 
symptom improvement despite completing treatment, 
many  still reported significant improvements repre-
senting an increase in quality of life [63], including bet-
ter symptom management, increased sense of control, 
improved social relationships, and enhanced work and 
daily functioning.

While the positive outcomes might be attributed to or 
moderated by non-specific therapeutic factors, such as 
the therapeutic relationship [64], patients attributed the 
changes to the process of addressing their trauma. The 
key elements that patients valued in therapy included 
experiencing catharsis and relief through discussing 
their trauma, transforming their beliefs about trauma, 
the world, and themselves, and having a trustworthy and 
genuine therapist to facilitate these changes. In accord-
ance with the theoretical framework proposed by Ehlers 
and Clark [18], the results indicate that from a patient 
perspective, trauma-focused work was essential for 
regaining trauma memory, achieving a new perspective 
on the trauma, and managing their symptoms.

Diverse experiences within subgroups
The findings of the study indicate that Trauma-Focused 
Therapy (TFT) was experienced as beneficial for veter-
ans and asylum seekers; however, the results suggest that 
these groups exhibit distinct and somewhat less favour-
able responses to TFT when compared to other popu-
lations. Notably, despite Clinical Practice Guidelines 
recommending TFT as the primary treatment for PTSD, 
recent research has uncovered inconsistent findings with 
regard to its superiority, particularly in the context of 
military-related PTSD [65–68].

These variations in treatment outcomes may stem 
from various external, cultural, or trauma-specific fac-
tors and the results underscore the imperative of cultural 
sensitivity when working with trauma survivors [69, 70]. 
Both veteran and asylum seeker groups encountered sig-
nificant challenges related to stigma, shame, and guilt. 
Stigma could exacerbate negative appraisals of trauma 
and self-perception, subsequently impeding help-seek-
ing behaviour. This, in turn, could contribute to the 
persistence and severity of symptoms, as noted in prior 
research [71]. Moreover, limited help-seeking behaviour 
among these groups may lead to reduced social support, 
a factor which has been identified as crucial for maintain-
ing engagement and retention in treatment.

Asylum seekers’ difficulties in acknowledging past 
traumas and altering their beliefs about themselves and 
the world pose a crucial challenge in the context of most 

TFTs. Among the other study samples, gaining a new 
perception of the trauma memory appeared as essen-
tial for improving symptom management, aligning with 
existing studies demonstrating that alterations in apprais-
als mediate the change of PTSD symptoms [72]. This 
observed subgroup difference might reflect significant 
cultural variations in the perception of psychiatric diag-
noses and trauma experiences. However, it might be that 
current threats moderate this relationship. Notably, the 
fear of repatriation emerged as a significant barrier hin-
dering engagement for asylum seekers. This aligns with 
theoretical models suggesting that the perception of cur-
rent threats sustains PTSD symptoms [18]. Despite evi-
dence supporting the effectiveness of TFT for individuals 
at high risk of re-exposure [25], the results suggest that 
the coexistence of cultural stigma and current threats 
may increase the likelihood of treatment dropout among 
these patient populations. More qualitative studies of ref-
ugee-patients’ experiences with TFT are needed to better 
understand the obstacles to effective implementation  of 
TFT in this group.

Clinical implications
Creating a safe therapeutic environment is crucial to 
enhance the effectiveness and tolerability of Trauma-
Focused Therapy (TFT). Addressing and working 
through ambivalence plays a central role in building 
trust in treatment  and influencing patient engagement 
and retention. Trust encompasses both a rational under-
standing of the treatment rationale and an emotional reli-
ance on the therapeutic process and therapist.

Therapists should prioritise building trust, considering 
the client’s unique subjective and cultural perspectives. It 
is particularly important to inform the patient about the 
treatment principles, to present a clear rationale for the 
exposure component that acknowledges that revisiting 
the trauma memories may seem counterintuitive, and to 
provide realistic expectations for both positive and nega-
tive experiences throughout therapy. It is important to 
anticipate and openly discuss common reactions like fear, 
ambivalence, and symptom exacerbation, reassuring cli-
ents that these are typical and not indicative of treatment 
failure. Finally, anticipating patients’ ambivalence during 
treatment and manualizing retention strategies in TFTs 
might be a way of improving their effectiveness.

For individuals hesitant to engage in treatment due to 
apprehension, the awareness of shared experiences or the 
recognition that encountering challenges like relapse and 
symptom worsening has been reported as worthwhile 
by others may be reassuring. Follow-up sessions aimed 
at discussing re-engagement are recommended, as most 
dropouts express a willingness to retry TFT.
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Some participants, particularly refugees and veterans, 
express a desire to move on from traumatic events, which 
contrasts with TFT’s core element of revisiting trauma 
for processing. Therapists should explain this counterin-
tuitive approach and address client scepticism through 
education and preparation, both in sessions and through 
written or online materials. Patients across the studies 
emphasised the importance of understanding the treat-
ment rationale, suggesting a need for adaptations like 
translated materials or culturally relevant language for 
minority groups [73].

Clinicians should address the potential stigma and 
increased sense of guilt associated with psychiatric 
diagnosis for multiple marginalised groups. Challenges 
including shame, isolation and cultural stereotypes sug-
gest that a group-oriented approach focusing on these 
aspects as part of psychoeducation, could be beneficial. 
Recognizing that cultural context shapes trauma expe-
riences, the results suggest that the treatment should 
address the perception of current stressors alongside past 
trauma, rather than exclusively concentrating on a single 
traumatic event. The findings suggest that patients with 
many social stressors might benefit from more short-
term intensive treatment [74, 75], or/and treatments that 
focus on alleviating social stressors in parallel with provi-
sion of TFT.

This review informs psychoeducation by shedding light 
on TFT experiences and elucidating common treatment 
patterns. Referring to how other patients respond can 
assist clinicians and patients in developing trust in TFT. 
Recognizing that ambivalence and fear can deter both 
patients and therapists, this review may mitigate treat-
ment dropouts and enhance willingness to engage in 
TFT.

Strengths and limitations
A strength of this review is the pre-defined inclusion 
and exclusion criteria. The wide range of search terms 
and the inclusion of hand-searched articles enhanced 
the likelihood to detect a large proportion of existing 
papers relating to patients’ experiences of TFT. The stud-
ies represented both positive and negative experiences, 
providing a nuanced picture of patients’ experiences. 
The studies included a diversity of sub-groups (veterans, 
asylum seekers, youths, and patients with various index 
traumas), allowing for a more comprehensive under-
standing of typical and distinct experiences seen across 
these groups, e.g., difficulties with completing TFT. The 
studies reviewed were conducted in the US, UK, Aus-
tralia, Germany and Netherlands, with a wide range of 
ethnicities represented.

The included studies covered a variety of therapeutic 
methods (imaginal reliving, site-visits, PE, CPT, Adapted 

Testimony, ImRe and EMDR). Furthermore, the quality 
of this systematic review was strengthened through cred-
ibility checks. The authors amongst themselves encom-
passed a broad range of therapeutic experiences and 
preferences, including both TFT-practitioners and non-
TFT practitioners. Lastly, the representativeness of the 
findings in this systematic review was assessed [47].

Nonetheless, certain limitations affect the generaliz-
ability of the findings. Participants with a positive expe-
rience could have been more inclined to participate in 
the research. Also, the use of purposive sampling might 
have contributed to sampling bias, resulting in overly 
optimistic reports about TFT experiences. For example, 
certain studies included patients who completed at least 
eight sessions of therapy [57*], who found the treatment 
to be a positive experience [55*], or who were believed to 
benefit from exposure interventions [56*, 60*]. Further-
more, interviews conducted in the setting where the par-
ticipants received therapy might have impacted to what 
degree the participants were willing to disclose negative 
experiences [54*]. Finally, the included studies do not 
represent the perspectives of patients who have refused 
to  start in TFT. It is likely that studies investigating the 
expectations and concerns of patients who are not willing 
to enter into a therapy including an exposure component 
would have further added to the understanding of patient 
perspectives on TFT.

Despite the possibility that some studies contributed 
to disproportionately positive results, it was also evident 
in the studies that most participants shared both nega-
tive and positive experiences. Furthermore, certain of 
the included studies actively reduced the possibility of 
overgeneralizing positive findings in the review by focus-
ing on those who had dropped out of TFT [38*, 58*, 60*]. 
Even when bearing in mind the impact of the potential 
methodological biases, the themes reflecting positive and 
negative experiences were similar across different types 
of study populations. Moreover, dropouts from all three 
studies reported positive feelings about TFT, and many 
were willing to try TFT again.

Despite the inclusion of several therapeutic interven-
tions, most studies examined therapies related to TF-
CBT and no studies examined the experience of narrative 
exposure therapy. Approximately half of the sample and 
70% of the dropouts were veterans. The exclusion cri-
teria could have biased the reported results, as non-
English language studies and studies not published in 
peer-reviewed publications were excluded. The exclusion 
of grey literature could have contributed to a publica-
tion bias of the reported experiences. Furthermore, the 
reporting of the results (a few, some, many, several and 
most) might represent a bias. Due to a lack of accurate 
descriptions in some of the studies, it was impossible to 
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provide a precise number of participants reporting dif-
ferent experiences. Two authors selected relevant “quo-
tations”  from the original studies, and although means 
were taken to stay close to the language of the original 
studies when describing the results, both the original 
researchers of the primary studies and the authors of the 
current review might have overlooked some information. 
Nevertheless, by conducting rigorous and systematic 
analysis, the findings are likely to offer a comprehensive 
and in-depth picture of patients’ experiences.

Future research
First, it is evident that there is a lack of studies involv-
ing TFT  experiences of multiply marginalised groups. 
Future research should prioritise investigating how these 
specific populations experience TFTs. Given that most 
existing studies focus on TF-CBT, it is crucial to expand 
our understanding by exploring how patients experience 
Narrative Exposure Therapy (NET). It would be relevant 
to focus such studies on refugees or asylum seekers, as 
this group did not experience the common trajectory 
of altered beliefs about themselves, the trauma and the 
world, and because NET was developed to treat trauma 
within this population and has demonstrated effective-
ness [76]. The literature search  also identified a lack of 
studies investigating therapists’ experience with con-
ducting TFTs. Further research should investigate both 
patients’ and therapists’ experiences, making it possible 
to compare their experiences and to what extent they 
align.

Conclusion
Overall, participants reported high levels of distress 
and re-emergence of symptoms during trauma work. 
Still,  despite negative experiences, most patients were 
grateful and perceived the hardship as essential for 
improvement. At the beginning of therapy, most partici-
pants experienced scepticism and fear of talking about 
the trauma. Most participants expressed a reduction in 
ambivalence throughout therapy due to experiencing 
symptom improvement, understanding the treatment 
rationale, and trusting the therapist’s empathy and exper-
tise. Some expressed persistent ambivalence about the 
effectiveness of the treatment as an essential factor for 
dropping out. Also, it seems that it is vital for participants 
to be informed about the treatment principles and the 
rationale for the exposure component of the therapy. Cli-
nicians should emphasise that therapy will be challeng-
ing and that symptom exacerbations may occur during 
trauma exposure, but that these experiences do not imply 
that treatment does not work. Instead, experiencing dif-
ficulties with the treatment and overcoming these could 
be essential for recovery. Most participants experienced 

significant improvements in symptoms and quality of 
life. Realistic expectations of symptom improvements 
post-therapy should be emphasised, as many still experi-
enced some symptoms post-treatment. However, therapy 
helped them gain coping skills, a sense of control, agency 
and a better outlook on life. The results also empha-
sised that participants’ appreciated hearing about other 
people’s experiences, as it helped them overcome their 
ambivalence about staying in therapy.
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