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Background
Investigation of treatments that effectively treat adults with post-
traumatic stress disorder from childhood experiences (Ch-PTSD)
and are well tolerated by patients is needed to improve out-
comes for this population.

Aims
The purpose of this study was to compare the effectiveness of
two trauma-focused treatments, imagery rescripting (ImRs) and
eye movement desensitisation and reprocessing (EMDR), for
treating Ch-PTSD.

Method
We conducted an international, multicentre, randomised clinical
trial, recruiting adults with Ch-PTSD from childhood trauma
before 16 years of age. Participants were randomised to treat-
ment condition and assessed by blind raters at multiple time
points. Participants received up to 12 90-min sessions of either
ImRs or EMDR, biweekly.

Results
A total of 155 participants were included in the final intent-to-
treat analysis. Drop-out rates were low, at 7.7%. A generalised
linearmixedmodel of repeatedmeasures showed that observer-
rated post-traumatic stress disorder (PTSD) symptoms

significantly decreased for both ImRs (d = 1.72) and EMDR (d =
1.73) at the 8-week post-treatment assessment. Similar results
were seen with secondary outcomemeasures and self-reported
PTSD symptoms. There were no significant differences between
the two treatments on any standardised measure at post-
treatment and follow-up.

Conclusions
ImRs and EMDR treatments were found to be effective in treating
PTSD symptoms arising from childhood trauma, and in reducing
other symptoms such as depression, dissociation and trauma-
related cognitions. The low drop-out rates suggest that the
treatments were well tolerated by participants. The results from
this study provide evidence for the use of trauma-focused
treatments for Ch-PTSD.
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There is a lack of agreement on recommended best practice for
treatment of adults with post-traumatic stress disorder from child-
hood experiences (Ch-PTSD).1,2 The sequelae of childhood trauma,
often being interpersonal in nature and involving multiple events
over a prolonged period, can result in more difficult post-traumatic
stress disorder (PTSD) presentations.3 It is because of these experi-
ences that there has been debate over whether the evidenced-based,
trauma-focused approaches of PTSD treatments are appropriate for
treating this population. The treatment debate is predicated on the
assumption that individuals with Ch-PTSD do not have the capacity
to tolerate the increased levels of distress often involved in process-
ing their trauma experiences.1,4 However, meta-analysis has identi-
fied individual trauma-focused therapies as the most effective
treatment for Ch-PTSD.5

Exposure to trauma memories has been identified as a core
component of PTSD treatments. Some treatments, such as cogni-
tive–behaviour therapy, rely on prolonged reliving of traumatic
events to enact symptomatic reduction,6 whereas other trauma-
focused treatments, such as imagery rescripting (ImRs) and eye
movement desensitisation and reprocessing (EMDR), limit expos-
ure to trauma memories. ImRs involves the patient imagining dif-
ferent outcomes related to their trauma experiences, with the
focus on meeting the individual’s core unmet needs. The process
of rescripting facilitates changes to the meaning of the trauma
memory, leading to changes in the patient’s core beliefs systems
and behaviours.7 EMDR uses bilateral stimulation, such as eye

movements or tapping, to facilitate processing of traumatic experi-
ences. The result of the dual-attention focus is a reduction in the dis-
tress and vividness associated with trauma memories.8 Although
limited, there is evidence to suggest that both ImRs and EMDR
can be effective in treating Ch-PTSD.9,10 In addition, both of
these treatments may be acceptable for patients, as treatment
does not require prolonged reliving of trauma experiences to
achieve a reduction in post-traumatic symptoms.11,12 Both ImRs
and EMDR only require exposure to activation of the trauma
memory and then limit reliving past this point. ImRs does this by
imagining a different outcome of the event,7 and EMDR does this
by distancing and free association.13 These treatments have not
been directly compared in this population. This randomised con-
trolled trial (RCT) was designed to address the lack of any direct
comparison of ImRs and EMDR in the treatment of Ch-PTSD.

Method

Study design

The ImRs and EMDRRCT (IREM) is an international collaboration
with sites across Australia, Germany and the Netherlands. IREM
was registered on the Australian and New Zealand Clinical Trials
Registry under identifier ACTRN12614000750684. The full trial
methodology is published elsewhere.14 Research assistants were
blind to treatment condition for the duration of the RCT. The full
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trial protocol can be found in Supplementary File 1 available at
https://doi.org/10.1192/bjp.2020.158.

Ethics approval and consent

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and insti-
tutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. All procedures
involving human patients were approved by the respective institu-
tional ethics committees in each country (approval numbers:
University of Western Australia, RA/4/1/8727; Western Australia
Department of Health, 2014067EW; Lübeck University, 14-274
and Maastricht University, ERCPN 136_01_01_2014). Informed
written consent was obtained from all IREM participants.

Participants

Participants aged between 18 and 70 years could participate if they
had experienced trauma before 16 years of age, either as a single
event or a series of similar types of events. Participants were eligible
if they had a primary diagnosis of PTSD related to their childhood
trauma (index trauma), and symptoms had to be present for 3
months or more. Additional inclusion criteria included availability
to attend sessions twice a week during the treatment period, and
agree to no medication changes or any psychological therapy over
the duration of their treatment until the first follow-up assessment
(8 weeks post-treatment). Exclusion criteria were as follows: acute
suicide risk, comorbid psychotic disorder, bipolar disorder type 1,
alcohol or drug dependence (although a DSM-IV diagnosis of sub-
stance abuse was not an exclusion), PTSD from trauma occurring
within the past 6 months, IQ < 80, medication changes or any
PTSD-focused therapy within the past 3 months and benzodiazep-
ine medication (although if patients agreed to taper off their benzo-
diazepine medication then they could participate after 2 weeks of
abstinence).

Randomisation and masking

Randomisation of participants occurred after pre-treatment assess-
ment, using block randomisation (at two, four and six per block,
with block size randomised). Randomisation was stratified for
gender to control distribution per treatment at each site. An error
did occur in the randomisation for the first two sites, resulting in
an early disproportionate, but still random, allocation to EMDR.
Specifically, an error was made by an independent person in the
randomisation at the first two sites that began the study (Perth
and Lübeck), resulting in more participants assigned to EMDR.
This occurred as the initial research assistant randomised partici-
pants before the pre-treatment assessment was completed. The
mistake was detected by a site coordinator and the procedure was
corrected. The error did not affect the other sites.

Procedures

Participants were recruited at seven mental health and specialised
services across Australia, Germany and the Netherlands, from
October 2014 to June 2019. Screening of potential participants
involved assessment of psychiatric disorders with the Structured
Clinical Interviews for DSM-IV-TR (SCID-IV)15 or the Mini
International Neuropsychiatric Interview,16 depending on site
preference; eligibility criteria; and trauma history with the Life
Events Checklist for DSM-5,17 including additional items to assess
emotional abuse and emotional or physical neglect. Once eligibility
was determined, participants were then scheduled to complete their
initial assessment.

Assessments were a combination of interview and self-reported
measures, which were conducted by research assistants who were
blind to the treatment condition. Assessment time points included
pre-treatment (just before the start of treatment), mid-treatment
(after 6 sessions), post-treatment, follow-up assessment one (8
weeks post-treatment), and follow-up assessment two (1 year after
pre-treatment assessment). Wait-list assessments were required if
participants had a wait of ≥3 weeks before the commencement of
treatment.

Outcomes

A priori planned primary outcome was change in PTSD symptom
severity from pre-treatment to the first follow-up assessment, as
measured by the Clinician-Administered PTSD Scale for DSM-5
(CAPS-5).18 The CAPS-5 is a structured clinical interview rating
the frequency and intensity of PTSD symptoms over the past
month. The score range is 0–80, with higher scores reflecting
greater PTSD symptom severity.

A secondary outcome of self-reported PTSD symptoms were
assessed with the Impact of Events Scale-Revised (IES-R).19 The
IES-R has a score range of 0–88, with higher scores reflecting
greater symptom severity. Four single items to assess trauma-
related guilt, shame, anger and disgust were included in this self-
report. The single items have a score range of 0–4, with higher
scores reflecting greater symptom severity. The IES-R was collected
twice at each time point with the index trauma (the event or series
of events of the same type experienced before 16 years of age), and
for all other traumas (any other trauma experienced across the
lifetime). Self-reports were collected at each assessment point and
treatment session. Session seven was used for the mid-treatment
score. Additional secondary outcome measures included the
Beck Depression Inventory II;20 Dissociative Experiences Scale-
Taxon;21 Post-Traumatic Cognitions Inventory;22 Trauma-Related
Shame Inventory;23 Trauma-Related Guilt Inventory,24 with sum
score of all items except the Distress and Lack of Justification sub-
scales; Anger Expression and Control Scale,25 with a composite
score of anger minus control subscales; Hostility (six items), taken
from the Symptoms Checklist-90-Revised;26 World Database of
Happiness;27 World Health Organization Disability Assessment
Schedule 2.028 and the Remoralization Questionnaire.29

Analysis of other secondary measures reported in the original
trial protocol and design article, including the Imagery
Interview30 and the Schema Mode Inventory,31 will be reported in
different papers.

Ongoingmonitoring of participant safety was conducted over the
duration of the trial. Serious adverse events were recorded according
to standard procedures and reported to the research board.

Treatment

Treatment comprised 12 90-min sessions twice a week, for a period
of 6 weeks, with up to 8 weeks permitted. Participants were allowed
to finish treatment before the 12 sessions if the site coordinator
agreed that treatment was no longer necessary. In such cases, assess-
ments were still conducted at the original planned time points. All
treatment sessions were either video or audio recorded. Session
one entailed an introduction to the treatment model and construct-
ing a list of trauma memories for processing. In the ImRs condition,
participants had a pilot rescripting of a less aversive (non-trauma)
memory to become familiar with the technique. There was no
pilot in the EMDR condition because of time constraints. In every
subsequent session, trauma processing was required.

IREM therapists were licensed psychologists, psychotherapists,
psychiatrists and a psychiatric nurse with advanced qualifications
in mental health. Therapists were trained in one or both treatment
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conditions. For ImRs, therapists were required to have basic training
in cognitive–behavioural therapy, and for EMDR, they were
required to have level 1 basic training. Both treatments required
an additional 2 days of training in the respective treatment specific-
ally for treating childhood trauma. Therapists had to demonstrate
competency before treating participants in the IREM, with a
minimum of two pilot cases, which were video recorded and
assessed by the site coordinator. Therapists were provided with
ongoing peer supervision throughout the RCT. Treatment integrity
was assessed by raters who viewed randomly selected video tapes of
60 participants across the three countries. Each participant tape was
rated on themodified EMDRTherapy Fidelity Rating Scale,32 where
each item is rated 0–2, and the ImRs Adherence and Competency
Scale, where each item is rated 0–4. The mean rating for EMDR
was 1.34 and the mean rating for ImRs was 3.19, which shows
satisfactory adherence. Analysis of the rating scores for the Dutch
participants indicated treatment conditions were statistically distin-
guishable from each other (EMDR condition t78 = 14.93, P < 0.001;
ImRs condition t85 = 17.25, P < 0.001).

ImRs

The ImRs protocol developed by Arntz and Weertman was fol-
lowed.7 In phase one, the patient recalls a trauma memory from
their child-self perspective, identifying their thoughts, feelings and
needs. They are then guided to imagine a different ending, such
as someone intervening by stopping the abuse and caring for the
other needs of the child. For the first six treatment sessions, the ther-
apist would enter the image and intervene. From session seven
onward, the patient would step into the image as their adult self
and intervene (phase two). In phase three, the patient re-experiences
the event from the child perspective, with the adult intervening.

EMDR

The eight-phase EMDRprotocol developed by Shapirowas followed.8

The general assessment, preparation and keymemory components of
the first trauma to be processed (phases one, two and three), were
incorporated into the first session. Phases three to eight, the active
trauma processing phases, were repeated from session two onward.
At session 12 or earlier, depending on patients’ progress, the focus
of the session was on current triggers and anticipatory anxiety
related to future events. The only deviation to the original EMDR
protocol was a restriction on unblocking strategies or interweaves
involving imagery, to prevent contamination between treatments.

Statistical analysis

With n = 128, the study was powered at >80% to detect a medium
effect size between arms at 8 weeks of follow-up, with a P = 0.05
two-tailed significance level. A participant drop-out rate of 10%
was estimated, which took the final sample to a minimum of 142.
Actual power was expected to be higher because of analysis of
repeated measures with mixed regression.

Statistical analysis was done with SPSS, version 25 for
Windows.33 A generalised linear mixed model was used on all avail-
able data from the intent-to-treat sample. Skewed distributions were
analysed with negative binomial (integers) or gamma regression
(fractions) with a loglink. The repeated parts had an unstructured
covariance structure (if convergence failed, AR1 or ARMA11 were
used). If convergence allowed, random slope or intercept for site
were added. The effects were estimated per assessment, with pre-
treatment as the reference. Cohen’s d effect sizes were based on
the estimated coefficients, divided by the pre-treatment s.d. In
case of loglinks, this s.d. was derived from the error variance of
the pre-treatment of a generalised linear mixed model analysis,

with only an unstructured repeated part and a fixed intercept.
The multi-site character of the trial was accounted for in the statis-
tical analysis by a random factor for site. This allows for generalisa-
tion of the findings (sites are viewed as a sample of all treatment
sites) and leads to valid standard errors in the fixed part, where
the hypotheses are tested.

Results

Between October 2014 and June 2019, a total of 155 participants
were recruited and treated as part of the IREM trial. Figure 1 pre-
sents the Consolidated Standards of Reporting Trials flow
diagram of participant recruitment and Table 1 presents the demo-
graphics of the intent-to-treat sample. A total of 92 participants
were assigned to the wait-list, with a mean wait period of 7.38
weeks (s.d. 3.91). Twelve (7.7%) participants dropped out of treat-
ment, six (8.1%) from ImRs and six (7.4%) from EMDR, and eight-
een (11.6%) participants completed treatment early, six (8.1%) from
ImRs and twelve (14.8%) from EMDR. Participants’ trauma experi-
ences are reported in Table 1. Although most experienced their
index trauma multiple times, 5 (6.8%) ImRs participants and 17
(21.0%) EMDR participants experienced their trauma once only.

Analyses of the primary and secondary outcome measures are
summarised in Supplementary Table 1. The primary outcome of
participants’ PTSD symptoms, assessed by the CAPS-5, did not
change during the wait-list period, but significantly decreased
during treatment and these gains were maintained until the 1-year
follow-up assessment. Effect sizes were large in both treatment con-
ditions. Figure 2 presents CAPS-5 scores at each assessment point.
There were no significant time×condition interactions. In terms of
diagnosis, 93% met the diagnostic criteria for PTSD according to
CAPS-5 criteria at the wait-list assessment (all participants met
the criteria for PTSD at the initial screening as assessed with the
SCID-IV, but the CAPS-5 is based on DSM-5 criteria, which can
lead to different diagnostic conclusions than the DSM-IV), 68% of
participants no longer met the criteria at the first follow-up point,
and this improved to 81% at the 1-year follow-up assessment.

Secondary outcomes, including self-reported PTSD, depression,
dissociation, trauma cognitions, guilt, shame, anger, hostility, psy-
chosocial functioning and happiness, had similar results, with no
significant changes during the wait period and significant reduc-
tions in symptoms after treatment started. As can be seen in
Supplementary Table 1, there were some significant time×condition
interactions at the mid-treatment assessment, with EMDR resulting
in significantly lower scores (using <0.01) on three measures. These
interactions were no longer statistically significant at post-treatment
and follow-up assessments.

Four serious adverse events were reported, with two of these
deemed by participants as being partly study related. Both partici-
pants reported an increase in PTSD symptoms and suicidal ideation
resulting in psychiatric admission, one after session six and the other
after session twelve, which occurred after experiencing another
trauma (road accident). Of the two who reported adverse events
that were not study related, one had an in-patient admission after
a long-term relationship break-up after the wait-list assessment
but before the start of treatment, and the other was admitted to hos-
pital after losing their job, 4 months after completing treatment.

Discussion

The purpose of this international RCT was to investigate the effect-
iveness of ImRs and EMDR for the treatment of individuals with
Ch-PTSD. IREM results showed that both treatments were effective
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in reducing PTSD symptoms, depression, dissociation, trauma-
related cognitions, shame, guilt and hostility, with treatment gains
increasing over time. There were no differences between the treat-
ments on the primary outcome at any time point and only three sig-
nificant (at 0.01 level) differences for secondary outcomes, all at the
mid-treatment point and favouring EMDR. These differences were
no longer present at post-treatment and follow-up assessments.
Given the number of comparisons and the multiple assessment
points, the difference between the treatments was minimal. The
size of treatment effects between baseline and the 1-year follow-
up assessment were very large, with 2.26 for ImRs and 1.88 for
EMDR on the CAPS-5, and the treatment drop-out rate of 7.7%
was also very low. This pre-post effect size and drop-out rate com-
pares favourably to other studies that have investigated the effect of
treatment on PTSD from childhood. A meta-analysis of trauma-

focused treatments for adult survivors of childhood abuse found
an average pre-post effect size of 1.24 and an average drop-out
rate of 22%.5

IREM results contribute to the growing evidence that suggests
it is acceptable to directly treat trauma in more difficult PTSD pre-
sentations, such as individuals with childhood trauma experiences.5

IREM findings were not consistent with the views of researchers
who advocate that an initial stabilisation phase is necessary to
improve patients’ functioning and capacity to tolerate trauma pro-
cessing.4,34 This approach has been criticised as lacking empirical
support.1 Our findings also do not support this view, with most
IREM participants having extensive trauma histories and comorbid
disorders: treatment did result in significant and sustained
symptom reduction and was well tolerated, as indicated by the
low drop-out rate.

74 Included in ITT analysis 

Follow-up assessments completed:
64 Post treatment 
59 Follow-up 1 (8 weeks post-treatment) 
49 Follow-up 2 (1 year post-treatment) 

74 Randomised to ImRs condition 
68 Completed ImRs 

6 Dropped out
7 Completed treatment early
2 Treatment longer than 9 weeks

Follow-up assessments completed:
67 Post treatment  

56 Follow-up 2 (1 year post-treatment) 
67 Follow-up 1 (8 weeks post-treatment) 

81 Randomised to EMDR condition 
73 Completed EMDR 

6 Dropped out  
12 Completed treatment early 
1 Treatment longer than 9 weeks 

81 Included in ITT analysis 

155 Randomised (ITT sample)

466 Assessed for eligibility 

275 Excluded 
208 Did not meet inclusion criteria 
89 Trauma after 16 years of age 
25 PTSD not primary diagnosis 
16 Alcohol/drug dependence 
13 Starting another PTSD treatment  
18 Not able to read/write language 
20 Availability 
26 Other 

68 Declined to participate 
41 Preferred different treatment
18 Refused to participate 
9 Other

192 Baseline assessment 

37 Dropped out 

Fig. 1 CONSORT diagram of participant flow. CONSORT diagram comparing imagery rescripting (ImRs) and eye movement desensitisation and
processing (EMDR) for patients with post-traumatic stress disorder (PTSD) from trauma experienced before 16 years of age.

ITT, intent-to-treat sample; CONSORT, Consolidated Standards of Reporting Trials.
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We found that both ImRs and EMDR were effective without the
need for prolonged exposure. This is consistent with other studies
that have suggested that limited exposure to trauma memories is
required to achieve symptomatic reduction.11,35 The treatment
process of ImRs and EMDR reduce the burden on both patients
and therapists, as individuals are not required to relive their
trauma experiences in great detail.

The IREM protocol utilised intensive treatment, with sessions
offered twice a week. More intensive interventions have been
hypothesised to be suitable for certain populations, such as those
with complex forms of PTSD, as it facilitates treatment engage-
ment and helps overcome avoidance.36 Indeed, the accompanying
qualitative study yielded positive evaluations of the present format
by patients and therapists.14 The hypothesis that twice a week is
superior to once a week for EMDR and ImRs is currently being
tested in an RCT (see Netherlands Trial Register identifier
NTR7153).

Strengths and limitations

A limitation of this study was that the treatments were not com-
pared with other evidence-based treatments for PTSD and there
was no non-active control group. Since the study was designed as
an effectiveness study and not an efficacy study, a control group
would endanger the representativeness of the treatment group by
increasing patients’ resistance to participate. However, the fact
that there were no significant changes during the wait-list period
makes it unlikely that the observed improvements are because of
nonspecific factors, such as time. The EMDR protocol restricted
therapists use of therapeutic interweaves specifically imagery-
based interventions to prevent contamination of conditions. As
such, the treatment delivery of EMDR could be considered as sub-
optimal. However, therapists were able to use all other interweaves.
The extent that this effected the results is difficult to say without an
empirical test. The pre-post effect size in the current study was
higher than that reported in other EMDR treatment studies

Table 1 Demographic characteristics of the IREM intent-to-treat sample

Characteristic

Treatment condition, n (%) of patientsa

All ImRs EMDR

(N = 155) (n = 74) (n = 81)

Age, mean (s.d), years 38.54 (11.17) 38.08 (10.85) 38.96 (11.51)
Gender

Male 36 (23.2) 20 (27.0) 16 (19.8)
Female 119 (76.8) 54 (73.0) 65 (80.2)

Relationship status
Partner 96 (61.9) 48 (64.9) 48 (59.3)
No partner 59 (38.1) 26 (35.1) 33 (40.7)

Education level
No/primary education 8 (5.2) 6 (8.1) 2 (2.5)
Secondary education 45 (29.0) 18 (24.3) 27 (33.3)
Tertiary/vocational Education 88 (56.8) 42 (56.8) 46 (56.8)
University Bachelor/Masters 14 (9.1) 8 (10.8) 6 (7.4)

Ethnic background
Dutch 60 (38.7) 31 (41.9) 29 (35.8)
German 21 (13.5) 8 (10.8) 13 (16.0)
Australian 37 (23.9) 14 (18.9) 23 (28.4)
Other European 8 (5.2) 3 (4.1) 5 (6.2)
Moroccan 10 (6.5) 7 (9.5) 3 (3.7)
Surinamese/Antillean 8 (5.2) 4 (5.4) 4 (4.9)
Asian 6 (3.9) 4 (5.4) 2 (2.5)
Other 5 (3.2) 3 (4.1) 2 (2.5)

Work status
Working 63 (40.7) 29 (39.2) 34 (42.0)
Not working 21 (13.5) 10 (13.6) 11 (13.5)
Disability pension 54 (34.8) 28 (37.9) 26 (32.0)
Unemployed 17 (11.0) 7 (9.5) 10 (12.3)

Index traumas
Sexual abuse/assault 91 (58.7) 36 (48.6) 55 (67.9)
Physical abuse 31 (20.0) 15 (20.3) 16 (19.8)
Mixed abuse 8 (5.2) 6 (8.1) 2 (2.5)
Domestic violence 14 (9.0) 9 (12.2) 5 (6.2)
Serious injury/death 6 (3.9) 4 (5.4) 2 (2.5)
Other 5 (3.2) 4 (5.5) 1 (1.2)

Index trauma duration, mean (s.d.), years 7.22 (4.92) 7.59 (5.20) 6.79 (4.60)
Index trauma onset, mean (s.d.), years 7.95 (4.17) 7.77 (4.21) 8.12 (4.16)
Index trauma frequency, quartiles 1–3 19.5–546 18.75–663 19.5–476
PTSD duration, mean (s.d.), months 215.26 (175.08) 212.18 (176.71) 218.07 (174.63)
Comorbid disorder

Mood disorders 111 (71.6) 54 (73.0) 57 (70.4)
Anxiety disorders 87 (56.1) 38 (51.4) 49 (60.5)
Other 39 (25.2) 16 (21.6) 23 (28.4)

Previous treatment 126 (81.3) 62 (83.8) 64 (79.0)
Previous psychiatric admission 39 (25.2) 16 (21.6) 23 (28.4)
Current medication 71 (45.8) 30 (40.5) 41 (50.6)
Alcohol or substance Use 84 (54.2) 36 (48.6) 48 (59.3)

ImRs, imagery rescripting; EMDR, eye movement desensitisation and reprocessing; PTSD, post-traumatic stress disorder.
a. Percentages have been rounded and may not total 100.

Trauma‐focused treatments for PTSD

613
https://doi.org/10.1192/bjp.2020.158 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.2020.158


(Cohen’s d = 1.64 pre-post and 1.99 follow-up).36 Future research
could test this variation in the same population.

Individuals with Ch-PTSD are often found to have comorbid
presentations and therefore the exclusion criterion of alcohol and
drug dependence used might not adequately represent this popula-
tion (although a DSM-IV diagnosis of substance abuse was not
excluded). In comparison with other studies, our participants
would still be considered as presenting with severe PTSD, with
34% on a disability pension. More research is needed for patients
with alcohol or drug dependence and PTSD.

Our study had a large percentage of female participants. This
was found to be consistent with other studies where the majority
of participants were female. The block randomisation process
sought to balance gender across the two conditions so the gender
was not likely to have a systemic differential effect on each
treatment.

We identified an issue with our randomisation early in the trial
and this issue could have potentially created a bias in the learning
curve of the therapists. EMDR was overrepresented by early treat-
ments at two sites. However, we did correct this issue early and
there was only a slight unbalance. This is unlikely to have a signifi-
cant effect on our findings.

This study has several strengths. In the treatment of Ch-PTSD,
this is the first study to directly compare EMDR and ImRs. In add-
ition, it is the first large-scale RCT where ImRs has been trialled for
treatment of Ch-PTSD. The lack of significant between group treat-
ment effects indicates that both treatments are effective for treating
Ch-PTSD. The rigorous design of this RCT, using a large inter-
national sample, recruiting participants from regular mental
health treatment centres and the long-term follow-up period pro-
vides evidence for the effectiveness of these treatments, and
increases generalisability of our results. This research makes an
important contribution in developing evidenced-based treatments
for Ch-PTSD.
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