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Abstract

Introduction: Individuals who have been exposed to a traumatic event can develop profound
feelings of guilt, shame and anger. Yet, studies of treatments for post-traumatic stress disorder
(PTSD) have largely investigated changes in PTSD symptoms relating to a sense of ongoing fear
and threat and the effectiveness of such treatments for post-trauma related guilt, shame or anger
symptom reduction is comparatively not well understood.

Methods: This review systematically examined the effectiveness of existing treatment
approaches for three symptoms associated with exposure to traumatic events: guilt, shame and
anger. Studies included had to be published after 2010 with a sample size of 50 or greater to
ensure stable treatment outcome estimates.

Results: 15 studies were included, consisting of both civilian and (ex-) military population
samples exposed to a wide range of traumatic events (e.g. combat-related, sexual abuse).
Findings indicated a moderate strength of evidence that both cognitive- and exposure-based
treatments are similarly effective in reducing symptoms: cognitive-based treatments were found
to effectively reduce post-trauma related guilt and anger, while exposure-based treatments
appeared effective for post-trauma related guilt, shame and anger.

Conclusions: Although promising, firm conclusions regarding the comparative effectiveness and

long-term impact of these treatments could not be drawn due to insufficient evidence. Further



empirical research is needed to examine populations exposed to traumatic events and investigate

which treatment approaches (or combination thereof) are more effective in the long-term.

Introduction

Post-traumatic stress disorder (PTSD) is a mental health condition that can be developed
after experiencing or witnessing a traumatic, life-threatening event(s) [1]. PTSD has traditionally
been conceptualised as a fear-based disorder, characterised by symptoms of hyperarousal,
intrusive thoughts and flashbacks [2]. Models of PTSD have theorised that a sense of ongoing,
current threat is central in the development and maintenance of PTSD [3]. This conceptualisation
of PTSD gave rise to a number of fear-based treatment approaches [4]. However, individuals
who experience traumatic events that may not be ‘classically’ life-threatening or frightening, can
go on to experience considerable distress even though they may not experience fear-related
emotions. For example, in a military context, following a traumatic event such as inadvertently
killing civilians during an air strike, feelings of guilt or shame can be more prominent than
feelings of fear and threat [5-7].

Several studies have demonstrated that those who meet criteria for PTSD can experience
multiple distressing emotions outside of the fear spectrum, including post-trauma related guilt,
shame and anger [8]. Recognition of this complexity can also be found by the inclusion of
Complex-PTSD (C-PTSD) in the International Classification of Diseases (ICD-11) which
features disturbances of self-organisation (DSO) symptoms, including interpersonal problems,
affective dysregulation (e.g. anger) and negative self-concept (e.g. guilt, shame) [9, 10].

Many treatments for PTSD often combine cognitive interventions and extinction learning

to address core symptoms [11], while post-trauma related guilt, shame and anger are often



assessed optionally in PTSD assessments and treated incidentally as part of a larger treatment
approach [4]. Thus, the effectiveness of existing PTSD treatments for reducing symptoms of
post-trauma related guilt, shame, and anger are currently not well-understood as they have
received relatively little empirical evaluation [4, 12]. This view is also shared by clinical care
teams as studies have found considerable uncertainty amongst clinicians about the efficacy of
existing evidence-based PTSD interventions for symptoms of post-trauma related guilt, shame or
anger [4, 13]. Clinicians have reported using an amalgamation of several validated treatments for
patients with symptoms of intense post-trauma related guilt, shame and anger, yet report
reservations whether this approach is effective long-term [7, 13, 14].

Although there are many recent systematic reviews/meta-analyses investigating the
effectiveness of manualised treatments for PTSD [15, 16], PTSD symptom reduction and
whether patients still meet diagnostic criteria post-treatment are their primary focus. There is a
need to determine how effective existing PTSD treatments are in alleviating symptoms of post-
trauma related guilt, shame and anger. A better understanding of whether and to what extent
existing treatment approaches address these post-trauma related symptoms would be beneficial
in optimising patient care post-trauma. In addition, while PTSD is not the only mental health
disorder to develop after trauma (e.g. depression), this review is focusing particularly on the
symptoms of post-trauma related guilt, shame and anger to try and gain a better understanding of
effective treatments for these particular symptoms. Therefore, the aim of this review was to
provide a narrative synthesis of the effectiveness of treatment approaches used to address post-

trauma related (i) guilt, (i) shame and (iii) anger.



Method
Search Strategy
Electronic literature databases were searched between January 2021 - June 2021.

Reference lists of relevant review articles were also manually searched. Search terms included
key words for trauma exposure, transgressive events, guilt, shame, anger, PTSD, depression
anxiety and clinical treatment. A full list of search terms and search engines used is provided in
Supplementary Material 1.
Eligibility

To be considered for inclusion, studies had to:

a) use validated measures of mental health outcomes,

b) be published after 2010,

c) be written in English,

d) the mean age of the sample had to be >18 years,

e) include a Randomised Control Trials (RCT) and cross-sectional study designs,

f) have a sample size of 50 or greater (to ensure stable treatment outcome estimates),

g) include civilian or (ex-) military participants exposed to traumatic event(s) which

could have occurred during childhood or adulthood.
h) assessed at least one of the following symptoms: post-trauma related guilt, shame or
anger.
Case studies, reviews, qualitative studies or studies which did not provide at least one

pre-treatment and post-treatment assessment of these core symptoms, were excluded. Conference
abstracts or Ph.D. dissertations where additional information or published versions could not be

found or obtained from the corresponding author were also excluded. A Preferred Reporting



Items for Systematic Reviews and Meta-Analyses (PRISMA) flow chart (Figure 1) describes the
systematic review process. 15 studies ultimately met the criteria for inclusion in this review. This
review was pre-registered on PROSPERO (registration number: CRD42021232311). A
description of the psychological treatments for post-trauma difficulties that have been delivered
in the studies included in this review and the proposed mechanisms involved in each treatment
are provided in Supplementary Material 2.

[INSERT FIGURE 1 HERE]

Data extraction

The following data were extracted from each study, where available: (a) study
information (e.g. design, location), (b) participant demographic information (e.g. sample type
[e.g. military, non-military], gender distribution, age), (c) event exposure and average time since
event occurred, (d) event-related symptoms assessed, (e) treatment information (e.g. treatment
delivered, number of sessions, measures used to assess symptoms and treatment effectiveness
including pre, post and follow-up scores). Extracted data were independently assessed by two

authors (DS, VW). Any discrepancies were checked and successfully resolved.

Study quality

The methodological quality of studies was independently assessed by two authors (DS,
VW) using a 10-item checklist for assessing quantitative studies [17]. The highest possible
quality score was 20, indicative of a better-quality study, with zero as the lowest possible score
(Supplementary Material 3). Studies were scored on the extent to which specific criteria were
met (‘no’ =0, ‘partial’ = 1, ‘yes’ = 2). We calculated a summary score for each study by

summing the total score across all items of the scale. Agreement between authors was strong,



with any disagreements resolved in a consensus meeting. Study quality ratings are provided in

Table 1.

Data synthesis

Effect sizes were calculated according to Cohen's d statistic [18]. Cohen’s d was selected
as it was commonly used in the included studies but also as it provides an effect size for each
study, rather than an effect size defined as the post-treatment difference between a treatment and
control trial, which allowed for inclusion of uncontrolled studies [19]. An effect size of 0.20 was
considered small, 0.50 medium and 0.80 or above large [20]. Effect sizes were not moderated by
time since trauma, publication year, study quality or type of trauma. For each study the
magnitude of change from pre- to post- and follow-up treatment was calculated following
previous established methods [19, 21] using the means and standard deviations provided in the
studies. Post-treatment and three-month follow-ups were reported in this review as these were
most common across the studies. Where not available, a two-month follow-up was used.

For the outcome measures used in the present review, positive effect sizes represent
improvements in event-related symptoms (i.e. reductions in problem severity), whereas negative
effect sizes indicate a worsening of symptoms. When studies reported data for treatment
completers then effect sizes were based on completer analyses rather than end-point or intent-to-
treat analyses [19]. When means or standard deviations were not reported, where possible effect
size was calculated from other available data, such as confidence intervals [21]. On two
occasions necessary data were obtained from pervious parent studies [22-25]. In cases where (a)
male and female data were reported separately the average mean and standard deviation were
calculated [26], (b) subscale data only were reported, the scales were aggregated (e.g. Trauma-

Related Guilt Inventory (TRGI) sub-scales) [24, 26-28].



[INSERT TABLE 1 HERE]

Results
Study sample

This review included 15 studies (Table 1), of which: (a) twelve studies assessed
symptoms of post-trauma related guilt (Table 2), (b) six studies assessed symptoms of post-
trauma related shame (Table 3), (c) six studies assessed symptoms of post-trauma related anger
(Table 4). Across the 15 studies, the total number of participants was n=1657 and the mean age
of all participants was 36.9 years old (SD = 9.9). Six studies included military samples and nine
studies included general population samples. The majority of the studies were carried out in the
US (n=9). There was a fair representation of genders with 51% of the sample being female.
Overall, the inclusion criteria of the 15 studies were often broad, allowing patients who
experienced a wide range of traumas to participate in the trials. Five studies reported the average
time since trauma occurred between 2.5 to 20 years.

RCT design was used in most studies (n=11), while four studies used a cross-sectional
design. Notably, studies which included a control group (n=6) (e.g. minimal contact, usual care
psychotherapy) reported that those in the control group did not experience a change in symptoms
and in some cases symptoms worsened [29, 30]. Results are presented below by symptom type
(i.e. post-trauma related guilt, shame and anger), and civilian or (ex-) military populations
findings are presented distinctly for clarity, with distinctions made between trauma exposure in

childhood and adulthood.



Post-trauma related guilt

Twelve treatment studies targeted patient symptoms of post-trauma related guilt (Table
2). Cognitive Processing Therapy (CPT) (n = 3) and Prolonged Exposure (PE) (n = 5) were
delivered in the majority of the studies

Civilian sample: Five studies investigated treatment outcomes for symptoms of post-
trauma related guilt in civilian adults [25-27, 31, 32]. CPT was delivered in two studies and
appeared to be highly effective: A large reduction in symptoms of post-trauma related guilt using
CPT was found for rape survivors (d=1.57) [25] and interpersonal assault survivors (d=1.00)
[26], for whom treatment gains were maintained after three months (d=0.97) [26]. Nonetheless,
the samples of these two studies were small, consisting of mostly females, with no reported
perpetrator-based experiences. Whether CPT is as effective for male survivors, or individuals
who experience post-trauma related guilt following perpetration events is unclear. In addition,
time since trauma occurred varied considerably in these studies. Further investigation is
necessary to determine the relationship between time since trauma occurred and efficacy of
treatments.

PE was delivered in three studies [25, 27, 31]. While in one study post-treatment results
were large (d=1.33) [25], PE produced more moderate effect sizes in the other two studies
(d=0.60) [27] and (d=0.61 & 0.71) [31]. The lack of follow-ups in these three PE studies did not
allow for measurement of treatment effectiveness for post-trauma related guilt symptoms long-
term.

Childhood trauma treatment of guilt in adulthood: Two studies examined the
effectiveness of psychological treatments for adults who experienced adverse childhood

experiences [29, 30]. Narrative Exposure Therapy (NET) and FORNET (a form of NET adapted



for traumatised/violent offenders), were delivered in these studies. Both treatments were
culturally adapted and delivered in non-western societies to former child soldiers (average age of
the sample being 18 at time of treatment) who had experienced high levels of trauma exposure as
both victims and perpetrators of violence. Mixed results were found. NET appeared to produce a
moderate effect size three months post-treatment (d=0.66) in a mixed-gender sample [29], while
FORNET was not effective three months post-treatment (d=0.14) in a female only sample [30].
In these studies, therapists were lay counsellors or individuals without a mental health
qualification who were trained to deliver the treatment which may have impacted the findings.

Military sample: Five studies examined treatment outcomes for symptoms of post-trauma
related guilt in (ex) military samples [24, 28, 33-35]. The most effective treatment in this
population was Trauma Management Therapy (TMT) [33], which was found to effectively
reduce post-trauma related guilt symptoms (d=1.25) with continuous improvements after three
months (d=1.60). Therapists were clinical psychologists and treatment fidelity processes were
well monitored, yet the study was not an RCT and masking of independent evaluators was not
possible. Other studies examined the effectiveness of ten-session PE (post-treatment: d=0.90)
and spaced PE delivered over eight weeks (three months follow-up d=0.48) [24], five sessions of
Accelerated Resolution Therapy (ART) (three months follow-up: d=0.85) [34], and 15 sessions
of CPT (d=0.72) [28]. Notably large effects were found for the two studies which utilised shorter
(therefore potentially more cost effective) treatments. However, as these samples included
mostly males (84.9%) as well as both active and ex-military personnel who served in different
eras, the findings may not be generalisable.

[INSERT TABLE 2 HERE]



Post-trauma related shame

Six treatment studies targeted the symptoms of post-trauma related shame (Table 3).
Only one study provided a two-month follow-up [32].

Civilian sample: Three studies examined the impact of treatment on symptoms of post-
trauma related shame in adult civilian populations [27, 31, 36]. PE (or the combination of PE and
Imagery Rescripting (IR) were delivered in these three studies (d=0.79 [36]; d= 0.75 [27];
d=0.80, [31]) with the treatments appearing to be effective in reducing post-trauma related shame
symptoms. Notably, standard PE (d=0.90) [31] reduced shame symptoms post-treatment for
individuals presenting a wide range of trauma experiences (e.g. sexual/nonsexual assault). In
addition, a combination of PE and IR delivered in the same population also produced a large
effect size post-treatment (d=0.80) [31]. This combination treatment of PE and IR aimed to target
negative self-evaluative emotions of post-trauma related shame as well as fear. A strenght of this
study was that the sample was consisted of treatment-resistant patients exposed to a variety of
traumas, which could indicate that such treatment can be beneficial even in a population with
severe symptoms that maybe treatment refractory.

Childhood trauma treatment of shame in adulthood: Two studies examined the
effectiveness of treatments for post-trauma related shame for adult survivors of childhood trauma
[32, 37]. Eye movement desensitisation and reprocessing (EMDR) (d=0.85 [32]) and
Interpersonal psychotherapy (IP) (d=0.87 [37]) were found to reduce post-trauma related shame
symptoms post-treatment in civilians with histories of childhood trauma or sexual abuse. Data
suggests that there were longer-term improvements for patients who were treated with EMDR
(d=0.90) after two months [32] compared to IR (d=0.78) [37]. However, methodological

limitations to these studies (e.g. a small-scale effectiveness trial with no follow-up assessments,

10



only including females) and lack of data about time since trauma limits our understanding of
which treatments are more effective in particular contexts.

Military sample: Only one study examined treatment outcomes for symptoms of post-
trauma related shame in ex-military populations [28]. There was considerable diversity in
participant demographic characteristics, such as branch, years of service or trauma type. Fifteen
sessions of CPT (both group and individual sessions) did not significantly improve post-trauma
related shame symptoms post-treatment (d=0.40).

[INSERT TABLE 3 HERE]

Post-trauma related anger

Six studies targeted the symptoms of post-trauma related anger (Table 4). Three studies
used CPT [26, 28, 38], two studies used IR [27, 32], while EMDR [32], PE [27] and TMT [33]
were delivered in one study respectively . Three studies examined patient outcomes at three-
month follow-ups [26, 33, 38] and one study at two-month follow-up [32].

Civilian sample: Two studies examined the effects of treatment on symptoms of post-
trauma related anger in civilian adults [26, 27]. CPT had the largest change in post-trauma
related anger symptoms post-treatment (d=0.86) for interpersonal assault survivors, and although
results were not maintained after three months anger symptom scores remained low (d=0.61)
[26]. It should be born in mind that despite regular supervision being provided, the therapists
were master-level clinicians who had never delivered CPT previously [26]. PE (d=0.24) was
found to be ineffective for post-trauma related anger symptoms [27]. Participants in this study
experiences a wide range of traumas including sexual assaults, war-related traumas or accidents.
Whether PE could be effective in reducing post-trauma related anger symptoms in civilian adults

with a specific trauma type (e.g. perceived perpetration-based trauma) remains unclear.
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Childhood trauma treatment of anger in adulthood: In adult civilians with childhood
trauma, EMDR was found to reduce symptoms of post-trauma related anger post-treatment
(d=0.79) with an indication of continuous improvements after two months (d=0.75) [32].

Military sample: Three studies investigated treatment effectiveness on symptoms of post-
trauma related anger in (ex-) military personnel. The different treatment elements included in the
TMT appeared to reduce post-trauma related anger symptoms (d=1.08) with continuous
improvements after three months (d=1.10) [33]. CPT was also found to be effective for (ex-)
service personnel with military-related trauma (d=3.08) [28], with an indication of a long-term
impact (3-month follow-up: d=0.99) [38]. Nonetheless, it must be noted that the first study did
not employ an RCT design, and thus accurate conclusion regarding the changes are limited [28]
and in in the second study 17% of participants changed psychiatric medications during the course
of treatment, which may have influenced findings [38].

[INSERT TABLE 4 HERE]
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Discussion

The aim of this review was to examine and evaluate the effectiveness of treatment
approaches in reducing post-trauma symptoms of post-trauma related guilt, shame and anger.
Although, exposure-based and cognitive-based treatments may use different processes (e.g.
imaginal and in vivo exposure vs. directly modifying maladaptive cognitions) to produce change
[22, 39], our findings indicated a moderate strength of evidence that both approaches are
effective in reducing symptoms. In particular, cognitive-based treatments were found to reduce
symptoms of post-trauma related guilt and anger [25, 26, 28, 38], while exposure-based
treatments were more effective in reducing post-trauma related guilt, shame and anger [25, 31,
33]. Taken together, these findings suggest the importance of confronting and discussing the
traumatic event during therapy rather than using less directive treatments (e.g. supportive
counselling).
Post-trauma related guilt

Avoidance is a main coping strategy associated with guilt symptoms, making guilt
particularly difficult to treat [40]. This review suggests that cognitive-based treatment
approaches, and in particular CPT, were most effective reducing symptoms of post-trauma
related guilt in civilian populations [25, 26] with effects maintained at a three-month follow-up
[26]. It is possible that cognitive-based treatments could be more appropriate for addressing
symptoms of guilt post-trauma as treatments focus on altering patients' appraisals of their role in
event; for example, challenging patients’ interpretation of what happened to reduce post-trauma
related guilt symptoms [41, 42]. Cognitive-based treatments could encourage patients to more
accurately appraise their actions or inactions in the event by examining cognitions common to

those experiencing post-trauma related guilt [43]. For example, consider the full context of what
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happened and the options or responsibilities they truly had during the event, identify whether
they purposefully did something that was wrong, or overcome possible hindsight bias [44].

Our results suggest mixed evidence for exposure-based treatments, such as PE, for (ex-)
military [24, 35] and civilian populations [25, 27, 31]. TMT led to a significant post-trauma
related guilt symptom reduction in (ex-) military populations with treatment gains being
maintained after three months [33]. Interestingly, some have argued that exposure-based
treatments may be harmful as guilt symptoms can be exacerbated, increasing the risk of patient
dropout [41, 45, 46]. However, this theory is contrary to research which has shown a decrease in
guilt symptoms when using exposure-based treatments, in particular PE [47] or a combination of
imagery rescripting and imagery exposure [48].

CPT and PE use different processes to produce symptom change, with CPT directly
modifying maladaptive cognitions and PE utilising repeated imaginal and in vivo exposure
exercises. Nonetheless, some of the common mechanisms in the two treatments (e.g. rescripting
of the traumatic event, habituation of distressing emotions, integration into the autobiographic
memory) could be the effective treatment component(s) that lead to a reduction in post-trauma
related guilt symptoms [39]. The mixed findings found in this review highlight the need for
further research, such as a study that examines CPT versus PE to better understand effective

treatment approaches for post-trauma related guilt.

Post-trauma related shame

Shame is associated with a range of psychological difficulties, including suicidality [49],
social withdrawal and poor health outcomes [50]. Although shame is commonly experienced
following trauma [51, 52], relatively little is known about effective treatments for reducing post-

trauma related shame symptoms [53]. Evidence from similar studies also suggests that

14



encouraging patients to notice and experience shame can be a helpful in promoting symptom
reduction [54, 55]. Consistent with this, the findings of this review suggest that exposure-based
treatments, in particular PE, were effective in reducing post-trauma related shame post-treatment
[27, 31, 36]. PE may lead to modifications in maladaptive beliefs about the patient’s role in the
traumatic event or allow for recognition of new trauma-related information regarding the
circumstances of the event. Through this exposure and reflection upon the trauma memory in PE,
patients may be able to cognitively approach the trauma in a different way and be more able to
process post-trauma related shame symptoms. Additionally, this review found that EMDR
significantly reduced post-trauma related shame, with symptoms being further reduced over time
[32]. It is argued that EMDR desensitises patients to anxiety and allows them to be exposed to
the trauma memories without detailed descriptions or strong psychological responses [32]. This
distancing from, rather than re-living the event, while rapidly re-establishing a secure
interpersonal context may be helpful mechanisms leading to shame symptom reduction [56].
Finally, we found cognitive-based treatments (CPT) had mixed effectiveness for reducing post-
trauma related shame [28]. In light of these promising but mixed findings, there is a pressing
need to better understand how symptoms of post-trauma related shame are developed and
maintained following trauma exposure, including events that are and are not ‘classically’

threatening/frightening, to better support patients in treatment.

Post-trauma related anger

Anger is a particularly pernicious symptom that can decrease a patient’s ability to engage
in treatment [57]. The present review suggests that cognitive-based treatments (CPT, [26, 28,
38]) and exposure-based treatments (TMT, [33]) were most effective for reducing post-trauma

related anger, with treatment gains being generally maintained in the long-term for both
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approaches [33, 38]. CPT treatment includes patients writing about the personal meaning of the
trauma which may help to facilitate the resolution of unprocessed emotions, such as anger. TMT
is influenced by exposure-based approaches allowing patients to re-experience and process the
event; but also features group-administered social and emotional skills training sessions.
Whether this added improvement to interpersonal functioning is a key mechanism that leads to
post-trauma related anger symptom reduction in military samples requires further investigation
[33, 58]. It is also possible that to enhance patient treatment outcomes, it may be useful to
address problematic post-trauma related anger early in treatment to encourage patient
engagement and prevent drop-out, especially those who may be limited in their engagement with

trauma accounts for fear of anger expression.

Translational applications of the findings

This is the first systematic review to specifically examine the effectiveness of evidence-
based trauma treatments on post-trauma related guilt, shame and anger following exposure to a
traumatic event(s). Overall, the 15 included studies examined a range of different treatments
approaches, populations and traumatic events. Our findings expand current knowledge on the
efficacy of post-trauma treatment approaches, allowing for a better understanding of methods
(e.g. cognitive/exposure-based) that could be more or less effective for reducing symptoms of
post-trauma related guilt, shame and anger. Overall, the findings indicate that cognitive-based
(CPT), exposure-based (PE, TMT) and other treatments (EMDR) can lead to symptom reduction
post-treatment, with benefits maintained at follow up. These findings demonstrate that there may
be therapeutic benefits to confronting and discussing the traumatic event during therapy, rather
than using less directive supportive treatments. Nonetheless, using these direct approaches is

unlikely to be safely achievable without suitable preparation work to build up emotional
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regulation strategies which should continue remain a treatment priority to reduce risks of
additional distress or dropout from active confrontative treatment [59]. As research attention
increasingly turns towards investigating the impact of other types of traumatic events, such as
transgressive acts of perpetration or betrayal [60], existing manuals for cognitive or exposure-
based could perhaps be revisited to determine how they could be used in case of non-fear based
trauma. For example, the recently updated CPT manual [61] is more flexible and offers guidance
on how to determine the patient’s actual role in the event. This update also includes cases where
individuals may have symptoms of post-trauma related guilt or shame due to perpetration events
or moral compromises that violated their values. These updates to existing manualized
treatments may help improve clinician confidence in treating cases presenting with intense post-
trauma related shame, guilt and anger, such as individuals with moral injury [62].

At this stage, firm conclusions cannot be drawn about which treatment approach is likely
to be the most effective for all three symptoms. There was also insufficient evidence to
determine if specific treatments are effective for all individuals or if they are more effective in
certain populations (e.g. military personnel or civilians). The studies included in this review did
not typically report the treatment outcomes by gender, making it difficult to draw conclusions
about treatment efficacy in male and females. Female gender remains a risk factor for the
development of PTSD and other mental disorders [63]. Nonetheless, the fair proportion of
females (51%) included in this review could suggest that treatment approaches may be similarly
effective for both genders, something that should be considered in future studies. In addition,
information regarding time since the event exposure was not consistently reported and, as time

since trauma could be associated with distinct profiles of distress [64], future studies should also
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aim to provide more comprehensive data to allow for a better understanding of treatment

efficacy.

Limitations

The results of this review should be interpreted in light of the following limitations. First,
both RCT and cross-sectional studies were included in this review and, while these studies
reported good levels of treatment fidelity, a range of different treatment approaches and outcome
measures were used. This heterogeneity across studies did not allow for a meta-analytic approach
to be used. Second, our findings regarding the effectiveness of exposure-based or cognitive-
based treatment approaches are largely driven by the larger number of PE (n=5) and CPT (n=4)
treatment studies, while other treatments (e.g. EMDR, NET) were used in fewer studies and in
specific populations (e.g. military samples). Finally, this review did not account for publication
bias and it was beyond the scope of this review to include grey literature [65], which may have

excluded some potentially relevant data.

Conclusions

This review systematically examined the effectiveness of a range of treatments for
reducing symptoms post-trauma related guilt, shame and anger following a traumatic event(s).
Several psychological treatments, including both exposure and cognitive-based treatments, were
found to have moderate to large effects in reducing symptoms. The included studies were
heterogeneous, with a variety of index trauma types and patient demographic characteristics. At
present, while it is not possible to draw firm conclusions about comparative effectiveness, this
review does suggest that these both exposure and cognitive-based treatments can be efficacious
in reducing symptoms of post-trauma related guilt, shame and anger following a range of

traumas in various populations.
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