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A B S T R A C T

Concerns regarding retraumatisation have been identified as a barrier to delivering trauma-focused therapy for
post-traumatic stress disorder (PTSD). We explored clinicians’ understanding of what constitutes potential signs
of retraumatisation (PSoR), reported incidences of witnessing retraumatisation, use of (and confidence in)
therapies for PTSD, fear of retraumatisation during therapy for PTSD, and whether having witnessed retrau-
matisation was associated with these variables. We surveyed 348 clinicians. There was variation in what clini-
cians viewed as PSoR. Retraumatisation was reported by clinicians in 3.4 % of patients undergoing trauma-
focused therapy for PTSD. A variety of trauma-focused and non-trauma-focused therapies were routinely used,
yet 14.4 % reported not using trauma-focused therapy. There was a significant negative correlation between
participants’ highest reported confidence in trauma-focused therapy and endorsement of PSoR (r = − .25) and
fear of retraumatisation (r = − .28). Mean fear of retraumatisation was 30.3 (SD=23.4; a score we derived from
asking participants out of 100 how much they worry about trauma-focused therapy being harmful in its own
right/leading to a worsening of PTSD symptoms). Participants who had witnessed retraumatisation reported
significantly greater endorsement of PSoR (d=.69 [95 % CI .37, 1.02]) and fear of retraumatisation (d=.94 [95 %
CI .61, 1.26]). Confidence in using therapies for PTSD was varied and related to how clinicians understood
retraumatisation. Retraumatisation is uncommon, but there is variability in clinicians’ interpretation of what
retraumatisation is, and its utility warrants research.

1. Introduction6

Post-traumatic stress disorder (PTSD) in ICD-11 (World Health Or-
ganization, 2022) comprises three key symptom clusters:

re-experiencing the trauma, avoidance of trauma-related stimuli,
including trauma-related thoughts and feelings, and increased arousal
and reactivity from a persistent sense of threat. Trauma-focused cogni-
tive behavioural therapy (TF-CBT) and eye movement desensitisation

* Correspondence to: Department of Clinical Psychology and Psychological Therapies, Norwich Medical School, University of East Anglia, NR4 7TJ, United
Kingdom.

E-mail address: r.meiser-stedman@uea.ac.uk (R. Meiser-Stedman).
1 https://orcid.org/0000–0002-0860–746X
2 https://orcid.org/0000–0001-8776–9864
3 https://orcid.org/0000–0002-2732–6479
4 https://orcid.org/0000–0002-3017–2810
5 https://orcid.org/0000–0002-0262–623X
6 PSoR = potential signs of retraumatisation

Contents lists available at ScienceDirect

Journal of Anxiety Disorders

journal homepage: www.elsevier.com/locate/janxdis

https://doi.org/10.1016/j.janxdis.2024.102913
Received 23 April 2024; Received in revised form 18 July 2024; Accepted 26 July 2024

mailto:r.meiser-stedman@uea.ac.uk
https://orcid.org/0000-0002-0860-746X
https://orcid.org/0000-0001-8776-9864
https://orcid.org/0000-0002-2732-6479
https://orcid.org/0000-0002-3017-2810
https://orcid.org/0000-0002-0262-623X
www.sciencedirect.com/science/journal/08876185
https://www.elsevier.com/locate/janxdis
https://doi.org/10.1016/j.janxdis.2024.102913
https://doi.org/10.1016/j.janxdis.2024.102913
https://doi.org/10.1016/j.janxdis.2024.102913
http://crossmark.crossref.org/dialog/?doi=10.1016/j.janxdis.2024.102913&domain=pdf
http://creativecommons.org/licenses/by/4.0/


Journal of Anxiety Disorders 106 (2024) 102913

2

and reprocessing (EMDR) have been found to be the most efficacious
treatment approaches for PTSD by large meta-analyses (Lewis, Roberts,
Andrew, Starling, & Bisson, 2020; Mavranezouli et al., 2020). The Na-
tional Institute for Health and Care Excellence (NICE) defines that
TF-CBT interventions include cognitive processing therapy (CPT),
cognitive therapy for PTSD (CT-PTSD), narrative exposure therapy
(NET) and prolonged exposure (PE; NICE, 2018). These interventions
target patients’ memories of traumatic event(s) and the meaning asso-
ciated with these event(s). They typically include repeated exposure to
reminders of the trauma (in vivo and/or imaginal), elaboration of the
trauma narrative(s) and restructuring of negative beliefs about the
trauma and its consequences (Bisson, Roberts, Andrew, Cooper, &
Lewis, 2013; Ehring et al., 2014). In a “Guide to Guidelines” for the
treatment of PTSD in adults, all of the five included international
guidelines strongly recommend trauma-focused therapies (Hamblen
et al., 2019). Despite this recommendation, Finch and colleagues (2020)
found that TF-CBTwas self-reported to be implemented by less than 60%
of 716 clinicians working in UK child and adolescent mental health
services.

1.1. Retraumatisation as a barrier to delivering trauma-focused
interventions

A recent systematic review suggested that one of the most common
barriers for clinicians to deliver trauma-focused interventions for PTSD
is a fear of “retraumatising” patients (Finch, Ford, Grainger &
Meiser-Stedman, 2020). Duckworth and Follette (2012) recognised in a
commentary that “retraumatisation” has been used with different
meanings in PTSD literature to refer to 1) the response from multiple
exposures to trauma and 2) the distress experienced when sharing a
trauma narrative. In relation to the latter, it has been suggested that
some clinicians worry that patients are likely to experience an increase
in PTSD symptoms or distress during trauma-focused therapy (Murray
et al., 2022) that could be permanent (Schock, Rosner, Wenk-Ansohn,&
Knaevelsrud, 2010) and intolerable (Zoellner et al., 2011). However,
there is a lack of evidence of what constitutes retraumatisation and
seemingly a lack of consensus on what the term specifically refers to (e.g.
no reference to retraumatisation in clinical practice guidelines). In
response to these fears, it has been suggested that some clinicians may
avoid or delay actively working with trauma memories (Murray &
El-Leithy, 2022) or that clinicians may be overly cautious in the way
they deliver therapy (Deacon et al., 2013). A survey of clinicians’ atti-
tudes towards trauma-focused interventions suggested that concerns
about tolerability and dropout were among the main reasons for not
using trauma-focused interventions (Becker, Zayfert, & Anderson,
2004). However, there is a lack of research to help us to understand the
influences on clinicians’ fears regarding retraumatisation and how this
may create a barrier to delivering trauma-focused interventions (Finch
et al., 2020).

One way to operationalise retraumatisation could be a reliable
worsening of PTSD symptoms due to trauma memory processing (during
or by the end of treatment). A study pooling data from two RCTs
exploring PTSD symptom exacerbation (defined as an increase greater
than 6.15 points on the Posttraumatic Diagnostic Scale [PDS; Foa et al.,
2016a] or PTSD Symptom Scale [PSS; Foa et al., 2016b] at least once
during treatment) reported that 20.0% of patients in the PE group and
28.6% of patients during CPT group experienced PTSD symptom exac-
erbation and that these patients were still highly likely to experience an
improvement in symptoms by the end of treatment (Larsen, Wiltsey
Stirman, Smith, & Resick, 2016). Further, participants within the Con-
current Treatment of PTSD and Substance Use Disorders Using Pro-
longed Exposure (COPE) group in an RCT of patients with PTSD and
alcohol use disorder reported a low incidence rate (20.5%) of PTSD
symptom exacerbation (based on the reliable deterioration calculation
as described by Devilly and Foa, (2001) from session 3 to 5 (the period
during which exposure is implemented), suggesting the symptom

exacerbation is uncommon even in complex presentations (Tripp et al.,
2021). Studies have also examined symptom trajectories during trauma
memory processing. For example, a study examining imaginal exposure
found an increase in PTSD symptoms in only a minority (10.5%) of
patients and that those who experienced an increase in symptoms
showed similar outcomes at post-treatment compared to those who did
not experience symptom increases during exposure (Foa, Zoellner,
Feeny, Hembree, & Alvarez-Conrad, 2002). Research has also taken a
qualitative approach and suggested that an increase in PTSD symptoms
is tolerable and “worth the pain” (Shearing, Lee, & Clohessy, 2011).
Lastly, a study from routine clinical practice found that only a small
minority of patients (1.2%) experienced reliable exacerbation of PTSD
symptoms (defined as an increase of greater than 6 on the PDS) between
the first treatment session and the end of treatment during
trauma-focused psychological interventions (Ehlers et al., 2013). There
is a need to explore whether clinicians operationalise retraumatisation
through an increase in PTSD symptoms.

No study has explored clinicians’ perspectives on retraumatisation
during trauma-focused psychological treatments. It is important to un-
derstand clinicians’ perspectives on retraumatisation regarding trauma-
focused interventions, as they may be a barrier to implementing trauma-
focused interventions.

1.2. Aims

We collected data from clinicians with the aim of understanding:

i. their endorsement of certain patient experiences during or after a
therapy session as potential signs of retraumatisation (PSoR; e.g.
increased PTSD symptoms, increase in behaviours relating to risk
to self); and whether there was a difference in total endorsement
of PSoR between those clinicians who had, and had not, reported
witnessing retraumatisation;

ii. the reported incidences of retraumatisation based on a specified
definition i.e. the pooled proportion of patients with PTSD for
whom clinicians reported that trauma-focused therapy had been
harmful or had led to a worsening of PTSD symptoms;

iii. use of, and confidence in, trauma-focused and non-trauma-
focused therapies for PTSD; whether this was different between
professional groups and/or participants who had and had not
reported retraumatisation, and whether there was a correlation
between clinicians’ highest confidence in trauma-focused or non-
trauma-focused therapy (i.e. the therapy amongst trauma-
focused/non-trauma-focused therapies that clinicians reported
the highest confidence in out of 100) and total endorsement of
PSoR;

iv. fear of retraumatisation during trauma-focused therapy for PTSD,
and specifically whether there are differences in this between
professional groups, participants who had and had not reported
witnessing retraumatisation and/or participants who reported
routinely offering and using trauma-focused therapies; and

v. the relationship between fear of retraumatisation and endorse-
ment of PSoR, and highest confidence in delivering a trauma-
focused therapy.

2. Method

2.1. Ethical approval

All procedures were approved by the University of East Anglia’s
(UEA) Faculty of Medicine and Health Sciences Ethics Committee
(ETH2223–1282).

2.2. Participants

Mental health professionals (from any professional background) who
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offered psychological therapy for people with PTSD within the UK Na-
tional Health Service (NHS) were recruited. There were no limitations
on the number of patients with PTSD professionals had treated. We
included qualified professionals and those in training. In the UK, qual-
ification is when professionals are registered with a regulatory body, e.g.
the Health and Care Professions Council. People were not eligible to
participate if they only provided psychological therapy privately,
worked outside the UK or were Trainee Clinical Psychologists from the
University of East Anglia 2021 cohort.

Recruitment occurred between February 2nd and June 30th 2023 via
social media (Twitter, LinkedIn, and Facebook) and professional bodies
that agreed to circulate recruitment materials (the British Association of
Behavioural and Cognitive Psychotherapies, the Royal College of
Occupational Therapists, the British Association for Music Therapies,
the British Association for Dramatherapists, the UK Psychological
Trauma Society, and the Association for Family Therapy). Participants
confirmed their informed consent with a consent statement, consistent
with guidance regarding proportionate consent for online surveys
(Health Research Authority, 2017).

2.3. Procedures

This study used a cross-sectional online survey design. The survey,
including the PSoR used, was developed with experts in the field of
PTSD. Participants were provided with a participant information page,
which provided information describing the purpose of the study and
ethical considerations. Participants then confirmed their informed
consent with a consent statement. On completion of the survey, partic-
ipants were provided with debrief information.

2.4. Measures

2.4.1. Demographic and professional background
Participants were asked to provide their age, sex, gender, ethnic

group, and highest level of education based on the Office for National
Statistics (2021), as well as their core professional background, the
number of years they had been training or qualified in this and the
population(s) and setting(s) they worked with (participants could
endorse more than one population and/or setting).

2.4.2. Use of and confidence in therapies for PTSD
Participants were asked which therapy modalities they routinely

offered and used with people with PTSD, their confidence in delivering
these (0–100%; 0%=not confident at all, 100%=extremely confident),
and then whether they routinely integrated therapies (yes/no). If a
participant reported to routinely offer and use at least one trauma-
focused therapy for PTSD (TF-CBT, CT-PTSD, EMDR, Exposure, PE,
CPT or NET), they were classified as routinely using trauma-focused
therapies for PTSD.

For each participant, we extracted the therapy amongst both trauma-
focused and non-trauma-focused therapies that they reported the high-
est confidence in (out of 100), and we refer to this as clinicians’ highest
confidence in trauma-focused or non-trauma-focused therapy (i.e. if,
amongst trauma-focused therapies, they reported 50 for PE and 80 for
CT-PTSD, we extracted 80 as the highest trauma-focused therapy
confidence).

2.4.3. Patient reactions as PSoR
Participants were presented with a definition of retraumatisation

(“the therapy experience as being harmful in its own right and poten-
tially leading to a lasting worsening of PTSD symptoms”) and asked to
what extent 11 defined patient reactions suggested a patient is “under-
going retraumatisation,” providing ratings of PSoR (0–100%; 0%= does
not suggest retraumatisation at all; 100%=indicative of retraumatisa-
tion). We interpreted a score of ≥ 50 as indicating endorsement of the
reaction as a sign of retraumatisation. There was strong internal

consistency between the 11 items (α = .94). We summed the scores of all
11 items for each participant, giving a score between 0 and 1100.

2.4.3.1. Witnessing retraumatisation. Participants were asked whether
they had witnessed trauma-focused therapy as being “harmful in its own
right or leading to a worsening of PTSD symptoms” in any of their pa-
tients in the past six months (yes/no; a score we termed “witnessed
retraumatisation”), and if so, howmany patients they had witnessed this
in. Participants were also asked to estimate how many patients with
PTSD they had treated in the previous six months using trauma-focused
therapy. These data were used to determine the proportion of patients
for which participants reported they had witnessed retraumatisation
during trauma-focused therapy in the previous six months.

2.4.3.2. Fear of retraumatisation. Participants were asked how much
they worry about trauma-focused therapy being harmful in its own right
(the therapy itself as harmful) or leading to a worsening of PTSD
symptoms in their work with people with PTSD in general (0–100%;
0%=not worried at all; 100%=extremely worried; a score we termed
“fear of retraumatisation”).

2.4.4. Data analysis
Study data were cleaned, and sample characteristics were summar-

ised using descriptive statistics. We categorised participants by a)
whether they had “witnessed retraumatisation,” b) whether they re-
ported that they routinely used trauma-focused therapies for PTSD and
c) their core professional background as Clinical Psychologist, CBT
Therapist and "Other Professionals" (as many professional groups were
too small for formal analysis). Detail on professional groups is provided
in Table 1 below to provide context for these categorisations:

Descriptive statistics calculated i) the endorsement of PSoR, ii) the
pooled proportion of patients that participants reported that trauma-
focused therapy had been harmful or led to a worsening of PTSD
symptoms, and iii) the mean confidence in, and number of, different
trauma-focused and non-trauma-focused therapies, and the mean of the
highest rated confidence in trauma-focused and non-trauma-focused
therapies.

T-tests compared participants who reported retraumatisation and
those who did not on i) total endorsement of PSoR, ii) confidence in, and
number of, trauma-focused and non-trauma-focused therapies used for
PTSD, and iii) fear of retraumatisation. T-tests were also used to
compare participants who routinely used trauma-focused therapies for
PTSD and those who did not on fear of retraumatisation. Correlations
were conducted on fear of retraumatisation with i) total endorsement of
PSoR and ii) highest confidence in trauma-focused and non-trauma-
focused therapy. We ran follow-up regression analyses on highest
trauma-focused confidence with the variables i) working at a Traumatic
Stress Service and ii) being in training or qualified. Correlations were
also conducted on highest confidence in trauma-focused and non-
trauma-focused therapies and PSoR. As a post hoc analysis, we
explored whether there were differences between professional groups by
running a series of one-way ANOVAs.

Anonymised study data are available openly available in Open Sci-
ence Framework at https://osf.io/5q4hj/. Analytic code is available on
request. Statistical analysis was conducted using IBM SPSS Statistics
Version 28 (I.B.M. Corp, 2021). Alpha level was set at .05 for all sta-
tistical analyses, and all significance testing was two-tailed.

3. Results

3.1. Sample characteristics

The participants were predominantly female, White British, aged
26–35, with a master’s degree (44.8 %) or doctoral degree (42.8 %;
Table 2). Most participants identified their “core professional

L. Purnell et al.

https://osf.io/5q4hj/


Journal of Anxiety Disorders 106 (2024) 102913

4

background” (even if in training) as Clinical Psychologist (49.7 %) or
CBT Therapist (21.8 %; Table 2). Of those reporting their “core profes-
sional background” qualification status (n = 314), 66.6 % (n = 209)
were qualified, with a mean of 7.5 years (SD=7.3) practising since
qualification; 33.4 % were in training with a mean of 1.9 years (SD=1.4)
in training. Participants reported working with a mean of 7.8 patients

(standard deviation=11.0) with PTSD using trauma-focused therapy in
the prior six months to participation, and a breakdown of the number of
patients with PTSD worked with is shown in Table 2.

Participants worked with a variety of populations (adult, 82.5 %;
older adult, 20.4 %; child and adolescent, 17.8 %; youth, 6.3 %) and in
various NHS settings (outpatient, 66.7 % [i.e. community teams/
specialist outpatient e.g. perinatal, outpatient eating disorder, etc.];
NHS Talking Therapies, 22.7 % [a UK-wide NHS service that offers
evidence-based psychological therapies for depression and anxiety dis-
orders only]; inpatient, 14.4 %; specialist trauma service, 8.1 %; staff
wellbeing, 4.6 %; crisis, 2.0 %; day patient, 2.0 %) with 25.0 % of
participants reporting working with multiple populations and 23.0 % in
multiple settings.

3.2. Potential signs of retraumatisation

Table 3 shows clinicians’ ratings of PSoR, separated by in-session and
after-session, ordered by the mean endorsement, and the number of
participants that endorsed the item ≥ 50 (out of 100). The table also
shows the total sum endorsement of all potential retraumatisation signs
(0–1100; mean score of all ratings summed together for each partici-
pant). For the total sample, the most strongly endorsed item was an
increase in behaviours relating to risk to self; this item was also the most
commonly endorsed sign.

We compared participants who reported having witnessed retrau-
matisation and those who did not on endorsement of PSoR, and this data
is shown in Table 3. Participants who reported witnessing retraumati-
sation had a significantly higher total endorsement of PSoR (M=469.3,
SD=258.4) compared to those who reported not witnessing retrauma-
tisation (M=300.6, SD=240.4; t(294) = 4.25, p < .001, d= .69 [95 % CI
.37, 1.02]).

There was a main effect of professional group on mean total
endorsement of PSoR (F2,313 =15.6, p < .001, see Supplementary Ma-
terial B); post hoc tests revealed a significant difference between Other
Professionals and Clinical Psychologists as well as CBT Therapists.

3.3. Reported incidences of retraumatisation

We categorised participants by those who witnessed retraumatisa-
tion (n = 45) and those who did not witness retraumatisation (n = 264).
Of the 2618 patients whom participants reported they had treated for
PTSD in the past 6 months, participants reported that therapy had been
harmful or led to a worsening of PTSD symptoms in 89 patients (3.4 %).
These 89 patients were reported by 42 participants (12.1 %, missing
data=17 including three participants who witnessed retraumatisation),
with 24 participants who had witnessed this in one patient, seven in two
patients, five in three patients, and the remaining six participants who

Table 1
Professional group descriptions.

Category for data
analysis

Job title in the NHS Years of training for
qualification

Qualification requirement

Clinical psychologist Clinical psychologist 3 Doctorate in Clinical Psychology
CBT Therapist CBT Therapist 1 Postgraduate diploma in CBT
Other Professional Practitioner

Psychologists
Counselling

psychologist
3 or more Doctorate in Counselling Psychology or BPS Qualification in Counselling Psychology

Health psychologist Variable Doctoral-level qualification (e.g. PhD) in health psychology
Forensic psychologist 3 or more Doctorate in Forensic Psychology or evidence supervised practice

Other Professional Clinical Associate in
Psychology

18 months Apprenticeship leading to a Master’s qualification

Other Professional Adult Psychotherapist 4 Doctorate accredited by the United Kingdom Council for Psychotherapy, the Association of Child
Psychotherapists or the British Psychoanalytic Council

Other Professional Nurse 3 Undergraduate degree course or Degree Apprenticeship

Note. Further descriptions of core professions in the NHS can be found on the Psychological Professions Network (https://ppn.nhs.uk/resources-url/careers-map) and
the NHS Health Careers website (https://www.healthcareers.nhs.uk/explore-roles/psychological-therapies/roles-psychological-therapies).

Table 2
Sample demographic characteristics.

Total sample
(n = 348), n
(%)

Age
18 – 25 23 (6.6)
26 – 35 189 (54.3)
36 – 45 86 (24.7)
46 – 55 39 (11.2)
56 – 65 9 (2.6)
66 + 2 (0.6)
Gender identity
Female 292 (83.9)
Male 54 (15.5)
Non-binary 2 (0.6)
Ethnic group
Asian/Asian British 16 (4.6)
Black/Black British/ Caribbean/ African 4 (1.2)
Mixed/multiple ethnic groups 8 (2.3)
White British 256 (73.6)
Any other White background 58 (16.7)
Any other 6 (1.7)
Highest completed education levela

Below BSc 4 (1.2)
BSc/equivalent 34 (9.8)
Certificate of Higher Education/equivalent 4 (1.2)
MSc/equivalent 156 (44.8)
Doctorate/equivalent 149 (42.8)
Core professional backgroundc

Clinical Psychologist 173 (49.7)
CBT Therapist 76 (21.8)
Practitioner Psychologists (i.e., Counselling/Forensic/Health) 18 (5.2)
Clinical Associates in Psychology 19 (5.5)
Adult Psychotherapist 11 (3.2)
Nurse 10 (2.9)
Professional groups with fewer than 10 participants (e.g.,
Occupational Therapists, Psychiatrists, Social Workers)

41 (11.8)

Number of patients with PTSD worked with in the previous six months
using trauma-focused therapyb

≤ 2 84 (25.1)
3 – 9 166 (49.7)
≥ 10 84 (25.1)

a Missing data n = 1
b Missing data n = 14
c Descriptions of these core professions can be found in Table 1.
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had witnessed this in four or more patients. There was no significant
effect of professional groups on the proportion of the caseload in which
retraumatisation was reported (F2,328 =2.67, p = .070; see Supplemen-
tary Material B).

3.4. Use of, and confidence in, trauma-focused and non-trauma-focused
therapies

Participants reported routinely offering and using a mean of 2.4
(SD=1.5) TF therapies and 3.9 (SD=3.3) non-TF therapies to treat PTSD
(Table 4). Routinely integrating psychological therapies was reported by
77.9 % of participants. TF-CBT was the most commonly endorsed TF
therapy, with 68.7 % of all participants routinely offering and using it to
treat PTSD. Therapies that are considered different forms of TF-CBT
were also commonly endorsed, and when TF-CBT was removed, CT-
PTSD was the most commonly endorsed TF therapy (56.9 % of partici-
pants). CBT was the most commonly endorsed non-TF therapy (85.6 %
of participants). The mean confidence of the most strongly endorsed TF
therapy (M=68.7, SD=24.5) was similar to that of non-TF therapy
(M=66.0, SD=23.1). When CBT was removed from the non-TF thera-
pies, the mean confidence on the most strongly endorsed of the
remaining non-TF therapies was 57.9 (SD=33.6).

There was no significant difference between professional groups in
the highest confidence in TF (F2,295 = 2.16, p = .12) or non-TF therapies
(F2,345 =.85, p = .43; see Supplementary Material A).

Highest confidence in TF therapies was similar between participants
who had witnessed retraumatisation (M=74.0, SD=17.8, n = 37) and
those who had not (M=76.0, SD=19.7, n = 239; t(274) = − .58, p < .28,
d= − .10). Further, there was no significant difference in the number of
TF therapies endorsed between participants who had witnessed retrau-
matisation (M=2.7, SD=2.0, n = 45) and those who did not (M=2.5,
SD=1.6, n = 264; t(207) = .87, p < .19, d= .14). Highest confidence in
non-TF therapies was also similar between participants who had wit-
nessed retraumatisation (M=67.1, SD=41.2, n = 45) and those who had
not (M=69.3, SD=39.7, n = 264; t(307) = − .35, p < .37, d= − .06).
However, participants who witnessed retraumatisation reported offer-
ing significantly more modalities of non-TF therapies (M=6.8, SD=4.4,
n = 43) compared to those who did not (M=3.5, SD=2.9, n = 264; t
(307) = 5.60, p < .001, d= .90 [95 % CI .58, 1.23]).

There was a significant negative relationship between total
endorsement of PSoR and highest confidence in TF therapies (r = − .25
[95 % CI − .36, − .14]; Table 5), i.e. endorsing more PSoR was associated
with poorer confidence in treating PTSD using TF therapies. However,
there was no significant relationship between PSoR and highest confi-
dence in non-TF therapies (r = .02 [95 % CI − .10,.13]).

3.5. Fear of retraumatisation during trauma-focused therapy for PTSD

The sample mean fear of retraumatisation was 30.3 (N = 335,
SD=23.4); 78 participants (23.3 %) reported a fear of retraumatisation
equal to or over 50 (out of 100). There was a main effect of profession on
fear of retraumatisation (F2332 =5.99, p = .003, partial η2 =.035 [95 %
CI .005,.078]); post-hoc tests revealed that CBT therapists (M=23.2,
SD=21.6, n= 74) had a significantly lower fear of retraumatisation than
Other Professionals (M=35.5, SD=26.0, n = 95). Clinical Psychologists
(M=30.5, SD=21.8, n = 166) did not differ from the other groups (see
Supplementary Material B).

There was a significant positive correlation between fear of retrau-
matisation and total endorsement of PSoR (r = .59 [95 % CI .51,.66];
Table 5). Participants who witnessed retraumatisation had a signifi-
cantly higher mean fear of retraumatisation (M=47.4, SD=25.9, n = 45)
compared to those who had not witnessed retraumatisation (M=26.7,
SD=21.4, n = 264; t(307) = 5.82, p < .001, d= .94 [95 % CI .61, 1.26]).

Participants who routinely offer and use TF therapies for PTSD had a
significantly lower mean fear of retraumatisation (M=29.1, SD=23.0, N
= 289) compared to participants who do not routinely offer and use TF
therapies for PTSD (M=37.8, SD=24.3, N = 46; t(333) = − 2.36, p <

.019, d= .37 [95 % CI .69,.06]). Taking only participants who routinely
use TF therapies, there was a significant negative correlation between
fear of retraumatisation and the highest confidence in TF therapy (r =
− .28 [95 % CI − .38, − .17]; Table 5); follow-up regression analyses
confirmed that this relationship remained even when controlling for
working in a Traumatic Stress Service (p = .93) or being in training vs
qualified in core professional background (p = .34).

4. Discussion

This study aimed to gain an understanding of the concept of

Table 3
Participants’ ratings of possible signs of retraumatisation.

Total sample
N = 315a

Reported witnessing retraumatisationa

N = 44b
Did not report witnessing retraumatisationa

N = 252c

Endorsing ≥ 50 Endorsing ≥ 50 Endorsing ≥ 50

M (/100) (SD) N % M (/100) (SD) N % M (/100) (SD) N %
In a session
Tearful 9.3 (16.1) 11 3.5 18.9 (23.8) 4 9.1 8.0 (14.1) 7 2.8
Flashback 26.6 (28.2) 64 21.3 43.0 (32.3) 17 38.6 23.2 (26.7) 41 16.3
Zoning out/dissociating 28.3 (27.2) 67 20.6 45.2 (33.1) 21 47.7 25.4 (25.7) 44 17.5
Panic attack 28.9 (28.0) 65 20.3 43.8 (32.2) 17 38.6 26.2 (26.6) 44 17.5
After a session
Feeling more anxious 25.7 (26.4) 66 21.0 38.8 (29.1) 16 36.4 22.7 (25.3) 43 17.1
More nightmares 28.2 (27.8) 69 24.1 41.7 (28.4) 18 40.9 24.7 (26.4) 41 16.3
Feeling jumpier 28.4 (27.9) 76 22.9 40.8 (28.9) 17 38.6 25.5 (27.6) 52 20.6
More flashbacks 28.6 (28.1) 72 21.9 41.7 (31.5) 16 36.4 25.4 (27.3) 46 18.3
Increased substance use 40.4 (31.0) 119 37.8 49.3 (30.1) 22 50.0 37.1 (30.8) 83 32.9
Not attending sessions 41.5 (21.7) 130 41.3 51.3 (31.8) 23 52.3 38.4 (31.2) 92 36.5
Increase in behaviours relating to risk to self 46.9 (33.2) 148 47.0 54.9 (32.3) 22 50.0 44.2 (33.2) 111 44.0
Total (0 − 1100) 332.9 (247.5) 68d 21.5e 469.3 (258.4) 19d 43.2e 300.6 (240.4) 43d 17.1e

Note. Although the question on PSoR was after the questions on whether they had witnessed retraumatisation, 19 participants reported that they had not treated any
patients with PTSD in the past 6 months; hence, they were not categorised by the “witnessed retraumatisation” variable yet they were included in the main analysis of
PSoR.
a Missing data n = 33 (exited survey before questions on PSoR)
b Missing data n = 1 (reported witnessed retraumatisation but then exited survey before questions on PSoR)
c Missing data n = 12 (reported did not witness retraumatisation but then exited survey before questions on PSoR)
d N Total ≥ 550
e % Total ≥ 550
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retraumatisation, estimate its prevalence through a specified definition
and relate this to clinicians’ confidence in trauma-focused psychological
interventions.

4.1. How clinicians recognise retraumatisation

Regarding the PSoR, items relating to increased risk to self and
decreased therapy attendance had the highest mean endorsement (at
least 40 out of 100) and were rated as more indicative of retraumati-
sation than increased PTSD symptoms during and after sessions. How-
ever, there was considerable variation, and therefore little agreement, in
the endorsement of each item and the total endorsement of PSoR. For
example, although the mean for having a flashback or zoning out in a
session was low at 26.6 and 28.3, respectively, over 20 % of participants
endorsed these items more than 50 out of 100. Since avoidance of
trauma-related reminders is a key symptom of PTSD, perhaps it seems
logical to some clinicians that patients experience an increase in
symptoms when processing trauma memories, whereas for others,
perhaps this is interpreted as a harmful effect of therapy. Such data
suggests that clinicians do not have a shared view of retraumatisation in
practice. Further, there could be other signs that clinicians recognise as
PSoR that we did not include in the items presented in the survey and
notably, the PSoR could be explained by factors other than retraumati-
sation (e.g., decreased therapy attendance has been suggested to be

associated with a variety of client and clinician-related factors (Najavits,
2015). This study questions whether retraumatisation is a valid and
useful construct and, as a minimum, highlights a need for a better
working definition of retraumatisation, with consideration of the per-
spectives of people who have received trauma-focused therapy.

Table 4
Confidence in trauma-focused (TF) and non-trauma-focused (non-TF) therapies.

Total sample Reported witnessing
retraumatisation

Did not report witnessing
retraumatisation

Reported witnessing RT v
not witnessing RT

N = 348 n = 45c n = 264c

Variable M (SD) n % M (SD) n % M (SD) n % t p

Confidence: TF
TF-CBTa 68.7 (24.5) 239 68.7 67.4 (24.7) 28 62.2 70.7 (26.0) 193 73.1
CT-PTSD 65.6 (24.2) 198 56.9 53.3 (21.4) 26 57.8 69.5 (27.5) 160 60.6
EMDR 64.4 (29.1) 131 37.6 56.6 (30.6) 18 40.0 66.3 (33.3) 105 39.8
Exposure 59.7 (25.0) 130 37.4 57.0 (22.4) 23 51.1 60.9 (30.9) 100 37.9
PE 54.1 (28.0) 68 19.5 47.7 (22.5) 13 28.9 55.7 (34.8) 52 19.7
CPT 44.8 (32.4) 48 13.8 46.9 (27.2) 15 33.3 45.1 (35.0) 32 12.1
NETb 75.3 (13.6) 22 6.3 60.0 - 1 2.2 76.6 (20.2) 19 7.2
Most strongly endorsed TF 74.6 (20.3) 298 85.6 74.0 (17.8) 37d 82.2 76.0 (19.7) 239e 90.5 − .58 < .28
N TF therapies endorsed 2.4 (1.5) 348 100 2.7 (2.0) 45 100 2.5 (1.6) 264 100 .87 < .19
N did not endorse any TF therapies 50 14.4 8 17.8 25 9.5
Confidence: non-TF
CBT 66.0 (23.1) 298 85.6 57.0 (26.3) 40 88.9 68.8 (23.7) 227 86.0
CFT 58.7 (24.6) 214 61.5 51.5 (26.8) 33 73.3 60.2 (27.1) 163 61.7
ACT 47.8 (23.6) 161 46.3 44.0 (25.0) 28 62.2 48.5 (26.3) 116 43.9
Narrative 51.9 (26.3) 109 31.3 52.0 (32.9) 23 51.1 52.2 (27.7) 73 27.7
MBT 47.5 (29.5) 95 27.3 42.0 (25.3) 23 51.1 48.8 (33.5) 62 23.5
Group therapy 54.0 (26.2) 74 21.3 46.9 (29.6) 20 44.4 57.5 (33.3) 47 17.8
Person-centred 60.9 (29.3) 72 20.7 61.0 (26.3) 17 37.8 61.1 (36.8) 50 18.9
CAT 42.1 (27.7) 73 21.0 35.0 (25.5) 17 37.8 47.2 (32.1) 47 17.8
Family therapy 45.7 (28.5) 65 18.7 46.5 (28.8) 22 48.9 45.9 (20.1) 35 13.3
Counselling 56.8 (31.8) 61 17.5 56.2 (28.1) 18 40.0 56.5 (38.0) 35 13.3
Art therapy 39.2 (31.4) 28 8.0 43.5 (28.4) 13 28.9 37.9 (29.2) 14 5.3
Psychodynamic 37.5 (27.3) 56 16.1 43.4 (24.6) 17 37.8 36.9 (29.0) 34 12.9
Music therapy 45.4 (34.5) 21 6.0 52.2 (32.2) 10 22.2 43.0 (30.9) 10 3.8
Drama therapy 42.1 (35.4) 21 6.0 41.5 (29.9) 8 17.8 45.8 (33.3) 12 4.5
DBTb 73.6 (10.7) 8 2.3 70.0 (17.8) 3 6.7 75.8 (10.4) 5 1.9
Most strongly endorsed non-TF 76.0 (19.3) 329 94.5 74.8 (25.1) 43 95.6 76.6 (24.0) 253 95.8 − .35 < .37
N non-TF therapies endorsed 3.9 (3.3) 348 100 6.8 (4.4) 43 95.6 3.5 (3.1) 264 100 5.60 < .001
N did not endorse any non-TF therapies 19 5.5 2 4.4 11 4.2

Note. Percentages are calculated excluding missing data. We did not define the therapy modalities. ACT = Acceptance and Commitment Therapy; CAT = Cognitive
Analytic Therapy; CBT= Cognitive Behavioural Therapy; CFT= Compassion Focused Therapy; CPT= Cognitive Processing Therapy; CT-PTSD= Cognitive Therapy for
PTSD (a memory focused type of TF-CBT); DBT = Dialectic Behavior Therapy; EMDR = Eye Movement Desensitization and Reprocessing; MBT =Mentalization Based
Therapy; NET = Narrative Exposure Therapy; non-TF = non-trauma-focused; PE = Prolonged Exposure; TF = trauma-focused.
a TF-CBT is an umbrella term used for interventions including CPT, CT-PTSD, NET, and PE.
b NET and DBT were added as frequently endorsed by participants as ‘other’ therapy.
c Missing data n = 39 (n exited survey early=13, n reported no PTSD patients in past 6 months=26).
d Of the 45 participants who did witness retraumatisation, n = 8 reported to not routinely offer or use any TF therapy modalities.
e Of the 264 participants who did not witness retraumatisation, n = 25 reported to not routinely offer or use any TF therapy modalities.

Table 5
Correlates of confidence in trauma-focused and non-trauma focused therapies.

Correlation, Pearson’s r (n)
[95 % CI]

3 4

1. Highest confidence in TF
therapya

− .28 *** (289) [− .38,
− .17]

− .25 *** (273) [− .36,
− .14]

2. Highest confidence in non-TF
therapyb

− .09 (316) [− .20,.02] .02 (298)
[− .10,.13]

3. Fear of retraumatisation - .59 *** (316)
[.51,.66]

4. Total endorsement of PSoR - -

*** p < .001
a Uses the highest score endorsed by the participant for any of the trauma-

focused therapies.
b Uses the highest score endorsed by the participant for any of the non-trauma-

focused therapies.
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4.2. Prevalence of retraumatisation

Using the definition of therapy as harmful or leading to a worsening
of PTSD symptoms, participants reported retraumatisation in a small
minority of patients (3.4 %), and these cases were reported by about 12
% of participants, i.e. the overwhelming majority did not report wit-
nessing trauma-focused therapy as harmful in the past six months. It is
noteworthy that participants who reported retraumatisation had a
higher total endorsement of PSoR compared to those who did not
(d=.69). This could suggest that those who reported witnessing retrau-
matisation had a lower threshold for what they considered to be
retraumatisation. This suggestion could be further supported by the
strong positive correlation between fear of retraumatisation and the
total endorsement of retraumatisation signs (r = .59) and the finding
that participants who reported retraumatisation had a significantly
greater fear of retraumatisation (d=.94). However, it could also be that
all these constructs are associated with a third, unmeasured, charac-
teristic (e.g. clinician neuroticism).

4.3. Clinician confidence

Clinicians’ highest confidence in trauma-focused therapy (using
their most strongly endorsed) was approximately 75, but this was
accompanied by a large amount of variance (SD=20.3). A substantial
minority of participants (14.4 %) did not endorse using any trauma-
focused therapy. Clinician confidence was related in various respects
to how they understood retraumatisation; there was a significant
negative correlation between participants’ highest reported confidence
in trauma-focused therapy and total endorsement of PSoR (r = − .25)
and fear of retraumatisation (r = − .28). Although the mean fear of
retraumatisation was relatively low (30 out of 100), it was characterised
by considerable variation (SD=23.4), and over 20 % of participants
reported a fear of retraumatisation above or equal to 50. However, this
variation could be due to clinician’s interpretations of the question
regarding how much they worry about trauma-focused therapy being
harmful in its own right or leading to a worsening of PTSD symptoms
and might not be reflective of their “fear of retraumatisation” if this is
understood as a different concept by clinicians.

Although there was no significant difference in the number of
trauma-focused therapies offered by participants who reported they had
and had not witnessed retraumatisation, those reported retraumatisa-
tion offered significantly more types of non-trauma-focused therapies
(6.8) compared to those who reported they did not witness retrauma-
tisation (3.5, d=.90). This could suggest that clinicians who report
witnessing retraumatisation are more frequently using non-trauma-
focused therapies, potentially as an adjunct to or instead of trauma-
focused therapies.

4.4. Clinical implications

The data reported here suggest that retraumatisation, as per our
definition, is not common during trauma-focused treatments for PTSD.
Further, there was some evidence to suggest that even when it is re-
ported, it may, in part, reflect different clinician interpretations of ex-
periences during PTSD treatment (i.e. the threshold for what might be
considered retraumatisation was lower for participants who reported
retraumatisation than those who denied observing retraumatisation).
There was a large degree of variation in confidence in the trauma-
focused therapies recommended by clinical guidelines (e.g. NICE,
2018), suggesting that clinician training to increase confidence in
trauma-focused therapies may be warranted. Literature on adverse re-
actions to therapies has recommended that clinician training should
address adverse effects in therapy (Castonguay, Boswell, Constantino,
Goldfried, & Hill, 2010), and the variation in the endorsement of items
relating to PSoR suggests that training should also include information
on common patient reactions during trauma-focused treatment.

However, our data suggest that specifically referring to "retraumatisa-
tion" may be unhelpful, given the lack of consistency in understanding
what it looks like in clinical practice. Other terms may be more useful
and potentially less emotive. For example, the incidences of harm
criteria outlined by Hoppen, Lindermann &Morina (2022) consisting of
i) PTSD symptom exacerbation, ii) aversive but non-lethal events (e.g.
increased severity of a comorbid mental health disorder) and iii) more
“serious” potentially lethal events (e.g. acute suicidality). Overall, it
should be noted that the prevalence of retraumatisation would likely
vary with different definitions.

A variety of therapies were reported as being used with patients with
PTSD, with a mean of 2.4 trauma-focused and 3.9 non-trauma-focused
types of therapy. This study suggests that trauma-focused in-
terventions for PTSD that are recommended by NICE (2018) for
healthcare in England are being implemented in the NHS but that other,
non-trauma-focused interventions are being routinely used to treat
PTSD as well. Despite not providing a definition of integration, routinely
integrating different therapies was very common (reported by 77.9 % of
participants), and so there is a need to study this aspect of care with
people with PTSD. While the use of a range of approaches may reflect a
willingness to address a variety of needs (e.g. a comorbid condition),
there is also the possibility that it reflects another variable e.g. a lack of
confidence or competence to deliver trauma-focused therapies, therapist
avoidance or clinician personal characteristics (e.g. heightened neurot-
icism or conscientiousness). Therefore, it needs to be understood how
clinicians are integrating therapies, in particular how this relates to
critical therapy components of trauma-focused PTSD treatment (e.g.
memory work).

Our study suggests that training efforts on retraumatisation might be
usefully focused on Other Professionals (i.e. mental health clinicians
who are not CBT Therapists/Clinical Psychologists) in the UK NHS. In
terms of professional groups, although there was no significant differ-
ence in the highest confidence in TF or non-TF therapies, CBT therapists
had a significantly lower fear of retraumatisation than Other Pro-
fessionals, and Other Professionals had a significantly higher endorse-
ment of PSoR compared to the other professional groups. We suggest
that these professionals might receive less training on trauma-focused
interventions compared to Clinical Psychologists and CBT Therapists,
or other anxiety disorders where a degree of exposure is included in
psychological treatment.

4.5. Study strengths, limitations, and future directions

We cannot draw conclusions about the direction of the effects
observed in this study, i.e. we cannot establish whether witnessing
retraumatisation increases fear of retraumatisation, fear of retraumati-
sation makes it more likely for a clinician to interpret a reaction as
retraumatisation, or whether another factor (e.g. tendency to use or
integrate certain therapies, or clinician characteristics) explains both
observing and fearing retraumatisation. Similarly, witnessing perceived
retraumatisation could make clinicians more aware of the related pa-
tient reactions and, therefore, endorse them more highly.

The PSoR were designed for this study and have not been used in
previous research. While there was strong internal consistency between
the items, and they were developed with a group of experts in PTSD, the
measure has not been validated, and there is no research into its psy-
chometric properties. Similarly, we operationalised variables (e.g. fear
of retraumatisation, witnessing retraumatisation, and use of and confi-
dence in non-trauma-focused and trauma-focused therapies for PTSD) in
novel ways, and so there is no literature to compare our results with.

The study results may be influenced by response bias and self-report
bias and may not provide an accurate representation of practice. This
could be reflected in the finding that the rate of 3.4 % found in this study
of therapy as being harmful or leading to a worsening of PTSD symptoms
is lower than the reliable deterioration rate (7.1 %) reported in NHS
Talking Therapies for PTSD (NHS Digital, 2022). It is also important to
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note that “confidence” in a therapy does not necessarily translate into
competence or effective implementation. In future research, it would be
useful to understand clinician confidence and competence for PTSD in
relation to other mental health disorders.

In terms of participants, since we used a convenience sample, the
generalisability of our results may be somewhat limited. For example,
there may be a response bias towards the types of clinicians likely to
participate. Further, the results may not be generalisable as all the
participants worked in the NHS. However, a strength is the represen-
tation of professions. Although Clinical Psychologists consisted of
roughly 50 % of participants and only 23 % of psychological pro-
fessionals in the 2023 Workforce Census (NHS Benchmarking Network,
2023), Psychological Wellbeing Practitioners represented 21 % of psy-
chological professionals, and this role does not treat PTSD, potentially
explaining the higher representation of Clinical Psychologists.

Lastly, this study only surveyed clinicians, yet the views of people
with PTSD who have received trauma-focused therapy for PTSD are key.
This is especially important since research has found that therapists can
make poor clinical judgments as to whether patients experience adverse
effects of therapy (Hatfield, McCullough, Frantz, & Krieger, 2010).
Qualitative research with clinicians and people with PTSD who have
received trauma-focused therapy would be useful to explore whether
there is a difference between potential adverse effects of therapy and
retraumatisation. In particular, research into experiences in
trauma-focused treatments that are difficult but potentially ultimately
beneficial and whether this is viewed as acceptable by people with
PTSD. Alongside this, since there is little reporting on adverse impacts
during RCTs of psychological therapies (Nutt & Sharpe, 2008), quanti-
tative analysis of routine service data or available data from RCTs could
be useful to further define these categories.

5. Conclusion

This study highlights the need for more research to clarify specif-
ically what retraumatisation is as a concept and suggests that, currently,
there is not a shared view as to how retraumatisation is understood in
practice. We found that confidence in trauma-focused treatments for
PTSD is generally high but that there is also a high degree of variation
and that fear of retraumatisation is present for at least a significant
minority of clinicians. We found that participants reported trauma-
focused treatment as harmful or leading to a worsening of PTSD symp-
toms in a small minority of cases. However, we highlight that the
reporting of this may be linked to the interpretation of reactions that
could be viewed as PSoR.
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