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Abstract

Background. Considering the recently growing number of potentially traumatic events in Europe, the European Psychiatric Association
undertook a study to investigate clinicians’ treatment choices for post-traumatic stress disorder (PTSD).
Methods. The case-based analysis included 611 participants, who correctly classified the vignette as a case of PTSD, from Central/ Eastern
Europe (CEE) (n = 279), Southern Europe (SE) (n = 92), Northern Europe (NE) (n = 92), and Western Europe (WE) (N = 148).
Results. About 82% woulduse antidepressants (sertraline being the most preferred one). Benzodiazepines and antipsychotics were
significantly more frequently recommended by participants from CEE (33 and 4%, respectively), compared to participants from NE (11
and 0%) and SE (9% and 3%). About 52%of clinicians recommended trauma-focused cognitive behavior therapy and 35%psychoeducation,
irrespective of their origin. In the latent class analysis, we identified four distinct “profiles” of clinicians. In Class 1 (N = 367), psychiatrists
would less often recommend any antidepressants. In Class 2 (N = 51), clinicians would recommend trazodone and prolonged exposure
therapy. In Class 3 (N = 65), they propose mirtazapine and eye movement desensitization reprocessing therapy. In Class 4 (N = 128),
clinicians propose different types ofmedications and cognitive processing therapy. About 50.1%of participants in each region stated they do
not adhere to recognized treatment guidelines.
Conclusions.Clinicians’ decisions for PTSD are broadly similar among European psychiatrists, but regional differences suggest the need for
more dialogue and education to harmonize practice across Europe and promote the use of guidelines.

Introduction

Post-traumatic stress disorder (PTSD) and other trauma-related
conditions are common and often occur comorbidly with other
mental health conditions. According to surveys on prevalence using
a randomly selected traumatic event, the lifetime prevalence of
PTSD varies across the countries from 2 to 9%. They are therefore
frequently found in everyday psychiatric clinical practice [1], given
that there are many potentially life-threatening events [2]. Acute
trauma without treatment may lead to maladaptive disorders and
PTSD within days of the trauma [3]. The growing number of
potentially traumatic recent events and stressors in Europe
(i.e., war in Ukraine, COVID-19 pandemic, refugee waves) [4–6]
means that an increase in trauma-related disorders is expected
[7]. In a recent umbrella meta-analysis, psychological trauma has
been identified as a transdiagnostic risk factor for several mental
disorders [8]. According to the World Health Organization
(WHO), it is estimated that in wars and disasters, the proportion
of people with severe mental disorders increases by an average of
1% from a baseline of 2%–3%. In addition, the proportion of people
with mild or moderate mental disorders, including most presenta-
tions of mood and anxiety disorders (including PTSD), may
increase by 5%–10% from an estimated baseline of 10% [9]. Fur-
thermore, chronic PTSD is associated with higher comorbidities of
somatic conditions, including hypertension, hyperlipidemia, and
metabolic syndrome, all of which can cause cardiovascular and
cerebrovascular disease [10, 11].

On the European level, there is considerable variability of atti-
tudes, procedures, and strategies in mental health care between
clinicians and settings across different regions and countries. For
example, we found significant differences in the predominant styles
in decision-making, when comparing European regions and indi-
vidual countries [12]. When it comes to service delivery, Northern
andWestern high-income countries have developed a large variety
of multidisciplinary community-based services for people with
mental health problems, with most patients being treated outside
of psychiatric institutions [13], contrary tomany Eastern European
countries where psychiatric care is predominantly hospital-based.
In addition, there is a significant overrepresentation of data from
mental health services in Western and Northern European

countries, due to a lack of data from Eastern Europe [14]. The latest
National Institute for Health and Care Excellence (NICE) [15]
guidelines from 2018 recommend mainly cognitive behavior ther-
apy (CBT)-oriented trauma-focused interventions as first-line
treatment for PTSD and, if pharmacological treatment is preferred
by the client, venlafaxine or selective serotonin reuptake inhibitors
(SSRIs), whereas the latest [16] International Society for Traumatic
Stress Studies guidelines propose the following as first-line treat-
ment for PTSD: trauma-focused CBT, cognitive processing therapy
(CPT), cognitive therapy, eyemovement desensitization and repro-
cessing (EMDR) therapy, and prolonged exposure (PE). First-line
pharmacological treatment options include hereby SSRIs
(fluoxetine, sertraline, paroxetine) or venlafaxine although trauma-
focused psychological interventions are prioritized over pharma-
cotherapy. Burback et al. (2023) have comprehensively reviewed
the current evidence for therapies in PTSD and proposed a staging
model that may guide clinical treatment in the future [17].

Here, we were interested in investigating whether the sociocul-
tural context of European regions is associated with differences in
mental health care for trauma-related conditions and psychiatrists’
treatment choices in the treatment of PTSD.

Thus, this survey was conducted within the European Psychi-
atric Association (EPA) Ambassador Programme [12, 18] in order
to identify therapeutic choices for treating PTSD among psychiat-
rists working in different European regions (Central and Eastern
[CEE], Northern [NE], Southern [SE], andWestern Europe [WE]).

Methods

Study design, setting, and participants

This study followed the design of previous EPA Ambassador Pro-
gramme studies. The EPA Ambassadors Programme
(www.europsy.net/advocacy/epa-ambassadors-programme) aims
to establish a database of information on mental health practices
and perspectives across Europe and different mental health discip-
lines. The program operates as a series of surveys on relevant topics
aimed at all mental health professionals [12, 18]. We approached
psychiatrists working in Europe, who were associated with the EPA
community, including individual members of the EPA and its
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member associations, and attendees of the last 10 EPA congresses.
In 2020, they were offered the opportunity to become “EPA
Ambassadors” and to participate in EPA surveys. Initially, we sent
an invitation email to previous EPA congress attendees, which are
approximately 5,000 individuals. The EPA Council of National
Psychiatric Associations, the Board, and the EPA Sections were
then asked to distribute the invitations to theirmembers. Responses
were collected from April to December 2022 using an online
questionnaire. The study was open to psychiatrists and psychiatry
specialist trainees working in Europe. The authors declare that all
procedures contributing to this work complied with the ethical
standards of the relevant national and institutional committees
for human experimentation and with the Helsinki Declaration of
1975, as revised in 2008 and 2013 [19]. The study was approved by
the Ethical Committee of the Zagreb University Hospital Centre
(number 02/1013AG).

Variables

Treatment attitudes were assessed using vignettes describing two
typical cases of PTSD. The two vignettes differed only in the type of
trauma, that is war trauma (case 1) versus civil trauma (case 2) and
the country of origin of the patient. The cases were developed by
experts in the field of psychotraumatology and psychiatry (authors
FP, BA, MSH, PG, MRK) on the basis of their consensus. The cases
were piloted with 20 members of the EPA before the survey was
launched, and the survey was subsequently revised according to
their feedback.

As we wish to focus on PTSD rather than complex PTSD
(cPTSD), which will be a new diagnostic category in ICD-11, we
only present results based on the clinical vignette of a typical civilian
trauma, rather than the clinical vignette of war trauma, which
represents recurrent or continuous traumatic events that are asso-
ciated with a higher risk of cPTSD. Responses offered multiple
choices for diagnoses, assessment tools, and treatment approaches
balancing pharmacological and non-pharmacological treatment
options. “A 34-year-old woman from the main city of your country
has arrived at your place of work after she began to experience
depression, insomnia, and “flashbacks” of her experience of an
armed robbery where her colleague was killed at her place at the
bank where she works. Very soon, she became particularly con-
cerned with watching TV news reporting of the event, and themore
she watched news, the more she became agitated about it and
remembered about the coworkers who talked about the event.
She became anxious, emotionally overwhelmed, and finally emo-
tionally distant from her children.” Recorded were responses on
sociodemographic data (age, gender), the nature of clinicians’
expertise, training, and practice (time since qualifying as consultant
psychiatrists, subspecialty, work position, type of practice, and
clinical setting), as well as place of work (including specifically,
use of clinical guidelines in clinical practice and availability of
treatment options for PTSD).

The final questionnaire is available as (Supplementary Material.

Statistical analysis

We used a post-stratification of nonresponse weighted at the coun-
try level to correct for imbalanced response patterns across different
European regions as a source of potential bias in our survey. We
calculated these by dividing the proportion of each country’s

population in the total European population by the proportion of
each country’s sample in the total sample
(Supplementary Figure 1). We categorized the countries into four
regions according to EuroVoc (Supplementary Table 1): CEE, NE,
WE, and SE. We used latent class analysis (LCA) to classify parti-
cipants into distinct latent groups based on their responses to
various treatment choices and characteristics. The optimal number
of latent classes was determined based on several goodness-of-fit
indices, including log-likelihood, number of estimated parameters
(np), consistent Akaike information criterion (CAIC), Bayesian
information criterion (BIC), and sample size adjusted BIC
(SABIC). The model with the lowest values of CAIC, BIC and
SABIC, and a significant LRT p-value, was considered the best fit
model. Once the optimal number of latent classes had been iden-
tified, participants were assigned to the class for which they had the
highest posterior probability. Descriptive statistics were then used
to characterize each latent class in terms of demographic variables,
professional characteristics, and treatment choices. Differences in
categorical variables between latent classes were tested for statistical
significance using chi-squared tests, whereas continuous variables
were compared using ANOVA. All analyses related to the LCA
were conducted using Stata’s gsem command, and the results were
interpreted in the context of the broader study objectives. We
corrected the statistical significance for multiple testing using the
Benjamini–Hochberg procedure with a false discovery rate (FDR)
set at <5%. Analyses were performed using StataCorp. 2019. Stata
Statistical Software, Release 16. College Station, TX, USA: Stata-
Corp LLC. The manuscript was written according to the STROBE
guidelines for reporting cross-sectional studies [20].

Results

Participant characteristics

The online survey was completed by 1105 mental health profes-
sionals worldwide. However, as this analysis focused on Europe
only, the final sample consisted of 948 participants, including
835 (88.1%) psychiatrists and 113 (11.9%) psychiatry specialist
trainees working in 39 European countries. The regional distribu-
tion of the final sample notably deviated from the regional distri-
bution of the target population of European psychiatrists
(Supplementary Table 1 and Supplementary Figure 1). As response
rates were unevenly distributed across countries, we corrected for
these imbalances using post-stratification weighting. There were
139 (14.7%)missing data for the civil PTSD vignette. As imputation
would not have been valid, we conducted further analysis on
809 respondents with complete data. In the final sample, only
European psychiatrists and psychiatry residents who responded
to Case 2 and identified PTSD as the most likely diagnosis were
included (Supplementary Table 2). The sample consisted of
611 participants from the four European regions: CEE (n = 279),
SE (n = 92), NE (n = 92), and WE (n = 148) (Table 1). We found
almost no differences between respondents who correctly identified
PTSD and those who did not in most of the variables examined,
including age, gender, work setting, and experience in traumatology
or psychotherapy, nor in self-reports regarding adherence to clin-
ical guidelines (Supplementary Table 3). In the final sample, the
majority (72.3%) used a scale/instrument to validate the diagnosis
or measure the severity of symptoms and treatment efficacy, with
no significant differences between regions.
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Table 1. Description of participants; raw, unweighted data; total sample (n = 611)

CE Europe (n = 279) Southern (n = 92) Northern (n = 92) Western (n = 148) Total (n = 611)

Age (years), mean (SD) 44 (11) 43 (13) 49 (12) 51 (12) 46 (12)

Gender

Men 106 (38.0) 48 (52.2) 34 (37.0) 81 (54.7) 269 (44.0)

Women 173 (62.0) 44 (47.8) 58 (63.0) 67 (45.3) 342 (56.0)

Professional status

Residents 41 (14.7) 14 (15.2) 6 (6.5) 11 (7.4) 72 (11.8)

Psychiatrists 238 (85.3) 78 (84.8) 86 (93.5) 137 (92.6) 539 (88.2)

Workplace

University department 139 (49.8) 34 (37.0) 26 (28.3) 37 (25.0) 236 (38.6)

Public hospital 106 (38.0) 51 (55.4) 26 (28.3) 62 (41.9) 245 (40.1)

Private hospital or private practice 68 (24.4) 21 (22.8) 32 (34.8) 32 (21.6) 153 (25.0)

Community mental health 18 (6.5) 7 (7.6) 5 (5.4) 33 (22.3) 63 (10.3)

Work experience (years), mean (SD) 16 (11) 15 (12) 19 (10) 21 (12) 18 (11)

Certified psychotherapists 108 (38.7) 46 (50.0) 37 (40.2) 67 (45.3) 258 (42.2)

Certified psychotherapists’ main area

Cognitive behavioral therapy 54 (49.1) 17 (37.8) 7 (21.2) 20 (30.8) 98 (38.7)

Psychodynamic oriented 10 (9.1) 9 (20.0) 3 (9.1) 13 (20.0) 35 (13.8)

Integrative psychotherapy 11 (10.0) 4 (8.9) 7 (21.2) 12 (18.5) 34 (13.4)

Systemic family therapy 11 (10.0) 3 (6.7) 4 (12.1) 7 (10.8) 25 (9.9)

Psychoanalytic psychotherapy 2 (1.8) 4 (8.9) 6 (18.2) 4 (6.2) 16 (6.3)

EMDR 4 (3.6) 3 (6.7) 3 (9.1) 4 (6.2) 14 (5.5)

Other 18 (16.4) 5 (11.1) 3 (9.1) 5 (7.7) 31 (12.3)

Psychotraumatologists 52 (18.6) 11 (12.0) 8 (8.7) 36 (24.3) 107 (17.5)

PTSD patients monthly, mean (SD) 6 (9) 7 (14) 5 (9) 10 (13) 7 (11)

Availability of trauma-focused therapies

Trauma-focused CBT 116 (41.6) 38 (41.3) 44 (47.8) 84 (56.8) 282 (46.2)

EMDR 44 (15.8) 23 (25.0) 39 (42.4) 84 (56.8) 190 (31.1)

Psychodynamic oriented 75 (26.9) 23 (25.0) 32 (34.8) 46 (31.1) 176 (28.8)

Cognitive processing therapy 70 (25.1) 19 (20.7) 21 (22.8) 22 (14.9) 132 (21.6)

Narrative exposure therapy 18 (6.5) 13 (14.1) 4 (4.3) 26 (17.6) 61 (10.0)

Prolonged exposure 19 (6.8) 3 (3.3) 11 (12.0) 19 (12.8) 52 (8.5)

Other trauma-focused psychotherapy 51 (18.3) 4 (4.3) 24 (26.1) 46 (31.1) 125 (20.5)

No trauma-focused therapy 73 (26.2) 23 (25.0) 22 (23.9) 24 (16.2) 142 (23.2)

Guidelines followed

National guidelines 72 (25.8) 12 (13.0) 41 (44.6) 41 (27.7) 166 (27.2)

NICE 68 (24.4) 24 (26.1) 13 (14.1) 56 (37.8) 161 (26.4)

WHO 70 (25.1) 12 (13.0) 5 (5.4) 16 (10.8) 103 (16.9)

APA 36 (12.9) 17 (18.5) 5 (5.4) 16 (10.8) 74 (12.1)

ISTSS 7 (2.5) 4 (4.3) 7 (7.6) 10 (6.8) 28 (4.6)

U.S. Department of Defense 8 (2.9) 4 (4.3) 0 (0.0) 1 (0.7) 13 (2.1)

No specific guidelines 137 (49.1) 58 (63.0) 44 (47.8) 67 (45.3) 306 (50.1)

Abbreviations: CBT, cognitive behavioral therapy; CE, central and eastern; EMDR, eye movement desensitization and reprocessing; PTSD, post-traumatic stress disorder; SD, standard deviation.
Note: Data are presented as number (percentage) of participants if not stated otherwise.
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Clinicians’ treatment choices

The majority of participants would use antidepressants (82%), but
we observed statistically significant regional differences. Partici-
pants from NE and WE were less likely to recommend antidepres-
sants: 58 and 77%, respectively, compared to participants fromCEE
(89%) and SE (92%), respectively (Tables 2 and 3). The odds ratio
for the use of any antidepressant in SE versus NE was 7.88 (95% CI
2.61; 23.75; p < 0.001; FDR < 5%). There were also significant
regional differences in the specific choice of antidepressant. Venla-
faxine would be preferred by participants from the CEE region
compared to the NE andWE regions, sertraline would be preferred
by participants from the SE region compared to the CEE, NE, and
WE regions, and trazodone would be the least popular choice of
participants from the NE region compared to all three regions.
Significant differences in preferred medications were found, espe-
cially for concomitant medications. Benzodiazepines/sedatives
were preferred in CEE compared to NE and WE, and in SE
compared to NE (Tables 2 and 3). Antipsychotics were preferred
in CEE regions versus NE regions (Tables 2 and 3). In terms of non-
pharmacological methods, the majority of participants would rec-
ommend trauma-focused CBT (52%) and psychoeducation (35%),
with no significant differences between regions (Tables 2 and 3).

However, there were significant differences between regions for
other specific psychotherapies. CBT and cognitive processing
would be recommended slightly more often in CEE compared to
NE andWE and in SE compared toWE. Systemic therapy would be
recommended more often in CEE compared to SE and PE therapy
in CEE compared to NE. Interestingly, other psychotherapies
would be recommended more often in WE than in the other three
regions (Tables 2 and 3).

Latent classes based on clinicians’ treatment choices

The model with four latent classes demonstrated the best fit to the
empirical data (Supplementary Table 4). The number of partici-
pants classified into each of the four latent classes according to the
highest posterior probability was 367 (60.1%) in Class 1 (“Con-
ventional Antidepressant”), 51 (8.4%) in Class 2 (“Trazodone and
Exposure Therapy”), 65 (10.6%) in Class 3 (“Mirtazapine and
EMDR”), and 128 (21.0%) in Class 4 (“Comprehensive medica-
tion and CPT”).

Any antidepressant (vs. no antidepressant) would be recom-
mended less often by respondents in the first latent class (Table 4).
In the other three latent classes, all or almost all respondents would
use an antidepressant. Psychiatrists in the first latent class were

Table 2. Treatment choices; weighted data (n = 611)

CE Europe (n = 279) Southern (n = 92) Northern (n = 92) Western (n = 148) Total (n = 611)

Pharmacotherapy

Any antidepressant 89 (82–94) 92 (82–96) 58 (41–73) 77 (66–85) 82 (76–86)

Particular antidepressants

Sertraline 63 (53–72) 80 (69–88) 49 (33–65) 61 (49–71) 64 (58–70)

Venlafaxine 17 (11–25) 11 (5–23) 5 (3–8) 7 (3–12) 10 (7–14)

Other SSRI 36 (27–46) 21 (12–33) 9 (6–13) 15 (9–22) 21 (17–25)

Mirtazapine 9 (6–13) 17 (9–31) 17 (9–31) 14 (8–23) 14 (10–19)

Trazodone 13 (8–20) 13 (7–22) 5 (3–9) 11 (7–16) 11 (9–15)

Tricyclic antidepressants 1 (0–5) 1 (0–4) 1 (0–3) 3 (0–13) 2 (1–6)

Other drugs

Benzodiazepines 33 (24–42) 23 (14–37) 11 (4–27) 9 (7–11) 18 (15–21)

Anticonvulsants 3 (1–7) 3 (0–18) 0 (0–0) 0 (0–0) 1 (1–3)

Antipsychotics 4 (2–7) 2 (1–6) 0 (0–0) 3 (1–13) 3 (1–6)

Psychotherapy

Trauma-focused CBT 46 (36–56) 43 (32–55) 63 (42–80) 57 (46–67) 52 (45–58)

Psychoeducation about trauma 31 (23–41) 24 (15–37) 40 (23–61) 41 (30–52) 35 (29–42)

Cognitive behavioral therapy 42 (32–52) 30 (19–45) 13 (9–17) 18 (12–28) 26 (21–32)

Cognitive processing therapy 33 (24–42) 23 (14–37) 11 (4–27) 9 (7–11) 18 (15–21)

EMDR 9 (6–13) 17 (9–31) 17 (9–31) 14 (8–23) 14 (10–19)

Prolonged exposure 13 (8–20) 13 (7–22) 5 (3–9) 11 (7–16) 11 (9–15)

Psychodynamic psychotherapy 9 (5–17) 7 (3–17) 5 (3–10) 11 (6–19) 9 (6–14)

Narrative exposure therapy 1 (0–5) 1 (0–4) 1 (0–3) 3 (0–13) 2 (1–6)

Systemic therapy 4 (1–11) 0 (0–0) 0 (0–2) 0 (0–0) 1 (0–3)

Other trauma-focused psychotherapy 3 (1–7) 3 (0–18) 0 (0–0) 0 (0–0) 1 (1–3)

Other therapy 2 (1–3) 1 (0–4) 1 (0–3) 12 (6–22) 7 (4–12)

Abbreviations: CBT, cognitive behavioral therapy; CE, central and eastern; EMDR, eye movement desensitization and reprocessing.
Note: Data are presented as weighted percentage (95% confidence interval).
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Table 3. Regional differences in preferred treatment; weighted data (n = 611)

CEE-SE CEE-NE CEE-WE SE-NE SE-WE NE-WE

Pharmacotherapy

Any antidepressant 0.77 (0.26–2.29) 6.10 (2.41–15.42)a 2.57 (1.13–5.86)b 7.88 (2.61–23.75)a 3.32 (1.20–9.17)b 0.42 (0.18–0.98)

Particular antidepressants

Venlafaxine 1.64 (0.60–4.50) 3.75 (1.84–7.63)a 2.78 (1.18–6.56)b 2.28 (0.84–6.18) 1.69 (0.56–5.11) 0.74 (0.32–1.72)

Sertraline 0.43 (0.21–0.88)b 1.82 (0.84–3.94) 1.13 (0.62–2.08) 4.19 (1.75–10.02)c 2.61 (1.26–5.38)b 0.62 (0.28–1.38)

Other SSRI 2.12 (1.01–4.46) 5.47 (3.09–9.66)a 3.24 (1.69–6.21)a 2.58 (1.24–5.38)b 1.53 (0.69–3.40) 0.59 (0.31–1.12)

Trazodone 1.00 (0.44–2.25) 2.91 (1.28–6.63)b 1.24 (0.62–2.48) 2.91 (1.17–7.26)b 1.24 (0.56–2.75) 0.43 (0.19–0.96)b

Mirtazapine 0.48 (0.21–1.13) 0.49 (0.20–1.19) 0.64 (0.30–1.35) 1.02 (0.35–2.98) 1.32 (0.50–3.46) 1.29 (0.48–3.49)

Tricyclic antidepressants 1.21 (0.15–9.74) 1.60 (0.22–11.69) 0.46 (0.05–4.31) 1.32 (0.17–10.15) 0.38 (0.04–3.72) 0.28 (0.03–2.57)

Other drugs

Benzodiazepines 1.60 (0.74–3.44) 3.83 (1.21–12.13)b 4.92 (3.06–7.91)a 2.40 (0.68–8.41) 3.08 (1.57–6.05)c 1.28 (0.43–3.84)

Anticonvulsants 1.04 (0.13–8.63) – – – – –

Antipsychotics 1.84 (0.51–6.68) 12.64 (1.58–101.11)b 1.31 (0.23–7.38) 6.85 (0.72–64.74) 0.71 (0.10–4.84) 0.10 (0.01–1.29)

Psychotherapy

Trauma-focused CBT 1.10 (0.60–2.03) 0.50 (0.20–1.26) 0.64 (0.35–1.16) 0.46 (0.18–1.18) 0.58 (0.31–1.10) 1.28 (0.50–3.27)

Psychoeducation about trauma 1.41 (0.68–2.95) 0.67 (0.27–1.68) 0.67 (0.36–1.23) 0.48 (0.17–1.31) 0.47 (0.22–0.99) 0.99 (0.39–2.49)

Cognitive behavioral therapy 1.67 (0.80–3.51) 5.00 (2.94–8.48)a 3.16 (1.63–6.12)c 2.99 (1.47–6.07)c 1.89 (0.84–4.25) 0.63 (0.34–1.18)

Cognitive processing therapy 1.60 (0.74–3.44) 3.83 (1.21–12.13)b 4.92 (3.06–7.91)a 2.40 (0.68–8.41) 3.08 (1.57–6.05)c 1.28 (0.43–3.84)

EMDR 0.48 (0.21–1.13) 0.49 (0.20–1.19) 0.64 (0.30–1.35) 1.02 (0.35–2.98) 1.32 (0.50–3.46) 1.29 (0.48–3.49)

Prolonged exposure 1.00 (0.44–2.25) 2.91 (1.28–6.63)b 1.24 (0.62–2.48) 2.91 (1.17–7.26)b 1.25 (0.56–2.75) 0.43 (0.19–0.96)

Psychodynamic psychotherapy 1.43 (0.42–4.82) 1.84 (0.74–4.59) 0.86 (0.33–2.26) 1.28 (0.39–4.21) 0.60 (0.18–2.05) 0.47 (0.19–1.18)

Narrative exposure therapy 1.21 (0.15–9.74) 1.60 (0.22–11.69) 0.46 (0.05–4.31) 1.32 (0.17–10.15) 0.38 (0.04–3.72) 0.28 (0.03–2.57)

Systemic therapy 15.25 (1.68–138.30)b 14.11 (1.51–131.74)b – 0.93 (0.06–14.60) – –

Other trauma-focused psychotherapy 1.04 (0.13–8.63) – – – – –

Other therapy 1.38 (0.34–5.62) 1.44 (0.45–4.62) 0.13 (0.05–034)a 1.05 (0.22–5.07) 0.09 (0.02–0.39)c 0.09 (0.03–0.30)a

Abbreviations: CBT, cognitive behavioral therapy; CEE, central and eastern Europe; EMDR, eye movement desensitization and reprocessing – statistic could not be calculated; NE, Northern Europe; SE, Southern Europe; SSRI, selective serotonin reuptake
inhibitors; WE, Western Europe.
Note: Data are presented as weighted odds ratio (95% confidence interval). In each pair, a second region is the referent (odds = 1.00).
aStatistically significant at p < 0.001 with a false discovery rate <5%.
bStatistically significant at p < 0.05 with a false discovery rate <5%.
cStatistically significant at p < 0.01 with a false discovery rate <5%.
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most likely to recommend sertraline, as were psychiatrists in the
second and fourth latent classes. All psychiatrists in the second
latent class would recommend trazodone and PE therapy. The third
latent class was characterized by the use of mirtazapine and EMDR
therapy, and the fourth latent class was characterized by the use of a
large number of different antidepressants, significant use of benzo-
diazepines, anticonvulsants, and CPT.

Significant differences were observed across the latent class
regional distribution (Table 5). The age of the clinician also varied
significantly across classes, with Class “Comprehensive medication
and CPT” having the lowest mean age of 43 years. Differences in
work experience were also evident, with Class “Mirtazapine and
EMDR” having the highest mean work experience of 21 years. The
availability of trauma-focused therapies like EMDR was signifi-
cantly higher in Class 3 patients (49.2%).

Discussion

In this study, we investigated clinicians’ therapeutic choices for
treating PTSD among psychiatrists and psychiatry specialist train-
ees working in mental health services in four European regions.
Notably, almost 80% of the participants correctly identified the
diagnosis described in the case vignette, regardless of the European

region in which they worked. However, among those who correctly
identified PTSD, preferred treatment choices often differed across
European regions.

Choice of pharmacological treatment

When comparing pharmacological interventions, we found that
preferences for antidepressants in PTSD were similar across
European regions, with around 80% of the participants recom-
mending antidepressants, although significantly more so in SE
and CEE regions (around 90%) compared to NE and
WE. However, we found significant differences when comparing
the preferred specific medications across European regions. While
sertraline was the preferred first choice in all regions, it was largely
predominant in SE. The second preferred antidepressant was
“other SSRI,” but at different rates compared to other choices across
regions. The third preferred antidepressant differed between
regions, with mirtazapine somewhat predominant in NE and
WE, venlafaxine in CEE, and trazodone least popular in NE.

The largest difference in medication choices was found for
benzodiazepines and antipsychotics: benzodiazepines would be
recommended by about a third of participants from CEE and by
about a fifth of participants from SE, compared to less than 10% of
participants from WE and NE. The high prescription rate of

Table 4. Clinicians’ treatment choices in different latent classes

Class 1 (n = 367) Class 2 (n = 51) Class 3 (n = 65) Class 4 (n = 128) p

Pharmacotherapy

Any antidepressants 269 (73.3) 51 (100.0) 65 (100.0) 125 (97.7) <0.001

Particular antidepressants

Venlafaxine 45 (12.3) 10 (19.6) 10 (15.4) 27 (21.1) 0.081

Sertraline 211 (57.5) 31 (60.8) 30 (46.2) 77 (60.2) 0.264

Other SSRI 90 (24.5) 20 (39.2) 15 (23.1) 53 (41.4) 0.001

Trazodone 0 (0.0) 51 (100.0) 0 (0.0) 22 (17.2) <0.001

Mirtazapine 0 (0.0) 15 (29.4) 65 (100.0) 32 (25.0) <0.001

Tricyclic antidepressants 3 (0.8) 3 (5.9) 2 (3.1) 3 (2.3) 0.054

Other drugs

Benzodiazepines 0 (0.0) 0 (0.0) 0 (0.0) 128 (100.0) <0.001

Anticonvulsants 3 (0.8) 1 (2.0) 3 (4.6) 7 (5.5) 0.012

Antipsychotics 16 (4.4) 2 (3.9) 1 (1.5) 11 (8.6) 0.130

Psychotherapy

Trauma-focused CBT 179 (48.8) 28 (54.9) 36 (55.4) 54 (42.2) 0.249

Psychoeducation about trauma 125 (34.1) 22 (43.1) 22 (33.8) 51 (39.8) 0.444

Cognitive behavioral therapy 110 (30.0) 21 (41.2) 24 (36.9) 47 (36.7) 0.230

Cognitive processing therapy 0 (0.0) 0 (0.0) 0 (0.0) 128 (100.0) <0.001

EMDR 0 (0.0) 15 (29.4) 65 (100.0) 32 (25.0) <0.001

Prolonged exposure 0 (0.0) 51 (100.0) 0 (0.0) 22 (17.2) <0.001

Psychodynamic psychotherapy 34 (9.3) 4 (7.8) 7 (10.8) 10 (7.8) 0.900

Narrative exposure therapy 3 (0.8) 3 (5.9) 2 (3.1) 3 (2.3) 0.054

Systemic therapy 3 (0.8) 1 (2.0) 1 (1.5) 9 (7.0) 0.001

Other trauma-focused psychotherapy 3 (0.8) 1 (2.0) 3 (4.6) 7 (5.5) 0.012

Other therapy 23 (6.3) 3 (5.9) 5 (7.7) 9 (7.0) 0.965

Note: Class 1: conventional antidepressant; Class 2: trazodone and exposure therapy; Class 3: mirtazapine and EMDR; Class 4: comprehensive medication and CPT.
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Table 5. Description of the latent classes

Class 1 (n = 367) Class 2 (n = 51) Class 3 (n = 65) Class 4 (n = 128) p

Region

CE Europe 143 (39.0) 19 (37.3) 23 (35.4) 94 (73.4) <0.001

Southern Europe 52 (14.2) 16 (31.4) 9 (13.8) 15 (11.7)

Northern Europe 49 (16.1) 7 (13.7) 16 (24.6) 10 (7.8)

Western Europe 47 (12.0) 9 (17.6) 17 (26.2) 9 (7.0)

Age (years), mean (SD) 47 (12.2) 47 (13.8) 50 (12.7) 43 (11.0) 0.001

Gender

Men 159 (43.3) 27 (52.9) 28 (43.1) 55 (43.0) 0.615

Women 208 (56.7) 24 (47.1) 37 (56.9) 73 (57.0)

Professional status

Residents 42 (11.4) 4 (7.8) 7 (10.8) 19 (14.8) 0.568

Psychiatrists 325 (88.6) 47 (92.2) 58 (89.2) 109 (85.2)

Workplace

University department 131 (35.7) 20 (39.2) 27 (41.5) 58 (45.3) 0.263

Public hospital 140 (38.1) 23 (45.1) 24 (36.9) 58 (45.3) 0.418

Private hospital or private practice 96 (26.2) 16 (31.4) 16 (24.6) 25 (19.5) 0.333

Community mental health 44 (12.0) 2 (3.9) 7 (10.8) 10 (7.8) 0.236

Work experience (years), mean (SD) 18 (11) 18 (12) 21 (13) 15 (10) 0.002

Certified psychotherapist 171 (46.6) 14 (27.5) 29 (44.6) 44 (34.4) 0.013

Certified psychotherapists’ main area

Cognitive behavioral therapy 68 (40.7) 5 (29.4) 10 (34.5) 15 (37.5) 0.143

Psychodynamic oriented 21 (12.6) 4 (23.5) 5 (17.2) 5 (12.5)

Integrative psychotherapy 21 (12.6) 1 (5.9) 7 (24.1) 5 (12.5)

Systemic family therapy 15 (9.0) 1 (5.9) 1 (3.4) 8 (20.0)

Psychoanalytic psychotherapy 10 (6.0) 4 (23.5) 2 (6.9) 0 (0.0)

EMDR 10 (6.0) 1 (5.9) 2 (6.9) 1 (2.5)

Other 22 (13.2) 1 (5.9) 2 (6.9) 6 (15.0)

Psychotraumatologists 63 (17.2) 6 (11.8) 13 (20.0) 25 (19.5) 0.607

PTSD patients monthly, mean (SD) 8 (13) 5 (6) 8 (9) 5 (7) 0.094

Availability of trauma-focused therapies

Trauma-focused CBT 172 (46.9) 21 (41.2) 38 (58.5) 51 (39.8) 0.086

EMDR 124 (33.8) 9 (17.6) 32 (49.2) 25 (19.5) <0.001

Psychodynamic oriented 104 (28.3) 14 (27.5) 23 (35.4) 35 (27.3) 0.662

Cognitive processing therapy 74 (20.2) 10 (19.6) 11 (16.9) 37 (28.9) 0.142

Narrative exposure therapy 34 (9.3) 5 (9.8) 7 (10.8) 15 (11.7) 0.876

Prolonged exposure 35 (9.5) 1 (2.0) 8 (12.3) 8 (6.3) 0.148

Other trauma-focused psychotherapy 71 (19.3) 8 (15.7) 17 (26.2) 29 (22.7) 0.446

No trauma-focused therapy 83 (22.6) 13 (25.5) 10 (15.4) 36 (28.1) 0.242

Guidelines followed

National guidelines 106 (28.9) 11 (21.6) 16 (24.6) 33 (25.8) 0.639

NICE 96 (26.2) 10 (19.6) 25 (38.5) 30 (23.4) 0.083

WHO 54 (14.7) 8 (15.7) 9 (13.8) 32 (25.0) 0.052

APA 38 (10.4) 7 (13.7) 10 (15.4) 19 (14.8) 0.433

ISTSS 17 (4.6) 4 (7.8) 4 (6.2) 3 (2.3) 0.380

U.S. Department of Defense 8 (2.2) 1 (2.0) 2 (3.1) 2 (1.6) 0.921

No specific guidelines 184 (50.1) 30 (58.8) 30 (46.2) 62 (48.4) 0.552

Abbreviations: CBT, cognitive behavioral therapy;; CE, central and eastern; EMDR, eye movement desensitization and reprocessing; PTSD, post-traumatic stress disorder; SD,
standard deviation; V, Cramer’s coefficient of concordance.
Note: Data are presented as number (percentage) of participants if not stated otherwise. Class 1: conventional antidepressant; Class 2: trazodone and exposure therapy; Class 3:
mirtazapine and EMDR; Class 4: comprehensive medication and CPT.
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benzodiazepines in psychiatry and general medicine worldwide is
often criticized because of concerns regarding addiction, intoxica-
tion, andmortality and therefore requires consideration [21]. How-
ever, regarding the particular importance of benzodiazepines in
CEE and SE regions, it is possible that this is due to different clinical
presentations of PTSD, that is, with more cPTSD characteristics, as
countries from these regions have been devastated by wars in recent
decades [22]. Some studies have suggested that use is more wide-
spread in Western countries [23], but there may be a lack of data
from CEE countries, as some authors have pointed out [14]. How-
ever, these results are consistent with studies from Eastern Europe
indicating a high number of patients treated with benzodiazepines
for long periods of time [24]. Interestingly, antipsychotics were
more likely to be recommended among participants in CEE com-
pared to NE countries. As with benzodiazepines, this may be due to
the complex presentation of PTSD in patients from the CEE and SE
regions, as countries from these regions have been devastated by
war in recent decades.

When it comes to the specific choice of medication, the avail-
ability of some medications may explain the choice, for example,
mirtazapine may not be as readily available in some CEE countries
as, for example, trazodone. However, these results also appear to be
related to a complex interplay of historical, cultural, and socio-
economic aspects that show differences between the four European
regions and have subsequently contributed to differences in the
training of mental health professionals and the organization of
mental health services. For example, the educational and organiza-
tional characteristics of mental health services in CEE countries
have been largely similar for decades inmost of the Commonwealth
of Independent States, which includes the largest part of the former
Soviet Union’s member states [14], and may still influence clin-
icians’ decision-making processes 12], regardless of the recent
changes in European mental health systems. On the other hand,
NE andWEhigh-income countries have introduced a wide range of
multidisciplinary community-based services for people with men-
tal health problems and reorganized mental health care services
toward recovery-oriented care models and a move toward human
rights, social inclusion, and empowerment in recent decades [25],
which may also have influenced the decreased use of medication in
favor of non-pharmacological methods. These changes may have
ultimately led to a shift frommedication to psychological interven-
tions. Indeed, we identified four distinct “profiles” of clinicians
using LCA, some of which were associated with European regions,
possibly indicating a different clinical training background, as
described above: clinicians from Class “Conventional
Antidepressant”(the most predominant one, associated with the
highest percentage of psychotherapists withClass “Mirtazapine and
EMDR”) would use antidepressants, usually sertraline, less often
than other classes; clinicians from Class “Trazodone and Exposure
Therapy” (associated with the SE region) would recommend tra-
zodone and PE psychotherapy; clinicians from Class “Mirtazapine
and EMDR” (associated with older age and more experience, status
as a certified psychotherapist, availability of EMDR therapy, and
WE and NE regions) would recommend mirtazapine and EMDR;
and clinicians from Class “Comprehensive medication and CPT”
(associated with the CE region) would recommend various anti-
depressants, benzodiazepines, and CPT.

Choice of non-pharmacological treatment

Approximately 40% of the participants, with no significant differ-
ences between the four regions, reported that they were certified

psychotherapists. In the LCA, the status of certified psychotherapist
contributed to the affinity to Class “Conventional Antidepressant”
and Class “Mirtazapine and EMDR” “profiles” of clinicians based
on their choice of treatment for PTSD. Of all certified psychother-
apists (42%), the vast majority were trained in CBT (39%), espe-
cially in the CEE countries. The number seems high [26], especially
for regions other than NE or WE, because in most European
countries outside these regions, becoming a licensed psychother-
apist requires additional self-funded training on top of the regular
education programs in psychiatry. In some of the WE and NE
countries, psychotherapy training (mainly for CBT and in some
countries also for systemic therapy, psychodynamic, and integra-
tive psychotherapy) is offered and fully paid for within the regular
psychiatry training program [26]. In line with this, and with the
reported availability of psychotherapy services at their place of
work, about 40% of respondents would also recommend non-
pharmacological methods for PTSD – psychoeducation and
trauma-focused CBT, with no regional differences. When compar-
ing regions, it seems that some therapies (i.e., CPT, PE therapy) are
more popular in CEE especially compared to NE regions, while
some other psychotherapies are more popular inWE. According to
our results, this distribution is not related to psychotherapeutic the
training of the participants, but rather to the availability of the
specific psychotherapeutic services at their place of work. It is
possible that availability may explain some of the similarities
between NE and WE in the treatment of PTSD – primarily in the
use of similar psychotherapeutic approaches. While these findings
are likely to be related to a complex interplay of general views on
mental health, prescription practices, availability of resources, and
further socioeconomic factors shaping mental health care in
European regions, some of these aspects are certainly related to
government policies and financial support for the development of
mental health services within single countries. For example, the use
of EMDR, as one of the newer evidence-based therapies for PTSD,
has been introduced into psychiatric practice more recently than
trauma-focusedCBT or cognitive processing andmay not bewidely
available in CEE countries [27]. Concordantly, in the LCA, where
we identified four distinct “profiles “of clinicians in the sample
based on their choice of treatment for PTSD, the availability of
EMDR was one of the factors significantly associated with Class
“Mirtazapine and EMDR” of participants. Psychiatric societies in
NE and WE countries may have a stronger educational/scientific
reputation in their countries and have more influence on govern-
ment policies than in CEE countries, where this process may still be
developing.

The use of clinical guidelines

While the educational impact (as well as the influence on govern-
ment policy) is also achieved by using clinical guidelines, it is
interesting to note that about half of the participants reported that
they do not use guidelines in clinical practice, regardless of the
region of work. Of those who use clinical guidelines, participants
from NE and WE seem to prefer national guidelines (WE also
prefer NICE guidelines, which can be considered national at least
for UK participants). Participants from SE and CEE would prefer
national, NICE, and WHO guidelines (and APA in SE countries).
This, again, supports the above-mentioned assumption that com-
pared to SE and CEE, psychiatric societies in NE andWE countries
have a stronger educational/scientific reputation among their col-
leagues and among their governments. Indeed, in the LCA, age and
work experience were highest in Class “Mirtazapine and EMDR” of
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participants, which was predominantly found in NE and WE
countries.

However, as about half of the participants stated that they did
not adhere to the guidelines, and none of the named guidelines
recommended regular concomitant use of benzodiazepines or
mood stabilizers, we can also assume that other factors, such as
general views, customs, available resources, and unknown factors,
may contribute to specific regional treatment choices. In particular,
given the historical background and nature of the political systems
in the CEE until the 1990s, it is possible that most clinical know-
ledge was acquired through clinical experience and practice passed
on to younger generations by their mentors, especially considering
the publication gaps in these countries [14].

Limitations of the study

The study had several limitations that have been described else-
where [12]. Briefly, we cannot give clear estimation of the response
rate nor claim that the sample is fully representative at the national
level because of low response rates in individual countries and a
possible association of nonresponse with specific preferred treat-
ment approaches. The overall number of participants was com-
prised a small proportion of all psychiatrists, especially in some
countries. We used EuroVoc to categorize countries into regions,
which could potentially lead to the grouping of countries with
different characteristics [28]. In addition, this study used a non-
standardized tool to measure treatment attitudes based on clinical
cases. Although the case vignettes were developed using consensus
agreement with the international experts in the field of psycho-
traumatology, they were not designed to differentially assess diag-
nostic precision or differential diagnostic competencies in the
spectrum of trauma-related disorders, or even validated nor were
differences in culture and organization of healthcare in the partici-
pating countries considered when creating the survey. Thus, our
survey represents a first approximation to this topic, but does not
assess the level of clinical knowledge, competencies, and prejudices
in the field of trauma-related disorders or include current devel-
opments, that is, the novel field of complex PTSD represented in the
new diagnostic categories in DSM-5 and ICD-11 and emerging
novel treatments [29].

Generalizability of the results

In this study, we reported a first comprehensive dataset on clin-
icians’ treatment choices for PTSD among psychiatrists and psych-
iatry specialist trainees across Europe. This is particularly
significant given that while the majority of participants correctly
identified the diagnosis in the clinical case, there was a large
variation in the preferred treatment options.

Implications of the findings for future practice

The study has several important implications. First and foremost, it
indicates a general convergence in the clinicians’ choices for
pharmacotherapy (instead of psychotherapy) as treatment for
PTSD across Europe, which is not anchored in current clinical
guidelines, but is probably related to the availability of resources.
The observed differences in specific pharmacological approaches
(add-on medications) as well as psychotherapies between the four
European regions call for more dialogue within the European
national psychiatric associations and EPA community to promote
standardization of best practice. Interestingly, we found that about

half of the participants did not follow any specific guidelines when
recommending treatment for PTSD. Therefore, the EPA should
work to identify strategies to facilitate the implementation of
guidelines to be endorsed by clinicians. The EPA will use these
results to promote good clinical practice across Europe among
mental health practitioners, mental health organizations, and
European policy makers.

In line with this objective, the EPA should further promote and
propose educational activities to support the implementation of
best practice at different levels. This includes: 1) continuing and
improving professional development for psychiatrists with a focus
on clinical approaches to PTSD in different European regions; 2)
harmonizing training programs and promoting standards of best
practice by including them in the European Psychiatric Specialist
Examination, which is currently under development; and 3) pro-
moting real-world clinical trials and inclusion of the new findings in
clinical guidelines.
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