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Comprehensive evaluation of the
efficacy and patient acceptance
of combined antidepressant
and cognitive behavioral
therapy in the treatment
of post-traumatic stress disorder
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Haiting Xu1* and Xiaohong Li1*
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2Beijing Public Security Police Clinic, Beijing, China
Background: To improve treatment outcomes and enhance the prognosis of

patients with PTSD (Post-Traumatic Stress Disorder), the efficacy and patient

acceptance of antidepressant treatment for PTSD are comprehensively

evaluated, and its clinical application value is explored.

Methods: A retrospective study is conducted, with 200 patients divided into a

medication group and a combination group, with 100 patients in each group. The

medication group receives a single antidepressant (primarily a selective serotonin

reuptake inhibitor) for 8 weeks, while the combination group receives the same

medication plus a 60-minute weekly trauma-focused cognitive behavioral

therapy (TF-CBT). Symptom severity, side effects, and adherence are assessed

using standardized clinical interviews and self-rating scales. Correlation analysis

and multiple linear regression (MLR) are used to explore the relationships

between these indicators.

Results: The combination group has higher medication satisfaction (p < 0.001),

lower frequency of side effects (insomnia: 0.70 ± 0.42 times vs. 1.25 ± 0.47 times,

p < 0.001), and higher medication compliance rate (93.0% vs. 85.0%, p < 0.001).

Conclusions: Compared with antidepressant monotherapy, combining

antidepressant and CBT treatment significantly alleviates patient symptoms,

reduces side effects, and improves treatment adherence and satisfaction. This

study provides a new perspective for tailoring treatment plans and improving

treatment precision and effectiveness.
KEYWORDS

cognitive behavior therapy, drug therapy analysis, efficacy evaluation, patient
acceptance, post-traumatic stress disorder treatment
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1 Introduction

Post-traumatic stress disorder (PTSD) is a chronic mental

disorder that occurs after experiencing extreme events (1, 2). It

affects approximately 3.9% of adults globally, with the prevalence

being even higher in certain high-risk populations (3). The

treatment of PTSD primarily involves psychological interventions

and pharmacotherapy. However, most current evaluation methods

focus solely on the efficacy of drug treatment, often neglecting

patients’ subjective experiences and treatment acceptability. This

narrow focus makes it challenging to assess the overall effectiveness

of treatment and lacks a robust scientific foundation.

Currently, mainstream international guidelines recommend

trauma-focused psychotherapy and drug therapy as combined

treatment options. In China, the prevention and treatment of

PTSD also emphasizes the core role of psychotherapy. However,

in clinical practice, single drug treatment is still relatively common,

and patients’ subjective experience, satisfaction and long-term

compliance with treatment are often ignored, resulting in poor

treatment effects. Therefore, conducting a comprehensive

evaluation of the efficacy and patient acceptance of PTSD drug

treatment has important clinical significance. This study not only

focuses on symptom relief, but also incorporates indicators such as

patients’ subjective feelings, side effects, and compliance, aiming to

comprehensively evaluate the real-world effects of the combined

drug and psychological model. The results of the study can provide

empirical evidence for clinicians to optimize treatment plans,

improve patients’ treatment experience and long-term prognosis,

and promote the development of PTSD treatment in China in a

more humane and precise direction.

An integrated evaluation approach combining quantitative and

qualitative methods is employed to assess the efficacy of PTSD

treatment and patient acceptance. Evaluating outcomes from both

clinical effectiveness and subjective experience perspectives provide

clinicians with valuable insights into patient needs and support the

refinement of treatment strategies, offering significant practical

implications for future large-scale intervention research.

This study aims to retrospectively evaluate the efficacy and

patient acceptance of antidepressant monotherapy versus

antidepressant combined with cognitive behavioral therapy (CBT)

in patients with post-traumatic stress disorder (PTSD). Specific

objectives include: comparing the improvement of core PTSD

symptoms (CAPS-5, PCL-5) between the two treatment models;

assessing patient satisfaction with treatment, side effects, and

medication compliance; exploring the association between efficacy

indicators and patient acceptance, thereby providing empirical

evidence for optimizing individualized treatment plans for PTSD.
2 Methods

2.1 Study participants and case screening

A total of 200 patients treated in a hospital between January and

December 2023 are retrospectively selected as the study
Frontiers in Psychiatry 02
participants. Based on the diagnostic criteria for PTSD in the

Diagnostic and Statistical Manual of Mental Disorders, Fifth

Edition (DSM-5) (4–6).

2.1.1 The case selection criteria are as follows
Exposure to a major traumatic event;

Meeting all DSM-5 diagnostic criteria for PTSD, including

intrusive recollections, avoidance behaviors, altered negative

emotions and cognitions, and heightened arousal, with symptoms

persisting for more than one month and resulting in significant

functional impairment;

Age range 18 to 65 years;

No psychotic disorder such as schizophrenia or bipolar

disorder, and no severe personality disorder (such as borderline

personality disorder);

Complete clinical records, including initial diagnosis and

treatment records, and at least two follow-up visits.

2.1.2 Situations that need to be excluded include
Current or recent (within the past six months) substance use

disorder (such as alcohol or drug abuse);

Pregnancy or breastfeeding;

Known hypersensitivity to selective serotonin reuptake

inhibitors or other drugs in treatment;

Inability to independently complete the assessment scale due to

cognitive impairment or severe psychiatric symptoms;

Incomplete medical records refer to the lack of any of the

following key data: assessment records at the initial diagnosis,

medication records during treatment, scale scores, or post-test

evaluation results at the end of treatment.

2.1.3 Screening process
Two researchers independently review electronic medical

records to identify potentially eligible patients based on the above

criteria. For patients initially screened, the accuracy of diagnostic

and treatment information is verified by verifying medical history

records, psychological assessment reports, and laboratory test

results. To control for potential confounding factors and enhance

intergroup comparability, 1:1 nearest neighbor matching is used to

pair the medication and combination groups. Matching variables

include age, sex, trauma type, and baseline CAPS-5 score. The two

researchers cross-validate the screening results, and any

disagreements are resolved through discussion. Finally, from the

eligible patients, 100 patients each in the medication and

combination groups are selected for analysis based on the

treatment regimen they received, as shown in Figure 1:

Before enrollment, all patients undergo a detailed clinical

evaluation, including medical history collection, psychological

testing, and laboratory tests. All 200 patients included in this

study are outpatients in the psychiatric and psychological

department of Beijing Huilongguan Hospital. All interventions

are completed in the outpatient setting, and follow-up is

conducted through appointments or telephone interviews. All

patients sign an informed consent form to ensure transparency

and voluntariness of participation in the evaluation (7).
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2.2 Group design and treatment

200 PTSD patients are included in the study to evaluate the

effect of drug therapy combined with psychological therapy on the

efficacy of PTSD and patient acceptance. Through a retrospective

study design, the 200 patients are divided into two groups according

to the different treatment methods: the drug treatment group (drug

group) and the drug combined with psychological intervention

group (combined group), with 100 patients in each group. Both

groups are assigned based on details in the medical records and

cross-checked by two independent personnel. Patients in both

groups were informed that they were receiving “standard PTSD

treatment” without specifying the intervention type (e.g., the

medication group was not told they were not receiving CBT),

reducing expectation bias in self-reported outcomes (e.g., PCL-

5, TSQM).

2.2.1 Drug group
Patients in the drug group are treated with a single traditional

antidepressive drug regimen (8–10), primarily a selective serotonin

reuptake inhibitor(SSRIs), including sertraline (50-150mg/d),

paroxetine (20-50mg/d), and fluoxetine (20-60mg/d). The specific

medication was determined by physicians based on the patient’s age,

liver and kidney function, and past medication history. All medications

were administered once daily for 8 weeks. The medication regimen is

formulated according to previous clinical guidelines. Each patient’s

medication status is closely monitored, and dose adjustments,

medication compliance, and adverse reactions are recorded.
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2.2.2 Combined group
Participants in the combined group receive standardized

trauma-focused cognitive behavioral therapy (TF-CBT) (11–13)

once weekly for 60 minutes for eight sessions, while taking

antidepressants. Specific intervention components include:

Psychoeducation and Therapeutic Alliance Building:

Participants are introduced to the etiology of PTSD and the

principles of TF-CBT, and a personalized treatment plan

is developed;

Cognitive Restructuring: Participants are identified as

maladaptive beliefs related to trauma (such as self-blame and an

overgeneralized sense of danger) and modified through Socratic

questioning and evidence-based questioning;

Exposure and Processing of Traumatic Memories: Participants

are guided to gradually confront traumatic memories through

v e r b a l r e t e l l i n g i n a s a f e env i r onmen t , r e du c i n g

emotional avoidance;

Coping Skills Training: Participants are taught relaxation

techniques, emotion regulation strategies, and problem-solving

skills to enhance self-management skills.

All psychological interventions are delivered by full-time

psychotherapists with a national Level II psychological counselor

qualification. All therapists have received standardized, systematic

training in trauma-focused TF-CBT (14, 15) and possess at least

three years of clinical experience treating PTSD or related trauma-

related disorders. Treatments are conducted using a standardized

treatment manual, and senior supervisors regularly monitor quality

to ensure consistent and standardized interventions.
FIGURE 1

Patient selection process..
frontiersin.org

https://doi.org/10.3389/fpsyt.2025.1737322
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Jia et al. 10.3389/fpsyt.2025.1737322
2.3 Measurement tools

CAPS-5 (Clinician-Administered PTSD Scale for DSM-5): As

the primary efficacy measure, it assesses the severity of core PTSD

symptoms (16–18). This semi-structured clinical interview covers

four dimensions: intrusive recollections, avoidance, negative

emotions and cognitive changes, and heightened alertness. Scores

are scored on a 0–4 scale (0 = no symptoms, 4 = very severe

symptoms), with a total score range of 0-80, with higher scores

indicating more severe symptoms.

PCL-5 (PTSD Checklist for DSM-5): As a secondary efficacy

measure, it is self-assessed by patients (19–21). This 20-item scale

corresponds to the four PTSD symptom clusters in DSM-5. Scores

are scored on a 1–5 scale (1 = none, 5 = very severe), with a total

score range of 20-100. It assesses the frequency of patients’

subjective symptoms.

TSQM (Treatment Satisfaction Questionnaire for Medication):

This scale is specifically designed to measure patients’ subjective

experience of medication treatment and encompasses four

dimensions: effectiveness, side effects, convenience, and global

satisfaction (22). Each group completes the first TSQM

assessment after two weeks of treatment, followed by a second

assessment in the final week of treatment. The scale uses a 1–7 point

scale (1 being very dissatisfied and 7 being very satisfied). The

survey is conducted anonymously to ensure the authenticity and

reliability of patient feedback. To improve the effectiveness of the

TSQM in clinical application, this study conducts brief interviews

with patients in different groups after each questionnaire survey to

better understand their acceptance of medication treatment.
2.4 Data collection and participant
assessment process

Retrospective Study Design: This is a retrospective cohort study

involving patients with PTSD who receive treatment at Beijing

Huilongguan Hospital between January and December 2023 and

complete an 8-week course of treatment. All patients are assigned to

their treatment group based on their actual treatment regimen

(pharmacology alone or medication combined with CBT), and data

is collected from their complete electronic medical records.

Although the intervention has concluded, pre-intervention

(baseline) and post-intervention (week 8) assessment data is

extracted according to a rigorous standardized process.

Assessment Timing and Assessors: All patients undergo a

baseline assessment at their first visit by a dedicated assessment

team, including history collection, DSM-5 diagnosis confirmation,

and CAPS-5 and PCL-5 assessments. The baseline assessment is

conducted by two clinical psychologists with at least five years of

experience in PTSD assessment and an attending psychiatrist. All

assessors receive standardized training in CAPS-5 assessment and

are blinded to the patient’s group assignment during the study (i.e.,

assessors are not involved in the patient’s treatment decisions and

are unaware of the patient’s group assignment during the post-test).
Frontiers in Psychiatry 04
The scale data before and after the intervention is fully recorded in

the hospital electronic medical record system.

Figure 2 shows the evaluation and data collection of this paper:

Treatment Data Collection: TSQM Assessment: Patients

complete the TSQM anonymously in a quiet, private space at

Weeks 2 and 8 of treatment. After each assessment, a research

assistant conducts a brief interview to collect qualitative feedback.

Side Effect Recording: Side effect data is collected using daily

patient logs and regular clinic visits. The logs require patients to

record the frequency of common adverse reactions, such as

headache, nausea, and insomnia (23, 24).

Adherence Assessment: Medication diaries and interviews are

used. Patients receive their medication packs and record their

medication use at baseline. The logs are reviewed by research

assistants at each follow-up visit, and in-depth interviews are

conducted to understand reasons for missed doses and

influencing factors.

Endpoint Assessment: At the end of Week 8, all patients are

assessed with the CAPS-5 and PCL-5 post-tests by the same baseline

assessment team (maintaining blinded status).

Data Management and Quality Control: All data are entered

electronically using a double-entry method. Medical records are

reviewed by two independent reviewers. The consistency of scale

data is assessed using the Kappa test (CAPS-5, PCL-5) and

Cronbach’s a coefficient (TSQM). All data are uploaded to an

encrypted database to ensure security and integrity.
2.5 Data modeling and association analysis

Data modeling and association analysis aim to reveal the

intrinsic relationship between drug efficacy and patient

acceptance as a whole and provide quantitative support and a

theoretical basis for rational clinical medication. This paper

establishes an MLR model to conduct a preliminary analysis of

indicators such as efficacy and acceptance and quantitatively

eva lua tes the impact o f each e fficacy ind i ca tor on

patient acceptance.

First, the collected efficacy data and acceptance data are cleaned

and normalized. The efficacy data include patient CAPS-5 scores,

PCL-5 scores, and other data, and the acceptance data includes the

TSQM scale, treatment compliance, and other data. Multiple

imputation method is used to fill in for missing data, and a

complete data set is obtained based on the relationship between

covariates. The data normalization process is:

x0 =
x − m
s

(1)

In Equation 1, x is the raw data; m is the mean; s is the standard

deviation. The standardized data is used for subsequent

model analysis.

The Pearson correlation coefficient (PCC) method is used to

measure the linear relationship between efficacy and patient

acceptance:
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r = on
i=1(xi − �x)(yi − �y)ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi

on
i=1(xi − �x)2on

i=1(yi − �y)2
q (2)

If rj j > 0:5, it is considered a statistically significant correlation

(Equation 2).

The MLR model is used to establish an efficacy prediction

model further to explore the relationship between treatment effect

and acceptance:

y = b0 + b1x1 + b2x2 +⋯+bnxn + e (3)

In Equation 3, y represents the patient’s acceptance; xi
represents the characteristic variable related to the treatment

effect; bi represents the regression coefficient; e represents the

error. The regression coefficient is estimated using the ordinary

least squares (Equation 4):

b̂ = (XTX)−1XTy (4)
2.6 Statistical analysis

SPSS 21.0 software is used for data analysis. The measurement

data, such as age and CAPS-5 score, is expressed as mean and

standard deviation, and the independent sample t test is used for

inter-group comparison. The count data, such as gender and
Frontiers in Psychiatry 05
trauma type, is described as n (%) and compared using chi-square

or non-parametric tests. Meanwhile, MLR analysis is used to further

evaluate the comprehensive impact of multiple factors on patient

acceptance. For all statistical tests, p < 0.05 indicates statistically

significant differences. We used inverse probability of treatment

weighting (IPTW) to adjust for unmeasured confounders, including

trauma severity (assessed by additional clinical notes on trauma

exposure intensity) and comorbidities (e.g., anxiety, depression

comorbidity rates extracted from medical records).
3 Results

3.1 Descriptive analysis

To ensure the comparability of the two groups of patients at

baseline, a comparative analysis of demographic and clinical

characteristics is conducted, as shown in Table 1.

In Table 1, the two groups are similar in terms of gender

distribution, mean age, trauma type, and pretreatment CAPS-5 and

PCL-5 scores. Males account for 59.0% (59/100) of the medication

group and 56.0% (56/100) of the combined treatment group. Themean

ages of the two groups are 38.4 and 38.6 years, respectively, and the

initial CAPS-5 scores are 65.4 and 65.0, respectively. These similarities

in baseline characteristics indicate good comparability between the two

groups and provide a basis for subsequent efficacy analyses.
FIGURE 2

Evaluation and data collection.
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3.2 Evaluation results of efficacy and
acceptability

3.2.1 CAPS-5 scale results
After different groups receive corresponding treatments, the

efficacy and patient acceptance of each treatment are evaluated and

analyzed. Table 2 lists the changes in CAPS-5 scores before and

after treatment.

Table 2 shows that the CAPS-5 scores of the two groups are

similar before treatment, and there is no significant difference

between the two groups (p = 0.853). After 8 weeks of treatment,

the drug group scores 52.1 ± 10.2 points, and the combined

group scores 39.5 ± 9.8 points. The comparison between the two

groups shows that the CAPS-5 scores after treatment are

significantly different (p < 0.001), indicating that the combined

group has better efficacy and that the combined treatment of

drugs and CBT can more effectively relieve PTSD symptoms and

improve efficacy.

3.2.2 PCL-5 scale results
Table 3 shows the changes in PCL-5 scores before and

after treatment.

From Table 3, the PCL-5 scores of the two groups are similar

before treatment, and there is no statistically significant difference

between the two groups (p = 0.882). After 8 weeks of treatment, the

PCL-5 score of the drug group is 37.8 ± 9.2 points, and the PCL-5

score of the combined group is 30.2 ± 8.7 points. In the inter-group

comparison, there are significant differences in the PCL-5 scores of

the two groups after treatment, and the p value is<0.001, reaching

the significance level. This result shows that combined therapy can

improve the clinical symptoms of PTSD patients and the

treatment effect.
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3.2.3 TSQM scale results
Tables 4 and 5 show the TSQM scale results at weeks 2 and 8.

From the results in Table 4, at week 2, the scores of the drug

group in the four items of efficacy, side effects, convenience, and

overall satisfaction are 4.35 ± 1.18 points, 4.08 ± 0.80 points, 4.26 ±

0.98 points, and 4.32 ± 1.25 points, respectively. In comparison, the

scores of the combined group in the four items are 4.67 ± 1.01

points, 4.60 ± 1.03 points, 4.78 ± 0.77 points, and 4.78 ± 1.02 points.

In the inter-group comparison, there are significant differences in

the scores of treatment effect, side effects, convenience, and overall

satisfaction between the groups after receiving treatment. The p

values of each item are all less than 0.001, reaching the significance

level, indicating that the combined group has an ideal overall

treatment experience for patients.

From the results in Table 5, at week 8, the scores of the drug

group in the four items are 4.52 ± 1.15, 4.35 ± 0.88, 4.58 ± 0.96, and

4.58 ± 1.20, respectively, while the scores of the combined group in

the four items are 5.09 ± 1.01, 4.93 ± 1.05, 5.12 ± 0.72, and 5.25 ±

0.98, respectively. The combined group scores significantly higher

than the medication group on all dimensions of the TSQM. This

result suggests that patients receiving combined CBT treatment

report greater satisfaction and acceptance of their antidepressant

medication. This may be related to CBT indirectly enhancing

patients’ positive experience with medication by improving

overall symptoms, increasing confidence in treatment, or

improving self-management skills. It is important to emphasize

that the TSQM assesses patient satisfaction with medication, not

acceptance of psychotherapy itself.

3.2.4 Side effects and compliance results
The side effects and compliance results are shown in Tables 6

and 7.
TABLE 1 Descriptive analysis of demographic and clinical characteristics (with standardized mean differences after IPTW).

Feature Drug group (n = 100)
Combination group

(n = 100)
Standardized Mean
Difference (SMD)

Gender, n (%)

Male 59 (59.0%) 56 (56.0%) 0.06

Female 41 (41.0%) 44 (44.0%) 0.06

Age (years), mean ± SD 38.4 ± 9.1 38.6 ± 8.7 0.02

Trauma type, n (%)

Traffic accident 32 (32.0%) 30 (30.0%) 0.04

War or military conflict 2 (2.0%) 1 (1.0%) 0.08

Natural disaster 12 (12.0%) 15 (15.0%) 0.09

Serious bodily injury 33 (33.0%) 29 (29.0%) 0.08

Other 21 (21.0%) 25 (25.0%) 0.09

Initial CAPS-5 score (points), mean ± SD 65.4 ± 12.7 65.0 ± 12.3 0.03

Initial PCL-5 score (points), mean ± SD 52.3 ± 10.1 52.5 ± 9.9 0.02
All SMDs are< 0.1 after IPTW adjustment, confirming excellent balance between the drug group and combination group for all key demographic and clinical confounders.
Bold values represent different classification criteria (gender, trauma type).
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From Table 6, the frequencies of side effects of headache,

nausea, and insomnia in the drug group are 1.21 ± 0.45 times,

0.76 ± 0.32 times, and 1.25 ± 0.47 times, respectively. In contrast,

the frequencies of side effects of headache, nausea, and insomnia in

the combined group are 0.90 ± 0.40 times, 0.55 ± 0.35 times, and

0.70 ± 0.42 times, respectively. In the inter-group comparison, there

are significant differences in the frequencies of side effects between

the groups after receiving treatment, and their p values are all less

than 0.001.

From Table 7, the medication compliance rate of the drug group

is 85.0 ± 10.5%, and the number of missed medications is 1.20 ±

1.50 times. In contrast, the medication compliance rate of the

combined group is 93.0 ± 10.0%, and the number of missed

medications is 0.80 ± 1.20 times. The p values of the inter-group

comparison are all less than 0.001, and the compliance results are

significantly different. This result shows that the medication

compliance rate and the number of missed medications of the

combined group patients are significantly improved. CBT can

effectively improve patients’ treatment compliance and efficacy by

improving their treatment motivation and self-management ability.
3.3 Correlation analysis

Based on the results of efficacy and acceptability evaluation, a

correlation analysis is conducted, and Table 8 shows the results.

In Table 8, the scores of CAPS-5 and PCL-5 show a high

positive correlation (r = 0.95, p < 0.05). This result indicates that the

scores of CAPS-5 and PCL-5 change in the same direction,

suggesting that the efficacy of drug therapy combined with

psychological therapy for PTSD is consistent in clinical evaluation

and patient self-evaluation. The analysis results showed that the
Frontiers in Psychiatry 07
TSQM score at Week 8 was significantly positively correlated with

CAPS-5 score and PCL-5 score (r = 0.87, r = 0.88, p < 0.05), which

means that as PTSD symptoms are alleviated, patient acceptance

also increases, further confirming a close relationship between the

efficacy of combination therapy and patient acceptance. CAPS-5,

PCL-5, and the frequency of adverse reactions are negatively

correlated (r = -0.56, r = -0.51, p < 0.05), indicating that the more

effective the treatment method is, the fewer adverse reactions the

patient may suffer. Patient compliance correlates significantly

positively with CAPS-5 and PCL-5 scores (r = 0.73, r = 0.70, p <

0.05). The higher the patient’s compliance during medication, the

better the efficacy, indicating that compliance positively impacts

efficacy. The incidence of side effects negatively correlates with

compliance results (r = -0.62, p < 0.05), indicating that the more

adverse reactions occur, the worse the compliance. The increase in

adverse drug reactions can cause patients to interrupt or fail to take

medication in time during medication, thus affecting the efficacy.
3.4 MLR

This paper takes the patient’s treatment acceptance as the

dependent variable and the efficacy index as the independent

variable to further explore the mechanism between efficacy and

acceptance. The four dimensions of the TSQM scale quantify the

patient acceptance. The efficacy index is evaluated by CAPS-5 and

PCL-5 scales. Table 9 shows the final regression analysis results:

In Table 9, the effects of the CAPS-5 score, PCL-5 score, efficacy,

side effects, convenience, and overall satisfaction on treatment

acceptance are statistically significant, and their p values are all

less than 0.05. Among them, the regression coefficient of side effects

is negative (b = -0.18, p < 0.001), indicating that the increase in side
TABLE 2 CAPS-5 scores before and after treatment.

Group
Number of
cases (n)

Before
treatment
(points)

After
treatment
(points)

Drug
group

100 65.4 ± 12.7 52.1 ± 10.2

Combined
group

100 65.0 ± 12.3 39.5 ± 9.8

t 0.779 -12.312

p 0.853 <0.001
TABLE 3 PCL-5 scores before and after treatment.

Group
Number of
cases (n)

Before
treatment
(points)

After
treatment
(points)

Drug
group

100 52.3 ± 10.1 37.8 ± 9.2

Combined
group

100 52.5 ± 9.9 30.2 ± 8.7

t 0.152 -10.286

p 0.882 <0.001
TABLE 4 TSQM scale scores at week 2.

Group
Number of cases

(n)
Efficacy
(points)

Side effects
(points)

Convenience
(points)

Overall satisfaction
(points)

Drug group 100 4.35 ± 1.18 4.08 ± 0.80 4.26 ± 0.98 4.32 ± 1.25

Combined
group

100 4.67 ± 1.01 4.60 ± 1.03 4.78 ± 0.77 4.78 ± 1.02

t -4.323 -3.787 -3.570 -4.091

p <0.001 <0.001 <0.001 <0.001
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effects and the decrease in efficacy are statistically significant, which

means that the frequency of side effects has an essential impact on

the patient’s efficacy. In addition to the efficacy, the patient’s

acceptance of treatment is also affected by side effects,

convenience, and overall satisfaction.
4 Discussion

Existing studies have preliminarily explored the potential of

combining antidepressants with psychotherapy in the management

of PTSD (25–27). Merz et al. compared the efficacy and

acceptability of psychotherapy, drug therapy, and their

combination in adult PTSD patients through a network meta-

analysis. The results showed that antidepressants combined with

psychotherapy were superior to single treatment models in

symptom relief, but the study lacked long-term follow-up data

and did not conduct an in-depth analysis of patients’ subjective

acceptance of treatment (28). This finding suggests that combined

treatment may have advantages, but its tolerability, satisfaction, and

compliance in the real world still need further verification. To

further identify the Intermediate Phenotype (IP) of PTSD and

assess the sensitivity of IP to the treatment of post-traumatic

stress symptoms, Palmisano et al. searched five databases for

empirical studies published in English between January 2010 and

August 1, 2022. They provided preliminary support for the utility of

IP measures in assessing treatment efficacy, but the risk of bias and

methodological limitations limited the validity and generalizability

of the results (29). Cusack et al. studied the effect of General Self-

Efficacy (GSE) on the efficacy of PTSD and used multilevel

modeling to examine archival data of male veterans receiving

mental health services. The results showed that efforts to improve
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GSE and focus on moderating factors such as educational

attainment may help improve the treatment of PTSD (30).

Existing research has made important progress in the evaluation

of the efficacy of PTSD treatment and patient acceptance, providing

rich data and methodological support. However, it ignores

individual differences and pays less attention to patients’

subjective experience and treatment compliance. There are

problems of methodological bias and insufficient generalizability

of the results.

Patient acceptance is an essential factor in the successful

treatment of PTSD, which directly affects treatment compliance

and long-term efficacy (31–33). Zhao et al. investigated the

relationship between self-acceptance, PTSD, and post-traumatic

growth (PTG) among Chinese rescuers by examining the

mediating role of social support. The results showed that the

model adequately fit the data and indicated that social support

partially mediated the relationship between self-acceptance, PTSD,

and PTG (34). Roche used a case study to illustrate the management

of PTSD using an Acceptance and Commitment Therapy (ACT)-

based approach in the context of Traumatic Brain Injury (TBI).

Outcome measures were taken before and after the intervention and

at 3-month and 12-month follow-up. ACT outcome indicators,

psychological indicators, and quality of life scores all improved,

consistent with subjective reports, indicating that acceptance and

commitment therapy is a feasible intervention for treating post-

traumatic stress disorder after TBI (35). Kelly et al. conducted a

pilot randomized trial of the effect of an ACT-based approach in

improving social support for veterans with PTSD. Baseline

assessment and follow-up results showed that participants in the

ACT group had significant improvements in the quality of social

relationships, participation in social and leisure activities, and

symptoms of post-traumatic stress disorder (36). Existing studies
TABLE 6 Side effect results.

Group
Number of
cases (n)

Headache Nausea Insomnia

Drug
group

100 1.21 ± 0.45 0.76 ± 0.32 1.25 ± 0.47

Combined
group

100 0.90 ± 0.40 0.55 ± 0.35 0.70 ± 0.42

t 3.247 3.754 6.051

p <0.001 <0.001 <0.001
TABLE 7 Compliance results.

Group
Number
of cases

(n)

Medication
compliance
rate (%)

Number of
missed doses of

medication

Drug
group

100 85.0 ± 10.5 1.20 ± 1.50

Combined
group

100 93.0 ± 10.0 0.80 ± 1.20

t -3.669 5.271

p <0.001 <0.001
TABLE 5 TSQM scale scores at week 8.

Group
Number of cases

(n)
Efficacy
(points)

Side effects
(points)

Convenience
(points)

Overall satisfaction
(points)

Drug group 100 4.52 ± 1.15 4.35 ± 0.88 4.58 ± 0.96 4.58 ± 1.20

Combined
group

100 5.09 ± 1.01 4.93 ± 1.05 5.12 ± 0.72 5.25 ± 0.98

t -6.725 -4.447 -3.292 -4.744

p <0.001 <0.001 <0.001 <0.001
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have different focuses on the evaluation of efficacy and patient

acceptance in PTSD treatment, but lack systematicity

and comprehensiveness.

Comprehensive assessments in this study show that compared

with the medication group, the combined group performs better in

all dimensions of the CAPS-5, PCL-5, and TSQM (Satisfaction with

Antidepressants), with fewer side effects and higher compliance.

This suggests that combining antidepressants with CBT not only

more effectively alleviates core PTSD symptoms but also

significantly improves patient satisfaction with and adherence to

antidepressants. To minimize differential care, we emphasized that

all therapists followed a standardized TF-CBT manual, and senior

supervisors conducted monthly audits to ensure consistent

intervention delivery (audit results showed >95% adherence to

the manual). This increased medication acceptance may be due to

CBT improving patients’ overall psychological state and treatment

motivation through mechanisms such as cognitive restructuring

and coping skills training, thereby indirectly enhancing their

positive evaluation of medication. Cognitive restructuring

techniques in CBT may help patients view medication effects

more rationally, reduce disappointment caused by inflated

expectations or misunderstandings, and thus enhance their

perception of medication efficacy (TSQM-Effectiveness

dimension). The coping skills and emotion regulation strategies

taught in CBT may buffer common initial medication side effects

(such as activation and insomnia), making patients more tolerable

to adverse reactions (TSQM-Side Effects dimension), thereby

improving adherence. Furthermore, regular psychological

counseling itself may enhance patients’ motivation for treatment

and sense of social support. This positive therapeutic alliance may
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generalize to trust and acceptance of the entire treatment plan

(including medication). Therefore, CBT not only directly targets

core PTSD symptoms but may also indirectly amplify the net

benefits of medication treatment by improving patients’

psychosocial functioning and treatment engagement.

Based on the evaluation and analysis results, it is recommended

that health education and psychological counseling for patients in

clinical work be strengthened to improve patient compliance and

satisfaction. In the early stages, patients should be given detailed

medication guidance, and regular follow-up and psychological

counseling can be used to improve their self-care ability. At the

same time, the side effects produced during their treatment should

be actively evaluated to reduce their adverse reactions and improve

the overall treatment experience. During treatment, physicians

should pay attention to patients’ feedback and optimize it to

enhance patient satisfaction and achieve better efficacy. Future

research can further explore the acceptance of treatment in

different populations, evaluate the effectiveness of individualized

treatment, and provide new ideas and approaches for the diversified

treatment of PTSD.

Although this study provides evidence for the effectiveness of

combining medication with CBT for the treatment of PTSD, several

limitations remain. This is a single-center, retrospective cohort study

with a relatively limited sample size and a lack of long-term follow-up

data, preventing the assessment of the long-term effects of combined

treatment. We acknowledge the risk of single center bias in this study,

as all participants were outpatients from a hospital in Beijing. The

results may not be applicable to rural populations or hospitalized

patients with severe comorbidities. We suggest conducting multicenter

studies involving different clinical environments in the future.
TABLE 9 MLR analysis results (with VIF values).

Independent variable Regression coefficient b Standard error (SE) t p Variance Inflation Factor (VIF)

CAPS-5 score 0.45 0.126 3.752 0.001 3.45

PCL-5 score 0.32 0.103 3.204 0.001 3.28

Efficacy 0.32 0.085 4.226 0.027 2.15

Side effects -0.18 0.131 -2.227 <0.001 1.82

Convenience 0.38 0.096 4.594 0.019 2.07

Overall satisfaction 0.41 0.111 3.736 0.001 2.94
All VIF values range from 1.82 to 3.45 (all< 5), indicating no moderate or severe multicollinearity in the model.
TABLE 8 Correlation analysis results.

Variable CAPS-5 score PCL-5 score TSQM score Side effect results Compliance results

CAPS-5 score 1.000 0.95* 0.87* -0.56* 0.73*

PCL-5 score 0.95* 1.000 0.88* -0.51* 0.70*

TSQM score 0.87* 0.88* 1.000 -0.47* 0.79*

Side effect results -0.56* -0.51* -0.47* 1.000 -0.62*

Compliance results 0.73* 0.70* 0.79* -0.62* 1.000
TSQM score refers to the total scale score at Week 8 of treatment.* indicates statistical significance.
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Thesample size is insufficient for subgroup analysis (e.g. by trauma type

or age), and plan to explore these subgroups in future multicenter

studies using larger samples (≥ 500 participants). We acknowledge

that post-traumatic stress disorder is a chronic disease, and 8 weeks

is not sufficient to assess long-term recurrence rates and sustained

compliance. We plan to conduct a 12-month follow-up of the research

cohort and report long-term results in subsequent manuscripts. This

study did not use specialized assessment tools for psychological

interventions, and only indirectly reflected patients’ acceptance of

CBT through the TSQM scale (focusing on medication satisfaction)

and treatment adherence. This may not fully capture patients’

subjective experiences of psychotherapy itself. Future studies can

introduce tools such as psychotherapy satisfaction scales and

therapeutic alliance scales to more directly and accurately assess

patients’ acceptance of CBT and related influencing factors. There is

a risk of indication confusion in this study, acknowledging that clinical

treatment decisions may be influenced by unrecorded patient factors

such as family support and treatment willingness. Finally, the sample is

primarily drawn from outpatients, and the results may not be

applicable to inpatients with more severe or complex comorbidities.
5 Conclusions

This study explores the efficacy of pharmacotherapy for PTSD and

patient acceptance of treatment using scale assessment, correlation

analysis, and MLR analysis. Results show that combining

antidepressants with CBT significantly alleviates symptoms, reduces

side effects, and improves patient satisfaction and adherence with

antidepressants compared to pharmacotherapy alone. This suggests

that psychological interventions may indirectly enhance patient

acceptance of pharmacotherapy by improving the overall treatment

experience. This paper provides new ideas for the comprehensive

treatment and evaluation of PTSD, emphasizing the comprehensive

role of treatment effect and the patient’s overall experience.
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