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Background
Evidence-based treatment and age-specific services are
required to address the needs of trauma-affected older popula-
tions. Narrative exposure therapy (NET) may present an appro-
priate treatment approach for this population since it provides
prolonged exposure in a lifespan perspective. As yet, however,
no trial on this intervention has been conductedwith older adults
from Western Europe.

Aims
Examining the efficacy of NET in a sample of older adults.

Method
Out-patients with post-traumatic stress disorder (PTSD), aged 55
years and over, were randomly assigned to either 11 sessions of
NET (n = 18) or 11 sessions of present-centred therapy (PCT) (n =
15) and assessed on the Clinician-Administered PTSD Scale
(CAPS) pre-treatment, post-treatment and at follow-up. Total
scores aswell as symptom scores (re-experience, avoidance and
hyperarousal) were evaluated.

Results
Using a piecewise mixed-effects growth model, at post-treat-
ment a medium between-treatment effect size for CAPS total

score (Cohen’s d = 0.44) was found, favouring PCT. At follow-up,
however, the between-treatment differences were non-signifi-
cant. Drop-out rates were low (NET 6.7%, PCT 14.3%) and no
participant dropped out of the study because of increased
distress.

Conclusions
Both NET and PCT appear to be safe and efficacious treatments
with older adults: PCT is non-intrusive and NET allows for
imaginal exposure in a lifespan perspective. By selectively pro-
viding these approaches in clinical practice, patient matching
can be optimised.
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Globally, the number of older adults is increasing.1 Post-traumatic
stress disorder (PTSD)2 in older adults is a serious condition,3

often associated with depression and somatic problems. Compared
with younger cohorts, older adults present higher arousal and
lower avoidance levels.4 Preliminary controlled trials on the efficacy
of trauma-focused interventions for older adults – sample mean ages
from57 to 71 years5–8 – revealedmixed results for PTSD. The experi-
mental interventions included narrative exposure therapy (NET),
virtual reality exposure therapy and therapist-guided internet-
based therapy; the controls included psychoeducation, wait lists
and present-centred therapy (PCT), originally developed as
Present Centered Therapy. Reported between-treatment effect
sizes in Hedges’ g (from non-significance to 1.41) were substantially
smaller than mean effect sizes of psychotherapy among adults in
general:9 Hedges’ g = 1.14, 95% CI [0.97; 1.3]. The trial on NET5

yielded promising results, which call for replication. Because of bar-
riers in assessment10 and clinical practice,11 adequate psychothera-
peutic service for older people with PTSD is not self-evident. If
traumatic backgrounds are not recognised in primary healthcare,
older patients frequently get inappropriate treatments, leading to
dissatisfaction and overconsumption of somatic care or medica-
tion.10 Furthermore, uncertainty exists about the need for trauma-
focused interventions when treating older people with PTSD12 and
how to provide such treatments in an age-specific way.4

By embedding trauma-focused cognitive–behavioural therapy
(TFCBT) in a lifespan perspective and by allowing for imaginal
exposure of multiple traumatic memories, NET13 might be an

appropriate treatment option for older adults. Medium to large
effect sizes were found for NET for adults and good treatment
results were found for older adults.14

In this randomised controlled trial (RCT), the efficacy of NET
for older people with PTSD was compared with non-trauma-
focused PCT.15,16 In addition to PTSD severity (according to
DSM-IV2) and diagnosis, individual treatment response and
drop-out rates were reported. Consistent with the preliminary find-
ings,5 a larger decline in PTSD symptoms was expected for NET
participants than in the control group during treatment. During
follow-up, it was expected that the differences between the trends
of NET and PCT would be sustained. Finally, it was expected that
mainly avoidance and hyperarousal symptoms would be reduced.

Method

Participants were recruited from two specialised Dutch centres
(Foundation Centrum ’45 and the Sinai Centrum) assessing and
treating psychotrauma-related disturbances. After approval of the
medical ethics committee at Leiden University (protocol number
P13.009), participants were enrolled between April 2013 and
April 2016. Eligible patients were approached by their intake thera-
pists. After receiving a complete description of the study, those con-
senting gave written informed consent. To assess interrater
reliability and treatment adherence, permission was asked to video-
tape all assessments and treatment sessions. Subsequently, those
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consenting were interviewed to formally check inclusion and exclu-
sion criteria.

Study entry criteria

Participants were adults, aged 55 years or older, seeking individual
treatment for PTSD in the trial sites. The limit of 55 years was set to
capture important age-related challenges such as retirement, loss of
family members and friends, and physical and cognitive changes.
Eligibility required meeting DSM-IV-TR (2000) criteria for PTSD
and, if taking psychotropic medication, maintaining a stable dose
for at least 2 months. Participants were asked to keep their medica-
tion regimen unchanged throughout the treatment in consultation
with their prescribers. Exclusion criteria involved severe cognitive
impairment (Mini-Mental State Examination17 score ≤20),
current high suicide risk, active psychosis or bipolar disorder
(assessed with the Mini-International Neuropsychiatric
Interview),18 not meeting full PTSD-IV criteria on the Clinician-
Administered PTSD Scale (CAPS),19 current substance disorders
and concurrent psychosocial treatment during the study. No restric-
tions were applied on language proficiency.

Design

This RCT compared NET with PCT. For ethical reasons, an active
comparator was selected. PCT focuses on current problems, avoid-
ing traumatic memories. Participants were randomly assigned to 11
sessions of NET or 11 sessions of PCT, using computer-generated
random numbers. The senior researcher had access to the computer
programme, kept a log file of all random assignments and assigned
the participants to the therapists. To increase comparability, session
length and number of both treatments were equated. Taking into
account patients’ preferences and availability, session frequency
could vary from 1 to 2 weeks. This naturalistic approach resulted
in highly variable assessment intervals.

Interventions

NET is a standardised, individual treatment intervention13 for
PTSDwhich is based on TFCBT and includes components from tes-
timonial therapy,20 such as the chronological narrative.
Consequently, multiple adverse events can be processed. The inter-
vention includes 4–15 sessions of 90 min each, depending on the
number of traumatic experiences. In NET, therapist and patient col-
laboratively develop a chronological narrative of the patient’s life,
emphasising memories of trauma and perceived support.
Developing and revising this autobiographical narrative allows the
patient to re-experience avoided traumatic experiences in imaginal
exposure. This procedure is considered to modify the patient’s
neural fear networks and to reorganise autobiographical memor-
ies,13 reducing symptoms and restoring narrative continuity. The
narrative is written down and the resulting document may be
used by the patient for legal or personal purposes. Therapists in
both trial sites conducted NET following the manual.13 Session
one is dedicated to psychoeducation and treatment planning. In
session two, the therapist and the participant create a visual timeline
of traumatic and supporting experiences and select the events for
exposure. Sessions three to ten are dedicated to imaginal exposure.
The last session allows for receiving the documented narration,
focusing on the future and saying goodbye.

PCT, developed as a non-trauma-focused control condition,
includes psychoeducation about PTSD and homework assignments
targeting current maladaptive relational patterns by including
problem-solving techniques, and helps patients to focus on the
‘here and now’. Since PCT was found to show similar efficacy in
reducing post-traumatic and depressive symptoms to that of

trauma-focused psychotherapy,21,22 PCT could be presented as a
credible therapeutic alternative.15 Moreover, PCT had significantly
fewer participants dropping out than trauma-focused compara-
tors.21 Therapists conducted PCT following the PCT protocol.15,16

After the introductory session, nine 90 min sessions are focused
on relieving daily stress. In homework assignments, the patients
select the relevant issues. The last session allows for summarising,
looking forward and saying goodbye.

Both interventions involved registered psychotherapists, psych-
iatry residents or fully qualified psychosocial therapists with appro-
priate training in NET or PCT. All therapists had completed the
required training; some of them had additional experience. If neces-
sary, treatments were facilitated by professional interpreters over the
telephone. To prevent investigator allegiance effects independent,
qualified trainers and supervisors participated in the study. In super-
vision meetings, treatment content (including videotapes) and pro-
cesses were evaluated. For both conditions, therapist manuals were
designed, including study procedures and the medication protocol
(manuals available on request). To systematically assess treatment
content, a checklist (details available from the corresponding
author on request) of prescribed or proscribed components was
used, adapted for use in the interventions. To take account of the
desired focus, the checklist was stratified (introduction, trauma-
informed psychoeducation and present-centred sessions), allowing
for a detailed assessment. In PCT session reports, treatment
content was summarised. Treatment adherence in the PCT was
assessed by the assistant researchers or the senior researcher observ-
ing randomly selected videotaped treatment sessions (stratified by
therapist and treatment phase). Additionally, all PCT session
reports were screened for the abstinence of trauma exposure.

Assessments

PTSD-IV severity and diagnosis weremeasured using the CAPS19 in
Dutch translation.23 In addition to total scores, symptom cluster
scores (re-experience, avoidance and arousal) were calculated.
Finally, individual change and drop out were reported. The assess-
ments were scheduled to take place pre-treatment, post-treatment
and at follow-up (4 months). After follow-up assessment, partici-
pants converted to care as usual.

Assessments were conducted by trained, independent master
students in clinical psychology with extensive training in the use
of the CAPS, assisted by professional interpreters if necessary. As
part of their training, all assessors signed a declaration of confiden-
tiality and conducted diagnostic sessions under direct observation
of the senior researcher, a registered psychotherapist. To ensure
blinding of treatment allocation, assessors had limited access to par-
ticipants’ data; participants were asked not to reveal treatment
content. All interpreters were trained for clinical interviews in psy-
chotherapy and signed a declaration of confidentiality. After com-
pleting all assessments, participants received a gift coupon in
appreciation of their time and effort.

The pre-treatment assessment included a structured interview
about sociodemographic data. To assess traumatic experiences the
CAPS Life Events Checklist was used. DSM-IV-TR (2000) diagnosis
and symptom severity were assessed using the CAPS. The CAPS
assesses frequency and intensity ratings (range [0; 4]) resulting in
symptom scores (range [0; 8]) for all 17 PTSD symptoms according
to DSM-IV-TR (total range [0; 136]). A symptom was considered
present if its frequency was rated as at least one and its intensity as at
least two.19 TheCAPS has beenwidely used in trauma research, reveal-
ing strong psychometric properties. In previous studies, high internal
consistency was reported: Cronbach’s α = [0.89; 0.95].23–26 Good
internal reliability was maintained in different translations.23,25 High
specificity and sensitivity were found with older combat veterans.26
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Statistical analysis

Power calculations were based on the assumption of small to
medium relative effect sizes. Using G*Power version 3.1 for
Windows,27 a total sample size of 28 was estimated (assuming a
power of 0.80, a two-sided significance level of 0.05 and three
repeated measures). To allow for participant attrition of 20%, the
aim was a final sample size of 34.

Since the treatment and follow-up duration highly varied across
participants, a piecewise mixed-effects growth model was used to
determine weekly change rates in the four outcome measures
across time (therapy versus follow-up) and treatments. The time
factor was scaled at zero corresponding to the post-treatment meas-
urement. This multilevel model enabled the comparison of mean
NET and PCT outcome scores at post-test. Between-subjects vari-
ation for the duration of treatment and follow-up could be taken
into account,28 as well as between-subjects variability at post-treat-
ment. This model permitted varying change rates during treatment
and follow-up29 but required reformulating the expectations into
operational hypotheses:

(a) during treatment, the outcome change rate is different for
either condition;

(b) during follow-up, the outcome change rate is different for either
condition;

(c) for NET, the outcome change rate is equal during treatment
and follow-up;

(d) for PCT, the outcome change rate is different during treatment
and follow-up;

(e) at post-treatment, the two conditions have different outcomes.

Four covariates were included in the model: comorbid depres-
sion symptoms and childhood trauma were considered to have a
negative impact on the effectiveness of psychological treat-
ments,30,31 female gender was associated with higher treatment
effects for PTSD9,32,33 and higher numbers of traumatic events
were found to increase PTSD symptom severity.34,35

Treatment adherence, interrater reliability and demographic
and clinical variables were analysed with SPSS version 23 for
Windows (IBM, Armonk, NY). χ2-tests or Fisher’s exact tests and
independent t-tests were used to compare demographic and clinical
characteristics between participants and refusers, treatment com-
pleters and those who dropped out, as well as between the treatment
conditions. Interrater reliability was calculated by dividing the pro-
portion of agreements between two observers by the probability for
that proportion.

The data were converted to the softwareMLwiN version 3.02 for
Windows36 with restricted maximum likelihood and robust stand-
ard errors. The hypotheses were submitted to contrast testing.37

Underlying model assumptions were evaluated and potential multi-
collinearity of covariates was assessed by means of variance inflation
factors. Furthermore, the relation between the number of traumatic
events and CAPS scores was assessed by means of scatterplots. Two‐
sided tests were conducted with a significance level of α = 0.05.

To evaluate individual treatment response, clinically significant
change (indicated as treatment response) was rated. Treatment
response was defined as a symptom reduction of ten or more
points on CAPS38,39 and outcomes dropping under the CAPS cut-
off value of 40 scoring points. Harm was defined as an increase in
symptoms by ten or more points followed by drop out. Treatment
drop out indicated the percentage of participants prematurely ter-
minating treatment.

Clinical trial registration

This clinical trial was registered with the Netherlands Trial Register
(NTR), under reference number 3987, and NARCIS (Dutch

National Academic Research and Collaborations Information
System), OND1352440.

Results

Participants

Figure 1 provides details of the participant flow through the trial.
The diagram includes all patients who met inclusion criteria at
intake, i.e. before being informed about the study and formally
interviewed. In total, 67 patients were approached; 36 patients
were assessed for eligibility. Reported reasons to decline participa-
tion were fear of increased stress due to assessments, or refusal to
be randomised. Table 1 displays the baseline and clinical statistics
of the two treatment conditions.

Because of external circumstances, one participant’s treatment
was exceptionally long; consequently, this participant’s data were
removed from all further analyses. At baseline, no significant differ-
ences across conditions were found in the covariates and other clin-
ical and sociodemographic variables, except for the assistance of
interpreters. Participants were civilian trauma survivors, referred
by primary physicians or medical specialists. Reported traumatic
events included persecution and political and domestic violence,
including childhood abuse. The participants’ mean age was 63.81
years and 75% were males. Most participants originated from the
Netherlands (51.5%) and the Middle East (36.4%). All participants
had encountered multiple traumatic events (mean 9.15, s.d. 3.76).
A total of 12 participants (36.4%) reported childhood trauma, imply-
ing trauma occurring between 5 and 12 years of age; 10 participants
(30.3%) reported sexual trauma. As shown in Table 1, no significant
between-group differences for those variables were found. From the
participants, 60.6% suffered from comorbid depression and 9.1%
were assisted by interpreters.

Attrition

After being included in the study, three patients refused to partici-
pate before starting treatment. Refusal involved not accepting the
allocated intervention, not wanting to participate in the required
assessments and fearing increase in stress following exposure ses-
sions. Three more participants left treatment prematurely (two of
them refusing to continue the prescribed number of sessions and
assessments; one not being able to do so due to altered personal cir-
cumstances). Completer and drop-out rates did not significantly
differ across treatment conditions (t (1) = 0.45, P = 0.501). The t-
tests revealed no significant differences in age (t (27) = 1.51, P =
0.142) or pre-treatment symptom severity (t (27) =−0.52, P =
0.604) between completers and drop-outs.

Treatment adherence

Most therapists provided either NET or PCT. Four therapists pro-
vided both NET and PCT. Videotaped treatment sessions (both
interventions) of those therapists were included in the treatment
adherence assessment. Of all treatment sessions, 39 (12.96%) ses-
sions (21 for NET and 18 for PCT) were randomly selected for inde-
pendent protocol adherence scoring by two assessors. On a scale of
100, the overall mean treatment adherence ranged from 87 for PCT
(s.d. 14) to 89 for NET (s.d. 11), which is considered excellent.
According to the assessors, on average 87–89% of the desired treat-
ment protocol components were applied during the interventions.
Inspection of PCT session reports confirmed that no deviations of
the prescribed focus were detected. Treatment adherence scores
did not significantly differ for NET and PCT (t (37) = 0.515, P =
0.609).
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Reliability

To assess the interrater reliability, 19.33% of all assessments were
randomly elected, stratified for assessor, participant and time of
assessment. A total of 14 independent assessors conducted the
assessments; 7 of which were involved in assessing interrater reli-
ability. Interrater reliability was good (Cohen’s κ = 0.72) for PTSD
severity. Internal consistency for the CAPS was excellent
(Cronbach’s alpha = 0.88).

Missing data

From 396 scores (i.e. four outcome measures administered three
times with 33 participants), 44 scores (11.1%) were missing due to
refusal after inclusion (7.1%) or drop out (4%).

Outcomes

Table 2 presents the mean outcomes and their s.d. at the three
assessments per treatment group. Individual treatment response is
presented in Supplementary Table 3 available at https://doi.org/10.
1192/bjp.2019.59 and shows the number of participants who
reported recovery, treatment response, no response or symptom
increase per treatment group.

No participant reporting increased symptoms left treatment
prematurely. After starting treatment, one participant in the NET
group developed dissociative symptoms and was admitted to resi-
dential care. The participant then continued NET according to
the protocol as a single psychotherapeutic treatment.

During treatment, a majority of treatment completers in both
conditions showed treatment response in PTSD severity. From

Met inclusion criteria at intake
(n= 67)

Declined to participate (n = 21)
Excluded (n= 13) at intake and/or screening
® Did not reach cut-off of CAPS (n= 11)
® Interfering comorbid disordersa,b (n= 2)

Measured (n= 15)
® Refused to complete assessments (n= 1)

Measured (n= 15)
® Refused appointment for assessment (n= 1)

Allocated to NET (n= 18)
® Started allocated intervention (n= 16)
® Refused to participate (n= 2)

Measured  (n= 12)
® Refused to complete assessments (n= 2)

Allocated to PCT (n= 15)
® Started allocated intervention (n= 14)
® Refused to participate (n = 1)

Measured (n= 12)

Allocation

Follow-up

Post-treatment

Randomised (n= 33)

Enrolment

Analysed  (n= 15)
Analysed  (n= 18)
® Excluded from analysis due to prolonged
treatment duration (n= 1)

Analysis

Fig. 1 CONSORT 2010 flow diagram.

a. Cognitive impairment; b. current substance misuse.
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Table 1 Baseline personal and trial characteristics of participants per treatment condition

NET PCT Analysis

n = 18 n = 15 χ2 t-test d.f. P-value

Sociodemographic characteristics
Age in years, mean (s.d.) 62.65 (5.89) 62.47 (6.24) 0.46 31 0.616
Gender 0.01 1 1.000a

Female, n (%) 5 (27.8) 4 (26.7)
Number of traumatic events −4.21 29 0.677
Mean (s.d.) 8.83 (4.11) 9.40 (3.52)

Childhood trauma (≤12 years) 0.19 1 0.667
Yes, n (%) 6 (35.3) 6 (42.9)
No, n (%) 11 (64.7) 8 (57.1)

Sexual trauma 3.68 1 0.121a

Yes, n (%) 3 (17.6) 7 (50)
No, n (%) 14 (82.4) 7 (50)

Region of Origin 0.30a 2 1.000a

Netherlands, n (%) 8 (47.1) 8 (53.3)
Middle East, n (%) 7 (41.2) 5 (33.3)
Other, n (%) 2 (11.1) 2 (13.3)

Residency situation 0.92 1 0.324a

No refugee status, n (%) 12 (66.7) 12 (80)
Refugee with residence permit, n (%) 5 (33.3) 3 (20)

Education 2.87a 2 0.191a

Basicb, n (%) 1 (5.9) 3 (20)
Middlec, n (%) 17 (94.1) 11 (73.3)

Living arrangement 0.11 1 0.741
With partner, n (%) 11 (61.1) 10 (66.7)
Without partner, n (%) 7 (38.9) 5 (33.3)

Employment 0.35a 2 1.000a

Unemployed/unfit for work 9 (52.9) 9 (60)
Retired/other, n (%) 6 (35.3) 4 (26.7)
Employed, n (%) 2 (11.8) 2 (13.3)

Religion 1.64a 4 0.948a

No religion, n (%) 8 (47.1) 6 (46.2)
Muslim, n (%) 3 (17.6) 3 (23.1)
Protestant, n (%) 2 (11.8) 3 (23.1)
Roman Catholic, n (%) 3 (17.6) 1 (7.7)
Yazidi, n (%) 1 (5.9) 0 (0)

Practising religion 1.12a 2 0.631a

No, n (%) 11 (68.8) 9 (69.2)
Somewhat, n (%) 2 (12.5) 3 (23.1)
Yes, n (%) 3 (18.8) 1 (7.7)

Trial characteristics
Treatment duration 25 0.100
Range 12–41 11–41
Mean (s.d.) 19.00 (8.31) 19.00 (8.78)

Interval pre- to post-treatment 24 0.762
Range 12–41 12–41
Mean (s.d.) 21.57 (8.06) 22.58 (8.80)

Follow-up interval 23 0.294
Range 10–28 11–23
Mean (s.d.) 17.85 (4.79) 16.08 (3.18)

Interpreter 1 0.060a

Yes, n (%) 0 3 (25)
No, n (%) 17 (100) 9 (75)

Therapist’s expertise 2.33 1 0.159a

Basic, n (%) 9 (56.3) 4 (28.6)
Extended, n (%) 7 (43.8) 10 (71.4)

Clinical characteristics
Comorbid depression 0.03 1 0.854
Yes, n (%) 11 (61.1) 9 (64.3)
No, n (%) 7 (38.9) 5 (35.7)

Medication during treatment 2.35 1 0.126a

Yes, n (%) 10 (71.4) 5 (41.7)
No, n (%) 4 (30.8) 7 (58.3)

Change in medication 0.01 1 1.000a

Yes, n (%) 1 (7.1) 1 (8.3)
No, n (%) 12 (92.9) 11 (91.7)

a. χ2-tests have been used if all expected frequencies are at least five; otherwise, Fisher’s exact tests have been used.
b. Primary school/basic vocational training.
c. Secondary school/middle-level vocational training.
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pre-treatment to follow-up, 71.4% of the NET completers achieved a
treatment response, compared with 50% of the PCT completers.
During treatment, two NET completers (14.3%) and two PCT com-
pleters (16.7%) lost the diagnosis of PTSD. At follow-up, four NET
completers (28.6%) and one PCT completer (8.3%) lost the diagno-
sis of PTSD. Figure 2 presents the outcomes, centred around post-
treatment assessment.

Best model fit was obtained when including quadratic and cubic
terms of the number of traumatic events. Scatterplots suggested the
relation between the CAPS outcomes and the number of events was
curvilinear. This relation was represented by a polynomial in the
multilevel regression model and polynomials up to the fourth
degree were examined. The significance of linear, quadratic cubic
and quartic polynomial effects was tested by means of t-tests. The
cubic term was the highest order polynomial term that was signifi-
cant, hence third order polynomials were fitted. Scatterplots and
quantile plots suggested that model assumptions of normality and
homoscedasticity of residuals were met. Moreover, multicollinearity
was irrelevant. The left part of each graph corresponds to the treat-
ment phase, the right part to follow-up.

At post-treatment, significant between-group differences were
found for two outcomes, favouring PCT. For total CAPS scores,
the difference in mean scores amounted to 23.02 CAPS points
(95% CI [5.94; 40.42], P = 0.008). For re-experience, the difference
in mean scores was 9.25 points (95% CI [4.50; 14.29], P = 0.000).

In the NET condition, a continuing decline for all outcomes was
observed during treatment and follow-up. For PCT, a decline for all
outcomes was only observed during treatment. During follow-up,
PCT arousal scores continued to decrease over time; however, intru-
sion, avoidance and mean scores showed an increase and the PCT
avoidance scores exceeded those in the NET condition.
Supplementary Table 4 shows the P-values for the five hypothesis
tests for each of the four outcomes.

For arousal symptoms, the weekly change rates did not differ sig-
nificantly across treatments and time periods. For the other three out-
comes, theweekly change rates during follow-up differed significantly
across treatment conditions. Additionally, for these three outcomes,
the weekly PCT change rates during treatment were significantly dif-
ferent from those during follow-up. For all outcomes, the weeklyNET
change rates during treatment did not differ significantly from those
during follow-up. Post-treatment, there were significant between-
treatment differences in means for PTSD total score (Cohen’s d =
0.44) and re-experience symptoms (d = 0.40), which are considered
medium effects.40 Finally, 17 weeks from post-treatment assessment
(the mean follow-up interval), the between-group differences for all
outcomes were non-significant. At this time point, for PTSD total
score, re-experience and arousal symptoms, PCT still was favoured;
but positions had reversed for avoidance symptoms.

Discussion

Main findings

From pre-treatment to post-treatment in this RCT, PCT showed a
sharper decline than NET in PTSD symptoms for all symptom

clusters. However, at follow-up the effects converged, showing a
continuing symptom decline in the NET group and a partial
PTSD symptom relapse in the PCT group. This relapse mainly
involved symptoms of re-experience and avoidance. None of the
participants in either condition left treatment prematurely because
of an intolerable increase in symptoms.

Efficacy and mechanisms

The early symptom reduction in PCT can be understood by its non-
intrusive character. Although intended to provide non-specific
treatment factors, the current results support the use of PCT as an
intervention with comparable effectiveness as trauma-focused psy-
chotherapies in older adults. Traumatic memories are directly tar-
geted during NET which increases stress levels, albeit temporarily.
In the long run, the repetitive alternation of trauma exposure and
cognitive elaboration (in the chronological narrative) is seen as
effective memory processing,13 which is reflected in a continuing
symptom decrease and increased cognitive coherence. The results
for the NET group might imply that addressing re-experience and
avoidance is required for a sustained treatment effect. The
primary mechanisms of change from a present-centred perspective
are based on altering maladaptive interpersonal communication.21

During follow-up, the partial symptom relapse for PCT participants
may be due to chance, since the differences did not exceed the s.d.
of the scores at post-test. However, the absence of treatment struc-
ture, with its homework and therapist support, may have played a
role.

Research in context

The continued symptom reduction for NET in the current sample
was consistent with other NET trials.14 The difference with other
NET results in older adults5 might be explained by the highly
active comparator, which was structurally equated and provided
within high standard care. The non-significant between-treatment
differences at follow-up are comparable with results of direct com-
parisons of trauma-focused therapies41–43 or the results of Eye
Movement Desensitisation and Reprocessing (EMDR) compared
with stabilisation.44 The PCT results were consistent with PCT
research,8,21,22 underscoring the importance of the non-specific
treatment factors and contesting the current PTSD treatment guide-
lines which prefer trauma-focused therapy over non-trauma-
focused alternatives.45

Treating PTSD in older adults

PTSD treatments for older adults evoke questions about the safety of
trauma processing for vulnerable people and the need of trauma
exposure to effectively treat them.11 Directly targeting traumatic
memories in NET did not harm these vulnerable participants.
Treatment drop-out rates were low in comparison to those in
other trials involving PTSD treatments.46

The current findings support evidence that both PCT and NET
are feasible interventions for older adults. In this population, PTSD
and other health problems, decreasing autonomy or social isolation

Table 2 Mean PTSD severity (CAPS) at baseline, post-treatment and follow-up, per treatment group

PTSD score

Baseline Post-treatment Follow-up

NET PCT NET PCT NET PCT

Total score, mean (s.d.) 71.25 (25.17) 68.21 (19.95) 64.29 (26.60) 49.83 (21.71) 54.64 (26.42) 59.17 (28.40)
Re-experience, mean (s.d.) 23.56 (8.43) 23.00 (9.17) 22.00 (8.22) 17.17 (9.33) 19.00 (9.04) 20.50 (8.61)
Avoidance, mean (s.d.) 25.06 (12.46) 23.86 (11.74) 21.21 (12.74) 17.14 (12.94) 17.14 (12.94) 21.50 (12.48)
Arousal, mean (s.d.) 23.25 (7.00) 21.36 (4.98) 21.07 (7.51) 17.58 (7.59) 18.50 (7.96) 17.17 (9.18)

PTSD, post-traumatic stress disorder; CAPS, Clinician-Administered PTSD Scale.
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can burden coping mechanisms. From a patient’s viewpoint, PCT
can be regarded as an attractive treatment approach as it addresses
current relational problems. Exposure therapy is much more taxing
and symptoms take longer to abate. However, many older adults
prefer to share their experiences,46 with the aim of re-appraising

maladaptive meanings and with the hope to break the cycles of
re-experience and avoidance, which frequently maintain exhaustion
and despair.46

Strengths and limitations

The current study offers a controlled comparison of two treatment
approaches for older survivors of traumatic events. A broad range of
older people was engaged in this study, some needing interpreters.
To enhance external validity, treatment duration was adapted to
the patients’ preferences and availability. The resulting variability
of inter-assessment intervals was addressed by advanced statistical
analyses. This approach allowed for significance testing of post-
treatment effects, comparing the change rates across participants
and full intention-to-treat analysis.

Several limitations must be considered. Since the participants
may have been less avoidant than the refusers, the sample may
suffer from (self-)selection bias. The uneven distribution of males
and females might present additional selection bias. Amore detailed
control for therapist confounding would have been useful.
Therapists’ experience, however, was not related to differences
between the treatment groups and careful assessment of treatment
adherence showed that the risk of bias was low. Although intended,
complete blindness could not be guaranteed, which is not unusual in
psychotherapy trials.47 Additionally, the inclusion of covariates nar-
rowed the analysis’ external validity. The restricted participants’ age
range implies that the current example can be considered mainly
representative for the younger cohorts of older adulthood. The flex-
ible session frequency complicated an easy grasp of the results.
Finally, the short mean follow-up interval may be considered a limi-
tation; the converging results call for future research.

Future research

To generalise the current results, larger comparative studies with
longer follow-up intervals and older participants are needed. To
gain more insight into treatment components, comparisons of dif-
ferent treatment doses and/or session intervals might be useful, as
well as comparing NET and/or PCT with other trauma-focused
interventions (cognitive processing therapy, prolonged exposure,
TFCBT, EMDR or brief eclectic psychotherapy for PTSD). Finally,
validation of psycho-diagnostic instruments and re-evaluating cut-
off scores for older adults will improve trauma-related care for this
population.

Clinical implications

Trauma-affected older populations need accurate assessment and
evidence-based treatment. This study suggests that both NET and
PCT are effective and safe psychotherapeutic methods for PTSD
treatment in older adults. The availability of different approaches
may optimise treatment matching. If, for instance, post-treatment
NET evaluation would reveal remaining relational problems, an
alternative intervention targeting those issues, such as PCT but
also Skills Training in Affect and Interpersonal Regulation, can
serve as a subsequent treatment option. The opposite is equally pos-
sible: starting with current problems and later continuing with nar-
rative exposure. The results of PCT underscore the impact of
interpersonal problems in PTSD and offer a possible option for
lifting this burden.

The early symptom reduction in PCT may cause people to
prefer this treatment method. NET, however, should be the treat-
ment of choice if patients prefer sharing their trauma story and
adapting its meaning in their lives. Patient and therapist preferences
have been shown to play an important role in the choice of
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Fig. 2 Outcomes of CAPS total, re-experience, avoidance and
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The graphs represent females without depression and childhood trauma and report
the mean number of traumatic events. Graphs for other covariate values show the
same pattern, albeit shifted along the vertical axis. In the graphs, P-values indicate
the significance of weekly change rates.
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treatment method;48,49 providing balanced information fosters real-
istic expectations and hence better results.
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