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Introduction

This research project started with the clinical question: which treatment is suitable 
for severely traumatized patients suffering from Complex posttraumatic stress 
disorder (Complex PTSD) related to child abuse? 
Typically, these patients experienced severe psychiatric symptoms, high 
comorbidity and social maladjustment (Breslau, 2001), and these tended to run 
a chronic course in spite of considerable use of medical and psychiatric services 
(Höing, 2003). Many patients were excluded from evidence based PTSD treatments, 
because of the estimated risk of destabilization, due to complexity or personality 
disorders. However, few evidence based alternatives were available. Thus, in clinical 
practice these patients frequently were to some extent ‘neglected’.
Child sexual and physical abuse are widespread (Pereda, 2009): in a general 
population study 10% of Dutch women reported having experienced negative 
consequences of child sexual abuse, (Draijer, 1990). A history of childhood abuse 
is highly prevalent among psychiatric patients: in outpatients 17–19% suffered 
sexual abuse and in clinical settings 23–31% (Höing, 2003). 
Compared to other traumas childhood physical abuse and rape are far more likely 
to result in PTSD: nearly 50% compared to 8–20% after other types of trauma 
(Kessler et al., 1995). The impact of repeated trauma in the primary relationships 
of the child affects personality development and her or his biology (Terr, 1991). 
Children in abusive environments are unlikely to acquire internal representations 
of safe caretakers and the concomitant ability to self-soothe in adaptive ways. This, 
in turn, impairs a child’s later ability to trust others as well as to develop adaptive 
skills in affect regulation, resulting in maladaptive affect regulation strategies (e.g., 
dissociation, self-harm behaviors) (Wolfsdorf & Zlotnick, 2001). Thus, child abuse 
(CA) is associated with a wide array of psychopathology, characterized by both 
PTSD symptoms such as re-experiencing, numbing and hyper arousal, as well as 
problems in affect regulation (e.g., alteration between rage and affective emptiness, 
risky behavior), memory and attention (e.g., dissociation), self-perception (e.g., 
perceiving self as damaged, feelings of guilt and shame), interpersonal relations 
(e.g., inability to trust), somatization, and systems of meaning (e.g., loss of faith, 
hopelessness). This syndrome is known as ‘PTSD with associated features’ (DSM-
IV, APA, 2000), PTSD with enduring personality change (ICD-10), Complex PTSD 
(Ford, 1999; Herman, 1992; Pelcovitz et al., 1997), Disorders of Extreme Stress Not 
Otherwise Specified (DESNOS) (Jongedijk et al., 1996; Van der Kolk 1992) or type II 
trauma, chronic and occurring in interpersonal relationships (Terr, 1991). 
Difficulties in tolerating and / or benefiting from exposure-based treat-ments 
– based on fear as primary target – have been attributed to deficits in coping 
and affect regulation skills, in CA related Complex PTSD (Van der Kolk et al. 
1996; Wolfsdorf & Zlotnick 2001). Exposure was supposed to be potentially re-
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traumatizing and leading to psychological decompensation (Herman, 1992; 
Wolfsdorf & Zlotnick 2001). Some evidence suggested that Complex PTSD (Ford 
& Kidd, 1998), anger (Cloitre et al., 2004; Foa, 1995; Pitman et al., 1991; Taylor et 
al., 2001; but not Cahill et al., 2004, van Minnen et al., 2002) and child abuse (Foa 
et al., 2000; Hembree et al., 2004b; Van der Kolk et al., 2007; but not Resick et al., 
2003 and contradictory findings in different samples of van Minnen et al., 2002) 
predicted poor outcome. Severity of PTSD and comorbid borderline personality 
disorder (BPD), and anger have been associated with higher dropout rates during 
exposure treatment (Cloitre et al., 2001; McDonnagh et al., 2005; Rivzi et al., 2009), 
while contradictory results for borderline characteristics predicting treatment 
outcomes were found (Hembree 2004a, Feeny et al., 2002; van Minnen et al., 2002). 
Therefore, a model of phase based trauma treatment consisting of 1. Stabilization 
and symptom reduction. 2. Exposure. 3. Integration and rehabilitation (Chu, 
1991; Foa, 2000; Herman, 1992; Van der Kolk et al., 1996) was developed, in which 
patients with Complex PTSD were stabilized first by psycho-education and coping 
skills training. 
A literature search in 2000 revealed that treatment outcome studies for this 
Complex PTSD population were largely lacking. Study populations were very 
heterogeneous and studies rarely included systematic PTSD diagnostics, 
precluding general conclusions beyond improvement on a diversity of measures 
after varying treatments in different populations (Chapter 1). Based on the broad 
inclusion of well assessed CA related Complex PTSD patients allowing comorbidity, 
and monitoring PTSD changes, we decided to replicate the Zlotnick et al. study 
(1997) in the Netherlands. Moreover, in a ‘twin’ study (Thomaes et al., see other 
thesis), we investigated how a subgroup of participants were scarred on the level 
of brain morphology and function, and investigated if psychological recovery was 
accompanied by normalization of these brain ‘abnormalities’ after treatment. 

For these purposes we translated and extended the affect management manual 
that Caron Zlotnick (Wolfsdorf & Zlotnick, 2001; Zlotnick, 1995; Zlotnick et al., 1997) 
kindly put at our disposal for our study. The first phase stabilizing group treatment 
employed in the present study was focused on decreasing the core symptoms of 
Complex PTSD by psycho-education and skills training. Psycho-education aimed at 
attaining a sense of cognitive mastery by explaining symptoms as adaptations that 
were once necessary for emotional ‘survival’ in a context of child abuse. Cognitive 
behavioral skills training focused on affect regulation, identifying and modifying 
dysfunctional affect, behavior, thoughts and beliefs about the trauma, in particular 
the trauma’s meaning for one’s self, relationships, future and world view. 
We started to treat patients with this stabilizing treatment based on psycho-
education and cognitive behavioral treatment. During the first group (N = 11) 
in 2002 / 2003 we tested the manual and gradually extended and adapted the 
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written content of the psycho-education for patients. We separately developed 
a training module for group leaders and tested the initial research measurement 
battery. Preliminary results indicated the research battery was feasible and the 
course was potentially effective in a Complex PTSD diagnosed population when 
allowing comorbidity (Dorrepaal, Thomaes & Draijer, 2006). 

Results

We trained therapists in four psychiatric institutions to test how we could transfer 
our experience to other therapists. This resulted in a pilot study among 36 child 
abuse-related Complex PTSD patients in 2004 / 2005 (chapter 2). The population 
characteristics were as expected in a complex population: very high prevalence of 
histories of chronic sexual and / or physical abuse by a (step/foster-) parent, starting 
at a mean age of 7 years during a range of 7–11 years. In addition, most patients 
also suffered sexual and / or physical abuse during adulthood. Moreover, severe 
psychopathology was established: 70% percent met criteria for comorbid Major 
Depressive Disorder, and a mean of three comorbid Axis I diagnoses was present. 
On Axis II, 44% of the patients met criteria for borderline personality disorder, and 
a mean of 1.6 comorbid Axis II (personality disorder) diagnoses was present. After 
following group treatment, substantial improvement (large effect sizes, Cohen’s 
d) was found for PTSD and borderline symptoms in the completer analysis at post 
treatment. At post-test, 64%, and after 6 months, 78% of the patients no longer 
met the criteria for Complex PTSD. This open study indicated both the feasibility 
of investigating treatment outcome at several sites and the initial efficacy of 
stabilizing group treatment in this severely disturbed population, although the 
dropout rate was high (33%). Therefore attention for dropout and further study in 
a randomized controlled trial (RCT) seemed warranted.

According to the results of the Zlotnick et al. study (1997), we hypothesized that in 
our RCT the addition of this stabilizing treatment to treatment as usual (TAU) would 
show a decrease in PTSD symptoms, while TAU alone would not change symptoms. 
Furthermore, we expected Complex PTSD symptoms to decrease as well after 
stabilizing group treatment based on psycho-education and CBT. Additionally, 
we expected that dissociative symptoms – interfering with attention – would be 
associated with poor outcome, and that comorbid borderline personality disorder 
(BPD) – because of attachment problems interfering with compliance – would 
predict higher dropout rates. Subsequently, we conducted a RCT with 71 patients 
(chapter 3) 2005/ 2006. This is, to date, the first RCT in a well-diagnosed Complex 
PTSD population that measured outcome in terms of PTSD (Davidson Trauma Scale 
(DTS): Davidson et al., 2002) as well as Complex PTSD (Structured Interview for 
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Disorders of Extreme Stress (SIDES): Pelcovitz et al., 1997). Again, severe PTSD, high 
comorbidity (e.g. 74% axis II comorbidity), severe trauma history and long-lasting 
symptomatology as well as frequent use of psychotropic medication (majority SSRI 
/ SNRI, sedative / hypnotic and 20% antipsychotic medication) indicated severe 
chronic psychopathology. Patients were randomized to either a 20-week stabilizing 
group treatment in addition to treatment as usual (TAU) or to TAU only. The 16% 
attrition rate was relatively low, and unexpectedly even lower for borderline 
personality disorder patients. The experimental condition (large effect sizes) and 
– unexpectedly – the TAU control condition (medium effect sizes) as well showed 
substantial and significant decreases on the DTS and SIDES after 20 weeks. The 
comparison between conditions showed somewhat ambiguous results, however. 
While significant superiority on change scores was absent in the intention-to-treat 
sample, trends on both DTS (p= 0.10) and SIDES (p= 0.05) favored adding group 
treatment in the completers sample. Additionally, in the intention-to-treat sample, 
significantly more responders on DTS 45% vs. 21% (p= 0.03), but not on SIDES (74% 
vs 50%, p= 0.05 in completers) indicated clinical meaningfulness. Unexpectedly, 
in the most severely dissociative subgroup results were clinically relevant and 
significantly superior as compared to TAU. The effectiveness of the intervention 
was supported by our neuroimaging study within a subgroup of this population 
(Thomaes et al., 2011) indicating improved neuropsychological functioning and 
normalized brain activity after stabilizing treatment, but not after TAU only. 

We observed that the population was heterogeneous in terms of personality 
features- a core symptom of Complex PTSD-, with some patients being more 
avoidant and withdrawn and others more extrovert and acting out. We therefore 
searched for clinically relevant personality-based subtypes (Chapter 4), using 
a cluster analysis of personality disorder features within our population. We 
expected (Allen et al., 1999; Miller & Resick, 2007) to find subtypes differing in 
terms of internalizing (e.g., feelings of shame, despair, and social withdrawal as well 
as externalizing (self-destructive and impulsive behavior, hostility) features (Allen 
et al., 1998; Miller & Resick, 2007). Furthermore, we aimed to explore whether the 
severity of simple PTSD, dissociation, depression, and borderline characteristics as 
well as trauma history and parental dysfunction (e.g., neglect) differed between 
these subtypes. Two main subtypes were found, labeled adaptive and non-
adaptive (Allen et al.,1999). The non-adaptive group was further differentiated 
into withdrawn, alienated, suffering, and aggressive subtypes, characterized by 
different levels of introversion and disinhibition. The withdrawn and alienated 
subtypes were most introverted, whereas the alienated and aggressive subtypes 
were most disinhibited. Among the non-adaptive subtypes, the severity of Complex 
PTSD symptoms was lowest in the withdrawn (introverted only) subtype. The 
subtypes differed in their level of dissociation (higher in non-adaptive subtypes) 
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and depression, but did not differ regarding PTSD symptoms, trauma history, or 
parental dysfunction characteristics (indicating extremely dysfunctional parental 
bonding for all patients).

We wanted to investigate whether the presence of personality-based subtypes 
could explain difficulties in engaging subgroups in treatment (Allen et al., 1998) as 
well as in differential treatment outcome (Follette et al., 1997; Forbes et al., 2010). In 
chapter 5 we aimed to investigate whether these subtypes would predict treatment 
compliance and effectiveness in stabilizing group treatment (N = 38). We compared 
the adaptive patients (N = 14) with the non-adaptive patients (N = 24) as revealed by 
the cluster study. Counterintuitively, we found that non-adaptive patients showed 
very low drop-out rates (4%). In contrast, the more adaptive patients were found 
to drop-out rather frequently (43%), while those who stayed in treatment achieved 
good results in terms of both PTSD and Complex PTSD. Two types of non-adaptive 
patients with considerable different DSM axis II profiles – withdrawn (internalizing) 
versus aggressive (externalizing) – were equally compliant, indicating that this 
treatment is well tolerated by patients with a variety of personality pathology. 
With regard to symptom reduction, we found no significant differences between 
subtypes. Post hoc, patients with a personality disorder showed lower dropout 
rates (10% as compared to 44%) and non-significantly higher effect sizes in terms of 
Complex PTSD severity, especially on domains affect regulation and interpersonal 
problems. Our dropout rate in patients with comorbid personality disorder (10%) 
was low compared to dropout rates in specific personality disorder treatments, 
ranging from 25% to 51% (Doering et al., 2010).

In chapter 6 we systematically reviewed the research into the treatment of the 
child abuse related Complex PTSD population. Effective first line (exposure, EMDR, 
cognitive therapy) treatments for PTSD are well established, but a gap of knowledge 
concerning the generalizability of these findings to the Complex PTSD population 
(Bradley et al., 2005) exists. We performed a quantitative review of the literature 
from 1989 to 2012 and identified 24 RCT’s with populations addressing both 
PTSD as well as child abuse. Six of these studies specifically targeting treatment 
of child abuse (CA) related PTSD were meta-analyzed, using variables such as 
inclusion and exclusion criteria, effect size, recovery and improvement rates, pre 
and post scores in both completer as well as intention-to-treat (ITT) analysis. The 
results indicated that patients with CA related PTSD profited with large effect sizes 
and modest recovery and improvement rates from mainly cognitive-behavioral 
therapy. Treatments including exposure showed better effect sizes than affect 
management in completer analyses, but not in intention-to-treat analyses. In 
addition, no differential results were found for recovery and improvement rates. 
Results in the subgroup of the 4 Complex PTSD studies were separately analyzed, 
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and were found to be less favorable as compared to the PTSD studies on all 
outcome measures, and showed high residual post-treatment symptom scores 
warranting attention. Within these Complex PTSD studies no superior effect size was 
found for exposure. In contrast, in the Complex PTSD studies, affect management 
showed better outcomes than exposure treatment in terms of dropout, recovery 
and improvement rates. The generalizability of the study samples to clinical 
populations appeared to have improved over the last ten years. However, more 
research with head to head comparisons is needed in samples existing of referred, 
low educated, unemployed, and personality disturbed Complex PTSD patients, so 
as to further improve the generalizability of the study results. Moreover, treatment 
itself should be improved since none of the treatments included in the review 
showed satisfactory results in the Complex PTSD population. Treatment should 
focus on relevant symptomatology besides PTSD only, and consensus about the 
measurement of CA related Complex PTSD symptoms is needed. 

General discussion

Study design
The Randomized Controlled Trial (RCT) reported here is, to our knowledge, the first 
to use well-diagnosed Complex PTSD (with the SIDES) both as inclusion criterion 
and as core measure. This adds to currently available evidence that was limited 
to populations with some indications of complexity but without a clear cut-off 
for diagnosing a patient with or without Complex PTSD (eg. Cloitre et al., 2010; 
McDonnagh et al., 2005; Resick et al. 2008). Moreover, our results are not influenced 
by the inclusion of participants with ‘simple’ PTSD only in our study population. In 
line with the diagnosis, well-established comorbidity percentages on both Axis I and 
Axis II with structured clinical interviews (SCID-I and SCID-II) and symptom severity 
were very high in our population, in comparison to earlier studies, including the 
original study of Zlotnick et al. (1997) we intended to replicate. In addition, many 
patients had a long history of invalidating symptomatology, and had attended 
several previous treatments, without sustained relief of their problems. Moreover, 
our population was specifically referred to our study for stabilizing Complex PTSD 
treatment by mental health workers. Lastly, in contrast to the other studies in the 
review (chapter 6) our population was lowly educated and mainly unemployed. 
All this substantiated the fact that we included a severely ill patient population, 
likely to be under-treated. This indicates a large external validity and thus good 
generalizability of results.
Stringent criteria were employed in this RCT: intention to treat analysis as opposed 
to the more regularly used completer analysis in PTSD research (see chapter 6), 
as well as two-sided testing, while one could argue a unidirectional hypothesis 
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expecting the experimental condition to be superior would have been justified. 
While this may have prevented a too optimistic interpretation of results on the 
one hand, it may have resulted in a too modest presentation of these results on 
the other hand. Obviously, the stabilizing group treatment was not significantly 
superior in all statistical analyses, although relative risks indicated clinical 
meaningfulness. Support for the effectiveness of the intervention was provided 
by our neuroimaging study in a subgroup of this population (Thomaes et al., 2011) 
indicating improved neuropsychological functioning and normalized regional 
brain activity after adding stabilizing group treatment. This study suggests 
increased selective attention and decreased emotional arousal after this treatment, 
indicating more cognitive control over Complex PTSD symptoms.
Although in our RCT the two groups were comparable with regard to illness 
duration, medication use, number of previous treatments, general characteristics 
of TAU, the heterogeneity of treatment history of the patients and the quality 
of treatment as usual may have biased our results. Although therapists were all 
experienced with this population, had completed the training course, were 
supervised and passed treatment integrity checks, unexpected replacements 
resulting in 50% inexperienced group leaders may have biased results. We 
extended the training module and therapist manual (Dorrepaal et al., 2008) later 
on to assure well prepared group leaders. 
Another possible factor may have been a lack of power, since our power assumptions 
were based on the study of Zlotnick et al. (1997), who found similar improvements 
in affect management treatment, but no improvement in TAU, in contrast to our 
findings. This discrepancy might be due to differences between the treatment as 
usual in the USA and the Netherlands (see also Burns et al., 2006), or to improvements 
in individual trauma treatments since Zlotnick’s publication. Moreover, we did not 
compare follow up measurements since patients were offered the group treatment 
after 20 weeks TAU condition, so follow up was not possible in this condition. This 
may have led to underestimation of treatment effects since other studies showed 
differential effects only at follow up (eg. Cloitre et al., 2010). However, two other 
issues may have inflated treatment effects. First, like in all waiting list controlled 
trials, the fact that patients were not blind for the condition they were randomized; 
second, our primary outcome measure inevitably was composed of two measures 
(since no integrated Complex PTSD measure exists). Also, we did not compare the 
experimental intervention to a gold standard treatment like imaginary exposure 
or ‘pure’ cognitive therapy, or a placebo treatment (Mohr et al., 2009; Rutherford et 
al., 2009). So we are looking forward to see our study being replicated in a similar 
severely disturbed population within a larger sample. 
Concerning the limitations of the cluster analysis and prediction studies, our 
sample consisted of participants in a trial for stabilizing cognitive-behavioral 
treatment developed to meet the needs of Complex PTSD patients. Consequently, 
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our sample size was modest for the purpose of a cluster analysis, and the exclusion 
criteria for this treatment (a.o. comorbid dissociative identity disorder or severe 
long-lasting psychosis) may have resulted in the small number of patients in the 
alienated cluster, reducing power and limiting the generalizability of our findings. 
Furthermore, our adaptive subtype fulfilled criteria for Complex PTSD by inclusion; 
therefore, a genuine simple and adaptive PTSD subtype (e.g., Miller & Resick, 2007) 
was not represented. Note however, that this was also the case in the inpatients 
sample in Allen et al.’s (1999) study which we aimed to replicate. Our finding of 
personality based subtypes in our exceptionally severe personality disturbed 
population extends evidence provided earlier. 
To date, no reviews have been published that exclusively focus on either the 
efficacy of treatments of CA related Complex PTSD or on CA related PTSD. 
In contrast to most meta-analyses on PTSD only based on the effect sizes of 
completer analyses, we additionally presented aggregated intention-to-treat 
effect sizes, when necessary estimated based on dropout rates and completer 
results. This is of relevance since dropout rates differed between conditions. 
Additionally, we calculated multimodal outcome measures, presenting not only 
effect sizes but also recovery and improvement rates, inclusion rates and post 
scores, resulting in a more comprehensive overview. Moreover, we attempted to 
focus on well-circumscribed populations, trying to avoid conclusions that would 
be over-generalizing and unspecific. The number of identified studies meeting 
the inclusion criteria of the review was modest, reducing the likelihood to identify 
differential treatment or population effects. Secondly, we did not analyze follow-
up data, which might have provided important information. Thirdly, we were only 
able to analyze treatment outcome in terms of PTSD symptom severity, which is 
likely to introduce a bias with regard to patients’ perceived needs and treatment 
effects. Lastly, we defined Complex PTSD study populations arbitrarily as Complex 
PTSD diagnosed or PTSD with at least 50% PD comorbidity, so the possibility that 
patients in a study population meeting the latter criteria did not all have Complex 
PTSD cannot be ruled out. Given the low inclusion rate, the presence of exclusion 
criteria like suicidality in two presumed Complex PTSD studies (McDonnagh et 
al., 2005; Cloitre et al., 2010), and the fact that most patients were self-referred, 
Caucasian, well-educated and employed indeed warrant some caution about their 
generalizability. It is evident that our RCT population differs widely from these 
studies. 
 
The concept Complex PTSD 
We used the concept of Complex PTSD: PTSD as well as Disorders of Extreme 
Stress Not Otherwise Specified (DESNOS) as measured with SIDES (Structured 
interview for Disorders of Extreme Stress). In 1990, with the advent of the DSM-IV, 
the evidence available was not considered sufficient for the DSM-IV committee to 
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consider ‘DESNOS’ as an independent diagnosis. Instead, symptoms of DESNOS 
were listed as associated features of PTSD in the DSM-IV, along with other comorbid 
symptoms. 
For DSM-5, a traumatic stress disorders category is advocated to evaluate 
posttraumatic pathology within a wider scope than the current anxiety disorders, 
since in PTSD (and even more so in Complex PTSD), other emotions next to fear, 
such as anger, guilt and shame, play an important role as well (Friedman et al., 
2011; Resick & Miller, 2009). The four proposed clusters are suggestive of a broader 
context than the current fear conditioning model (Olff et al., 2009). In addition to 
fear based symptoms, individuals with PTSD often exhibit anhedonic and dysphoric 
symptoms on the one hand and externalizing, angry and aggressive symptoms 
on the other. These other emotions are meant to be included as a new cluster of 
symptoms for DSM-5 – negative alterations in cognitions and mood - yielding 
two newly proposed symptom categories: (1) persistent distorted blame of self or 
others about the cause or consequences of the traumatic event and (2) a pervasive 
negative emotional state (e.g. fear, horror, anger, guilt, or shame). Moreover, a 
broader explanation of extremely negative appraisals about the self, others, or the 
world as well as a sense of a foreshortened future is proposed. In addition, reckless 
or self-destructive behavior is proposed as an additional hyperarousal symptom. 
These proposed DSM-5 criteria for PTSD include many symptoms, formerly known 
as associated (Complex PTSD) features (hostility, despair, shame, loss of previously 
sustaining beliefs, dissociative symptoms, reckless or self-destructive behavior).

Complex PTSD is again considered as a distinct diagnosis for DSM-5 (Resick et al., 
2012a; Bryant, 2012; Goodman, 2012; Herman, 2012; Lindauer, 2012; Resick et al., 
2012b). Currently ongoing debate addresses the definition of the construct, its 
reliability and its validity, the type and place of trauma history needed for defining 
Complex PTSD (Bryant, 2012; Herman, 2012; Scoboria et al., 2008). Another topic 
of debate concerns the structure of Complex PTSD in relation to PTSD. Some 
advocate Complex PTSD and PTSD to be ontologically distinct (Herman, 2012). 
Others prefer a dimensional model, in which Complex PTSD is a complex variant 
of PTSD (Broman-Fulks et al., 2006; Bryant, 2012; Forbes et al., 2005; Ruscio et al., 
2002). Scoboria et al. (2008) found that participants with child abuse had higher 
scores on the SIDES-R. Moderate correlations of SIDES-R with PTSD, as well as 
major depressive disorder and personality disorders were found, suggesting 
related but distinct disorders. Alternatively, symptoms may be considered the 
extremes on one or more underlying dimensions, perhaps the same internalizing 
and externalizing dimension(s) underlying PTSD (Friedman et al., 2012; Miller & 
Resick, 2007; Forbes et al., 2010; Rielage et al., 2010), BPD (Critchfield, 2008), and 
other overlapping conditions. 
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Furthermore, a specific traumatic stressor is not the only determinant of 
posttraumatic maladjustment (Brewin et al., 2000; Ozer et al., 2003). This may also 
apply to complex traumas in which factors such as neglect may have an effect on 
the continuum of complex posttraumatic symptomatology including dissociation 
(Draijer, 2003; Draijer & Langeland, 1996). 
The shift from an anxiety disorder to a trauma spectrum disorder and the inclusion 
of many former Complex PTSD symptoms within the proposed DSM-5 concept 
for PTSD acknowledges a long advocated view by the Complex PTSD field, to go 
beyond a fear based model. Moreover, many complex symptoms will be assessed 
regularly in research when the proposed changes have been codified within 
DSM-5. This does not solve the issue, though, where to draw the line between 
simple and ‘really complex’ PTSD. As long as no cutoff for a Complex PTSD variant 
is established, it seems to make sense to use the only valid measure to date, the 
SIDES, to establish Complex PTSD, until a better alternative is available. 
After the start of our study, Scoboria et al. (2008) evaluated the factor structure 
of the revised version of the SIDES (SIDES-R). They found a 5-factor model: 
demoralization, somatic dysregulation, anger dysregulation, risk taking / self-harm 
and altered sexuality. Most original items, but not dissociation, ineffectiveness, 
guilt and shame items, loaded on these factors. Unfortunately, these factors have 
not been used in further research yet. Additionally, Dyer et al. (2009), found weak 
correlations between anger measures and the domain of affect dysregulation of 
the SIDES. 
Recently, research on a dissociative PTSD subtype has emerged (Lanius et al., 2010; 
Wolf et al., 2012a, 2012b; Waelde et al., 2005). This subtype has experienced greater 
exposure to child abuse and higher levels of comorbid personality disorders. 
It may overlap with Complex PTSD populations, as supported by neuroimaging 
data from our ‘twin study’ (Thomaes et al., 2009, 2010, 2011, 2012), as well as other 
findings indicating that Complex PTSD patients have higher dissociation scores as 
compared to PTSD patients (eg. Zucker et al., 2006). In our cluster analysis (Chapter 
4), the non-adaptive subtype based on personality features was also characterized 
by elevated dissociation (depersonalization and absorption) levels. Unfortunately, 
no uniform measure to identify this subtype has been described yet. Neuroimaging 
studies use state dissociation (eg. Lanius et al., 2010), whereas other studies use 
trait dissociation (eg. Wolf et al., 2012; Hagenaars et al., 2009; Resick et al., 2012; 
Cloitre et al., 2012). 
Concluding, although the concept Complex PTSD might be in need of improvement, 
it is highly relevant to identify this group with a specific symptom profile; it 
deviates from ‘simple’ PTSD according to our neuroimaging data (Thomaes et al., 
2009, 2001, 2011, 2012), and it is also essential to continue the search for optimal 
treatment for these patients. 
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Effective treatments for child abuse related (Complex) PTSD
Treatments such as EMDR, cognitive behavior therapy (CBT) and/or exposure, 
have been found equally effective to treat ‘simple’ PTSD (Bradley et al., 2005; 
Cloitre et al., 2009; Seidler et al., 2006). In chapter 6 we described the 6 studies in 
which all patients were diagnosed with PTSD and which focused on child abuse. 
We concluded that different treatments, with and without exposure, with and 
without affect management resulted in substantial improvement for child abuse 
related PTSD as well. These mainly CBT protocols with a mean duration of 18 
weeks (20 sessions) all included some cognitive therapy – addressing other than 
fear related emotions as well (Nishith et al., 2005). A growing number of studies 
(Chard et al., 2005; Lubin et al., 1998; Nishith et al., 2005; Resick et al., 2008) have 
indicated that cognitive behavioral therapy elements may be effective in the 
treatment of child abuse related PTSD, especially in reducing feelings of guilt and 
shame, which are Complex PTSD symptoms. The treatments including exposure 
without affect management showed the best results in completer analysis only. 
Importantly, Complex PTSD populations reached worse results on all outcomes, as 
well as higher symptom severity at post treatment when compared to the child 
abuse related PTSD populations. In Complex PTSD, dropout during exposure was 
higher and recovery and improvement rates were lower when compared to affect 
management. Note that a lack of evidence was identified on direct comparisons of 
treatments in Complex PTSD diagnosed patients, and that exclusion criteria hinder 
generalizability.

From the other PTSD studies in our review, outside our selection for meta-analysis 
of 6 out of 24, two also addressed the question whether a history of child abuse 
influenced results. Resick et al. (2003) found no evidence for differential results 
for the child abused subgroup of prolonged exposure and CPT, focusing on 
rape as index trauma. Note that in this population of rape victims suicidal intent, 
parasuicidal behavior, dependence upon drugs or alcohol, frequently present in 
Complex PTSD patients, were excluded. Van der Kolk et al. (2007), though, found 
less effect in the subgroup of EMDR focused on child abuse as compared to EMDR 
focused on adult abuse. These inconsistent findings are in line with other studies 
indicating child abuse per se does not necessarily implicate unfavorable treatment 
results (eg. Ford & Kidd, 1998; van Minnen 2002). The complexity of the pathology, 
however, may influence results as we found in our review (Chapter 6), in line with 
other studies (Ford & Kidd, 1998; McDonnagh et al., 2005; Resick et al., 2012; Cloitre 
et al., 2001, 2012).
Results from other PTSD studies in which the majority suffered child abuse are 
difficult to interpret, as child abuse was index trauma for part of the patients only 
(Echebura et al., 1997; Resick et al., 2008; Krupnick et al., 2008; Mueser et al., 2008). In 
these studies, treatments results were positive after cognitive processing therapy 
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(CPT), written accounts (WA), CPT-cognitive and CBT without exposure, but these 
were not separately analyzed for the child abuse subgroup. 
Similarly, only a limited number of treatment studies with a focus on child abuse, 
conducted thorough PTSD assessments. Taylor & Harvey (2010) recently conducted 
an extensive review, concluding that after mainly CBT, positive results with moderate 
effect sizes were found on PTSD symptoms, and that limited moderator analyses 
were possible due to lack of information. Results on externalizing outcomes, 
however, were limited. Unfortunately, no comparison was made between studies 
with and without PTSD diagnosis, nor on other indicators of complexity such as 
presence of personality disorders. 
In addition to the 24 studies included in the first selection of our review (chapter 
6) many other studies may be relevant. This is not known since information 
such as percentage of child abuse history or PTSD diagnosis is often lacking. For 
instance, the population of the study of Ford et al. (2011) seems to have similarities 
with Complex PTSD, but this is not established, nor is prevalence of child abuse 
histories, so generalization of these positive results of affect management only to 
the Complex PTSD population is hindered. 
Taken together, the question which treatment indication for (Complex) PTSD 
patients fits best, cannot be answered definitely yet. Some research (Resick et 
al., 2003; Chard et al., 2005), indicates that non-phase based treatments may be 
effective for Complex PTSD patients. However, our review (chapter 6) suggests 
caution in generalizing these findings, since separate analyses on well-established 
Complex PTSD subpopulations are lacking, and exclusion criteria probably hinder 
generalization. Our review indicates that different treatments are effective. 
Affect management is at least as effective as treatments including exposure in 
the Complex PTSD studies, with less dropout and more patients recovering or 
remitting. This is in line with a phase based model. Moreover, when we restrict to 
Complex PTSD diagnosed RCTs, only stabilizing treatment has been tested to date.
In general, many studies found worse end states for patients with more severe 
symptomatology. Our study with Complex PTSD is no exception in this respect. 
However, the implication of this fact is not clear: Should these patients receive 
longer treatment? Do the superior results of the sequenced treatment of Cloitre et 
al. (2010) imply sequenced or longer treatment is more effective? Do we need new 
and better treatments? Is it important to combine treatments like medication with 
psychotherapy, or is it relevant to treat comorbid disorders as well (simultaneously 
or sequenced), or do we need to develop integrated treatments addressing all 
relevant psychopathology apart from the main diagnosis? 

Another question is which in- and exclusion criteria are relevant. Many studies 
exclude severe (para)suicidal or self-injuring patients. Harned et al. (2010) 
investigated if dialectical behavioral therapy (DBT) can change these behaviors 
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in comorbid borderline personality disorder patients with PTSD, presumably 
Complex PTSD patients, with positive results. In another open study (N = 13) 
(Harned et al., 2012) integrated prolonged exposure in DBT for patients with 
borderline personality disorders which was given as soon as preconditions (e.g. 
no imminent risk of suicide, no recent attempt of serious self-injury) were met, and 
stopped (temporarily) if those behaviors recurred. They found encouraging results 
on PTSD outcome in terms of reliable change as well. Steil et al. (2011) also found 
positive results of a residential DBT-PTSD program including modified exposure for 
patients with PTSD and at least one comorbid disorder in an open study (Cohen’s 
d 0.83; 50% reliable change). These adaptions can be considered an example of 
treatment extensions for patients with comorbid personality disorders beyond 
the standard manual for Axis I disorders (Weertman et al., 2005). These findings 
are in line with the primary focus of our treatment of aiming for stabilization by 
psycho-education and affect regulation skills, followed by cognitive restructuring 
on directly trauma-related and interpersonal issues, to prepare for subsequent 
exposure if needed. A comparable paced treatment schedule, starting with 
affect management was shown to be effective (Cloitre et al., 2010). Moreover, 
other personality disorder treatments such as Schema Focused Therapy and 
Transference Focused Psychotherapy include trauma work and may be tailored to 
some traumatized patients, but have, to our knowledge, not shown results in terms 
of PTSD symptoms yet. 
In contrast, for the adaptive subtype without comorbid personality disorders 
(chapter 4), the content of stabilizing treatment may not match for many patients, 
thereby resulting in high dropout rates. However, good results were found in 
completers, possibly due to high CT content (see also Resick et al., 2012). First line 
treatments (CT, PE or EMDR) may suffice and suit these dropouts better. Previous 
findings on exposure treatment, however, showed that the presence of comorbid 
personality disorders – especially BPD – was associated with enhanced dropout 
rates during exposure (McDonagh et al., 2005), although studies investigating 
borderline features did not find differential dropout rates ( Clarke et al., 2008; Feeny 
et al., 2002; Karatzias et al., 2007; van Minnen et al., 2002). This is in line with the results 
of chapter 6 showing highest dropout during exposure, especially in Complex 
PTSD. Comorbid personality disorders may therefore be considered a ‘prescriptive‘ 
variable that predicts a different pattern of treatment outcome between various 
treatment modalities (Resick et al., 2008; Olatunji, 2010). Compliance, in other 
words, may be associated with a type of treatment x population interaction: 
stabilization if necessary; trauma focused if possible. Future research aimed at 
a direct comparison of initially stabilizing versus immediately trauma focused 
CBT in Complex PTSD patients with comorbid personality disorders in terms of 
compliance as well as treatment effectiveness is warranted to corroborate these 
preliminary findings.
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Recently, increasing attention has been given to the relevance of dissociation for 
treatment effectiveness. A study on prolonged exposure (Hagenaars et al., 2010), as 
well as our study on stabilizing treatment (chapter 3), found no negative influence 
of dissociation severity on treatment effects. However, directly comparing 
different treatments Cloitre et al. (2012) and Resick et al. (2012) found indications 
that the subgroup of highest dissociative patients revealed the need for specific 
‘preferential’ treatments. In particular, in the most dissociative subgroups, superior 
effects for treatments combining cognitive therapy with exposure (Resick et al., 
2012) or combining skills training with exposure (Cloitre et al., 2010) compared to 
monotherapy (exposure only, cognitive therapy only or skills training only) were 
found. As described earlier, especially our non-adaptive Complex PTSD patients 
(chapter 3 and 4), may overlap with the dissociative subtype. The relevance of 
subtyping thus may be supported by our finding of enhanced compliance in this 
non-adaptive, possibly dissociative subtype (Chapter 4). Subsequent or parallel 
exposure may be indicated (Cloitre et al., 2012, Harned et al., 2012, Resick et al., 
2012), fitting within a phase based model.
Taken together, predictors were found to be highly sample-specific (Van Minnen 
et al., 2002), thus possibly sample characteristics should be included in the search 
for predictors or moderators. Predictors or moderators are needed both in clinical 
work as well as in research, to isolate patient profiles at risk to reach poor treatment 
results with substantial residual symptoms, in order to improve treatment 
indication. Nonetheless, we suggest complexity, whether operationalized in 
terms of Complex PTSD, personality disorders or dissociative subtype, is a serious 
candidate moderator or prescriptive variable, depending on population as well as 
treatment type. 

Implications: is stabilization necessary?
The term ‘stabilization’ may give rise to unnecessary controversy. Some therapists 
or researchers may perceive it as an acknowledgement of the impact of severe and 
early trauma on patients’ mental health, and relate the profound impact to a need of 
and right to long lasting treatment. Others, however, may perceive it as neglectful, 
withholding patients appropriate (trauma focused) treatment. Regardless of this 
more ‘political’ aspect, the content of stabilizing vs. trauma focused treatments 
probably does have more similarities than differences. In our ‘stabilizing’ treatment 
protocol, for instance, a large part is dedicated to cognitive therapy, largely 
overlapping with a variant of Resick’s ‘trauma focused’ CPT (namely CPT-Cognitive 
only) (2008) as well as skills training and cognitive therapy overlapping with 
Cloitre’s STAIR/ NST (2012). Though named ‘stabilizing’, many patients perceive 
the psycho-education and homework assignments as very confronting. Realizing 
the impact of previous child abuse frequently triggers traumatic memories. After 
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this treatment many patients are able to enter trauma focused treatment. This is 
in line with the findings of Berking et al. (2008), that incorporating interventions 
that directly target general emotion-regulation skills enhance the effectiveness of 
psychotherapeutic CBT interventions. Moreover, a recent ISTSS survey amongst 
50% PTSD and 50% Complex PTSD experts revealed that 84% endorsed a phase 
based therapy as the most appropriate approach with interventions tailored to 
specific symptom sets (Cloitre et al., 2011). 
What is clear, however, is that the CBT treatments for child abused PTSD do help, 
but do not sufficiently help all patients with CA related Complex PTSD. Still, a high 
percentage of our Complex PTSD patients no longer met criteria for a Complex 
PTSD diagnosis (chapter 3) after our phase one treatment, indicating the possibility 
for subsequent phase two treatment to further improve outcome (eg. Cloitre et 
al., 2010). For other patients, a repeat stabilizing treatment might be effective, as is 
customary done with Linehan’s DBT (Linehan, 1993). Furthermore, a subgroup – of 
presumably relatively adaptive patients (chapter 3) – will cease to have their PTSD 
diagnosis (chapter 2) and needs no additional treatment. 
Lastly, one could ask a similar question for other treatments: is exposure/ EMDR/ 
CT necessary? Meta-analyses (Bradley et al., 2005; Seidler et al., 2006; Cloitre et al., 
2009; chapter 6) and direct comparisons (eg. McDonnagh et al., 2005; Cloitre et al., 
2010; Resick et al., 2008) showed that several treatments for PTSD may be effective. 
Conflicting results have been reported for the necessity of exposure to treat PTSD: 
some studies found no decrease of PTSD with affect management only (Harned 
et al., 2010), while others did (Ford, 2011; chapter 6). In our opinion it is of utmost 
importance to identify which (combination of) treatment fits which patients best 
to improve results and reach better end states, especially in the understudied 
Complex PTSD population.

Future research
More research, especially comparing different active treatments in this complex 
population is needed. Development of a valid and eventually well accepted 
Complex PTSD measure is of utmost importance to bring the Complex PTSD field 
further. Unfortunately, no studies to date included Complex PTSD measurements, 
instead researchers spent time and energy in polemics and theoretical discussions, 
and waited for the perfect diagnosis to emerge. For now, the SIDES is probably a 
better approximation than all kinds of combinations of measurements (Resick et 
al., 2003; Cloitre et al., 2002; 2010). This measure should be revised to include a 
valid dissociation domain, since this domain in the SIDES-R turned out to be invalid 
(Scoboria et al., 2008), and dissociation is an important feature in view of the recent 
focus on the dissociative PTSD subtype. Moreover, items concerning internalizing / 
over-controlling behavior are warranted (chapter 4 and Scoboria et al., 2008). 
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Well-powered studies are needed that compare stabilizing group treatment ‘Past 
and beyond’ with a gold standard treatment such as CPT(-C), exposure or EMDR. 
The populations should consist of well assessed Complex PTSD patients, specifically 
referred for Complex PTSD treatment, without excluding non-Caucasian, less 
educated, jobless patients with comorbid personality disorders, and psychosocial 
problems. Separate analyses on the effects of comorbid disorders, including 
personality disorders, dissociation etc. are needed to identify the best predictors 
/ moderators of treatment failure and success. Outcome measures should include 
PTSD, Complex PTSD as well as personality disorder assessments. Moreover, 
accounting for differential dropout and analysis on both completers as well as ITT 
are warranted to get a balanced picture.
Dose effect studies also constitute a knowledge gap, since we do not know if we 
have to change the content or duration to improve results in the Complex PTSD 
population. In the Cloitre et al. (2010) study, combined treatment was superior, 
but we do not know if this is the result of the combination or of the increased 
treatment duration.
Research to disentangle the relationship in treatment outcome of dissociative 
symptoms and personality features will help profiling and matching patients to 
the best fitting treatment.
To expand this treatment for non-responders, we recently developed a sequel 
treatment in guided e-health form to enable patients to practice more in topics 
they need to control better and to increase autonomy. Of course this e-health 
program will require systematic evaluation as well.
Moreover, we are planning an e-health module which can be tailored and limited 
to the specific needs of the patient, especially the (relatively) adaptive Complex 
PTSD patient at risk for dropping out in a full 20-week group protocol. In addition, 
a full e-health module will be tested in future research in patients with Severe 
Mental Illness and Complex PTSD patients and be compared to the current group 
treatment as well as a control condition (Mauritz et al., 2012)
Furthermore, based on the promising results of Harned et al. (2012), Cloitre et 
al. (2010) and Resick et al. (2012) for the most severely symptomatic patients, we 
can test the effectiveness of adding (some) exposure or written accounts (e.g. 
Resick 2012), EMDR or imaginary rescripting (Arntz et al, 2007) during vs. after the 
stabilizing treatment. 
It is important that in PTSD research with traumatized populations patients will 
be assessed on (Complex) PTSD and (Complex) PTSD outcome, to investigate the 
predictive power of Complex PTSD, relative to PTSD severity, personality disorder 
and dissociation, and to cross-validate the Complex PTSD with the new DSM-5 
items. 
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Likewise, it is important that in personality disorder research with traumatized 
populations, patients will be assessed on (Complex) PTSD and (Complex) PTSD 
outcome.
In future research, follow-up is considered to be very important especially since 
some research showed differential results only at follow-up (e.g. Cloitre et al., 2010). 
Lastly, prediction of treatment response based on neuroimaging findings can 
increase our understanding of which treatments fit which patients best (Bryant et 
al., 2008; 2012; Nardo et al., 2010).

Concluding remarks

We conducted studies in an understudied and underserved population of patients 
with child abuse related Complex PTSD. Compared to other study populations our 
patients were severely ill. The tested stabilizing group treatment ‘Past and beyond’ 
based on psycho-education and CBT, largely overlapping with evidence based 
treatments, showed large improvement in PTSD symptoms as well as Complex 
PTSD symptoms, and although the comparison of conditions showed equivocal 
results, responder analysis indicated clinical meaningfulness. Moreover, patients’ 
improvement in the ‘Past and beyond’ condition correlated with normalization 
of regional brain function. Patients with highest dissociation symptom severity 
profited well and patients with most severe personality disturbances – both 
internalizing and externalizing – show enhanced compliance, indicating this 
treatment suits them. However, in accordance with other treatment studies, high 
residual post treatment symptom scores in the Complex PTSD populations imply 
a need for improvement of treatments, tailored to the profile of the patients, 
with some indications of better results for exposure in the more ‘simple’ PTSD 
populations as compared to better results for affect management in the more 
Complex populations. Non-adaptive Complex PTSD subtypes, personality 
disorders and high dissociation are considered good candidate prescriptive or 
moderating variables leading to differential treatment x outcome patterns.


