
RESPONSE TO LETTER TO THE EDITOR

Response to ‘‘Treatment compliance and effectiveness
in complex PTSD patients with co-morbid personality
disorder undergoing stabilizing cognitive behavioral
group treatment: a preliminary study’’ � authors’ reply

I
n a response to our article ‘‘Treatment compliance

and effectiveness in complex PTSD patients with

personality disorders ( . . .)’’ (Dorrepaal et al., 2013),

Dr. A de Jongh and Dr. E ten Broeke express their

concern ‘‘that conclusions on data derived from an

analysis of a sample of complex PTSD patients pre-

viously published in the Journal of Psychosomatics and

Psychotherapy (Dorrepaal, et al., 2012), could prema-

turely encourage clinicians, as well as investigators,

to offer their patients similar stabilization programs

in affiliated mental health institutions.’’ In this reply,

we would like to explain what we actually encourage

clinicians and researchers to do, and why: 1) stabilize

when PTSD patients drop-out from, or cannot be

included in, first-line treatments due to complexity and

comorbidity; 2) conduct treatment effect studies on

complex PTSD patients with comorbid severe personality

disorder(s) (PD) before generalizing the effectiveness of

first-line treatments to this understudied group; and 3)

use stabilization treatment to prepare complex PTSD

patients with comorbid PD for first-line treatments and

as such increase the net number of patients profiting from

these treatments.

De Jongh and ten Broeke question the conclusions that

we drew from our data, citing ‘‘while significant super-

iority on change scores was absent, responder analysis

suggested clinical meaningfulness of adding group treat-

ment.’’ As we reported in the article describing our

clinical trial that they referred to (Dorrepaal et al., 2012),

our results were ambiguous and were described accord-

ingly. The authors appear to have misread our conclu-

sions as being based on an analysis of patients

completing treatment only, whereas they were based on

intention-to-treat (ITT) analyses as well as analyses of

completers (Dorrepaal et al., 2012, tables 3�4). Change

scores were significant at trend level only, probably

because we based our power calculation on Zlotnick

et al.’s (1997) randomized controlled trial. These authors

found a very low effect size in their treatment as usual

comparison condition (TAU: d�0.1), while TAU in our

trial achieved a medium effect size. Had we initially based

the power of our study on a medium effect size within

TAU, almost double the number of patients would have

been required to demonstrate significant results. Alter-

natively, we could have applied a more powerful one-

tailed test to our data, which would have yielded

statistically significant results as well. Importantly, the

secondary responders’ analysis on PTSD symptoms (ITT;

p�0.03) was statistically significant and indicated

clinical meaningfulness. Moreover, our results are sup-

ported by our neuroimaging study showing improvement

in terms of increased selective attention and decreased

emotional arousal, associated with normalized activation

in the dorsal anterior cingulate cortex and anterior insula

after adding stabilizing treatment (Thomaes et al., 2012).

Therefore, we do not agree that our carefully phrased

conclusion of ‘‘clinical meaningfulness’’ is an overstate-

ment of the effectiveness of the intervention, especially in

this population.

We agree with De Jongh and ten Broeke’s concern that

‘‘the effect of (the experimental treatment) over TAU

could be considered as ‘placebo effects’’’, since our design

did not include a comparison to a gold standard

treatment or placebo (Dorrepaal et al., 2012). However,

we disagree with their suggestion that the effect of the

treatment over TAU may have been caused by sponta-

neous improvement or symptom fluctuation as these

would likely affect both conditions, which is obviously

the reason to compare such conditions in a controlled

trial. Moreover, regression to the mean cannot explain

the difference between conditions in our trial, since high

symptomatic patients and low symptomatic patients

profited equally from the treatment.

De Jongh and ten Broeke considered the attrition rate to

be relatively high (although they misread the attrition rate,

which was 16% in the total group of 71 patients described

in Dorrepaal et al., 2012, 18% in the subgroup of 38

patients receiving the stabilizing treatment described in

Dorrepaal et al., 2013, and 15% in the subgroup of 33

patients receiving TAU). However, our attrition rate in this

complex population is similar to, and not higher than,

the mean attrition reported previously for various PTSD
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populations and treatments (Bradley, Greene, Russ,

Dutra, & Westen, 2005; Foa, Keane, Friedman, & Cohen,

2009). Moreover, post-hoc, our complex PTSD patients

with a PD actually showed much lower drop-out rates

(10%), even lower than drop-out rates in specific PD

treatments, which range from 25 to 51% (Doering et al.,

2010). As we argued in our discussion, PTSD patients

without PDs (the less severe, smaller part of our popula-

tion), showed the highest drop-out rate (44%). This may

indicate that they do not need extensive stabilization,

which is in line with a phase-based approach.

Contrary to what De Jongh and ten Broeke assume,

none of the group therapists were replaced during the 20-

week group intervention. However, many group thera-

pists were comparatively inexperienced in conducting the

treatment protocol, which may have resulted in an

underestimation of the potential treatment effect.

There is a knowledge gap with respect to effective

treatment of complex PTSD patients with PD, because

this subgroup is rarely included in studies of exposure-

based treatment. This limits the generalizability of

previous research to this population which arguably is

in greater need of treatment (Bradley, Greene, Russ,

Dutra, & Westen, 2005). Furthermore, we found some

evidence that affect management (‘‘stabilization’’) results

in better outcomes than exposure treatment in complex

PTSD, whether calculated in terms of drop-out, recovery,

or improvement rates (meta-analysis, Dorrepaal et al.,

submitted). Interestingly, ten Broeke and de Jongh

themselves included an important chapter on stabiliza-

tion in their Handbook of EMDR where they advise on

how to prepare PTSD patients for EMDR treatment

(2013). To date, there is no outcome study directly

comparing stabilization to EMDR in the treatment of

child abuse related complex PTSD with severe PD. These

treatments were compared in a small randomized con-

trolled trial conducted by de Jongh and ten Broeke in a

fairly complex patient population, but no assessment of

child abuse, complex PTSD or PDs was reported (Ter

Heide, Mooren, Kleijn, de Jongh, & Kleber, 2011). Based

on their completers’ analysis of five patients per arm with

a drop-out rate of 50%, they concluded that improvement

on EMDR was small, but not worse than stabilization

and that further comparison is needed.

The content of our time-limited ‘‘stabilizing’’ treatment

protocol largely overlaps with other (effective) evidence-

based stabilizing treatments (Cloitre et al., 2010; Zlotnick

et al., 1997) and cognitive (processing) therapy (Resick

et al., 2008) for PTSD, as well as with the recent use

of dialectical behavior therapy for borderline PD with

PTSD (Harned, Jackson, Comtois, & Linehan, 2010).

This should encourage clinicians, as well as investigators,

to offer their patients similar stabilization programs

as ours, after which many patients are able to enter

exposure-based treatments. Interventions that directly

target general emotion-regulation skills enhance the

effectiveness of psychotherapeutic cognitive (processing)

therapy interventions (Berking et al., 2008).

In conclusion, the findings in our paper ‘‘Treatment

compliance and effectiveness in complex PTSD patients

with co-morbid personality disorder’’ (Dorrepaal et al.,

2013) support stabilization in child abuse�related PTSD

with PD, whereas our stabilizing treatment is not well

suited to patients without PD. Although change score

differences did not show a statistically significant super-

iority for stabilization, results of the secondary responders’

analyses were statistically significant and implied the

clinical meaningfulness of combining skills training with

cognitive therapy. Moreover, we demonstrated a very low

drop-out rate in complex PTSD patients with PDs. There-

fore, we recommend the use of stabilization treatment

when PTSD patients drop out or cannot be included in

evidence-based treatments like EMDR, prolonged expo-

sure and cognitive (processing) therapy due to complexities

such as severe personality disturbances. This conclusion is

provisional on other treatments not having shown superior

results in this population. We agree with de Jongh and

ten Broeke that more research is needed with head-to-

head comparisons in PTSD samples, particularly those

consisting of complex PTSD, poorly educated, non-white,

unemployed, medicated, suicidal, and personality dis-

turbed individuals who have not responded to previous

treatment, like the patients in our study. This is essential

before assuming the effectiveness of any treatments in this

understudied subgroup.

Ethy Dorrepaal

Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

EMGO Institute

VU University Medical Center

Amsterdam, The Netherlands

PsyQ, Parnassiagroep

The Hague, The Netherlands

Email: e.dorrepaal@psyq.nl

Kathleen Thomaes

GGZ inGeest

Amsterdam, The Netherlands

Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

Email: k.thomaes@vumc.nl

Johannes H. Smit

GGZ inGeest

Amsterdam, The Netherlands

Ethy Dorrepaal et al.

2
(page number not for citation purpose)

Citation: European Journal of Psychotraumatology 2014, 5: 23792 - http://dx.doi.org/10.3402/ejpt.v5.23792

http://www.eurojnlofpsychotraumatol.net/index.php/ejpt/article/view/23792
http://dx.doi.org/10.3402/ejpt.v5.23792


Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

EMGO Institute

VU University Medical Center

Amsterdam, The Netherlands

Dick J. Veltman

GGZ inGeest

Amsterdam, The Netherlands

Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

Adriaan W. Hoogendoorn

GGZ inGeest

Amsterdam, The Netherlands

Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

Anton J. L. M. van Balkom

GGZ inGeest

Amsterdam, The Netherlands

Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

EMGO Institute

VU University Medical Center

Amsterdam, The Netherlands

Nel Draijer

GGZ inGeest

Amsterdam, The Netherlands

Department of Psychiatry

VU University Medical Center

Amsterdam, The Netherlands

EMGO Institute

VU University Medical Center

Amsterdam, The Netherlands

References

Berking, M., Wupperman, P., Reichardt, A., Pejic, T., Dippel, A., &

Znoj, H. (2008). Emotion-regulation skills as a treatment

target in psychotherapy. Behaviour Research and Therapy, 46,

1230�1237.

Bradley, R., Greene, J., Russ, E., Dutra, L., & Westen, D. (2005). A

multidimensional meta-analysis of psychotherapy for PTSD.

American Journal of Psychiatry, 162, 214�227.

Cloitre, M., Stovall-McClough, K. C., Nooner, K., Zorbas, P.,

Cherry, S., Jackson, C. L., et al. (2010). Treatment for PTSD

related to childhood abuse: A randomized controlled trial.

American Journal of Psychiatry, 167, 915�924.

de Jongh, A., & ten Broeke, E. (2013). Handboek EMDR. Een

geprotocolleerde behandelmethode voor de gevolgen van psycho-

trauma. Amsterdam: Pearson.

Doering, S., Hörz, S., Rentrop, M., Fischer-Kern, M., Schuster, P.,

Benecke, C., et al. (2010). Transference-focused psychotherapy

v. treatment by community psychotherapists for borderline

personality disorder: Randomised controlled trial. British

Journal of Psychiatry, 196, 389�395.

Dorrepaal, E., Thomaes, K., Hoogendoorn, A. W., Veltman, D. J.,

Draijer, N., van Balkom, A. J. (2013). Evidence based treat-

ment for adult women with child abuse related Complex

PTSD: A quantitative review. Submitted.

Dorrepaal, E., Thomaes, K., Smit, J. H., Van Balkom, A. J.,

Veltman, D. J., & Draijer, N. (2012). Stabilizing group

treatment for complex posttraumatic stress disorder related

to child abuse: A randomized controlled trial. Journal of

Psychosomatics and Psychotherapy, 81, 21�225.

Foa, E. B., Keane, T. M., Friedman, M. J., & Cohen, J. A. (2009).

Effective treatments for PTSD: Practice Guidelines from the

International Society for Traumatic Stress Studies. New York:

Guilford Press.

Harned, M. S., Jackson, S. C., Comtois, K. A., & Linehan, M. M.

(2010). Dialectical behavior therapy as a precursor to PTSD

treatment for suicidal and/or self-injuring women with border-

line personality disorder. Journal of Traumatic Stress, 23, 421�
429.

Resick, P. A., Galovski, T. E., O’Brien Uhlmansiek, M., Scher, C.

D., Clum, G. A., & Young-Xu, Y. (2008). A randomized

clinical trial to dismantle components of cognitive processing

therapy for posttraumatic stress disorder in female victims of

interpersonal violence. Journal of Consulting and Clinical

Psychology, 76, 243�258.

Ter Heide, F. J., Mooren T. M., Kleijn, W., de Jongh, A., & Kleber,

R. J. (2011). EMDR versus stabilisation in traumatised asylum

seekers and refugees: Results of a pilot study. European Journal

of Psychotraumatology, 2, 5881, doi: http://dx.doi.org/10.3402/

ejpt.v2i0.5881

Thomaes, K., Dorrepaal, E., Draijer, N., de Ruiter, M. B., Elzinga,

B. M., van Balkom, A. J., et al. (2012). Treatment effects

on insular and anterior cingulate cortex activation during

classic and emotional Stroop interference in child abuse-

related complex post-traumatic stress disorder. Psychological

Medicine, 22, 1�13.

Zlotnick, C., Shea, T. M., Rosen, K., Simpson, E., Mulrenin, K.,

Begin, A., et al. (1997). An affect-management group for

women with posttraumatic stress disorder and histories

of childhood sexual abuse. Journal of Traumatic Stress, 10,

425�436.

RESPONSE TO LETTER TO THE EDITOR

Citation: European Journal of Psychotraumatology 2014, 5: 23792 - http://dx.doi.org/10.3402/ejpt.v5.23792 3
(page number not for citation purpose)

http://dx.doi.org/10.3402/ejpt.v2i0.5881
http://dx.doi.org/10.3402/ejpt.v2i0.5881
http://www.eurojnlofpsychotraumatol.net/index.php/ejpt/article/view/23792
http://dx.doi.org/10.3402/ejpt.v5.23792


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 30%)
  /CalRGBProfile (None)
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed false
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <FEFF00530065007400740069006e0067007300200066006f00720020007400680065002000520061006d007000610067006500200077006f0072006b0066006c006f0077002e>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


