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sures. For several outcome measures, younger patients prof-
ited better from CPT than older ones, while there was no age 
effect for DET.  Conclusions:  Our results indicate that DET 
merits further research and may be an alternative to estab-
lished treatments for PTSD. It remains to be seen whether 
DET confers advantages in areas of functioning beyond 
PTSD symptoms.  © 2015 S. Karger AG, Basel 

 Introduction 

 Current meta-analyses  [1–6]  as well as practice guide-
lines  [7–9]  strongly support trauma-focused methods in 
the treatment of posttraumatic stress disorder (PTSD), 
i.e. cognitive-behavioural therapies (CBT) and eye move-
ment desensitization and reprocessing. Even though 
these efficacious treatments exist, some researchers argue 
that the development of new treatments for PTSD is still 
necessary  [10] , and new treatment approaches emerge, 
such as writing therapy  [11]  or Internet-based therapy 
 [12] . New related concepts are being discussed, such as 
the feeling of being contaminated  [13]  or moral injury 
 [14] , and treatments are being assessed in difficult set-
tings and different cultures  [15] . 
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 Abstract 

  Background:  Although there are effective treatments for 
posttraumatic stress disorder (PTSD), there is little research 
on treatments with non-cognitive-behavioural backgrounds, 
such as gestalt therapy. We tested an integrative gestalt-de-
rived intervention, dialogical exposure therapy (DET), against 
an established cognitive-behavioural treatment (cognitive 
processing therapy, CPT) for possible differential effects in 
terms of symptomatic outcome and drop-out rates.  Meth-

ods:  We randomized 141 treatment-seeking individuals with 
a diagnosis of PTSD to receive either DET or CPT. Therapy 
length in both treatments was flexible with a maximum du-
ration of 24 sessions.  Results:  Dropout rates were 12.2% in 
DET and 14.9% in CPT. Patients in both conditions achieved 
significant and large reductions in PTSD symptoms (Impact 
of Event Scale – Revised; Hedges’ g = 1.14 for DET and  d  = 
1.57 for CPT) which were largely stable at the 6-month fol-
low-up. At the posttreatment assessment, CPT performed 
statistically better than DET on symptom and cognition mea-
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  Research on emotion-focused therapy (EFT) shows 
that interventions based on gestalt principles can achieve 
effects comparable to those of CBT interventions  [16, 17] . 
A review of 6 studies on the efficacy of experiential and 
gestalt-based treatments for traumatized patients  [18]  
showed that there is a lack of methodologically rigorous 
research on gestalt-based therapies: the studies reviewed 
lacked either a control condition, a randomized design or 
failed to establish PTSD diagnoses. 

  Even though established treatments are effective, most 
studies find that a substantial minority of patients fail to 
profit from them and a substantial minority drop out. 
This makes it worthwhile to explore other treatment op-
tions that may be either more acceptable to patients in 
general, or offer an alternative for those not able to engage 
in or profit from CBT. A current meta-analysis of drop-
out from treatment for PTSD found an average dropout 
rate of 18% from active treatments, with considerable 
variability across studies  [19] . 

  Dialogical Exposure Therapy for PTSD 

 Dialogical exposure therapy (DET) is based on gestalt 
therapy and therefore relies strongly on gestalt theory 
which understands the self as a dynamic cognitive-emo-
tional state that constantly constitutes itself as a result of 
interactional experience with oneself and the environ-
ment. Therefore the term ‘self-processes’  [20, 21]  is pre-
ferred. Usually, a person is aware of the situation as well 
as of her- or himself (self-awareness), has knowledge 
about her- or himself (self-representation), can tolerate 
conflicts with the environment, and is able to devise in-
teractions according to needs, opportunities and previ-
ously acquired interaction skills (contact ability). A trau-
matic experience, that is an incident or interaction that is 
perceived as life-threatening, can heavily distort these 
processes. In such situations, survival may be only pos-
sible by submitting to the premises of a perpetrator (sur-
render reflex, confluence) by giving up one’s sense of self 
(‘self-collapse’). This does not only hold for interpersonal 
trauma, but also for threat experienced as coming from 
outer sources, including natural catastrophes. The self-
collapse is rewarded by a reduction of the threat resulting 
from being different from the aggressor or having differ-
ent values, but survival has the cost of losing one’s sense 
of self. In the following period, the event is cognitively 
repeated over and over in an attempt to resolve it, and 
many trauma survivors succeed in integrating their expe-
rience into their self-processes. In PTSD however, the 

cognitive rehearsals only lead to repetitions of the self-
collapse as the only available tool to reduce the seemingly 
intolerable fear. The process generalizes such that all 
arousal experiences, not only the ones triggered by direct 
trauma reminders, lead to the same submissive coping at-
tempt by self-collapse. As a consequence, self-representa-
tion deteriorates, leading to social withdrawal, feelings of 
insecurity and a chaotic, dissolved self as contact between 
the different self-processes as well as between the person 
and the environment deteriorates. The self is then unable 
to shape its interactions in a satisfying way, especially 
when under stress. This is true for stress stemming from 
any source: for a traumatized patient, everyday conflicts 
which have been easily resolved before can be highly 
problematic.

  The overall goal of DET is to identify and resolve the 
disruptions of contact so that the patient will be able to 
experience continuity in his or her self and regain the 
ability to shape interactions with the environment (for a 
more in-depth discussion of DET principles, see  [22] ). 

  DET has been developed at a university-based outpa-
tient clinic since the 1990s. It has similarities to EFT, as 
both share a background in gestalt theory, but DET was 
developed for patients meeting criteria for PTSD, while 
EFT focuses more broadly on emotional trauma. DET 
includes exposure to the traumatic event while in EFT, 
patients are encouraged to focus on and resolve difficult 
emotions. Therapists are more active and directive than 
EFT therapists. In contrast to cognitive-behavioural 
therapies (CBTs), however, DET therapists are directive 
in supporting their patients in exploring their symptoms 
phenomenologically and in accepting themselves un-
conditionally with their symptoms and deficits. This 
self-acceptance is the condition for and precursor of 
symptomatic change. The therapy is structured into four 
phases: safety, stability, confrontation and integration. 
The phases overlap and can have different emphases de-
pending on the type of trauma. Their timing depends on 
the individual patients’ processes. Phase I is about per-
ception of the outside world and differentiation of the 
perception of safety as well as the acceptance of feelings 
of uncertainty. Phase II focuses on inner perception 
(self-awareness of the feeling/thought interactions) and 
stabilization in everyday conflict episodes. Phase III 
contains the exposure to the trauma. In addition to dis-
cussing the event and visiting the place where it hap-
pened, if feasible, this phase includes the core interven-
tion of DET, dialogical exposure. While the first two 
steps are similar to CBTs, dialogical exposure is not 
about habituation, but about finding a way of preserving 
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one’s self-processes while in contact with the perpetra-
tor. In a modified version of empty chair work, the pa-
tient is encouraged to enter into an interactional con-
frontation with the imagined presence of the experience, 
for example with the perpetrator(s), the suicide or the 
(natural) disaster. The focus here is on the patient’s tak-
ing responsibility for him- or herself, and this can also 
mean drawing back from the encounter (another differ-
ence to CBT). In phase IV, the focus is on accepting the 
experience and the changes resulting from it, as well as 
on relapse prevention. The generalization of skills and 
gains from the therapy setting into everyday life are fur-
ther goals. 

  DET has so far been tested in two studies. One in-
volved Bosnian women who had suffered traumatic be-
reavement and were treated in a group format  [23] . Effect 
sizes of the DET intervention were: Cohen’s  d  = 0.66 for 
PTSD symptoms and  d  = 0.50 for traumatic grief in the 
intent-to-treat (ITT) sample. While these effects seem 
modest, and were indeed only slightly better than the con-
trol group given supportive therapy, the effect on PTSD 
symptoms is well within the range of the overall uncon-
trolled effect size of group treatment for PTSD as com-
puted in a recent meta-analysis  [24]  ( d  = 0.71, 95% CI 
0.51–0.91). Also, this was a sample with a high level of 
chronicity and still living in postwar conditions. 

  Before attempting this large study, we conducted a pi-
lot study of DET in an individual therapy setting with 25 
treatment-seeking patients suffering from PTSD after 
adulthood trauma who received thirteen 90-min sessions 
of DET  [25] . Pre-post effect sizes were large for PTSD 
symptoms ( d  = 0.95 for the Impact of Event Scale – Re-
vised, IES-R  [26]  and  d  = 0.70 for the Posttraumatic Di-
agnostic Scale, PDS  [27] ) and moderate for general psy-
chopathology and interpersonal problems. The therapy 
was accepted well by the patients (dropout rate 16%). 
Therefore we decided to test DET in a larger sample. For 
ethical reasons, we decided not to include an untreated 
control group but rather an active control group. For 
this, we chose cognitive processing therapy (CPT)  [28]  
for several reasons: the efficacy of CPT is well established 
for PTSD after different types of traumas. It is manual-
ized, which makes it easy to teach and learn, and we had 
the opportunity of attending a workshop taught by the 
author of CPT, Patricia A. Resick, who authorized the 
translation of the manual and supported the implemen-
tation. 

  Our first hypothesis was that both therapies would be 
efficacious in reducing PTSD symptoms (primary out-
come), general psychopathology and negative trauma-

related cognitions (secondary outcome). Secondly, we
expected that life satisfaction would improve and inter-
personal problems decrease in both therapies (tertiary 
outcomes). Thirdly, we aimed to compare treatments to 
explore whether they performed differently on any of 
these measures. As this is the first comparison study using 
DET, we did not have a hypothesis concerning PTSD 
symptoms and general distress, but we expected CPT to 
effect more change in posttraumatic cognition and DET 
in interpersonal distress and life satisfaction.

  Method 

 Participants  
 Participants were recruited from consecutive patients seeking 

treatment at a university-based outpatient clinic between Septem-
ber 2008 and July 2011. Our enrolment goal was 90 participants 
total, which would have given us a power of 0.65 to detect a differ-
ence with a medium effect size between therapies (estimated with 
G * Power 3  [29] ). However, we were able to include more patients 
because the number of eligible patients was higher than expected. 
If a trauma history was present as assessed in an initial telephone 
screening, patients were invited for an intake interview, in which 
one of two experienced master level clinicians assessed them for 
eligibility. Patients were enrolled in the study if they had a primary 
diagnosis of PTSD according to the Diagnostic and Statistical 
Manual of Mental disorders, 4th edition (DSM-IV)  [30]  due to a 
traumatic event that had happened at least 1 month previously. 
Patients were considered not to have a primary diagnosis of PTSD 
if their symptoms were overshadowed by dissociative identity dis-
order or severe personality disorder. They were excluded if they 
reported ongoing distress from psychosis or substance depen-
dence or if their symptoms were due to childhood abuse or neglect. 
We excluded such patients because we considered them as prob-
ably needing more intense and/or longer treatment than was of-
fered in the study. We followed the ethics committee’s recommen-
dation to exclude highly comorbid patients as there is limited pri-
or experience with gestalt therapy for such patients in the literature. 
With respect to depression, we excluded patients for whom de-
pression predated the trauma and for whom in the clinical assess-
ment prior to study intake the clinician had rated the patient to be 
unable or not to wish to commit to treatment within the stated 
study protocol. Additional exclusion criteria were organic brain 
syndrome, current psychotherapy, lack of German language skills 
(as determined in the intake interview), current suicidality and be-
ing younger than 18 years. At the end of this interview, patients 
received baseline self-report measures for completion at home. In 
two subsequent diagnostic sessions, another master level clinician 
collected these self-report measures and assessed for comorbid 
axis I disorders. 

   Figure 1 , the CONSORT chart, shows the flow of patients 
through the study. Of 181 prospective patients invited to the initial 
interview, 33 met exclusion criteria or did not meet inclusion cri-
teria and were offered treatment outside the study protocol, leav-
ing 148 patients who were enrolled. In the CPT condition, each 
therapist’s first case was considered a training case and was not 
included in the analyses. As these pilot cases were not taken into 
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account when generating the randomization sequence, the DET 
ITT sample was larger than the CPT sample. 

  The ITT sample therefore consisted of 141 patients, 74 in DET, 
and 67 in CPT. Sample characteristics are given in  table 1  (more 
detailed information to be found in the online suppl. table 1; see 
www.karger.com/doi/10.1159/000440726, for all online suppl. 
material). Randomization was largely successful, with only few sig-
nificant differences between the two subsamples. DET patients 
were significantly older than CPT patients, with t(139) = 2.271,
p = 0.025. Therefore, age was included in analyses as a covariate. 
CPT patients endorsed significantly more symptoms of obsessive-
compulsive personality disorder [DET, mean = 3.73, SD = 1.76; 
CPT, mean = 4.40, SD = 1.69; t(133) = –2.255, p = 0.026], but as 
this variable showed no connection to symptomatic improvement, 
it was not included in the analyses. 

  Measures 
 At study entry, PTSD was assessed with the German version of 

the International Diagnostic Checklists for DSM-IV and ICD (IDCL) 
 [31] , and comorbid DSM-IV axis I diagnoses were established using 
the DIA-X  [32] , a German computer-assisted and modified version 
of the Composite International Diagnostic Interview with an excel-
lent reliability (93.3% agreement, κ  =  0.76)  [33] . The IDCL have also 
been demonstrated to be reliable, with agreements between κ  =  0.67 
and   κ = 0.88 for different interviewers  [34] . We screened for axis II 
disorders using the SCID-II questionnaire  [35] . If a patient scored 
above the cut-off for a personality disorder, we used clinical judge-
ment to determine whether exclusion criteria were met.

  The IES-R  [36] , a self-report instrument that measures the in-
tensity of PTSD symptoms, was our primary outcome measure. It 
was administered by the therapist before each session as a process 

Assessed for eligibility (n = 181) 

Excluded  (n = 33) 
- after initial interview (n = 21) 
- after DIA-X diagnostics (n = 12) 
• Not meeting inclusion criteria (n = 18)
• Meeting exclusion criteria (n = 15) 

Analysed (n = 74) 
• Excluded from analysis (n = 0)

Pretreatment values carried forward
to posttest for 9 dropouts and 
to follow-up for 35 dropouts

Lost to follow-up (n = 26) 
• Received further therapy (n = 6) 
• Refused follow-up (n = 4) 
• Could not be reached (n = 4) 
• Did not attend scheduled interview 
 (n = 3) 
• Did not complete follow-up assessment 
 (n = 9)

Allocated to DET (n = 74) 
• Received allocated intervention (n = 71)
• Did not receive allocated intervention 
 (patient declined) (n = 3) 
 Reasons: relapse of drug abuse before 
 starting therapy (1), lost interest (2) 
• Discontinued intervention (n = 6) 
 Reasons: avoidance (1), no child care (1), 
 felt therapy unnecessary (1), insufficient 
 motivation (3) 

Lost to follow-up (n = 15) 
• Received further therapy (n = 2) 
• Could not be reached (n = 7) 
• Did not attend scheduled interview 
 (n = 1) 
• Did not complete follow-up assessment
 (n = 5)

Allocated to CPT (n = 74) 
• Received allocated intervention (n = 63) 
• Received intervention as pilot case (n = 7)
• Did not receive allocated intervention 
 (patient declined) (n = 4)
 Reasons: did not agree with study 
 protocol (1), lost interest (3)   
• Discontinued intervention (n = 6) 
 Reasons: felt offended by therapist (1), 
 was able to leave job as train conductor 
 and felt therapy unnecessary (1), 
 avoidance (1), no reasons given (3) 

Analysed (n = 67) 
• Excluded from analysis (n = 7)
 Reason: treated as pilot case (7)

Pretreatment values carried forward
to posttest for 10 dropouts and 
to follow-up for 25 dropouts

Randomized (n = 148) 

Enrolment

Allocation

Follow-up

Analysis

  Fig. 1.  CONSORT flow chart. 
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measure, as well as before and after treatment and at the follow-up. 
The psychometric properties of the German version of the IES-R 
are good and comparable to the original version  [26] . 

  As a second primary outcome measure, we used the PDS  [27] , 
a self-report instrument which can be used for determining PTSD 
diagnostic status according to DSM-IV criteria as well as symptom 
severity. Its psychometric properties are good, although the Ger-
man version has a tendency to overdiagnose  [37] . For diagnosis 
scoring, we used a combination of symptom cluster scoring ac-
cording to DSM-IV criteria and a severity cutoff of 18  [38] .

  As we were interested not only in PTSD symptoms, but also 
overall psychological functioning, we used the Brief Symptom In-
ventory (BSI)  [39]  as a secondary outcome measure. The BSI is a 
self-report measure for a broad range of psychological problems. 
The German version  [40]  has good psychometric properties  [41] . 
We used the Global Severity Index before and after therapy and at 
the follow-up to assess change of overall psychological distress.

  The Posttraumatic Cognitions Inventory (PTCI)  [42]  is a 33-
item self-report measure for the assessment of trauma-related cog-
nitions. It was administered before and after treatment and after 6 
months, as well as after every fourth session. As the PTCI highly 
correlates with PTSD symptoms, but is not a PTSD measure, we 
considered it a secondary outcome.

  The design included two exploratory outcomes. The Inventory 
of Interpersonal Problems – Circumplex Version  [43]  (IIP-C) is a 
measure of interpersonal problems. It is sensitive to change and 
has been used in psychotherapy research both as an outcome mea-
sure and as a predictor of outcome  [44] . 

  In order to assess life satisfaction, we used a shortened version 
of an existing questionnaire  [45] , which was in turn adapted from 
an older measure  [46] . Our measure consisted of 19 items measur-
ing satisfaction in the areas social situation, health, own person, 
leisure time and financial status. Psychometric data on the spe-
cific items used in this study are not available. However, Cron-
bach’s α for our sample (n = 115, reflecting the exclusion of cases 
with missing data) was, at 0.90, very good. Information on further 
process measures and tertiary outcomes has been documented in 
the study protocol, which can be obtained from the first author. 

  The follow-up about 6 months after the end of therapy con-
sisted of a battery of self-report instruments that were mailed to 
the patients. They were asked to return the completed instruments 
during an interview conducted by a staff member. 

  Treatments 
 The principles and structure of DET have already been de-

scribed above. The therapy was carried out according to the man-
ual  [47] . CPT  [28]  is one of the best-established CBTs for PTSD. It 
is a highly structured, predominantly cognitive therapy protocol 
targeting dysfunctional cognitions about the traumatic event, one-
self and others. In this study we used a translated and slightly mod-
ified manual  [48] . In addition to the written exposure component, 
we included behavioural homework to help patients counteract 
behavioural avoidance. Such homework does not disagree with the 
rationale behind CPT and has been added before  [49] . 

  Treatment length was flexible with a maximum duration of 24 
sessions. If a patient had completed the therapy (15 sessions in the 
CPT condition or the four phases in the DET) and patient, thera-
pist and supervisor agreed that sufficient improvement had been 
achieved, treatment was terminated. This increases external valid-
ity as in real life therapies are usually not continued until a fixed 
session number is reached. Only a minority of cases terminated 
therapy early. In both conditions, patients were offered up to 2 
‘booster sessions’ which were optional and could be scheduled at 
any time during the 6-month follow-up period. We decided to of-
fer this because it has been our experience that it can be very help-
ful for patients to know that they can get support during difficult 
times they anticipate, such as anniversaries of traumatic events or 
court dates.

  Therapists 
 Eight master level psychologists conducted therapies in the 

DET condition, 2 of them male. Their ages ranged from 28 to 55 
years, their clinical experience at the beginning of the study from 
1 to 15 years. Two had completed gestalt therapy training in an 
external institution, and 2 completed this training during the 
course of the study. Five were in training to become licensed CBT 
therapists (3 of them completing during the time of the study). All 
DET therapists had completed a 96-hour curriculum on treating 
traumatized patients, of which DET was the main focus. 

  Seven female therapists treated patients in the CPT condition. 
Their ages ranged from 27 to 45 years and their clinical experience 
from 1 to 10 years at study entry. The CPT therapists were all mas-
ter level psychologists in training to become licensed CBT thera-
pists (4 finished during the study). Three completed a 2-day CPT 
workshop and a supervision session with Patricia A. Resick; the 
other 4 therapists joined the study later and were trained individu-
ally by the third author who had attended an additional 2 days of 
CPT workshops with Patricia A. Resick and translated the CPT 

 Table 1.  Characteristics of the two treatment groups

Variable DET 
(n = 74)

CPT 
(n = 67)

Age range, years 18 – 78 19 – 53

Age, yearsa 37.99 ± 12.1 33.67 ± 10.3
Number of traumatic events 3.1 ± 1.9 2.7 ± 1.6
Months since index trauma 18.65 ± 25.38 19.08 ± 25.22

Female 48 (64.9) 45 (67.2)
Current comorbid diagnosis

Affective disorder 31 (41.9) 35 (52.2)
Anxiety disorder 32 (43.2) 33 (49.3)
Somatoform disorder 10 (13.5) 10 (14.9)
Other 6 (8.1) 9 (13.4)
None 21 (28.4) 15 (22.4)

Trauma type (index trauma)
Interpersonal 19 (25.7) 22 (32.8)
Accident 26 (35.1) 28 (41.8)
Loss 7 (9.5) 5 (7.5)
Medical issue 4 (5.4) 1 (1.5)
Other 18 (24.3) 11 (16.4)

Results are expressed as means ± SD or numbers with percent-
ages in parentheses. 

a This difference was statistically significant, with t = 2.271,
d.f. = 139 and p = 0.025.
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manual. Training included reviewing the treatment manual to-
gether session by session, and attending supervision a few times 
before taking cases. To ensure that therapists in the CPT condition 
were no less qualified in conducting trauma treatment in line with 
the treatment manual, the first case of each CPT therapist was con-
sidered a pilot case. This case was not included in analyses and 
received especially close supervision. It is unusual to draw training 
cases from a randomized study sample, but we wanted the training 
cases to be relevant to the study population, and this procedure 
enabled us to start study treatments in the DET condition (also, 
some CPT therapists joined the study at a later date). 

  Therapists in both conditions were supervised during the study 
on a regular basis (every fourth session on average). Supervision 
included discussion of therapist adherence and patient progress. 
Every case was discussed, not only problematic ones. Between su-
pervisions therapists met weekly for case discussions. DET thera-
pists were supervised by the first author, CPT therapists by the 
fourth author. For the first 115 cases (80%), all sessions were vid-
eotaped. Later cases were videotaped less frequently and mainly for 
use in supervision. In the DET condition, the first 2 authors re-
viewed at least 1 case per therapist with the help of the video tapes 
in order to ensure adherence to DET principles. This was felt to be 
necessary only in the DET condition, because most therapists also 
had training in CBT, while none of the CPT therapists had any 
training in DET. It is difficult to compare the amount of training 
between therapist groups. In contrast to DET, there was no long-
standing tradition of conducting CPT at the institution, and as the 
manual was translated specifically for this study, therapists could 
not have long-standing experience with it. However, the theoreti-
cal principles and treatment components of CBT but not of DET 
are routinely taught in psychology university programmes, and all 
CPT therapists were in CBT training, so they were considered to 
be ready to treat study patients after the training described above 
and the pilot case. 

  To ensure adherence, therapists in both conditions were re-
quired to complete a detailed documentation of the interventions 
used in each session. The study procedure was approved by the 
institution’s ethics committee.

  Data Analysis 
 We analysed the effects of treatment on primary, secondary and 

tertiary outcomes using separate 2 (intervention)      ·      3 (time point) 
repeated measures MANOVAs with participant age as a covariate. 

Missing data were replaced with the last available score (last obser-
vation carried forward). This is a conservative procedure because it 
assumes no change has happened in patients with missing data at 
posttreatment and/or follow-up examinations. For significant ef-
fects in the MANOVAs, we conducted appropriate post hoc tests 
(ANOVAs and t tests). We calculated Hedges’ g effect sizes from 
pre- to posttreatment and pretreatment to follow-up time points. 
In order to compare treatments, we calculated between-group ef-
fect sizes as described by Klauer  [50]  using an online calculator  [51] .

  Results 

 At the pretreatment assessment, the two subsamples 
were similar in terms of clinical severity. The sample ex-
hibited marked psychopathology. The mean BSI Global 
Severity Index corresponded to a t value of above 80 ac-
cording to norms  [40]  and was significantly higher than 
the mean of a sample of German patients seeking out-
patient psychotherapy  [41]  [mean = 1.14, SD = 0.67, 
t(135) = 5.321, p < 0.001]. The mean PDS severity, at 
29.35 (SD = 10.0), was in the moderate to severe range. 
Means for the three IES-R symptom clusters were in the 
severe range (above 19). Interpersonal distress, on the 
other hand, was rather low and did not differ significant-
ly from the healthy German norm: mean = 1.28, SD = 
0.52, t(131) = 1.504, p = 0.135  [52] . Mean scores and stan-
dard deviations for both treatment groups (ITT sample) 
are given in  table 2 . 

  Drop-out rates at the posttreatment assessment were 
12.2% for DET (4.1% of those allocated to DET did not 
start treatment, 8.1% dropped out of treatment) and 
14.9% for CPT (6.0% declined treatment after allocation, 
9.0% dropped out of treatment). The difference was not 
statistically significant, with χ 2 (1) = 0.230, p = 0.631. At 
the 6-month follow-up, study drop-out rates were mark-
edly higher, increasing the overall study dropout to 47.3% 

 Table 2.  Scores at the three measurement points in the two treatment conditions (ITT sample) using LOCF

Measure DET (n = 74) CPT (n = 67)

pretreatment posttreatment follow-up pretreatment posttreatment  follow-up

mean n mean n mean n mean n mean n mean n

IES-R 69.22 (16.07) 70 40.06 (32.31) 72 36.47 (30.69) 72 66.76 (19.36) 63 27.96 (28.98) 66 29.91 (28.77) 66
PDS 30.08 (9.89) 71 18.79 (14.02) 72 16.88 (13.83) 72 28.56 (10.15) 66 15.93 (12.36) 67 16.03 (13.17) 67
BSI GSI 1.48 (0.68) 70 0.97 (0.89) 71 0.88 (0.82) 72 1.45 (0.74) 66 0.81 (0.71) 67 0.82 (0.75) 67
PTCI total 123.88 (38.37) 69 95.62 (47.99) 71 90.69 (45.69) 71 129.45 (32.89) 63 90.81 (41.42) 66 92.34 (42.44) 66
LS 3.07 (0.80) 70 3.25 (0.85) 72 3.32 (0.88) 72 3.04 (0.71) 66 3.26 (0.80) 67 3.32 (0.80) 67
IIP 1.34 (0.59) 66 1.09 (0.66) 69 0.98 (0.63) 70 1.38 (0.57) 66 1.13 (0.64) 67 1.11 (0.60) 67

 Results are expressed as means with SD in parentheses. LOCF = Last observation carried forward; GSI = Global Severity Index; LS = life satisfaction.
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in the DET and 37.3% in the CPT condition. It is impor-
tant to note that these dropouts occurred after the thera-
pies had ended; therefore their clinical meaning is limit-
ed, but the high attrition makes interpretation of differ-
ences between therapies at follow-up difficult.

  Although we conducted three MANOVAS for the dif-
ferent types of outcomes, ANOVA outcomes are given in 
 table 3  because they are more easily interpreted. For rea-
sons of space, only the primary results table is included 

here, while secondary and tertiary outcomes can be ac-
cessed online (online suppl. table 2a, b). Each effect that 
was significant in the original MANOVA is indicated. For 
all 6 outcome measures, there was a main effect of time, 
and post hoc t tests showed, as could be expected, that 
scores were significantly worse at pretreatment than at 
either posttreatment or follow-up examinations, while 
the latter two did not differ significantly. Pre-post effect 
sizes are given in  table 4 . Effects in both conditions were 
large for PTSD measures and general psychopathology, 
and moderate to large for posttraumatic cognitions  [53] . 

  There was a main effect for age with an advantage for 
younger patients on IES-R, BSI Global Severity Index and 
PTCI. There was also a main effect for intervention on the 
IES-R and BSI, indicating higher scores in the DET sample. 
More interestingly, there was a significant interaction ef-
fect of time and intervention (indicating that patients in 
the two treatments changed differently) for IES-R, PDS, 
BSI and PTCI. Post hoc t tests comparing the two interven-
tion groups at the three time points were all non-signifi-
cant, however, except for posttreatment IES-R, where CPT 
patients scored significantly lower, with t(131) = 2.309, p = 
0.022. As can be seen in  table 2 , all scores in all four mea-
sures decreased between pre- and posttreatment assess-
ments for CPT and slightly increased to follow-up, while 
in DET, they showed a further decline, which probably ex-
plains the significant effects. Looking at the effect sizes in 
 table  4 , it becomes apparent that even though between-
treatment effect sizes were rather small, they were all in 
favour of CPT after treatment. At the follow-up, this dif-
ference had become much less noticeable with most be-
tween-treatment effect sizes below 0.01. The two excep-
tions to this are the PTCI, where there is a small advantage 
for CPT, and the IIP where DET patients did slightly better. 

  There was a significant interaction effect of time and 
age for the IES-R such that younger patients improved 
more. Even though for a few other measures this interac-
tion was significant, the original MANOVAS were not. 
Interestingly, the three-way interaction effect of age, time 
and intervention was significant for all three MANOVAs 
and for all post hoc ANOVAs except life satisfaction. In 
order to shed light on the three-way interaction, we con-
ducted the same MANOVAs separately for the two inter-
vention groups, again with time as a covariate. For DET, 
only the main effect of time was significant for IES-R and 
PDS. No other main or interaction effect reached signifi-
cance. For CPT, there was a significant main effect of time 
on all measures, as well as a main effect of age on IES-R, 
PTCI and life satisfaction (in all cases younger patients 
had the advantage). There was a significant interaction 

 Table 3.  Repeated measures ANOVAs for primary outcomes (ITT 
sample)

Measure Effect MS d.f. F p

IES-R time 14,607.679 1.546 42.075 <0.001a

age 9,576.554 1 6.599 0.011a

intervention 14,401.526 1 21.855 <0.001a

time × intervention 2,763.634 1.546 7.960 0.001a

time × age 2,559.062 1.546 7.371 0.002a

age × intervention 15,977.865 1 11.010 0.001a

time × age × intervention 2,321.073 1.546 6.685 0.004a

PDS time 1,315.480 1.395 16.842 <0.001a

age 705.753 1 2.049 0.155a

intervention 871.998 1 2.531 0.114a

time × intervention 304.219 1.395 3.895 0.036a

time × age 105.163 1.395 1.346 0.258a

age × intervention 778.130 1 2.259 0.135a

time × age × intervention 283.711 1.395 3.632 0.028a

 MS = Mean squares; d.f. = degrees of freedom, adjusted according to 
Greenhouse-Geisser. 

a For these effects, the MANOVA including both measures was signifi-
cant.

 Table 4.  Effect sizes (Hedges’ g) in the ITT sample (last observation 
carried forward)

Measure Pretreatment vs. 
posttreatment values

 Pretreatment vs. 
follow-up values

DET CPT betweena DE T CPT betweena

IES-R 1.14 1.57 0.25 1.33 1.50 0.08
PDS 0.93 1.12 0.06 1.10 1.07 –0.09
BSI 0.64 0.88 0.16 0.80 0.85 0.03
PTCI 0.65 1.03 0.26 0.79 0.98 0.12
LS 0.22 0.29 0.05 0.30 0.37 0.04
IIP 0.40 0.41 0.01 0.59 0.46 –0.14

 LS = Life satisfaction. 
a Calculated as dkorr according to Klauer [50]. Effect sizes with 

negative indices are in favour of DET, with positive indices in fa-
vour of CPT.
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effect of time and age for IES-R, BSI, PTCI and IIP. For 
these measures, we split the sample into older and youn-
ger patients using the median and compared scores at the 
three time points. On IES-R, BSI and PTCI, there were no 
differences between age groups at the pretreatment ex-
amination, while younger patients had significantly lower 
scores at the follow-up. On IIP, there were no significant 
differences between younger and older patients at any 
time point. Therefore, on most measures, younger CPT 
patients showed more improvement than older ones, 
while there was no such difference in DET. 

  Possibly one reason for the significant differences in 
change over time is that among patients who had com-
pleted therapy, significantly more posttests were missing 
in DET (13) than in CPT (1), with χ 2 (1) = 9.952, p = 0.002. 
Even though the difference was not significant at the fol-
low-up [DET: 26, CPT: 15, χ 2 (1) = 2.549, p = 0.110], this 
makes the interpretation of results difficult. Therefore, we 
ran additional ANOVAs for each outcome, including 
only patients with complete data from all assessments. 
This reduced sample size considerably (to 30–32 in DET, 
36–41 in CPT) and resulted in no time      ·      therapy interac-
tion effects for any measure. 

  As there was no clinical rating of PTSD diagnosis at 
posttreatment or follow-up assessments, we used the PDS 
for this purpose. Using the last observation carried for-
ward, remission rates were 52.7% in DET and 61.2% in 
CPT, which slightly improved to 59.5 and 64.2%, respec-
tively, at the follow-up. Differences between therapies 
were not significant [posttreatment time point: χ 2 (1) = 
1.033, p = 0.309, follow-up: χ 2 (1) = 0.331, p = 0.565]. 

  We calculated the reliable change index  [54]  to divide 
the sample into three groups: reliably improved, no reli-
able change and reliable deterioration. Detailed results 
can be accessed online (online suppl. table 3). We con-
ducted a 2 × 2 χ 2  test for each measure comparing suc-
cessful (reliably improved) with not successful (no change 
or deterioration) patients. For IES-R, there was a signifi-
cant difference in favour of CPT (χ 2  = 6.145, p = 0.013) 
but not for PDS (χ 2  = 0.215, p = 0.643) or BSI (χ 2  = 0.445, 
p = 0.505). 

  Discussion 

 To our knowledge, this is the first PTSD treatment 
study comparing a gestalt-based integrative treatment with 
a CBT. Results show that both therapies had large effects 
on self-rated PTSD symptoms and general psychological 
functioning. Effect sizes for IES-R were larger than those 

found for psychotherapy in general in a recent meta-anal-
ysis  [6]  of 1.14 (95% CI 0.97–1.3), while PDS effect sizes fell 
within this range for CPT and slightly below for DET. 
When compared to the meta-analytic results for CPT spe-
cifically (1.69, 95% CI 1.27–2.11), the IES-R result for the 
CPT group corresponded very well, while the PDS effect 
size fell short. Even though we found significant time      ·      ther-
apy interactions for the primary and secondary outcomes, 
the only significant difference between the two groups at 
any time point was posttreatment IES-R, where CPT pa-
tients had lower symptom scores. This may be due to more 
missing data at posttreatment assessments in the DET 
group. At the follow-up, between-group effect sizes were 
generally very small. The largest were for posttraumatic 
cognitions (in favour of CPT) and interpersonal function-
ing (in favour of DET). These differences are in accordance 
with the proposed mechanisms of change of the two thera-
pies: DET focuses on the therapeutic relationship, but also 
other relationships in the patients’ lives, while CPT has a 
strong cognitive focus. However, as the differences be-
tween therapies were small and the sample was in the non-
clinical range before treatment, this possible long-term ad-
vantage of DET may not generalize to patients with clini-
cally significant interpersonal disturbance. Also, a different 
set of analyses did not indicate differential patterns of re-
sponse for the two treatments  [55] . As the high amount of 
missing data especially in the DET group at the posttreat-
ment assessment made relying solely on ITT data seem un-
fair, we also conducted analyses with available data only. 
This yielded no significant differences between therapies; 
however, it is possible that this is a disadvantage to CPT, 
because less successful patients may have been less likely to 
participate in posttreatment assessments. 

  Even though we included age as a covariate originally 
only to control for a pretreatment difference between 
treatment groups, we found that younger patients prof-
ited better than older patients from CPT while there was 
no such effect for DET. This ties in with earlier results: in 
a study comparing CPT to prolonged exposure, younger 
patients profited more from CPT than older ones while 
the reverse was true for prolonged exposure  [56] . In a dif-
ferent set of analyses with our sample, we also found that 
the efficacy of DET was less dependent on patient char-
acteristics: while pre-post differences in CPT were corre-
lated with patient interpersonal dominance, this was not 
true for DET  [57] . It is possible that the reliance of CPT 
on written work makes it easier for younger people to
engage. 

  Drop-out rates were low in both therapies (12.2% in 
DET and 14.9% in CPT) and did not differ between the 
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two groups, indicating that both interventions were well 
tolerated by patients. These rates are slightly lower than 
those found for active PTSD treatments  [19] . There are 
several possible reasons for this, such as the flexible dose 
of therapy, the low interpersonal psychopathology and 
comorbid pathology (due to exclusion criteria, especially 
the exclusion of patients with childhood trauma) in our 
sample and the fact that therapists had more time than in 
typical studies to focus on issues of motivation and com-
mitment. 

  An important strength of the study is its high ecologi-
cal validity: It took place in a ‘real-world’ setting, that is 
the therapies were financed by the patients’ health care 
insurance and there was no grant money. Patients were 
recruited among treatment seekers at the clinic. Most 
therapists were still in training for their licenses and clin-
ical experience was mixed. Also, the duration of the study 
therapies corresponded to the typical length of short-
term treatments in Germany (short-term CBT is 25 ses-
sions, and we saved one as a booster session) and we used 
a flexible treatment dose. Pretreatment PTSD scores were 
comparable to those found in other studies  [11, 58, 59] . 
However, with the exclusion of patients with childhood 
trauma, we did have a sample with less interpersonal pa-
thology than other PTSD studies; in fact, patients did not 
report raised levels of interpersonal distress.

  The study has several limitations. The most important 
methodological one is our sole reliance of self-report of 
PTSD symptoms at posttreatment and follow-up time 
points, especially because the German version of the PDS 
tends to overdiagnose  [37] . Thus, our results with respect 
to remission rates may not be reliable.

  Some participants were only a few months after trau-
ma, that is in a period where natural recovery could still 
have occurred. The lack of an untreated control group 
carries some weight in this context. We did consider in-
cluding a waiting list control but were concerned about 
the ethical implications of denying earlier treatment to 
randomly selected patients. Also, because our clinic is lo-
cated in a large city, there was a possibility of patients 
looking for and receiving treatment elsewhere if they 

were allocated to a waiting list group. While comorbid 
diagnoses on DSM-IV axis I were established, we did not 
include a measure of depression severity, which would 
have been an important secondary outcome given the 
high comorbidity between PTSD and depression. With 
regard to defining exclusion criteria, a clear operational-
ization of when a patient would not be able or did not 
wish to undergo treatment within the stated study proto-
col is lacking, which is a weakness of the study. Our rath-
er strict exclusion criteria can be seen as another limita-
tion, and our results cannot be generalized to patients 
with histories of childhood trauma and to patients with 
severe comorbid depression predating the traumatic 
event or severe personality pathology. Yet, almost half 
our sample reported a comorbid affective disorder. The 
other exclusion criteria served to exclude patients who 
would normally not be treated with a specific PTSD treat-
ment and PTSD symptoms as well as general psychopa-
thology were not lower than in other studies. Also, crite-
ria only led to the exclusion of 15 patients out of 181 
screened. The amount of training which therapists had 
received in the two study arms cannot be compared di-
rectly and might have been different.

  For reasons that cannot be explained, there was much 
more attrition at the posttest time point from the DET 
condition than the CPT condition, and somewhat (but 
not statistically significantly) more at the follow-up. As a 
result, the outcome for a large subgroup of patients who 
received DET (13 at the posttest assessment; 26 at the fol-
low-up) could not be ascertained. These drawbacks se-
verely limit the inferences that can be drawn from our 
results. 

  Although CPT showed greater evidence than DET of 
improvement on measures of PTSD and related symp-
toms and cognitions, DET showed promising evidence of 
generally large effect size improvements using the conser-
vative method of last outcome carried forward and com-
parable benefits to CPT among study completers. There-
fore, further research on DET, including samples exhibit-
ing more comorbidity, is warranted.
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