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Abstract
Background: Trauma-focused therapy approaches are recommended as treatment for posttraumatic stress disorder
(PTSD). This includes the treatment of trauma-related suffering in refugee populations. However, there is a lack of
knowledge about symptom trajectories in refugees living in volatile conditions. This has led to fear of “retraumatisation”
and general skepticism in clinicians concerning the use of exposure therapy.
Methods: To test the relevance of this concern, we investigated PTSD symptom trajectories and potentially influencing
factors during the course of Narrative Exposure Therapy (NET) in a refugee sample living in Germany. Refugees filled out
the PTSD Checklist prior to each treatment session and also during follow-up interviews. Therapists continuously
documented positive and negative life events as well as the content of the treatment sessions. Additionally, structured
clinical interviews were conducted pre-treatment and at follow-up time points.
Results: On average, clients presented with substantial decreases in PTSD symptoms already during and after NET.
However, symptom trajectories differed and ranged from fast responders to slow responders to no immediate response
during treatment. Importantly, a persistent worsening of symptoms was not observed, also not after exposure to the
most distressing events. In contrast, stressful life experiences seemed to aggravate PTSD symptoms.
Conclusions: Consistent with earlier studies, NET leads to clinically and behaviorally relevant reductions in PTSD
symptoms both throughout and following treatment in refugees living in volatile conditions. Concerns about imaginal
exposure in refugees were not substantiated. While stressful life events contributed to transient symptom increases, they
weren’t found to prevent the overall effectiveness of NET.
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Background
Poor mental health remains one of the major concerns
in refugee populations worldwide [1]. The experience of
traumatic events in the home country and during the
flight as well as postmigrational stressors lead to substantial prevalence rates of trauma-related suffering, including posttraumatic stress disorder (PTSD), affective,
and anxiety disorders [2–4]. These high rates of mental
health issues remain elevated even after years of living in
a host country [5, 6]. Depending on the cumulative exposure to traumatic stressors experienced by refugees,
prevalences of PTSD remain substantial with one in
three survivors in need of treatment [7, 8]. This is especially important as reviews on the naturalistic course of
PTSD show a chronic or recurrent course in the majority of clients [9]. Recent studies in refugee populations
confirm this by showing that PTSD symptoms often persist across extended periods of time – sometimes for
one’s whole life – when no treatment is offered [10, 11].
Several approaches for treating PTSD have been developed – thereof, trauma-focused psychotherapy (TFP) approaches show the best long-term benefit [12, 13].
Among others, all TFP approaches include the imaginal
exposure of the traumatic experiences [14]. Research on
PTSD treatments in refugees found two TFP approaches
which have shown sound evidence and are recommended
for treatment: Narrative Exposure Therapy (NET) and
trauma-focused cognitive-behavior therapy (TF-CBT)
[8, 15–17]. NET [18] was especially developed for individuals with multiple traumatic experiences [19–21].
The etiological model of NET is based on the concept
that repeated traumatic experiences form a so-called
fear network, i.e. an associated memory of sensory,
cognitive, emotional, and interoceptive representations. This means, if one memory component is activated, other components have a higher likelihood to
be recalled as well. For instance, seeing a man in uniform in the host country may activate the feeling of
threat in a war survivor (even if this man is actually a
protective resource in the current situation) which
then leads to more violence-related memories. With
increasing traumatic experiences, the number of associations within the fear network continues to grow and becomes detached from the autobiographical context (e.g. the
time and place of the happening) [6, 18, 22]. Through an
activation of this fear network and its connection with the
autobiographical context, the present memory structure becomes segmented again in memories of the particular events. Then, specific cues may still activate the
recall of a particular traumatic event but no more the
non-locatable horror and fear [18]. NET shows sustained effects on PTSD symptoms as well as on comorbid disorders and functioning [23–25]. Additionally, a
child-friendly version of NET (KIDNET) has been
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found to be effective in refugee children and adolescents [26, 27].
Despite the evidence in favor of TFP, it is not commonly
used in clinical practice due to a variety of perceived barriers: lack of training in TFP, concerns of patients’ decompensation, drop-out, and symptom exacerbation [28–30].
Specifically for refugees, postmigrational stressors (i.a. the
insecure living conditions) are often named as a concern
of clinicians to use TFP [8]. However, up-to-date evidence
on TFP for other target groups did not find differences in
dropout and non-response rates compared to other active
treatments [31, 32]. For refugee populations, NET has
proven its effectiveness even in volatile and insecure settings [19, 33–35].
Most psychotherapy research to date has focused on
assessing symptoms before and after treatment – however, emerging research began to assess symptoms during treatment as well. By examining the overall course of
symptoms during TFP, most studies report linear or
quadratic symptom changes [36–38]. More recent studies have tried to unravel trajectories during therapy by
allocating the individuals to groups. Different patterns
have been found where most studies group individuals
with (a) high symptom decreases at the beginning of
therapy, (b) gradual symptom decreases, and (c) little to
no symptom changes during the time of therapy [39–41].
Symptom exacerbations due to exposure therapy seem to
be present in a small minority of clients only [42, 43].
However, studies on in vivo exposure treatment for anxiety disorders show that exposure sessions may produce
physiological reactions reflecting higher perceived stress
for both the client and the therapist compared to nonexposure sessions [44]. Research on predictors influencing
the symptom trajectories or outcomes (e.g. sex, age, education, initial mental health symptoms) shows inconsistent
results [39, 45, 46].
To-date, the majority of PTSD treatment studies
examining symptom trajectories were conducted with
veterans using TF-CBT, prolonged exposure therapy, or
cognitive processing therapy as TFP approaches [40, 41,
47]. To our knowledge, there are no current studies that
have systematically examined symptom trajectories of refugees during treatment. Until now, only one case study
depicted the course of symptoms in 6 refugees during a
combination of NET and physiotherapy [48]. Otherwise,
treatment studies with refugees have concentrated on a few
assessment time points of symptoms only [49–51]. These
studies have demonstrated the influence of postmigrational
stressors and stressful life events on mental health symptoms during therapy [50, 51].
Given the lack of research on the trajectories of mental
health symptoms in refugees and during NET as well as
clinicians’ concerns in using TFP in refugee populations,
the current study tackles the following issues: (1) We

Kaltenbach et al. BMC Psychiatry

(2020) 20:312

examine trajectories of self-reported PTSD symptoms
and identify distinct symptom courses during NET as
well as its implications on treatment outcome. (2) We
explore the influence of imaginal exposure to the most
distressing events as well as treatment-unrelated life
stressors on PTSD symptoms during NET.

Method
Design and procedure

The study was conducted between 2015 and 2018 at the
Center of Excellence for Psychotraumatology (CEP), a
specialized research center for asylum seekers and refugees in Germany. Refugees were either referred to the
CEP by social workers, physicians, volunteers, or lawyers, or they were recruited from asylum accommodations in southern Germany. All were initially invited to a
structured clinical interview for the assessment of the
trauma history and mental health status in the context
of other studies [52–54]. In case of mental health problems, the participant and the psychologist decided after
the interview how to proceed. Participants fulfilling the
criteria of PTSD were offered NET at the CEP. Additionally, other treatment options such as a referral to
psychiatric or other psychotherapeutic care were presented. A selection of refugees who fulfilled the criteria
of PTSD were invited to participate in the present study.
Those who did not need or did not wish treatment were
included in a parallel study [11]. Refugees being referred
to other care options were not followed up.
In the course of the study, the clients’ symptoms were
assessed in the following ways:
(1) Structured clinical interviews: In addition to the
initial clinical assessment (T0), clinical interviews
were conducted 3 (F3) and 6 months (F6) after
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treatment. All interviews included the assessment of
PTSD and depression symptoms.
(2) Self-report: Clients filled in a questionnaire about
their PTSD symptoms and daily functioning before
each treatment session (T1 – Tend of treatment) as
well as 3 and 6 months (F3 & F6) after treatment.
The duration varied between clients, with an
estimated mean of 10–15 min. The number of
filled-in questionnaires varied depending on the
number of treatment sessions.
Figure 1 shows the study design. The dropout rate
during treatment was 7% (n = 2 of 28). One person
dropped out because of lack of motivation for treatment
(after session 4) and one without giving a reason (after
session 1). Dropout for the follow-up interviews was 5%
(n = 1 of 21) at F3 and 14% (n = 3 of 21) at F6. Five clients were not invited for the follow-up assessments because the follow-ups would have exceeded the end of
the funding period. One client could not participate at
F3 due to work reasons. At F6, reasons for dropout were
relocation to the home country, the wish to end the participation, and lack of time (each n = 1).
The structured clinical interviews were conducted by
17 clinical psychologists with extensive experience in
mental health diagnostics and working with refugee populations. Twelve clinical psychologists trained in NET
and with substantial experience conducted the therapy.
Training included a NET training workshop with theoretical and practical components, sitting in on other NET
therapy sessions, and having an experienced NET therapist sitting in on the first cases. At all stages, supervision and intervision was provided. The majority of the
interviews and therapy sessions (58%, n = 15) were conducted with the help of trained and experienced

Fig. 1 Flow of clients through the study. C = structured clinical interview, S = self-rating
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interpreters. The other interviews and therapy sessions
were directly conducted by therapists either in German,
English, or Farsi. Training of interpreters included an
introduction session about how to translate in a mental
health setting and self-care. Following the diagnostic and
therapy sessions, interpreters were debriefed and received feedback. The clinical interviews at F3 and F6
were conducted by interviewers who did not know if the
client received NET or was part of the concurrent nontreatment study [11].
Before the start of the interview and treatment, a comprehensive explanation of the objectives of the study and
personal risks of participation were given. Furthermore,
it was explained that the study is completely voluntary
and no monetary compensation would be offered. All
clients gave their written informed consent. In the case
of minors, written informed consent was also given by
the legal guardian. The study was approved by the Ethical
Review Board of the University of Konstanz. The study
was registered at Clinical Trials (clinicaltrials.gov) with the
registration number NCT02852616 (08/01/2016).
Treatment

The Narrative Exposure Therapy (NET) was conducted
following the treatment manual of Schauer et al. (2011)
[18]. At the beginning of the NET, the therapist gives
psychoeducation on PTSD and an explanation of the rationale of NET. Then, the “lifeline” – a rope symbolizing
the clients’ path of life – is used to gain an overview of
the emotional experiences from birth to present and to
structure the treatment. Thereby, highly arousing events
with a positive valence are symbolized with flowers and
the negative (fearful, traumatic, sad) ones with stones. In
the following sessions, the client narrates his/ her life
with the support of the therapist in a chronological
order with focus on the most traumatic experiences.
During narration, the therapist asks for sensory information, cognitions, emotions, physiological reactions, and
meaning – both in the past and present when it is remembered – and connects them to the autobiographic
context (time and place). After the sessions, the therapist
writes down the narration and reads it to the client in
the following session, before continuing with the narration of the next event. After completing the whole narration, the last session focuses on the client’s life with an
outlook on the future. For this, the client again lays
down the lifeline and the wishes for the future are
added. At the end, the narration is handed out to the
client.
Schauer et al. (2011) [18] recommend 8 to 12 sessions
with 90 min each, noting that in very severe cases with
complex trauma, even twice as many may be helpful.
The aim of this study was to provide a naturalistic therapeutic setting, with the clinical impression of the need

Page 4 of 14

for more sessions overruling the recommended number
of sessions.
Sample

The sample consisted of 28 refugees living in Germany.
Inclusion criteria were the status as a refugee or asylum
seeker, age above 14 years, and fulfillment of the criteria
of PTSD according to DSM-5. As we intended to conduct a naturalistic study, the only exclusion criteria were
the presence of acute psychotic symptoms and acute suicidality leading to inpatient treatment. The two dropouts are not included in the analyses. Clients were on
average M = 28.8 years (SD = 12.2, range 14–61) old. Six
of them were under the age of 18. Thirty-nine percent
(n = 10 of 26) were female. The majority of refugees in
this sample came from Afghanistan (42%; n = 11 of 26),
Western Asian countries (27%; n = 7 of 26), and West
African countries (15%; n = 4 of 26). A high range of
years at school was reported by the clients (M = 8.1,
SD = 5.0, range 0–18). For a more detailed description of
the sample characteristics, see Table 1. Clients reported
the experience of M = 7.2 (SD = 2.2, range 3–11) different traumatic event types. At the beginning of treatment,
all clients fulfilled the criteria of a PTSD. A comorbid
major depression was diagnosed in 58% (n = 15 of 26).
Measures

The instruments – conducted in the form of structured
clinical interviews and self-ratings – will be presented
thematically as follows. The clinical interviews are consistent with those reported in the concurrent study with
untreated refugees [11].
Sociodemographic data

Sociodemographic data was asked at T0. Questions
assessed, among others, age, sex, education, country of
origin, duration of stay in Germany, asylum status, accommodation, and the presence of core family members
in Germany.
Traumatic events

Two different instruments assessing traumatic events
were used at T0 because of the change from DSM-IV to
DSM-5: The 12-item event checklist of the PTSD Symptom Scale – Interview Version (PSS-I) [55] and the 17item Life Events Checklist (LEC-5) [56]. Following the
procedure described in Kaltenbach et al. (2018) [11], we
used the sum score of the overlapping 12 items.
PTSD

PTSD symptoms were assessed both in the structured
clinical interviews and in the self-ratings. Consistent
with the assessment of traumatic events, at T0 two different instruments were used: the PSS-I [57] was used
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Table 1 Sociodemography
Characteristics

Sample (N = 26)

Female sex, No. (%)

10 (39)

Age, M (SD, range), years

28.8 (12.2, 14–61)

Education, M (SD, range), years

8.1 (5.0, 0–18)

Region/Country of origin, No.
Afghanistan

11 (42)

Western Asia

7 (27)

West Africa

4 (15)

Balkan states

2 (8)

Ethiopia

1 (4)

Sri Lanka

1 (4)

Duration of stay in Germany, M (SD, range), months

19.0 (13.4, 2–57)

Core family members in Germany, No. (%)

12 (50) a

Accommodation, No. (%)
Refugee accommodation

19 (73)

Private accommodation

7 (27)

Asylum status, No. (%)
First instance application

14 (54)

Rejection

7 (27)

Recognition
Traumatic events, M (SD, range), range 0–12

5 (19)
7.2 (2.2, 3–11)

Natural disaster, No. (%)

7 (27)

Accident, fire, or explosion, No. (%)

22 (85)

Physical assault through a family member or friend 16 (62)
Physical assault through an unknown person

a

22 (85)

Sexual assault through a family member or friend

5 (19)

Sexual assault through an unknown person

10 (39)

Tolin (2000) [59]. In the clinical follow-up assessments,
the PCL-5 was used consistently. For PTSD diagnosis,
we additionally assessed the remaining criteria according
to DSM-5 (Criteria F – G). Because of the good psychometric properties of the PCL-5 as a self-rating instrument and its good ability in detecting clinical change,
the PCL was used in the self-rating assessments during
and after NET [62, 63]. The time frame for which the
symptoms were measured was 1 month in all clinical assessments and 1 week in all self-rating assessments. For
the self-rating, the PCL-5 was translated in the according languages of the clients (Albanian, Arabic, Farsi,
French, Kurdish, Serbian). To guarantee a valid and accurate translation, one experienced translator generated
a written translation and another translator generated a
blind back-translation. Differences in the translations
were intensively examined and the translations were accordingly adjusted.
For calculations including T0, the item scores of the
PSS-I were multiplied with 4/3 to make them comparable to the PCL-5 [63]. To impute the missing three
items of the PSS-I, the individual mean of the questionnaire was used. We cannot rule out that the use of two
slightly differing PTSD instruments and traumatic event
checklists in the baseline assessment could potentially
have led to a measuring inaccuracy. For calculations, the
PTSD sum score (range 0–80) will be used. Cronbach’s
α for the clinical ratings is .85 at T0, .83 at F3, and .88 at
F6. For the self-rating, it is .93 at T1, .91 at F3, and .94
at F6. The clinical and self-rating version of the PCL-5
correlated at T0 / T1 (rs = .55, p = .003) and at F6 (rs =
.62, p = .008). The correlation at F3 was not significant
(rs = .40, p = .090). Most of the time, clinical ratings presented slightly lower PTSD symptoms than those found
in the self-ratings.

Combat or exposure to war-zone

24 (92)

Captivity

17 (65)

Torture

16 (62)

Life-threatening illness or injury

18 (69)

Depression

Other unwanted or uncomfortable sexual
experience

8 (31)

Other traumatic event

21 (81)

Depression was assessed in the clinical interviews with
the Patient Health Questionnaire – 9 (PHQ-9) [64], a
widely used instrument with good psychometric properties [64, 65]. It assesses symptom severity with 9 depression symptoms on a 4-point Likert scale. Additionally,
the diagnosis of Major Depression according to DSM-5
can be derived from the PHQ-9. The sum score was
used for calculations. Cronbach’s α at T0, F3, and F6 is
.82, .77, and .87, respectively.

n = 24

for DSM-IV and the Posttraumatic Stress Disorder
Checklist-5 (PCL-5) [58] for DSM-5. Thirty-five percent
(n = 9) of the interviews at T0 were conducted with the
PSS-I and 65% (n = 17) with the PCL-5. At all other time
points, the PCL-5 was conducted with all clients. The
PSS-I assesses PTSD symptoms with 17 items on a 4point Likert scale, the PCL-5 includes 20 items measured on a 5-point Likert scale. Both instruments show a
good validity and reliability [59–62]. The instruments
were administered as structured clinical interviews. The
severity of symptoms was rated by combining both frequency and intensity following the suggestion of Foa &

Daily functioning

Daily functioning related to the symptoms of PTSD was
assessed in the self-ratings before each NET session as
well as in the follow-up interviews. It was administered
following the PCL-5. Daily functioning was assessed
using eight self-constructed items that showed good results in an earlier study [66]. The items assessed
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impairment related to relationships with family members, relationships with friends, household chores and
duties, fun and leisure activities, work, education, general
satisfaction with life, and overall functioning in all areas
of life. The items were assessed on the same scale as the
PCL-5 (5-point Likert scale). The mean of the applicable
items for each person was used for calculations. Cronbach’s α is .87 at T1, .62 at F3, and .90 at F6.
Life events during and after treatment

At the beginning of each treatment session as well as in
the follow-up assessments, clients were asked if they had
experienced positively arousing and / or stressful life
events since their last session. If they responded yes, clients were additionally asked to name the event(s) that
happened. Retrospectively, categories were generated by
clustering the clients’ answers. Findings on life events
during and after the treatment are reported separately
because of the different time frames.
Content of the treatment

The therapist documented the content of each session.
The following categories were specified: Narration on
negative event, narration on positive event, “lifeline”,
psychoeducation, counseling, others. Additionally, therapists wrote down the narration of the client (including
the type of event exposed in the session, as well as detailed information about it).
Data analysis

The programs SPSS 24.0 and R 3.3.2 were used for the
data analysis. Variables used for calculations met the
preconditions for parametric analysis [67]. Accordingly,
t-tests and repeated-measures analyses of variance
(ANOVA) were calculated. In case the assumption of
sphericity (tested with Mauchly’s test) was not met, the
Greenhouse-Geisser correction was used. Generalized
eta squared (ηg2) and Hedges’s g were used as effect
sizes. To prevent alpha-inflation in case of multiple comparisons, the Bonferroni-Holm correction was applied
for post-hoc analyses of ANOVAs. Due to the small
sample size, all calculations for influencing factors and
the subgroups are exploratory. For comparisons of the
symptom trajectories during NET, we summarized the
self-rated PTSD symptoms for calculations in five comparable segments. As reference value, we used the first
self-rating measurement T1, with the PTSD symptoms
being reported directly before the first NET session. Followingly, we parted the other sessions into quartiles
(Q25, Q50, Q75, Q100) and calculated the means of the
PTSD symptoms in the respective quartiles.
Two change indexes depicting symptom changes in
the individuals were used for calculations: (a) The reliable change index (RCI) [68] was used to calculate
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meaningful symptom changes between the beginning
and the end of the treatment, and the follow-up assessments. For the clinical interviews, RCIs between T0 and
F3 and F6 were calculated. For the self-rating, the RCIs
between T1 and the end of the treatment as well as F3
and F6 were calculated. To calculate the RCIs, the testretest reliabilities of r = .82 for the PCL-5 [69] and r = .84
for the PHQ-9 [70] were used. For the standard deviation, the according SD of the baseline assessment was
used. If the difference exceeded the threshold with
α = .05, the improvement (Z ≥ 1.96) or worsening (Z ≤ −
1.96) was considered as statistically significant. (b) To
detect symptom changes during treatment, a less strict
criterion - a threshold of 10 points of change suggested
by [71] - was used. The 10-point-change was used to
organize clients into response groups. Therefore, change
scores were calculated by subtracting the first point in
time from the subsequent point in time. Accordingly,
negative numbers mean a decrease in symptoms, while
positive numbers mean an increase in symptoms. To
summarize distinct symptom courses, fast responders
were classified as those with at least 10 points of change
between T1 and Q25 and slow responders with at least
10 points of change between T1 and T75. Clients who
did not show more than 10 points of change over the
course of the treatment were classified as those not
showing an immediate response.
The effect of the exposure of the most distressing
event on the self-reported PTSD symptoms was analyzed
by extracting the time point right before the exposure of
the most distressing event, the time point after the first
exposure of the most distressing event, the time point
after the last exposure, and the subsequent session. In
case a client named more than one most distressing
event, the first one was chosen.
To examine the effect of negative life events on the
self-reported PTSD symptoms, we extracted the time
point a negative event was reported as well as the most
proximate time point ahead of the negative experience.
Several negative events of one person were used as long
as there was at least one time point without a negative
event in between. When several negative events happened in a row, we used the first one for the analysis.
Missing values were replaced through multiple imputation (MI) with the R package mice 2.30 [72]. MI is
commonly used to estimate missings in multilevel data
[73]. It requires the missing data to be missing completely at random (completely unrelated to the data) or
missing at random (not related to the missings but to
other variables) [74]. Through visual inspection, we can
conclude that the data are missing at random. The only
systematic missingness was found at T0 in the PSS-I (3
missing items) – therefore, these items were imputed
with the individual mean. At item level, missings were
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replaced if less than 10% of the questionnaire was missing, a higher missingness led to an exclusion of the according questionnaire. In case of missing time points,
only the self-rated questionnaires assessed during NET
were replaced through MI (< less than 10% missingness).

Results
Duration and content of treatment

The duration of active treatment was on average M =
161.0 days (SD = 81.9, range 35–372), with the number
of sessions ranging between 6 and 29 sessions (M = 14.3,
SD = 5.1). The length of treatment and the number of
sessions correlated with the amount of different traumatic event types (rs = .49, p = .011; rs = .47, p = .016).
Furthermore, higher self-reported PTSD symptoms were
linked to a longer treatment duration (rs = .47, p = .016).
The majority of sessions (M = 93%; SD = 8.5%, range
69–100%) contained content of NET (exposure, lifeline,
psychoeducation). The exposure of the most distressing
events took on average M = 23% (SD = 13.6, range 7–60%)
of the total sessions. Other content such as crisis interventions and counseling on current difficulties was included
in M = 25% (SD = 18.6, 0–67%) of the sessions. The experience of new traumatic events during treatment correlated with a higher number of sessions (rs = .43, p = .029).
Replication of the effectiveness of NET

Table 2 depicts the mental health scores at the different
measurement points. To capture changes in the mental
health symptoms before and after NET, we performed
repeated-measures ANOVAs. Clinically-assessed PTSD
symptoms showed a significant decrease between T0, F3,
and F6 (F (2, 30) = 26.55, p < .001, ηg2 = .64). Post-hoc
tests revealed a significant decrease between T0 and F3
(t (18) = 7.86, p < .001, g = 2.00) as well as between T0
and F6 (t (17) = 4.28, p = .001, g = 1.47).
Consistently, self-rated PTSD symptoms showed a significant decrease between T1, the last NET session, F3,
and F6 (F (3,45) = 12.18, p < .001, ηg2 = .45). In detail, the
post-hoc tests showed significant symptom reductions
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between T1 and the last NET session (t (25) = 5.79,
p < .001, g = 1.01), T1 and F3 (t (19) = 5.71, p < .001, g =
1.16), and T1 and F6 (t (16) = 2.76, p = .014, g = .81). An
increase in PTSD symptoms was found between the last
NET session and F6 (t (16) = − 2.59, p = .020, g = −.23).
Depression symptoms assessed in the clinical interviews also revealed a significant decline between T0, F3,
and F6 (F (2,32) = 12.23, p < .001, ηg2 = .43). More precisely, a significant decrease between T0 and F3 (t
(19) = 4.74, p < .001, g = 1.46) and T0 and F6 (t (17) =
2.95, p = .009, g = .90) could be found. Between F3 and
F6, an increase in depression symptoms could be detected (t (16) = − 2.41, p = .028, g = −.48).
A meaningful symptom decrease in the clinicallyassessed PTSD symptoms was found in 63% (n = 12 of
19) comparing T0 with F3 and in 44% (n = 8 of 18) comparing T0 and F6. Slightly lower numbers were found in
the self-rated PTSD symptoms: Compared to T1, 50%
(n = 13 of 26) showed a meaningful symptom decrease
by the end of the treatment, 35% (n = 7 of 20) at F3, and
18% (n = 3 of 17) at F6. A meaningful decrease in
clinically-assessed depression symptoms was found in
60% (n = 12 of 20) and 33% (n = 6 of 18) comparing T0
with F3 and F6 accordingly. None of the clients showed
a meaningful worsening of PTSD or depression symptoms between the beginning and the end of the treatment and the follow-up time points.
PTSD trajectories during NET

Examining the course of self-rated PTSD symptoms during NET, a significant reduction in symptoms between
the first treatment session, the first, second, third, and
last quartile of the treatment was found (F (2.14,
53.46) = 18.17, p < .001, ηg2 = .42, n = 26). Post-hoc tests
revealed significant t-tests between nearly all time points
(all p < .001, range g = .18–.95). The difference between
Q75 and Q100 failed to achieve statistical significance (t
(25) = 1.90, p = .069). When the follow-up time points
were included in the ANOVA, the same effect was found
(F (3.60, 54.04) = 7.11, p < .001, ηg2 = .32, n = 16). Figure 2

Table 2 Mental health scores at baseline, as well as at and 3 months and 6 months follow-up
T0/ T1

End of NET

F3

F6

Clinical rating
PTSD sum, M (SD, range)

43.3 (12.5, 23–66)

20.6 (9.0, 9–48) b

24.9 (12.0, 9–46) c

Depression sum, M (SD, range)

16.0 (5.8, 5–26)

8.2 (4.6, 1–22) a

10.7 (5.8, 3–23) c

b

7 (39) c
6 (33) c

PTSD diagnosis, No. (%)

26 (100)

2 (11)

Depression diagnosis, No. (%)

15 (58)

3 (15) a

Self-rating
PTSD sum, M (SD, range)

52.2 (15.5, 22–80)

Functionality sum, M (SD, range)

2.16 (0.9, 1–3.8)

34.0 (19.7, 2–74)
1.37 (0.8, 0–3.3)

34.2 (15.0, 8–62) a
1.33 (0.8, .13–3.1)

b

38.5 (18.2, 3–62) d
1.47 (1.0, 0–3.4) d

n = 26, n = 20, n = 19, n = 18, n = 17, PTSD = posttraumatic stress disorder, T0 = clinical baseline assessment, T1 = self-rating in the beginning of the first
therapy session, F3 = 3-month follow-up assessment, F6 = 6-month follow-up assessment
a

b

c

d
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Fig. 2 Trajectories of self-rated PTSD symptoms during and after NET. The bold line represents the smoothed overall mean and the grey shade
marks the 95% confidence interval. The individual courses are depicted by the thin lines. The dotted lines mark the time after NET. T1 is the
beginning of NET, Q25, Q50, Q75, Q100 are the summarized quartiles during NET. F3 and F6 are the 3- and 6-month follow-up assessments

shows a graphical depiction of the smoothed average
course during and after NET as well as an overview of
the individual courses split in quartiles. Individual
courses are depicted in Supplementary file 1. Self-rated
daily functioning showed a similar pattern, a significant
decrease in functional impairment over time was found
– both during NET (F (2.24, 56.05) = 15.82, p < .001,
ηg2 = .39, n = 26) and also when including F3 and F6 (F
(2.05, 28.65) = 4.73, p = .016, ηg2 = .25, n = 16).
Distinct PTSD symptom courses during treatment

Clients showed different courses of PTSD symptoms
during the course of the treatment. Splitting them in
groups with regard to their symptom changes of at least
10 points on the PCL leads to the groups as depicted in
Fig. 3. Fast responders showed at least 10 points of
change within the first quartile of the treatment (27%,
n = 7), slow responders showed a change of at least 10
points of change within the first 3 quartiles of the treatment (31%, n = 8). Another group resumes those showing no overall change in symptoms at the end of the
treatment (42%, n = 11). A fourth group would include
those with a negative response, meaning a worsening of
symptoms of at least 10 points of change over time.

Such change was not found in any of the persons. Only
one person showed a temporary increase in the symptoms. Sociodemographic characteristics, the number of
traumatic events and mental health measures did not
differ between responders and non-responders during
treatment.
The relationship between responding during treatment and
responding during the follow-up period

Most of the responders (self-rating) during treatment
also showed a relevant PTSD symptom decrease during
at least at one of the two follow-up time points (based
on the clinically-assessed symptom ratings; 58%, n = 7
out of 12). Of the non-responders during treatment
(self-report), 78% (n = 7 out of 9) showed a delayed response in decreased PTSD symptoms in the follow-up
period (based on the clinically-assessed symptom ratings). Only n = 2 (out of 21, 9.5%) showed no response
in symptoms at any time point.
Influence of sociodemographic variables and initial
symptom levels

No influence of sociodemographic variables such as gender, age, education, family members in Germany, and
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Fig. 3 Groups of symptom courses during NET. Fast response is classified as those with a decrease of at least 10 points between T1 and Q25.
Slow response is classified as those with a decrease of at least 10 points between T1 and Q75. No immediate response is classified as those who
showed a change of less than 10 points over the course of NET. Groups are depicted with the lines, the individual persons are depicted with the
according signs. T1 is the beginning of NET, Q25, Q50, Q75, Q100 are the summarized quartiles during NET. Negative values represent symptom
improvements in respect to baseline, whereas positive values show aggravations

duration of stay in Germany on the course of PTSD
symptoms during and after NET (measured with T1,
Q25 – Q100) was found. Further, no influence of the
number of different traumatic event types on the change
scores could be detected. The initial level of clinicallyassessed PTSD and depression symptoms did not correlate with the changes reported during and after NET.
Influence of imaginal exposure sessions with the most
distressing events

The effect of imaginal exposure to the most distressing
events on the self-rated PTSD symptoms was examined.
No significant difference in symptoms of PTSD before
the first exposure of the most distressing event (M =
41.9, SD = 15.9), the following session after the first exposure of the most distressing event (M = 43.5, SD =

17.7), the session after the last exposure (M = 42.4, SD =
17.6), and in the subsequent session (M = 37.9, SD =
19.2) could be found (F(3,75) = 1.70, p = .175, ηg2 = .06).
On an individual level, 15% (n = 4) showed an increase
in PTSD symptoms between the first exposure of the
most distressing event and the following session, 69%
(n = 18) showed no symptom change, and 15% (n = 4)
showed a symptom decline.
Influence of current life events during and after
treatment

During the period of NET, all but one client (n = 25 of
26) reported experiencing at least one negative life event.
In total, new negative life events were reported in 24%
(n = 87 of 371) of the NET sessions. Thereof, 19 events
included potentially traumatic content (5%; n = 19 of
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371). Positive life events were reported in 12% (n = 43 of
371) of the sessions. In 27% (n = 10 of 37) of the followup assessments, clients reported experiencing negative
life events; thereof, 6 events were potentially traumatic
(16%; n = 6 of 37). Positive events were reported in 24%
(n = 9 of 37) of the follow-up assessments.
Negative life events often named during NET were
bad news from relatives or friends living in the home
country (n = 24 of 87), injury or illness of family members or close friends (n = 15 of 87), bad news in the asylum procedure (n = 12 of 87), own injury or illness (n =
11 of 87), violent verbal or physical argument (n = 11 of
87), and violent or illness-related death of a relative or
close friend (n = 8 of 87). Positive events most commonly named during NET were related to work or
school (n = 17 of 43), the asylum procedure (n = 8 of 43),
or celebrations (n = 6 of 43). Reports of positive and
negative life events at F3 and F6 are comparable to those
during NET.
Statistically, PTSD symptoms reported at the time
point of a new negative life event during treatment (M =
47.6, SD = 18.7) were significantly higher compared to
those at the time point before such a negative event happened (M = 44.2, SD = 19.2; t(63) = − 2.61, p = .011,
g = .18). In total 64 sessions were counted with a report
of a new negative event (including multiple counting
within cases) that was not preceded by a previous negative event. In 23% (n = 15) of these sessions there was a
symptom increase, in 70% (n = 45) there was no symptom change and in 6% (n = 4) a symptom decrease occurred compared to the previous session. No influence
of positive events on the PTSD symptoms could be
detected.

Discussion
The current study tackles the lack of research on symptom trajectories of refugees during and following NET.
More than half of the clients showed a symptom decrease during NET and at the 3- and 6-months followup assessments. Upon closer examination, individuals
showed their major symptom decreases at different time
points during NET: fast responders, slow responders,
and no immediate response during treatment. However,
the distinct symptom courses during treatment were not
associated with differential improvements of PTSD
symptoms at follow-ups. During treatment, the exposure
of the most distressing events did not evoke increases in
PTSD symptoms. On the contrary, current stressful life
events seemed to aggravate PTSD symptoms.
To our knowledge, this is the first study to systematically examine symptom trajectories of refugees during
NET. However, despite the differences within previous
reports (with focus on different target populations and
TFP approaches), the results of the presented study are
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in line with the existing research, for example, concerning symptom patterns and their ratio [39, 40]. The relevance of the differing symptom courses during
treatment is still unexplained, as there does not seem to
be a direct influence of the distinct symptom courses on
the long-term mental health outcome after treatment. A
possible explanation may lie in the etiological model of
the fear network: the recall of traumatic events in its
elementary representations (sensations, cognitions, emotions, and interoceptions) embedded in the autobiographical context is thought to segment the fear network
systematically. Accordingly, fear networks that have a
different composition in different subjects become segmented as memories of particular events with differing
speeds during treatment. This leads to distinct symptom
courses, albeit, having the same result on the fear network on the long-term. Another reason may lay in genetic and epigenetic factors; especially factors involved in
stress regulation seem to influence responsiveness to
psychotherapy [75].
Furthermore, the study adds to the limited research
base of symptom exacerbations during TFP, confirming
that increases in symptoms are only temporarily present
in a small percentage of clients and that imaginal exposure does not seem to lead to systematic symptom increases [42, 43] – also and even though TFP was
conducted with refugees living in volatile conditions.
Concerning this result, the time frame of the symptom
assessment (approx. Every 7 days) needs to be considered: symptom increases in the first few days following
exposure might not be well detected within the 1 week
time frame. However, there are no validated instruments
to assess mental health symptoms on a shorter time
frame, (i.e.1–2 days after the session). It may not be
meaningful to assess PTSD symptoms just during the
last 24 h. Rather it might be more preferable to measure
physiological components including sleep patterns and
perceived stress the day after an exposure session (for
example, similar to [44]).
In our study, we found one factor evoking temporary
symptom increases – the experience of new stressful life
events appears to be connected with higher self-reported
PTSD symptoms, even during treatment. This aspect has
not been considered in other studies examining symptom
trajectories during treatment. However, two multidisciplinary treatment studies with refugees as well as studies
examining the natural course of mental health symptoms
in refugees also found this negative influence of stressful
life events on mental health symptoms [11, 50, 51, 76].
Accordingly, the negative influence of stressful life events
on refugees’ mental health seems to be present independent of the type of treatment or treatment at all.
While the majority of clients showed symptom improvements during treatment, 42% of clients did not
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show significant improvements at the end of treatment.
Of those, 78% showed a delayed response during the
follow-up period. In line with our outcomes, results of
other trauma-focused treatments show that not all clients show symptom improvement after treatment. One
reason for delayed symptom improvement may be that
the treatment teaches clients a skill to cope with cues
triggering the fear network and only when this skill is
sufficiently practiced it begins to affect the symptom
level. This finding underlies the importance to conduct
follow-ups in research but also in clinical settings in
order to confirm the benefits from treatment and also to
detect delayed responses to treatment. The finding of
the slight symptom increase at F6 stays in contrast to
earlier studies detecting increasing symptom reductions
even 1 year after treatment [23, 27, 77]. This, however,
may not be surprising, given the various ongoing postmigrational stressors refugees typically experience in
host communities [11, 51], especially social exclusion instead of acknowledgment of human rights violations. In
line with this, other mental health difficulties (e.g. depression), potentially triggered through such living
conditions, could have had an effect on the PTSD symptoms as well. Nevertheless, none of the clients experienced a meaningful worsening of symptoms from pretreatment to the end of treatment or the follow-up time
points.
The current study has certain implications for clinical
practice: Already during treatment, symptom decreases
can be detected in around 60% of the clients. Furthermore, the “feared” symptom exacerbations are only
present in a small minority of clients and only seem to
be of temporary nature. No evidence has been found
that these symptom increases are related to the exposure
of the traumatic events. It may be that these increases
can be partially explained by the stressful life events taking place outside of the therapy setting and it is well
possible that these increases had been attenuated due to
the treatment. The findings add to the knowledge that
TFP in general, but also with refugees living in insecure
conditions is well feasible [8, 19, 31, 32]. Postmigrational
stressors such as new negative life events led to crisis interventions and counseling in 25% of the sessions in our
study, thereby prolonging the duration of treatment.
However, the influence of stressful life events does not
seem to be dependent on the type of treatment [51]. Accordingly, TFP showing the highest effectiveness among
PTSD treatments should be offered to refugees fulfilling
PTSD criteria [78]. Concerning the barriers reported by
clinicians preventing them from applying TFP [28],
training in TFP and thereby disempowering clinicians’
concerns seems to be essential in improving the
provision of evidence-based TFP both in inpatient and
outpatient settings.
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The present study has some limitations that need to
be considered: The current study does not offer a comparison group undergoing no or another treatment.
However, the concurrent study by Kaltenbach et al.
(2018) [11] indicates that there is typically little or no
spontaneous remission in samples drawn from the same
population. Moreover, the limited sample size does not
allow for more complex calculations. Both self-reports as
well as clinical interviews are based upon the clients’
subjective reports. Clients handed over their filled selfreport questionnaires to their therapists at the beginning
of the sessions; this could have had a potential influence
on their response pattern. The questionnaire used to assess daily functioning has not yet been validated and
showed a low Cronbach’s α at time point F3. Because of
the change from DSM-IV to DSM-5 we used two
slightly differing PTSD questionnaires for the baseline
assessment and had to estimate the missing items for
some of the clients. Although the PCL-5 has been validated as a self-rating instrument, validation for refugee
populations and the various language versions used in
this study is lacking.

Conclusions
Evidence-based PTSD treatments for refugees – such as
NET – are infrequently used in clinical practice due to
concerns of potentially negative or destabilizing effects
of imaginal exposure. The present study addresses these
concerns in depicting not only the long-term benefits of
NET, but also examining the PTSD trajectories during
treatment. Hereby, the current study as well as previous
research with other target groups can lessen these concerns: symptom exacerbations were only found in a
small minority, with no evidence that the symptom increases are related to the imaginal exposure. To the contrary, symptom increases seem to be related to stressful
life events happening simultaneously to treatment. All of
the symptom increases were only temporary, with the
majority of refugees showing a fast decline in symptoms
during the first sessions or a gradual decrease in symptoms, while others showed no immediate response during treatment. Given the effectiveness of NET as a
treatment for PTSD in refugees and the absence of negative side effects during treatment, the use of NET or
other TFP approaches in the therapeutical work with
refugees can be recommended, even under volatile
conditions.
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1186/s12888-020-02720-y.
Additional file 1: Supplementary file 1. Individual trajectories of selfrated PTSD symptoms during and after NET

Kaltenbach et al. BMC Psychiatry

(2020) 20:312

Abbreviations
NET: Narrative Exposure Therapy; PTSD: Posttraumatic Stress Disorder;
TFP: Trauma-focused psychotherapy; TF-CBT: Trauma-focused cognitivebehavior therapy; CEP: Center for Excellence for Psychotraumatology;
T0: Time point of initial clinical assessment; T1 - T xy: time points of weekly
self-reports; F3: 3-months follow-up; F6: 6-months follow-up; DSM5: Diagnostic and Statistical Manual of Mental Disorders; M: Mean;
SD: Standard deviation; PSS-I: PTSD Symptom Scale – Interview Version; LEC5: Life Events Checklist; PCL-5: Posttraumatic Stress Disorder Checklist-5; PHQ9: Patient Health Questionnaire – 9; ANOVA: Analyses of variance;
RCI: Reliable change index; MI: Multiple imputation

Page 12 of 14

4.

5.
6.

7.
Acknowledgements
We are very grateful to all clients who took part in the study. We thank the
team of the Center of Excellence for Psychotraumatology, University of
Konstanz and vivo international who helped coordinate the study, conduct
interviews and therapies: Mareike Augsburger, Eva Barnewitz, Dana Bichescu,
Julia Fesseler, Elisabeth Kaiser, Veronika Müller, Mina Orang, Ann-Kathrin Pütz,
Heike Riedke, Charlotte Salmen, Fernanda Serpeloni, Johanna Sill, Jessica
Sommer, Hannah Weiland, and Anja Zeller. Furthermore, we thank all interpreters for their effort.
Authors’ contributions
EK, TE, KH, MS, and KD developed the study concept and design. EK, TE, KH,
KD and MS conducted interviews and therapies. EK guided the study
realization, performed the data analyses and interpretation of findings, and
wrote the first draft of the manuscript. IS and TE supervised the data
analyses and interpretation. All authors revised the manuscript. All authors
read and approved the final manuscript.
Funding
This research was supported by vivo international and the European
Research Council (MemoTV). Funding bodies had no role in the study
design, collection, analysis, and interpretation of data, or writing of the
manuscript.

8.

9.

10.

11.

12.

13.

14.
Availability of data and materials
The datasets generated during and/or analyzed during the current study are
available from the corresponding author on reasonable request.
Ethics approval and consent to participate
The study was approved by the Ethical Review Board of the University of
Konstanz. All clients gave their written informed consent. In the case of
minors, written informed consent was additionally given by the legal
guardian.

15.

16.

17.
Consent for publication
Not applicable.
18.
Competing interests
The authors declare no conflicts of interest with respect to the authorship or
the publication of this article.

19.

Author details
1
Department of Psychology, University of Konstanz, Konstanz, Germany.
2
Centre for Research in Family Health, IWK Health Centre, Halifax, NS, Canada.
3
Vivo International e.V., Konstanz, Germany. 4Charité – Universitätsmedizin
Berlin, Corporate Member of Freie Universität Berlin, Humboldt-Universität zu
Berlin, and Berlin Institute of Health (BIH), Institute of Medical Psychology,
Berlin, Germany.

20.

Received: 21 June 2019 Accepted: 9 June 2020

23.

References
1. Schauer M. The mass refugee movement - better reframed as mental health
crisis? Int Soc trauma stress stud stress – a Q eNewsletter; 2016.
2. Giacco D, Laxhman N, Priebe S. Prevalence of and risk factors for mental
disorders in refugees. Semin Cell Dev Biol. 2018;77:144–52.
3. Lindert J, von Ehrenstein OS, Wehrwein A, Brähler E, Schäfer I. Angst,
Depressionen und posttraumatische Belastungsstörungen bei Flüchtlingen

21.

22.

24.

25.

– eine Bestandsaufnahme [anxiety, depression and posttraumatic stress
disorder in refugees – a systematic review]. Psychother Psych Med. 2018;68:
22–9.
Porter M, Haslam N. Predisplacement and postdisplacement factors
associated with mental health of refugees and internally displaced persons a meta-analysis. J Am Med Assoc. 2005;294:602–12.
Bogic M, Njoku A, Priebe S. Long-term mental health of war-refugees: a
systematic literature review. BMC Int Health Hum Rights. 2015;15:1–41.
Kolassa I-T, Ertl V, Eckart C, Kolassa S, Onyut LP, Elbert T. Spontaneous
remission from PTSD depends on the number of traumatic event types
experienced. Psychol Trauma Theory Res Pract Policy. 2010;2:169–74.
Miller GA, Elbert T, Rockstroh B. Judging psychiatric disorders in refugees.
Lancet. 2005;366:1604–6.
Nickerson A, Liddell B, Asnaani A, Carlsson J, Fazel M, Knaevelsrud C, et al.
Trauma and mental health in forcibly displaced populations: an
International Society for Traumatic Stress Studies briefing paper. 2017.
https://www.istss.org/getattachment/Education-Research/Briefing-Papers/
Trauma-and-Mental-Health-in-Forcibly-Displaced-Pop/Displaced-PopulationsBriefing-Paper_Final.pdf.aspx.
Steinert C, Hofmann M, Leichsenring F, Kruse J. The course of PTSD in
naturalistic long-term studies: high variability of outcomes. A systematic
review. Nord J Psychiatry. 2015;69:483–96.
Lamkaddem M, Stronks K, Devillé WD, Olff M, Gerritsen AA, Essink-Bot M-L.
Course of post-traumatic stress disorder and health care utilisation among
resettled refugees in the Netherlands. BMC Psychiatry. 2014;14:1–7.
Kaltenbach E, Schauer M, Hermenau K, Elbert T, Schalinski I. Course of
mental health in refugees - a one year panel survey. Front Psychiatry. 2018;
9:1–12. https://doi.org/10.3389/fpsyt.2018.00352.
Lee DJ, Schnitzlein CW, Wolf JP, Vythilingam M, Rasmusson AM, Hoge CW.
Psychotherapy versus pharmacotherapy for posttraumatic stress disorder:
systemic review and meta-analyses to determine first-line treatments.
Depress Anxiety. 2016;33:792–806. https://doi.org/10.1002/da.22511.
Bisson J, Roberts N, Andrew M, Cooper R, Lewis C. Psychological therapies
for chronic post-traumatic stress disorder (PTSD) in adults (review).
Cochrane Database Syst Rev. 2013;12:CD003388.
Schnyder U, Ehlers A, Elbert T, Foa EB, Gersons BPR, Resick PA, et al.
Psychotherapies for PTSD: what do they have in common? Eur J
Psychotraumatol. 2015;6:28186.
Nosè M, Ballette F, Bighelli I, Turrini G, Purgato M, Tol W, et al. Psychosocial
interventions for post-traumatic stress disorder in refugees and asylum
seekers resettled in high-income countries: systematic review and metaanalysis. PLoS One. 2017;12:e0171030.
Slobodin O, de Jong JT. Mental health interventions for traumatized asylum
seekers and refugees: what do we know about their efficacy? Int J Soc
Psychiatry. 2015;61:17–26.
Tribe RH, Sendt K-V, Tracy DK. A systematic review of psychosocial
interventions for adult refugees and asylum seekers. J Ment Health. 2017;28:
1–15. https://doi.org/10.1080/09638237.2017.1322182.
Schauer M, Neuner F, Elbert T. Narrative exposure therapy - a short-term
treatment for traumatic stress disorder. 2nd ed. Göttingen: Hogrefe; 2011.
Robjant K, Fazel M. The emerging evidence for narrative exposure therapy: a
review. Clin Psychol Rev. 2010;30:1030–9. https://doi.org/10.1016/j.cpr.2010.
07.004.
Jacob N, Wilker S, Isele D. Narrative Expositionstherapie zur Behandlung von
Traumafolgestörungen [narrative exposure therapy for the treatment of
trauma disorders]. Swiss Arch Neurol Psychiatry Psychother. 2017;168:99–106.
Gwozdziewycz N, Mehl-Madrona L. Meta-analysis of the use of narrative
exposure therapy for the effects of trauma among refugee populations.
Perm J. 2013;17:70–6. https://doi.org/10.7812/TPP/12-058.
Foa EB, Kozak MJ. Emotional processing of fear: exposure to corrective
information. Psychol Bull. 1986;99:20–35.
Hensel-Dittmann D, Schauer M, Ruf M, Catani C, Odenwald M, Elbert T, et al.
Treatment of traumatized victims of war and torture: a randomized
controlled comparison of narrative exposure therapy and stress inoculation
training. Psychother Psychosom. 2011;80:345–52.
Neuner F, Kurreck S, Ruf M, Odenwald M, Elbert T, Schauer M. Can asylumseekers with posttraumatic stress disorder be successfully treated? A
randomized controlled pilot study. Cogn Behav Ther. 2010;39:81–91.
Stenmark H, Catani C, Neuner F, Elbert T, Holen A. Treating PTSD in
refugees and asylum seekers within the general health care system. A
randomized controlled multicenter study. Behav Res Ther. 2013;51:641–7.

Kaltenbach et al. BMC Psychiatry

(2020) 20:312

26. Eberle-Sejari R, Nocon A, Rosner R. Zur Wirksamkeit von
psychotherapeutischen Interventionen bei jungen Flüchtlingen und
Binnenvertriebenen mit posttraumatischen Symptomen [treatment of
posttraumatic symptoms in child and adolescent refugees: a systematic
review]. Kindheit und Entwicklung. 2015;24:156–69.
27. Ruf M, Schauer M, Neuner F, Catani C, Schauer E, Elbert T. Narrative
exposure therapy for 7- to 16- year-olds: a randomized controlled trial with
traumatized refugee children. J Trauma Stress. 2010;23:437–45.
28. Becker CB, Zayfert C, Anderson E. A survey of psychologists’ attitudes towards
and utilization of exposure therapy for PTSD. Behav Res Ther. 2004;42:277–92.
29. Cahill SP, Foa EB, Hembree EA, Marshall RD, Nacash N. Dissemination of
exposure therapy in the treatment of posttraumatic stress disorder. J
Trauma Stress. 2006;19:597–610.
30. van Minnen A, Hendriks L, Olff M. When do trauma experts choose
exposure therapy for PTSD patients? A controlled study of therapist and
patient factors. Behav Res Ther. 2010;48:312–20. https://doi.org/10.1016/j.
brat.2009.12.003.
31. Hembree EA, Foa EB, Dorfan NM, Street GP, Kowalski J, Tu X. Do patients
drop out prematurely from exposure therapy for PTSD? J Trauma Stress.
2003;16:555–62.
32. Imel ZE, Laska K, Jakupcak M, Simpson TL. Meta-analysis of dropout in
treatments for posttraumatic stress disorder. J Consult Clin Psychol. 2013;81:
394–404.
33. Orang T, Ayoughi S, Moran JK, Ghaffari H, Mostafavi S, Rasoulian M, et al.
The efficacy of narrative exposure therapy in a sample of Iranian women
exposed to ongoing intimate partner violence - a randomized controlled
trial. Clin Psychol Psychother. 2018;25:827–41.
34. Köbach A, Schaal S, Hecker T, Elbert T. Psychotherapeutic intervention in the
demobilization process: addressing combat-related mental injuries with
narrative exposure in a first and second dissemination stage. Clin Psychol
Psychother. 2017;24:807–25.
35. Hinsberger M, Holtzhausen L, Sommer J, Kaminer D, Elbert T, Seedat S, et al.
Feasibility and effectiveness of narrative exposure therapy and cognitive
behavioral therapy in a context of ongoing violence in South Africa. Psychol
Trauma Theory Res Pract Policy. 2017;9:282–91.
36. Kleim B, Grey N, Wild J, Nussbeck FW, Stott R, Hackmann A, et al. Cognitive
change predicts symptom reduction with cognitive therapy for
posttraumatic stress disorder. J Consult Clin Psychol. 2013;81:383–93.
37. Nishith P, Resick PA, Griffin MG. Pattern of change in prolonged exposure
and cognitive-processing therapy for female rape victims with
posttraumatic stress disorder. J Consult Clin Psychol. 2002;70:880–6.
38. Hayes AM, Laurenceau J-P, Feldman G, Strauss JL, Cardaciotto L. Change is
not always linear: the study of nonlinear and discontinuous patterns of
change in psychotherapy. Clin Psychol Rev. 2007;27:715–23.
39. Allan NP, Gros DF, Myers US, Korte KJ, Acierno R. Predictors and outcomes
of growth mixture modeled trajectories across an exposure-based PTSD
intervention with veterans. J Clin Psychol. 2017;73:1048–63.
40. Clapp JD, Kemp JJ, Cox KS, Tuerk PW. Patterns of change in response to
prolonged exposure: implications for treatment outcome. Depress Anxiety.
2016;33:807–15.
41. Schumm JA, Walter KH, Chard KM. Latent class differences explain
variability in PTSD symptom changes during cognitive processing
therapy for veterans. Psychol Trauma Theory Res Pract Policy. 2013;5:
536–44. https://doi.org/10.1037/a0030359.
42. Foa EB, Zoellner LA, Feeny NC, Hembree EA, Alvarez-Conrad J. Does imaginal
exposure exacerbate PTSD symptoms? J Consult Clin Psychol. 2002;70:1022–8.
43. Larsen SE, Stirman SW, Smith BN, Resick PA. Symptom exacerbations in
trauma-focused treatments: associations with treatment outcome and noncompletion. Behav Res Ther. 2016;77:68–77. https://doi.org/10.1016/j.brat.
2015.12.009.
44. Schumacher S, Gaudlitz K, Plag J, Miller R, Kirschbaum C, Fehm L, et al. Who
is stressed? A pilot study of salivary cortisol and alpha-amylase
concentrations in agoraphobic patients and their novice therapists
undergoing in vivo exposure. Psychoneuroendocrinology. 2014;49:280–9.
https://doi.org/10.1016/j.psyneuen.2014.07.016.
45. Stein NR, Dickstein BD, Schuster J, Litz BT, Resick PA. Trajectories of response
to treatment for posttraumatic stress disorder. Behav Ther. 2012;43:790–800.
https://doi.org/10.1016/j.beth.2012.04.003.
46. Galovski TE, Harik JM, Blain LM, Farmer C, Turner D, Houle T. Identifying
patterns and predictors of PTSD and depressive symptom change during
cognitive processing therapy. Cognit Ther Res. 2016;40:617–26.

Page 13 of 14

47. Kelly KA, Rizvi SL, Monson CM, Resick PA. The impact of sudden gains in
cognitive behavioral therapy for posttraumatic stress disorder. J Trauma
Stress. 2009;22:287–93.
48. Dibaj I, Halvorsen JØ, Kennair LEO, Stenmark HI. An evaluation of combined
narrative exposure therapy and physiotherapy for comorbid PTSD and
chronic pain in torture survivors. Torture. 2017;27:13–27.
49. Stammel N, Knaevelsrud C, Schock K, Walther LCS, Wenk-Ansohn M, Böttche
M. Multidisciplinary treatment for traumatized refugees in a naturalistic
setting: symptom courses and predictors. Eur J Psychotraumatol. 2017;8:1–
13. https://doi.org/10.1080/20008198.2017.1377552.
50. Bruhn M, Rees S, Mohsin M, Silove D, Carlsson J. The range and impact of
postmigration stressors during treatment of trauma-affected refugees. J
Nerv Ment Dis. 2018;206:61–8.
51. Schock K, Böttche M, Rosner R, Wenk-Ansohn M, Knaevelsrud C. Impact of new
traumatic or stressful life events on pre-existing PTSD in traumatized refugees:
results of a longitudinal study. Eur J Psychotraumatol. 2016;7:32106.
52. Augsburger M, Elbert T. When do traumatic experiences alter risk-taking
behavior ? A machine learning analysis of reports from refugees; 2017.
53. Augsburger M, Dohrmann K, Schauer M, Elbert T. Relations between
traumatic stress, dimensions of impulsivity, and reactive and appetitive
aggression in individuals with refugee status. Psychol Trauma Theory Res
Pract Policy. 2016;9(Suppl 1):137–44. https://doi.org/10.1037/tra0000227.
54. Sill J, Popov T, Schauer M, Elbert T. Rapid brain responses to affective
pictures indicate dimensions of trauma-related psychopathology in
adolescents. Psychophysiology. 2019;2018:e13353.
55. Foa EB, Cashman L, Jaycox L, Perry K. The validation of a self-report measure
of posttraumatic stress disorder: the posttraumatic diagnostic scale. Psychol
Assess. 1997;9:445–51.
56. Weathers FW, Blake DD, Schnurr PP, Kaloupek DG, Marx BP, Keane TM. The
life events checklist for DSM-5 (LEC-5). Instrument available from the
National Center for PTSD at www.ptsd.va.gov; 2013.
57. Foa EB, Riggs DS, Dancu CV, Rothbaum BO. Reliability and validity of a brief
instrument for assessing post-traumatic stress disorder. J Trauma Stress.
1993;6:459–73.
58. Weathers FW, Litz BT, Keane TM, Palmieri PA, Marx BP, Schnurr PP. The PTSD
checklist for DSM-5 (PCL-5). Instrument available from the National Center
for PTSD at www.ptsd.va.gov; 2013.
59. Foa EB, Tolin DF. Comparison of the PTSD symptom scale-interview version
and the clinician-administered PTSD scale. J Trauma Stress. 2000;13:181–91.
60. Griesel D, Wessa M, Flor H. Psychometric qualities of the German version of
the posttraumatic diagnostic scale (PTDS). Psychol Assess. 2006;18:262–8.
61. Bovin MJ, Marx BP, Weathers FW, Gallagher MW, Rodriguez P, Schnurr PP,
et al. Psychometric properties of the PTSD checklist for diagnostic and
statistical manual of mental disorders–fifth edition (PCL-5) in veterans.
Psychol Assess. 2016;28:1379–91.
62. Krüger-Gottschalk A, Knaevelsrud C, Rau H, Dyer A, Schäfer I, Schellong J,
et al. The German version of the posttraumatic stress disorder checklist for
DSM-5 (PCL-5): psychometric properties and diagnostic utility. BMC
Psychiatry. 2017;17:1–9.
63. Wortmann JH, Jordan AH, Weathers FW, Resick PA, Dondanville KA, HallClark B, et al. Psychometric analysis of the PTSD Checklist-5 (PCL-5) among
treatment-seeking military service members. Psychol Assess. 2016;28:1392–
403.
64. Kroenke K, Spitzer RL, Williams JBW. The PHQ-9: validity of a brief depression
severity measure. J Gen Intern Med. 2001;16:606–13.
65. Gilbody S, Richards D, Brealey S, Hewitt C. Screening for depression in
medical settings with the patient health questionnaire (PHQ): a diagnostic
meta-analysis. J Gen Intern Med. 2007;22:1596–602.
66. Kaltenbach E, Härdtner E, Hermenau K, Schauer M, Elbert T. Efficient
identification of mental health problems in refugees in Germany: the
refugee health screener. Eur J Psychotraumatol. 2017;8:1–12.
67. West SG, Finch JF, Curran PJ. Structural equation models with normal
variables: problems and remedies. In: Hoyle RH, editor. Structural equation
modeling: concepts, issues, and applications. Thousand Oaks: Sage
Publications; 1995. p. 56–75.
68. Jacobson NS, Truax P. Clinical significance: a statistical approach to defining
meaningful change in psychotherapy research. J Consult Clin Psychol. 1991;
59:12–9.
69. Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The posttraumatic
stress disorder checklist for DSM-5 (PCL-5): development and initial
psychometric evaluation. J Trauma Stress. 2015;28:489–98.

Kaltenbach et al. BMC Psychiatry

(2020) 20:312

70. Kroenke K, Spitzer RL, Williams JBW, Löwe B. The patient health
questionnaire somatic, anxiety, and depressive symptom scales: a systematic
review. Gen Hosp Psychiatry. 2010;32:345–59.
71. U.S. Department of Veterans Affairs. PTSD Checklist for DSM-5 (PCL-5). 2017.
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp.
Accessed 23 Oct 2018.
72. van Buuren S, Groothuis-Oudshoorn K. Mice: multivariate imputation by
chained equations in R. J Stat Software. 2011;45:1–67.
73. Li P, Stuart EA, Allison DB. Multiple imputation: a flexible tool for handling
missing data. J Am Med Assoc. 2015;314:1966–7.
74. van Buuren S. Flexible imputation of missing data. Boca Raton: CRC Press,
Taylor & Francis Group; 2012.
75. Wilker S, Pfeiffer A, Kolassa S, Elbert T, Lingenfelder B, Ovuga E, et al. The
role of FKBP5 genotype in moderating long-term effectiveness of exposurebased psychotherapy for posttraumatic stress disorder. Transl Psychiatry.
2014;4:e403–7. https://doi.org/10.1038/tp.2014.49.
76. Söndergaard HP, Ekblad S, Theorell T. Self-reported life event patterns and
their relation to health among recently resettled Iraqi and Kurdish refugees
in Sweden. J Nerv Ment Dis. 2001;189:838–45.
77. Morath J, Gola H, Sommershof A, Hamuni G, Kolassa S, Catani C, et al. The
effect of trauma-focused therapy on the altered T cell distribution in
individuals with PTSD: evidence from a randomized controlled trial. J
Psychiatr Res. 2014;54:1–10. https://doi.org/10.1016/j.jpsychires.2014.03.016.
78. Thompson CT, Vidgen A, Roberts NP. Psychological interventions for posttraumatic stress disorder in refugees and asylum seekers: a systematic
review and meta-analysis. Clin Psychol Rev. 2018;63:66–79. https://doi.org/
10.1016/j.cpr.2018.06.006.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 14 of 14

