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Abstract

Background Preliminary evidence shows promising treatment outcomes at short-term follow-up for intensive
posttraumatic stress disorder (PTSD) treatment, but long-term follow-up studies are sparse. This study is a sequel to a
previous pilot study and open trial, set out to investigate treatment outcomes at 12-month follow-up for outpatients
completing an 8-day intensive treatment for PTSD.

Methods All patients were diagnosed with PTSD and had multiple previous psychotherapy attempts (M=3.1).
Patients were assessed at pre-treatment, post-treatment, 3- and 12-month follow-up. Of 35 treated patients, 32
(91.4%) attended the long-term follow-up assessment. The treatment programme combined prolonged exposure
therapy, eye movement desensitization and reprocessing, and physical activity.

Results The effect sizes indicated large reductions in symptoms of PTSD, depression, anxiety, interpersonal problems,
and well-being. Changes in functioning showed a small-medium effect. Results were stable across the follow-up
period. The treatment response rates showed that 46-60% of patients achieved recovery with respect to PTSD
symptoms, and that 44-48% no longer met diagnostic criteria for PTSD.

Conclusions Time-limited and concentrated outpatient treatment for PTSD can yield large and enduring positive
outcomes. Controlled trials are needed to establish relative efficacy.

Trial registration The study was registered in Current Research Information System In Norway (Cristin). Cristin-
project-ID: 654,790. Date of registration: 18.03.2019.
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Background

Intensified session frequency in treatment of post-
traumatic stress disorder (PTSD) has been linked with
enhanced engagement and motivation through experi-
ence of early gains, less distractions from the therapeutic
process, and less avoidance [1, 2]. High session frequency
in outpatient treatment for PTSD has also been associ-
ated with greater symptom reduction. A study inves-
tigating the impact of session frequency on treatment
outcome (average days between sessions ranged from 2
to 32) found that higher average days between sessions
was associated with less reduction of PTSD symptoms
[3]. Intensive outpatient programmes (IOPs) show equiv-
alent treatment effect and less dropout compared with
standard outpatient treatment (commonly defined as
maximum 2 sessions per week) [4, 5]. However, the evi-
dence for both intensive and traditional weekly therapy
for PTSD largely relies on short-term outcomes, as there
is a dearth of research on long-term follow up (LTFU).

A meta-analysis using randomized controlled trials of
non-intensive psychological treatments for PTSD with
LTFU (i.e. minimum 12 months after treatment comple-
tion) found 22 eligible studies [6]. They concluded that
there only existed solid research on LTFU for cognitive
behavioural therapies (CBT) for PTSD with an effect size
of 1.36. One of the studies included in the meta-analysis
examined LTFU up to 10 years after treatment [7]. At
9-month follow-up, 50-55% did not meet the criteria for
PTSD [8], and the sample improved further during the
LTFU (5-10 years) as 78-82% no longer suffered from
PTSD [7]. The improvement at LTFU was not explained
by further treatment in the follow-up period. In fact,
additional treatment was actually associated with worse
outcome at LTFU.

Regarding LTFU of IOPs there exists less research. One
study on 3-week cognitive processing therapy reported
large changes from pre-treatment to 12-month follow-
up (PTSD; d=1.28, and depression; d=1.18) [9]. Another
study on 2-week PE (prolonged exposure therapy)
showed large reductions in PTSD (d=0.88) and depres-
sion (d=0.81) at 12-month follow-up [10]. A third study
on 10-day EMDR (eye movement desensitization and
reprocessing) treatment reported significant symptom
reduction and large effect sizes at 12-month follow-up
[11]. These studies indicate that gains achieved from
IOPs for PTSD persists. However, the response rates
were low in the first two studies (37% and 52%) [9, 10],
and the third study only had a sample size of 15 [11].

At our public PTSD clinic situated in the city of Trond-
heim, Norway, we have implemented an IOP [12] based
on a Dutch inpatient programme [13]. The Dutch pro-
gramme consisted of an 8-day intensive treatment com-
bining individual PE and EMDR, psychoeducation,
physical activity (PA), and therapist rotation. The Dutch
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study reported large effect sizes on reduction in PTSD
symptoms from pre- to post-treatment. From post-
treatment to 6-month follow-up the results showed
a small, but significant, increase in PTSD symptoms
(based on clinical interview). This increase was not evi-
dent in patients’ self-reported symptoms. The effect sizes
remained large from pre-treatment to 6-month follow-
up (d=1.70-1.99). Furthermore, 91.7% of the patients
showed a clinically meaningful treatment response with
at least 10 points reduction on the Clinician Adminis-
tered PTSD Scale for DSM-5 (CAPS-5), and 67% lost
their PTSD diagnosis. LTFU data has not been reported.
In our implementation of the Dutch programme as an
outpatient programme, all the treatment elements were
kept, but time allocated to group physical activity and
psychoeducation was reduced. The programme yielded
significant improvement in PTSD symptoms at post-
treatment and 3-month follow-up (d=1.38-1.52) [14].
Patients also reported significant improvement in their
scores on depression, anxiety, well-being, and interper-
sonal functioning. There was no dropout and the treat-
ment satisfaction was high [14].

As there is a lack of long-term follow-up studies on the
effectiveness of intensive treatment for PTSD, this study
will report outcomes at 12-month follow-up for patients
included in a previous pilot study [12] and an open trial
[14]. The current study aimed to explore the mainte-
nance of gains 12 months after receiving an 8-day IOP, in
a sample of previous treatment non-responders. Based
on the large effect sizes at 3-month follow-up in the pilot
study [12] and the open trial [14], as well as the large
effects observed at 6-month follow-up in the Dutch study
[13], we hypothesized that gains would be maintained at
12-month follow-up.

Methods

Participants and procedure

This 12-month follow-up study consisted of data col-
lected from patients participating in a pilot study [12]
and an open trial [14] of an 8-day intensive treatment
programme for PTSD. All patients referred had to be
18 years or older, previously diagnosed with PTSD, and
had to have at least one previous treatment attempt for
their PTSD. Exclusion criteria included acute suicidality,
psychosis, severe drug addiction, and insufficient fluency
in Norwegian. Prior to inclusion, patients underwent a
diagnostic assessment, including medical and mental
health history, and completed relevant self-report ques-
tionnaires. Diagnosis was determined by using diagnos-
tic interviews, either the MINI Plus 5.0 interview [15]
or the ADIS-IV [16], in addition to the PTSD Symptom
Scale Interview (PSS-I) [17]. Of the patients referred to
the clinic between August 2018 and March 2021, 31.8%
chose intensive treatment over traditional outpatient
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treatment. Five of these were not eligible to partake in the
study due to either not consenting to research, not show-
ing up at treatment start, or treatment deviating from the
protocol (i.e. group size less than three). This left 35 eli-
gible participants for analysis.

In the interim between assessment and the 8-day inten-
sive programme, the patients had 3.2 (SD=0.9) prepara-
tory sessions. The preparation included defining targets
for imaginal exposure, constructing in vivo exposure
tasks, and receiving further information about the pro-
gramme. The eight days had a similar structure. Each day
consisted of 90 min individual PE, 45 min group physical
activity (PA), 90 min individual EMDR, and 45 min group
psychoeducation, in that order. The PE sessions followed
the PE protocol including imaginal exposure, processing,
and homework assignments [18]. The participants lis-
tened to audio recordings of the imaginal exposure and
completed in vivo exercises at home daily. In the EMDR
sessions, the focus was on desensitization, installation,
body scan, and closure; targeting trauma memories, trig-
gers and future templates, following the EMDR protocol
[19].

To prevent therapist drift and under-utilization of
exposure interventions, therapists rotated between
patients from session to session. Patients met between
four to seven different therapists during the pro-
gramme, depending on the size of the patient group. The

Table 1 Sample characteristics at pre-treatment

M SD n %
Age 3846 12.58
Female gender 32 914
Duration of disorder in years 15.81 10.96
Previous psychotherapies 3 1.60
Previous psychopharm. tx 26 743
Current psychopharm. tx 18 514
Comorbid disorder 16 45.7
Previous drug abuse 10 286
Current drug abuse 1 29
Employment
Full-time work 4 114
Part-time work 2 5.7
Student 2 5.7
Sick leave 8 229
Work assessment allowance 10 286
Disability pension 8 229
No employment 1 29
Civil status
Single 15 429
In a relationship 4 14
Cohabitant 8 229
Married 7 20.0
Divorced 1 29
Ethnic minority 6 17.1

Note. psychopharm. tx=psychopharmacological treatment
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psychoeducation took place in a group setting (three to
six patients) and focused on themes from the PE manual;
posttraumatic symptoms as normal reactions to trauma,
the rationale for exposure treatment, avoidance, negative
thoughts, feelings, self-esteem, and relapse prevention.
The PA, led by a physiotherapist, was also group based.
The goal of the PA was to give the patients exercises of
moderate intensity, that demanded attention and activa-
tion of the whole body, and to give them experiences of
mastery and strength. All participants were offered an
individual follow-up session at two weeks, three months,
and 12 months after the intensive programme.

The sample had a mean age of 38.5 years, and most
participants were female (91.4%). Twenty-nine patients
had Norwegian as their first language and all partici-
pants spoke Norwegian adequately. The sample had 3.1
(SD=1.6, range 1-6) prior psychotherapies, defined as
evenly sessions attended for at least three months. Trau-
mas reported included domestic violence, childhood
sexual and physical abuse, rape, terrorist attack, wit-
nessing murder, and war. Most of the patients had expe-
rienced multiple traumas (n=31, 88.6%) and 25 (71.4%)
reported sexual traumas. The mean number of years
since symptoms of PTSD first occurred was 15.8 years
(§D=10.8). 51% (n=18) used current psychotropic medi-
cation including benzodiazepines (1#=9), antidepres-
sants (n=7), antipsychotic (n=4), and stimulants (n=1).
The nine patients on prescription benzodiazepines were
encouraged to abstain from use during treatment, which
they adhered to. Other medications were stable dur-
ing treatment and there were no reports on changes in
medications during follow-up. Twelve patients had one
comorbid disorder, one patient had two comorbid dis-
orders, two had three comorbid disorders, while 19 were
not diagnosed with a comorbid disorder. Comorbid dis-
orders included: Attention deficit/hyperactivity disorder
(n=2), social anxiety disorder (n=2), depression (n=11),
personality disorder (n=3), obsessive-compulsive disor-
der (n=1), alcohol abuse (n=1), and unspecified eating
disorder (n=1). A summary of the group’s background
information is displayed in Table 1.

Measures

A collection of self-report questionnaires and a struc-
tured diagnostic interview for PTSD were used to
measure symptoms pre-treatment, two weeks post-treat-
ment, and at 3- and 12-month follow-up. Independent
assessors administered the diagnostic interviews con-
ducted after treatment.

Diagnostic status was assessed using the PSS-I [17] at
pre-treatment, post-treatment, and at 3- and 12-month
follow-up. The PSS-I is a diagnostic interview corre-
sponding with the PTSD criteria in DSM-IV. It consists
of 17 items, scaled from 0 to 3 with a total score from 0
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to 51. To meet diagnostic criteria, according to the PSS-I,
the patient needs at least one endorsed symptom (score 1
or more) on “re-experiencing” (items 1-5), at least three
from “avoidance” (items 6-12), and at least two from
“arousal” (items 13—17). This study defined a cut-off score
at 20 and a reliable change index (RCI) at 8 points. Cron-
bach’s alpha was 0.75. The updated PSS-I-5 was not avail-
able in Norwegian at the start of the study.

Self-reported PTSD symptoms were assessed using
the PTSD Checklist for DSM-5 (PCL-5) [20]. The PCL-5
consists of 20 items on a scale from 0 to 4 (not at all to
extremely), with a total score ranging from 0 to 80. To
meet diagnostic criteria when using PCL-5 it is required
with at least one endorsed symptom (score 2 or more) on
“intrusion” (items 1-5) and “avoidance” (items 6-7), and
two on “cognitions and mood” (items 8—14) and “arousal”
(items 15-20). As in the Improving Access to Psychologi-
cal Therapies Programme [21], this study used a cut-off
at 32 and the RCI was set at 10 points. Cronbach’s alpha
was 0.84.

To assess severity of depression and anxiety, this study
used the Beck Depression inventory (BDI-II) [22] and the
Beck Anxiety Inventory (BAI) [23]. Both scales consist
of 21 items, rated from O to 3. Higher scores represent
higher levels of symptoms. Grade of severity are typically
divided in mild (14-19), moderate (20-28), and severe
(29-63) for the BDI-II, and minimal (0-7), mild (8-15),
moderate (16-25), and severe (26—63) for the BAIL Cut-
off was in this study set to 11 with the RCI at 12 points
for the BAIL and at 15 points on the BDI-II with a RCI of
9 points. Cronbach’s alpha for BDI was 0.86, and for BAI
0.91.

To assess the impact of the patients’ mental health on
their functional capacity at home, in social activities,
personal relationships, and at work, this study used the
Work and Social Adjustment Scale (WSAS) [24]. WSAS
has five items rated on a scale from 0 to 8 (not at all to
very severely). Higher scores indicate lower functioning
(<15 mild, 15-30 moderate, and >30 severe). The present
study set the cut-off to 17 and the RCI to 8 points. Cron-
bach’s alpha was 0.77.

The patients’ subjective psychological well-being was
assessed using the five-item World Health Organization
Well-Being Index (WHO-5) [25]. Five positively phrased
items are rated from 0 to 5 (none of the time to all of the
time). Scores are multiplied, resulting in a total range
from 0 to 100. In the present study, cut-off was set to 29
as previously done in a study on depression [26] and the
RCI at 10 points. Cronbach’s alpha was 0.83.

Interpersonal distress was assessed with the Inventory
of interpersonal problems (IIP-64) [27] consisting on 64
items, rated on a 0—4 scale. These results are presented
as mean item scores. Higher levels on interpersonal
problems result in higher scores. As commonly used in
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studies with Norwegian samples, a cut-off value of 1.03
and a RCI of at least 0.38 was used. Cronbach’s alpha was
0.89.

Statistical analyses

Missing data was imputed using the expectation-maximi-
zation method [28]. Little’s missing completely at random
test indicated that data was missing completely at ran-
dom (x*=191.79, p=.85). Repeated measures ANOVA
was used to test for changes in symptoms, functioning,
interpersonal problems, and well-being. The analyses
used data from four assessments (pre-treatment, post-
treatment, and 3- and 12-month follow-up). Effect sizes
were reported using partial eta squared (5?) and Cohen’s
d (using pooled SD). Typical standards for #* are small
(0.01), medium (0.06), and large (0.14), while for Cohen’s
d the most common cut-offs are small (0.2), medium
(0.5) and large (0.8). Treatment response rates were also
calculated using percentages scoring below clinical cut-
off, achieving reliable change, and clinically significant
change (recovery) which combines the first two criteria
[29].

Results
Of all 35 participants included in our study at 12-month
follow up, 31 responded on self-report inventories
(88.6%), and 32 met for re-evaluation with the PSS-I
(91.4%). The repeated measures ANOVA analyses found
significant improvements in treatment outcomes across
time for all measures. Effect sizes using partial eta
squared values suggested large effects for all treatment
outcomes at 12-month follow up, except for WSAS which
showed a medium to large effect. When using Cohen’s
d, large effects at 12-month follow up were observed
especially for PTSD symptoms, while effects for depres-
sion, anxiety, interpersonal problems, and well-being
showed moderate to large effects. A small to medium
effect was observed for WSAS. The effects were very
similar at 12-month follow up with those observed at
post-treatment. The only exception was symptoms of
PTSD, where further improvement after post-treatment
was observed. When comparing post-treatment scores
with 12-month follow-up, the improvement was com-
parable to a small effect size (PSS-I: dp,5_;0,,p; = 0.33,
PCL-5: dp,g_jomry = 0.21). When comparing 3-month
scores with 12-month follow up, there were no clear
changes (PSS-I: ds,,,r;— 1omru = -0.03, PCL-5: ds,. i 1omrEu
= -0.09). Thus, further improvement in post-traumatic
symptoms occurred mainly during the first three months
and then stabilized between 3- and 12-month follow-up.
Table 2 summarizes the changes in outcome measures at
all four points of assessment.

The treatment response rates showed that 60% of
patients achieved recovery with respect to PTSD
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Table 2 Changes in symptoms, functioning, and well-being from pre-treatment to 12-month follow-up
Pre Post 3mFU 12mFU F p n?12m d d
pre-post pre-12m

PSSl 32.07 (7.96) 17.92 (10.60) 1443 (11.09) 14.71 (10. 53) 4292 <0.001 0.558 151 1.86
PCL-5 89 (11.48) 34.07 (15.28) 29.60 (16.61) 30.87 (17.16) 29.54 <0.001 0.465 132 1.44

BAI 4(13.30) 16.81(12.33) 16.74 (13.67) 16.64 (12. 97) 20.89 <0.001 0.381 0.72 0.72
BDHII 2838 (11.84) 19.30(10.83) 1851 (13.35) 19.38 (11.88) 11.95 <0.001 0.260 0.80 0.76
WSAS 2255 (7.96) 19.13(7.87) 1847 (9.08) 19.24 (9.30) 361 0.016 0.096 043 0.38
[IP-64 1.73(047) 143 (0.50) 1.37(0.57) 140 (041) 9.55 <0.001 0.219 0.62 0.75
WHO-5 31.20 (20.54) 41.58 (18.20) 44.70 (17.77) 4455 (17.73) 7.03 <0.001 0171 -0.53 -0.70

Note. Pre=pre-treatment, Post=post-treatment, 3 m FU=3-month follow-up, 12 m FU=12-month follow-up, PSS-I=PTSD Symptom Scale Interview, PCL-5=PTSD
Checklist for DSM-5, BAl=Beck Anxiety Inventory, BDI-Il=Beck Depression Inventory I, WSAS=Work and Social Adjustment Scale, IIP-64=Inventory of interpersonal
problems, WHO-5=World Health Organization Well-Being Index. N=35. Cohen's d calculated using pooled standard deviations

Table 3 Treatment response rates at 12-month follow-up

% (n)

Scoring below Achieving reli- CSC/re-

clinical cut-off able change covery
PSS-I 62.9 (22) 82.9(29) 60.0 (21)
PCL-5 486 (17) 65.7 (23) 45.7 (16)
BDI-II 37.1(13) 514(18) 257 (9)
BAI 429(15) 48.6(17) 22.9(8)
WSAS 486 (17) 20.0(7) 20.0(7)
IIP-64 229 (8) 429(15) 20.0 (7)
WHO-5 85.7 (30) 514(18) 486 (17)

Note. CSC=clinically significant change (scoring below clinical cut-off and
achieving reliable change). PSS-1=PTSD Symptom Scale - Interview for DSM-IV,
PCL-5=PTSD Checklist for DSM-5, BDI-Il=Beck Depression Inventory, BAl=Beck
Anxiety Inventory, WSAS=Work and Social Adjustment Scale, WHO-5=The
World Health Organisation - Five Well-Being Index, lIP-64=Inventory of
Interpersonal Problems. CSC/recovery involved both scoring below cut-off and
achieving reliable change

symptoms as measured with the PSS-I at 12-month fol-
low up. When using the PCL-5 the rate was 45.7%.
Recovery rates were lower for secondary outcome mea-
sures such as depression (26%), anxiety (23%), work- and
social functioning (20%), and interpersonal problems
(20%). For well-being, 49% were classified as recovered.
Table 3 summarizes the treatment response rates.

According to PCL-5, 48.4% (n=15) patients did not
meet the criteria for a PTSD diagnosis at 12-month
follow-up. In comparison, this rate was 51.7% at post-
treatment, and 62.1% at 3-month follow-up. According
to PSS-1, 43.8% (n=14) did not meet criteria for a PTSD
diagnosis at 12-month follow-up. In comparison this
rate was 44.8% at post-treatment, and 51.7% at 3-month
follow-up.

Eighteen participants did not receive any additional
treatment during the 12-month follow-up period, while
17 received extra sessions (M=12.3, Range=1-26). Of
these additional sessions 44% targeted relational or self-
esteem issues, 34% further PTSD treatment, 9% depres-
sive symptoms, 8% other anxiety symptoms, 3% various
crises, and 2% discussions regarding further treatment.
Three patients were referred to treatment for other pre-
senting problems. When adding number of sessions given

during the follow-up period as a covariate in the repeated
measures analysis of PSS-1, it showed a significant inter-
action (p=.003, #°=0.137), suggesting more symptoms
in the group receiving additional sessions. Repeating the
covariate analyses using the secondary outcome mea-
sures, showed a significant interaction with PCL-5 and
WSAS, but not with BAI, BDI-II, IIP-64, or WHO-5.

Discussion

The results supported the hypothesis: Patients receiving
the intensive treatment maintained symptom reduction
at 12-month follow-up. The gains were maintained on
both main outcome measures of PTSD, and on second-
ary outcome measures. Improvement of posttraumatic
symptoms occurred from pre-treatment to 3-month
follow-up, and then stabilized. This study showed effect
sizes from pre-treatment to 12-month follow-up of
d=1.44 for PCL-5 and d=1.86 for PSS-I. In compari-
son, the meta-analysis encompassing 22 studies on LTFU
of CBT for PTSD [6] found an effect size of 1.36. Other
studies on long-term follow-up of 3-week intensive CBT
[9] and 2-week PE [10] found effect sizes of 1.28 and 0.88.
Furthermore, the present study had a high response rate
at 12-month follow-up.

It is noteworthy to take into account that our effect
sizes are on a sample of patients with previously unsuc-
cessful treatment experiences or relapses. The high
effect-sizes in this study may be attributed to the limited
sample size and the study’s uncontrolled, non-random-
ized design. Additionally, properties of the treatment
programme, such as therapist rotation, may have contrib-
uted to enhanced adherence to protocol.

This study further demonstrated large effect sizes for
positively altering levels of depressive symptoms, anxi-
ety, well-being, and interpersonal problems, This aligns
with the studies conducted by Held and colleagues [9]
and Yasinski and colleagues [10] who also reported large
effect sizes on depression, supporting the notion that
intensive treatment for PTSD can also yield positive
impact on depressive symptoms. For work- and social
functioning (WSAS) the effect size was lower (d=0.38).
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Considering that the results showed a large effect on
interpersonal functioning (IIP-64; 4=0.75), the smaller
effect on WSAS might be more related to work capacity.
A majority of the sample (n=26, 74.3%) received long-
term disability benefits or were on sick leave at treatment
start, and only three of these patients had a part-time or
full-time job at 12-month follow-up. Even though the
intensive treatment influenced a broad range of symp-
toms, it did not seem to improve their occupational sta-
tus after treatment. To achieve larger effects on WSAS,
the treatment would likely need increased focus on func-
tioning and work-related skills.

According to diagnostic status at 12-month follow-
up, 44-48% (respectively PSS-I and PCL-5) of patients
in the current study no longer met criteria for PTSD.
Of all patients, 66—83% (respectively PCL-5 and PSS-I)
reported reliable change. In the aforementioned 5-10
years LTFU study of patients that received individual
CBT for PTSD, 78-82% did not meet the diagnostic
criteria as measured with the Clinician Administered
PTSD Scale [7]. At 9-month follow-up the same study
population showed results similar to the current study
with 50-55% not meeting the criteria for PTSD [8]. Even
longer-term follow-up studies on intensive treatment
for PTSD with controlled groups is therefore warranted
to investigate whether similar delayed effects could be
observed.

Similar to the current study, Resick and colleagues [7]
found that additional treatment sessions in the follow-
up period was associated with worse treatment outcome.
This suggests that patients who respond well to the IOP
did not require further treatment to maintain gains. Con-
versely, patients who initially responded inadequately to
treatment continued to show limited improvement also
after receiving additional sessions. There is a need for
more research to understand why some patients respond
poorly to treatment, and how to tailor treatment for this
patient group.

There are different strengths and limitations that need
to be considered when interpreting the results. The study
population consisted of a clinical population who had
previously received psychotherapy for PTSD without suf-
ficient response. The high participation rate at 12-month
follow-up enhances the generalizability. However, the
sample size was small, and the absence of a control group
and lack of randomization limit the ability to infer cau-
sality from the findings. In addition, the study employed
PSS-I as clinical interview, complicating comparisons
with studies utilizing the CAPS-5.

Conclusions

IOP for PTSD applied to previous treatment non-
responders, yields large positive outcomes that endure
up to 12 months after treatment completion. Controlled
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trials are needed to establish relative efficacy. IOPs pro-
vide an additional treatment option for patients with
PTSD, potentially facilitating quicker recovery, increased
adherence to protocol, and prevention of session infre-
quency. Moreover, IOPs can enhance the accessibility of
treatment for PTSD providing a concentrated treatment
approach, suitable for patients with residency at a dis-
tance from treatment providers, or for those facing chal-
lenges in participating in conventional, weekly therapy
sessions.

Abbreviations

PTSD Posttraumatic stress disorder

EMDR Eye Movement Desensitization and Reprocessing
PE Prolonged Exposure

IOP Intensive outpatient treatment

LTFU Long-term follow up

CBT Cognitive behavioural therapies

PA Physical activity

RCI Reliable change index

BDI-II Beck Depression inventory

BAI Beck Anxiety Inventory

WSAS Work and Social Adjustment Scale

WHO-5  World Health Organization Well-Being Index
1IP-64 Inventory of Interpersonal Problems

PCL-5 PTSD Checklist for DSM-5

PSS-I PTSD Symptom Scale Interview
CAPS-5  Clinician Administered PTSD Scale for DSM-5
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