
Long-term Dynamic-oriented Group Psychotherapy of Posttraumatic 
Stress Disorder in War Veterans: Prospective Study of Five-year 
Treatment

Aim To assess the eff ectiveness of the long-term group psychotherapy in 
the treatment of posttraumatic stress disorder (PTSD) in war veterans 
on the basis of clinical picture of PTSD, associated neurotic symptoms, 
and adopted models of psychological defense mechanisms.

Methods Prospective cohort study involved 59 war veterans who par-
ticipated in dynamic-oriented supportive group psychotherapy for fi ve 
years. Th e groups met once a week for 90 minutes. Forty-two veterans 
fi nished the program. Th e Clinician-Administered PTSD Scale struc-
tured interview was used to assess the intensity of PTSD. Crown-Crisp 
Index was used to evaluate other neurotic symptoms, and Life Style 
Questionnaire was used to assess the defense mechanisms. Th e assess-
ments were done at the beginning of psychotherapy, aft er the second, 
and aft er the fi ft h year of treatment. Comorbid diagnoses, hospitaliza-
tions, and outpatient clinic treatments were also recorded.

Results Long-term group psychotherapy reduced the intensity of PTSD 
symptoms in our patients (the diff erence between Clinician-Admin-
istered PTSD Scale score at the beginning and the end of treatment, 
F = 9.103, P = 0.001). Other neurotic symptoms and the characteristic 
profi le of defense mechanisms did not change signifi cantly during the 
course of treatment. Predominant defense mechanisms were projec-
tion (M = 82.0 ± 14.4) and displacement (M = 69.0 ± 16.8). None of 
the symptoms or defense mechanisms present at the beginning of the 
treatment changed signifi cantly aft er two or fi ve years of treatment. Th e 
number of diagnosed major depressive episodes, which increased aft er 
the second year of psychotherapy, decreased by the end of treatment.

Conclusion Psychotherapy can reduce the intensity of PTSD symp-
toms, but the changes in the personality of veterans with PTSD are 
deeply rooted. Traumatic experiences lead to the formation of rigid de-
fense mechanisms, which cannot be signifi cantly changed by long-term 
group psychotherapy.
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A traumatic experience greatly changes the 
perception of inner and outer world in a patient 
with posttraumatic stress disorder (PTSD) (1). 
Feelings of deep isolation, alienation, helpless-
ness, and distrust, together with interpersonal 
problems and socially dysfunctional behavior, are 
the main psychological components of PTSD 
(1). Group psychotherapy, therefore, has the cen-
tral role in the integrated psychiatric treatment 
of patients with PTSD (2).

Since 1980, when the term “posttraumat-
ic stress disorder” was introduced in psychiatric 
nomenclature, numerous studies have been con-
ducted to establish the most appropriate psycho-
therapeutic methods for treating this disorder 
(3). Although recent guidelines recommend cog-
nitive-behavioral approach, it seems that this type 
of therapy cannot be successfully applied in all 
war veterans, especially not in those with chron-
ic PTSD (2-5). Deeply rooted changes in per-
sonality, which disturb biological, psychological, 
and social equilibrium, require long-term thera-
py. Th e corrective emotional experience and the 
feeling of security in a therapeutic group setting 
strengthen the healthy parts of the self, and neu-
tralize and reintegrate the destructive ones (6). 
Dynamic-oriented group therapy is commonly 
used because the number of patients who need 
psychological help is relatively high, the availabil-
ity of group therapists is limited, and the range of 
indications for this type of therapy is broad (2).

Aft er the 1991-1995 war in Croatia, the 
number of war veterans asking for psychiatric 
help has been increasing. In the fi rst encounters 
with these patients, psychiatrists prescribed psy-
chopharmaceuticals more oft en than short psy-
chotherapeutic interventions. However, they 
soon realized that PTSD symptoms were re-
curring aft er an initial improvement and that 
the disorder had a strong and lasting impact 
on the patients’ professional, social, and fami-
ly life. It was obvious that initially applied treat-
ment methods could not successfully meet veter-
ans’ needs for continuous and accessible mental 

health care. A more comprehensive and eff ective 
psychotherapeutic approach had to be adopted 
(6,7).

Our aim was to assess the eff ectiveness of 
long-term group psychotherapy in the treat-
ment of war veterans with PTSD by evaluating 
the clinical picture of PTSD, associated neurot-
ic symptoms, and adopted models of psycholog-
ical defense mechanisms aft er two and fi ve years 
of treatment.

Participants and methods

Participants

All war veterans who sought outpatient psy-
chotherapy treatment at the Psychiatric Depart-
ment of Split University Hospital between April 
and December 1997 were eligible for the study. 
A detailed screening procedure was performed 
to identify the veterans with PTSD, as defi ned 
in the 10th revision of the International Classi-
fi cation of Diseases (8). For this purpose, clini-
cal interview and patients’ medical records were 
used, including the fi ndings of a psychiatrist and 
a psychologist and intelligence test results. Veter-
ans aged between 25 and 60 years and diagnosed 
with PTSD, which occurred due to traumatic 
experiences during their service in the Croatian 
Army, were included in the study. Exclusion cri-
teria were central nervous system disease, alco-
holism, drug addiction, acute psychosis, and be-
low-average intelligence. Data on participants’ 
intelligence were obtained from their medical re-
cords.

We examined a total of 81 war veterans (Fig-
ure 1). Th irteen of them did not meet the in-
clusion criteria: the diagnosis of PTSD was not 
confi rmed in 5 veterans, one veteran was a drug 
addict, 3 had acute psychosis, 2 were older than 
60 years, and 2 had below-average intelligence. 
Two veterans refused to participate and 7 never 
came to group psychotherapy.
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Fift y-nine veterans with PTSD began the 
psychotherapy treatment. All were men with a 
mean age (±standard deviation) of 43.0 ± 7.1 
years; most of them were in the 35-40 age group. 
Majority (n = 34) had high school education 
(10-12 years of school). Two-thirds were married 
and almost half of them had 3-4 years of war ex-
perience (Table 1). Eight veterans had traumatic 
experiences in childhood (victims of child abuse 

or experienced a life-threatening situation) and 2 
had a traumatic experience aft er the war (death 
of a child).

All veterans gave their oral informed consent 
to participate in the study. Forty-two veterans 
completed the whole course of 5-year treatment, 
whereas 17 quit psychotherapy at diff erent phas-
es of the treatment, mostly during the fourth year 
(Figure 1).

Th e veterans who fi nished the treatment 
and those who dropped out did not diff er sig-
nifi cantly in their demographic characteristics. 
However, a signifi cant diff erence was found in 
the duration of their war experience, with those 
having longer combat experience staying in the 
program (Table 1).

Group psychotherapy

We used homogenous, long-term psycho-
dynamically-oriented supportive group psycho-
therapy (1). Th e veterans were divided into seven 
semi-open groups, three with 9 participants each 
and four with 8 participants each. Th e groups 
met once a week for 90 minutes. Th e sessions 
were conducted by three psychiatrists and a psy-
chologist educated in group psychotherapy and 
experienced in working with war veterans.

Th e goal of our psychotherapeutic work was 
to relieve the symptoms, help veterans to develop 
more mature adaptation mechanisms, and stim-
ulate the reparation of discontinued and frag-
mented self to support personality integration 
and reintegration of the veterans into family and 
society (1).

Th erapists aimed to establish trust, security, 
and reciprocity in the group and to stimulate the 
development of group therapeutic factors – psy-
choeducation, universality, hope, altruism, ac-
ceptance, self-discovering, disclosure of the trau-
matic experience, and interpersonal learning. 
Techniques that were used in the group com-
bined the supportive and dynamic approach (1).

Although it was diffi  cult to distinguish clear-
ly between particular phases of the group work, 

Figure 1. Flowchart of the study participants.

Table 1. Demographic characteristics of 59 war veterans with 
posttraumatic stress disorder who started fi ve-year group psyc-
hotherapy program at the Split University Hospital, Croatia

No. of veterans in 
group psychotherapy

Characteristic
completed 5-y

program (n = 42)
dropped out

(n = 17) P (χ2 test)
Age group (y):

30-35  6  4 0.103
35-40 15  2
40-45  7  7
45-50 10  4
>50  4  0

Education:
primary school  4  3 0.912
high school 34 13
university  4  1

Marital status:
married 28 11 0.960
single 11  5
divorced  3  1

Duration of the war 
experience (y):

<3 11 11 0.016
3-4 20  5
>4 11  1
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three basic phases in the development of these 
groups could be recognized.

First phase. At the beginning of the group 
psychotherapy, the main goal was to establish ba-
sic security and trust in both the group and the 
therapist. Th is phase lasted between one and two 
years. Th e emphasis was put on supportive and 
psychoeducational techniques. Th e group ses-
sions were conducted in an active, facilitating, 
and stimulating way, focusing on healthy parts of 
the personality. Interventions aimed at fostering 
these processes combined “pragmatic” and “here-
and-now” approach. Th e level of confrontation 
was low to medium. Th e most frequent conver-
sation topics in the group were PTSD symptoms 
and their signifi cance in the everyday life, the 
problems of social reintegration, and dissatisfac-
tion with the current reception of veterans in the 
society.

Second phase. During this phase, which last-
ed approximately from the middle of the second 
until the end of the fourth year, a higher level of 
group cohesion was achieved. Mutual trust and 
closeness increased. In this phase, the support-
ive approach was partly retained, but the em-
phasis was on psychodynamic techniques. Th er-
apists encouraged group members to recall the 
traumatic experiences as accurately as possible 
and discover their aff ective meaning. Th e em-
phasis was put on the integration of the experi-
ences within self by putting them into the con-
text of pre- and posttraumatic events. Disclosure 
of traumatic experiences, associated with feelings 
of guilt and other emotions, threatened the pre-
viously achieved inner equilibrium.

Th ird phase. In the last phase of the group de-
velopment (the fi ft h year), the goal was to work 
through newly formed concepts and integrate 
them within the self. Th ese concepts provided a 
fresh view of the traumatic event and affi  rmation 
of the patient’s adaptive capacity. Th is capac-
ity depended on the pre-traumatic personality 
structure and the existent social support. In this 
phase, the role of the therapist was to stimulate 

the adoption of more mature adaptive patterns 
and encourage an active involvement of veter-
ans into the community. Main topics of interest 
in the group discussions were related to family is-
sues. Veterans were increasingly optimistic and 
they felt the need to make their time meaningful 
and creative.

Methods

We used a structured interview to collect the 
data on demographic characteristics, traumatic 
experiences in childhood, traumatic experiences 
during group psychotherapy treatment, comor-
bid diagnoses, and hospital and outpatient treat-
ment.

Th e symptoms in veterans were assessed by 
a psychiatrist who led one of the groups, using 
Clinician-Administered PTSD Scale (9), and by 
a psychologist using Crown-Crisp Experiential 
Index (10) and Life Style Questionnaire (11). 
Th ere were 59 veterans evaluated at the begin-
ning, 55 aft er two, and 42 aft er fi ve years of psy-
chotherapy.

Clinician-Administered PTSD Scale is a 
structured clinical interview that targets diag-
nostic criteria for PTSD outlined in the Fourth 
Edition of Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV; ref. 9). Each symp-
tom is presented as a sum of its intensity and fre-
quency in the last month. Th e Scale has good 
metric characteristics, high reliability and good 
validity, in comparison to other instruments, 
which makes it the method of choice for the as-
sessment of PTSD (9,12).

Crown Crisp Experiential Index is used to as-
sess neurotic symptoms and measure changes af-
ter a certain intervention (11). It is an objective 
instrument, which satisfactorily meets two basic 
psychometric criteria: reliability and validity.

Life Style Questionnaire and Defense Mech-
anisms was adapted from the Life Style Index 
(13). It is based on Plutchnik’s theory of eight 
primary emotions and eight basic defense mech-
anisms, which are crucial for keeping those emo-
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tions under control. Th e Life Style Question-
naire and Defense Mechanisms meet the criteria 
of required reliability and validity (13).

Statistical analysis

Variables were evaluated descriptively 
(mean±standard deviation) and dependent 
samples were analyzed with repeated measures 
ANOVA and t test. Diff erences between pairs 
of measurements (the fi rst and the second, the 
fi rst and the third, and the second and the third) 
were calculated with t test, whereas diff erences 
between demographic characteristics of veter-
ans who completed the therapy and those who 
dropped out were assessed with χ2 test. SPSS sta-
tistical soft ware, version 12.0 (SPSS Inc., Chi-
cago, IL, USA) was used for statistical analysis. 
Th e level of signifi cance was set at P<0.05.

Results

Th e most prevalent lifetime comorbid diag-
noses were personality disorder, diagnosed in 6 
veterans, and alcohol abuse, diagnosed in 5 veter-
ans. Comorbid disorders were assessed for a six-
month period before the interview. In that peri-
od, 4 participants were hospitalized and 7 were 
treated in the psychiatric outpatient clinic. Aft er 
two years of psychotherapy, 13 participants need-
ed in-hospital treatment. Four of them devel-

oped major depressive disorder and 3 had prob-
lems with drug abuse. Th e veterans who quit the 
group psychotherapy spent less then three years 
on the front line than those who fi nished the 
therapy (Table 1). In the last phase of psycho-
therapy, none of the participants had major de-
pressive disorder, one had problems with alco-
hol, one with illegal drugs abuse, and 2 received 
in-hospital treatment (Table 2).

Symptoms of PTSD according to DSM-IV 

criteria

Th e symptoms of reenactment of traumatic 
experience, as defi ned in the group B of DSM-
IV criteria, were most pronounced aft er the sec-
ond year of psychotherapy and least pronounced 
at the end of the treatment (Table 3). Th e symp-
toms listed in the group B of DSM-IV criteria 
and scores B at the beginning of the treatment 
were signifi cantly diff erent from those aft er two 
and fi ve years of treatment. Score B was signif-
icantly lower aft er fi ve years of psychotherapy 
than at the beginning or aft er two years of treat-
ment.

In the group C of the criteria, which includes 
symptoms of avoidance and emotional rigidity, 
six out of seven symptoms did not signifi cantly 
change aft er two and fi ve years of psychothera-
py (Table 3). Th e intensity of symptom C9 (di-
minished interest in important activities) sig-
nifi cantly changed aft er two and fi ve years of 
psychotherapy. Th e value of the symptom C9 
was signifi cantly lower at the beginning of treat-
ment than aft er two and fi ve years of psychother-
apy. Th is diff erence was not found aft er Bonfer-
roni correction was applied (Table 3).

Th e intensity of some symptoms in the group 
D of the criteria, characterized by increased ex-
citation, was signifi cantly reduced at the end of 
treatment (Table 3). Diffi  culties in falling or stay-
ing asleep (D13), irritability or outbursts of an-
ger (D14), diffi  culties with concentration (D15), 
and hypervigilance (D16) signifi cantly changed 
aft er two and fi ve years of psychotherapy. Th e 

Table 2. Comorbid psychiatric disorders and hospitalizations of 
42 war veterans with posttraumatic stress disorder who comple-
ted fi ve-year group psychotherapy program at the Split University 
Hospital, Croatia

No. of veterans
psychotherapy

Disorder
before
the war

at the 
beginning after 2 y after 5 y

Major depressive disorder  0  2  4  0
Suicide attempt  1  0  1  0
Anxiety disorder  2  3  4  2
Personality disorder  6  6  6  6
Abuse of alcohol  5  3  3  1
Abuse of illegal drugs  1  1  3  1
Psychotic disorder  0  1  2  0
No. of hospitalized patients  0  4 13  2
No. of patients treated
 in a day hospital

 0  7 16  3

Total 15 27 52 15
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last symptom, exaggerated startle response, had 
lower value at the end of the treatment, but the 
observed diff erence was not statistically signifi -
cant.

Mean total sum of symptoms from the group 
D of the criteria was signifi cantly diff erent af-
ter two and fi ve years of psychotherapy (Table 
3). Th e total D score was lower aft er fi ve years of 
psychotherapy than at the beginning or aft er two 
years of treatment, but the diff erence was not 
signifi cant aft er Bonferroni’s correction was ap-
plied.

Th e total Clinician-Administered PTSD 
Scale score was signifi cantly lower at the end 
of treatment than at the beginning or aft er two 
years of psychotherapy (Table 3).

Other neurotic symptoms

Scores on anxiety, phobia, somatization, and 
depression scales were high at the beginning and 
aft er the second and fi ft h year of group psycho-
therapy. Obsession and hysteria scores were nor-
mal at the beginning of treatment, two years lat-
er, and at the end of treatment (Table 4). Neither 

of these scales showed statistical diff erence in the 
intensity at the three assessment periods.

Defense mechanisms

At the very beginning of the psychotherapeu-
tic treatment, projection and displacement were 
predominant defense mechanisms. Aft er the 
long-term group psychotherapy, there were no 
major changes in these mechanisms. Th e results 
obtained at the self-assessment interview con-
fi rmed our observations.

Th e predominant defense mechanism at 
the beginning of the study was projection 
(M = 82.0 ± 14.4). Projection scores remained 

Table 3. Changes in posttraumatic stress disorder symptoms in 42 war veterans who underwent fi ve-year group psychotherapy program 
at the Split University Hospital, Croatia

CAPS* score (mean±SD)
psychotherapy

Symptom† baseline after 2 y after 5 y P
B1 – intrusive recollections  5.9 ± 1.7  6.1 ± 1.4  4.0 ± 2.5‡ <0.001
B2 – distressing dreams  5.6 ± 2.0  5.9 ± 1.5  3.7 ± 2.9‡ <0.001
B3 – acting or feeling as if event were recurring  3.7 ± 2.3  4.0 ± 2.0  2.1 ± 1.9‡ <0.001
B4 – psychological distress at exposure to cues  4.3 ± 2.4  4.3 ± 2.0  2.8 ± 2.2‡ <0.001
B5 – physiological reactivity on exposure to cues  4.1 ± 2.4  4.0 ± 2.0  2.7 ± 2.2‡ <0.001
B score 23.7 ± 8.3 24.4 ± 6.1 15.3 ± 9.2‡ <0.001
C6 – avoidance of thoughts or feelings  4.1 ± 2.7  4.3 ± 2.5  4.5 ± 2.1  0.736
C7 – avoidance of activities, places or people  4.0 ± 2.6  3.8 ± 2.4  3.7 ± 2.3  0.649
C8 – inability to recall important aspect of trauma  1.4 ± 2.0  1.5 ± 2.0  1.6 ± 2.0  0.305
C9 – diminished interest in activities  5.6 ± 2.2  5.3 ± 2.0  4.7 ± 2.0  0.069
C10 – detachment or estrangement  4.7 ± 2.4  4.6 ± 2.0  4.4 ± 2.0  0.741
C11 – restricted range of affect  3.6 ± 2.8  3.5 ± 2.7  3.0 ± 2.5  0.299
C12- – sense of foreshortened future  4.3 ± 2.6  3.9 ± 2.4  4.3 ± 2.1  0.048
C score 27.8 ± 10.8 27.0 ± 9.5 26.3 ± 10.2  0.464
D13 – diffi culty falling or staying asleep  5.8 ± 2.1  5.8 ± 1.6  4.2 ± 2.4  0.002
D14 – irritability or outbursts of anger  5.7 ± 2.1  5.5 ± 2.2  4.3 ± 1.9  0.005
D15 – diffi culty concentrating  5.1 ± 2.2  5.1 ± 2.5  4.1 ± 2.3  0.035
D16 – hypervigilance  4.1 ± 2.8  3.7 ± 2.8  3.5 ± 2.8  0.048
D17 – exaggerated startle response  3.1 ± 2.7  3.0 ± 2.6  2.4 ± 2.2  0.201
D score 23.4 ± 9.1 23.6 ± 8.1 18.4 ± 8.4  0.001
Total score 74.6 ± 21.7 74.8 ± 18.4 60.2 ± 21.8‡  0.001
*CAPS – Clinician Administered PTSD Scale; PTSD – posttraumatic stress disorder.
†According to the Fourth Edition of Diagnostic and Statistical Manual of Mental Disorders (9).
‡Signifi cantly different from both the baseline values and values after 2 years (repeated measures ANOVA, post hoc t test for dependent samples with Bonferroni’s 
correction).

Table 4. Changes in neurotic symptoms of 42 war veterans with 
posttraumatic stress disorder who completed fi ve-year group 
psychotherapy program at the Split University Hospital, Croatia

Crown-Crisp Experiential
Index Score (mean±SD)

Neurotic psychotherapy
symptoms baseline after 2 y after 5 y P
Anxiety 13.0 ± 2.0 12.8 ± 1.7 12.5 ± 2.6 0.178
Phobic  8.6 ± 3.5  8.4 ± 3.2  8.1 ± 3.1 0.493
Obsession  9.8 ± 2.8  9.5 ± 2.6  9.4 ± 2.5 0.483
Somatization 13.1 ± 2.7 13.0 ± 2.7 12.5 ± 3.3 0.398
Depression 11.5 ± 2.5 11.6 ± 2.7 11.0 ± 3.3 0.620
Hysteria  3.2 ± 2.6  4.1 ± 2.4  3.5 ± 2.3 0.228
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almost unchanged aft er two and fi ve years of 
psychotherapy (Table 5). Th e second defense 
mechanism was displacement, which was pres-
ent at the beginning of the treatment almost 
as much (M = 69.0 ± 16.8) as two years lat-
er (M = 68.6 ± 15.2). Although its intensi-
ty at the end of treatment was somewhat lower 
(M = 65.7 ± 10.0), the diff erence was not sta-
tistically signifi cant. Regression and intellectu-
alization were used almost equally at the begin-
ning and at the end of the treatment. Th e mean 
regression score was M = 58.9 ± 11.0 at the be-
ginning, M = 56.5 ± 11.7 aft er two years, and 
M = 56.1 ± 14.8 at the end of the treatment. Al-
though there was a diff erence between the regres-
sion scores, it was not statistically signifi cant (Ta-
ble 5). Intellectualization was used less oft en at 
the end of treatment, but not signifi cantly (Ta-
ble 5). Th e least oft en used defense mechanisms 
at all three assessments were compensation and 
negation.

Discussion

Our study showed that long-term group psy-
chotherapy led to a reduction in symptoms of 
PTSD in war veterans, whereas other neurot-
ic symptoms and the characteristic profi le of de-
fense mechanisms remained unchanged.

Th e limitations of the study were a small 
sample size and high dropout rate. Th e design 

of study did not allow us to assess therapeutic ef-
fects of group psychotherapy on each individual 
participant or have an insight into the details of 
group dynamics. Furthermore, the groups were 
led by diff erent psychotherapists, which could 
cause diff erences between the groups in group 
dynamics and consequently compromise the 
homogeneity of applied therapeutic technique. 
However, if we were to remove this shortcoming 
by assessing the eff ects of the group psychother-
apy performed by a single psychotherapist, the 
number of included participants would be even 
smaller. Th ere was also a problem of having no 
control group, a frequent problem in psychother-
apy, since it is very diffi  cult to fi nd a group that 
would match the patients in all relevant charac-
teristics.

Th ere were patients who received psycho-
pharmacological treatment during group thera-
py and were hospitalized for 1 day to 2 months, 
some more than once. Th is poses the question of 
a possible infl uence of medications and hospital 
treatment on the improvement of clinical pic-
ture of PTSD. Th ese problems were described in 
other studies investigating the eff ects of psycho-
therapy in traumatized patients (14).

We could not identify studies similar to this 
one. Most of the studies were descriptive reports 
on group functioning with an emphasis on the 
group dynamics (14). However, the literature 
provides detailed descriptions of how supportive 
or psychodynamic homogenous psychotherapeu-
tic groups work (3,5,15-18).

Th e results we obtained were diff erent at dif-
ferent assessment periods. Deterioration in the 
clinical picture aft er the second year of psycho-
therapy may be related to the functioning of 
the groups. During the second year of psycho-
therapy, patients’ trust in the group and close-
ness among the group members increased. Emo-
tional climate of security and confi dence created 
in this way stimulates and catalyzes the disclo-
sure of traumatic events and evokes the feelings 
of guilt and shame. Facing disturbing memories 

Table 5. Changes in defense mechanisms in 42 war veterans 
with posttraumatic stress disorder who completed fi ve-year 
group psychotherapy program at the Split University Hospital, 
Croatia

Life Style Questionnaire
Score (mean±SD)

Defense psychotherapy
mechanisms baseline after 2 y after 5 y P
Reactive
 formation

50.0 ± 20.1 50.0 ± 10.0 48.5 ± 19.8 0.840

Denial 37.4 ± 16.1 36.7 ± 16.4 38.5 ± 19.3 0.811
Regression 58.9 ± 11.0 56.5 ± 11.7 56.1 ± 14.8 0.328
Repression 54.8 ± 17.6 50.6 ± 18.1 46.4 ± 20.9 0.070
Compensation 28.2 ± 18.1 28.6 ± 17.7 27.1 ± 16.1 0.817
Projection 82.1 ± 14.4 80.5 ± 13.4 80.1 ± 15.3 0.759
Intellectualization 56.4 ± 19.2 54.7 ± 19.0 52.5 ± 20.2 0.449
Displacement 69.0 ± 16.8 68.6 ± 15.2 65.7 ± 10.0 0.551
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and related destructive feelings disrupts the al-
ready established intrapsychic equilibrium. In 
these critical moments of psychotherapeutic pro-
cess, psychiatric hospitalization has a benefi cial 
eff ect. In the fi nal year of treatment, the number 
of hospitalizations among veterans included in 
our study considerably decreased: only two were 
hospitalized.

Research has shown that all symptoms in cas-
es of very disturbing PTSD images persist for a 
long time, whereas symptoms of intrusion, avoid-
ance, and emotional numbness in cases of less dis-
turbing PTSD images decrease (19). Th erefore, it 
is not clear whether improvements in the clinical 
picture result from the treatment or are part of 
the “natural course of the disorder.”

Although we observed benefi cial eff ects of 
group psychotherapy on reducing anxiety and 
depression, the results of self-evaluation scales 
showed no change in the levels of these neurotic 
symptoms, which were high from the beginning. 
Despite the high scores on the anxiety and de-
pression scale, the diagnosis of major depressive 
disorder was relatively rare. High levels of anxiety 
and depression are in accordance with the pub-
lished literature (20,21), but it may be possible 
that sensitivity of the applied diagnostic instru-
ment was not high enough. Th is indicates the 
importance of parallel use of other instruments 
for assessing anxiety and depression. Also, the 
relative ineff ectiveness of psychotherapy in the 
treatment of neurotic symptoms and their ag-
gravation may be a consequence of the veterans’ 
wish to obtain secondary gain, ie, to retain their 
pension and disability status, which was subject 
to revisions at that time (22). Changes in the reg-
ulations on veterans’ rights and the complex pro-
cess of acquiring pension and disability status can 
provoke a retraumatization in veterans, which 
may also be responsible for the observed lack of 
improvement.

In the beginning of the therapy, we noticed 
that our groups of veterans were very regressive, 
which was also shown by other authors (6). Th e 

predominant defense mechanisms were the most 
immature mechanisms: projection, displace-
ment, and regression. Th e mature mechanism of 
compensation was least dominant.

Immature mechanisms protect traumatized 
person’s ego from regressive and autistic parts 
of personality activated by a traumatic event. By 
projection, threatening and frightening objects 
are kept outside self. Besides regression and pro-
jection, frequent defense mechanisms are split-
ting, idealization, undoing, and projective iden-
tifi cation, but these were not the subject of our 
investigation (23,24).

We could not use more elaborate instru-
ments for assessment of defense mechanisms, 
such as Defense Style Questionnaire, because 
they have not been used and validated for Cro-
atian population. A study evaluating 7 diff erent 
methods for assessing the defense functioning, 
including Life Style Questionnaire and Defense 
Mechanisms, did not fi nd a single instrument su-
perior to others that could serve as the “gold stan-
dard” (25).

Low level of compensation indicates the in-
ability to complete the process of mourning for 
the lost good object. Although the control over 
regressive and bad parts of self is established, 
good inner objects do not yet seem to be satisfac-
tory restituted and reintegrated, and self-esteem 
is not increased. High levels of anxiety, phobia, 
and depression, which remained unchanged dur-
ing therapy in veterans in our study, support this 
observation.

One of the reasons for the psychotherapy’s 
inadequate success in adopting the mature de-
fense mechanisms is the negative infl uence of 
group homogeneity factor, which increases mem-
bers’ dependence on the group (6). In this way, 
the group becomes and remains a transitional ob-
ject toward the outer world. Instead of resolving 
members’ dependence on the group, long-term 
psychotherapy oft en maintains it by inhibiting 
the use of the mature defense mechanisms.
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Future studies should focus on increasing the 
effi  cacy of this psychotherapeutic technique by 
using valid and comprehensive assessment instru-
ments and by comparing its effi  cacy with that of 
other techniques used in the same groups of pa-
tients.

Our study showed that changes in the per-
sonality of veterans with PTSD were deeply 
rooted and that traumatic experiences leading to 
a formation of a rigid model of defense function-
ing cannot be easily infl uenced by group psycho-
therapy. However, this method can reduce the 
intensity of PTSD symptoms and thus increase 
the veterans’ quality of life and improve their ad-
aptation to family and society. Th e most impor-
tant eff ect of the group psychotherapy is the im-
provement in the functioning of the social self. 
Th erefore, we can say that group psychotherapy 
plays an important role in the integral approach 
of the treatment of chronic PTSD.
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