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Introduction

Short and intensive trauma treatment programs seem promising in treating post-traumatic stress disorder (PTSD). However, little is known about the effects performing these types of intensive treatment programs online.





Method

At the Altrecht Academic Anxiety Centre, an in person intensive trauma focused treatment of six days (three consecutive days in two weeks) was altered into a fully online treatment. A treatment day consisted of 90 minutes of prolonged exposure, 60 minutes of exercise, 90 minutes of Eye Movement Desensitization and Reprocessing (EMDR) 2.0 and 60 minutes of psychoeducation. Mary, a patient diagnosed with chronic and severe PTSD, chronic depressive disorder (single episode, moderate to severe), a panic disorder, and an other specified personality disorder was the first patient to take part in this intensive online trauma treatment.





Results

Mary reached full remission of PTSD. The PTSD symptoms (measured on both the clinician-administered PTSD scale for DSM-5, CAPS-5 and The PTSD Checklist for DSM-5, PCL-5) showed maximum improvement and were completely absent during one month and six month follow-up. Moreover, she no longer suffered from severe depressive symptoms and did not report any general psychiatric symptoms (measured with the Beck Depression Inventory version 2, BDI-II and the Brief Symptom Inventory, BSI).





Conclusion

In conclusion, the case-report demonstrates that intensive trauma treatment online was successful in this specific case, thereby being a ‘proof of concept’ that intensive trauma treatment online is feasible. It might be promising for patients with severe and chronic PTSD and comorbid psychiatric disorders. However, further research must show if the results of this specific case can be translated to other patients with severe and chronic PTSD and comorbid psychiatric disorders.
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1 Introduction

Post-traumatic stress disorder (PTSD) is a debilitating disorder, with a lifetime risk of developing estimated at 6.8%, and women more likely to be affected than men (1). In high-risk populations the prevalence of PTSD is even estimated at 15.4% (2). The disorder is manifested through symptoms of re-experiencing, hyper-arousal, negative cognitions and feelings, and avoidance following a traumatic event (Diagnostic Statistical Manual- 5; DSM-5) (3). Fortunately, there are a number of effective PTSD treatments among which are Prolonged Exposure (PE) and Eye Movement Desensitization and Reprocessing (EMDR) (4), but nonetheless, PTSD treatments still show fair dropout and non-response rates which emphasizes the need for optimization of therapies [e.g. (5)]. In an effort to reduce PTSD symptoms in a substantially shorter time, brief and highly intensive treatment programs have been developed [e.g (6–9)]. Treatment results of these programs are promising, as similar treatment outcomes have been found when compared to regular trauma-focused therapies (10), while there are no reports of symptom exacerbation or increased dropout rates. Smaller studies of Ehlers et al. (7) and Hendriks et al. (8) report 0% dropout, Wagemans et al. (11) report a dropout rate of less than 4% and Matthijssen et al. (9) of 8.2%, which is less than the reported average of 16 to 18% (5, 12). So, short and intensive treatment programs could be a valuable addition to the existing range of regular spaced trauma-focused therapies.

Treatment of PTSD generally takes place in an in person setting. Although online treatment methods did exist, it was not until the coronavirus disease (COVID)-19 pandemic, which led to restricted possibilities for face-to-face psychological interventions due to imposed social distancing and (partial) lockdowns, that the use of online interventions took off. Morland et al. (13) found that evidence-based PTSD treatments delivered through office-based and home-based clinical video conferencing consistently demonstrated feasibility and acceptability as well as significant reductions in PTSD symptoms, non-inferior outcomes, and furthermore, also when compared with traditional face-to-face office-based care, comparable dropout rates. Also, other issues can be overcome with telehealth interventions such as travel time and costs, privacy concerns and physical difficulties.

Until recently, combining intensive trauma treatment and telehealth had never been done. In the early beginning of the COVID pandemic, at the Altrecht Academic Anxiety Centre, an in person intensive trauma focused treatment of six days (three consecutive days in two weeks) was altered into a fully online treatment. The daily program consisted of 90 minutes PE, 60 minutes of physical exercise, lunchbreak, 90 minutes of EMDR (version EMDR 2.0) (14) and 60 minutes of psychoeducation. Also, homework exercises were given to the patient to practice with triggers and/or to break through avoidance. PE and EMDR are two evidence based forms of trauma focused treatment (15, 16). PE is a trauma treatment where the patient tells the traumatic event over and over again in order to falsify the harm expectancy of what could happen if the patient indulges him or herself in the traumatic memory (9). EMDR is a form of trauma treatment where the patient is asked to keep the most disturbing image of the traumatic memory in mind and dual working memory taxation is offered to compete with holding the disturbing image with the same emotional disturbance. The memory loses disturbance and is stored in this altered way (17) EMDR 2.0 is an enhanced form of EMDR which has three main elements; motivation, activation and desensitization. Motivation is focused on giving the patient proper information about EMDR and the supposed working mechanism (dual taxation) and explain that the patient has a role in keeping the memory activated during treatment. Activation is focused on helping and instructing the patient to keep the memory activated and lastly, desensitization, which is focused on optimizing dual taxation and also implementing modality specific dual taxation if necessary (14, 18) behavior. Every treatment day one traumatic memory was targeted. PE was delivered through video conferencing, EMDR 2.0 was delivered with an online EMDR tool also including video conferencing (19). In the EMDR tool, the participant had to follow a moving digital ball and respond to the ball changing into a cylinder by pressing a specific button on the keyboard. The therapist could change the amount of dual taxation (e.g. changing the speed of the ball or the speed of changing to cylinder, make the ball changing in color, add auditory taxation) (19). For a visual display see Figure 1. Physical exercise was conducted by the patient at home in front of the television while watching a selected YouTube fitness video. Psychoeducation was prerecorded and patients were phoned after watching the prerecorded psychoeducation to inform if there were any remaining questions. In the current case report the results of the first patient conducting the intensive online trauma treatment program are described. More information on the regular intensive program and the trauma therapies can be found in Matthijssen et al. (9).




Figure 1 | Visual Display of the therapist view of the EMDR online tool. Reproduced with permission.



To the best of our knowledge there are only two studies reporting about the effects of an online intensive trauma focused treatment in which PE and EMDR(2.0) are combined. In one case report (20) six patients suffering from PTSD (of which four with Complex PTSD; CPTSD) received four consecutive days of treatment and the results showed four of the six patient lost their PTSD or Complex PTSD diagnosis and scores on a PTSD interview (CAPS-5) and self-reported PTSD symptoms (PCL-5) decreased significantly. Research from the same treatment facility recently also showed in a sample of 73 patients that clinical (CAPS-5), self-reported (PCL-5), and Complex PTSD symptoms (International Trauma Questionnaire – Disturbances in Self Organization; ITQ-DSO) decreased and that 82,2% of the patients no longer met PTSD criteria (21). Interestingly also, in both studies no dropout and no adverse events occurred.

The aim of this case report is to increase knowledge about the feasibility and effectiveness of an intensive online trauma focused treatment program, with a combination of EMDR 2.0 and PE, but also to provide insight in how such a treatment is done specifically. In the current case study we describe a treatment of a woman with severe and chronic PTSD due to severe childhood trauma. Symptoms of PTSD, depression and general psychiatric symptoms were measured at screening, pretreatment, posttreatment, after one week, one month and six months follow-up using both self-report measures and for PTSD also a clinical measure.




2 Case description

Mary, a 45 year old women, was born in Mexico. Her biological mother was not able to take care of her and her two brothers (+2, -4). She was brought to a niece of her mother who was very poor, and who treated her and her brothers badly and often outsourced the parental duties to a deaf-mute cousin. Mary often wandered the streets looking for food. She stayed in a children’s home for a while and from there she was placed with a foster family. In the children’s home, the boys got fed, but the girls got less food or sometimes even no food. At the age of 5 Mary was, together with her brothers, adopted by a Dutch family. Upon arrival in the Netherlands, she was severely malnourished and apathetic. She didn’t speak well and wasn’t used to playing. She was stimulated very little and had difficulty keeping up with school. There was a lot of fighting and violence in the adoptive family and on top of that, Mary was sexually abused both by one of her biological brothers as well as by her adoptive father. She attended a school for children with learning disabilities and she learned to read and write there. Until today, she still has difficulty reading, writing and calculating. When she finished high school she started working full-time at a burger restaurant, and after that she worked as a housekeeper at a nursing home. Here she was asked to work as a caretaker for elderly patients and this is now her current job. The job is quite stressful due to the shortages of care workers. She is involved in a relationship with a man by whom she feels supported. They are living together. Previous relationships were not a positive contributor for her feelings of self-worth, trust and image of herself.

Mary’s first contact with mental health care was at the age of 16. The reason for this encounter was the fear of going home, because of the daily abuse by her adoptive father and brother. However, she never reported the abuse by her brother. She had several treatment sessions over the course of one year. The type of therapy is unknown. The sessions did not have any effect. At the age of 19 Mary had creative therapy, at 29 she completed an assertiveness training. From age 30 to 32 she had weekly supportive sessions with a psychotherapist. All therapies were unsuccessful in alleviating trauma symptoms. From age 35 until 37 she followed cognitive behavioral therapy for anxiety symptoms, partially in group sessions, but mostly individual. This therapy was not aimed at treating trauma symptoms. The therapy was stopped after a switch to another therapist, with whom she had less connection. Mary was referred to our clinic for the treatment of severe and chronic PTSD. Mary suffered from all PTSD symptoms except flashbacks, irritable behavior/anger outbursts and reckless or self-destructive behaviors. She had several forms of avoidance behaviors (e.g. she was unable to see herself naked in the mirror, go out on the street at night by herself or say words that are sexual or intimate). She also fulfills the criteria of a chronic depressive disorder (single episode, moderate to severe), a panic disorder and an other specified personality disorder (with borderline, dependent and avoidant traits). She used Citalopram, 25 mg. and Oxazepam, 10 mg., the last one irregularly when she deemed it necessary. She did not use any alcohol or drugs. Her goals for therapy were that she wanted to be less overwhelmed by memories of her past, and that she wanted to have fewer nightmares about her father. She also said “I want to live my life without it being dominated by fear”. Mary had a long list of traumatic events (not all meeting A-criteria PTSD); see Table 1. Assessment and procedure.


Table 1 | History of life-events of Mary.





2.1 Clinical measures

The Dutch version (22) of the Life Events Checklist for DSM 5 (LEC-5) (23) was administered to assess adverse life events that meet the A-criterion of PTSD. A semi-structured clinical PTSD interview was used to determine the presence and severity of PTSD symptoms over the past week and/or month [CAPS-5 (24); Dutch version (25)]. Psychometric evaluation of the Dutch CAPS-5 showed adequate reliability and validity (26). The CAPS-5 month version was administered at screening, one month and six months after treatment. One week after treatment, symptoms were assessed over the past week. A self-report questionnaire for PTSD [PCL-5 (27); Dutch version (28)] was also used to assess the severity of PTSD symptoms over the past week. Psychometric assessment shows strong validity and reliability (29). Additionally, Mary was asked to what extent she suffered from her PTSD symptoms in daily life. She indicated her answer on a Visual Analogue Scale [VAS (30)] ranging from 0 (not at all) to 100 (extremely bothered). Depressive symptoms over the past week were measured using the Beck Depression Inventory [BDI-II-NL (31, 32)]. Another questionnaire was administered to measure general psychiatric symptoms over the past week [BSI (33, 34)]. All questionnaires were administered at screening, pre-treatment (at the beginning of the first day of treatment), posttreatment (at the end of the last day of treatment) and at follow-up after one week, one month and six months.




2.2 Procedure

The intensive trauma treatment program was provided online by the Altrecht Academic Anxiety Centre, a center specialized in the treatment of severe anxiety disorders, OCD and trauma related disorders, in Utrecht, the Netherlands. Before she entered treatment, Mary was screened on diagnoses and exclusion criteria for participating in the program. Inclusion criteria for the intensive treatment are an established PTSD diagnosis (according to the DSM-5), and having experienced multiple trauma’s (at least four A-criterion trauma events). Sedative medication needs to be reduced to a minimum, alcohol and drugs-use are prohibited during treatment up until one month follow-up. Exclusion criteria are a severe acute suicide risk, non-proficiency of the Dutch language, and/or severe psychiatric symptoms that could interfere with trauma treatment. In the case of Mary, the use of an SSRI (Citalopram, 25 mg.) was continued, but sedative medication (Oxazepam, 10 mg.), which she would take irregularly in low dosages, was discontinued. Also, a treatment plan was made. She was asked which 6 traumatic memories were most distressing at this moment. These memories would be the memories targeted in PE and EMDR 2.0 sessions during treatment [one memory each treatment day, ordered by Subjective Units of Disturbance (SUD) from high to low (35)]. Mary originally would have started PTSD treatment in the in person setting. However, due to COVID regulations implied by the national government the program was not proceeded in an in person setting and all treatments were switched as much as possible to remote treatment. This remote treatment was offered to Mary. She could also opt to wait for in person treatment until regulations were lifted (not knowing up front of course how long that would be), but she preferred to start the remote treatment. She was informed that the treatment was off label, and that there was limited evidence available about the effect of remote trauma treatment, let alone intensive remote trauma treatment. For that reason, she would be monitored closely, and she would serve as a pilot. Instructions on how to watch the psychoeducation and the exercise videos, how to use the online video program and the online EMDR tool were given. Treatment consisted of 3 hours of individual trauma focused treatment (90 minutes PE and 90 minutes EMDR 2.0 therapy), 60 minutes of physical activity and 60 minutes of psychoeducation per day (17). Sessions were provided by therapists who were trained in PE and EMDR 2.0 therapy.




2.3 Treatment outcomes

See Table 2 for the results on all outcome measures. Mary selected six memories to work on during the intensive therapy. All memories selected caused a nine or ten out of ten on a subjective units of disturbance (SUD) scale, which ranges from zero (no disturbance at all) to ten (maximum disturbance) and were treated in order from highest to lowest SUD. The first day of treatment she started with the memory of sexual abuse by her adoptive father. Mary was nervous to start, but at the same time relieved and happy that the treatment could start. In the first PE session the formulated harm expectancy was that the anxiety that would come up during the session would never go away anymore. Mary sometimes dissociated but when she was called by her name it helped her to stay in the present moment. During the session it appeared the memory actually consisted of two events and a start was made with the one that gave the most distress. Even though the connection got interrupted in the middle of the session Mary was able to log in again and she could pick up where the session was interrupted. The harm expectancy was violated because at the end of the session she noticed the anxiety decreased. In the EMDR session three different targets were desensitized, all representing different sexual acts. Also cognitive interweaves (an intervention in which the therapist asks a question to the patient that is expected to elicit an answer that contributes to initiating stagnated information processing) were performed to target the feeling of guilt that was experienced by Mary. As homework exercise she had to watch a picture of her father three times for a duration of 30 seconds. The second day she worked on a memory of sexual abuse by her brother. She experienced in the PE that by repetition the memory felt more distant. Although the distress was maintained at quite a high level, she was able to cope better with the distressing memory. During the EMDR 2.0 therapy, not only the second memory was desensitized, but also the third memory, about her mother beating her. Homework for the day was looking at pictures of her brother, looking at her own body, and wearing a dress. She believed wearing one might provoke a new rape. At day three, Mary expressed the treatment was heavy, but she also noticed amelioration of symptoms. Homework exercises were partially done. The third memory was checked and although Mary was tense to get started, there was no distress anymore upon recalling the memory during PE. A start was made on the fourth memory; one where she is wandering the streets bear feet at age 3-4, looking for food, because there was nothing to eat. The distress during the PE session stayed high. In the EMDR 2.0 session the distress was decreased to a SUD score of zero. Homework exercises, apart from repeating earlier homework, also consisted of looking at pictures of herself at a very young age. During the weekend Mary practiced with her homework and her harm expectancies (being raped and not being able to cope with the triggers) were violated. The fourth day she worked on a memory in which she was dragged out of bed and locked up in her room by her mother, while she needed to use the toilet. Distress decreased during the PE and Mary felt relief at the end of the session, and she realized it was not her fault. During EMDR 2.0 the most prominent target was fully desensitized with the use of cognitive interweaves and rescripting, despite loss of the internet connection a few times. On day five of the treatment Mary reported back that she had practiced with her homework in which she had looked at herself in the mirror and was able to wash herself while showering. The target memory on the fifth day was about physical abuse by her father. During PE the distress remained quite high, about which Mary concluded that she was able to cope with it. Although there was a short loss of internet connection again, three targets were desensitized during EMDR 2.0. Homework exercises were looking at old pictures of her father and going into the supermarket while remaining close to people that look like her father (instead of avoiding them). Harm expectancies (about not being able to cope with the memories that would come up) were violated. On the last day of treatment a memory was treated in which Mary made a mistake and was yelled at by her father, after which she went crying in her room. Distress during PE decreased. During EMDR 2.0 two targets within this memory were desensitized, and an additional last memory was also desensitized. Lastly, a mental video check (walking through a future situation imaginally and desensitizing triggers) was done on a situation in which Mary would be asked to perform a difficult task.


Table 2 | Raw scores.







3 Discussion

The authors presented a case of a patient with severe and chronic PTSD who was treated with intensive online trauma treatment combining PE and EMDR 2.0. The results of the present case study are in line with the results from other research (18, 19) and show an intensive trauma treatment program can be applied online with success. The patient managed to complete all parts of treatment and no adverse events occurred. The PTSD symptoms showed maximum improvement and were completely absent after the intensive treatment program. During the treatment distress of all disturbing memories diminished to zero and most of the EMDR 2.0 sessions multiple target images were desensitized. Signs of dissociation were no longer present after EMDR 2.0. Mary reached full remission. She did not fulfill criteria of PTSD anymore at one month follow-up and the gains were maintained over a six month follow-up period. Moreover, she no longer suffered from severe depressive symptoms and did not report any general psychiatric symptoms anymore. The therapists did not report any issues with working online apart from a few short hiccups with the internet connection.

Strengths in this study were the use of both a clinical interview and self-report measurements for PTSD and long term follow-ups. Although the treatment was aimed at reprocessing trauma, it appeared to also have a strong effect on depressive symptoms and general psychiatric symptoms. These are remarkable results since the scoring went from severe to no symptoms at all. There are some limitations of the study: Unfortunately, measures of CPTSD were not part of the treatment measures, so, although the patient was referred to us with symptoms of CPTSD, no conclusion can be drawn about which symptoms were present, nor the severity of symptoms of CPTSD at baseline, post or follow-up. However, one can conclude that the diagnosis CPTSD was absent post treatment considering PTSD scores were 0. Moreover, earlier studies of Bongaerts (18, 19) showed that online intensive trauma treatment is also effective for patients with CPTSD. Importantly, if further research results are in line with the so far promising published data, this could have considerable advantages for psychiatric health care. For instance, it would offer more flexibility to treatment. Intensive online trauma treatment could be used in different settings (such as a forensic setting or inpatient clinics) to help patients that normally could not benefit from outpatient treatment due to safety reasons for themselves or others and it could also save travel time and costs, help overcome privacy concerns, or be made available for patients who experience physical difficulties coming to therapy.

In conclusion, this case study lends support to the idea that intensive online treatment (with PE and EMDR 2.0) can be highly effective for patients with severe and chronic PTSD and comorbid psychiatric disorders. It shows evidence for feasibility with promising results that encourage further research. Future research could include measurements of CPTSD and compare the results of online intensive treatment with regular face-to-face treatment in a bigger sample. It would be clinically relevant to be able to predict what form of therapy would tailor best to the individual needs and treatment outcome.




4 Patient perspective

The patient was happy with the results and reported “I’m doing very well, I’m very happy. I didn’t believe it would work so well. Sometimes I think ‘is it really true?’ I find myself just feeling very good. I really liked it online. You just see each other through the screen. It just seemed real.”
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Screening Pre- Post- One month Six month

treatment treatment follow-up follow-up
CAPS-5 (month) 45 na. na. na. 0 0
CAPS-5 (week) 48 na. na. 5 0 0
PCL-5 - 75 6 7 0 0
VAS - | - 30 45 0 1 0
BDL-II - 47 5 8 0 1
BSL - 3.57 0.34 0.70 0 0

The CAPS-5 interview was not administered at all time points (n.a.). Data of the PCL-5, VAS, BDI-1I, and BSI questionnaires were missing at screening. VAS data were also missing at
pre-treatment.
CAPS-5, Clinician-Administered PTSD scale for DSM-5; PCL-5, PTSD Checklist for DSM-5; VAS, Visual Analogue Scale; BDI-II, Beck Depression Inventory; BSI, Brief Symptom Inventory.





