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Chapter

Treating Trauma-related Disorders 
in Later Life: Moving Forward
Jeannette C.G. Lely and Rolf J. Kleber

Abstract

Among stress-related disorders, post-traumatic stress disorder (PTSD) takes 
a central position. Although the percentage of older adults suffering from this 
condition appears to be lower than among younger adults, PTSD among them often 
presents a serious condition with high comorbidity rates. In this contribution, 
recent insights into post-traumatic stress disorder among older people as well as 
psychotherapeutic treatments are discussed. In particular, the results of recently 
completed investigations are discussed. In this research, treatment outcomes of 
two psychotherapeutic approaches considered suitable for older PTSD patients 
(Narrative Exposure Therapy or NET and Present Centered Therapy or PCT) were 
compared in terms of psychopathology and psychosocial adjustment. For older 
patients suffering from PTSD with varying backgrounds, both NET and PCT 
showed the potential for a significant reduction of symptoms (PTSD, depression 
and subjective distress). Moreover, it was found that older adults can change long-
standing beliefs, even after long-past childhood trauma. In a patient’s own words: 
“I am still here, the past didn’t bring me to my knees”. These findings disconfirm 
unfounded pessimism regarding psychotherapy in later life. Currently available 
treatment approaches in later life can be meaningful in improving the quality of life 
in older adults for years to come.

Keywords: older adults, PTSD, post-traumatic stress disorder, psychotherapy,  
quality of life

1. Introduction

Since the introduction of the latest version of the Diagnostic and Statistical 
Manual (DSM-5; [1]), Post-Traumatic Stress Disorder or PTSD takes a central 
position among stress-related disorders. This distressing and demoralizing disorder 
is triggered by exposure to a life-threatening or terrifying event, experienced in 
person or witnessed indirectly. The symptoms needed for a diagnosis are sum-
marized as involuntary re-experiencing the adverse event(s), efforts to avoid such 
intrusive memories, negative cognitions or mood alterations, and increased arousal 
[1]. Although PTSD is precipitated by exposure to a severe life event, it is not clear 
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why some people develop PTSD after potentially traumatic events (PTEs), while 
others do not. Several risk factors have been found, such as prior exposure to (and 
the number of types of) traumatic events [2], neuroticism, lack of social support or 
being female [3].

Although the percentage of older adults meeting full diagnostic criteria for this 
disorder appears to be lower than in younger adults [3, 4], PTSD among them often 
presents a serious condition [5] with high comorbidity rates [6] and showing a 
chronic, fluctuating course [7]. As older adults present the fastest-growing segment 
in the world population, evidence-based treatment approaches are required to address 
the needs of trauma-affected older populations. After all, PTE’s can occur during all 
stages of life. Moreover, since populations of older adults not only grow in size, but 
also in life expectancy, trauma-related psychotherapy in later life can be followed by 
many more years to live.

In older adults, however, the symptoms are often misunderstood as depression, 
anxiety, somatic illness or memory problems due to aging. Consequently, PTSD 
has been described as a ‘hidden variable’ in the lives of older adults suffering from 
such a confusing array of symptoms [8]. Psychotherapy for older PTSD patients 
has been found to encounter several more barriers. To start with, long-standing 
stereotypes regarding older adults’ capacity to change present a broadly general-
ized example of agism (age-related discrimination). Due to Freud’s assumptions 
on psychoanalysis [9], advancing age was long considered a disadvantage in 
psychotherapy. Furthermore, low recognition of PTSD in primary care [5, 10], 
the reluctance of older adults to accept services of mental health professionals 
to deal with their problems [11] and insufficient empirical data [12] play a role. 
Taken together, in an age of a growing population of older adults, those suffering 
from PTSD risk receiving less-than-optimally efficacious treatment, which may be 
considered a research gap as well as a clinical problem challenging both researchers 
and clinicians.

Regarding trauma-related psychotherapy in later life, recent case studies 
reported encouraging results [13–15]. Trauma-focused exposure seemed to be well 
tolerated without adverse effects on comorbid cardiac conditions [16]. Some small 
controlled studies yielded preliminary positive treatment results for PTSD [17–19], 
although the small sample sizes did not allow for definitively bridging the research 
gaps. More robust studies [20, 21] suggested that (variants of) Trauma-Focused 
Cognitive Behavioral Therapy (TF CBT) can be safely and effectively used with 
older adult PTSD patients [22]. It must be realized, however, that the generaliz-
ability of those conclusions may be limited by the fact that most research has been 
conducted in Western countries, predominantly among Holocaust survivors or 
aging male military veterans. In addition, most studies are poorly reflective of the 
demographic context, as they do not include sufficient participants over the age of 
74 [23].

To strengthen the existing evidence, a set of three studies (including a random-
ized controlled trial or RCT) was conducted, comparing treatment effects for PTSD 
of two psychotherapeutic interventions in treatment-seeking older adults with PTSD 
in the Netherlands [24], an exploratory analysis of self-reported symptoms and 
resilience measures in the same sample [25], and qualitative analysis of cognitions 
and emotions [26]. A global summary of these studies and their findings will allow 
for discussing current developments in the field of treating trauma-related disorders 
in later life.



3

Treating Trauma-related Disorders in Later Life: Moving Forward
DOI: http://dx.doi.org/10.5772/intechopen.102499

2. Method

2.1 Participants

Participants enrolled in the RCT and the explorative analysis were recruited from 
two Dutch mental health centres (Centre’45/Arq and Sinai Centre), which specialized 
in treating trauma-related disturbances. To capture important age-related challenges 
and losses in terms of emotional attachment, physical independence and socio-eco-
nomic setbacks [11], treatment-seeking, community-dwelling out-patients with PTSD 
aged 55 years and over were accepted for this trial. Participants were enrolled between 
April 2013 and April 2016. Exclusion criteria involved not meeting full PTSD-IV cri-
teria, changes in psychotropic medication during the study, severe cognitive impair-
ment, high suicide risk, psychosis or bipolar disorder, current substance use disorder 
and concurrent psychosocial treatment during the study. Half of the sample consisted 
of native Dutch participants, the other half of resettled refugees from various coun-
tries, mainly from the Middle-East. The 33 civilian trauma survivors reported trau-
matic events including persecution, political, domestic and sexual violence, including 
childhood abuse. These events took place throughout the life course. The participants’ 
age ranged from 55 to 81 years; a mean age being 63.81 years, SD = 6.8 years; as for 
the gender distribution, 75% were men. All participants had encountered multiple 
adverse events. A total of 36.4% of the participants reported childhood trauma, 
implying Adverse Childhood Events (ACEs) between age 5 to 12; 30.3% reported 
sexual trauma. The majority (60.6%) of the participants suffered not only from PTSD 
(DSM-IV; 2000), but additionally from comorbid depression symptoms.

2.2 Interventions

In the first two studies, treatment effects from two well-known psychological 
interventions were compared: Narrative Exposure Therapy or NET [27] and Present-
Centered Therapy or PCT [28].

In NET, TF CBT is embedded in an autobiography, offering a lifespan time-frame 
for imaginal exposure. Following the introductory session, the therapist and patient 
collaboratively create a timeline of the patient’s life; subsequently elaborating this 
timeline in the next sessions. The final session allows the patient to receive the 
documented narration and focus on the future. This short-term treatment approach, 
which can be disseminated among local para-professional staff, is considered an 
innovative modification of TF CBT for vulnerable populations in low-resource 
regions. NET was extensively investigated in various populations of refugees and 
displaced persons in war- and disaster-affected areas, but also refugees and asylum 
seekers living in Western countries, demonstrating medium to large effect sizes and 
low dropout rates [29]. Some of those trials had investigated non-refugees, such as 
former political prisoners in Romania [17] or Chinese earthquake survivors [30, 31]. 
The lifespan perspective of NET suggests that this intervention shows high suitability 
for the population targeted in this trial.

As for PCT, in a trauma-informed context, the focus is explicitly not on traumatic 
content, but on problem-solving of current stressors or maladaptive interactions [28]. 
This equally innovative approach was developed as a control condition, contrasting 
the exposure-based technique in TF CBT. PCT, however, appeared to be an efficacious 
and acceptable stand-alone treatment for PTSD [9]. Just as NET, PCT showed low 
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dropout rates [9]. Contrary to NET, PCT allows for systematically focusing on current 
problems associated with PTSD. Following the introductory session, psycho-educa-
tion explaining the links between trauma and current distress is provided. The next 
sessions focus on relieving interpersonal and other current stressors. In homework 
assignments, patients select the relevant issues. Thus, a kind of self-help document is 
developed. The final session is dedicated to taking stock and looking forward.

2.3 Design, assessments and methods of analysis

The first two studies involved two conditions (NET vs. PCT) and three assessment 
timepoints (pre-treatment, post-treatment and at 4 months follow-up). Participants 
were randomly assigned to 11 sessions of NET or 11 sessions of PCT; each session 
covering 90 minutes.

In study 1 [24], the variables of interest were symptom severity and the symptom 
clusters (re-experience, avoidance and hyper-arousal) of PTSD (DSM-IV; [32]), using 
the well-validated Clinician-Administered PTSD Scale (CAPS; [33]). In addition to 
calculating group means, an individual clinically significant change [34] was rated.

In study 2, capturing the impact of PTSD in patients’ daily life, exploratory 
analyses of self-reported symptoms and several measures of resilience were conducted 
[25]. This approach allowed patients to report self-reported distress from PTSD (using 
HTQ; [35]), depression symptoms (BDI-II; [36]), subjective general distress (BSI; 
[37]), self-efficacy [38], quality of life [39] and finally post-traumatic growth [40].

To enhance the external validity of this research project, inter-session intervals 
were adapted to patients’ preferences and possibilities (weekly or once in 2 weeks). 
The resulting variation in treatment duration was addressed by advanced statistical 
analyses, using a (multilevel) piecewise mixed-effects growth model [41] to deter-
mine weekly change rates in the outcomes across time (therapy vs. follow-up) and 
conditions (NET- versus PCT-groups).

Finally, to explore post-traumatic cognitive processing during the treatment pro-
cess, qualitative patient-reported outcomes were collected in study 3 [26]. This study 
consisted of the qualitative analysis of trauma narratives and individual interview 
responses in a subsample of four Dutch participants from the NET condition. All four 
participants reported multiple ACEs. Qualitative data analyses were conducted by 
using MAXQDA text software [42].

For all studies, methodological quality was addressed by trial registration, 
approval from the medical ethical committee (Leiden University), conducting a 
power analysis before starting the studies, randomization, blinding of assessors, 
protocol adherence, checks of treatment adherence and interrater reliability, and use 
of independent assessors.

3. Results

In study 1, both NET and PCT were found to be safe and efficacious psychological 
treatments for older adults suffering from PTSD. Both interventions demonstrated 
low dropout rates. Markedly, none of the participants in either condition left treat-
ment prematurely because of intolerable stress increase. During treatment, PCT 
showed a steeper decline than NET for CAPS-scores (all PTSD symptom clusters). 
In the NET-group, a more gradual symptom decline was observed. This divergence 
resulted in a significant superiority at post-treatment (Cohen’s d = 0.44), which 



5

Treating Trauma-related Disorders in Later Life: Moving Forward
DOI: http://dx.doi.org/10.5772/intechopen.102499

was considered a medium effect [43]. At follow-up, however, the effects converged 
due to a partial symptom rebound in the PCT group and a persisting decline in the 
NET-group. The rebound in the PCT-group mainly involved the symptom clusters of 
re-experience and avoidance. Figure 1 presents the outcomes for the PTSD total scale, 
centred around the post-treatment assessment timepoint.

The mean severity of PTSD symptoms in both groups decreased from severe at 
the mean timepoint pre-treatment to moderate at the mean follow-up. In addition to 
focusing on group means, an individual clinically significant change [34] was rated. 
On the individual level, 71% of NET completers achieved a clinically significant 
improvement, compared to 50% of the PCT completers.

In study 2, regarding self-rated PTSD, depression symptoms and perceived general 
distress, both groups (NET and PCT) showed equal, medium to large, within-group 
effects as well [25]. Whereas resilience (defined in terms of self-efficacy, quality of 
life, and personal growth) did not significantly improve in either group, it was not 
compromised, thereby confirming the treatment effects of both interventions.

In study 3, the question was addressed how the benefits of treatment by NET can 
be understood from a patients’ perspective. Posttraumatic changes in thoughts and 
meanings are supposed to play an important role in recovering from PTSD [44, 45]. To 
explore cognitive processing during treatment, qualitative patient-reported outcomes 
were collected by analyzing autobiographic documents and interview responses. 
Would a cognitive and developmental framework clarify those outcomes? Would aging 
adults be able to change long-standing posttraumatic feelings and cognitions during 
treatment? In a sub-sample of NET-participants, the latter question could be answered 
with a convincing “Yes”. The participants involved reported gradual, meaningful 
changes in self-awareness and self-esteem [24]. “At the time of the violence in our family, 
I felt weak, helpless and guilty. Being a child, I was not able to defend my mother! Now I 
realize that I stood up for her when I was strong enough. Until this day, there is strength and 
endurance in me.” Initial self-blame, shame, social alienation and anger gradually gave 
way to the realization that somebody else had to be blamed, that shame was not appro-
priate, to new feelings of attachment and rightful anger. In a patient’s own words: “I am 
still here, the past didn’t bring me to my knees”. And: “With help of the document, I might 
tell more about myself to my children. Maybe we can have a better time together in the years 
ahead”. As for the developmental framework, negative cognitions were associated with 

Figure 1. 
RCT outcomes of CAPS-total [24].
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traumatic episodes, retaining a strong centrality in emotional life. New contexts and 
relationships, however, offered opportunities for more self-asserting cognitions along-
side the self-defeating ones. “Learning the craft of cabinet-making helped me finding my 
own strengths and reconnecting to people.”

Pulling together the strings from the presented studies, the short-term treatment 
effects of the PCT-group exceeded those in the NET-group. Nevertheless, this superi-
ority was lost at follow-up. The within-group treatment effects in the NET-group were 
found to extend beyond PTSD, drawing depression symptoms and general distress 
into the scope of recovering from PTSD. Resilience, quantitatively measured, did not 
show significant responses for either group. In other words, compared with NET, the 
PCT-group showed significantly stronger short-term reductions in PTSD pathology 
(study 1), whereas this group did not show significantly improved resilience, nei-
ther comparatively, nor longitudinally (Study 2). The qualitative analysis, however, 
showed gradual cognitive and emotional changes on a personal level, reflecting the 
processing of adverse events and regaining self-esteem and initiative.

4. Discussion

Taken together, the main findings of these studies suggest that both trauma expo-
sure (NET) and a trauma-informed present-centred approach (PCT) are safe and 
effective interventions for older adults and that posttraumatic recovery in later life 
extends beyond clinician-rated PTSD symptoms, including mood and subjectively 
perceived distress as well. Moreover, older adults can change long-standing beliefs, 
even after long-past childhood trauma.

5. Strengths and limitations

To reflect the impact of PTSD symptoms on daily life, the presented studies were 
characterized by a broad approach to the subject of treating trauma-related disorders 
in later life. Consequently, PTSD, comorbid depression and several measures of 
resilience were included in the analyses. An additional strength is the multimethod 
approach of this research project. The studies used advanced and variable methods of 
analysis. A third strength is the controlled comparison of treatment response in two 
innovative psychotherapeutic interventions for PTSD in a sample of older adults. The 
interventions had contrasting treatment approaches: imaginal exposure (focusing 
on the past) versus a focus on problem-solving in the present. The resulting response 
patterns may provide a useful tool for clinicians to discuss treatment preferences with 
their patients. The equal efficacy at follow-up might be an important attribution to 
ongoing discussions concerning the necessity of exposure in trauma treatment [46]. 
The clinical meaningfulness of the results was increased by the inclusion of a hetero-
geneous sample of civilians, including both native Dutch civilians and refugees. In 
addition, the participants were allowed to determine session intervals in accordance 
with their preferences and possibilities. Advanced statistical analyses addressed the 
resulting variability of inter-assessment intervals. Within a clinical environment, 
methodological rigor was addressed by randomization, protocol adherence, checks of 
treatment adherence and interrater reliability, and the use of independent assessors.

Some limitations merit attention as well. The participants’ mean age does not allow 
for generalizing the research findings to old age (over age 74). By using the 55 years 
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limit, however, clinically important transitions could be captured and enough 
participants could be recruited to reach a sufficiently powered sample for the RCT on 
PTSD. Nevertheless, the study sample was small and mainly representative for the so-
called young-old (ages 55 to 75), as distinguished [47] from the old-old (75 and over). 
In addition, out of fear of high dropout and concurrent influences in the follow-up 
interval, a short follow-up interval was chosen. In future research, a longer follow-up 
interval is strongly advisable. Therefore, the research findings from these studies have 
to be interpreted with caution. They can contribute, however, to ongoing discussions 
in the field of treating trauma-related disorders in later life, focusing on current issues 
and controversies, lessons learnt and future research. These topics will receive more 
attention in the following paragraphs.

6. Issues and controversies

6.1 Does age matter?

Reflecting the heterogeneity and etiological complexity of mental health in old 
age [48], a broad range of measures and a multimethod approach was selected in 
the presented studies. About late adulthood and young-old age, several questions 
were addressed. To begin with: Would advancing age matter in terms of treatment 
response? Meta-analytic findings on NET [29] did not support this hypothesis. 
Furthermore, in a recent study including 2578 adults – aged from 18 to 80 years [49], 
the single factor limiting treatment response in all outcomes was found to be the 
number of traumatic events, confirming the established dose-response correlation of 
higher trauma exposure and elevated PTSD symptom severity [2, 50]. Taken together, 
advancing age does not matter in terms of treatment response. In terms of etiological 
complexity and of biographical and historical context, however, age is highly influen-
tial, requiring historical sensitivity and detailed curiosity from therapists.

6.2 Past or present?

Like all exposure-based treatments, NET addresses the way patients cognitively 
cope with past events. The treatment strategies of NET have been described as re-
organizing memories and restoring narrative continuity and coherence [27]. In the 
RCT comparing NET and PCT, present-centred therapy (PCT) served as an active 
comparator. PCT focuses on the present: coping with concurrent stressors, maladap-
tive interaction patterns and learning solution-focused techniques [9]. In addition 
to this contrast, there are similarities as well. Both ‘dealing with the past’ and ‘coping 
with present stressors’ refer to (cognitive and emotional) coping with either distress-
ing memories and meanings or maladaptive behavior patterns. Similar considerations 
might be valid regarding other comparisons, such as Prolonged Exposure versus 
Relaxation training [51]. The conclusion might be that engaging in such a process in 
a therapeutic relationship allows for changing both kinds of coping. Patient-reported 
outcomes suggested a gradual shift in cognitions and emotions, not quite resulting 
in the complete extinction of old feelings, but expanding the patients’ experiential 
repertory.

Since treatment changes in NET and PCT are found to be more similar than 
assumed, their direct comparison calls for close attention. The results of the RCT show 
that both approaches are safe and effective. Unexpectedly, at follow-up, NET and PCT 
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show equal efficacy. Apparently, in this population dealing with the past and coping 
with the present show equal importance. Remarkably, change in terms of PTSD symp-
toms took place at a different pace per intervention. The gradual symptom decrease 
in the NET-group can be understood as an effect of the taxing exposure in NET. In 
contrast to the response pattern of PCT, the symptom decline in NET continued after 
treatment. This difference might be related to different learning strategies in both 
interventions. It could be suggested that increased coherence and habituation are more 
internalizing processes than problem-solving techniques, leading to more sustainable 
treatment results. The continuous symptom decrease in the NET-group tantalizingly 
suggests a further decline beyond the follow-up interval used and calls for a replication 
of the comparison with a longer follow-up interval. Meta-analytic findings regarding 
persisting within-treatment effects in NET justify such suggestions [29].

7. Clinical and research implications

Clinically, the importance of patient preferences for this population is illustrated. 
Some patients did not accept randomization, because they needed to tell their stories 
and did not accept any uncertainty about the possibility to do so. Following patient 
preferences can enhance treatment motivation, without, on the other hand, blindly 
following avoidance-based wishes. Regarding treatment outcome, in patients with 
chronic PTSD and comorbid depression, treatment matching was found to improve 
treatment response [52]. Careful information and preparation of treatment choices 
are necessary to reach shared decisions. Regarding further research, the findings 
of the RCT call for replication in a larger sample, including older age groups, and a 
longer follow-up interval.

8. Pathology and resilience

Both NET and PCT were found to be safe and efficacious treatments reducing 
PTSD symptoms in older adults suffering from PTSD. Compared with NET, the 
PCT-group showed significantly stronger short-term reductions in PTSD pathology, 
whereas this group did not show significantly improved resilience, neither compara-
tively, nor longitudinally. Nevertheless, the study findings suggest that posttraumatic 
recovery in later life extends beyond reductions in re-experiencing, avoiding and 
arousal symptoms, adding nuance to the current centrality of PTSD symptoms [53]. 
One might say that the current concept of PTSD in DSM-5 (including depression 
symptoms in the diagnostic criteria of PTSD), already reflects this nuance. These 
findings may inspire further research on resilience factors, both in individual and 
community contexts.

9. Lessons learnt

In addition to the described issues, several observations merit attention. Older 
adults suffering from PTSD report serious impairments in daily life. The presented 
studies show that patients who gain access to treatment can achieve a clinically signifi-
cant treatment response. As for NET, the qualitative analysis showed that during and 
after treatment, renewed personal growth is found to be within reach for older adults, 
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just as for younger patients. This renewed growth can be a sign of returning strength 
and vitality, notwithstanding residual symptoms. Even in later life, the taxing proce-
dure of NET did not prevent significant symptom reductions, rendering credibility 
to interpreting treatment changes as results of cognitive and emotional reprocessing, 
without, however, ruling out the influence of the patient-therapist relationship.

Another observation refers to the age in terms of a remaining lifetime. Rapidly 
expanding life expectancies imply that improved quality of life after treatment 
offers new perspectives on potentially many more years of a satisfactory quality of 
life. This awareness may offset negative cognitions concerning the usefulness of 
treatment in later life. In these years, some patients hope for a new understanding 
between parents and children or grandchildren, potentially correcting existing 
intergenerational transmission of maladaptive interaction patterns [54]. In clinical 
practice, such intentions might call for careful preparation and timing, since self-
disclosure of painful memories might evoke unexpected family dynamics. “Wishing 
to be honest about my past experiences, I simultaneously fear the consequences. Will my 
children believe me? What will they think of me, and of my tormentor, who is one of their 
grandparents after all?”

10. Treating trauma-related disorders in later life: moving forward

10.1 Treatment barriers

Psychological treatment for older adults has been characterized by several barriers: 
myths about older adults’ incapacity to change, low recognition of PTSD in primary 
care, the reluctance of older adults to use the services of mental health services for 
solving their problems and a limited body of evidence concerning trauma-focused 
treatment for older adults [12, 17, 21, 46]. Without addressing these barriers, older 
adults with PTSD will not gain access to treatment. By showing the potential of 
psychotherapy with older adult PTSD patients to achieve clinically meaningful results 
(both with NET and PCT), without compromising resiliency, the presented studies 
addressed the latter barrier.

10.2 Adapting treatment formats

Previously, age-specific modifications for standard treatments were proposed, 
such as increasing the structure of treatment, utilizing memory aids and simplify-
ing materials [55]. These modifications mainly refer to form: i.e., the way in which 
treatment and its environmental conditions are personalized in response to patients’ 
individual needs. These adaptations do not appear to exceed adequate personalization 
of treatment in general. The present research does not call for conceptually changing 
current treatment protocols when treating older adults. Full information and careful 
psycho-education have been found to prepare senior participants sufficiently for their 
treatment, either including direct trauma exposure or focusing on current stressors. 
As for treatment duration, extension was not considered to be justified. In treatment 
modules of 11 sessions, at least half of the participants achieved clinically meaning-
ful treatment changes for PTSD symptoms. When addressing specific symptoms, 
such as traumatic grief, trauma-related systemic problems or nightmares, alternative 
interventions may be considered, such as Brief Eclectic Psychotherapy for traumatic 
grief or BEP-TG [56], interpersonal therapy [52], or imaginary rehearsal therapy [57]. 
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In case of persisting maladaptive cognitions, schema therapy – found to be safe and 
effective with older adults - might serve as a sequel treatment [58].

11. Future research

Future research calls for rigorous research methodology to be integrated in 
clinical-service provisions in ways that mutually improve both research and clinical 
practice [59]. Routinely assessing adverse childhood experiences by using the ACE 
(Adverse Childhood Events) Questionnaire (World Health Organization; WHO [60]) 
may support patients in better understanding their current health problems. Even 
if such experiences are initially denied, patients may hear the message that talking 
in therapy about such issues is acceptable. Since both age-related changes and PTSD 
symptoms can include attention and memory problems, cognitive functioning should 
be routinely assessed as well [61]. Extending routine assessments with cognitive and 
physiological measures (blood pressure or heart rate) could provide additional evi-
dence on risks and outcomes of psychotherapy in older adults [22, 46]. Furthermore, 
directly comparing trauma-related psychotherapy with pharmacotherapy for older 
PTSD patients could improve treatment matching. Moreover, e-health applications 
for assessment and/or treatment (the timeline in NET or homework assignments 
in PCT) could bring interesting innovations and inspire yet further research. 
Summarizing, this field of research is still in its infancy and calls for expanding the 
scope of research. In particular, founding research sites outside Western countries 
and reaching new target populations will encourage researchers and clinicians in this 
fascinating field to move forward.

12. Treating trauma-related disorders in later life: in conclusion

For senior PTSD patients, both Narrative Exposure Therapy and Present 
Centered Therapy show the potential to significantly reduce symptoms of PTSD 
and related problems, whereas resilience factors are not compromised by either 
treatment procedure, Furthermore, gradual changes in posttraumatic feelings and 
cognitions mirror increasing self-esteem and initiative, implying that older adults 
can change long-standing self-related beliefs, even after long-past childhood trauma. 
These findings allow for three conclusions. First, whereas PTSD may be described as 
a hidden variable in the lives of older adults, their strength and flexibility are shown 
to be hidden factors in their recovery process. Second, psychological treatment in 
later life may be meaningful for years to come. Third, pessimism concerning the 
treatment of older adults with trauma-related psychopathology is unfounded. By 
overcoming these ungrounded convictions, treating trauma-related disorders in 
later life is coming of age.
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