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Abstract
Although the importance of well-being in mental health is widely acknowl-
edged, well-being as a predictor of and outcome in the treatment for posttrau-
matic stress disorder (PTSD) has received little attention. This naturalistic study
aimed to investigate well-being in the context of care-as-usual treatment for
PTSD. Patients with PTSD attending a community mental health center (N =

318) completed measures of well-being and PTSD symptoms before and after
symptom-focused treatment. Following treatment, well-being increased among
patients with PTSD, with emotional, d = −0.25, and psychological well-being,
d = -0.24, showing the largest improvements relative to social well-being, d =
−0.15. Although levels of well-being improved overall within the sample, partic-
ipant scores on measures of well-being remained low compared with the gen-
eral population. Well-being predicted treatment efficiency such that participants
withmore severe PTSD symptoms benefitted more from care-as-usual treatment
when they reported relatively high levels of well-being at the start of treatment.
The findings suggest a benefit to including well-being as a pretreatment and out-
come variable when evaluating PTSD treatments.

Examining well-being in posttraumatic
stress disorder treatment: An explorative
study

Posttraumatic stress disorder (PTSD) is a complex and
debilitating disorder that results from experiencing or
witnessing a traumatic event (American Psychiatric
Association, 2000). The lifetime prevalence of PTSD is
around 8% in the general population (Kessler et al., 2005),
and the disorder is associated with a higher risk of suicide
and intentional self-harm (Jakupcak et al., 2009),
decreased quality of life (Gill et al., 2014), and elevated
rates of substance use disorders (Carlson et al., 2010). Most

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any medium,
provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2022 The Authors. Journal of Traumatic Stress published by Wiley Periodicals LLC on behalf of International Society for Traumatic Stress Studies.

patients with PTSD respond well to exposure therapies,
such as prolonged exposure (PE; Foa et al., 2019) and
eye movement desensitization and reprocessing (EMDR;
Shapiro, 1989), but treatment dropout rates are high (Imel
et al., 2013), and many patients continue to have sub-
stantial residual symptoms following treatment (Larsen
et al., 2019; Resick et al., 2012). For instance, in a sample
of female sexual assault survivors, Resick and colleagues
(2012) found that 20% of participants still met the criteria
for PTSD during the 5- and 10-year follow-up periods
after exposure therapy. This was likely due to participants
being unresponsive to the original treatment (Resick et al.,
2012). It has been estimated that as many as one third
of individuals with PTSD continued to report clinical
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levels of PTSD symptoms after treatment (Larsen et al.,
2019).
When assessing treatment response, researchers have

suggested that there is a benefit to considering not
only symptom severity but also well-being (Bohlmeijer
& Westerhof, 2020; Fava et al., 1998). Well-being can be
considered in the context of three domains: emotional,
psychological, and social well-being. Emotional well-being
follows the hedonic tradition of happiness and includes
happiness, life satisfaction, and positive affect (Diener,
1984). Psychological and socialwell-being follow the eudai-
monic tradition of happiness. Psychological well-being
reflects optimal individual functioning and comprises self-
acceptance, personal growth, purpose in life, positive rela-
tions, autonomy, and environmental mastery (Ryff, 1989).
Social well-being reflects optimal functioning within soci-
ety and the community, which involves social integration,
social contribution, social coherence, social actualization,
and social acceptance (Keyes, 1998).
In the past, well-being was not recognized as an impor-

tant factor in treatment response because it was consid-
ered to be relatively stable, as reflected in the metaphor
of the hedonic treadmill. Scholars assumed that an indi-
vidual’s level of well-being returned fairly quickly to a
relatively stable level after they experienced a positive or
negative life event (Brickman & Campbell, 1971). Cur-
rent research, however, conceives well-being as both trait-
like and state-like. There is a genetic factor to well-being
(Bartels, 2015), and the literature has shown consistently
that well-being can be increased (e.g., Sin & Lyubomirsky,
2009;Weiss et al., 2016). Research has estimated that about
half of the variance in well-being ratings is trait variance,
whereas the other half is state variance (Schimmack et al.,
2010).
The present recognition of the importance of well-being

for mental health is reflected in the perception of men-
tal health as more than the absence of mental illness but
rather also inclusive of well-being (Keyes, 2005; Wester-
hof & Keyes, 2010). Studies have demonstrated a persis-
tent absence of positive qualities, such as well-being, in
various psychiatric illnesses, including eating disorders
(de Vos et al., 2018),mood disorders, anxiety disorders, per-
sonality disorders, and developmental disorders (Franken
et al., 2018). Such impairments in well-being may hinder
full recovery from a psychiatric illness (Fava et al., 1998)
and increase vulnerability to future adversity (Keyes et al.,
2010; Lamers et al., 2015; Wood & Joseph, 2010). A focus
on positive functioning represents a clear paradigm shift,
which has profound clinical implications. For instance,
correlates that reduce an individual’s level of functional
impairment might be different from those that promote
optimal human functioning (de Vos et al., 2018; Fava &
Tomba, 2009).

Targeting well-being in the treatment of patients with
PTSD might have several beneficial effects. The “broaden-
and-build theory” of positive emotions posits that pos-
itive emotions in the aftermath of a traumatic event
might build resilience because they broaden one’smomen-
tary thought–action repertoire (Fredrickson, 2001). Emo-
tional well-being may also counteract negative experi-
ences by reinforcing the positive cognitive interpretation
and decreasing the negativity bias imposed when react-
ing to tangibly dangerous conditions (Cacioppo et al., 1999;
Shmotkin, 2005). Psychological and social well-being have
also been considered important in posttraumatic recovery.
PTSD patients with higher levels of well-being may have
maintained more personal and social resources, which
can, in turn, increase their success in recovery (Ryff, 2014).
Moreover, one’s sense of meaning in life can make trau-
matic events more interpretable, as it may enable indi-
viduals to perceive their lives in comprehensible terms
(Shrira et al., 2011). Having a purpose in life, feelings of self-
acceptance, experiencing personal growth, having positive
relationships, and the perceived capability tomanage one’s
personal functioning and the environmental demands in
the aftermath of traumatic events—that is, autonomy and
environmental mastery—have all been related to PTSD
recovery (Blackburn & Owens, 2015; Brooks et al., 2019).
The findings fromone recent study demonstrated impaired
socialwell-being ofU.S.military veterans, emphasizing the
importance of psychosocial functioning among veterans
with PTSD (Blakey et al., 2021).
Little research has examined the associations between

dimensions of well-being and PTSD symptom clusters.
Among individuals with war-related PTSD, the findings
of a longitudinal study showed a bidirectional associa-
tion between quality of life and hyperarousal symptoms
(Giacco et al., 2013). The researchers suggested that a posi-
tive outlook of life and hyperarousal symptomsmay reflect
different but related aspects of feeling unsafe. Having a
sense of control over the environment, a sense of direct-
edness and intention, and the ability to regulate one’s
own behaviors (Ryff, 2014) may decrease avoidance among
patients with PTSD. However, in a study conducted dur-
ing the COVID-19 pandemic among a sample of individ-
uals with anxiety disorders, psychological well-being was
not related to any of the PTSD symptom clusters (Golińska
et al., 2021); however, social well-beingwas associatedwith
hyperarousal and intrusions. Social well-being may reflect
aspects of the assumptive world, including the fundamen-
tal belief that theworld is benevolent, which has been asso-
ciated with intrusive cognitions (Freedle & Kashubeck-
West, 2021).
Despite these findings, treatments for PTSD typically

focus on the reduction of PTSD and related psycho-
logical symptoms. Gains in positive functioning are not
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commonly considered, except for a few case studies
(e.g., Belaise et al., 2005). One study examined the long-
term effects of well-being therapy as a rehabilitation
intervention in adults who had successfully completed
psychological treatment for PTSD (Radstaak et al., 2020).
Participants who did not meet the PTSD diagnostic cri-
teria after completing treatment were randomized into
treatment-as-usual (TAU) or well-being therapy (WBT)
conditions. WBT is a structured psychological treatment
that aims to promotewell-being andwas specifically devel-
oped to promote full recovery (Fava et al., 1998). In their
study, Radstaak et al. (2020) found that WBT was not any
more effective than TAU in increasing levels of well-being;
only participants with low levels of well-being at the start
of the treatment benefitted more fromWBT than TAU.
Considering the importance of well-being for mental

health it is highly relevant in the research regarding well-
being among patientswith PTSD. Therefore, this naturalis-
tic study aimed to explore the effects of care-as-usual PTSD
treatment aimed at resolving PTSD symptoms on levels of
well-being among patients diagnosed with PTSD. The first
study aim was to examine whether well-being in patients
with PTSD changed after care-as-usual PTSD treatment
and if any observed gains matched optimal levels found
among healthy controls. The second aimwas to explore the
association between changes in posttraumatic stress symp-
toms and well-being during care-as-usual PTSD treatment
aimed at resolving PTSD symptoms.

METHOD

Participants and procedure

The present study was approved by an independent med-
ical ethics committee for research in the Netherlands
(METiGG; NL 46248.044.13). Participants were patients
with PTSD who followed treatment at a Dutch Psy-
chotrauma Center for outpatient care between March
2013 and October 2015. A total of 883 patients met the
inclusion criteria, meaning the (a) met the PTSD diag-
nostic criteria per the fourth edition, text revision of
the Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV-TR; American Psychiatric Association, 2000); (b)
provided written informed consent; and (c) completed
one of four different types of PTSD treatment aimed at
resolving PTSD symptoms: EMDR, PE, narrative expo-
sure therapy (NET; Schauer et al., 2011), and stabiliza-
tion. Participants completed questionnaires to assess PTSD
symptoms and well-being before treatment (Time 0; T0)
and following treatment (Time 1; T1). Data were taken
from a database obtained by routine outcome monitor-
ing (ROM). The data collection period ended in February
2016.

TABLE 1 Participant characteristics

Variable M SD n %
Age (years) 41.02 11.34
Female gender 195 61.3
Duration of treatmenta 10.02 5.52
Type of treatmenta

EMDR 74 52.9
Exposure therapy 34 24.3
NET 24 17.1
Stabilization 8 5.7
Clinical level PTSD symptoms
T0 92.1
T1 67.4

Well-being categories
Flourishing
T0 8.8
T1b 18.6

Moderate mentally healthy
T0 49.1
T1b 42.7

Languishing
T0 42.1
T1b 38.7

Note: PTSD = posttraumatic stress disorder; EMDR = eye movement desensi-
tization and reprocessing; NET= narrative exposure therapy; T0= Time 0; T1
= Time 1.
aN = 140.b n = 310 for PTSD symptoms, n = 194 for levels of well-being.

Patients with PTSD were considered dropouts when
they did not complete the entire test battery at T0 and at
least one questionnaire at T1. A total of 662 participants
filled out all questionnaires at T0. Of these 662 individuals,
318 completed at least one questionnaire at T1. Treatment
dropout and failure to fill out the study questionnaires at T1
contributed to attrition at T1. As such, the study included
a total of 318 (36.0%) participants, with 565 (64.0%) having
dropped out. Dropout analyses showed no differences in
gender, χ2(2, N = 883) = 1.15, p = .735; pretreatment PTSD
symptom levels (dropout: M = 3.02, SD = 1.24 vs. partic-
ipants: M = 3.16, SD = 1.07), F(1, 853) = 2.58, p = .109,
d = 0.12; or well-being (dropout: M = 1.83, SD = 1.10 vs.
participants: M = 1.82, SD = 1.09) F(1, 648) = 0.43, p =
.836, d = 0.02, between participants and dropouts. How-
ever, there was a significant difference in age, F(1, 854) =
11.32, p = .001, d = 0.24 such that participants who had
dropped out were younger (M = 38.21 years, SD = 12.06)
than participantswho did not dropout (M= 41.02 years, SD
= 11.34). Table 1 displays participant characteristics. More
women than men participated in this study, and the aver-
age age was 41 years. The average treatment duration was
10 months, and most participants completed EMDR.
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Measures

PTSD symptoms

Symptoms of PTSD were measured using the PTSD Symp-
tom Scale (PSS; Foa et al., 1993). This 17-item scale is used
to assess the presence and severity of DSM-IV-TR PTSD
symptoms related to an identified (i.e., index) traumatic
event. The PSS has three subscales: Severity of Intrusions
(five items; e.g., “Having bad dreams or nightmares about
the traumatic event”), Avoidance (seven items; e.g., “Try-
ing to avoid activities or people that remind you of the trau-
matic event”), and Hyperarousal (five items; e.g., “Being
overly alert”). Participants rated items on a 4-point Likert
scale ranging from0 (never) to 3 (equal to or higher than five
times a week). The total sum score and the total mean score
were then calculated to create an overall PTSD symptom
score, with sum scores higher than 15 indicating a clini-
cal level of PTSD symptoms (Wohlfarth et al., 2003). In the
present sample, internal reliability for the total scale and
subscales at T0 and T1 was adequate to good, Cronbach’s
αs = .71–.92.

Well-being

Well-being was assessed using the Mental Health
Continuum–Short Form (MHC-SF; Keyes et al., 2008;
Lamers et al., 2011). The MHC-SF consists of 14 items
that measure three components of well-being: emo-
tional well-being (three items; e.g., “During the past
month, how often did you feel happy?”), psycho-
logical well-being (six items; e.g., “During the past
month, how often did you feel that you liked most
parts of your personality?”), and social well-being
(six items; e.g., “During the past month, how often did
you feel that you had something important to contribute
to society?”). Participants were asked to rate the extent to
which they had experienced feelings of positive well-being
in the previous month, scoring answers on a 6-point Likert
scale ranging from 0 (never) to 5 (every day). A mean
score was calculated to indicate levels of well-being. In the
present sample, the total scale and subscales demonstrated
good reliability at T0 and T1, Cronbach’s αs = .84–.94.
We also assigned participants to one of three cate-

gories of well-being based on a continuous scoringmethod
used to generate three categorizations of well-being: flour-
ishing, moderately mentally healthy, and languishing
(Keyes, 2006). Participants were categorized as flourishing
when they endorsed at least three of the emotional well-
being items and at least six of the 12 psychological and
social well-being items with a rating of almost every day or
every day (Keyes, 2005). Participants were categorized as

languishing if they endorsed one or more emotional well-
being items and six of 12 psychological and social well-
being items with a rating of never or once or twice. Partic-
ipants who were neither flourishing nor languishing were
labeled as moderately mentally healthy.

Data analysis

Analyses were conducted using the Statistical Package for
the Social Sciences (SPSS; Version 27). Clinical levels of
PTSD symptoms (i.e., PSS scores higher than 15) and well-
being categories were calculated. We used Little’s Missing
Completely at Random (MCAR; Little, 1988) test to analyze
whether data at T1 were MCAR. The outcome suggested
that missing cases were completely random, χ2(56, N =

318)= 14.08, p= 1.00. All missing data were imputed using
multiple imputation (MI). The Markov chain Monte Carlo
(MCMC) imputation procedure was used to conduct MI,
and a total of 20 imputed datasets were utilized (Graham
et al., 2007). Auxiliary variables used forMI included levels
of well-being and PTSD symptoms at T0. Next, descriptive
analyses of the whole sample were calculated, including
mean values and standard deviations, and the associations
between PTSD symptoms and well-being before (T0) and
after treatment (T1), using Pearson’s r.
To examine the first study aim, the percentages of

patients with PTSD who were categorized as flourishing,
moderate mentally healthy, or languishing at both pre-
and posttreatment were compared to the Dutch norm.
This norm was derived from a study in which 5,303 Dutch
participants aged 18–64 years completed the MHC-SF
(Schotanus-Dijkstra et al., 2016). Moreover, eight paired-
sample t tests were conducted to assess changes in PTSD
symptoms and levels ofwell-being at T0 andT1. Effect sizes
were calculated as Cohen’s d, with values of 0.2 represent-
ing small effects, 0.5 medium effects, and 0.8 large effects
(Cohen, 1992).
Regression analyses were used to assess the association

between changes in posttraumatic stress symptoms and
well-being during treatment. First, predictor variables and
outcome variableswere standardized. Second, the assump-
tions for normality, homoscedasticity, and multicollinear-
ity were checked. All assumptions were met such that the
residuals of the regression followed a normal distribution
and were equally distributed, no outliers were detected
(i.e., Cook’s distance less than 1.0), and all variance infla-
tion factors were less than 5 (Hair et al., 2010).
Two regression analyses were utilized to examine the

associations between changes in PTSD symptoms and
well-being. They included dependent variables of T1
PTSD symptoms or T1 well-being as well as indepen-
dent variables of T0 PTSD symptoms, T0 well-being,
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and the interaction between PTSD symptoms and T0
well-being.
Stepwise regressions were used to explore the associ-

ations between PTSD symptom clusters and well-being
dimensions during treatment. Six regression analyses
were performed with dependent variables, including T1
intrusion severity, avoidance, hyperarousal, emotional
well-being, psychological well-being, or social well-being.
The independent variables were PTSD symptom clusters
and T0 dimensions of well-being dimensions as the inter-
action terms between both (i.e., 3×3). This resulted in a
total of 15 predictors.

RESULTS

Changes in PTSD symptoms and well-being
during treatment

Table 1 shows the clinical levels of PTSD symptoms and
the percentages of flourishers, moderate mentally healthy
participants, and languishers at T0 and T1. Most partic-
ipants reported clinical levels of PTSD symptoms at T0
(92.1%); by T1, 67.4% of participants still reported clini-
cal symptom levels. PTSD treatment decreased the per-
centage of languishers (-3.4%) as well as the percentage of
patientswith PTSDwhoweremoderatelymentally healthy
(-6.4%). PTSD treatment increased the number of flourish-
ers from 8.8% to 18.6%. Patients with PTSD were almost 20
times more likely to be languishers, irrespective of treat-
ment; approximately four times less likely to be flourish-
ers before treatment; and, following treatment, about two
times likely to be categorized as flourishing as compared
to a Dutch sample (Schotanus-Dijkstra et al., 2016). In the
Dutch sample, 36.5% of the participants were flourishers,
69.9% of participants were categorized as moderately men-
tally healthy,whereas 1.6%were categorized as languishing
(Schotanus-Dijkstra et al., 2016).
Table 2 shows the descriptive characteristics of and cor-

relations between PTSD symptoms and well-being. These
constructs were significantly and negatively correlated at
T0, r(317)=−.44, p< .001, and at T1, r(317)=−.44, p< .001.
Among patients with PTSD, levels of well-being at T0 (M
= 1.82) and T1 (M = 2.07) were more than 1 standard devi-
ation below the Dutch norm (M = 2.98, SD = 0.85; Lamers
et al., 2011).
The t-test results demonstrated that treatment signifi-

cantly reduced overall PTSD symptoms, t(317) = 9.12, p <
.001, d = 0.51, as well as the severity of intrusions, t(317)
= 7.85, p < .001, d = 0.44); and symptoms of avoidance,
t(317) = 8.22, p < .001, d = 0.46; and hyperarousal, t(317)
= 8.21, p < .001, d = 0.46. PTSD treatment also promoted
overall levels of well-being, t(317) = −4.27, p < .001, d = T
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F IGURE 1 The interaction between pretreatment low,
intermediate, and high, levels of well-being at Time 0 (T0) and T0
posttraumatic stress disorder (PTSD) symptoms as a predictor of
PTSD symptoms at Time 1 (T1). Note. Low represents values 1
standard deviation below the mean, intermediate represents the
mean, and high represents values 1 standard deviation above the
mean

−0.24, and levels of emotional, t(317) = −4.41, p < .001, d
=−0.25; psychological, t(317)=−4.23, p< .001, d=−0.24;
and social well-being, t(317) = −2.64, p = .009, d = −0.15.
The effect size for overall PTSD symptoms was medium,
the effect size for social well-being was negligible, and all
other effect sizes were small.

Predictors of treatment response

Table 3 shows the associations between changes in PTSD
symptoms and levels of well-being during treatment. Sig-
nificant regression equations were found for the depen-
dent variables: T1 PTSD symptoms: F(3, 314) = 48.90, p <
.001, R2 = .56; T1 well-being: F(3, 314) = 30.49, p < .001, R2
= .48.
Pretreatment (i.e., T0) PTSD symptoms, β = .38, p <

.001, and well-being, β = −.30, p < .001, significantly
predicted PTSD symptom levels at T1. The interaction
between PTSD symptoms and levels of well-being was
also significant, β = −.14, p < .001. Figure 1 displays
these results and illustrates that treatment was more effec-
tive when well-being levels were high at the beginning
of the treatment. This effect was particularly strong for
patients with relatively high levels of PTSD symptoms at
T0 (i.e., 1 standard deviation above the mean) compared
with those participants with relatively low levels (i.e., 1
standard deviation below the mean) of PTSD symptoms
at T0.
PTSD symptoms at T0 did not predict T1 well-being, β

= −.01, p = .909. However, levels of well-being at T0 pre-
dicted levels of well-being at T1, β= .47, p< .001. The inter-
action between PTSD symptoms and well-being at T0 did T
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not significantly predict levels of well-being at T1, β=−.01,
p = .893.
Table 4 shows the outcomes of the explorative regres-

sion analysis with PTSD symptom clusters as the depen-
dent variables. The most noticeable results were that T0
emotional well-being negatively predicted the severity of
intrusions T1, β = −.31, p < .001; T1 avoidance, β = −.35, p
< .001; and T1 hyperarousal, β=−.24, p< .001. Social well-
being at T0 negatively predicted hyperarousal at T1, β =
−.13, p= .030. The interaction between psychological well-
being and hyperarousal at T0 predicted T1 severity of intru-
sions, β = −.11, p = .008, and T1 hyperarousal, β = −.18, p
< .001. The interaction between psychological well-being
and avoidance at T0 predicted levels of avoidance at T1, β
= −.12, p = .003. These interactions indicated that treat-
mentwasmore effective for participants with high levels of
psychological well-being at T0, and this effect was stronger
for patients with high levels of hyperarousal or avoidance
at T0.
Table 5 shows the outcomes of the explorative regression

analysis with dimensions of well-being as the dependent
variable. The most noticeable outcome was the lack of sig-
nificant associations between PTSD symptom clusters at
T0 and dimensions of well-being at T1.

DISCUSSION

The present study was one of the first to examine changes
in well-being among patients with PTSD receiving a care-
as-usual treatment. The first aim of this naturalistic study
was to assess levels ofwell-being before and after treatment
for patients with PTSD. The findings showed that well-
being increased significantly during treatment and that the
strongest improvements were found in emotional and psy-
chological well-being, but the effect sizes were small. The
relatively small increases inwell-being are in linewith pre-
vious research that suggests well-being can increase but
also has a stable component (Bartels, 2015; Schimmack
et al., 2010; Sin & Lyobimirsky, 2009; Weiss et al., 2016).
Even though the improvements in well-being were sig-
nificant, the average level of well-being remained over 1
standard deviation below the general Dutch population’s
average level (Lamers et al., 2011). Moreover, although
the number of participants characterized as flourishing
increased from 9% to 19% overall, the number of those cat-
egorized as languishing following treatment was still 39%,
which is almost 8 times higher than the rate found in in
the general Dutch population (Schotanus-Dijkstra et al.,
2016). This finding together with the high percentage of
participants who still met the criteria for clinical levels of
PTSD symptoms after treatment reveals that individuals
with PTSD regularly continue to have substantial residual T
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symptoms after treatment (Larsen et al., 2019; Resick et al.,
2012). Several studies have demonstrated that low levels
of well-being increase the risk of future incidence of men-
tal disorders (Keyes et al., 2010; Lamers et al., 2015; Wood
& Joseph, 2010); therefore, treatment aimed at decreas-
ing PTSD symptoms and enhancing well-being should be
encouraged for patients with PTSD.
The second study aim was to examine the association

between changes in PTSD symptoms and well-being dur-
ing care-as-usual treatment. We found that pretreatment
levels of well-being were important factors to acknowl-
edge for treating patients with PTSD. PTSD treatment was
more effective when pretreatment well-being was high,
and this effect was particularly strong for patients with
high levels of PTSD symptoms at the beginning of treat-
ment. This finding corroborates earlier research demon-
strating that baseline well-being is beneficial in predict-
ing the success of treatment in patients with chronic pain
(Trompetter et al., 2017). The finding that well-being bol-
sters the effect of PTSD treatment for patients with high
levels of PTSD symptoms suggests that rather than simply
comprising an important life outcome, well-being can pro-
mote and sustain positive functioning. Patients with high
levels of well-being might have more personal and social
resources, which might enhance recovery (Ryff, 2014), and
they may be more self-determined and engaged in therapy
(Ryan & Deci, 2008). To increase recovery among patients
with high levels of PTSD symptoms, pretreatment inter-
ventions aimed at increasing well-being could be war-
ranted.
Emotional well-being at the start of the treatment nega-

tively predicted the severity of intrusions, avoidance symp-
toms, and hyperarousal symptoms after treatment. These
findings suggest that patients with PTSD recover faster
when they are able to experience positive emotions in the
aftermath of a traumatic event and support the broaden-
and-build theory of positive emotions (Fredrickson, 2001).
Positive emotions might also decrease the negativity bias
imposed in reactions to trauma exposure (Cacioppo et al.,
1999; Shmotkin, 2005) and decrease depressive symptoms
among patients with PTSD, whichmight benefit treatment
outcomes (Steiner et al., 2017). Although well-being and
depression are related in patients with PTSD, these vari-
ables have also been shown to be distinct dimensions of
mental health (Araujo et al., 2014; Keyes, 2005; Radstaak
et al., 2000). The present findings did not replicate previ-
ous research indicating that emotional well-being affects
hyperarousal more than active avoidance symptoms or
intrusions (Giacco et al., 2013); therefore, no conclusions
can be drawn about the association between emotional
well-being and specific PTSD symptoms.
Psychological well-being and social well-being reflect

the experience of meaning and purpose in life and are dif-
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ferently related to PTSD symptoms than emotional well-
being. In the present sample, social well-being predicted
hyperarousal, suggesting the ability to function in society
and within a community can cause patients with PTSD to
feel less irritable, angry, and paranoid. Social well-being
did not predict intrusions, and the associations between
this component of well-being and the assumptive world
need further examination (Freedle & Kashubeck-West,
2021). Psychological well-being was not directly related to
PTSD symptoms nor was it shown to be associated with
decreased avoidance. However, psychological well-being
was found to act as a buffer against PTSD symptoms. Pre-
treatment PTSD symptoms were less strongly related to
posttreatment PTSD symptoms among participants who
reported relatively high levels of psychological well-being.
These findings suggest that psychological well-being does
not act as a direct antidote to the distress that patients with
PTSD experience but that higher levels of personal and
social resources enable patients with PTSD to better cope
with their trauma and make them recover more success-
fully (Ryff, 2014).
PTSD symptoms and well-being were moderately

related before and after symptom-focused treatment, and
well-being predicted PTSD symptoms, whereas PTSD
symptoms did not predict levels of well-being. These find-
ings suggest that researchers can discriminate between
well-being and psychopathology in psychiatric sample
and replicate research among eating disorder patients
in which moderate correlations have emerged between
well-being and eating disorder symptoms (De Vos et al.,
2018). Overall, the findings support the two continuamod-
els of mental health, which indicate that well-being and
psychopathology are two related, yet distinct, dimensions
of mental health (Keyes, 2005).
The present study had some important limitations. First,

the dropout rate was high. More than 60% of the individ-
uals who were invited to take part in the study did not
complete all the questionnaires before treatment or at least
one questionnaire following treatment. This high dropout
rate may have biased the results. Participants who dropped
out were, on average, 3 years younger than the included
participants, but there were no differences in gender or
symptom severity. This suggests that the sample was, in
general, representative of a larger group of patients seek-
ing treatment in a community mental health center. Sec-
ond, 32.6% of the participants lost their diagnosis of PTSD
following treatment. This percentage is lower compared
with previous research (Blanchard et al., 2003; Ehlers et al.,
2005; Schnurr et al., 2007). An explanation for this rela-
tively low percentage is that the present study was natu-
ralistic, and treatment was not standardized. A third lim-
itation was that pretreatment PTSD was assessed using a
cutoff score on a continuous measure rather than by con-

ducting a structured diagnostic interview. Fourth, partic-
ipants were included when they met the DSM-IV-TR cri-
teria for PTSD instead of the current PTSD criteria in the
fifth edition of the DSM (DSM-5). In past research, utiliz-
ing the DSM-5 criteria for PTSD compared to the DSM-
IV-TR has resulted in lower prevalence rates; however,
the biggest difference in reported prevalence rates is 1.6%
(Kilpatrick et al., 2013). A difference this small is unlikely
to have significantly affected our outcomes.
On the other hand, the study had several important

strengths, namely that it was conducted in a naturalis-
tic setting under pragmatic conditions. Randomized con-
trolled trials may overestimate effects because treatments
are typically conducted under more favorable conditions
and among more homogeneous samples (e.g., excluding
comorbid disorders). The presence of comorbid disorders
was unknown in this study, however, and needs further
research.
This naturalistic study established that well-being

increased among patients with PTSD who received a care-
as-usual treatment and that the strongest improvements
emerged for emotional and psychological well-being.
Despite improvements in well-being, levels were still low
overall compared to the general population. We found
that well-being was an important predictor in treatment
efficiency: Participants with relatively high levels of
PTSD symptoms benefitted more from symptom-focused
treatment when they experienced relatively high levels
of well-being at the beginning of treatment. Emotional
and psychological well-being affected treatment efficacy
differently such that emotional well-being acted as
an antidote to PTSD symptoms, whereas psycho-
logical well-being acted as a buffer against PTSD
symptoms.
Based on the present findings, it would be beneficial

to include a well-being measure, such as the MHC-SF
(Keyers et al., 1998; Lamers et al., 2011), in routine outcome
monitoringwithinmental health care (Bohlmeijer &West-
erhof, 2020). Future research could explore the effective-
ness of a pretreatment intervention that aims to increase
well-being for patients with high levels of PTSD symptoms
and low levels of well-being at the start of the treatment;
this practice could potentially enhance the effectiveness
of symptom-focused treatments for patients with PTSD.
Second, the findings demonstrate that symptom-focused
treatment for PTSD significantly improves well-being, yet
a substantial number of patients continue to report lev-
els of well-being that fall below the average in the Dutch
population following treatment. This may be one impor-
tant risk factor for the recurrence of PTSD (Keyes et al.,
2010; Lamers et al., 2015; Wood & Joseph, 2010). Future
research should examine the effectiveness of a treatment
that specifically aims to enhance well-being for patients
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diagnosed with PTSD, such as well-being therapy or pos-
itive psychotherapy.

OPEN PRACTICES STATEMENT

The study reported in this article was not formally prereg-
istered. Neither the data nor the materials have beenmade
available on a permanent third-party archive; requests for
the data or materials should be sent via email to the lead
author at m.radstaak@utwente.nl .

ORCID
MirjamRadstaak https://orcid.org/0000-0001-6139-
1007

REFERENCES
American Psychiatric Association (2000). Diagnostic and statistical
manual of mental disorders (4th ed., text rev.). Author.

Araujo, A. X., Berger, W., Coutinho, E. S. F., Marques-Portella, C.,
Luz, M. P., Cabizuca, M., Fiszman, A., Figueira, I., & Mendlow-
icz, M. V. (2014). Comorbid depressive symptoms in treatment-
seeking PTSD outpatients affect multiple domains of quality of
life. Comprehensive Psychiatry, 55(1), 56–63. https://doi.org/10.
1016/j.comppsych.2013.09.004

Bartels,M. (2015). Genetics ofwell-being and its components satisfac-
tion with life, happiness, and quality of life: A review and meta-
analysis of heritability studies. Behavior Genetics, 45(2), 137–156.
https://doi.org/10.1007/s10519-015-9713-y

Belaise, C., Fava, G. A. & Marks, I. M. (2005). Alternatives to
debriefing and modifications to cognitive behavior therapy
for posttraumatic stress disorder. Psychotherapy and Psy-
chosomatics, 74(4), 212–217. https://doi.org/10.1159/0000851
44

Blackburn, L., & Owens, G. P. (2015). The effect of self-efficacy and
meaning in life on posttraumatic stress disorder and depression
severity among veterans. Journal of Clinical Psychology, 71(3), 219–
228. https://doi.org/10.1002/jclp.22133

Blakey, S. M., Dillon, K. H., Wagner, H. R., Simpson, T. L., Beck-
ham, J. C., Calhoun, P. S., & Elbogen, E. B. (2021). Psychosocial
well-being among veterans with posttraumatic stress disorder and
substance use disorder. Psychological Trauma: Theory, Research,
Practice, and Policy. Advance online publication. https://doi.org/
10.1037/tra0001018

Blanchard, E. B., Hickling, E. J., Devineni, T., Veazey, C. H., Galovski,
T. E., Mundy, E., Malta, L. S., & Buckley, T. C. (2003). A controlled
evaluation of cognitive behaviorial therapy for posttraumatic
stress in motor vehicle accident survivors. Behaviour Research
and Therapy, 41(1), 79–96. https://doi.org/10.1016/S0005-7967(01)
00131-0

Bohlmeijer, E. T., & Westerhof, G. J. (2020). A new model of sus-
tainable mental health: Integrating well-being into psychological
treatment. In J. Kirby&P.Gilbert (Eds).Making an impact onmen-
tal health (pp. 153–188). Routledge.

Brickman, P., & Campbell, D. T. (1971). Hedonic relativism and plan-
ning the good society. In M. H. Appley (Ed.), Adaptation level the-
ory: A symposium (pp. 287–302). Academic Press.

Brooks, M., Graham-Kevan, N., Robinson, S., & Lowe, M. (2019).
Trauma characteristics and posttraumatic growth: The mediating
role of avoidance coping, intrusive thoughts, and social support.
Psychological Trauma: Theory, Research, Practice, and Policy, 11(2),
232–238. https://doi.org/10.1037/tra0000372

Cacioppo, J. T., Gardner, W. L., & Berntson, G. G. (1999). The affect
system has parallel and integrative processing components: Form
follows function. Journal of Personality and Social Psychology,
76(5), 839–855. https://doi.org/10.1037/0022-3514.76.5.839

Carlson, B. E., Shafer, M. S., & Duffee, D. E. (2010). Traumatic
histories and stressful life events of incarcerated parents II:
Gender and ethnic differences in substance abuse and service
needs. The Prison Journal, 90(4), 494–515. https://doi.org/10.1177/
0032885510382226

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 155–
159. https://doi.org/10.1037//0033-2909.112.1.155

de Vos, J. A., LaMarre, A., Radstaak, M., Bijkerk, C. A., Bohlmeijer,
E. T., & Westerhof, G. J. (2017). Identifying fundamental criteria
for eating disorder recovery: A systematic review and qualitative
meta-analysis. Journal of Eating Disorders, 5(1), 1–14. https://doi.
org/10.1186/s40337-017-0164-0

Diener, E. (1984). Subjective well-being. Psychological Bulletin, 95(3),
542–575. https://doi.org/10.1037/0033-2909.95.3.542

Ehlers, A., Clark, D. M., Hackmann, A., McManus, F., & Fennell, M.
(2005). Cognitive therapy for post-traumatic stress disorder:Devel-
opment and evaluation. Behaviour Research and Therapy, 43(4),
413–431. https://doi.org/10.1016/j.brat.2004.03.006

Fava, G. A., Rafanelli, C., Grandi, S., Conti, S., & Belluardo, P. (1998).
Prevention of recurrent depression with cognitive behavioral
therapy: Preliminary findings. Archives of General Psychiatry,
55(9), 816–820. https://doi.org/10.1001/archpsyc.55.9.816

Fava, G. A., & Tomba, E. (2009). Increasing psychological well-
being and resilience by psychotherapeutic methods. Journal of
Personality, 77(6), 1903–1934. https://doi.org/10.1111/j.1467-6494.
2009.00604.x

Foa, E. B., Riggs, D. S., Dancu, C. V., & Rothbaum, B. O. (1993).
Reliability and validity of a brief instrument for assessing post-
traumatic stress disorder. Journal of Traumatic Stress, 6(4), 459–
473. https://doi.org/10.1007/BF00974317

Fredrickson, B. L. (2001). The role of positive emotions in posi-
tive psychology: The broaden-and-build theory of positive emo-
tions. American Psychologist, 56(3), 218–226. https://doi.org/10.
1037/0003-066X.56.3.218

Freedle, A., &Kashubeck-West, S. (2021). Core belief challenge, rumi-
nation, and posttraumatic growth in women following pregnancy
loss. Psychological Trauma: Theory, Research, Practice, and Policy,
13(2), 157–164. https://doi.org/10.1037/tra0000952

Franken, K., Lamers, S. M., Ten Klooster, P. M., Bohlmeijer, E.
T., & Westerhof, G. J. (2018). Validation of the Mental Health
Continuum–Short Form and the dual continua model of well-
being and psychopathology in an adultmental health setting. Jour-
nal of Clinical Psychology, 74(12), 2187–2202. https://doi.org/10.
1002/jclp.22659

Giacco, D., Matanov, A., & Priebe, S. (2013). Symptoms and subjec-
tive quality of life in post-traumatic stress disorder: A longitudi-
nal study. PLoS One, 8(4), e60991. https://doi.org/10.1371/journal.
pone.0060991

Gill, I. J., Mullin, S., & Simpson, J. (2014). Psychosocial and psy-
chological factors associated with post-traumatic stress disorder

mailto:m.radstaak@utwente.nl
https://orcid.org/0000-0001-6139-1007
https://orcid.org/0000-0001-6139-1007
https://orcid.org/0000-0001-6139-1007
https://doi.org/10.1016/j.comppsych.2013.09.004
https://doi.org/10.1016/j.comppsych.2013.09.004
https://doi.org/10.1007/s10519-015-9713-y
https://doi.org/10.1159/000085144
https://doi.org/10.1159/000085144
https://doi.org/10.1002/jclp.22133
https://doi.org/10.1037/tra0001018
https://doi.org/10.1037/tra0001018
https://doi.org/10.1016/S0005-7967(01)00131-0
https://doi.org/10.1016/S0005-7967(01)00131-0
https://doi.org/10.1037/tra0000372
https://doi.org/10.1037/0022-3514.76.5.839
https://doi.org/10.1177/0032885510382226
https://doi.org/10.1177/0032885510382226
https://doi.org/10.1037//0033-2909.112.1.155
https://doi.org/10.1186/s40337-017-0164-0
https://doi.org/10.1186/s40337-017-0164-0
https://doi.org/10.1037/0033-2909.95.3.542
https://doi.org/10.1016/j.brat.2004.03.006
https://doi.org/10.1001/archpsyc.55.9.816
https://doi.org/10.1111/j.1467-6494.2009.00604.x
https://doi.org/10.1111/j.1467-6494.2009.00604.x
https://doi.org/10.1007/BF00974317
https://doi.org/10.1037/0003-066X.56.3.218
https://doi.org/10.1037/0003-066X.56.3.218
https://doi.org/10.1037/tra0000952
https://doi.org/10.1002/jclp.22659
https://doi.org/10.1002/jclp.22659
https://doi.org/10.1371/journal.pone.0060991
https://doi.org/10.1371/journal.pone.0060991


WELL–BEING IN PTSD TREATMENT 11

following traumatic brain injury in adult civilian populations:
A systematic review. Brain Injury, 28(1), 1–14. https://doi.org/10.
3109/02699052.2013.851416

Golińska, P. B., Cieślak, M., Hubert, O., & Bidzan, M. (2021). Mental
health and the symptomsof PTSD in people with depression and
anxiety disorders during the COVID-19 pandemic. International
Journal of Environmental Research and Public Health, 18(11), 5542.
https://doi.org/10.3390/ijerph18115542

Graham, J. W., Olchowski, A. E., & Gilreath, T. D. (2007). How
many imputations are really needed? Some practical clarifications
of multiple imputation theory. Prevention Science, 8(3), 206–213.
https://doi.org/10.1007/s11121-007-0070-9

Hair, J., Black, W. C., Babin, B. J., & Anderson, R. E. (2010). Multi-
variate data analysis (7th ed.). Pearson Education International.

Imel, Z. E., Laska, K., Jakupcak, M., & Simpson, T. L. (2013). Meta-
analysis of dropout in treatments for posttraumatic stress disor-
der. Journal of Consulting and Clinical Psychology, 81(3), 394–404.
https://doi.org/10.1037/a0031474

Jakupcak, M., Cook, J., Imel, Z., Fontana, A., Rosenheck, R., &
McFall, M. (2009). Posttraumatic stress disorder as a risk factor for
suicidal ideation in Iraq and Afghanistan war veterans. Journal of
Traumatic Stress, 22(4), 303–306. https://doi.org/10.1002/jts.20423

Kessler R. C., Chiu W. T., Demler O., Merikangas K. R., & Walters
E. E. (2005). Prevalence,severity, and comorbidity of 12-month
DSM-IV disorders in the National Comorbidity Survey Replica-
tion. Archives of General Psychiatry 62(6), 617–627. https://doi.org/
10.1001/archpsyc.62.6.617

Keyes, C. L. M. (1998). Social well-being. Social Psychology Quarterly,
61(2), 121–140. https://doi.org/10.2307/2787065

Keyes, C. L. M. (2005). Mental illness and/or mental health?
Investigating axioms of the complete state of model of health.
Journal of Consulting and Clinical Psychology, 73(3), 539–548.
https://doi.org/10.1037/0022-006X.73.3.539

Keyes, C. L. M. (2006). Mental health in adolescence: Is America’s
youth flourishing?. American Journal of Orthopsychiatry, 76(3),
395–402. https://doi.org/10.1037/0002-9432.76.3.395

Keyes, C. L., Dhingra, S. S., & Simoes, E. J. (2010). Change in level
of positive mental health as a predictor of future risk of men-
tal illness. American Journal of Public Health, 100(12), 2366–2371.
https://doi.org/10.2105/AJPH.2010.192245

Keyes, C. L.M.,Wissing,M., Potgieter, J. P., Temane,M., Kruger, A., &
van Rooy, S. (2008). Evaluation of theMental Health Continuum–
Short Form (MHC-SF) in Setswana-speaking SouthAfricans.Clin-
ical Psychology &Psychotherapy, 15(3), 181–192. https://doi.org/10.
1002/cpp.572

Kilpatrick, D. G., Resnick, H. S., Milanak,M. E., Miller, M.W., Keyes,
K. M., & Friedman, M. J. (2013). National estimates of exposure to
traumatic events and PTSD prevalence using DSM-IV and DSM-
5 criteria. Journal of Traumatic Stress, 26(5), 537–547. https://doi.
org/10.1002/jts.21848

Lamers, S. M. A., Westerhof, G. J., Bohlmeijer, E. T., ten Klooster, P.
M., & Keyes, C. L. M. (2011). Evaluating the psychometric proper-
ties of theMentalHealthContinuum-Short Form (MHC-SF). Jour-
nal of Clinical Psychology, 67(1), 99–110. https://doi.org/10.1002/
jclp.20741

Larsen, S. E., Bellmore, A., Gobin, R. L., Holens, P., Lawrence, K. A.,
& Pacella-LaBarbara, M. L. (2019). An initial review of residual
symptoms after empirically supported trauma-focused cognitive
behavioral psychological treatment. Journal of Anxiety Disorders,
63, 26–35. https://doi.org/10.1016/j.janxdis.2019.01.008

Lamers, S. M. A., Westerhof, G. J., Glas, C. A. W., & Bohlmeijer, E. T.
(2015). The bidirectional relation between positive mental health
and psychopathology in a longitudinal representative panel study.
The Journal of Positive Psychology, 10(6), 553–560. https://doi.org/
10.1080/17439760.2015.1015156

Little, R. J. (1988). A test of missing completely at random for multi-
variate data with missing values. Journal of the American Statisti-
cal Association, 83(404), 1198–1202.

Radstaak, M., Hüning, L., & Bohlmeijer, E. T. (2020). Well-being
therapy as rehabilitation therapy for posttraumatic stress disorder
symptoms: A randomized controlled trial. Journal of Traumatic
Stress, 33(5), 813–823. https://doi.org/10.1002/jts.22500

Resick, P. A., Williams, L. F., Suvak, M. K., Monson, C. M., & Gradus,
J. L. (2012). Long-term outcomes of cognitive–behavioral treat-
ments for posttraumatic stress disorder among female rape sur-
vivors. Journal of Consulting and Clinical Psychology, 80(2), 201–
210. https://doi.org/10.1037/a0026602

Rothbaum, B., Foa, E., & Hembree, E. (2007). Reclaiming your life
from a traumatic experience: A prolonged exposure treatment pro-
gram workbook. Oxford University Press.

Ryff, C. D. (1989). Happiness is everything, or is it? Explorations
on the meaning of psychological well-being. Journal of Personal-
ity and Social Psychology, 57(6), 1069–1081. https://doi.org/10.1037/
0022-3514.57.6.1069

Ryff, C. D. (2014). Psychological well-being revisited: Advances in the
science and practice of eudaimonia. Psychotherapy and Psychoso-
matics, 83(1), 10–28. https://doi.org/10.1159/000353263

Schauer, M., Neuner, F. & Elbert, T. (2011). Narrative exposure ther-
apy: A short-term treatment for traumatic stress disorders (2nd rev.
and expanded ed.). Hogrefe Publishing.

Schnurr, P. P., Friedman, M. J., Engel, C. C., Foa, E. B., Shea, M. T.,
Chow, B. K., Resick, P. A., Thurston, V., Orsillo, S. M., Haug, R.,
Turner, C., &Bernardy,N. (2007). Cognitive behavioral therapy for
posttraumatic stress disorder in women: A randomized controlled
trial. Journal of the AmericanMedical Association, 297(8), 820–830.
https://doi.org/10.1001/jama.297.8.820

Schimmack, U., Krause, P., Wagner, G. G., & Schupp, J. (2010). Stabil-
ity and change of well being: An experimentally enhanced latent
state-trait-error analysis. Social Indicators Research, 95(1), 19–31.
https://doi.org/10.1007/s11205-009-9443-8

Schotanus-Dijkstra, M., Pieterse, M. E., Drossaert, C. H., Westerhof,
G. J., De Graaf, R., Ten Have, M., Walburg, A., & Bohlmeijer, E.
T. (2016). What factors are associated with flourishing? Results
from a large representative national sample. Journal of Happi-
ness Studies, 17(4), 1351–1370. https://doi.org/10.1007/s10902-015-
9647-3

Sin, N. L., & Lyubomirsky, S. (2009). Enhancing well-being and alle-
viating depressive symptoms with positive psychology interven-
tions: A practice-friendly meta-analysis. Journal of Clinical Psy-
chology, 65(5), 467–487. https://doi.org/10.1002/jclp.20593

Shapiro, F. (1989). Eye movement desensitization: A new treatment
for post-traumatic stress disorder. Journal of Behavior Therapy and
Experimental Psychiatry, 20(3), 211–217. https://doi.org/10.1016/
0005-7916(89)90025-6

Shmotkin, D. (2005). Happiness in face of adversity: Reformulating
the dynamic and modular bases of subjective well-being. Review
of General Psychology, 9(4), 291–325. https://doi.org/10.1037/1089-
2680.9.4.291

Shrira, A., Palgi, Y., Ben-Ezra,M., & Shmotkin, D. (2011). How subjec-
tive well-being and meaning in life interact in the hostile world?

https://doi.org/10.3109/02699052.2013.851416
https://doi.org/10.3109/02699052.2013.851416
https://doi.org/10.3390/ijerph18115542
https://doi.org/10.1007/s11121-007-0070-9
https://doi.org/10.1037/a0031474
https://doi.org/10.1002/jts.20423
https://doi.org/10.1001/archpsyc.62.6.617
https://doi.org/10.1001/archpsyc.62.6.617
https://doi.org/10.2307/2787065
https://doi.org/10.1037/0022-006X.73.3.539
https://doi.org/10.1037/0002-9432.76.3.395
https://doi.org/10.2105/AJPH.2010.192245
https://doi.org/10.1002/cpp.572
https://doi.org/10.1002/cpp.572
https://doi.org/10.1002/jts.21848
https://doi.org/10.1002/jts.21848
https://doi.org/10.1002/jclp.20741
https://doi.org/10.1002/jclp.20741
https://doi.org/10.1016/j.janxdis.2019.01.008
https://doi.org/10.1080/17439760.2015.1015156
https://doi.org/10.1080/17439760.2015.1015156
https://doi.org/10.1002/jts.22500
https://doi.org/10.1037/a0026602
https://doi.org/10.1037/0022-3514.57.6.1069
https://doi.org/10.1037/0022-3514.57.6.1069
https://doi.org/10.1159/000353263
https://doi.org/10.1001/jama.297.8.820
https://doi.org/10.1007/s11205-009-9443-8
https://doi.org/10.1007/s10902-015-9647-3
https://doi.org/10.1007/s10902-015-9647-3
https://doi.org/10.1002/jclp.20593
https://doi.org/10.1016/0005-7916(89)90025-6
https://doi.org/10.1016/0005-7916(89)90025-6
https://doi.org/10.1037/1089-2680.9.4.291
https://doi.org/10.1037/1089-2680.9.4.291


12 Radstaak et al.

The Journal of Positive Psychology, 6(4), 273–285. https://doi.org/
10.1080/17439760.2011.577090

Steiner, A. J., Boulos, N., Mirocha, J., Wright, S. M., Collison,
K. L., & IsHak, W. W. (2017). Quality of life and functioning
in comorbid posttraumatic stress disorder and major depressive
disorder after treatment with citalopram monotherapy. Clinical
Neuropharmacology, 40(1), 16–23. https://doi.org/10.1097/WNF.
0000000000000190

Trompetter, H. R., Lamers, S. M. A., Westerhof, G. J., Fledderus,
M., & Bohlmeijer, E. T. (2017). Both positive mental health and
psychopathology should be monitored in psychotherapy: Confir-
mation for the dual-factor model in acceptance and commitment
therapy. Behaviour Research and Therapy, 91, 58–63. https://doi.
org/10.1016/j.brat.2017.01.008

Weiss, L. A., Westerhof, G. J., & Bohlmeijer, E. T. (2016). Can we
increase psychological well-being? The effects of interventions
on psychological well-being: A meta-analysis of randomized con-
trolled trials. PloS One, 11(6), e0158092. https://doi.org/10.1371/
journal.pone.0158092

Westerhof, G. J., & Keyes, C. L. M. (2010). Mental illness and men-
tal health: The two continua model across the lifespan. Journal of

Adult Development, 17(2), 110–119. https://doi.org/10.1007/s10804-
009-9082-y

Wohlfarth, T. D., van den Brink, W., Winkel, F. W., & ter Smitten, M.
(2003). Screening for Posttraumatic stress disorder: An evaluation
of two self-report scales among crime victims.PsychologicalAssess-
ment, 15(1), 101–109. https://doi.org/10.1037/1040-3590.15.1.101

Wood, A. M., & Joseph, S. (2010). The absence of positive psycho-
logical (eudemonic) well-being as a risk factor for depression: A
ten-year cohort study. Journal of Affective Disorders, 122(3), 213–
217. https://doi.org/10.1016/j.jad.2009.06.032

How to cite this article: Radstaak M., Hüning L.,
Lamers S., & Bohlmeijer E. T. (2022). Examining
well-being in posttraumatic stress disorder
treatment: An explorative study. Journal of
Traumatic Stress, 1-12.
https://doi.org/10.1002/jts.22798

https://doi.org/10.1080/17439760.2011.577090
https://doi.org/10.1080/17439760.2011.577090
https://doi.org/10.1097/WNF.0000000000000190
https://doi.org/10.1097/WNF.0000000000000190
https://doi.org/10.1016/j.brat.2017.01.008
https://doi.org/10.1016/j.brat.2017.01.008
https://doi.org/10.1371/journal.pone.0158092
https://doi.org/10.1371/journal.pone.0158092
https://doi.org/10.1007/s10804-009-9082-y
https://doi.org/10.1007/s10804-009-9082-y
https://doi.org/10.1037/1040-3590.15.1.101
https://doi.org/10.1016/j.jad.2009.06.032
https://doi.org/10.1002/jts.22798

	Examining well-being in posttraumatic stress disorder treatment: An explorative study
	Abstract
	Examining well-being in posttraumatic stress disorder treatment: An explorative study

	METHOD
	Participants and procedure
	Measures
	PTSD symptoms
	Well-being
	Data analysis


	RESULTS
	Changes in PTSD symptoms and well-being during treatment
	Predictors of treatment response

	DISCUSSION
	OPEN PRACTICES STATEMENT

	ORCID
	REFERENCES


