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Objective: The study examined the effi-

cacy of sertraline, compared with placebo,

in sustaining improvement and preventing
relapse over 28 weeks in patients with post-

traumatic stress disorder (PTSD) who had

completed a 12-week double-blind, pla-
cebo-controlled acute treatment study and

a subsequent 24-week open-label study of

continuation treatment with sertraline.

Method: Ninety-six patients were ran-

domly assigned, in a double-blind design,

to 28 weeks of maintenance treatment
with sertraline (50–200 mg, N=46; 78%

were women) or placebo (N=50; 62%

were women). Measures used in biweekly

assessments included the Clinician-Ad-
ministered PTSD Scale, the Impact of

Event Scale, and the Clinical Global Im-

pression severity and improvement rat-
ings. Kaplan-Meier analyses were used to

estimate time to discontinuation from the

study due to relapse, relapse or study dis-
continuation due to clinical deterioration,

and acute exacerbation.

Results: Continued treatment with ser-
traline yielded lower PTSD relapse rates
than placebo (5% versus 26%). Patients
who received placebo were 6.4 times as
likely to experience relapse as were pa-
tients who received sertraline. Kaplan-
Meier analyses confirmed the protective
effect of sertraline in significantly ex-
tending time in remission. The ability of
sertraline to sustain improvement was
comparable across the three core PTSD
symptom clusters (reexperiencing/intru-
sion, avoidance/numbing, and hyper-
arousal). A regression analysis found early
response during acute treatment to be as-
sociated with a more than 16-fold re-
duced risk of relapse after placebo substi-
tution. Sertraline, at a mean endpoint
dose of 137 mg, was well tolerated, with
no sertraline-related adverse events ob-
served at a rate of 10% or higher.

Conclusions: The results provide evi-
dence for the ability of sertraline both to
sustain improvement in PTSD symptoms
and to provide prophylactic protection
against relapse.

(Am J Psychiatry 2001; 158:1974–1981)

Posttraumatic stress disorder (PTSD) typically is a
chronic illness, with a median time to recovery in the
range of 3–5 years (1, 2). In one large community survey,

53% of patients with PTSD remained ill at 5 years, and fully
40% were still ill after 10 years, despite varying levels of
naturalistic treatment in the community (2). PTSD is asso-

ciated with high levels of health-related problems and dis-
ability and with impaired quality of life (3–9).

Over the past decade, research on acute treatments for
PTSD has increased significantly. These studies generally

have had small sample sizes and have been uncontrolled.
The results have provided initial evidence for the efficacy
of both cognitive behavior therapies (10–15) and antide-

pressants such as tricyclics (16, 17), monoamine oxidase
inhibitors (16), and selective serotonin reuptake inhibitors
in the acute treatment of PTSD (18–22). Two large pla-

cebo-controlled acute treatment studies have demon-
strated the efficacy of sertraline in the treatment of PTSD

(23, 24).

Anxiety and depressive disorders are generally chronic
and/or recurrent and require long-term treatment (25–
29). Studies have shown that continuation and mainte-
nance medication reduce the likelihood of relapse or re-
currence in depression (30), obsessive-compulsive disor-
der (OCD) (31), panic disorder (32), and social phobia (33).
To our knowledge, no such studies exist for PTSD, leaving
unanswered the important question whether mainte-
nance therapy in PTSD protects patients from relapse or
clinical deterioration.

The current article reports on the final phase of a series
of studies that were conducted to provide data on the effi-
cacy and tolerability of sertraline across the acute, contin-
uation, and maintenance phases of PTSD treatment. In
addition to the two acute sertraline treatment studies al-
ready cited (23, 24), another study (34) has examined and
found additional clinical improvement over 6 months of
open-label continuation treatment in patients who had
been randomly assigned to receive sertraline and had
completed 12 weeks of acute treatment for PTSD in a dou-
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ble-blind study. Ninety-two percent of the patients who
met the criteria for response to sertraline during acute
treatment sustained their response throughout 6 months
of continuation therapy, while 58% of the patients who
had not responded acutely converted to responder status
during continuation treatment. Among responders in the
acute phase, residual PTSD symptoms continued to show
improvement.

We now report what is to our knowledge the first dou-
ble-blind, placebo-controlled study designed to evaluate
the efficacy of sertraline for relapse prevention in patients
with PTSD who completed 6 months of open-label contin-
uation sertraline treatment as responders.

Method

This article reports the results from a 28-week double-blind,
placebo-controlled study of the safety, tolerability, and relapse
prevention efficacy of maintenance treatment with sertraline
compared to placebo in PTSD conducted at 24 centers in the
United States. Patients who were eligible to enter the study were
completers in two previous studies: first, one of two acute double-
blind treatment studies with an identical design in which the pa-
tients were randomly assigned to receive sertraline or placebo;
and second, a 24-week open-label continuation study that com-
pleters from the acute treatment trials (regardless of response sta-
tus) were eligible to enter within 3 days of their last acute-phase
visit. To preserve the double blind from the acute treatment study,
all patients were discontinued from their acute-phase study med-
ication (sertraline or placebo) before initiating open-label study
treatment with a daily dose of 25 mg of sertraline. At the end of the
first week, the daily dose of sertraline was increased to 50 mg.
Dosing throughout the open-label phase was flexible, in the range
of 50 mg to 200 mg, and was based on clinical response and toler-
ability. The results of the study of continuation treatment with
sertraline have previously been reported (34).

Study Patients

The enrollees in the current 28-week double-blind study were
male and female outpatients at least 18 years of age who had
completed the previous 24 weeks of open-label continuation
treatment with sertraline and who met responder criteria at the
final two visits. The responder criteria were a Clinical Global Im-
pression improvement score ≤2 (much or very much improved)
(35) and ≥30% improvement in the total severity score in part 2 of
the Clinician-Administered PTSD Scale (36), both indexed against
the pretreatment baseline of the original double-blind acute
treatment study. Additional entry criteria required that the pa-
tients have no clinically significant abnormalities identified in a
physical examination and laboratory testing conducted at the
end of week 24 of continuation treatment study and that female
patients use medically acceptable birth control throughout the
study.

The original eligibility criteria that defined the study group
have been presented in detail in a previous publication (23).
Briefly, at baseline of the two acute treatment studies, the patients
met DSM-III-R criteria for a principal diagnosis of PTSD as deter-
mined by part 1 of the Clinician-Administered PTSD Scale (37). A
minimum 6-month duration of PTSD symptoms was required, as
well as a total severity score ≥50 on part 2 of the Clinician Admin-
istered PTSD Scale at the end of a 2-week placebo run-in period;
subjects were thus at least moderately ill. Subjects were excluded
if they had a current or past history of bipolar disorder, schizo-
phrenia, or organic mental disorder; a primary diagnosis of major

depression, OCD, or other anxiety disorders; or alcohol or other
substance dependence or abuse in the past 6 months, or if they
met other exclusion criteria summarized in a previous report (23).

Concomitant psychotropic therapy, with the exception of chlo-
ral hydrate for sleep (not more than two nights per week), was
prohibited during all studies in the series. Cognitive behavior
therapy was not permitted during any of the trials, and other
forms of psychotherapy could not be initiated or ended during a
trial.

The current study was approved by the institutional review
board at each of the 24 collaborating centers or by a national in-
stitutional review board. After a complete description of the study
to the subjects, written informed consent was obtained.

Efficacy Measures

Patients were evaluated and rated biweekly during the 28
weeks of double-blind treatment. The two a priori primary out-
comes (and the related time-to-event measures) were 1) rate of
relapse (and time before relapse) and 2) rate of relapse or discon-
tinuation from the study due to clinical deterioration (and time
before relapse or time before clinical deterioration).

A patient was classified as relapsed (and therefore was dis-
continued from the study) if he or she met all of the following
three criteria on two consecutive visits: 1) CGI improvement score
≥3 (relative to the baseline of the original acute treatment study),
2) an increase in the Clinician-Administered PTSD Scale, part 2,
score by ≥30% compared to the baseline of the current double-
blind study and an increase of ≥15 points on the Clinician-Ad-
ministered PTSD Scale, part 2, score, and 3) in the investigator’s
opinion, significant worsening of the patient’s clinical condition.

Acute exacerbation was a third outcome that was intended to
refer to patients whose symptoms worsened during the course of
the study, regardless of whether they met relapse criteria or were
discontinued from the study because of clinical deterioration.

The secondary outcome measures for the study consisted of
1) the 17-item total severity score on part 2 of the Clinician-Ad-
ministered PTSD Scale (36, 37), a 30-item investigator-completed
scale that rates both the frequency and intensity of PTSD symp-
toms on separate 5-point scales, 2) score on the Impact of Event
Scale (38, 39), a 15-item patient-completed scale that rates in-
trusion and avoidance symptoms on a 4-point severity scale, and
3) the investigator-rated CGI severity and improvement scale
scores (35). Change in score on the CGI improvement scale was
assessed with reference to the pretreatment baseline of the acute
treatment studies. Secondary outcome measures also included
4) the score on the patient-rated 17-item Davidson Trauma Scale
(40, 41), which rates the 17 DSM-III-R-defined PTSD symptoms
on a 5-point frequency and a 5-point severity scale, 5) score on
the investigator-rated 24-item Hamilton Depression Rating Scale
(42), 6) score on the short form of the validated patient-rated
Quality of Life Enjoyment and Satisfaction scale (43), 7) scores on
subscales of part 2 of the Clinician-Administered PTSD Scale, the
Impact of Event Scale, and the Davidson Trauma Scale that report
the severity of the three PTSD symptom clusters (reexperiencing/
intrusion, avoidance/numbing, and hyperarousal), and 8) scores
on the subscales of the Clinician-Administered PTSD Scale, part
2, that measure associated features and functional impairment.
The Davidson Trauma Scale was completed by patients at every
assessment visit. The Hamilton depression scale and the Quality
of Life Enjoyment and Satisfaction scale were completed at base-
line in the 28-week maintenance study and at week 28 or at study
discontinuation if that occurred before week 28.

Safety Assessments

At each study visit, patients’ weight, sitting blood pressure, and
heart rate were assessed. Data recorded on side effects that were
observed or spontaneously reported included time of onset, du-
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ration, severity, action taken, and outcome. Data on concomitant
medications included the daily dose, stop and start dates, and the
reason for use. A physical examination, a 12-lead ECG, and labo-
ratory assessments (e.g., clinical chemistry, hematology, and uri-
nalysis) were performed at the maintenance phase baseline and
at week 28 (or at the time of study discontinuation).

Compliance was monitored by counts of returned medication,
and patients who were found to be noncompliant were coun-
seled. Overall, four patients met criteria for noncompliance (≥4
consecutive days of missed doses), but only at one study visit.
Data for these four patients were included in the efficacy analysis.

Statistical Methods

Baseline characteristics of each treatment group were com-
pared with chi-square for tests for proportions for categorical
data and two-way analysis of variance models for continuous
variables, with treatment and site as main effects.

The main purpose of this study was to compare rates (and
times to event) for the following three outcomes: 1) relapse, 2) re-
lapse or discontinuation because of clinical deterioration (self-
rated), and 3) acute exacerbation of PTSD. The proportion of pa-
tients in each treatment group who experienced one of the three
outcome events (relapse, relapse or discontinuation because of
clinical deterioration, or acute exacerbation) were compared by
using Fisher’s exact test. Odds ratios with 95% confidence inter-
vals were calculated for each outcome. Kaplan-Meier estimates
were used to assess time until discontinuation because of relapse,
relapse or discontinuation because of clinical deterioration, and
acute exacerbation. The Kaplan-Meier estimates for the two treat-
ment groups were compared by using a log-rank test.

For secondary outcome measures, treatment group compari-
sons were based on change from baseline to endpoint (except for
the CGI improvement scale score, which was measured as im-
provement from baseline) and were performed by using analysis
of covariance models with main effects for treatment and site and
baseline score as a covariate. Logistic regression models were
used to explore which factors could predict relapse, backward se-
lection methods were used to identify those predictors that signif-
icantly differentiated patients with a relapse from those with no
relapse. Odds ratios and 95% confidence intervals were estimated
on the basis of the model results.

All hypothesis tests were performed with the type III sums of
squares from the SAS GLM (general linear models) procedure
(SAS, Cary, N.C.). All statistical analyses were two-sided with a sig-
nificance level set at 0.05. Adjustments for multiple comparisons
were not made. Such adjustments were judged to be overly con-
servative given that repeated comparisons were not made within
the same hypothesis (and when they were, as in the logistic re-
gression, the model adjusted for these comparisons).

Results

Patients’ Characteristics

Ninety-six patients entered the 28-week double-blind
treatment study and were randomly assigned to receive ei-
ther sertraline or placebo. Figure 1 summarizes the partic-
ipation in previous treatment studies of the patients who
participated in the current study. The patients were pre-
dominantly female (sertraline group: N=36, or 78%; pla-
cebo group: N=31, or 62%) (χ2=3.01, df=1, p=0.08) and
ranged in age from 21 to 69 years (sertraline group: mean
age=44.9 years, SD=9.8; placebo group: mean age=42.0,
SD=10.8) (F=2.01, df=1, 76, p=0.16). The mean duration of
illness was 12.2 years (SD=13.0) in the sertraline treatment
group and 13.9 years (SD=12.8) in the placebo treatment
group (F=0.42, df=1, 76, p=0.52). Of the 96 patients who
entered the study, 38 (39.6%) currently met criteria for a
secondary depressive disorder and 19 (19.8%) met criteria
for a secondary anxiety disorder.

The distribution of index traumatic events, defined as
the event that was most distressing to the patient, was as
follows for the sertraline and placebo treatment groups,
respectively: serious accident, injury, or fire: N=3 (6.5%)
and N=3 (6.0%); physical or sexual assault: N=24 (52.2%)

FIGURE 1. History of Participation in Treatment Studies of
Patients With PTSD Recruited for a 28-Week Double-Blind,
Placebo-Controlled Study of Maintenance Treatment With
Sertralinea

a Eligibility and exclusion criteria presented elsewhere (23). Eligibility
criteria included a DSM-III-R diagnosis of PTSD, a minimum 6-month
duration of PTSD symptoms, and a total severity score of ≥50 on part
2 of the Clinician-Administered PTSD Scale (36) at the end of the 2-
week placebo run-in period. Exclusion criteria included a current or
past history of bipolar disorder, schizophrenia, or organic mental
disorder; a primary diagnosis of major depression, obsessive-com-
pulsive disorder, or other anxiety disorder; or alcohol or other sub-
stance dependence or abuse in the past 6 months.

b Results reported elsewhere (23, 24).
c Results reported elsewhere (34).

Acute Treatment Studyb

12-week double-blind,
placebo-controlled treatment

with sertraline, 50–200 mg/day

Randomly assigned to treatment groups (N=380)
Completed (N=275)

Continuation Treatment Studyc

24-week open-label sertraline, 50–200 mg/day,
for all acute-phase completers
regardless of responder status

Entered (N=252)
Completed (N=155)

Maintenance Treatment Study

28-week double-blind,
placebo-controlled treatment

with sertraline, 50–200 mg/day,
for responders to continuation treatment

Eligible for study (N=139)
Randomly assigned to treatment groups (N=96):

Sertraline (N=46)
Placebo (N=50)

2-week placebo run-in
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and N=29 (58.0%); seeing someone hurt or die: N=7
(15.2%) and N=5 (10.0%); being in a war or combat: N=4
(8.7%) and N=5 (10.0%); and miscellaneous other events:
N=8 (17.4%) and N=8 (16.0%).

Measures of Relapse Prevention

Sertraline (N=38) demonstrated a significant advantage
over placebo (N=46) in prevention of PTSD relapse on
three outcome criteria: 1) relapse (sertraline: N=2 or 5.3%;
placebo: N=12 or 26.1%) (p<0.02, Fisher’s exact test), 2) re-
lapse or discontinuation due to clinical deterioration (ser-
traline: N=6 or 15.8%; placebo: N=21 or 45.7%) (p=0.005,
Fisher’s exact test), and 3) acute exacerbation of PTSD
symptoms (sertraline: N=6 or 15.8%; placebo: N=24 or
52.2%) (Fisher’s exact test, p<0.001). An analysis of out-
come by gender showed that sertraline had clear relapse
prevention efficacy in both male and female patients.
None of the nine male patients treated with sertraline suf-
fered a PTSD relapse, compared with 27.8% of male pa-
tients who received placebo (N=5 of 18) (p=0.14, Fisher’s
exact test); for female patients, the PTSD relapse rates
were 6.9% for those treated with sertraline (N=2 of 29) and
25.0% for those who received placebo (N=7 of 28) (p=0.08,
Fisher’s exact test). Similar results were found for the other
two outcome measures. Only 11.1% of the male patients
treated with sertraline (N=1 of 9), compared to 44.4% of
the male patients who received placebo (N=8 of 18), either
relapsed or discontinued participation in the study be-
cause of clinical deterioration (p=0.19, Fisher’s exact test).
Among female patients, 17.2% of those treated with sertra-
line (N=5 of 29) and 46.4% of those who received placebo
(N=13 of 28) either relapsed or discontinued because of
clinical deterioration (p<0.03, Fisher’s exact test). An acute

exacerbation of PTSD symptoms was experienced by
11.1% of the male patients treated with sertraline (N=1 of
9), compared with 50.0% of the male patients who re-
ceived placebo (N=9 of 18) (p=0.10, Fisher’s exact test),
and by 17.2% of the female patients treated with sertraline
(N=5 of 29), compared with 56.3% of the female patients
who received placebo (N=15 of 28) (N=0.006, Fisher’s exact
test). The results for male patients must be viewed as pre-
liminary, given the small number of male patients in the
two treatment groups (N=29).

The adjusted relative risk of placebo treatment (i.e., dis-
continuing sertraline treatment) was estimated under the
assumption of proportional hazard rates for the three out-
come criteria. Patients receiving placebo were 6.35 times
as likely (95% CI=1.32–30.49) to experience relapse of
PTSD as were patients receiving sertraline. Patients receiv-
ing placebo were 4.48 times as likely (95% CI=1.57–12.77)
to experience relapse or discontinuation due to clinical
deterioration as were patients receiving sertraline. Pa-
tients receiving placebo were 5.82 times as likely (95% CI=
2.04–16.57) to experience an acute exacerbation of PTSD
symptoms as were patients receiving sertraline.

Figure 2 shows the Kaplan-Meier estimates of the cumu-
lative time-to-relapse probabilities for two of the three
outcome criteria: discontinuation due to relapse or clini-
cal deterioration and acute exacerbation of PTSD symp-
toms. Both showed a highly significant relapse prevention
advantage for sertraline compared with placebo (discon-
tinuation due to relapse or clinical deterioration: log-rank
test, χ2=9.98, df=1, p=0.002; acute exacerbation: log-rank
test, χ2=13.01, df=1, p<0.001). The third clinical outcome
criteria, time to full PTSD relapse, showed a similar signif-

FIGURE 2. Kaplan-Meier Analysis of Time Before Discontinuation Due to Relapse or Clinical Deterioration and Time Before
Exacerbation of PTSD Symptoms Among Patients in a 28-Week Double-Blind, Placebo-Controlled Study of Maintenance
Treatment With Sertralinea

a Patients eligible to enter the maintenance study had participated in a 12-week double-blind, placebo-controlled study of acute treatment
with sertraline and had responded to treatment with sertraline in a 24-week open-label continuation study. Sertraline dose during the main-
tenance treatment study was 50–200 mg/day.
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icant advantage in favor of sertraline (log-rank test, χ2=
7.26, df=1, p=0.007).

Measures of Symptom Severity

The prophylactic efficacy advantage of sertraline was
also reflected in symptom severity scores showing that
sertraline-treated patients maintained the gains achieved
during 24 weeks of open-label treatment, while patients
who received placebo significantly worsened (Figure 3).
The decrease in Clinician-Administered PTSD Scale, part
2, severity scores between weeks 4 and 6 appears to have
been largely due to the fact that nine patients who re-
ceived placebo discontinued participation in the study
during this 2-week period because of clinical worsening
(one-third of the overall attrition observed among patients
receiving placebo). In a last-observation-carried-forward
endpoint analysis, total scores on the Davidson Trauma
Scale, the Impact of Event Scale, and the CGI severity scale
also showed minimal change during the maintenance
phase of the study in patients treated with sertraline and
significantly greater worsening in patients treated with
placebo. The endpoint change scores (least squares means
and standard errors) for the sertraline group and the pla-
cebo group, respectively, were 1.1 (SE=1.6) versus 5.9 (SE=
1.5) (F=5.06, df=1, 64, p<0.03) on the Impact of Event Scale,
6.7 (SE=3.6) versus 19.9 (SE=3.4) (F=7.49, df=1, 63, p=
0.008) on the Davidson Trauma Scale, and 0.2 (SE=0.2) ver-
sus 1.0 (SE=0.2) (F=10.25, df=1, 64, p=0.002) on the CGI se-
verity scale.

Male and female patients maintained their gains simi-
larly. Among patients treated with sertraline who did not
meet any of the three outcome criteria indicating relapse,
the mean change scores at study endpoint for part 2 of the
Clinician-Administered PTSD Scale, Impact of Event
Scale, and Davidson Trauma Scale were minimal (1.7 [SD=
11.9], –1.1 [SD=5.2], and 0.8 [SD=13.3], respectively), indi-
cating that these patients maintained their treatment
gains.

Secondary Efficacy Measures

The efficacy advantage of sertraline was consistent
across the three core symptom clusters of PTSD, as well as
across the associated features measured on the Clinician-
Administered PTSD Scale, part 2. Patients treated with pla-
cebo had worsened symptom severity at endpoint, com-
pared to patients treated with sertraline, who maintained
their treatment gains. The endpoint change scores on the
Clinician-Administered PTSD Scale, part 2, for the sertra-
line group and the placebo group, respectively, were 0.6
(SD=0.9) versus 4.0 (SD=0.9) (F=7.76, df=1, 64, p=0.007) for
the reexperiencing/intrusion cluster, 2.5 (SD=1.6) versus
7.3 (SD=1.5) (F=5.00, df=1, 64, p<0.03) for the avoidance/
numbing cluster, and 1.3 (SD=1.4) versus 9.2 (SD=1.3) (F=
17.51, df=1, 64, p<0.001) for the arousal cluster.

Patients receiving sertraline had only modest mean
changes in their 24-item Hamilton depression scale total
score from baseline to study endpoint (2.5 [SD=1.7], com-
pared to 7.8 [SD=1.6] for patients receiving placebo) (F=
5.60, df=1, 52, p=0.02).

FIGURE 3. Mean Total Severity Score on the Clinician-Administered PTSD Scale, Part 2, at Baseline in Studies of Acute and
Continuation Sertraline Treatment for PTSD and During a 28-Week Double-Blind, Placebo-Controlled Study of Mainte-
nance Treatment With Sertralinea

a The acute treatment study consisted of 12 weeks of double-blind, placebo-controlled treatment with sertraline, 50–200 mg/day. The contin-
uation study consisted of 24 weeks of open-label treatment with sertraline, 50–200 mg/day.
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Consistent with the results showing sustained improve-
ment across all symptom severity measures, patients
treated with sertraline maintained significantly more of the
improvement in their quality of life than did patients
treated with placebo. The endpoint Quality of Life Enjoy-
ment and Satisfaction scale change score was –4.4 (SD=2.6)
for patients treated with sertraline versus –13.7 (SD=2.7)
for patients receiving placebo (F=6.45, df=1, 50, p=0.01).

An exploratory logistic regression analysis was per-
formed in an attempt to identify patient characteristics
that were associated with a higher risk of relapse. Candi-
date predictor variables included sex, age, type of trauma
(interpersonal violence versus other), presence of axis I
depression comorbidity, presence of residual PTSD symp-
toms (Clinician-Administered PTSD Scale, part 2, score at
baseline in the maintenance treatment study), and early
response status during the acute treatment study (CGI im-
provement score ≤2 by week 4). Early response during
acute treatment was found to be a strong and highly sig-
nificant predictor of sustained improvement (i.e., no re-
lapse) (R2=0.32; χ2=17.50, df=8, p=0.03; with p=0.0009
when a backward selection procedure was used and all
nonsignificant predictor variables were eliminated). The
associated reduction in relapse risk due to early response
was described by an odds ratio of 16.9 (95% CI=2.8–328.4).
None of the early responder patients treated with sertra-
line in the acute phase relapsed, and only one early re-
sponder patient treated with placebo relapsed.

Tolerability and Patient Disposition

The mean endpoint daily dose for patients treated with
sertraline was 137 mg/day (SD=52). The mean daily dose
of placebo equivalent was 145 mg/day (SD=58).

Overall, 60.9% of the patients who received sertraline
(N=28) and 40.0% of the patients who received placebo
(N=20) completed the study. Reasons for study discontin-
uation for the patients who received sertraline and for
those who received placebo, respectively, were: met re-
lapse criteria, 6.5% (N=3) versus 28.0% (N=14); clinical de-
terioration, 10.9% (N=5) versus 20.0% (N=10); adverse
events, 8.7% (N=4) versus 6.0% (N=3); withdrew consent,
6.5% (N=3) versus 6.0% (N=3); and miscellaneous other
reasons, 6.5% (N=3) versus 0% (N=0). Six patients who re-
ceived sertraline and four patients who received placebo
at one study site were excluded from the efficacy analyses
because of the institutional review board’s concerns about
a study investigator’s lack of participation in performing
the required efficacy assessments.

There were no treatment-emergent, treatment-related
adverse events reported at a rate of 10% or higher for the
sertraline-treated patients during the 28 weeks of double-
blind sertraline treatment. The only treatment-related ad-
verse event reported at a rate of 10% or higher for the pla-
cebo group was dizziness (18.0% [N=9] versus 4.3% [N=2]
of the patients receiving sertraline) (p=0.053, Fisher’s exact
test). At 2 weeks, 18% of the placebo subjects (N=9) and

4.3% of the sertraline subjects (N=2) experienced dizzi-
ness (χ2=4.07, df=1, p=0.04). Among the placebo subjects,
three reported mild, five moderate, and one severe dizzi-
ness. Among the sertraline subjects, one reported mild
and one moderate dizziness. This dizziness may have
been a transient symptom related to rapid discontinua-
tion of sertraline after 6 months or more of continuous
treatment.

There were no clinically significant laboratory abnor-
malities during the study. Three of 44 patients who re-
ceived sertraline (6.8%), and four of 50 patients who re-
ceived placebo (8.0%) gained 7% or more in body weight
during the 28 weeks of study treatment.

Discussion

The results of this double-blind, placebo-controlled
maintenance treatment study found sertraline to have sig-
nificant efficacy compared to placebo in sustaining im-
provement in symptom severity achieved during previous
acute and continuation treatment and in preventing re-
lapse. By all three a priori outcome criteria, sertraline
showed a significant advantage over placebo in preventing
PTSD relapse and was associated with a 4.5- to 6.4-fold re-
duction in the likelihood of a recurrence of PTSD. This
prophylactic benefit was observed for both men and
women, and it was notable that none of the men who re-
ceived sertraline met relapse criteria during the 28-week
study.

Kaplan-Meier analyses (Figure 2) demonstrated that
sertraline significantly extends the time in remission
among patients with chronic PTSD (mean duration=13
years). In most patients treated with sertraline, efficacy
was well sustained, and only 5% of sertraline-treated pa-
tients met relapse criteria. Among patients randomly as-
signed to receive placebo, the largest proportion of clinical
worsening occurred during the first 2 months after sertra-
line discontinuation, underscoring the need for increased
observation of patients during the initial weeks after the
end of continuation treatment. The possibility that dis-
continuation of sertraline after 36 weeks of treatment
might have caused some mild discontinuation symptoms
(the dizziness observed in patients who received placebo)
needs to be considered as a factor that may have contrib-
uted to relapse during the early weeks of placebo treat-
ment. The majority of cases of relapse, however, occurred
3 or more weeks after sertraline was discontinued, sug-
gesting that loss of prophylactic efficacy was a significant
factor. Furthermore, a recent systematic review of relapse
after antidepressant discontinuation found that abrupt
discontinuation did not increase the risk of relapse (44).

Overall, sertraline treatment was well tolerated, with a
very low incidence of adverse events among patients re-
ceiving sertraline (all adverse events occurred at a rate
lower than 10%). Consistent with the findings of previous
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long-term treatment studies (45), sertraline was not asso-
ciated with significant weight gain, compared to placebo.

The efficacy of sertraline in maintaining earlier thera-
peutic gains was consistent across each of the three core
PTSD symptom cluster measures, which showed only
minimal endpoint symptom change scores.

Patients in the current study had previously completed
12 weeks of double-blind, placebo-controlled acute treat-
ment, as well as 6 months of open-label continuation
treatment. During the continuation phase of treatment,
92% of acute phase responders maintained their response,
while 54% of acute phase nonresponders converted to re-
sponder status (the majority in the first 6 weeks). Among
patients who maintained their response, there was a mod-
est but significant further reduction in symptom severity
during continuation treatment.

An exploratory regression analysis was able to identify
only one predictor of sustained response among patients
whose sertraline was discontinued: early response, in the
first 4 weeks of acute treatment, was associated with a sig-
nificantly reduced risk of relapse after placebo substitu-
tion. The fact that early responder status was a positive
predictor regardless of whether the patient received ser-
traline or placebo in the initial acute treatment study sug-
gests that early response, although significantly more fre-
quent among patients who received sertraline, is actually
a nonspecific prognostic factor associated with a highly
favorable long-term clinical outcome.

Several limitations of this study should be considered.
First, the study patients suffered from PTSD that was
highly chronic (mean duration=13 years) and of moderate
or greater severity. Consequently, it is unclear to what ex-
tent the results of this study generalize to the treatment of
patients with less chronic or less severe PTSD. Further-
more, we excluded patients with several forms of current
or lifetime psychopathology, including a primary diagno-
sis of major depression, OCD or other anxiety disorders,
and alcohol or other substance dependence or abuse in
the past 6 months. These exclusions may also affect the
generalizability of the findings. Finally, the size of the
study group was relatively small, suggesting the need for
additional studies to cross-validate the results.

Future studies will be needed to address clinical ques-
tions such as when maintenance therapy is indicated, how
long maintenance sertraline treatment should be contin-
ued, and the optimal dose of sertraline required both to
sustain improvement and to prevent relapse.

The current study is the first double-blind, placebo-
controlled treatment trial we are aware of that examines
the efficacy and tolerability of long-term pharmacother-
apy for PTSD. The results confirm the clinical efficacy and
safety of sertraline in preventing PTSD relapse and sus-
taining response among responders. This is an important
finding in light of the established chronicity of PTSD. The
results of the current study are consistent with previous
research suggesting the importance of maintenance treat-

ment in the long-term management of other affective and
anxiety disorders such as depression (30), OCD (31), social
phobia (33), and panic disorder (32).
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