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Learning Objectives

1.Overview of trauma as a risk and complicating factor in 
psychosis.

2.Become familiar with how to assess trauma and differentiate it 
from psychosis.

3.Discuss cultural and linguistic considerations for trauma and 
psychosis assessment.

4.Discuss how to interact with clients who have experienced 
trauma, review case examples, and management of challenges 
in treatment. 
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Expectations for Learners

• How are you currently assessing and treating trauma? Where could you 
integrate new approaches?

• Consider how you will integrate these ideas into your screening, 
assessment and treatment process?

• Reflect on current approaches to working with ethnoracial minoritized 
clients. What changes can be made to provide culturally affirming care?

3

What is trauma?

4

A traumatic event is defined as 
exposure to actual or threatened 
death, serious injury, or sexual 
violence. 

Complex developmental trauma 
involves traumatic stressors that 

1. Are repetitive and/or prolonged

2. Involve direct harm and/or neglect 
by responsible adults

3. Occur at developmentally 
vulnerable times in the victim’s life

4. Have great potential to severely 
compromise a child’s development

American Psychiatric Association, 2013

3

4



3/2/2023

3

DSM-5 PTSD Criteria

5

DSM-5 Symptom Clusters:

• Re-experiencing

• Avoidance

• Altered Cognitions

• Changes in arousal -
Began/worsened after event

Other Criteria:

• > 1 month

• Clinically Significant  
Impairment

Symptoms common in children:
• Changes in play
• New fears
• Separation anxiety
• Distress at reminders 
• Sleep disturbances
• Somatic complaints
• Developmental regression
• Acting out, irritability, aggression
• Withdrawal 
• Sadness, depression
• Difficulty with attention, 

concentration, & memory
• Exaggerated startle response

APA, 2000; 2013

Types of trauma
Directly experienced, witnessed:

• Emotional abuse, Physical abuse, Sexual abuse

• Neglect

• Interpersonal violence – domestic violence, bullying, harassment, 
discrimination

• Physical or sexual assault

• Community violence 

• Natural disasters

• Accidents, medical procedures

• War
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Negative consequences of trauma

Childhood 
Trauma

Cognition – attention, 
learning & memory

Emotion process and 
regulation

Poor social relationships 
– peers, family, partners

Poor physical health &  
disability

Substance use

Mental heath disorders
Homelessness Re-victimization

Poor school & work 
functioning

Suicide (Magruder et al., 2017; ACES Study, 2014)Incarceration

Trauma in psychosis

• Trauma is common (Neria et al., 2002; Varese et al., 2012): 
• 6.8% with PTSD in general population vs 23% in first episode psychosis
• Up to 80% of youth a clinical high risk for psychosis endorse a lifetime history of 

traumatic events and victimization during childhood.

• Trauma is poorly diagnosed in individuals with serious mental illness 
(Grubaugh et al., 2011)

• Ex. Hallucination/suspiciousness vs trauma symptom

• History of trauma exposure in psychosis  more severe symptoms, worse 
social functioning, increased substance use, hospitalization, 
homelessness and risk for suicide. (e.g. Grattan et al., 2019)
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Trauma as a risk factor for psychological disorders

Threshold

S
tr

e
ss

High

Low

Presence of Symptoms

Absence of Symptoms

Biological/Genetic Vulnerability

Low High

(Holtzman et al., 2012; Read et al., 2005; Tryon et al., 2021)

Trauma as a risk factor for psychosis

10

Genetic/Biological 
vulnerability for psychosis

TRAUMA

x

PSYCHOTIC-LIKE 
EXPERIENCES

(Mayo, et al., 2017)
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What should we do?
• National Child Trauma Stress Network, National Center for 

PTSD, and the American Academy of Child and Adolescent 
Psychiatry have guidelines on assessment and treatment of 
trauma 

• This presentation series will provide an overview of a general 
approach for EP care providers (Blanch et al., 2018; Loewy et 
al., 2019)

• Create a trauma-informed environment for clients AND Staff
• Use trauma screeners (assessing events and symptoms) into standard 

assessment
• Provide evidence-based care

11

SAMHSA’s Trauma-Informed Approach

• This is necessary, but NOT sufficient!

• Integrate understanding of trauma into all aspects of care

• Six Core principles:
1. Physical and psychological safety
2. Trustworthiness and transparency
3. Empowerment, voice and choice
4. Collaboration and mutuality
5. Peer support
6. History, gender and culture

12

Blanch, Hardy, Loewy & Niendam (2018).

11

12



3/2/2023

7

Developing Healthy Organizational Climates

• Staff will experience burnout, compassion fatigue and vicarious 
trauma

• Create organizational practices to monitor these reactions (Pro-
QOL; https://proqol.org/)

• Leadership and supervisors create safe and appropriate spaces 
to process experiences (rather than letting staff dump on each 
other) and support well-being

• Shift from self-care  caring community/organization
• Ensure access to mental health support
• Ensure space for breaks, lunch, exercise, mindfulness

13Blanch, Hardy, Loewy & Niendam (2018).

Assessment

14

1. Psychosis symptoms
- SIPS
- SCID

2. Trauma 
- PCL-5 for adults
- CATS for youth

3.   Columbia Suicide Scale
- Suicidal Ideation/    

Behavior
- Non-suicidal self       

injury

Client 
& 

Family

Team 
Meeting
Weekly 

coordination 
of care 

Physician
Health & 

Medication 
Mgmt

Psychoeducation
& Support

Lead 
Clinician

Gold-Standard 
Assessment
TI-CBT for 
Psychosis

Psychoeducation

Supported 
Education & 
Employment 
(Crossroads)

Family 
Advocate

Family Support
Linkage to 

Community 
Services

Peer Case 
Manager

Client Support
Linkage to 

Community 
Services

Groups
MFG

SAMM
Family Support
Peer Support

Expressive Arts

(Folk et al., 2019)
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Assessment

• Diagnosis – Gold Standard measures are interviews
• Adult: Clinician-Administered PTSD Scale (CAPS-5) or Structured 

Clinical Interview for DSM-5 
• Youth: UCLA Child/Adolescent PTSD Reaction Index for DSM-5 or 

Clinician-Administered PTSD Scale for DSM-5 - Child/Adolescent 
Version (CAPS-CA-5)

15

National Center for PTSD (https://www.ptsd.va.gov/professional/index.asp). 
International Society for Traumatic Stress Studies https://istss.org/clinical-resources/child-trauma-assessments 

Assessment
• Recommended Trauma Screeners

• Adult: Life Events Checklist (LEC) + Posttraumatic Stress Disorder 
Checklist for DSM-5 (PCL-5; Weathers et a., 2013)

• Youth: Child and Adolescent Trauma Screen (CATS; Sachser, et al., 
2017) The CATS is available in several languages, including German, Norwegian, 
Spanish, Swedish, Arbabic, Dari, Farsi, Paschtu, Tigrinya, Turkish

Measure both traumatic events AND trauma symptoms
• They are parallel versions and can easily transition from under to over 

18
• EPI-CAL versions also include age “first experienced” or “first 

witnessed”

16

National Center for PTSD (https://www.ptsd.va.gov/professional/index.asp). 
International Society for Traumatic Stress Studies https://istss.org/clinical-resources/child-trauma-assessments 

15
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CATS Example Items

1. Slapped, punched, or beat up in your family. 
 

 No  Yes  I don’t know  Prefer not to 

say 
2. If “Yes” selected: What age were you when you first experienced being slapped or punched in 

your family? 
 0 – 4 years old  5-10 years old  11- 17 years old 

 

In the last two weeks,
how often were you bothered by: Never

Once in 
a while

Half the 
time

Almost 
always

39. Upsetting thoughts or pictures about what 
happened that pop into your head.

0 1 2 3

40. Bad dreams reminding you of what happened. 0 1 2 3

41. Feeling as if what happened is happening all over 
again.

0 1 2 3

Step 1: Identify Traumatic Events (18 items) with age

Step 2: Select most Traumatic Event

Step 3: Rate frequency of recent symptoms related to most Traumatic Event

Step 4: Total Score based on symptom frequency  cut offs for PTSD and Possible PTSD

Assessment

• Our assessment model also uses
• SIPS  severity of attenuated/psychotic symptoms

• SCID-5  mood, substance use, PTSD vs other anxiety disorders

• DSM5 Cultural Formulation interview  understand cultural and 
familial context of experiences

• CSSRS  high suicide risk in this population! Need to systematically 
evaluation and provide safety plan to reduce risk.

17
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Differential Diagnosis

• Hallucinations vs flashbacks/memories/dreams
• Unknown origin vs Related to trauma?
• Triggered in specific situations?

• Paranoia vs mistrust
• Level of conviction? 
• Concerns specific to trauma history (e.g. men if raped/abused by a 

man)?

• Dissociation vs delusions

19

Blanch, Hardy, Loewy & Niendam (2018).

Other challenges

• Reality of incident
• Engage collateral informants, review records
• Event not real – process distress around delusion/hallucination rather 

than event itself

• Rapid disclosure of trauma
• Stop the disclosure – it’s exposure! Explain process again.

• May take time to clarify what is really driving the experiences

20

(Folk et al., 2019)
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The Current Mental Health Landscape of 
Ethnoracial Minorities
Minorities in the US and immigrants in the US
47.9 million foreign born immigrants reside in the US (Census Bureau 2022)

A closer look at Latinx outcomes: 
Less likely to receive mental health care compared to English speaking and US born 
individuals (Alegria et al., 2007).

Mental distress related to immigration and acculturation (American Psychiatric Association, 
2017). 

21

Early Psychosis Outcomes 

Black and Latinx individuals are more likely to be diagnosed with Schizophrenia 
(Oluwoye et al., 2018).

Asian American populations have longer DUP (Li et al., 2014).

Findings from the Recovery After an Initial Schizophrenia Episode (Oluwoye et al., 2018).

Cultural Humility

“Cultural competence in clinical practice is best defined not by a discrete endpoint 
but as a commitment and active engagement in a lifelong process that individuals 
enter into an ongoing basis with patients, communities, colleagues, and with 
themselves.”

Be mindful of your own values, beliefs, experiences, and biases 
- Check in with yourself about the power dynamics and power imbalances
- To develop mutually respectful relationships with our clients. 

Be curious and open. 

Be flexible to assess new cultural dimensions of the experience of each patient. 

Create a safe and welcoming place 

(Tervalon & Murray-Garcia, 1998). 

21
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Considering community, culture and language
• DSM5 Cultural Formulation interview (American Psychiatric Association, 

2013) as one method of understanding the context within which the 
individual (and family) understands their experiences and reactions

• https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/APA
_DSM5_Cultural-Formulation-Interview.pdf

• Exposure to trauma 
• Likelihood of experiencing particular types of trauma varies by sex, age, racial/ethnic 

identity, sexual orientation, community, socio-political situation (Magruder et al., 2017)

• Response to trauma
• Individual – family – community (Maercker & Horn, 2013)
• Ex. Blaming the victim, War, avoidance vs coping

23

Considering community, culture and language

Language challenges
• Lack of access to qualified professionals with language skills = rely on interpreters
• Gold standard of care when working with interpreters includes a pre-meeting and a 

post-meeting. 
• “Dos and Don’ts: Guidelines for Clinicians Working with Interpreters in Mental 

Health Settings” by NY State Psychiatric Institute Center of Excellence for 
Cultural Competence https://nyculturalcompetence.org/wp-
content/uploads/2014/04/DosANDDonts_V5_4-22-14.pdf

• Concepts can “get lost” in interpretation. 
• Ex of assessing hallucinations: “Yo siento a mi hijo conmigo, es mi hijo y siempre

va a estar conmigo.” 
• Idioms of distress: “Ataque de nervios” 

• Need to ensure support persons understand the symptoms, concepts, relapse plans 
in their primary language

24
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Cultural Humility in Action: Crucial 
Conversations
Racism and Discrimination
"Are there aspects of your race and culture that may be important for us to talk 
about?"
"Do you have cultural or religious beliefs that may be impacting on how you feel or 
in the way problems are bothering you?" (pp. 148, Rathod et al., 2015)

Give Choice and Voice
"We do not need to talk about this issue of racial discrimination at this time. 
However, I will be open to discussing this issue any time when you are comfortable 
doing so. It may be that you feel that I will not understand your experience which 
may be partially true, but I do understand discrimination, [perhaps at some level or 
in a different way.]" (pp. 148, Rathod et al., 2015)

25

Post-Assessment = Feedback

• Summarize your findings for the client and their support system
• Be clear on what you know and what you don’t know 

Sam is hearing voices and has a history of physical and emotional abuse. Based on 
our assessment, we believe the voices are auditory hallucinations and they are 
significantly impacting his work in school. For this, he meets criteria for Other 
Specified Schizophrenia Spectrum Disorder (Persistent Auditory Hallucinations). 
However, Sam’s experience of abuse has also led to significant trauma symptoms 
that meet criteria for PTSD. We know that psychosis and trauma are related and can 
work with Sam (and you) to develop more knowledge and skills to cope with these 
symptoms. Over time, as we get to know Sam, we may understand more about how 
these symptoms interact with each other. 

• Make sure you have a safety plan if there are risk behaviors!

26
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Vignette

27

Vignette: Guadalupe
Background: Guadalupe is a 15-year-old, Latinx cisgender female with 
preferred pronouns of she/her. She is bilingual in Spanish and English, 
primarily speaks English at school/with friends, and speaks Spanish at 
home. She lives with her parents and two sisters. She identifies as Catholic. 
She is accompanied by her mom Isela to the intake appointment. 
Guadalupe prefers English and Isela, her mother, prefers Spanish for the 
appointment.

Referral: Guadalupe was referred by her PCP after complaining of 
headaches, stomachaches, nightmares, and her belief that her abuelito
(grandfather) who passed away at the start of the pandemic in 2020 is 
sending her messages that can show her and her family the righteousness 
you need to enter heaven.

28
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Guadalupe’s Intake Assessment
Clinical Interview: 

• No significant medical history, prior psychiatric hospitalization, or treatment
• No substance use

SCID Diagnosis: Attenuated Psychosis Syndrome -Other Specified 
Schizophrenia Spectrum and Other Psychotic Disorder (onset: 
December 2022) * Note, not in full psychotic range. At-Risk Phase.
• Auditory perceptual disturbances (belief that grandfather is calling her name, hearing his 

voice say phrases about how to go to heaven)
• Visual perceptual disturbances (seeing a shadow that has the shape of her grandfather)
• Unusual thoughts (belief that grandfather is communicating with her by the way things are 

arranged around the house)

Trauma Screeners: CATS – Youth (7-17 y/o) & Caregiver report in 
Spanish

29

CATS Results

30

Guadalupe Endorsed 8 Lifetime Traumatic Events:
Serious natural disaster (recent CA wildfires)

Serious accident or injury (car accident, age 8)

Slapped, punched, or beat up by someone outside of the family (beat/bullied by older students, 9th grade)

Seeing a family member get slapped, punched, or beat up (witnessed domestic violence in the home at 
age 5, DV is not currently occurring)

Seeing someone in the community get slapped, punched, or beat up (witnessed gang related street fights walking 
home from school)

Seeing someone attacked, stabbed, shot, hurt badly, or killed (witnessed gang related street fights walking 
home from school)

Other stressful or scary event? Grandfather passing away in 2020 and maternal aunt being detained at the 
border in Dec. 2022

SYMPTOM SCORE FOR PAST 2 WEEKS: 40 (15+ is clinically significant; 
21+ suggests probable PTSD)

29
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CATS Results

31

Mother Endorsed 4 Lifetime Traumatic Events for 
Guadalupe:
Seeing a family member get slapped, punched, or beat up (witnessed domestic violence in the 
home at age 5, DV is not currently occurring)

Seeing someone in the community get slapped, punched, or beat up (witnessed gang related street fights walking 
home from school)

Seeing someone attacked, stabbed, shot, hurt badly, or killed (witnessed gang related street fights walking 
home from school)

Other stressful or scary event? Maternal aunt being detained at the border in Dec. 2022

SYMPTOM SCORE FOR PAST 2 WEEKS: 35 (15+ is clinically significant; 
21+ suggests probable PTSD)

Does Guadalupe have PTSD?

• More assessment is needed!
1. Understand discrepancies - Why does Guadalupe and her mother 

have different responses?

2. Review symptoms endorsed on CATS and determine if best 
explained by psychosis or trauma
• Onset of symptoms – did they first present before/after traumatic event or 

psychosis onset?
• Context of symptoms – do they emerge along with attenuated psychosis 

symptoms or trauma reminders?

3. Complete Trauma Module of SCID

32
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1) Understanding Discrepancies

33

Why might Guadalupe and her grandmother endorse different 
traumatic events?

• Is the collateral reporter the best source of information?
• Guadalupe is very worried about sharing what is happening at school. She doesn't want to 

add more worries and stress to her family who is struggling to keep up with rent payments 
and might lose their home.

• Getting additional collateral information from school teachers/ counselors might be 
crucial. Including family members who spend more time with Guadalupe might be 
important (siblings, her dad, or close relatives)

• The same traumatic event can impact people differently
• Guadalupe's mother, Isela, didn't expect the loss of her grandfather to impact her beyond 

the initial year of loss. Isela shared that abuelito was often a caretaker for Guadalupe.
• When Guadalupe was 5-6 year's old, her parents attended marriage counseling for the 

experience of DV, but Guadalupe did not receive mental health services.
• Some may not endorse certain traumatic events they’ve experienced because disclosing 

can be uncomfortable!

2) Disentangling symptoms: Trauma Vs. Psychosis

34

• Upsetting thoughts/pictures of 
the event

• Bad dreams of the event
• Feeling very upset when 

reminded of the event
• Strong physical reaction when 

reminded of the event
• Blaming self or others for the 

event

• Negative thoughts of self/others
• Frequent, uncomfortable 

emotions (fear, anger, guilt, 
shame, etc.) 

• Not feeling close to others
• Feeling mad
• Being overly alert/on guard
• Being jumpy
• Problems paying attention
• Trouble falling or staying asleep

Gudalupe’s report of symptoms in the past 2 weeks - rated 2 (Half of the time) or 3 (Almost always) on CATS

33
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2) Disentangling symptoms: Trauma Vs. Psychosis

Some symptoms are better accounted for by at-risk psychosis 
symptoms (recent onset and unusual thoughts and perceptual 
disturbances)

• Overly alert/on guard 
• Feeling jumpy
• Problems paying attention
• Trouble falling/staying asleep
**Collateral from mom during interview: The family does believe that you 
can have a connection with loves ones who have passed away and the 
family is Catholic and believe in going to heaven after death. However, 
no one in the family shares Gudalupe's beliefs and they are unusual and 
worrisome .

35

3) SCID: Trauma Module Results

• Confirmed comorbid diagnosis of PTSD
• Nightmares & intrusive memories of event
• Avoidance of memories/thoughts/feelings related to the event
• Inability to remember significant parts of the event
• Persistent/exaggerated beliefs that “I am never safe”
• Inappropriate self-blame for the event
• Impact on school functioning and relationships at home

36

35
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3) Cultural and Linguistic Considerations

 Assess for language fluency. If you are working with an 
interpreter, review assessment and confidentiality during pre-
meeting.

 Ask follow up questions regarding religious/spiritual beliefs 
within cultural/familial norms. Utilize the CFI. Seek outside 
consultation with community providers who work with certain 
populations if needed.

 Stay attuned to immigration, legal resources, new outcomes 
research and trainings for implementing research findings.

37

3) Cultural and Linguistic Considerations

Cultural Humility in Action

• Do we need to modify and adapt our treatment approach?
• Are additional resources and consultation needed to serve client 

and family in a culturally affirming manner? Do I need to be an advocate 
for specific needs at school, work, or in their community?

• Can we have the same interpreter for each session?
• Do I need to seek outside supervision and consultation?
• What are the cultural values and beliefs impacting the client and family?
• What strengths can be included based on their cultural values and beliefs?

• Spirituality, religious coping, closeness of family, traditions and practices

38
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Considering community, culture and language

• Access to appropriate treatment
• Limited access to evidence based care for individuals (or training for 

providers) in rural areas (Paul et al., 2006). Telehealth may help 
(Lindsay et al., 2015)

• Lack of access internationally has lead to development of new 
approaches (e.g. Syrian refugees, delivered by non-professionals; 
Sijbrandij et al., 2017)

39

Why isn’t trauma treatment common for individuals 
with psychosis?

• Cragin et al. (2017) provided preliminary guidelines for treating 
trauma in the context of early psychosis (EP, within 5 years of 
onset) or youth at high clinical risk

• Based on expert consensus method – survey of 118 clinical 
experts representing 121 EP programs across 28 states.

• 78% reported barriers to treating trauma in their EP programs

40
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Trauma Integrated Cognitive Behavioral Therapy 
for Psychosis (TI-CBTp) (Folk et al., 2019)

41

• Developed with the support of HRSA with the goal of increasing 
psychology workforce while also addressing unmet treatment needs

• Some research on trauma treatment in chronic psychosis, but no established 
approaches for early psychosis OR youth at high risk

• Collaboration between the UC Davis EDAPT Clinic and the UC Davis 
CAARE Center

• Work has focused on individuals ages 12-30 who are: 1) within 2 years of 
psychosis onset or 2) at clinical high risk for psychosis.

• Build upon foundation of Trauma-Focused CBT (TF-CBT)
• Has many components of PE, CPT… and a bit of Dialectical Behavioral Therapy 

(DBT).

Prioritize treatment approach

42

(Folk et al., 2019)
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43

Client 
& 

Family

Team 
Meeting
Weekly 

coordination 
of care 

Physician
Health & 

Medication 
Mgmt

Psychoeducation
& Support

Lead 
Clinician

Gold-Standard 
Assessment
TI-CBT for 
Psychosis

Psychoeducation

Supported 
Education & 
Employment 
(Crossroads)

Family 
Advocate

Family Support
Linkage to 

Community 
Services

Peer Case 
Manager

Client Support
Linkage to 

Community 
Services

Groups
MFG

SAMM
Family Support
Peer Support

Expressive Arts

Treatment Engagement

(Folk et al., 2019)

TI-CBTp Core Components

44

Psychoeducation

• Psychosis, 
trauma, 
substance 
use, etc

• Definitions, 
common 
reactions, 
biology

Skill building 

• Replace 
maladaptive 
coping with 
adaptive 
skills

• Relaxation, 
affect 
recognition 
& 
regulation, 
cognitive 
coping 

Enhance 
Supports

• Involvement 
of support 
persons 
whenever 
possible

Safety 
Planning

• Relapse 
management

• Abuse 
prevention, 
healthy 
relationships. 

Exposure

• Gradual 
process to 
maintain 
stability

• Imaginal and 
in vivo 

• Complete a 
narrative

1 month 
stability

(Folk et al., 2019)
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Case Example
• Jose is a 17 year old Hispanic male. Presented with his biological parents to our clinic 

after hospitalization for first manic episode with psychotic features. Started medication 
and stabilized quickly. Had witnessed a shooting at his neighborhood school 3 weeks 
prior to first episode. Was refusing to return to school or go outside his home.

45

Psychoeducation

• Identified 
symptoms of 
mania, 
psychosis and 
trauma

• Identified his 
reactions & 
trauma 
triggers

• Role of 
avoidance 

Skill building 

• Relaxation 
skills were 
helpful

• Lots of 
Avoidance 
Used SUDS 
ratings to 
capture 
distress

• Cognitive 
coping to 
address 
thoughts

Enhance 
Supports

• Engaged 
parents 
(Spanish-
speaking) in 
psychoed
sessions

• He taught 
them about 
coping skills

• Reviewed 
role of  
avoidance

Safety 
Planning

• Relapse 
management

• Discussed 
community 
safety

Exposure

• SUDS ratings 
during 
Psychoed

• Imaginal –
return to 
school

• In vivo -
Campus visits 
with support

1 month 
stability

Managing challenges in treatment

• Cognitive impairment 
• Keep it simple, concrete, lots of practice, use visual aids

• Negative Symptoms
• Behavioral activation, pleasure ratings, emotion induction
• Writing or drawing

• Recurrent crises
• Enhance supports, community services
• Use other interventions – DBT, parent training

• Family history of trauma
• Psychoeducation and referrals for care *Intergenerational Trauma

46

(Folk et al., 2019)
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Managing challenges in treatment
• Rapid disclosure of trauma

• Stop the disclosure – it’s exposure! Explain process again.

• Reality of incident
• Engage collateral informants, review records
• Event not real – process distress around delusion/hallucination rather than event itself

• Clinician fear of using exposure
• Remember that psychoeducation is part of gradual exposure!
• Move forward slowly and shore up skills before exposure

• Secondary traumatic stress 
• Monitor, engage in self-care
• Make sure environment is trauma-informed 

47

(Folk et al., 2019)

Conclusions
• Trauma is a public health issue that requires clinical attention and research to prevent 

wide array of poor outcomes. Specifically for ethnoracial minoritized populations, a closer 
assessment regarding language and culture is important.

• Trauma symptoms are common in psychosis and contribute to poorer course of illness 
and increased disability.

• Trauma is a risk factor for the development of psychosis

• Therefore, individuals with psychosis (or at risk for psychosis) should receive appropriate 
assessment and treatment of their symptoms that also meet the language needs of their 
clients and families.

• Use of exposure-based treatments has good evidence for treating individuals with 
established psychosis, and preliminary evidence suggests such treatments can be used 
in early psychosis or individuals at risk.

• Providers are called to engage in cultural humility throughout every stage of treatment if 
we want to provide culturally affirming care

48
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Evidence-based treatment of trauma in psychosis
• Empirically supported treatments for PTSD use exposure to 

traumatic events to reduce cognitive and behavioral avoidance 
that maintains symptoms (Foa & Davidson, 1999)

• Cognitive behavioral therapy (CBT)
• Prolonged exposure (PE)
• Eye movement desensitization and reprocessing (EMDR)
• Cognitive processing therapy (CPT)

• Exposure is imaginal or in vivo

• Evidence base is growing for other therapeutic interventions 
(interpersonal therapy), but first line should be empirically 
supported treatments (Difede et al., 2014)
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Treating trauma in established psychosis

• Multiple small studies support using EBPs with exposure in 
psychosis:

• Frueh and colleagues (2009) showed decreased PTSD symptoms for 
CBT+E compared to TAU.

• van den Berg and van der Gaag (2012) showed reduced symptoms of 
PTSD, psychosis, depression and anxiety for EMDR+TAU vs TAU 
alone

• de Bont and colleagues (2013) showed reduced PTSD severity with 
EMDR and PE
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Treating trauma in established psychosis
• Only one RCT of exposure-based treatments by van den Berg and 

colleagues (2015)
• Both PE and EMDR reduced PTSD symptoms compared to waitlist control
• BUT PE (not EMDR) resulted in full remission of symptoms compared to control

• Studies of CBT without exposure are mixed
• Mueser and colleagues (2008) showed CBT+TAU decreased PTSD and other 

symptoms compared to TAU alone.
• Steel and colleagues (2017) did not find reduced trauma or other symptoms for 

CBT+TAU
• Both studies noted that exposure may be key to effectiveness!
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Preliminary data on TI-CBTp

• Since 2015, 29 youth with significant trauma symptoms were 
engaged in treatment

• Mean age 18.7 ± 5.05 years; 55% female; 31% Hispanic; 79% Non-
white

• 86% first episode psychosis
• 55% met for PTSD and 45% had notable trauma symptoms

• 10 (34%) completed some TI-CBTp components, while 12 had 
not completed any TI-CBTp components at the time of 
assessment. 7 individuals were discharged from care prior to 
follow up assessment
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Summary of preliminary TI-CPTp results

• Preliminary data suggest that youth with psychosis and trauma-related 
symptoms can be appropriately treated using TI-CBTp. CSC intervention 
programs should directly treat trauma to improve client outcomes.

• 34% who complete some TI-CBTp had lower positive symptoms and 
higher functioning at baseline than individuals who did not progress into TI-
CBTp.

• Over follow up, treatment of trauma in EP does not lead to an increase in 
clinical symptoms. Regardless of amount of TI-CBTp received, youth with 
EP and comorbid trauma symptoms show comparable reduction in clinical 
symptoms with little change observed in functioning or insight.
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