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Abstract: Psychosis is conceptualized in a neurodevelopmental vulnerability-stress framework, and
childhood trauma is one environmental factor that can lead to psychotic symptoms and the
development of psychotic disorders. Higher rates of trauma are associated with higher psychosis
risk and greater symptom frequency and severity, resulting in increased hospitalization rates and
demand on outpatient primary care and mental health services. Despite an estimated 70% of
individuals in the early stages of psychosis reporting a history of experiencing traumatic events,
trauma effects (post-traumatic anxiety or depressive symptoms) are often overlooked in psychosis
treatment and current interventions typically do not target commonly comorbid post-traumatic
stress symptoms. We presented a protocol for Trauma-Integrated Cognitive Behavioral Therapy for
Psychosis (TI-CBTp), an approach to treating post-traumatic stress symptoms in the context of early
psychosis care. We provided a brief summary of TI-CBTp as implemented in the context of
Coordinated Specialty Care and presented preliminary data supporting the use of TI-CBTp in early
psychosis care. The preliminary results suggest that individuals with comorbid psychosis and posttraumatic stress symptoms can be appropriately and safely treated using TI-CBTp within
Coordinated Specialty Care.
Keywords: cognitive behavioral therapy; coordinated specialty care; early psychosis; empirically
supported treatment; trauma

1. Introduction
Psychosis is conceptualized in a neurodevelopmental vulnerability-stress framework whereby
“vulnerability” comprises neurobiological abnormalities originating from genetic factors,
abnormalities in fetal brain development and neuromaturational processes during adolescence and
“stress” comprises environmental factors increasing risk for, or triggering the manifestation of,
psychosis [1]. Early exposure to traumatic events is one environmental factor that can lead to
psychosis [2,3]. Risk increases in a dose-related fashion; greater childhood trauma exposure is
associated with higher psychosis risk [4] and symptom frequency and severity [5,6]. Research
regarding the relationship between experiencing trauma during adulthood and psychotic symptoms
is limited and mixed, though generally supports a positive association between adult traumatic
experiences and severity of psychosis symptoms [7,8]. This results in increased demand across mental
health services [9]. Comorbidity is also high; approximately 70% of individuals with early psychosis
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(EP) have a trauma history [10]. Although several Empirically Supported Treatments (ESTs) for
trauma-related disorders exist, few are integrated into EP care [11].
To address this critical gap, we developed an integrated protocol for treating post-traumatic
stress and psychosis symptoms in EP. Supported by Health Resources & Services Administration
funding, the protocol was developed as part of the Trauma Adolescent Mental Illness predoctoral
psychology internship at the University of California, Davis (UCD)—a collaboration between the
Child and Adolescent Abuse Resource and Evaluation Diagnostic and Treatment (CAARE) Center
and the Sacramento Early Diagnosis and Preventative Treatment (SacEDAPT) Clinic. EP includes
recent onset of a psychotic disorder in the past two years (ROP) and clinical high risk for psychosis
(CHR) based on subthreshold psychosis symptoms and/or genetic risk plus functional decline [12].
Building upon ESTs, our Trauma-Integrated Cognitive Behavioral Therapy for Psychosis (TI-CBTp)
protocol integrates the coordinated specialty care (CSC) model for EP [13], cognitive-behavioral
therapy for psychosis (CBTp) [14], and trauma-focused CBT treatments, including Trauma-Focused
CBT (TF-CBT) [15], Prolonged Exposure Therapy (PE) [16], and Cognitive-Processing Therapy (CPT)
[17]. The goal of the current manuscript was to provide a brief summary of TI-CBTp and to present
preliminary data supporting the feasibility and impact of using TI-CBTp in EP care. Symptom and
psychosocial functioning data were collected as part of standard clinical care at baseline (intake to
clinic) and at 6- and 12-month follow-up assessments. A detailed description of the TI-CBTp approach
and an illustrative example are presented in the Supplementary Material.
2. The Current Approach: TI-CBTp
TI-CBTp combines multiple ESTs (CBTp; TF-CBT, PE, CPT; CSC) to meet the needs of EP
populations. CBTp, an EST for first episode psychosis [14] and youth at clinical high-risk [18–20], is
used to address psychotic and common comorbid mood and anxiety symptoms. Psychotic symptoms
are conceptualized as distressing and stigmatizing interpretations of intrusions on normal awareness
[21]; cognitive and behavioral techniques are used to evaluate the content and accuracy of these
interpretations and generate alternative interpretations to reduce distress and improve functioning.
Core CBTp elements include psychoeducation, case conceptualization, cognitive and behavioral
interventions, and relapse management [14]. ESTs for post-traumatic stress symptoms are also used
and involve four key elements: psychoeducation, skill building, exposure, and safety planning [14].
Psychoeducation normalizes responses to traumatic events and describes common reactions to
trauma, types of traumatic events, and post-traumatic stress disorder (PTSD). Skill building teaches
patients to replace maladaptive coping skills with more adaptive skills to manage post-traumatic
stress symptoms. Exposure facilitates desensitization to trauma-related cues, reduces associated
negative emotions (e.g., shame, helplessness) and allows for processing of trauma-related memories.
Safety enhancement/relapse management solidifies skills such as abuse prevention and healthy
relationships.
Within the context of this paper, we described implementation of TI-CBTp within the UCD
SacEDAPT Clinic, which is an outpatient setting, using the CSC model. We decided to implement TICBTp within the CSC model because it addresses clinical and functional impacts of psychosis via a
multidisciplinary treatment team to comprehensively support the client and the family’s needs. Key
components include rapid identification after psychosis onset, comprehensive assessment,
psychiatric and medical management, supported employment and education, family support,
psychoeducation, CBT, substance use management, and suicide prevention [13]. Family members or
other support persons are key participants in CSC and family-related interventions include
psychoeducation, communication, problem solving, and relapse prevention. It may also be
appropriate to use TI-CBTp in other settings where longer-term treatment relationships can be
established, although this remains an empirical question.
Figure 1 illustrates how CBTp and ESTs for post-traumatic stress symptoms can be integrated
into the typical course of treatment in a CSC program. We outlined the treatment approach in three
stages. Stage 1 involves initial engagement of the client and family in all elements of the CSC model,
general psychoeducation about psychosis, and ongoing assessment of symptoms to prompt an initial
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case conceptualization to guide treatment, coupled with risk management and safety planning as
needed. These Stage 1 activities can last approximately 3–6 months, depending on the client’s needs,
and are conducted in parallel and iteratively (represented as a continuous cycle in Figure 1). Once
clients are stabilized and engaged in treatment, they transition to Stage 2, where conceptualization
driven CBTp, ESTs for post-traumatic stress symptoms, and other ESTs as needed, can be
implemented. Stage 2 can last approximately 12–18 months and should be integrated with ongoing
activities described in Stage 1. Stage 3 reflects the period of time (approximately 3 months) just prior
to a client graduating from a CSC program, when clients, families, and treatment teams engage in
discharge planning and linking to community care.

Figure 1. Integration of Cognitive-Behavioral Therapy for Psychosis and Empirically Supported
Trauma Treatment within Coordinated Specialty Care: A Three-Stage Model. Note. CSC =
Coordinated Specialty Care; This figure represents the three-stage approach to integrating Cognitive
Behavioral Therapy for Psychosis and empirically supported trauma treatments within CSC. Key
components of CSC are depicted in the outer circle as they should continue throughout the three
stages. The three stages build upon one another, with each serving as a necessary foundation for
subsequent stages.

The TI-CBTp protocol outlines three steps prior to beginning targeted empirically supported
psychosis and trauma treatment (Stage 2). The first is determining whether psychosis or posttraumatic stress symptoms are the primary concern or equally distressing. Figure 2 provides a
decision tree to guide the treatment approach. The second is identifying and addressing factors that
could impede (e.g., suicidal ideation/behavior, repeated crises) or enhance (e.g., family support)
treatment progress. The third is achieving a period of relative stability (i.e., one month on a stable
medication dose, psychotic symptoms managed without significant distress or effect on behavior,
and no engagement in high risk behavior) is requisite to proceeding with the trauma components of
TI-CBTp. These steps were all followed in the current evaluation of TI-CBTp.
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Client presents to
clinic

Psychotic or APS
Symptoms are
PROMINENT no trauma
experience noted

CBTp only

Psychotic or APS
Symptoms are
PROMINENT- past
trauma reported but
no current distress
Complete SCID
PTSD Interview
(to be sure)
CBTp with
psychoed about
trauma and safety
skills

Psychotic or APS
Symptoms are
PROMINENT and
SEVERE, with posttraumatic stress
symptoms present

Focus on
stabilization of
psychosis

Trauma is
RECENT event or
post-traumatic
stress symptoms
are PROMINENT,
Psychotic or APS
symptoms are
STABLE and
secondary

Complete SCID
PTSD Interview
when stable
(approx 4 weeks)

Complete SCID
PTSD Interview

Integrated TICBTp with initial
focus on trauma,
then psychosis

Both Psychosis/APS
and post-traumatic
stress are present
and contribute
EQUALLY to
distress
(Psychosis is stable)

Complete SCID
PTSD Interview

Integrated TICBTp with equal
focus
on trauma and
psychosis

Integrated TI-CBTp
with initial focus on
psychosis, then
trauma

Figure 2. Decision tree to guide clinical approach. Note. APS = Attenuated positive symptoms; CPTp
= Cognitive-behavioral therapy for psychosis; SCID = Structured Clinical Interview for DSM
Disorders; PTSD = Post-traumatic stress disorder; TI-CBTp = Trauma-integrated cognitive-behavioral
therapy for psychosis.

As illustrated in Figure 1, TI-CBTp implementation within the UCD SacEDAPT Clinic at Stage 2
of treatment included the following key components: psychoeducation, skill building, exposure, and
relapse management and enhancing safety (see Supplemental Material for detailed descriptions).
Within the TI-CBTp framework, psychoeducation is used to normalize responses to traumatic events
or psychosis onset and reinforce accurate cognitions about what occurred; it is emphasized at the
start of treatment and integrated throughout. Skill building involves managing concerning symptoms
and reactions to discussing traumatic experiences by replacing maladaptive with more adaptive
relaxation, affect regulation, and cognitive coping skills relevant to various situations. Exposure
unpairs thoughts, reminders, and memories from overwhelming negative emotions and breaks
patterns of avoidance. TI-CBTp uses gradual exposure and in vivo exposure (as needed). Clients
create a hierarchy and trauma narration (see TF-CBT manual [15]), to process “hot spot” memories.
After narration, cognitive processing is used to explore and correct trauma-related cognitive errors.
When appropriate, a support person is present as the client reviews their narration. Conjoint work
facilitates communication about traumatic events. Relapse management and enhancing safety is the final
stage and is used to reinforce relapse management and safety skills, create a transition plan for
ongoing care, and ensure that the client has sufficient social supporters who are aware of and
incorporated into a safety plan.
3. Experimental Section
3.1. Participants and Study Design
Individuals were enrolled in treatment at the UC Davis SacEDAPT Clinic from July 2014 to
August 2018 and data was collected as part of standard clinic intake practices. Eligible individuals
were between 12 and 30 years old and diagnosed with both psychotic and post-traumatic stress
symptoms. Individuals completed assessments at baseline (intake to clinic) and 6- and 12-months
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post-baseline with masters and doctoral level clinicians as part of ongoing clinical care. Primary
assessments were the SCID [22,23], Structured Interview for Prodromal Symptoms [12], Clinical
Global Impressions Scale [18,24], Global Functioning Social and Role (GFS, GFR) Scales [25], the
Global Assessment of Functioning [26], the Insight item from the Positive and Negative Syndrome
Scale (PANSS; higher scores reflect greater insight impairment) [27], and the Columbia Suicide
Severity Rating Scale [28]. Procedures for assessing post-traumatic stress symptom severity changed
during the course of data collection, resulting in the use of multiple measures. Adults completed the
PTSD Checklist for DSM-5 [29] and youth completed the UCLA PTSD Reaction Index [30] or the
Child and Adolescent Trauma Screen [31]. Data was collected during standard clinical practice as
part of quality improvement and was approved by the UC Davis Institutional Review Board. Deidentified data was provided for this preliminary analysis.
3.2. Analysis
Baseline sample characteristics were examined using descriptive statistics and differences
between the two groups (Stage 1, Stage 2) were tested using independent samples t-tests for
continuous variables (e.g., age), Chi-Square tests for nominal data (e.g., sex), and Mann–Whitney U
tests for ordinal data (e.g., Clinical Global Impressions Scale scores). Ordinal logistic regressions were
conducted for each ordinal outcome variable (e.g., Clinical Global Impressions Scale scores, insight)
to examine changes over time and differences between Stage 1 and Stage 2 clients; a two-way,
repeated measures ANOVA was conducted for the continuous Global Assessment of Functioning
outcome. Due to missing data for the majority of clients, changes in post-traumatic symptom severity
are presented for descriptive purposes. Since three different trauma symptom measures were used
depending on when the client entered the clinic and their age, scores were normalized to the
maximum score for each respective measure.
4. Results
4.1. Sample Characteristics
Between July 2014 and August 2018, 22 individuals (19 ROP; 3 CHR) were identified as having
co-morbid psychosis and post-traumatic stress symptoms at baseline (intake to UCD SacEDAPT
Clinic). All these individuals started within Stage 1 of TI-CBTp (Figure 1). Twelve clients remained
in Stage 1 at the time of analysis and 10 individuals moved on to Stage 2 of the protocol. All clients
participated in elements of CSC (Stage 1), regardless of participation in targeted empirically
supported psychosis and trauma treatment (Stage 2). Table 1 displays the baseline demographic
characteristics for Stage 1 and Stage 2 clients; there were no statistically significant differences in
baseline characteristics between the two groups.
Table 1. Baseline demographic characteristics.

Age at assessment M (SD)
Sex N (%)

Race N (%)

Ethnicity N (%)
Primary Language N (%)
Diagnosis N (%)

Years
Female
Male
Black
White
Other Asian
Other Pacific Islander
Other Race
Other Hispanic/Latino
Not Hispanic
English
Mood with Psychotic Features
Schizophrenia Spectrum Disorders
Other Specified/
Not Otherwise

Stage 1
N = 12
19.1 (5.4)
7 (58%)
5 (42%)
6(50%)
2 (17%)
0 (0%)
1 (8%)
3 (25%)
4 (33%)
8 (67%)
12 (100%)
5 (42%)
7 (58%)

Stage 2
N = 10
16.8 (4.9)
7 (70%)
3 (30%)
4 (40%)
2 (20%)
1 (10%)
0 (0%)
3 (30%)
3 (30%)
7 (70%)
10 (100%)
3 (30%)
3 (30%)

0 (0%)

4 (40%)
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PTSD Diagnosis N (%)
Post-traumatic Stress Symptom Severity M (SD)
Psychosis Diagnosis N (%)
Substance Use N (%)
Suicidal Ideation M (SD)
Suicidal Behavior N (%)
Non-Suicidal Self-Injury N (%)
Insight M (SD)

6 of 13
Specified Schizophrenia Spectrum
PTSD Dx
Normalized Score
Recent Onset
Clinical High Risk
Lifetime
Current
Lifetime
Current
Lifetime
Current
Lifetime
Current
Current

7 (58%)
62.3 (16.4)
12 (100%)
0 (0%)
6 (50%)
5 (42%)
3.3 (2.0)
1.0 (1.3)
5 (42%)
0 (0%)
5 (42%)
1 (8%)
3.0 (1.1)

6 (60%)
55.1 (23.5)
7 (70%)
3 (30%)
3 (30%)
2 (20%)
2.2 (2.4)
0.4 (1.0)
4 (40%)
1 (10%)
4 (40%)
2 (20%)
2.0 (1.3)

On the Clinical Global Impressions Scale, clients in both stages demonstrated clinically significant
overall symptoms at baseline (Stage 1: M = 5.1; SD = 1.3; range = 2–7; Stage 2: M = 4.2; SD = 0.8; range
= 3-5). Clients in the Stage 1 group demonstrated statistically higher levels of positive (U = 22.0, p =
0.019) and overall (U = 28.5, p= 0.049) symptoms compared to the Stage 2 group; there were no group
differences in negative, depressive, mania, or cognitive symptoms. Clients also exhibited serious
psychosocial impairments on the Global Assessment of Functioning (Stage 1 M = 32.3; SD = 13.3; Stage
2 M = 40.3, SD = 9.0), Global Functioning Role Scale (Stage 1 M = 4.3; SD = 2.6; Stage 2 M = 4.7, SD =
1.5), and Global Functioning Social Scale (Stage 1 M = 5.0; SD = 1.9; Stage 2 M = 5.4, SD = 0.9). Clients
in the Stage 1 group had statistically significant lower Global Assessment of Functioning scores (t =
−2.85, p = 0.011) than Stage 2 clients; social and role functioning did not significantly differ between
the groups.

4.2. Outcomes
Ordinal logistic regressions were used to assess differences in changes in symptoms and
functioning over time between Stage 1 and Stage 2 clients. Time point (baseline, 6 months, and 12
months) and stage (Stage 1 or 2) were the predictors in the model for each outcome variable (Clinical
Global Impressions Scale, Global Functioning Social and Role Scales, Insight).
Three main findings emerged (Figure 3). First, the ordinal regression model significantly
predicted overall symptoms on the Clinical Global Impressions Scale, χ2 (3) = 14.49, p = 0.002; pseudo
R2 = 0.24. The odds ratio of having higher positive symptoms on the Clinical Global Impressions Scale
for Stage 1 versus Stage 2 was 2.98 (95% CI, 1.10 to 8.02), a statistically significant effect, Wald χ2 (1) =
4.65, p = 0.03. Overall, symptom severity significantly differed according to the time points at which
symptoms were measured, Wald χ2 (2) = 9.16, p = 0.002, with baseline symptoms being significantly
higher than 6 months (p = 0.04) and 12 months (p = 0.002). The odds ratio of having more severe
overall symptoms on the Clinical Global Impressions Scale at baseline compared to 6 months was
3.37 (95% CI, 1.07 to 10.62).The odds ratio of having more severe overall symptoms on the Clinical
Global Impressions Scale at baseline compared to 12 months was 7.87 (95% CI, 2.07 to 29.94). Six
month and 12 month symptom severity did not significantly differ (p = 0.19).
Second, the ordinal regression model significantly predicted positive symptoms on the Clinical
Global Impressions Scale, χ2 (3) = 21.33, p = 0.000; pseudo R2 = 0.33. The odds ratio of having higher
positive symptoms on the Clinical Global Impressions Scale for Stage 1 versus Stage 2 was 3.54 (95%
CI, 1.31 to 9.60), a statistically significant effect, χ2 (1) = 6.17, p = 0.01. Positive symptom severity
significantly differed by time point at which symptoms were measured, Wald χ2 (2) = 11.07, p = 0.001,
with baseline symptoms being significantly higher than 6 months (p = 0.001) and 12 months (p =
0.001). The odds ratio of having more severe positive symptoms at baseline compared to 6 months
was 7.91 (95% CI, 2.33 to 26.82). The odds ratio of having more severe positive symptoms at baseline
compared to 12 months was 10.31 (95% CI, 2.61 to 40.78); 6-month and 12-month symptom severity
did not significantly differ (p = 0.67).
Finally, the ordinal regression model significantly predicted insight symptoms, χ2 (3) = 8.42, p =
0.04; pseudo R2 = 0.16. The odds ratio of having less insight for Stage 1 versus Stage 2 was 4.34 (95%
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CI, 1.51 to 12.50), a statistically significant effect, Wald χ2 (1) = 7.42, p = 0.006. Insight scores did not
change over time (p = 0.65).
Stage and time point were not significant predictors for any other outcome measures (GF:S,
GF:R, CGI negative, depression, mania, or cognitive scores, all ps >0.10). A two-way repeated
measures ANOVA was run to assess the difference in GAF score over time between Stage 1 and Stage
2 clients. There was no effect of time (F (2, 18) = 0.52, p = 0.60) or stage (F (1, 18) = 2.67, p = 0.12) on
GAF scores, and no significant interaction (p = 0.29).

Figure 3. Changes in outcomes across 12 months of treatment. Note. GAF = Global Assessment of
Functioning; GFR = Global Functioning Role Scale; GFS = Global Functioning Social Scale; NSSIB =
Non-suicidal self-injurious behavior. Stage 1 n = 12; Stage 2 n = 10. Ns differed by time point. For the
overall, positive, depression, mania, and cognitive CGI data, the ns were as follows: Overall: Stage 1:
12 (baseline), 12 (6 months), 7 (12 months); Stage 2: 9 (baseline), 10 (6 months), 7 (12 months). For
negative CGI scores: Stage 1: 12 (baseline), 11 (6 months), 7 (12 months); Stage 2: 9 (baseline), 9 (6
months), 7 (12 months).). For the functioning data, the ns were as follows: GAF: Stage 1: 12 (baseline),
12 (6 months), 7 (12 months); Stage 2: 10 (baseline), 10 (6 months), 7 (12 months). GFR: Stage 1: 12
(baseline), 11 (6 months), 7 (12 months); Stage 2: 9 (baseline), 10 (6 months), 7 (12 months). GFS: Stage
1: 12 (baseline), 11 (6 months), 6 (12 months); Stage 2: 9 (baseline), 10 (6 months), 7 (12 months). For
Insight, ns were: Stage 1: 12 (baseline), 11 (6 months), 7 (12 months); Stage 2: 6 (baseline), 10 (6 months),
7 (12 months).
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As shown in Figure 4, post-traumatic stress symptom severity tended to decline from baseline
to follow-up among Stage 2 clients (one Stage 1 client showed a slight increase). Due to the small
sample sizes, these data are provided for descriptive purposes only; no statistical tests were
conducted.

Figure 4. Post-traumatic stress symptom severity at baseline (Stage 1: n = 6; Stage 2: n = 6) and
6-month follow-up (Stage 1: n = 2; Stage 2: n = 4). Post-traumatic stress symptoms were
measured on the UCLA PTSD Reaction Index or the Child and Adolescent Trauma Screen (for
minors), or the PTSD Checklist for DSM-5 (for adults). Scores were normalized to the
maximum score for each respective measure.
5. Discussion
These preliminary results suggest that individuals with psychosis and post-traumatic stress
symptoms can be appropriately and safely treated using TI-CBTp within a CSC model; the data
indicate no detrimental effects or exacerbation of psychotic symptoms—a common concern raised
when discussing trauma treatment in psychosis populations [11]. Of the 22 individuals who received
TI-CBTp, 45% (n = 10) progressed from Stage 1 of CSC care to Stage 2 to receive targeted empirically
supported trauma and psychosis treatment. Preliminary data suggest that those who proceed to Stage
2 of TI-CBTp tend to have lower positive symptoms, higher overall functioning, and better insight at
baseline; all CHR clients in this sample progressed to Stage 2, compared with 37% of the ROP clients.
These characteristics may allow them to capitalize more quickly on the skills learned and services
provided in Stage 1 and enable movement into trauma-integrated treatment. In contrast, individuals
who are coping with more severe symptoms and poorer functioning may need a longer period of
support in Stage 1 to stabilize clinically before shifting the core focus of treatment to post-traumatic
stress symptoms. Other factors, such as family support, housing stability, and access to resources and
basic needs (food security, transport, etc.), may have also contributed to the successful transition from
Stage 1 to 2, but data on these social determinants were not available for this analysis.
Clients who moved to Stage 2 demonstrated a reduction in clinical symptoms over the course of
one year of treatment, with little change in functioning or insight. Those who remained in Stage 1
also demonstrated improvements in clinical symptoms, consistent with evidence supporting the CSC
model as an effective intervention for EP [11]. Although the lack of a control group precludes our
ability to draw conclusions regarding whether Stage 2 interventions reduce symptoms to a greater
extent than Stage 1 interventions, the preliminary data suggest that treatment of comorbid trauma
symptoms in the context of psychosis does not lead to clinical worsening. In contrast, our findings
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suggest that TI-CBTp may serve as an appropriate method of addressing comorbid psychosis and
post-traumatic stress symptoms in the context of EP care.

5.1. Limitations and Future Directions
The results of the current study are preliminary and intended to inform future large-scale trials
of TI-CBTp. Limitations reflect the realities of data collection as part of real-world community-based
clinical care in the absence of research funding. Key limitations include the lack of a random
assignment or no-treatment control group, a small sample size from a single clinic, the inability to
account for treatment dosage (e.g., number of sessions), and limited data on changes in posttraumatic stress symptoms. Although post-traumatic stress symptoms were assessed for all clients at
baseline, clinic procedures changed during the data collection period resulting in the use of multiple
measures [29–31], and follow-up data are limited. Consequently, we cannot draw any conclusions
regarding the effect of TI-CBTp on comorbid trauma symptoms. Strengths include the
implementation of TI-CBTp in a real-world community-based clinical setting, the use of empirically
validated assessments and evaluation of a novel treatment approach to meet the needs of EP
populations. Future randomized clinical trials are recommended to address the aforementioned
limitations and expand our knowledge regarding the effectiveness of TI-CBTp.
5.2. Challenges of Treating Trauma in Early Psychosis
TI-CBTp requires flexible application of CBTp and trauma treatment within a complex multineed population. Within the context of this pilot trial, we encountered many challenges in
implementing TI-CBTp in a community-based EP program. We highlighted some of these challenges
below as the field considers how best to meet the needs of individuals with comorbid trauma and
psychosis symptoms.
5.1.1. Cognitive Symptoms
Executive functioning impairment is common in psychosis [32] and negatively impacts
sustained attention/memory, ability to follow instructions, and problem solving. We recommend that
clinicians provide manageable amounts of information per session using concrete examples, visual
aids, and repetition. For clients who have difficulty remembering to complete assignments, it may be
helpful to problem-solve ways in which the support person can help. Cognitive remediation [33] may
be needed as an adjunct service to improve cognitive functioning.
5.1.2. Negative Symptoms
Negative symptoms impair quality of life, interfere with treatment, and are not addressed by
anti-psychotic medication. Negative symptoms can be addressed through behavioral activation,
mastery and pleasure ratings for activities, and emotion induction. For individuals with poverty of
speech, clinicians may need to use alternative mediums for narration, such as drawing or writing.
5.1.3. Recurrent Crises
Unmet psychosocial needs and risk concerns can derail treatment course because clinicians can
focus on responding to ongoing crises [15]. Recurrent crises may reflect avoidance of traumatreatment, or instability in the client’s and/or family’s life. We found that addressing these concerns
before trauma-integrated treatment, and especially prior to gradual exposure, can minimize the
likelihood of treatment derailment. Case management may be needed to support clients and family
members with psychosocial, financial or unmet mental health needs. ESTs should be used flexibly to
address underlying problems behind repeated crises. Achieving at least one month of relative
stability before exposure may decrease the likelihood that these concerns will arise and impact
treatment, although this remains an empirical question.
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5.1.4. Reality of Incident
If a clinician is unsure whether a trauma has occurred or if it was a psychotic experience,
collateral information and records should be collected, when possible, as these can provide an outside
perspective and/or objective evidence regarding an incident. If the event did not occur, trauma
processing can focus on the distress around the traumatic delusion or hallucination rather than the
event itself. When clients achieve clinical stability, they may exhibit insight into whether the event
was real or a psychotic experience. We advise clinicians to proceed carefully and not make
assumptions about the validity of the report, as this runs the risk of invalidating the client’s
experience.
5.1.5. Clinician Skepticism
Clinicians are skeptical about the appropriateness of exposure-based interventions for
individuals with EP and comorbid traumas symptoms [11]. Four studies evaluating the effect of
exposure in adults with PTSD and chronic psychotic disorders demonstrated that CBT, PE, and eye
movement desensitization and reprocessing were safe and effective at reducing PTSD and psychotic
symptoms [14,34–36]. Although no published studies evaluated the effectiveness of exposure-based
therapy for trauma-related disorders in EP, experts agree that trauma-focused treatment should be
used as a first-line treatment for clients at all stages of psychosis [11].
5.1.6. Secondary Traumatic Stress
Clinicians often experience secondary traumatic stress from hearing about clients’ traumatic
experiences. According to the National Child Traumatic Stress Network [37], 6%–26% of clinicians
working with traumatized populations are at high-risk for secondary traumatic stress, compromising
professional functioning and diminishing quality of life. Preventative strategies should include
regular self-report assessments of secondary traumatic stress, participation in workplace self-care
groups, caseload balancing, flextime scheduling, and use of the self-care accountability system.
5.1.7. Training Recommendations
TI-CBTp integrates elements of multiple treatment protocols, and as such, the authors
recommend that clinicians receive extensive training in CBTp and at least one trauma treatment
protocol (TF-CBT, PE, or CPT) prior to implementing TI-CBTp. Training in DBT principles would
also be beneficial, although it is not required. Consultation calls with experts in the above models are
often part of the training experience and can help clinicians generalize components to specific cases.
6. Conclusions
There are currently no evidence-based treatments for comorbid trauma-related disorders in the
early stages of psychosis. Individuals with psychosis are routinely excluded from trauma research
and practice, severely limiting our understanding of appropriate treatment. Our preliminary work
using TI-CBTp suggests that trauma-integrated services for clients with EP is feasible. Efforts to
systematically/empirically evaluate TI-CBTp on a larger scale are underway to inform future training
of clinicians in providing trauma-informed services for clients with psychosis.
Supplementary Materials: The following are available online at www.mdpi.com/link, Supplementary
Materials: Detailed Description of Treatment.
Author Contributions: Conceptualization: J.B.F., L.M.T., D.M.B., B.D.L., T.A.N.; Data Analysis—K.A.B., V.T.,
R.B., J.B.F.; Writing—Original Draft Preparation, J.B.F.; Writing—Reviewing & Editing: J.B.F., L.M.T., D.M.B.,
B.D.L., V.T., T.A.N.
Funding: The development of this treatment model was supported by a grant from the Health Resources &
Services Administration (HRSA D40HP26868). Writing of this manuscript was partially supported by a grant
from the National Institute on Mental Health (T32MH018261) and a Building Interdisciplinary Research Careers

J. Clin. Med. 2019, 8, 1456

11 of 13

in Women’s Health award (K12 HD051958, PI: Ellen B. Gold, PhD) awarded to Laura M. Tully, funded by the
National Institute of Child Health and Human Development (NICHD), Office of Research on Women’s Health,
Office of Dietary Supplements, and the National Institute of Aging.
Acknowledgments: We would like to thank our colleagues who contributed to the development of this
treatment model: Satinder Gill, Casey Cragin, Danessa Mayo, Jennifer Denton, Jessica Ulmer, Karina Muro,
Kristin LaCross, Claire Hatkevich, and Anthony Urquiza.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.

2.

3.

4.

5.

6.

7.
8.

9.

10.

11.

12.

13.
14.
15.

Murray, R.M.; Bhavsar, V.; Tripoli, G.; Howes, O. 30 Years on: How the Neurodevelopmental Hypothesis
of Schizophrenia Morphed into the Developmental Risk Factor Model of Psychosis. Schizophr. Bull. 2017,
43, 1190–1196. doi:10.1093/schbul/sbx121.
Holtzman, C.W.; Trotman, H.D.; Goulding, S.M.; Ryan, A.T.; MacDonald, A.N.; Shapiro, D.I.; Brasfield,
J.L.; Walker, E.F. Stress and Neurodevelopmental Processes in the Emergence of Psychosis. Neuroscience
2013, 249, 172–191. doi:10.1016/j.neuroscience.2012.12.017.
Mayo, D.; Corey, S.; Kelly, L.H.; Yohannes, S.; Youngquist, A.L.; Stuart, B.K.; Niendam, T.A.; Loewy, R.L.
The Role of Trauma and Stressful Life Events among Individuals at Clinical High Risk for Psychosis: A
Review. Front. Psychiatry 2017, 8, 1–17. doi:10.3389/fpsyt.2017.00055.
Read, J.; Van Os, J.; Morrison, A.P.; Ross, C.A. Childhood Trauma, Psychosis and Schizophrenia: A
Literature Review with Theoretical and Clinical Implications. Acta Psychiatr. Scand. 2005, 112, 330–350.
doi:10.1111/j.1600-0447.2005.00634.x.
Heins, M.; Simons, C.; Lataster, T.; Pfeifer, S.; Versmissen, D.; Lardinois, M.; Marcelis, M.; Delespaul, P.;
Krabbendam, L.; Van Os, J.; et al. Childhood Trauma and Psychosis: A Case-Control and Case-Sibling
Comparison across Different Levels of Genetic Liability, Psychopathology, and Type of Trauma. Am. J.
Psychiatry 2011, 168, 1286–1294. doi:10.1176/appi.ajp.2011.10101531.
Schenkel, L.S.; Spaulding, W.D.; Dilillo, D.; Silverstein, S.M. Histories of Childhood Maltreatment in
Schizophrenia: Relationships with Premorbid Functioning, Symptomatology, and Cognitive Deficits.
Schizophr. Res. 2005, 76, 273–286.
Kilcommons, A.; Morrison, A. Relationships Between Trauma and Psychosis: An Exploration of Cognitive
and Dissociative Factors. Acta Psychiatr. Scand. 2005, 112, 351–359. doi:10.1111/j.1600-0447.2005.00623.x.
Yildirim, M.H.; Yildirim, E.A.; Kaser, M.; Guduk, M.; Fistikci, N.; Cinar, O. The Relationship Between
Adulthood Traumatic Experiences and Psychotic Symptoms in Female Patients with Schizophrenia. Compr.
Psychiatry 2014, 55, 1847–1854. doi:10.1016/j.comppsych.2014.08.049.
Grubaugh, A.L.; Zinzow, H.M.; Paul, L.; Egede, L.E.; Frueh, B.C. Trauma Exposure and Posttraumatic
Stress Disorder in Adults with Severe Mental Illness: A Critical Review. Clin. Psychol. Rev. 2012, 31, 883–
899. doi:10.1016/j.cpr.2011.04.003.
Neria, Y.; Bromet, E.J.; Sievers, S.; Lavelle, J.; Fochtmann, L.J. Trauma Exposure and Posttraumatic Stress
Disorder in Psychosis: Findings from a First-Admission Cohort. J. Consult. Clin. Psychol. 2002, 70, 246–251.
doi:10.1037/0022-006X.70.1.246.
Cragin, C.A.; Straus, M.B.; Blacker, D.; Tully, L.M.; Niendam, T.A. Early Psychosis and Trauma-Related
Disorders: Clinical Practice Guidelines and Future Directions. Front. Psychiatry 2017, 8, 1–13.
doi:10.3389/fpsyt.2017.00033.
Miller, T.J.; McGlashan, T.H.; Rosen, J.L.; Cadenhead, K.; Ventura, J.; McFarlane, W.; Perkins, D.O.;
Pearlson, G.D.; Woods, S.W. Prodromal Assessment with the Structured Interview for Prodromal
Syndromes and the Scale of Prodromal Symptoms: Predictive Validity, Interrater Reliability, and Training
to Reliability. Schizophr. Bull. 2003, 29, 703–715. doi:10.1093/oxfordjournals.schbul.a007040.
Heinssen, R.K.; Goldstein, A.B.; Azrin, S.T. Evidence-Based Treatments for First Episode Psychosis: Components
of Coordinated Specialty Care; National Institute of Mental Health: Bethesda, MD, USA, 2014.
Mueser, K.T.; Deavers, F.; Penn, D.L.; Cassisi, J.E. Psychosocial Treatments for Schizophrenia. Annu. Rev.
Clinincal Psychochology 2013, 9, 465–497. doi:10.1177/0963721410377743.
Cohen, J.A.; Mannarino, A.P.; Deblinger, E. Treating Trauma and Traumatic Grief in Children and Adolescents;
Guilford Press: New York, NY, USA, 2017.

J. Clin. Med. 2019, 8, 1456

16.
17.
18.

19.
20.

21.

22.
23.
24.
25.

26.
27.
28.

29.

30.

31.

32.
33.
34.

35.

12 of 13

Foa, E.B.; Hembree, E.A.; Rothbaum, B. Prolonged Exposure Therapy for PTSD; Oxford University: New York,
NY, USA, 2007.
Resick, P.A.; Schnicke, M. Cognitive Processing Therapy for Rape Victims: A Treatment Manual; Sage
Publications: Newbury Park, CA, USA, 1993.
Haro, J.M.; Kamath, S.A.; Ochoa, S.; Novick, D.; Rele, K.; Fargas, A.; Rodriguez, M.J.; Rele, R.; Orta, J.;
Kharbeng, A.; et al. The Clinical Global Impression-Schizophrenia Scale: A Simple Instrument to Measure
the Diversity of Symptoms Present in Schizophrenia. Acta Psychiatr. Scand. 2003, 107, 16–23.
doi:10.1034/j.1600-0447.107.s416.5.x.
Hutton, P.; Taylor, P.J. Cognitive Behavioural Therapy for Psychosis Prevention: A Systematic Review and
Meta-Analysis. Psychol. Med. 2014, 44, 449–468. doi:10.1017/S0033291713000354.
Morrison, A.P.; French, P.; Walford, L.; Lewis, S.W.; Kilcommons, A.; Green, J.; Parker, S.; Bentall, R.P.
Cognitive Therapy for the Prevention of Psychosis in People at Ultra-High Risk: Randomised Controlled
Trial. Br. J. Psychiatry 2004, 185, 291–297.
Van der Gaag, M.; Valmaggia, L.R.; Smit, F. The Effects of Individually Tailored Formulation-Based
Cognitive Behavioural Therapy in Auditory Hallucinations and Delusions: A Meta-Analysis. Schizophr. Res.
2014, 156, 30–37. doi:10.1016/j.schres.2014.03.016.
First, M.B.; Williams, J.B.W.; Karg, R.S.; Spitzer, R.L. Structured Clinical Interview for DSM-5—Research
Version; American Psychiatric Association: Arlington, VA, USA, 2015.
First, M.B.; Spitzer, T. L.; Gibbon, M.; Williams, J. Structured Clinical Interview for DSM-IV Axis I Disorders;
Biometrics Research Department: New York, NY, USA, 1997.
Spearing, M.K.; Post, R.M.; Leverich, G.S.; Brandt, D.; Nolen, W. Modification of the Clinical Global
Impressions (CGI) Scale for use in bipolar illness (BP): The CGI-BP. Psychiatry Res. 1997, 73, 159–171.
Cornblatt, B.A.; Auther, A.A.; Niendam, T.; Smith, C.W.; Zinberg, J.; Bearden, C.E.; Cannon, T.D.
Preliminary Findings for Two New Measures of Social and Role Functioning in the Prodromal Phase of
Schizophrenia. Schizophr. Bull. 2007, 33, 688–702.
Hall, R.C. Global Assessment of Functioning: A Modified scale. Psychosomatics 1995, 36, 267–275.
Kay, S.R.; Fiszbein, A.; Opler, L.A. The Positive and Negative Syndrome Scale (PANSS) for Schizophrenia.
Schizophr. Bull. 1987, 13, 261–276. doi:10.1093/schbul/13.2.261.
Posner, K.; Brown, G.K.; Stanley, B.; Brent, D.A.; Yershova, K.V.; Oquendo, M.A.; Currier, G.W.; Glenn
Melvin, M.A.; Greenhill, L.; Shen, S.; et al. The Columbia–Suicide Severity Rating Scale: Initial Validity and
Internal Consistency Findings from Three Multisite Studies with Adolescents and Adults. Am. J. Psychiatry
2011, 168, 1266–1277.
Weathers, F.W.; Litz, B.T.; Keane, T.M.; Palmieri, P.A.; Marx, B.P.; Schnurr, P.P. The PTSD Checklist for
Dsm-5 (Pcl-5). Scale Available from the National Center for PTSD. Available online: www.ptsd.va.gov
(accessed on 1 July 2019).
Steinberg, A.M.; Brymer, M.J.; Kim, S.; Briggs, E.C.; Ippen, C.G.; Ostrowski, S.A.; Gully, K.J.; Pynoos, R.S.
Psychometric Properties of the UCLA PTSD Reaction Index: Part I. J. Trauma Stress 2013, 26, 1–9.
doi:10.1002/jts.21780.
Sachser, C.; Berliner, L.; Holt, T.; Jensen, T.K.; Jungbluth, N.; Risch, E.; Rosner, R.; Goldbeck, L. International
Development and Psychometric Properties of the Child and Adolescent Trauma Screen (CATS). J. Affect.
Disord. 2017, 210, 189–195. doi:10.1016/j.jad.2016.12.040.
Heinrichs, R.W.; Zakzanis, K.K. Neurocognitive Deficit in Schizophrenia: A Quantitative Review of the
Evidence. Neuropsychology 1998, 12, 426–445. doi:10.1016/j.knosys.2006.03.007.
McGurk, S.R.; Twamley, E.W.; Sitzer, D.I.; McHugo, G.J.; Mueser, K.T. A Meta-Analysis of Cognitive
Remediation in Schizophrenia. Am. J. Psychiatry 2007, 164, 1791–1802. doi:10.1016/S0013-7006(06)76144-9.
De Bont, P.A.J.M.; Van Minnen, A.; De Jongh, A. Treating Ptsd in Patients with Psychosis: A within-Group
Controlled Feasibility Study Examining the Efficacy and Safety of Evidence-Based Pe and EMDR Protocols.
Behav. Ther. 2013, 44, 717–730. doi:10.1016/j.beth.2013.07.002.
Frueh, C.B.; Grubaugh, A.L.; Cusack, K.J.; Kimble, M.O.; Elhai, J.D.; Knapp, R.G. Exposure-Based
Cognitive-Behavioral Treatment of PTSD in Adults with Schizophrenia or Schizoaffective Disorder: A Pilot
Study. J. Anxiety Disord. 2009, 23, 665–675. doi:10.1016/j.janxdis.2009.02.005.

J. Clin. Med. 2019, 8, 1456

36.
37.

13 of 13

Van Den Berg, D.P.G.; Van Der Gaag, M. Treating Trauma in Psychosis with EMDR: A Pilot Study. J. Behav.
Ther. Exp. Psychiatry 2012, 43, 664–671. doi:10.1016/j.jbtep.2011.09.011.
The National Child Traumatic Stress Network. Available online: https://www.nctsn.org (accessed 15 July
2019).
© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open
access article distributed under the terms and conditions of the Creative Commons
Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).

