
RESEARCH ARTICLE

Examining the Relationship Between Trauma,
Post‐Traumatic Stress Disorder and Psychosis in
Patients in a UK Secondary Care Service
David Martin, MBBS , Michelle Philips, PhD, Harriet Greenstone, MBChB, MSc, Jonathan Davies, MBChB, PhD,
Guy Stewart, MBBS, MSc, Elizabeth Ewins, MBChB, BSc, Stan Zammit, PhD

Objective: Traumatic experiences and post‐traumatic
stress disorder (PTSD) are common in schizophrenia.
However, few studies screening for PTSD have established
the temporality of PTSD‐related traumatic events to psy-
chosis onset. Furthermore, it is unclear how many patients
attribute a trauma‐based contribution to their psychosis or
would find trauma‐focused therapy acceptable. We
examine the prevalence and timing of trauma in psychosis,
as well as patient views on the relationship between their
trauma experiences and mental health difficulties, and on
receiving trauma‐focused therapy.

Methods: Sixty‐eight patients with an at‐risk mental state
(ARMS) or psychotic disorder in a UK secondary‐care
setting completed self‐report measures of trauma and
PTSD, and undertook research interviews. Proportions and
odds ratios were derived with 95% confidence intervals.

Results: We recruited 68 participants (estimated response
rate 62%; psychotic disorder n = 61, ARMS n = 7). Sixty

three (95%) reported traumatic events and 32 (47%) re-
ported childhood abuse. Twenty‐six individuals (38%) met
criteria for PTSD, though for >95% this was not recorded in
their notes, and 25 (37%) had sub‐threshold PTSD. For 69%
of participants, their worst trauma occurred before the
onset of their psychosis symptoms. Most (65%) believed
their psychosis symptoms were related to past traumas
and 82% of these were interested in receiving trauma‐
focused therapy.

Conclusions: PTSD is common in and often pre‐dates
onset of psychosis. Most patients believe their symptoms
and traumas are related and would be interested in trauma‐
focused therapy if available. Studies evaluating the effec-
tiveness of trauma‐focused therapies for those with or at
high‐risk of psychosis are required.

Psych Res Clin Pract. 2023; xx:1–9; doi: 10.1176/appi.
prcp.20220028

Schizophrenia is one of the leading causes of disability
worldwide (1) and imposes a high risk of suicide and
increased mortality on sufferers (2). The efficacy of cur-
rent treatments remains limited, and relapse rates remain
high (3–5).

An increasing body of evidence supports a causal ef-
fect of trauma on psychotic experiences, psychotic dis-
orders, and transition to psychosis (6–10). Individuals
with psychotic illnesses also frequently have co‐morbid
post‐traumatic stress disorder (PTSD). A systematic re-
view found that 31% (95% CI 21%–41%) of patients with
a psychotic disorder met criteria for PTSD on screening,
and that this was almost all undetected by the clinical
teams (i.e., no PTSD documentation in clinical records)
(11). However, there was substantial heterogeneity in es-
timates, and >80% of studies had a moderate or high risk
of bias, indicating that more rigorous studies are required

to estimate how common PTSD is in people with
psychosis.

Whilst co‐morbid PTSD is associated with poorer
clinical outcomes in schizophrenia (12), there are also
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theoretical reasons to believe that psychotic experiences in
some individuals might arise from mechanisms related to
those underlying PTSD symptoms. Therefore, using
evidence‐based trauma‐focused psychological in-
terventions for PTSD (13) would theoretically reduce
psychotic phenomena (14, 15). Hence high levels of unre-
solved PTSD symptoms therefore, if they exist, may
represent a missed opportunity to reduce onset of psy-
chosis in high‐risk individuals, and to improve outcomes
and reduce relapse in those with psychotic illnesses.

Service user opinion on trauma‐focused treatment op-
tions is unclear but is important as endorsed by high‐level
policy (16) and by evidence that belief in the type of
treatment received affects outcomes (17).

Therefore, the aims of our study were to answer the
following questions:

1. What is the prevalence of PTSD in secondary care
service users with At Risk Mental State (ARMS) or
psychosis?

2. What proportion of service users have experienced
trauma prior to developing ARMS or psychosis?

3. What are services users' views on the relationship be-
tween their trauma experiences and their mental health
difficulties?

4. Are individuals with ARMS and psychosis interested in
receiving trauma‐focused therapies, and does this differ
by the type of trauma experienced?

METHOD

Sample
This was a cross‐sectional study of participants recruited
through the Avon and Wiltshire Partnership Mental
Health NHS Trust (AWP) in the UK. Researchers screened
clinical teams' caseload of patients within the Early
Intervention (EI), Recovery, and Community Mental
Health Teams, as well as inpatient wards to identify
potentially eligible service users, and then liaised with
service users' clinicians to ensure that they had capacity to
give informed consent. Clinicians were asked to discuss
the study with their patients and contact details of those
who expressed an interest were then passed on to the
research team.

Participants were eligible if they were aged 16 and over
and had received a diagnosis of a psychotic disorder (ICD‐
10 codes F20‐F29, F30.2, F31.2, F31.5, F32.3, F33.3), or met
the operational criteria for ARMS according to the
Comprehensive Assessment of At‐Risk Mental States
(CAARMS) (18). Exclusion criteria included inadequate
capacity to give informed consent; being at high risk of
suicide or having attempted suicide in the previous 6
months; estimated IQ below 70; inadequate command of
English language to complete questionnaires and partici-
pate in the interview.

Participants were invited to an appointment where ca-
pacity to consent was determined and written informed
consent received. They were then asked to complete the
study measures.

We estimated that a sample size of 70 would provide us
with proportions and confidence intervals that even at
their lower limits would include a clinically impactful
result (e.g., N = 70, 30% undetected PTSD; propor-
tion = 0.3, 95% CI 0.20–0.42).

The authors assert that all procedures contributing to
this work comply with the ethical standards of the relevant
national and institutional committees on human experi-
mentation and with the Helsinki Declaration of 1975, as
revised in 2008. All procedures involving human subjects/
patients were approved by Southwest—Central Bristol
Research Ethics Committee (Reference: 16/SW/0126), on
June 7, 2016.

Measures
Trauma. We used two self‐report questionnaires to mea-
sure trauma: the Life Events Checklist (LEC) for DSM‐5
(19) and the Childhood Trauma Questionnaire (CTQ)
(20). Both questionnaires were adapted for the purposes of
this study.

The LEC scale is comprised of 16 items which assess
exposure to events such as accidents, and physical or
sexual assault (items rated as: 0 = Doesn't apply, 1 = Not
sure, 2 = Learned about it, 3 = Witnessed it, and
4 = Happened to me). In addition, we asked participants to
report “any other very stressful event or experience” they
experienced in the past.

The CTQ assesses physical, sexual, and emotional
abuse, and physical and emotional neglect in childhood
(items rated as: 1 = Never true, 2 = Rarely true, 3 = Some-
times true, 4 = Often true, 5 = Very often true). We used 10
of the original 28 questions, selecting two that were
representative from each trauma type, to reduce partici-
pant burden (see Supplement S1). We derived a binary
variable indexing exposure to any childhood abuse from
the CTQ. As our primary measure, we rated as exposed
those participants who scored at least four points on any of
the 10 items. As a sensitivity analysis, we used a lower cut‐
off, requiring exposed to score at least two points on any
item.

PTSD. We used the PTSD Checklist for DSM‐5 (PCL‐5)
(21) to assess PTSD symptoms. The 20 items assess four
past‐month symptom clusters (re‐experiencing, avoid-
ance, negative cognitions/mood, hyperarousal) (items
rated as: 0 = Not at all, 1 = A little bit, 2 = Moderately,
3 = Quite a bit, 4 = Extremely). We derived a binary
variable representing ‘Probable PTSD’ using a PCL‐5 cut‐
off score of 33, (22), and also a provisional DSM‐V PTSD
diagnosis (criteria A‐E) as used previously (2). We also
derived a variable representing sub‐threshold PTSD,
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defined as meeting two or three of the DSM‐V B‐E
criteria (23).

Additional questions. Those participants who reported
traumatic experiences and had PTSD symptoms were
asked additional questions about their views of the rela-
tionship between their trauma experience and their psy-
chosis symptoms, and whether a trauma‐focused therapy
would be of potential interest to them.

Statistical Analysis
All analyses were carried out in Stata version 15. We
examined i) the prevalence of trauma, ii) the prevalence
of PTSD, iii) the proportion of people who believed that
their mental health difficulties were related to past
trauma, iv) the proportion of people who were interested
in receiving a trauma‐focused therapy, and v) the associ-
ation between trauma type and interest in receiving
trauma‐focused therapy. We used logistic regression to
examine the association between trauma type and will-
ingness to receive trauma‐focused therapy. Odds ratios
(OR), 95% confidence intervals (95% CI) and p‐values are
reported.

RESULTS

Sample
The clinical notes were screened of 410 people who were
being supported by any team potentially working with
adults with psychosis or ARMS. Of these, 204 (50%) were
thought to be potentially eligible for inclusion, and 68
participants were recruited. Due to an administrative error
we do not have a complete record of how many of those
potentially eligible for inclusion were approached about
the study. Based on the complete records available for one
of the fieldworkers, 49 people responded out of 58 people
contacted (84%), and 36 of these agreed to take part in the
study (62% of those contacted). See Figure 1.

Of the study participants, 47 (69%) were recruited from
the EI teams, eight (12%) from forensic inpatient wards,
six (9%) from the community adult mental health teams,
five (7%) from inpatient adult acute wards, and two (3%)
from a mental health rehabilitation inpatient ward. Five
(7%) were diagnosed with affective psychosis, 17 (25%)
with schizophrenia, three (4%) with schizoaffective dis-
order, 29 (43%) with unspecified psychosis, five (7%) with
brief psychosis, seven (10%) were identified as ARMS, and
2 (3%) were missing data on diagnosis.

Trauma Prevalence
Based on the Life Events Checklist (LEC), 95% of study
participants (n = 63, 95% CI 87%, 99%) reported a
traumatic event that met DSM‐V criterion A for PTSD
(Table 1). Of these, 98% (n = 62) were directly exposed to
a trauma. Of those participants who experienced a

trauma, 22% (n = 15) experienced one type of trauma,
and 69% (n = 47) experienced at least two types of
trauma.

Forty seven percentage (n = 32, 95% CI 35%, 59%) of
study participants reported a history of childhood trauma
on the CTQ (defined by rating at least one question as
‘often true’ or ‘very often true’). Thirty nine participants
(57.4%) recorded one type of trauma, 16 (23.5%) recorded
two types, nine (13.2%) recorded three types, one (1.5%)
recorded four types, and three (4.4%) all five types. The
most common form of childhood abuse reported was
emotional abuse (29%), followed by sexual abuse (21%),
physical abuse (18%), and physical and emotional neglect
(approximately 15%) (Table 2).

When we applied less stringent criteria for coding
childhood trauma, requiring the rating of at least one
question as ‘rarely true’, the prevalence of childhood
trauma increased to 80% (n = 55). The highest prevalence
was for emotional abuse (29%), followed by emotional
and physical neglect (approximately 50%), and physical
and sexual abuse (approximately 35%). Sixteen partici-
pants (23.5%) recorded one type of trauma, 12 (17.7%)
recorded two types, 15 (22.1%) recorded three types,
11 (16.2%) recorded four types, and 14 (20.6%) all five
types.

Timing of Most Traumatic Event and Psychosis
Diagnosis
For 45 of 65 respondents (69.2%), the stated onset of
their most stressful event was prior to the date of their
first psychosis diagnosis on their clinical notes. For only
four (6.2%) individuals was the stated onset after the
date of diagnosis, and 16 (24.6%) participants had data
missing on age at which their worst traumatic event
occurred.

The mean age at which the participants' most stressful
event occurred was 16.8 years (SD = 1.1) and the
participant‐reported mean age at which they first sought
help for their mental health difficulties was age 23.6 years
(SD = 1.1).

The most common types of trauma reported as the
participant's ‘worst traumatic event’ were: bereavement
(n = 9, 13.2%), childhood abuse (n = 8, 13.2%) and their
experience of psychosis (n = 8, 11.8%)

Prevalence of PTSD Symptoms
Fifty‐one percent (n = 35, 95% CI 39%, 64%) of the sample
met the criteria for ‘probable PTSD’, defined as a score of
≥33 on the PCL‐5. Applying DSM‐5 criteria to the PCL‐5,
38% (n = 26, 95% CI 27%, 51%) of participants met the
criteria for a provisional diagnosis of PTSD, and an addi-
tional 37% (n = 25) met the criteria for sub‐threshold
PTSD (defined as meeting two or three of the B‐E
criteria of the DSM‐5). Only 4% of participants in our
study (2 out of 51 for whom we had full access to records)
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had a diagnosis of co‐morbid PTSD recorded in their
clinical notes, and indeed, across the whole Trust, only 39
(1.1%) of 3409 service users with a psychotic disorder
diagnosis had a co‐morbid diagnosis of PTSD recorded.
See Figure 2.

Based on the PCL‐5, the most prominent PTSD symp-
toms were negative thoughts and feelings (mean = 12.9,
SD = 1.1), followed by hyperarousal (mean = 9.1, SD = 0.8),
intrusions (mean = 7.1, SD = 0.7) and avoidance
(mean = 3.5, SD = 0.4). The overall mean for the PTSD
symptoms across the entire scale was 32.7 (SD = 2.6).

More than 80% of study participants scored at least
moderate on hyperarousal (86%, n = 51) and negative
thoughts and feelings (86%, n = 51), and more than 60%

scored at least moderate on intrusive experiences (66%,
n = 43) and avoidance (60%, n = 39). Overall, the per-
centage of people who scored at least moderate on any
symptoms of PTSD was 90% (n = 61). See Figure 3.

Trauma, Mental Health Difficulties and Interest in
Receiving Trauma‐Focused Therapy
Sixty‐five percent (n = 44, 95% CI 54%, 76%) of study
participants believed that their mental health difficulties
were related to a past trauma, while 21% (n = 14) believed
they were not related, 9% (n = 6) were unsure, and 6%
(n = 4) had missing data.

When we asked participants if they would want to
receive a trauma‐focused therapy as a way of helping with

FIGURE 1. Recruitment flowchart.

*Due to administrative error.
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their current difficulties, 62% of them (n = 42, 95% CI
49%, 73%) said yes, while 29% (n = 20) said no or were
unsure, and 9% (n = 6) had missing data.

The severity of PTSD symptoms was associated with
increased interest in receiving a trauma‐focused therapy

(OR = 1.07, p = 0.001, 95% CI 1.03, 1.11). Of all trauma
types, people who experienced sexual abuse were most
interested in receiving trauma‐focused therapies (81%),
but the confidence intervals for all trauma types over-
lapped substantially (see Table 3).

TABLE 1. Number (%) of participants reporting traumatic events on the Life Events Checklist

Happened to
them

Witnessed
it

Learnt about
it Part of job

Any
Happened to them or witnessed

it

N (%) N (%)

Natural disaster 5 1 8 0 14 (21) 6 (9)
Fire/explosion 7 8 7 0 22 (32) 15 (22)
Transport accident 22 5 8 0 35 (51) 27 (40)
Serious accident 16 6 3 0 25 (37) 22 (32)
Toxic substance 8 0 2 0 10 (15) 8 (12)
Physical assault 43 9 4 1 57 (84) 52 (76)
Assault with weapon 21 8 5 1 35 (51) 29 (43)
Sexual assault 18 2 9 1 30 (44) 20 (29)
Other sexual 28 4 3 0 35 (51) 32 (47)
Combat or war‐zone 2 0 5 0 7 (10) 2 (3)
Captivity 12 1 6 0 19 (28) 13 (19)
Life‐threatening illness/injury 13 7 12 0 32 (47) 20 (29)
Severe human suffering 17 7 6 1 31 (46) 24 (35)
Sudden violent death ‐ 8 9 0 17 (25) 8 (12)
Sudden accidental death ‐ 8 7 0 15 (22) 8 (12)
Caused serious harm/death 8 2 1 0 11 (16) 10 (15)

TABLE 2. Prevalence (n (%)) of trauma type reported on CTQ

Emotional abuse Physical abuse Sexual abuse Emotional neglect Physical neglect Any trauma

Less stringenta 46 (68%) 26 (38%) 24 (35%) 36 (53%) 34 (50%) 55 (81%)
More stringentb 20 (29%) 12 (18%) 14 (21%) 10 (15%) 11 (16%) 32 (47%)
a

Participants who rated items as “Rarely true”, “Sometimes true”, “Often true” or “Always true” were classed as having had experienced a traumatic event.
b

Participants who rated items as “Often true” or “Always true” were classed as having had experienced a traumatic event.

FIGURE 2. Percentage of participants (and 95% CI) who meet criteria for post‐traumatic stress disorder (PTSD), sub‐threshold PTSD,
total PTSD, and detected by their clinical teams (i.e., a diagnosis was recorded in their notes).
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DISCUSSION

Summary of Findings
In this cross‐sectional study almost all participants re-
ported experiencing at least one traumatic event that met
DSM‐V criterion A for PTSD, and the large majority were
exposed to multiple types of trauma. DSM‐V criteria for
PTSD were met in 38% of the sample, with an additional
37% meeting criteria for sub‐threshold PTSD.

Our estimate for prevalence of PTSD in those with a
psychotic disorder is within the range reported in schizo-
phrenia in one systematic review (24) and close to the
median prevalence estimate of 31% in those with psychotic
disorder in another (11). This estimate is far higher than the
proportion of people diagnosed with PTSD in the mental
health NHS Trust from which our participants were
recruited, where only 1.1% of people with a diagnosis of
psychosis also had a diagnosis of PTSD. The paucity of
recorded PTSD diagnoses that we observed in patients'
notes with psychosis diagnosed is consistent with other
studies (11).

Likely reasons for the low rate of PTSD diagnosis are: i)
that clinicians are not recognising or detecting PTSD in
people with psychotic disorder, ii) a perception that a

diagnosis of PTSD is less necessary than other diagnoses for
the purpose of accessing services or treatment, or iii) a lack
of confidence in teasing apart PTSD and psychosis symp-
toms. Whilst hyper‐arousal and negative thoughts/feelings
were the commonest PTSD symptom clusters in our sam-
ple, reliving experiences such as intrusive thoughts/images
were also common, and seem less prone than other cluster
to be misattributed to or overshadowed by a psychosis
diagnosis.

Where traumatic experiences and PTSD symptoms arise
before the onset of a psychotic disorder, it is plausible that
the onset and maintenance of psychotic experiences are
caused by inadequately processed traumatic memories (25).
High levels of emotion during a traumatic experience, and
mechanisms such as dissociation to help manage this, could
lead to fragmentation of memories that give rise to psychotic
phenomena (26). For example, intrusions could be experi-
enced as hallucinations if they are not recognized as trauma
memories and attributed externally instead (27). However,
more research is required to better understand how trau-
matic experiences result in psychotic phenomena (28).

The majority of participants in our study believed their
mental health problems were linked to their past traumatic
experiences, consistent with trauma‐based models of psy-
chosis development (34) rather than biological models of
causation that have dominated the field over many decades
and that have sometimes led to the dismissal of such views.

Around two thirds of participants in our study were
interested in trauma‐specific therapy, with interest in
receiving therapy being stronger in those who reported
more severe PTSD symptoms. Given that PTSD appears to
both increase the risk of developing psychosis and worsen
its outcome, and that service users express a desire to

FIGURE 3. Percentage of participants (and 95% CI) who score 1 or more symptoms as moderate or more severe, by symptom
domain.

TABLE 3. Number (%) of people with a trauma history who
were interested in receiving TF‐therapy, by trauma‐type

N Percentage (%) 95% CI

Emotional abuse 33 75 0.60, 0.87
Physical abuse 18 75 0.53, 0.90
Sexual abuse 17 81 0.58, 0.95
Emotional neglect 25 74 0.56, 0.87
Physical neglect 23 72 0.53, 0.86
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engage with trauma‐specific therapy as we demonstrate
here, it follows that an evidence base evaluating trauma‐
focused psychological interventions (that are NICE‐
recommended treatments for PTSD) is needed in people
with ARMS or psychotic disorders.

The results of recent systematic reviews suggest that
trauma‐focused treatments are effective at improving
symptoms of PTSD in people with psychosis (29, 30) and
that they have a small effect on reducing the positive
symptoms of psychosis, although evidence for the latter is
less consistent (31). Further trials of trauma‐focused
therapies to prevent the onset of or improve outcomes in
psychosis are required (32, 33).

Strengths and Limitations
The strengths of this study are that we recruited partici-
pants from various NHS clinical teams to gain representa-
tion of patients with psychosis across the whole spectrum of
secondary care service, and our sample size is large enough
to be adequately powered to estimate the proportion of
people with trauma and PTSD symptoms with reasonable
precision. Furthermore, we supplemented this by exploring
patient views on the relationship between trauma and psy-
chosis, as well as views on receiving trauma‐focused therapy
that have rarely been described in the literature.

However, our study also has a number of limitations.
First, as this was a cross‐sectional study it is not possible to
rule out the possibility that trauma exposure and subse-
quent PTSD symptoms occurred secondary to the presence
of a psychotic illness. However, the age of trauma exposure
and date of diagnosis suggest that this is not the case in most
instances, and that PTSD symptoms pre‐dated the onset of
psychotic phenomenology. Second, our response rate esti-
mate of 62% means it is possible that our estimates of
trauma exposure and prevalence of PTSD might be over-
estimated if service users without a history of trauma were
less likely to respond than those with such a history. It is
also possible that other elements of our recruitment pro-
cess, such as the use of clinicians as well as non‐clinicians
with recruitment, may have influenced who participated
in our study and the estimates we observed. Third, we used
the PCL‐5 self‐report measure of PTSD symptoms rather
than the CAPS semi‐structured interview that is the gold
standard for assessing PTSD; hence it is possible that we
over‐estimate prevalence of PTSD in our study. However,
the PCL‐5 is a well‐validated tool for assessing PTSD, whilst
a systematic review of undetected PTSD in secondary care
mental health services suggested estimates of PTSD were
similar for self‐report and interview‐based measures, with
type of assessment explaining little of the heterogeneity in
estimates (11).

Implications
Our study highlights the wide range of traumatic events
that service users may link to their psychotic experiences,
from childhood abuse to bereavement in adult life. A focus

on interventions that target these traumatic life events
through memory processing therapies, such as EMDR or
TF‐CBT, might provide us with new therapeutic avenues
for a substantial subgroup of people with psychosis.
Consistent with this, the majority of patients in our study
believed there was a clear link between their trauma and
their psychotic symptoms, and most expressed an interest
in receiving a trauma‐focused therapy (27, 34).

It is also clear that the current reality for people with
psychosis in secondary care mental health services is that
PTSD is often undetected (11). This underlines the need for
increased awareness and responsibility on mental health
services to identify and address the effect of trauma on
service users, as has been previously highlighted (35–37),
and to evaluate approaches for trauma‐informed care (38).

CONCLUSIONS

Trauma exposure and subsequent PTSD symptoms are
very common among people with psychotic disorder or
ARMS. Most participants in our sample had experienced
multiple traumatic events and believed that trauma was a
causal factor for their mental health problems. In addition,
most participants were interested in psychological therapy
targeting their traumas as a treatment option. Our study
highlights the need for evaluation of trauma‐focused in-
terventions to improve outcomes in this patient group.

AUTHOR AND ARTICLE INFORMATION

Centre for Academic Mental Health, Population Health Sciences, Bristol
Medical School, University of Bristol, Bristol, UK (Martin, Philips, Zam-
mit); Avon and Wiltshire Mental Health Partnership NHS Trust, Bath, UK
(Martin, Greenstone, Davies, Stewart, Ewins); MRC Centre for Neuro-
psychiatric Genetics and Genomics, Division of Psychological Medicine
and Clinical Neurosciences, Cardiff University School of Medicine,
Cardiff, UK (Zammit).

Send correspondence to Dr. Martin (dave.martin@bristol.ac.uk).

This research received no specific grant from any funding agency,
commercial or not‐for‐profit sectors. Stan Zammit is supported by the
NIHR Biomedical Research Centre at University Hospitals Bristol and
Weston NHS Foundation Trust and the University of Bristol. The views
expressed are those of the author(s) and not necessarily those of the
NIHR or the Department of Health and Social Care.

All authors declare that there are no conflicts of interest in relation to
the subject of this study.

This is an open access article under the terms of the Creative Commons
Attribution License, which permits use, distribution and reproduction in
any medium, provided the original work is properly cited.

© 2023 The Authors. Psychiatric Research and Clinical Practice pub-
lished by Wiley Periodicals, LLC on behalf of the American Psychiatric
Association.

Received October 17, 2022; revised December 7, 2022; accepted
December 15, 2022.

REFERENCES
1. World Health Organisation. Mental health action plan 2013; 2013.

Retrieved from: http://www.who.int/mental_health/publications/
action_plan/en/

MARTIN ET AL.

Psych Res Clin Pract. xx:xx, 2023 prcp.psychiatryonline.org 7

 25755609, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1176/appi.prcp.20220028 by W

elsh A
ssem

bly G
overnm

ent, W
iley O

nline L
ibrary on [15/02/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

mailto:dave.martin@bristol.ac.uk
http://www.who.int/mental_health/publications/action_plan/en/
http://www.who.int/mental_health/publications/action_plan/en/
prcp.psychiatryonline.org


2. Nordentoft M, Madsen T, Fedyszyn I. Suicidal behavior and
mortality in first‐episode psychosis. J Nerv Ment Dis. 2015;203
(5):387–92. https://doi.org/10.1097/nmd.0000000000000296

3. Robinson D, Woerner MG, Alvir JM, Bilder R, Goldman R,
Geisler S, et al. Predictors of relapse following response from a
first episode of schizophrenia or schizoaffective disorder. Arch
Gen Psychiatr. 1999;56(3):241–7. https://doi.org/10.1001/arch-
psyc.56.3.241

4. Leucht S, Leuch C, Huhn M, Chaimani A, Mavridis A Chaimani A,
et al. Sixty years of placebo controlled antipsychotic drug trials in
acute schizophrenia: systematic review; Bayesian meta‐analysis;
and meta‐regression of efficacy predictors. Am J Psychiatr. 2017;
174(10):927–42. https://doi.org/10.1176/appi.ajp.2017.16121358

5. Moncrieff J. The bitterest pills: the troubling story of antipsy-
chotic drugs. New York: Palgrave Macmillan, St. Martin's Press;
2013.

6. Read J, van Os J, Morrison AP, Ross CA. Childhood trauma, psy-
chosis and schizophrenia: a literature review with theoretical and
clinical implications. Acta Psychiatr Scand. 2005;112(5):330–50.
https://doi.org/10.1111/j.1600‐0447.2005.00634.x

7. Bebbington PE, Bhugra D, Brugha T, Singleton N, Farrell M,
Jenkins R, et al. Psychosis, victimisation and childhood disad-
vantage: evidence from the second British National Survey of
Psychiatric Morbidity. Br J Psychiatry. 2004;185(3):220–6.
https://doi.org/10.1192/bjp.185.3.220

8. Janssen I, Krabbendam L, Bak M, Hanssen M, Vollebergh W, de
Graaf R, et al. Childhood abuse as a risk factor for psychotic
experiences. Acta Psychiatr Scand. 2004;109(1):38–45. https://
doi.org/10.1046/j.0001‐690x.2003.00217.x

9. Varese F, Smeets F, Drukker M, Lieverse R, Lataster T, Viecht-
bauer W, et al. Childhood adversities increase the risk of psychosis:
a meta‐analysis of patient‐control, prospective‐ and cross‐sectional
cohort studies. Schizophr Bull. 2012;38(4):661–71. https://doi.org/
10.1093/schbul/sbs050

10. Bechdolf A, Thompson A, Nelson B, Cotton S, Simmons MB,
Amminger GP, et al. Experience of trauma and conversion to
psychosis in an ultra‐high‐risk (prodromal) group. Acta Psychiatr
Scand. 2010;121(5):377–84. https://doi.org/10.1111/j.1600‐0447.
2010.01542.x

11. Zammit S, Lewis C, Dawson S, Colley H, McCann H, Piekarski A,
et al. Undetected post‐traumatic stress disorder in secondary‐
care mental health services: systematic review. Br J Psychiatry.
2018;212(1):11–8. https://doi.org/10.1192/bjp.2017.8

12. Mueser KT, Lu W, Rosenberg SD, Wolfe R. The trauma of psy-
chosis: posttraumatic stress disorder and recent onset psychosis.
Schizophr Res. 2010;116(2‐3):217–27. https://doi.org/10.1016/j.
schres.2009.10.025

13. National Institute of Clinical Excellence (NICE). Post‐traumatic
stress disorder; 2018. https://doi.org/10.1056/NEJMra1612499

14. Frueh BC, Grubaugh AL, Cusack KJ, Kimble MO, Elhai JD,
Knapp RG. Exposure‐based cognitive‐behavioral treatment of
PTSD in adults with schizophrenia or schizoaffective disorder: a
pilot study. J Anxiety Disord. 2009;23(5):665–75. https://doi.org/
10.1016/j.janxdis.2009.02.005

15. Mueser KT, Bolton E, Carty PC, Bradley MJ, Ahlgren KF, Distaso
DR, et al. The Trauma Recovery Group: a cognitive‐behavioral
program for post‐traumatic stress disorder in persons with se-
vere mental illness. Community Ment Health J. 2007;43(3):281–
304. https://doi.org/10.1007/s10597‐006‐9075‐2

16. Thompson AG. The meaning of patient involvement and partic-
ipation in health care consultations: a taxonomy. Soc Sci Med.
2007;64(6):1297–310. https://doi.org/10.1016/j.socscimed.2006.11.
002

17. Swift JK, Callahan JL. The impact of client treatment prefer-
ences on outcome: a meta‐analysis. J Clin Psychol. 2009;65(4):
368–81. https://doi.org/10.1002/jclp.20553

18. Yung AR, Yuen HP, McGorry PD, Phillips LJ, Kelly D, Dell'Olio
M, et al. Mapping the onset of psychosis: the comprehensive
assessment of at‐risk mental states. Aust N Z J Psychiatr. 2005;39
(11‐12):964–71. https://doi.org/10.1080/j.1440‐1614.2005.01714.x

19. Gray MJ, Litz BT, Hsu JL, Lombardo TW. Psychometric prop-
erties of the life events checklist. Assessment. 2004;11(4):330–41.
https://doi.org/10.1177/1073191104269954

20. Fink LA, Bernstein D, Handelsman L, Foote J, Lovejoy M. Initial
reliability and validity of the childhood trauma interview: a new
multidimensional measure of childhood interpersonal trauma.
Am J Psychiatr. 1995;152(9):1329–35.

21. Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The
posttraumatic stress disorder checklist for DSM‐5 (PCL‐5):
development and initial psychometric evaluation. J Trauma
Stress. 2015;28(6):489–98. https://doi.org/10.1002/jts.22059

22. Bovin MJ, Marx BP, Weathers FW, Gallagher MW, Rodriguez P,
Schnurr PP, et al. Psychometric properties of the PTSD checklist
for diagnostic and statistical manual of mental disorders‐fifth
edition (PCL‐5) in veterans. Psychol Assess. 2016;28(11):1379–91.
https://doi.org/10.1037/pas0000254

23. McLaughlin KA, Koenen KC, Friedman MJ, Ruscio AM, Karam
EG, Shahly V, et al. Subthreshold posttraumatic stress disorder in
the world health organization world mental health surveys. Biol
Psychiatr. 2015;77(4):375–84. https://doi.org/10.1016/j.biopsych.
2014.03.028

24. Seow LSE, Ong C, Mahesh MV, Sagayadevan V, Shafie S, Chong
SA, et al. A systematic review on comorbid post‐traumatic stress
disorder in schizophrenia. Schizophr Res. 2016;176(2‐3):441–51.
https://doi.org/10.1016/j.schres.2016.05.004

25. Hardy A. Pathways from trauma to psychotic experiences: a
theoretically informed model of posttraumatic stress in psycho-
sis. Front Psychol. 2017;8:697.

26. Morrison AP, Frame L, Larkin W. Relationships between trauma
and psychosis: a review and integration. Br J Clin Psychol.
2003;42(Pt 4):331–53. https://doi.org/10.1348/0144665033225
28892

27. Steel C. Hallucinations as a trauma‐based memory: implications
for psychological interventions. Front Psychol. 2015;6. https://
doi.org/10.3389/fpsyg.2015.01262

28. Bendall S, Jackson HJ, Hulbert CA, McGorry PD. Childhood
trauma and psychotic disorders: a systematic, critical review of
the evidence. Schizophr Bull. 2008;34(3):568–79. https://doi.org/
10.1093/schbul/sbm121

29. Sin J, Spain D. Psychological interventions for trauma in in-
dividuals who have psychosis: a systematic review and meta‐
analysis. Psychosis. 2016;9(1):67–81. https://doi.org/10.1080/
17522439.2016.1167946

30. Swan S, Keen N, Reynolds N, Onwumere J. Psychological in-
terventions for post‐traumatic stress symptoms in psychosis: a
systematic review of outcomes. Front Psychol. 2017;8. https://doi.
org/10.3389/fpsyg.2017.00341

31. Brand RM, McEnery C, Rossell S, Bendall S, Thomas N. Do
trauma‐focussed psychological interventions have an effect on
psychotic symptoms? A systematic review and meta‐analysis.
Schizophr Res. 2018;195:13–22. https://doi.org/10.1016/j.schres.
2017.08.037

32. Strelchuk D, Wiles N, Turner K, Derrick C, Zammit S. Feasibility
study of eye movement desensitisation and reprocessing (EMDR)
in people with an at‐risk mental state (ARMS) for psychosis:
study protocol. BMJ Open. 2020;10(10):e038620. https://doi.org/
10.1136/bmjopen‐2020‐038620

33. Varese F, Sellwood W, Aseem S, Awenat Y, Bird L, Bhutani G,
et al. Eye movement desensitization and reprocessing therapy for
psychosis (EMDRp): protocol of a feasibility randomized
controlled trial with early intervention service users. Early Interv
Psychiatr. 2020;15(5):1224–33. https://doi.org/10.1111/eip.13071

EXAMINING THE RELATIONSHIP BETWEEN TRAUMA, PTSD AND PSYCHOSIS

8 prcp.psychiatryonline.org Psych Res Clin Pract. xx:xx, 2023

 25755609, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1176/appi.prcp.20220028 by W

elsh A
ssem

bly G
overnm

ent, W
iley O

nline L
ibrary on [15/02/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1097/nmd.0000000000000296
https://doi.org/10.1001/archpsyc.56.3.241
https://doi.org/10.1001/archpsyc.56.3.241
https://doi.org/10.1176/appi.ajp.2017.16121358
https://doi.org/10.1111/j.1600-0447.2005.00634.x
https://doi.org/10.1192/bjp.185.3.220
https://doi.org/10.1046/j.0001-690x.2003.00217.x
https://doi.org/10.1046/j.0001-690x.2003.00217.x
https://doi.org/10.1093/schbul/sbs050
https://doi.org/10.1093/schbul/sbs050
https://doi.org/10.1111/j.1600-0447.2010.01542.x
https://doi.org/10.1111/j.1600-0447.2010.01542.x
https://doi.org/10.1192/bjp.2017.8
https://doi.org/10.1016/j.schres.2009.10.025
https://doi.org/10.1016/j.schres.2009.10.025
https://doi.org/10.1056/NEJMra1612499
https://doi.org/10.1016/j.janxdis.2009.02.005
https://doi.org/10.1016/j.janxdis.2009.02.005
https://doi.org/10.1007/s10597-006-9075-2
https://doi.org/10.1016/j.socscimed.2006.11.002
https://doi.org/10.1016/j.socscimed.2006.11.002
https://doi.org/10.1002/jclp.20553
https://doi.org/10.1080/j.1440-1614.2005.01714.x
https://doi.org/10.1177/1073191104269954
https://doi.org/10.1002/jts.22059
https://doi.org/10.1037/pas0000254
https://doi.org/10.1016/j.biopsych.2014.03.028
https://doi.org/10.1016/j.biopsych.2014.03.028
https://doi.org/10.1016/j.schres.2016.05.004
https://doi.org/10.1348/014466503322528892
https://doi.org/10.1348/014466503322528892
https://doi.org/10.3389/fpsyg.2015.01262
https://doi.org/10.3389/fpsyg.2015.01262
https://doi.org/10.1093/schbul/sbm121
https://doi.org/10.1093/schbul/sbm121
https://doi.org/10.1080/17522439.2016.1167946
https://doi.org/10.1080/17522439.2016.1167946
https://doi.org/10.3389/fpsyg.2017.00341
https://doi.org/10.3389/fpsyg.2017.00341
https://doi.org/10.1016/j.schres.2017.08.037
https://doi.org/10.1016/j.schres.2017.08.037
https://doi.org/10.1136/bmjopen-2020-038620
https://doi.org/10.1136/bmjopen-2020-038620
https://doi.org/10.1111/eip.13071
prcp.psychiatryonline.org


34. Read J, Harper D, Tucker I, Kennedy A. How do mental health
services respond when child abuse or neglect become known? A
literature review. Int J Ment Health Nurs. 2018;27(6):1606–17.
https://doi.org/10.1111/inm.12498

35. Read J, Harper D, Tucker I, Kennedy A. Do mental health ser-
vices identify child abuse and neglect? A systematic review. Int J
Ment Health Nurs. 2018;27(1):7–19. https://doi.org/10.1111/inm.
12369

36. Neill C, Read J. Adequacy of inquiry about, documentation of,
and treatment of trauma and adversities: a study of mental health

professionals in England. Commun Ment Health J. 2022;58
(6):1076–87. in press. https://doi.org/10.1007/s10597‐021‐00916‐4

37. Sellick K, Rose D, Harms L. Hearing voices, sexual abuse and
service system responses. Psychosis: Psychol Soc Integr Ap-
proaches. 2020;12(1):11–22. https://doi.org/10.1080/17522439.
2019.1666910

38. Sweeney A, Clement S, Filson B, Kennedy A. Trauma‐informed
mental healthcare in the UK: what is it and how can we further
its development? Mental Health Rev. 2016;21(3):174–92. https://
doi.org/10.1108/mhrj‐01‐2015‐0006

MARTIN ET AL.

Psych Res Clin Pract. xx:xx, 2023 prcp.psychiatryonline.org 9

 25755609, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1176/appi.prcp.20220028 by W

elsh A
ssem

bly G
overnm

ent, W
iley O

nline L
ibrary on [15/02/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1111/inm.12498
https://doi.org/10.1111/inm.12369
https://doi.org/10.1111/inm.12369
https://doi.org/10.1007/s10597-021-00916-4
https://doi.org/10.1080/17522439.2019.1666910
https://doi.org/10.1080/17522439.2019.1666910
https://doi.org/10.1108/mhrj-01-2015-0006
https://doi.org/10.1108/mhrj-01-2015-0006
prcp.psychiatryonline.org

	Examining the Relationship Between Trauma, Post‐Traumatic Stress Disorder and Psychosis in Patients in a UK Secondary Care  ...
	METHOD
	Sample
	Measures
	PTSD
	Additional questions

	Statistical Analysis

	RESULTS
	Sample
	Trauma Prevalence
	Timing of Most Traumatic Event and Psychosis Diagnosis
	Prevalence of PTSD Symptoms
	Trauma, Mental Health Difficulties and Interest in Receiving Trauma‐Focused Therapy

	DISCUSSION
	Summary of Findings
	Strengths and Limitations
	Implications

	CONCLUSIONS


