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Abstract
Objectives: Trauma-focused interventions have been 
shown to be effective treatments for post-traumatic stress 
disorder (PTSD), and clinical guidelines support their use 
with people with psychosis. Despite this, they are used rela-
tively infrequently in this population. We sought to explore 
UK health care professionals’ perceptions of what impedes 
or facilitates the use of trauma-focused interventions among 
people with psychosis and PTSD.
Design: A qualitative study using constructivist grounded 
theory methodology.
Methods: We conducted semi-structured interviews with 
18  health care professionals working within the commis-
sioning and delivery of clinical services for people with 
psychosis.
Results: Three inter-related barriers to the use of trauma-
focused interventions were conceptualized: coherent under-
standing; structural support; and safe space.
Conclusions: Delivery of trauma-focused interventions 
within routine clinical practice may be supported by atten-
tion to the coherent integration of discussion of trauma into 
the clinical discourse of services; the processes, pathways, 
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INTRODUCTION

The association between trauma and psychosis is well-established. Individuals with psychosis are con-
sistently shown to have experienced high levels of trauma (de Bont et al., 2015; Gibson et al., 2016; 
Varese et al., 2012), and have an increased risk of continued exposure to traumatic events including 
experiences of psychosis, psychiatric treatment, hospitalization (Berry et al., 2013), and victimization 
(Maniglio, 2009).

High exposure to traumatic events places people with psychosis at an increased risk of developing 
post-traumatic stress disorder (PTSD; Grubaugh et al., 2011). Meta-analyses estimate the prevalence 
of PTSD in people with psychosis at 12.4% (Achim et al., 2011): however, this may underestimate the 
true prevalence, given findings from a recent review which placed the prevalence of psychosis-related 
PTSD between 14% and 47% (Buswell et al., 2021). Comorbid diagnoses of psychosis and PTSD are 
associated with higher symptom levels, poorer social functioning and quality of life (Grubaugh et al., 
2011; Mueser et al., 2010), as well as with higher use of and worse outcomes from health care (Insel, 
2008; Switzer et al., 1999).

Treatment of PTSD in people with psychosis has increasingly been recognized as a clinical prior-
ity. Clinical guidelines recommend that individuals presenting with first-episode psychosis should be 
assessed and offered treatment for PTSD (National Institute for Health and Care Excellence (NICE), 
2014). Despite this, there is no formal recommendation for assessment and treatment of PTSD outside 
of first-episode psychosis in current UK guidance.

Trauma-focused interventions

Trauma-focused psychological interventions including cognitive behavioural therapy (tf-CBT) or 
eye-movement desensitisation and reprocessing (EMDR) are recommended first-line interventions 
for PTSD (American Psychological Association, 2017; NICE, 2018). These interventions should be 

and organizational culture that facilitate access to treatment; 
and training that targets clinician confidence and skills.
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Practitioner points

•	 Health care professionals describe multiple barriers to the delivery of trauma-focused in-
terventions for people with psychosis and PTSD: as a result, providing these interventions 
continues to be considered the exception rather than the rule.

•	 Findings highlight perceived barriers in the form of coherent integration of the discussion of 
trauma into the clinical discourse of psychosis services; the structural support for the deliv-
ery of trauma-focused interventions; and a safe space for intervention to occur.

•	 A range of potential opportunities to improve the delivery of trauma-focused interventions 
are identified including the use of psychosocial team formulation sessions, organizational 
interventions, and training focused on the development of staff confidence and skills.
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distinguished from trauma-informed approaches which refer to broader organizational awareness of, 
and attendance to, the prevalence of and diverse reactions to traumatic experiences. Trauma-informed 
approaches have been written about extensively elsewhere (Reeves, 2015; Sweeney et al., 2016).

Large meta-analyses of tf-CBT and EMDR demonstrate reductions in both symptoms and distress 
in individuals with a diagnosis of PTSD (Lewis et al., 2020; Mavranezouli et al., 2020). However, people 
with psychosis are typically excluded from research trials to minimize sample heterogeneity and due to 
harm expectancies in this population (Swan et al., 2017). As a result, the efficacy of interventions for 
PTSD for people with psychosis is uncertain. NICE guidelines for the treatment of psychosis (2014) 
identify no contraindication for trauma-focused interventions and classify further research in this area 
as a key priority.

An emerging evidence-base offers tentative support for the use of trauma-focused interventions for 
people with psychosis and PTSD. There is promising evidence from randomized controlled trials which 
support the efficacy (Mueser et al., 2008, 2015; van den Berg et al., 2015) and safety (van den Berg, de 
Bont, et al., 2016; van den Berg, van der Vleugel, et al., 2016) of trauma-focused interventions for the 
treatment of PTSD in this group. While meta-analyses report mixed interpretations of the available data 
(Brand et al., 2018; Sin & Spain, 2017; Swan et al., 2017), discrepancies may be attributable to differences 
in analytic strategies and heterogeneity in the interventions and participant samples across trials.

Despite the growing clinical interest, emerging research remains tentative regarding the efficacy of 
trauma-focused interventions with people with psychosis, and further research is clearly needed. Harm 
expectancies, including the fear of symptom exacerbation, destabilizing the patient and adverse events 
(van den Berg, de Bont, et al., 2016; van den Berg, van der Vleugel, et al., 2016), may contribute to reluc-
tance by ethical boards to support the conduct of needed trials.

Clinical practice

Despite the prevalence of PTSD in people experiencing psychosis, PTSD in this population is fre-
quently under-recognized in clinical services (de Bont et al., 2015; Lommen & Restifo, 2009). Even 
when PTSD is identified, individuals are rarely offered trauma-focused treatment (Becker et al., 2004). 
Understanding this discrepancy is important to reduce the potentially detrimental consequences of fail-
ure to identify and treat PTSD in this population (Álvarez et al., 2012).

Previous research has explored barriers and facilitators to the implementation of trauma-focused 
interventions with people with PTSD more broadly. In a recent systematic review, Finch et al., (2020) 
synthesized findings from 34 published studies examining barriers and facilitators to providing trauma-
focused interventions. They identified four levels of barriers and facilitators covering intervention, 
client, clinician, and system factors. The most commonly cited barriers identified included inflexibility 
of manualized approaches, fear of increasing client distress, working with comorbidities, and a lack of 
training and support.

Little research has directly examined the barriers specific to the delivery of trauma-focused treatment 
with people with psychosis. Clinician attitudes, knowledge, and self-efficacy in delivering treatment 
have been shown to be predictive of the adoption of interventions for other psychological difficulties 
(Harned et al., 2013; Salyers et al., 2004). The perspectives of health care professionals may therefore 
offer important insights into the potential barriers to the delivery of trauma-focused interventions with 
people with psychosis.

Two studies have previously explored the perspectives of American clinicians towards trauma-
focused interventions for people with Severe Mental Illness (Frueh et al., 2006; Salyers et al., 2004): 
these studies describe significant client- and clinician-related barriers to their use with this popula-
tion. Client-related barriers included symptoms interfering with treatment; client unwillingness; cog-
nitive impairment; and communication difficulties (Salyers et al., 2004). Clinician-related barriers to 
treatment included clinician anxiety (Frueh et al., 2006); lack of knowledge and experience; as well as 
staff perceptions regarding their competence and confidence delivering interventions; the usefulness of 
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interventions; and agency support (Salyers et al., 2004). Clinicians’ attitudes to treatment, in particular, 
were predictive of whether clinicians had assessed or treated PTSD with clients (Salyers et al., 2004). 
Severe mental illness describes a heterogeneous group and it is hard to assess which of these barriers 
apply specifically to treatment for people with psychosis. Further, given the rapid development of re-
search and clinical guidelines in this area, barriers to treatment may have shifted significantly since 
these studies were conducted.

One study has previously examined the perspectives of Australian clinicians towards trauma-
focused interventions for people with first-episode psychosis (Gairns et al., 2015). The mixed-
methods design synthesized quantitative and qualitative data from questionnaires with qualitative 
data from focus groups. Additional barriers to the delivery of trauma-focused interventions to peo-
ple with psychosis included perceived mental health risks to clients, workload pressures, and poor 
client engagement (Gairns et al., 2015). The mixed methodology highlighted apparent contradic-
tions in staff reports that are hard to interpret. Notably, despite 68.8% of clinicians endorsing 
trauma-focused interventions as safe, mental health risks to clients were described as a key barrier to 
treatment. Further exploration is required to unpack such apparent contradictions within complex 
care planning for people with psychosis.

To date, no research has examined the perspectives of UK health care professionals in this area. In 
the United Kingdom, mental health care (including psychological therapies) for people with a psychotic 
disorder is typically delivered by multi-disciplinary community mental health teams within the pub-
licly funded National Health Service (NHS). Clinical decision-making is informed by clinical guidance 
published by the NICE and implemented into local services by clinical commissioning groups (NICE, 
2014). Specialist service provision may also include early intervention in psychosis services (Lester et al., 
2009) following the first episode of psychosis; inpatient and community crisis resolution teams during 
acute episodes of illness or risk; asssertive outreach teams (Wright et al., 2003); and longer-term rehabil-
itation services (Killaspy et al., 2013).

Treatment decisions are complex, influenced by clients, clinicians, organizational, and treatment 
variables. The perspectives of health care professionals offer valuable insights into understanding the 
delivery of trauma-focused interventions in this population and may offer valuable insights to imple-
mentation efforts. In the current study, we sought to explore and better understand health care profes-
sionals’ perceptions of the barriers and facilitators to using trauma-focused interventions for people 
with psychosis and PTSD.

METHODS

Design

We conducted individual, semi-structured qualitative interviews with health care professionals working 
in the commissioning and delivery of clinical services for people experiencing psychosis. Treatment 
decisions within clinical contexts are social processes involving multiple stakeholders with differing 
experiences and perspectives. We therefore adopted a constructivist grounded theory approach to the 
research design.

Grounded theory

Grounded theory is an inductive methodology with systematic guidelines for collecting and analysing 
qualitative data (Glaser & Strauss, 1967). The methodology seeks to inductively discover and abstract 
theoretical models from data through iterative processes of data collection and analysis. Within con-
structivist grounded theory (Charmaz, 2014), the position and perspective of researchers are recognized 
as playing an active role in the construction of theory from data.



       |  545TRAUMA-FOCUSED INTERVENTIONS IN PSYCHOSIS

Constructivist grounded theory methods (Charmaz, 2014) begin with purposive sampling of 
participants with varied perspectives on the research topic. Data collection and analysis occur itera-
tively and coding progresses through the constant comparison of similarities and differences within 
the data.

Procedure

Participant recruitment

Care and treatment planning within NHS clinical services for individuals with psychosis involve clini-
cians from several disciplines, supervisors, and managers, and decision-making is informed by a clinical 
commissioning group (NICE, 2014). We aimed to capture the diverse perspectives of staff involved in 
this care planning process by purposively approaching clinicians from different clinical disciplines in 
a variety of services. Individuals working within a range of clinical services for people with psychosis 
across the Greater London area were contacted inviting them to participate. Participants were asked to 
identify colleagues with diverse perspectives, who were subsequently approached to participate.

Data collection

Interviews were primarily conducted face-to-face at the participant's place of work or at University 
College London, while a minority were completed via telephone. Consent forms were completed prior to 
face-to-face interviews and completed digitally prior to telephone interviews. All interviews were audio-
recorded using a digital voice recorder. Participants provided a limited amount of socio-demographic 
information as well as their role and work setting at the beginning of the interview.

During the interviews, we aimed to first elicit participants’ knowledge about trauma-focused inter-
ventions and then explore their experiences of these interventions and the barriers and facilitators to 
providing them. The interview schedule was developed through discussion between the research team 
and familiarization with existing relevant literature. The schedule was used as a prompt while the inter-
viewer prioritized exploration of participants’ experiences. The interview schedule evolved during the 
data collection process, as is consistent with grounded theory methodology (Charmaz, 2014), to explore 
emerging themes and potential barriers and facilitators identified in earlier interviews more deeply. 
Following transcription of the first five interviews, we adapted the interview schedule to include a defi-
nition of trauma-focused interventions. This was intended to clarify that the interview was primarily 
focused on trauma-focused psychological interventions for PTSD, rather than trauma-informed care 
more broadly (See Appendix S1).

Data analysis

We transcribed interviews using Express Scribe Pro software, and analysis was facilitated by NVivo 
11 software. Memo-writing and purposive sampling allowed emerging themes and concepts to be fur-
ther explored in later interviews.

We initially selected a cross-section of five contrasting interviews for line-by-line coding with de-
scriptive labels. Codes were then compared to identify frequent, common, and contrasting ideas: this 
process generated categories or focused codes and the development of an initial coding framework.

We coded the remaining interviews using the initial coding framework. Novel codes were incorpo-
rated into the analysis as they were developed so that open and focused coding continued simultane-
ously. We used memos to define, refine, and elaborate coding decisions and to provide rationale and 
definitions of higher-order coding.
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Quality assurance

We have endeavoured to maximize the credibility of the analysis through transparent reporting of the 
research processes, researcher reflexivity including a statement of the researcher's position, and the use 
of validity checks.

Reflexivity

In recognition of the role of the researchers’ perspectives in the research process (Charmaz, 
2014), the researcher responsible for data collection and analysis (EC) maintained a ref lective log 
throughout the conduct of the study. Initial ref lections regarding expectations and beliefs about 
the research subject have been summarized into a statement of the researchers’ positions below: we 
hope this offers readers the opportunity to consider how our positions may inf luence the analysis 
(Elliott et al., 1999).

Researchers’ positions

EC: I am fortunate to have no personal lived experiences of either PTSD or psychosis. While working 
with adults experiencing psychosis as a research assistant, I became aware of the significant histories of 
the trauma of the individuals I worked with. Prior to conducting the interviews and analysis, I had lim-
ited experience delivering trauma-focused interventions and no experience of working in NHS services 
for, or delivering trauma-focused interventions to, people experiencing psychosis. This naivety about 
delivering trauma-focused interventions may have limited my pre-conceptions regarding the research 
question and facilitated genuine curiosity about the topic. However, it may also have limited my aware-
ness of subtle nuances within participants’ accounts. This research was completed in partial fulfilment 
for the Doctorate in Clinical Psychology.

JB: I have worked with people with PTSD and psychosis for more than 20 years during my career as 
a Clinical Psychologist. As such I brought an ‘insider perspective’ to this research topic. This comple-
mented the role of the first researcher and enabled us to balance curiosity and experience, while staying 
close to the data.

Validity checks

The coding and model development were led by the first author (EC). Two transcripts were indepen-
dently reviewed by JB who contributed potential codes which were then compared with those developed 
by EC and incorporated into the provisional coding framework. The development of more focused 
codes and the conceptual representation of the data was then led by EC and reviewed through regular 
discussion in supervision to ensure credibility and face validity of the emerging framework. JB provided 
consultation and supervision throughout all stages of the research process.

Ethical considerations

The study was approved by the University College London Research Ethics Committee, reference 
15035/001.
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R ESULTS

Participants

We interviewed 18 health care professionals. Interviews ranged from 25 to 57 min. Participants’ ages 
ranged from 33 to 58 years with between 3 and 34 years of experience working in mental health ser-
vices. The professions of staff were: 11 clinical psychologists, three psychiatrists, two social workers, 
one nurse, and one occupational therapist. Participants were working in a range of clinical teams: 
four in inpatient settings; three in early intervention for psychosis services; two in recovery and 
rehabilitation; one each in community mental health and a specialist psychological therapies service. 
Six participants were in senior positions across clinical teams and one in a Clinical Commissioning 
Group.

A conceptual representation of results

Across participants, strong shared narratives were identified regarding the barriers and facilitators to 
delivering trauma-focused interventions for people with psychosis. The conceptual model comprises 
three dominant but overlapping themes: (i) coherent understanding; (ii) structural support; and (iii) safe 
space (Figure 1).

All participants recognized the prevalence of traumatic experiences in people with psychosis and 
their potential consequences, including PTSD. Despite this, they acknowledged that traumatic expe-
riences and PTSD symptoms were frequently neglected in assessment and treatment planning. In the 
context of complex clinical presentations and symptoms, identification of traumatic experiences was 
positioned as a key facilitator to the recognition of symptoms as trauma-related and subsequent access 
to trauma-focused interventions.

Coherent understanding

Participants described difficulty integrating discussion of trauma into a clinical discourse within 
services for psychosis. This prevented knowledge about the prevalence of trauma and trauma-related 
symptoms in psychosis being translated into clinical practice including routine identification of 
traumatic experiences and individuals who would benefit from trauma-focused interventions. The 

F I G U R E  1   Dominant themes influencing the use of Trauma-Focused Interventions in Psychosis
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coherent understanding was influenced by a dominant bio-medical model; awareness and percep-
tions of psychological interventions; and clinician characteristics. Illustrative quotations are in-
cluded in Table 1.

Trauma and the dominant bio-medical model

Participants described the clinical discourse within services as being dominated by a bio-medical 
model of psychosis as a biological illness: this was positioned as inconsistent with discussions of 
symptoms in relation to traumatic experiences. While the participants spoke about biopsychoso-
cial approaches, the bio-medical model was described as dominating the clinical discourse within 
services.

the overwhelming presence of the medical model, the overwhelming presence and the 
overwhelming faith to chemistry 

(P5, Psychologist)

T A B L E  1   Sub-categories and illustrative quotes of Theme 1: A Coherent Understanding

Sub-category Illustrative quotes

Trauma and the dominant 
bio-medical model

‘the research on trauma and psychosis is a difficult one for those who believe that 
psychosis is an organic, degenerative brain disease’ (P11, Psychologist)

‘it’s looking at the social model when we’re in a medical team’ (P17, Social Worker)
‘psychiatric professionals were always quite reluctant to acknowledge trauma and that kind 

of drive of having trauma introduced into the, the debate very often regularly came 
from outside’ (P4, Psychiatrist)

‘there’s rarely, only in a minority of cases, any evidence that people have been offered, 
um, er, a comprehensive trauma screening so that they’ve really been asked, in the 
standardised way, about um, their experience of kind of common traumatic events’ 
(P16, Psychologist)

‘a client’s narrative may be shaped, very well shaped by what clinician’s routinely ask them, 
so they get into a narrative of talking about psychosis-related symptoms rather than 
talking about their trauma ‘cause they assume that’s not what they’re here for, that’s not 
what’s available, that’s not what can be treated’ (P2, Psychologist)

Awareness of and 
perceptions about 
psychological 
interventions

‘it means different things to different people and I think that does cause um, some 
confusion sometimes, the lack of clarity’ (P16, Psychologist)

‘I think the psychodynamic therapy offers someone to talk about their losses and their traumas 
and the difficulties from their past and it can be quite deep work’ (P17, Social Worker)

‘everyone should be offered um, psychological assessment and CBT for p, um, it’s the, is 
the stated intervention’ (P3, Occupational Therapist)

‘I don’t sense here that there’s any, sort of, deep work here, with the CBT’ (P17, Social 
Worker)

‘I ask about trauma and I can see that it can affect mental state, but actually what I can do’ 
(P15, Psychiatrist)

‘I think pretty much everywhere now you have to have a discrete, you offer people discrete 
therapy contracts that are far too short for what they actually need because that’s the 
NHS context’ (P1, Psychologist)

Clinician characteristics ‘you need a lot of compassion, but you need compassion in such a way that you can also 
work out when you’ve got compassion fatigue and that you’re burning out’ (P1, 
Psychologist)

‘there are some people who within the team, who just have um, more of an acute sensitivity 
to people’s experiences and some who don’t, some who are able to um, ask enough, and 
not necessarily, over and unpack at an assessment point um, and um, some who don’t’ 
(P3, Occupational Therapist)

‘because I have a very intensely, intense psychodynamic background, I’m not very much in 
favour of this’ (P5, Psychologist)
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Participants emphasized the importance of routine questions about traumatic experiences during 
assessments to formulate symptoms as trauma-related and identify individuals who may benefit 
from trauma-focused interventions. However, within the medically dominated understanding, par-
ticipants perceived that such questions were viewed by clinicians as a tick-box exercise or not asked 
at all. This could increase the risk that PTSD symptoms were not identified nor appropriate inter-
vention offered.

Participants also reflected on how this clinical discourse influenced service users’ own narratives 
about their mental health. The absence of questions about trauma, or failure to follow up disclosures, 
fostered an understanding that these experiences were not relevant: this could discourage service users 
from discussing them and further reduce the likelihood of symptoms being recognized and an appro-
priate intervention offered.

… talking about psychosis-related symptoms rather than talking about their trauma ‘cause 
they assume that’s not what they’re here for, that’s not what’s available, that’s not what can 
be treated 

(P2, Psychologist)

Awareness of and perceptions about psychological interventions

Significant differences between participants’ awareness of and perceptions about psychological in-
terventions indicated ambiguity about the nature and use of interventions. Participants described 
diverse definitions of trauma-focused interventions. For some, they were conceptualized specifi-
cally as interventions involving the re-living or re-processing of traumatic memories. However, 
others described a broader approach whereby traumatic experiences were included within the clini-
cal formulation but were not the focus of treatment. Terms such as ‘trauma-focused interventions’ 
and ‘trauma-informed approaches’ were used interchangeably. Systemic therapies, psychodynamic 
psychotherapy, peer support, and medication were also described as trauma-focused interventions. 
This conflation of terminology highlighted ambiguity in the discussion of trauma and trauma-
focused interventions.

Participants expressed beliefs that the provision of psychological therapies, and of trauma-focused 
interventions specifically, was extremely limited and difficult to access. One psychiatrist described 
frustration at identifying PTSD but being unable to offer treatment within the service. Provision was 
perceived to be limited by the number of therapists, range of available interventions, and pressures to 
deliver brief interventions. Overall, psychological therapy provision was characterized as inadequate to 
meet the complex needs of this population.

Participants also spoke about widespread narratives that talking about traumatic experiences 
would exacerbate distress. As such, participants acknowledged that clinicians and service users may 
view the re-living of traumatic experiences as counter-intuitive. Psychologists perceived the avoid-
ance of talking about trauma due to the fear of exacerbating distress as a barrier to both the recogni-
tion of PTSD symptoms and engagement (of clinicians and service users alike) with trauma-focused 
interventions.

it's something that is counter-intuitive isn’t it, that…that we are asking people to believe 
that you get better by diving into the depths of the worst thing that ever happened to you 

(P13, Psychologist)

Psychologists described the importance of psycho-education in promoting understanding and engage-
ment in trauma-focused treatments. Staff reflected that their own understanding of and confidence in the 
treatment had improved through training and clinical experience of interventions.
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Clinician characteristics

Participants perceived clinicians’ characteristics to influence how valuable clinicians considered trauma-
focused interventions to be, as well as how sensitively and effectively they were able to talk about trau-
matic experiences and PTSD symptoms. Individuals reflected on how their own experiences, including 
traumatic experiences, influenced them to pay more attention to trauma and PTSD symptoms in their 
clinical practice. Personal experiences of trauma were also considered to contribute to clinician aptitude 
for talking sensitively about the traumatic experiences of service users. In contrast, one participant 
highlighted how clinicians’ personal experiences of trauma could make discussing traumatic experi-
ences with service users feel more difficult or potentially re-traumatizing:

many professionals have traumatic experiences, and actually are as vulnerable as clients are 
to re-activating traumatic experiences 

(P4, Psychiatrist)

Personal qualities of the clinician were considered by psychologists to be as important as clinical skills 
and techniques to deliver trauma-focused interventions. Participants specifically noted the importance of 
courage and compassion to enable clinicians to work with emotionally evocative content of trauma-focused 
interventions.

Psychotherapeutic modality or theory was also presented as an important influence on the use of 
trauma-focused interventions. Psychologists working within a systemic framework reported focussing 
on indirect and system-level working over individual clinical work. Trauma-focused interventions were 
described as incongruent with psychodynamic training and practice.

Structural support

Significant structural factors, including service configuration, communication between stakeholders, 
and training, influenced the use of trauma-focused interventions. Recognition of symptoms as trauma-
related and access to trauma-focused interventions was further considered to be influenced by the cul-
ture and operational mechanisms that facilitated disclosure of traumatic experiences by service users: 
this was created and influenced at multiple levels including socio-cultural context, organizational struc-
tures, and individual clinicians. Illustrative quotations are included in Table 2.

Service configuration

Participants identified service configuration as a barrier to trauma-focused interventions. Participants 
described distinct services for the treatment of PTSD and psychosis and uncertainty about which ser-
vice was best placed to deliver trauma-focused interventions for people with psychosis. This created 
ambiguity regarding where trauma-focused interventions were situated within services.

I mean I do think this is a barrier, so, we…we’re a psychosis service, so in terms of what 
we should be offering as a service, it’s much, you know, much more it’s CBT for psychosis, 
as such 

(P8, Psychiatrist)

Referral pathways between services were experienced as challenging. Participants described 
variable referral outcomes and examples of referrals being declined due to differing clinical opin-
ions; rigid, changing, and ambiguous service thresholds; and how referrals were written. Clinicians 
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described therefore lacking confidence that referrals would be accepted and being discouraged from 
making future referrals.

Transitions between services could also be distressing for service users. Participants reflected that 
service users sometimes perceived the referral process as a rejection: their difficulties were regarded as 
‘not the right kind of distress’ (P3, Occupational Therapist). Clinicians expressed concern that the referral 
process could damage service user engagement with treatment and services generally.

Communication

Participants talked about the importance of communication between members of the multi-disciplinary 
team in promoting appropriate referrals for psychological interventions. Limited communication and 

T A B L E  2   Sub-categories and illustrative quotes of Theme 2: Structural Support

Sub-category Illustrative quotes

Service configuration ‘I think it’s a very traumatic experience to have touched on the emotional struggles that 
you have, and then, you’re told ‘you’re not for us though, you’re not the right kind of 
distress, we don’t do that sort of distress’’ (P3, Occupational Therapist)

‘you can then kind of get into a situation of playing bat and ball with another service’ (P2, 
Psychologist)

‘I think it’s just, probably sometimes you know, you sort of know the response you will get, 
the push back that you’re going to get and you know, you are struggling sometimes, so, 
I think that was the main factor really, in terms of preventing, me from referring’ (P7, 
Nurse)

Communication ‘a certain level of understanding and knowledge that they were able to […] speak the same 
language that the psychologist would’ve been speaking. So you have synergy in terms of 
how people would operate and intervene’ (P7, Nurse)

‘don’t see the services coming back to me and saying…we need to put in place trauma-
focused therapies for psychosis in a very specific way’ (P14, Commissioner/Social 
Worker)

Training ‘there’s probably a training need within the team, uh, around the assessment of trauma 
and actually understanding the impact of trauma on psychosis’ (P3, Occupational 
Therapist)

‘We have real problems getting specialist supervision…particularly in relation to EMDR, 
so I would like um, to have all the psychologists in my service training in EMDR and 
to have supervision, um, for delivering that with a…psychosis population. No chance.’ 
(P9, Psychologist)

Barriers at multiple layers ‘there is the, pervasive kind of silencing in our communities of trauma, so you know 
there’s… there’s barriers to disclosure from a service user side’ (P16, Psychologist)

‘there’s so many different um, KPI’s linked with the national template, if you like, of what 
EIS services should provide, that it’s actually quite difficult to think in the round about 
what really ought to be sort of more fundamental training needs within the team, 
um, given the amount of trauma that people experience who are on our caseload’ (P3, 
Occupational Therapist)

‘I looked at the…what we had in terms of psychological therapies at the time, and about 6% 
of our work was going on with people with psychosis, so the whole Trust had bought 
into this idea, this wasn’t a group for whom psychology… ‘ (P11, Psychologist)

‘a high level of, of, um, need, which, um, essentially undermines our capacity to engage and 
maintain people within um, a psychological aspect of the pathway’ (P3, Occupational 
Therapist)

‘So if you’ve got somebody who has a special interest in trauma, maybe a national expert, 
you may get services that developed in a better way or a different way to services in a 
different area that maybe didn’t have that local expertise or interest’ (P2, Psychologist)

‘when I’m training psychologists people say oh the team are very resistant, the team don’t 
want me to do, they just wanna up the meds’ (P10, Psychologist)
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the use of psychological terminology appeared to create friction in communication between psychologi-
cal therapists and colleagues from other disciplines. Clinicians described efforts to improve communi-
cation between colleagues from different professional disciplines through training, supervision, and a 
forum for team formulation.

Communication between services and with commissioners was also emphasized. Participants talked 
about how outcomes and feedback from referrals to other services informed future decision-making. The 
frequent absence of feedback left clinicians uncertain about the appropriateness or outcomes of referrals.

We’ve referred patients there instead, but I must say the difficulty then is, the people who 
are accepted for treatment, I must say I don’t get much feedback 

(P8, Psychiatrist)

Feedback from clinical services to commissioners was also described as an important influence on ser-
vice planning and development.

Training

Staff training on the assessment of traumatic experiences, PTSD symptoms, and delivery of trauma-
focused interventions was also discussed by participants. Participants highlighted the importance of 
management and organizational endorsement of training through the provision of funding and pro-
tected time for staff to attend training.

you would run a training and if it was an opt-in option for staff, then it would very much 
depend on how busy staff felt they were, and if staff were over run with other things, it 
was, managers weren’t insisting they go, they just wouldn’t come […] it would feel like a 
luxury to go to training on something like that. 

(P2, Psychologist)

Ongoing supervision following training was considered important to support clinician confidence and 
competence in the assessment of PTSD and delivery of trauma-focused interventions.

Barriers at multiple layers

Participants spoke about the significant barriers to service users disclosing traumatic experiences and 
seeking help for PTSD symptoms: these included the stigma and shame often associated with such 
experiences. They spoke about the need for a culture that facilitated disclosure and how this was cre-
ated and influenced at multiple levels from social-political context to individual clinicians. Efforts to 
facilitate access to trauma-focused interventions, therefore, required similar attention at multiple levels.

At a socio-political level, participants spoke directly about feminism and the ‘Me Too’ movement as 
increasing public awareness and normalizing the discussion of trauma. Others highlighted how poverty 
and austerity increased the risk of people experiencing trauma and reduced funding of health, social, 
and community services.

Staff within managerial roles spoke about the influence of national policy and implementation 
guidance on service practices. They described difficulty prioritizing service development work 
around the identification and treatment of PTSD in the context of extensive national-level key per-
formance indicators.

At an organizational level, participants highlighted the role of senior leadership in allocating re-
sources and training to the assessment of PTSD and delivery of trauma-focused interventions within 
psychosis services. Mechanisms such as patient record systems and the availability of screening tools 
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also impacted clinical practice. Senior leaders were therefore perceived as influential in creating the or-
ganizational culture and processes that facilitated disclosure of trauma and delivery of trauma-focused 
interventions.

Individual therapists described feeling supported or inhibited in delivering trauma-focused interven-
tions by the culture and attitudes held by colleagues and the wider team. Sustaining practices designed 
to improve the routine identification of traumatic experiences and delivery of trauma-focused interven-
tions required endorsement and structural support at multiple levels of the organizational hierarchy and 
broader cultural context.

Safe space

Safety was prominent in clinicians’ minds when discussing the disclosure of traumatic experiences 
and delivery of trauma-focused interventions. Participants acknowledged anxiety about the risk that 
assessment of traumatic experiences, PTSD symptoms, and trauma-focused interventions could 
cause harm to both service users and clinicians. Finally, clinicians talked about the skills required 
to safely enquire about trauma and deliver trauma-focused interventions. Illustrative quotations are 
included in Table 3.

Achieving sufficient safety

Clinicians described ‘creating the safe space’ (P4, Psychiatrist) to ask about trauma or start trauma-focused 
interventions. When speaking about the requirement of sufficient safety, participants spoke about a 
range of conditions including the timing of treatment, affective regulation, and coping strategies, as 
well as the acuteness or chronicity of their symptoms or clinical presentation. They also emphasized the 
importance of a supportive environment including social networks; community and clinical resources 
and the relational safety of the therapeutic relationship. The delivery of trauma-focused interventions 
was therefore predicated on the clinical assessment of sufficient safety.

Participants described strategies to address tractable barriers including establishing greater safety 
and stability before embarking on re-processing work. Psychologists described a stabilization phase of 
treatment involving the development of skills such as emotional regulation, grounding, self-soothing, 
and mindfulness. Other clinicians emphasized engagement and developing a therapeutic relationship to 
establish relational safety. Finally, therapists described focusing on other clinical targets, such as social 
anxiety or hearing voices, before commencing trauma-focused interventions.

Participants acknowledged that they did not always feel able to achieve sufficient safety. Perceived 
limitations to community and clinical service provision contributed to concerns that services were not 
able to provide a context of sufficient safety for trauma-focused interventions. Participants also ac-
knowledged that relational safety could be challenging where services themselves had been experienced 
as traumatic and harmful.

people might struggle more to accept a service from a service which has already trauma-
tised them at their point of entry 

(P3, Occupational Therapist)

Potential harm

Anxieties that trauma-focused interventions could cause harm were raised by participants. While par-
ticipants acknowledged service user anxieties, the anxiety experienced by clinicians and clinical teams 
was more prominent within discussions.
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Participants described both their own and colleagues’ anxieties that trauma-focused interventions 
could be destabilizing and increase service user distress. At its most severe, clinicians expressed concern 
about the exacerbation of symptoms of psychosis and risk of potential adverse events including suicide. 
These fears appeared to be intensified by incongruence between trauma-focused interventions and cli-
nicians’ conceptualization of mental health treatment (Theme 1).

Anxieties about the risk of causing harm were confounded by the potential harm to clinicians them-
selves. Participants talked about the emotional impact on therapists of delivering trauma-focused in-
terventions, and about the possibility of vicarious traumatization. Psychologists described potentially 
catastrophic professional and reputational consequences for therapists if service users’ mental health 
deteriorated or they attempted suicide during treatment:

real consequences for that person’s career […] perhaps they'll be viewed as negligent and 
perhaps it’ll impact whether they can continue to practice 

(P1, Psychologist)

While psychologists acknowledged experiencing anxieties about trauma-focused interventions, few 
reported that these worries prevented them from delivering trauma-focused interventions. Participants 

T A B L E  3   Sub-categories and illustrative quotes of Theme 3: Safe Space

Sub-category Illustrative quotes

Achieving Sufficient 
Safety

‘I would…very much…use that principle that the processing comes when safety has been 
achieved’ (P12, Psychologist)

‘there are also things about the containment of the environment that actually, in some ways 
make it easier, so from session to session, there’s more people around to help people stay 
safe, and support them in promoting their own safety’ (P13, Psychologist)

‘if she or he has the resource to deal with that during the, the trauma therapy’ (P15, Psychiatrist)
‘people need to first of all trust the team they work with and the professionals they work with 

enough […] so it’s creating the safe space’ (P4, Psychiatrist)
‘it’s important that she got a sense that she could trust me, and that we could work together, I 

thought we shouldn’t start with the trauma, and that we should do some work on the social 
anxiety first’ (P9, Psychologist)

‘it was felt that the person would not have been able to, because of how chronic they are with 
their symptoms and how long-standing their illness has been’ (P7, Nurse)

Potential for harm ‘people worry that the process of talking through the trauma will raise so much distress that 
people with psychosis in particular won’t be able to manage that, and therefore that it will 
have a knock on effect on their other symptoms say’ (P10, Psychologist)

‘They’re then self-harming and you did that…that’s your fault, and there’s bound to be a bit of a 
narrative about that’ (P13, Psychologist)

‘I think there’s quite, a kind of naïve understanding for some care coordinators, um, that any 
exp-emotional expression is very dangerous and wrong, […] and um, you know, people 
should avoid talking about things that upset them’ (P9, Psychologist)

‘you’ve got a staff group that are also terrified of, you’re gonna open up a can of worms, don’t 
go back there either’ (P18, Psychologist)

‘there’s something about working with trauma…um, that is…quite hard going, um and it’s quite 
draining and there, there is a risk of vicarious traumatisation’ (P10, Psychologist)

‘we can only help them if we’re not burnt out ourselves’ (P17, Social Worker)

Clinician skills ‘we don’t have the skills to contain, to handle, to respond safely, to a patient perhaps telling us 
something’ (P17, Social Worker)

‘when we’ve actually asked staff they’ve just said well yeah, we, we, we feel like we don’t know 
how to do this’ (P16, Psychologist)

‘they may not therefore have the training, have the supervision, have the know-how how to do 
it, and…and therefore you know, none of us are gonna be doing work if we, or we shouldn’t 
be doing work if we’re not competent to be doing it, it’s important that we have those 
competencies to be doing the work’ (P10, Psychologist)
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described research evidence and personal clinical experience on the effectiveness of trauma-focused inter-
ventions as outweighing anxieties about treatment. Support from other psychologists and colleagues from 
other disciplines, supervisors, and managers, was identified as enabling the delivery of trauma-focused 
interventions despite this anxiety.

Clinician skills

Clinicians’ skills were an important facilitator to the identification of traumatic experiences and assess-
ment of PTSD symptoms. Participants described not believing they had the skills to respond to disclo-
sures of traumatic experiences in a safe, helpful and therapeutic manner. Such clinician self-evaluations 
of their clinical skills could inhibit them from inquiring about traumatic experiences and PTSD.

Psychologists described questioning their own competence to deliver trauma-focused interventions, 
as well as the competence of clinicians specializing in trauma-focused interventions to work with indi-
viduals with psychosis. While some described developing greater confidence over time, others remained 
uncertain of their competencies. Clinicians’ lack of confidence either in their own competence to deliver 
trauma-focused interventions or the competence of others working with people experiencing psychosis 
may prevent service users from being offered intervention in either clinical context.

he sits within a psychosis service, so there is always a slight kind of concern that maybe my 
competencies aren't there 

(P2, Psychologist)

DISCUSSION

This study captured the perspectives of 18 health care professionals and offers novel insights into the 
barriers to the delivery of trauma-focused interventions for people with psychosis and PTSD. Identified 
barriers were similar to those reported by clinicians in treating PTSD more generally (Finch et al., 
2020), although some were also unique to the population of people with psychosis and PTSD. Our find-
ings are consistent with and offer added confidence to previously reported barriers to trauma-focused 
interventions in people with Severe Mental Illness (Salyers et al., 2004) and first-episode psychosis 
(Gairns et al., 2015). The findings extend the existing literature by offering a novel and rich exploration 
of three conceptualized themes: coherent understanding; structural support; and safe space, through a 
number of sub-themes.

Participants perceived difficulty coherently integrating trauma-focused interventions into the clin-
ical discourse of services for psychosis: explanations for this included the dominance of a bio-medical 
model of illness, understanding of psychological therapies, and clinician characteristics. While the ten-
sions in the implementation of the biopsychosocial model have been discussed extensively elsewhere 
(Alvarez et al., 2012; Papadimitriou, 2017), this study is the first to explore this tension in relation to the 
delivery of trauma-focused interventions for people with psychosis, and was not a barrier identified in 
the treatment of people with PTSD without comorbid psychosis (Finch et al., 2020). These perceived 
difficulties coherently integrating clinical discourses of psychosis and trauma may offer possible expla-
nations of previous findings that clinician knowledge about trauma in this population was not predic-
tive of clinical practice (Salyers et al., 2004).

In line with previous research (Finch et al., 2020; Gairns et al., 2015; Salyers et al., 2004), health care 
professionals emphasized organizational influences on the delivery of trauma-focused interventions. 
Participants were motivated to integrate trauma-focused interventions into their clinical work with 
people with psychosis. However, in the absence of the organizational culture and structural support 
such as training and clear referral pathways, they did not consider these routine practice. The findings 
show multiple layers of organizational context as actively influencing the delivery of trauma-focused 
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interventions, and challenges the notion of an organization as the passive environment in which imple-
mentation of interventions occurs (Nilsen, 2015).

Health care professionals emphasized the need for a safe space to deliver trauma-focused inter-
ventions. Clinician anxieties about the potential mental health risks of trauma-focused interventions 
have been previously documented in the treatment of PTSD (Becker et al., 2004; Finch et al., 2020) 
and Severe Mental Illness (Salyers et al., 2004). The current analysis additionally highlights clinicians’ 
anxieties about the possible emotional, reputational, and professional consequences to clinicians deliv-
ering interventions. Clinical supervision has been associated with reductions in therapist-reported harm 
expectancies regarding trauma-focused interventions (van den Berg, de Bont, et al., 2016; van den Berg, 
van der Vleugel, et al., 2016). Current findings indicate those clinician anxieties can be mediated by a 
range of sources of support beyond clinical supervision including relationships with colleagues from 
multiple professional disciplines, management attitudes, and organizational culture.

While participants acknowledged the role of client-related barriers to trauma-focused interventions, 
they were not conceptualized as a dominant barrier as reported in other studies (Salyers et al., 2004; 
Frueh et al., 2006; Gairns et al., 2015). This is consistent with Finch et al. (2020) systematic review of the 
barriers and facilitators to the implementation of trauma-focused interventions for people with PTSD 
more generally, where the authors noted that the reporting of client-related factors was limited across 
all 34 included studies. This may be due to client-related factors being perceived as a less important 
determinant of access to trauma-focused interventions, or maybe as a result of this being examined less 
in research, and warrants further exploration.

Exposure to traumatic experiences is common and most who experience traumatic events do not go 
on to develop PTSD (Breslau, 2009). However, we note that participants often prioritized the identifica-
tion of traumatic experiences, rather than symptoms of PTSD. In complex clinical presentations, symp-
toms of PTSD may be ambiguous, under-estimated, or overlap with symptoms of psychosis (Dallel 
et al., 2018; O’Conghaile & DeLisi, 2015). Awareness of traumatic events may function to screen for and 
formulate symptoms as trauma-related that may otherwise be overshadowed or attributed to psychosis. 
However, PTSD is under-recognized in this population even when traumatic experiences are recorded 
in clinical notes (de Bont et al., 2015). This dissonance between health care professionals’ perspectives 
and clinical data warrants further exploration. Participants also tended to conflate specific ‘trauma-
focused interventions’ with ‘trauma-informed care’ more broadly. This further highlights the need to 
improve awareness and detection of PTSD specifically to facilitate access to appropriate evidence-based 
treatment.

Limitations

Our analysis is grounded in the perspectives of the participant sample and research team. The sample 
included limited numbers of health care professionals working in commissioning and from disciplines 
including nursing and social work who typically occupy care co-ordinating roles within clinical teams. 
While we sought to include diverse views, most participants expressed positive attitudes towards treat-
ment and negative attitudes were limited. This may be partially accounted for by the self-selecting 
participant sample and nature of the research question. While the analysis generated a rich and broad 
exploration of themes, other individuals may have introduced different views to those presented.

Participants were health care professionals and were not asked to comment on the perspectives of 
people with psychosis. The voice of those with lived experience of psychosis is therefore absent from 
the analysis. Findings represent a partial understanding of barriers to trauma-focused interventions: 
one which may emphasize organizational barriers and minimize clinician-related barriers. Exploration 
of the perspectives of experts by experience would offer an additional dimension to understanding the 
barriers to treatment.

We adapted the interview schedule during the research process to include a standardized defini-
tion of trauma-focused interventions. This was following our observation that participants tended 
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to talk about ‘trauma-focused interventions’ and ‘trauma-informed care’ interchangeably. This ad-
dition to the interview schedule was intended to clarify that the research was focused specifically 
on trauma-focused interventions. We hoped this revision would increase the clarity and consistency 
of the terminology used. It however highlights the frequent ambiguity in language and conflation 
of terms in the area of psychological trauma, which impedes clarity in both clinical and academic 
discussion.

Clinical and research implications

Health care professionals described difficulty coherently integrating knowledge about the prevalence of 
trauma and PTSD in this population into clinical discourse and decision making: efforts to address this 
may occur at both local and national levels. Locally, participants spoke directly to the value of regular 
psychosocial team formulation sessions, which have previously been linked to the development of co-
herent and multi-disciplinary care plans in early intervention for psychosis teams (Cairns et al., 2015). 
These may offer particular added value to the understanding of complex clinical presentations such 
as comorbid PTSD and psychosis. National directives such as the development of trauma-informed 
services (NHS England, 2019) and the National Trauma Training Programme (NHS Education for 
Scotland, 2017) may facilitate the routine discussion of trauma within clinical services, thereby sup-
porting the disclosure of traumatic experiences and identification of trauma-related difficulties in peo-
ple with psychosis. However, greater attention still needs to be paid to identifying PTSD symptoms 
specifically.

Health care professionals emphasized the role of structural support in providing the processes 
and pathways for assessment and treatment of trauma-related symptoms in routine clinical practice. 
Organization-level interventions may offer scaffolding to facilitate routine identification of PTSD and 
delivery of trauma-focused interventions. Screening tools including the Trauma and Life Events check-
list (TALE; Carr et al., 2018) and Trauma Screening Questionnaire (Brewin et al., 2002) may facilitate 
routine screening for and increase identification of trauma-related symptoms in this population (de 
Bont et al., 2015). Provision of service policies, standardized processes and service pathways may ensure 
clarity and increase access to trauma-focused interventions.

Staff anxieties regarding their skills in the assessment of traumatic experiences, PTSD, and delivery of 
interventions indicate training may play an important role in facilitating the delivery of trauma-focused 
interventions. Effective training programmes may complement theoretical learning with technical skill 
development and ongoing clinical supervision to promote staff confidence and reduce therapist harm 
expectancies (van den Berg, de Bont, et al., 2016; van den Berg, van der Vleugel, et al., 2016).

The proposed model offers a valuable first step in understanding the barriers to delivering trauma-
focused interventions to people with psychosis. The applicability of this model within a broader sample 
could be evaluated through the assessment of a questionnaire grounded in the identified themes. The 
analysis could further examine the relative contribution of each in clinical decision making, to inform 
and tailor efforts to maximize the implementation of trauma-focused interventions in this population.

CONCLUSION

This study offers a rich exploration of the experiences of health care professionals in delivering 
trauma-focused interventions to people with psychosis. Within a diverse sample, there existed sig-
nificant common ground regarding widespread and numerous barriers to treatment. As a result, the 
delivery of trauma-focused interventions was considered the exception rather than the rule. The 
presented themes of coherent understanding, structural support, and safe space offer both insights 
into the current barriers to treatment, as well as potential opportunities to address these to improve 
implementation efforts.



558  |      CHADWICK and BILLINGS

ACK NOW L EDGEM ENTS
We thank Professor Amanda C de C Williams for supervisory support and feedback in the conduct 
and preparation of this study; each of the healthcare professionals who kindly volunteered their time to 
participate. This study did not receive any specific funding from agencies in the public, commercial, or 
not-for-profit sectors.

CONFL IC TS OF I NT ER EST
All authors declare no conflict of interest.

AUTHOR CONTR IBUTION
Eleanor Chadwick: Conceptualization (equal); Formal analysis (equal); Investigation (equal); 
Methodology (equal); Project administration (equal); Validation (equal); Visualization (equal); Writing 
– original draft (equal); Writing – review & editing (equal). Jo Billings: Conceptualization (equal); 
Investigation (equal); Methodology (equal); Supervision (equal); Validation (equal); Visualization (equal); 
Writing – review & editing (equal).

DATA AVA IL A BIL IT Y STAT EM ENT
The data that support the findings of this study are available from the corresponding author upon 
reasonable request. Research data are not made widely available due to the potentially sensitive and 
personal nature of participants’ views.

ORCID
Eleanor Chadwick   https://orcid.org/0000-0002-3167-0088 
Jo Billings   https://orcid.org/0000-0003-1238-2440 

R EF ER ENC E S
Achim, A. M., Maziade, M., Raymond, É., Olivier, D., Mérette, C., & Roy, M. A. (2011). How prevalent are anxiety disorders 

in schizophrenia? A meta-analysis and critical review on a significant association. Schizophrenia Bulletin, 37(4), 811–821. 
https://doi.org/10.1093/schbu​l/sbp148

Alvarez, A. S., Pagani, M., & Meucci, P. (2012). The clinical application of the biopsychosocial model in mental health: A 
research critique. American Journal of Physical Medicine and Rehabilitation, 91(13), S173–S180. https://doi.org/10.1097/
PHM.0b013​e3182​3d54be

Álvarez, M.-J., Roura, P., Foguet, Q., Osés, A., Solà, J., & Arrufat, F.-X. (2012). Post-traumatic stress disorder comorbidity and 
clinical implications in patients with severe mental illness. The Journal of Nervous and Mental Disease, 200(6), 549–552. https://
doi.org/10.1097/NMD.0b013​e3182​57cdf2

American Psychological Association. (2017). Clinical Practice Guideline for the Treatment of Posttraumatic Stress Disorder (PTSD) in adults. 
American Psychological Association.

Becker, C. B., Zayfert, C., & Anderson, E. (2004). A survey of psychologists’ attitudes towards and utilization of exposure ther-
apy for PTSD. Behaviour Research and Therapy, 42(3), 277–292. https://doi.org/10.1016/S0005​-7967(03)00138​-4

Berry, K., Ford, S., Jellicoe-Jones, L., & Haddock, G. (2013). PTSD symptoms associated with the experiences of psycho-
sis and hospitalisation: A review of the literature. Clinical Psycholog y Review, 33(4), 526–538. https://doi.org/10.1016/j.
cpr.2013.01.011

Brand, R. M., McEnery, C., Rossell, S., Bendall, S., & Thomas, N. (2018). Do trauma-focussed psychological interventions have 
an effect on psychotic symptoms? A systematic review and meta-analysis. Schizophrenia Research, 195, 13–22. https://doi.
org/10.1016/j.schres.2017.08.037

Breslau, N. (2009). The epidemiology of trauma, PTSD, and other posttrauma disorders. Trauma, Violence, and Abuse, 10(3), 198–
210. https://doi.org/10.1177/15248​38009​334448

Brewin, C. R., Rose, S., Andrews, B., Green, J., Tata, P., McEvedy, C., Turner, S., & Foa, E. B. (2002). Brief screening instrument 
for post-traumatic stress disorder. British Journal of Psychiatry, 181, 158–162. https://doi.org/10.1192/bjp.181.2.158

Buswell, G., Haime, Z., Lloyd-Evans, B., & Billings, J. (2021). A systematic review of PTSD to the experience of psychosis: 
Prevalence and associated factors. BMC Psychiatry, 21, Article 9.

Cairns, V. A., Reid, G. R., Murray, C. D., & Weatherhead, S. (2015). Experience of psychosocial formulation within a biopsycho-
social model of care for first- episode psychosis. International Journal of Psychosocial Rehabilitation, 19(2), 47–62.

https://orcid.org/0000-0002-3167-0088
https://orcid.org/0000-0002-3167-0088
https://orcid.org/0000-0003-1238-2440
https://orcid.org/0000-0003-1238-2440
https://doi.org/10.1093/schbul/sbp148
https://doi.org/10.1097/PHM.0b013e31823d54be
https://doi.org/10.1097/PHM.0b013e31823d54be
https://doi.org/10.1097/NMD.0b013e318257cdf2
https://doi.org/10.1097/NMD.0b013e318257cdf2
https://doi.org/10.1016/S0005-7967(03)00138-4
https://doi.org/10.1016/j.cpr.2013.01.011
https://doi.org/10.1016/j.cpr.2013.01.011
https://doi.org/10.1016/j.schres.2017.08.037
https://doi.org/10.1016/j.schres.2017.08.037
https://doi.org/10.1177/1524838009334448
https://doi.org/10.1192/bjp.181.2.158


       |  559TRAUMA-FOCUSED INTERVENTIONS IN PSYCHOSIS

Carr, S., Hardy, A., & Fornells-Ambrojo, M. (2018). The Trauma and Life Events (TALE) checklist: Development of a tool 
for improving routine screening in people with psychosis. European Journal of Psychotraumatolog y, 9(1), 1512265. https://doi.
org/10.1080/20008​198.2018.1512265

Charmaz, K. (2014). Constructing grounded theory (2nd ed.). SAGE.
Dallel, S., Cancel, A., & Fakra, E. (2018). Prevalence of posttraumatic stress disorder in schizophrenia spectrum disorders: A 

systematic review. Neuropsychiatry (London), 8(3), 1027–1037. https://doi.org/10.4172/Neuro​psych​iatry.1000430
de Bont, P. A., van den Berg, D. P., van der Vleugel, B. M., de Roos, C., de Jongh, A., van der Gaag, M., & van Minnen, A. (2015). 

Predictive validity of the Trauma Screening Questionnaire in detecting post-traumatic stress disorder in patients with 
psychotic disorders. British Journal of Psychiatry, 206(5), 408–416. https://doi.org/10.1192/bjp.bp.114.148486

Elliott, R., Fischer, C., & Rennie, D. (1999). Evolving guidelines for publication of qualitative research studies in psychology and 
related fields. The British Journal of Clinical Psycholog y, 38, 215–229. https://doi.org/10.1348/01446​65991​62782

Finch, J., Ford, C., Grainger, L., & Meiser-Stedman, R. (2020). A systematic review of the clinician related barriers and facil-
itators to the use of evidence-informed interventions for post traumatic stress. Journal of Affective Disorders, 263, 175–186. 
https://doi.org/10.1016/j.jad.2019.11.143

Frueh, B. C., Cusack, K. J., Grubaugh, A. L., Sauvageot, J. A., & Wells, C. (2006). Clinicians’ perspectives on cognitive-
behavioral treatment for PTSD among persons with severe mental illness. Psychiatric Services (Washington. D.C.), 57(7), 
1027–1031. https://doi.org/10.1176/ps.2006.57.7.1027

Gairns, S., Alvarez-Jimenez, M., Hulbert, C., McGorry, P., & Bendall, S. (2015, Feb). Perceptions of clinicians treating young 
people with first-episode psychosis for post-traumatic stress disorder. Early Interv Psychiatry, 9(1), 12–20. https://doi.
org/10.1111/eip.12065

Gibson, L. E., Alloy, L. B., & Ellman, L. M. (2016). Trauma and the psychosis spectrum: A review of symptom specificity and 
explanatory mechanisms. Clinical Psycholog y Review, 49, 92–105. https://doi.org/10.1016/j.cpr.2016.08.003

Glaser, B. G., & Strauss, A. L. (1967). The Discovery of Grounded Theory: Strategies for qualitative research. AldineTransaction.
Grubaugh, A. L., Zinzow, H. M., Paul, L., Egede, L. E., & Frueh, B. C. (2011). Trauma exposure and posttraumatic stress 

disorder in adults with severe mental illness: A critical review. Clinical Psycholog y Review, 31(6), 883–899. https://doi.
org/10.1016/j.cpr.2011.04.003

Harned, M. S., Dimeff, L. A., Woodcock, E. A., & Contreras, I. (2013). Dec). Predicting adoption of exposure therapy in 
a randomized controlled dissemination trial. Journal of Anxiety Disorders, 27(8), 754–762. https://doi.org/10.1016/j.janxd​
is.2013.02.006

Insel, T. R. (2008). Assessing the economic costs of serious mental illness. American Journal of Psychiatry, 165, 663–665. https://
doi.org/10.1176/appi.ajp.2008.08030366

Killaspy, H., Marston, L., Omar, R. Z., Green, N., Harrison, I., Lean, M., Holloway, F., Craig, T., Leavey, G., & King, M. (2013). 
Service quality and clinical outcomes: An example from mental health rehabilitation services in England. The British Journal 
of Psychiatry, 202(1), 28–34. https://doi.org/10.1192/bjp.bp.112.114421

Lester, H., Birchwood, M., Bryan, S., England, E., Rogers, H., & Sirvastava, N. (2009). Development and implementation of 
early intervention services for young people with psychosis: Case study. The British Journal of Psychiatry, 194, 446–450.

Lewis, C., Roberts, N. P., Andrew, M., Starling, E., & Bisson, J. I. (2020). Psychological therapies for post-traumatic stress 
disorder in adults: Systematic review and meta-analysis. European Journal of Psychotraumatolog y, 11(1), 1729633. https://doi.
org/10.1080/20008​198.2020.1729633

Lommen, M. J. J., & Restifo, K. (2009). Trauma and Posttraumatic Stress Disorder (PTSD) in patients with schizophrenia 
or schizoaffective disorder. Community Mental Health Journal, 45(6), 485–496. https://doi.org/10.1007/s1059​7-009-9248-x

Maniglio, R. (2009). Severe mental illness and criminal victimization: A systematic review. Acta Psychiatrica Scand., 119, 180–191. 
https://doi.org/10.1111/j.1600-0447.2008.01300.x

Mavranezouli, I., Megnin-Viggars, O., Daly, C., Dias, S., Welton, N. J., Stockton, S., Bhutani, G., Grey, N., Leach, J., Greenberg, 
N., Katona, C., El-Leithy, S., & Pilling, S. (2020). Psychological treatments for post-traumatic stress disorder in adults: A 
network meta-analysis. Psychological Medicine, 50(4), 542–555. https://doi.org/10.1017/S0033​29172​0000070

Mueser, K. T., Gottlieb, J. D., Xie, H., Lu, W., Yanos, P. T., Rosenberg, S. D., Silverstein, S. M., Duva, S. M., Minsky, S., Wolfe, R. 
S., & McHugo, G. J. (2015). Evaluation of cognitive restructuring for post-traumatic stress disorder in people with severe 
mental illness. British Journal of Psychiatry, 206(6), 501–508.

Mueser, K. T., Lu, W., Rosenberg, S. D., & Wolfe, R. (2010). The trauma of psychosis: Posttraumatic stress disorder and recent 
onset psychosis. Schizophrenia Research, 116(2–3), 217–227. https://doi.org/10.1016/j.schres.2009.10.025

Mueser, K. T., Rosenberg, S. D., Xie, H., Jankowski, M. K., Bolton, E. E., Lu, W., Hamblen, J. L., Rosenberg, H. J., McHugo, G. 
J., & Wolfe, R. (2008). A randomized controlled trial of cognitive-behavioral treatment for posttraumatic stress disorder in 
severe mental illness. Journal of Consulting and Clinical Psycholog y, 76(2), 259–271. https://doi.org/10.1037/0022-006X.76.2.259

National Institute for Health and Care Excellence. (2014). Psychosis and schizophrenia in adults: prevention and management (NICE 
Clinical Guideline CG178). Retrieved from https://www.nice.org.uk/guida​nce/cg178

National Institute for Health and Care Excellence. (2018). Post-traumatic stress disorder (NICE Guideline NG116). Retrieved from 
https://www.nice.org.uk/guida​nce/ng116

NHS Education for Scotland. (2017). Transforming Psychological Trauma: A knowledge and skills framework for the scottish workforce. 
Retrieved from https://trans​formi​ngpsy​cholo​gical​trauma.scot/media/​x54hw​43l/natio​naltr​aumat​raini​ngfra​mework.pdf

NHSEngland. (2019). NHS long term plan. NHS England Rep. Retrieved from www.longt​ermpl​an.nhs.uk

https://doi.org/10.1080/20008198.2018.1512265
https://doi.org/10.1080/20008198.2018.1512265
https://doi.org/10.4172/Neuropsychiatry.1000430
https://doi.org/10.1192/bjp.bp.114.148486
https://doi.org/10.1348/014466599162782
https://doi.org/10.1016/j.jad.2019.11.143
https://doi.org/10.1176/ps.2006.57.7.1027
https://doi.org/10.1111/eip.12065
https://doi.org/10.1111/eip.12065
https://doi.org/10.1016/j.cpr.2016.08.003
https://doi.org/10.1016/j.cpr.2011.04.003
https://doi.org/10.1016/j.cpr.2011.04.003
https://doi.org/10.1016/j.janxdis.2013.02.006
https://doi.org/10.1016/j.janxdis.2013.02.006
https://doi.org/10.1176/appi.ajp.2008.08030366
https://doi.org/10.1176/appi.ajp.2008.08030366
https://doi.org/10.1192/bjp.bp.112.114421
https://doi.org/10.1080/20008198.2020.1729633
https://doi.org/10.1080/20008198.2020.1729633
https://doi.org/10.1007/s10597-009-9248-x
https://doi.org/10.1111/j.1600-0447.2008.01300.x
https://doi.org/10.1017/S0033291720000070
https://doi.org/10.1016/j.schres.2009.10.025
https://doi.org/10.1037/0022-006X.76.2.259
https://www.nice.org.uk/guidance/cg178
https://www.nice.org.uk/guidance/ng116
https://transformingpsychologicaltrauma.scot/media/x54hw43l/nationaltraumatrainingframework.pdf
http://www.longtermplan.nhs.uk


560  |      CHADWICK and BILLINGS

Nilsen, P. (2015). Making sense of implementation theories, models and frameworks. Implementation Science, 10(1), 53. https://doi.
org/10.1186/s1301​2-015-0242-0

OConghaile, A., & DeLisi, L. E. (2015). Distinguishing schizophrenia from posttraumatic stress disorder with psychosis. 
Current Opinion in Psychiatry, 28(3), 249–255. https://doi.org/10.1097/YCO.00000​00000​000158

Papadimitriou, G. (2017). The" biopsychosocial model": 40 years of application in psychiatry. Psychiatrike= Psychiatriki, 28(2), 
107–110. https://doi.org/10.22365/​jpsych.2017.282.107

Reeves, E. (2015). A synthesis of the literature on trauma-informed care. Issues in Mental Health Nursing, 36(9), 698–709. https://
doi.org/10.3109/01612​840.2015.1025319

Salyers, M. P., Evans, L. J., Bond, G. R., & Meyer, P. S. (2004). Barriers to assessment and treatment of posttraumatic stress 
disorder and other trauma-related problems in people with severe mental illness: Clinician perspectives. Community Mental 
Health Journal, 40(1), 17–31. https://doi.org/10.1023/B:COMH.00000​15215.45696.5f

Sin, J., & Spain, D. (2017). Psychological interventions for trauma in individuals who have psychosis: A systematic review and 
meta-analysis. Psychosis, 9(1), 67–81. https://doi.org/10.1080/17522​439.2016.1167946

Swan, S., Keen, N., Reynolds, N., & Onwumere, J. (2017). Psychological interventions for post-traumatic stress symptoms in 
psychosis: A systematic review of outcomes. Frontiers in Psycholog y, 8(3), 1–14. https://doi.org/10.3389/fpsyg.2017.00341

Sweeney, A., Clement, S., Filson, B., & Kennedy, A. (2016). Trauma-informed mental healthcare in the UK: What is it and how 
can we further its development? Mental Health Review Journal, 21(3), 174–192. https://doi.org/10.1108/MHRJ-01-2015-0006

Switzer, G. E., Dew, M. A., Thompson, K., Goycoolea, J. M., Derricott, T., & Mullins, S. D. (1999). Posttraumatic stress dis-
order and service utilization among urban mental health center clients. Journal of Traumatic Stress, 12(1), 25–39. https://doi.
org/10.1023/A:10247​38114428

van den Berg, D. P. G., de Bont, P. A. J. M., van der Vleugel, B. M., de Roos, C., de Jongh, A., Van Minnen, A., & van der 
Gaag, M. (2015). Prolonged exposure vs eye movement desensitization and reprocessing vs waiting list for posttraumatic 
stress disorder in patients with a psychotic disorder. JAMA Psychiatry, 72(3), 259. https://doi.org/10.1001/jamap​sychi​
atry.2014.2637

van den Berg, D. P., de Bont, P. A., van der Vleugel, B. M., de Roos, C., de Jongh, A., van Minnen, A., & van der Gaag, M. (2016, 
May). Trauma-focused treatment in PTSD patients with psychosis: Symptom exacerbation, adverse events, and revictim-
ization. Schizophrenia Bulletin, 42(3), 693–702. https://doi.org/10.1093/schbu​l/sbv172

van den Berg, D. P. G., van der Vleugel, B. M., de Bont, P. A., Thijssen, G., de Roos, C., de Kleine, R., Kraan, T., Ising, H., de 
Jongh, A., van Minnen, A., & van der Gaag, M. (2016). Exposing therapists to trauma-focused treatment in psychosis: 
effects on credibility, expected burden, and harm expectancies. Eur J Psychotraumatol, 7, 31712. https://doi.org/10.3402/
ejpt.v7.31712

Varese, F., Smeets, F., Drukker, M., Lieverse, R., Lataster, T., Viechtbauer, W., Read, J., Van Os, J., & Bentall, R. P. (2012). 
Childhood adversities increase the risk of psychosis: A meta-analysis of patient-control, prospective-and cross-sectional 
cohort studies. Schizophrenia Bulletin, 38(4), 661–671. https://doi.org/10.1093/schbu​l/sbs050

Wright, C., Burns, T., James, P., Billings, J., Johnson, S., Muijen, M., Priebe, S., Ryrie, I., Watts, J., & White, I. (2003). Assertive 
outreach teams in London: Models of operation: Pan-London Assertive Outreach Study, part 1. The British Journal of 
Psychiatry, 183(2), 132–138. https://doi.org/10.1192/bjp.183.2.132

SUPPORTI NG I NFOR M ATION
Additional supporting information may be found in the online version of the article at the publisher’s 
website.

How to cite this article: Chadwick, E., & Billings, J. (2022). Barriers to delivering trauma-
focused interventions for people with psychosis and post-traumatic stress disorder: A qualitative 
study of health care professionals’ views. Psycholog y and Psychotherapy: Theory, Research and Practice, 
95, 541–560. https://doi.org/10.1111/papt.12387

https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1097/YCO.0000000000000158
https://doi.org/10.22365/jpsych.2017.282.107
https://doi.org/10.3109/01612840.2015.1025319
https://doi.org/10.3109/01612840.2015.1025319
https://doi.org/10.1023/B:COMH.0000015215.45696.5f
https://doi.org/10.1080/17522439.2016.1167946
https://doi.org/10.3389/fpsyg.2017.00341
https://doi.org/10.1108/MHRJ-01-2015-0006
https://doi.org/10.1023/A:1024738114428
https://doi.org/10.1023/A:1024738114428
https://doi.org/10.1001/jamapsychiatry.2014.2637
https://doi.org/10.1001/jamapsychiatry.2014.2637
https://doi.org/10.1093/schbul/sbv172
https://doi.org/10.3402/ejpt.v7.31712
https://doi.org/10.3402/ejpt.v7.31712
https://doi.org/10.1093/schbul/sbs050
https://doi.org/10.1192/bjp.183.2.132
https://doi.org/10.1111/papt.12387

	Barriers to delivering trauma-­focused interventions for people with psychosis and post-­traumatic stress disorder: A qualitative study of health care professionals’ views
	Abstract
	INTRODUCTION
	Trauma-­focused interventions
	Clinical practice

	METHODS
	Design
	Grounded theory
	Procedure
	Participant recruitment
	Data collection
	Data analysis

	Quality assurance
	Reflexivity
	Researchers’ positions
	Validity checks

	Ethical considerations

	RESULTS
	Participants
	A conceptual representation of results
	Coherent understanding
	Trauma and the dominant bio-­medical model
	Awareness of and perceptions about psychological interventions
	Clinician characteristics

	Structural support
	Service configuration
	Communication
	Training
	Barriers at multiple layers

	Safe space
	Achieving sufficient safety
	Potential harm
	Clinician skills


	DISCUSSION
	Limitations
	Clinical and research implications

	CONCLUSION
	ACKNOWLEDGEMENTS
	CONFLICTS OF INTEREST
	AUTHOR CONTRIBUTION
	DATA AVAILABILITY STATEMENT

	REFERENCES


