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The lifetime prevalence of post-
traumatic stress disorder
(PTSD) has been estimated to

be between 8% and 14% in the gen-
eral population (1). However, the
prevalence of PTSD among those di-
agnosed as having severe mental ill-
nesses, including schizophrenia,
bipolar disorder, and severe unipolar
depression, is much higher. People
with severe mental illness are more
likely to have experienced abuse in

childhood and are more likely to be
victimized in adulthood than the gen-
eral population (2,3). In studies con-
ducted in mental health clinics, 48%
to 98% of clients with severe mental
illness reported having experienced at
least one traumatic event (4–6), and
19% to 43% were diagnosed as cur-
rently having PTSD (6,7).

Untreated PTSD among individu-
als with severe mental illness is
linked to increased symptom severi-

ty for both the PTSD and the comor-
bid disorder, increased hospitaliza-
tion, extended treatment, poorer
overall health outcomes, increased
likelihood of being diagnosed as hav-
ing substance use disorders, and ten-
dency to use expensive psychiatric
services (8,9).

There has been minimal investiga-
tion of standard PTSD treatments,
such as prolonged exposure and cog-
nitive-processing therapy, among se-
verely mentally ill populations. One
study found cognitive-processing
therapy to be as effective in treating
PTSD among clients with and with-
out major depressive disorder (10). A
randomized trial compared usual care
for PTSD plus cognitive-behavioral
therapy versus usual care alone
among a sample of clients with severe
mental illness (schizophrenia or
schizoaffective disorder, 16%; major
depression, 61%; and bipolar disor-
der, 23%). The addition of cognitive-
behavioral therapy was found to re-
duce PTSD, anxiety, depression, and
other psychiatric symptoms more
than usual care alone; it did not elim-
inate the PTSD diagnosis or all men-
tal health problems (11).

Another study incorporated expo-
sure therapy within a multicompo-
nent, cognitive-behavioral interven-
tion developed to treat those with se-
vere mental illness, specifically, schiz-
ophrenia or schizoaffective disorder,
and PTSD (12). Of those who com-
pleted treatment (N=13), 77% (N=
10) no longer met PTSD criteria at
the three-month follow-up. Thus it
seems that treatment can result in
substantial symptomatic change, and
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expansion of PTSD treatment has
been recommended in treatment set-
tings for persons with severe mental
illness (1,13).

Despite the high prevalence rate of
PTSD and the existence of effective
interventions, PTSD remains under-
diagnosed and inadequately ad-
dressed, especially for those with se-
vere mental illness. PTSD and trau-
matic experiences are often undocu-
mented and likely unrecognized by
mental health clinics (14). Several
studies have shown that only a frac-
tion of clients, a mere 2% to 5%, with
PTSD had a PTSD diagnosis in their
medical record (6,15,16). The lack of
attention and treatment may be due
in part to funding limitations among
community mental health clinics.
However, one study found that clini-
cians were aware that PTSD is scarce-
ly addressed in this population and
that trauma has adverse effects on
clients (17). They agreed that PTSD
needs to be systematically addressed
but reported having little confidence
in their abilities to effectively treat it
in this population. They also reported
fearing discussing traumatic experi-
ences with clients with severe mental
illness because of a general percep-
tion that bringing them up would
worsen clients’ psychiatric symptoms
or appear insensitive. In addition, cli-
nicians reported having little or no
training about how to effectively
bring up, discuss, and treat trauma in
this population (17).

Another reason for the underdiag-
nosis of PTSD among those with se-
vere mental illness is that clinicians
first address other psychiatric symp-
toms, such as delusions and hallucina-
tions, that are considered more detri-
mental than trauma-related problems
(18). However, these clients often
state that PTSD symptoms co-occur
with the onset of psychosis (16). One
study found that PTSD symptoms are
commonly reported in reaction to
both the experience of psychosis and
to the inpatient and outpatient treat-
ment of psychotic symptoms (16).

Findings suggest that a lack of self-
disclosure by clients to the clinician
could be detrimental to the thera-
peutic process (19,20). Self-disclo-
sure by clients as well as available
treatment are important because dis-

closure can predict a decrease in dis-
tress about one’s symptoms as well as
a decrease in concerns about life
tasks such as work, school, or family
roles (19). In brief counseling, client
disclosure has shown a significant
negative association with perceived
stress and symptomatology through-
out treatment (20).

This study examined the extent to
which dually diagnosed clients with
severe mental illness at outpatient
community mental health facilities
had disclosed their trauma history
and the extent to which trauma and
its consequences were a focus of
treatment. It also studied whether ad-
dressing trauma in treatment was de-
sired by the client and whether dis-
cussing trauma was experienced by
the client as upsetting. It was predict-
ed that both a desire to address trau-
ma in treatment and the extent to
which trauma was a focus of treat-
ment would be predicted by female
sex, mood disorder diagnosis (versus
schizophrenia), more severe PTSD
symptoms, more categories of trauma
experienced, a desire to address trau-
ma and its consequences in treat-
ment, and being less upset when dis-
cussing traumatic experiences.

Methods
Participants
This study was conducted as part of a
larger study conducted from 1998 to
1999 at a recovery and rehabilitation
program integrating mental health
and substance abuse treatment
housed in a large outpatient commu-
nity mental health center. The pro-
gram served clients with severe and
persistent axis I psychiatric disorders
and clients who were heavy con-
sumers of inpatient psychiatric servic-
es and who had a current or past psy-
choactive substance use disorder.
Through the center’s clinical data-
base, all clients with continuous en-
rollment of at least two years and one
clinic visit in the month preceding the
start of the study were identified. A
random subsample of 260 clients was
identified and put in random order for
recruitment. [The study CONSORT
chart is available in an online appen-
dix to this report at ps.psychiatryon
line.org.] Because there were only
three participants without a major af-

fective or psychotic disorder, they
were not included. No one was exclud-
ed on the basis of PTSD diagnosis.

Measures
Traumatic experiences. Traumatic ex-
periences were measured by the
Trauma Assessment for Adults (TAA)
(21–24), an interview instrument that
assesses the lifetime incidence of var-
ious traumatic events including vio-
lence in the military, accidents, natu-
ral disasters, physical assaults, sexual
assaults, loss of a family member or
friend to violence, and other inci-
dents involving death or injury to
oneself or one’s friends or family. The
TAA assesses for the presence of
each trauma category, age of onset of
traumas, and age of the participant
when the trauma last occurred. Pre-
vious psychometric analysis (24)
demonstrated clinical utility with a
small sample of adults within a men-
tal health center as well as validity of
the scale compared to medical
records. The TAA has also shown ad-
equate temporal stability and item-
level convergence with existing
measures of trauma history in a col-
lege and clinical sample (23). The
number of categories of trauma was
included to measure the extent of
trauma.

Posttraumatic stress symptoms.
Posttraumatic stress was measured by
the Posttraumatic Stress Diagnostic
Scale (PDS) (25), a 49-item self-re-
port measure that assesses the pres-
ence and severity of posttraumatic
stress symptoms. Symptoms are as-
sessed by yes or no questions regard-
ing symptoms corresponding to
DSM-IV criteria for all traumas expe-
rienced (26). A symptom severity
score can be calculated using 17
symptom items. Total possible symp-
tom severity scores range from 0 to
51. Scores <10 indicate symptoms of
mild severity, scores 10–20, moder-
ate, scores 21–35, moderate to se-
vere, and scores ≥35, severe. The
PDS has high internal consistency
(Cronbach’s α=.91) and moderate
one-month test-retest reliability (r =
.74). Although the PDS was more
conservative in diagnosing PTSD
than an interview version of the same
scale (Posttraumatic Symptom Scale
Interview), it had convergent validity
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with a diagnosis by lay interviewers
on the basis of the Structured Clinical
Interview for DSM-IV (27).

Treatment experiences. Treatment
experiences were assessed using the
Treatment Experiences Question-
naire, an 11-item survey developed
for this study to determine clients’
subjective experience of mental
health services with respect to phys-
ical and sexual assault and its conse-
quences. Because of the large num-
ber of traumatic events experienced
by dual diagnosis clients and the dif-
ficulty for clients to differentiate
symptoms in relation to a particular
trauma, participants were asked to
report all symptoms they experi-
enced, regardless of the traumatic
events they associated with them.
Participants rated each question on a
5-point Likert-type scale, from 1, not
at all or not upsetting, to 5, always or
very upsetting. An additional ques-
tion asked how many treatment
providers had addressed trauma in
treatment.

Procedures
Clients were recruited by their case
manager if it was determined that the
study would be clinically appropriate
both in terms of whether the client’s
symptoms would preclude being in-
terviewed and whether participation
would prove too distressing. When
appropriate, the case manager facili-
tated contact by the study staff with
the client. Trained bachelor’s- or mas-
ter’s-level research staff completed
the informed-consent process with
interested individuals. Consenting
participants were interviewed at that
time or at a subsequent session. All
measures and procedures were ap-
proved by institutional review board
of the University of Washington.

Statistical analysis
Statistical analyses were completed
using the SPSS data system. Several
multiple regression models were used
to analyze the data. Model 1, after
controlling for the influence of sex,
assessed the ability of primary diag-
nosis to predict how much communi-
ty mental health care focused on trau-
ma or its consequences. Primary diag-
nosis was dummy coded as bipolar
disorder versus schizophrenia or ma-

jor depression versus schizophrenia,
and the reference group was schizo-
phrenia. Responses to five questions
from the Treatment Experiences
Questionnaire were averaged to cre-
ate a dependent variable for focus of
treatment. The questions regarded
how often trauma and its conse-
quences were discussed in treatment
and how much trauma was a focus of
aspects of treatment, such as medica-
tions, contact with case managers,
and exposure to group or individual
therapy.

In model 2 the effect of the num-
ber of categories of trauma experi-
enced and the PTSD severity score
were added. Model 3 added a meas-
ure of the clients’ desire to discuss
trauma and its consequences in
treatment determined by averaging
responses to two items from the
Treatment Experience Questionnaire
about how much the client wanted to
discuss trauma and the consequences
of discussing trauma in treatment.
Model 3 also included an average of
responses to the two Treatment Ex-
perience Questionnaire items about
how upsetting it felt to discuss trauma
and its consequences. An alpha level
of p<.05 was set to determine statisti-
cal significance.

Results
A total of 74 clients completed the as-
sessment instruments and were inter-
viewed for the study. Demographic
characteristics and clinical and trau-
ma history of the sample are present-
ed in Table 1. The majority of partici-
pants were male (62%), Caucasian
(66%), and unemployed (65%). More
men (N=32) than women (N=7) had
schizophrenia, and more women
(N=21) than men (N=14) had mood
disorders. Most (53%) participants
had diagnoses of schizophrenia or
schizoaffective disorder, and the
mean±SD score for the Global As-
sessment of Functioning was 37.7±
12.7, indicating that a majority had
major impairment in several areas of
functioning. The sample was also
highly traumatized, having experi-
enced a mean of 3.3 categories of
trauma.

The median number of providers
who asked participants about their
physical or sexual assault history was

zero (interquartile range 0–2 provi-
ders). Mean responses to questions
about treatment experiences are pre-
sented in Table 2. A total of 59% re-
ported that their assault history was
not at all a part of treatment; 66% re-
ported that the consequences of trau-
ma were not a part of treatment.
Smaller proportions of participants
(42% and 29%, respectively) reported
not wanting to discuss assault history
or its consequences in treatment.
Many participants reported not being
upset at all (41%) or feeling a little or
somewhat upset (31%) discussing
trauma with their provider. Similarly,
many reported not being upset at all
(34%) or feeling a little or somewhat
upset (40%) discussing the conse-
quences of trauma.

Multiple regression was used to
identify the variables that might pre-
dict whether trauma and its conse-
quences were a focus of treatment
(Table 3). Model 1, which evaluated
the impact of sex and diagnosis alone,
explained 12% of the total variance.
In the only statistically significant
finding, a diagnosis of depression was
more likely than a diagnosis of schizo-
phrenia to be related to a focus on
trauma in treatment.

Model 2 evaluated four measures
(sex, diagnosis, PTSD severity as
measured by PDS score, and number
of categories of trauma experienced)
to predict how much community
mental health care focused on trauma
or its consequences. The model ex-
plained 12% of the total variance, but
none of the predictors were statisti-
cally significant. Depression was
more predictive than schizophrenia
of a focus on trauma, but the trend
did not reach statistical significance.

Model 3 evaluated six measures
(sex, diagnosis, PTSD severity as
measured by PDS score, number of
categories of trauma experienced, de-
sire to discuss trauma, and the extent
to which discussing trauma was up-
setting). The total variance explained
by the model as a whole increased to
29%. Diagnosis was no longer a pre-
dictor, but both the desire to discuss
trauma and how upset the client be-
came when discussing trauma were
significant predictors of the degree to
which trauma and its consequences
were a focus of treatment.
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Discussion
As in previous studies, trauma and
PTSD were not found to be a focus of
treatment in community mental
health clinics. In a previous study, cli-
nicians reported a fear of discussing
traumatic experiences with clients
with schizophrenia because of a gen-
eral perception that doing so would
worsen clients’ psychiatric symptoms
(17). A majority of clients interviewed
in this study wanted to talk about

trauma, at least somewhat, and were
generally not upset by doing so. Thus
clients’ and clinicians’ perceptions of
whether to discuss trauma may vary.

This study found that treatment
was more likely to focus on trauma
among clients with diagnoses of de-
pression than among clients with di-
agnoses of schizophrenia or schizoaf-
fective disorder. Clinicians have re-
ported having little or no training
about how to effectively bring up, dis-

cuss, and treat trauma among psy-
chotic populations (16). Limitations
in training may be a key factor ex-
plaining why clinicians made trauma
less of a focus of treatment for clients
with schizophrenia, although that
possibility was not accounted for by
this study.

This study examined factors sug-
gested by previous research as pre-
dictors of whether trauma was a fo-
cus of treatment, including sex and
diagnosis of client, diagnosis of
PTSD, number of categories of trau-
ma experienced, the client’s desire to
discuss trauma, and how upset the
client felt when discussing trauma.
PTSD severity and the number of
categories of trauma experienced by
the client were not predictors of how
much trauma and its consequences
were a part of treatment, findings
that were the opposite of what was
hypothesized. An alternate possibili-
ty was that avoidance, commonly
seen among clients with PTSD, may
have explained why those who were
more traumatized did not seek help
for trauma during treatment. That
possibility, although not addressed
by this study, should be studied in
the future.

In model 3, which included all the
factors, only desire to discuss trauma
and how upsetting it was to discuss
trauma were significant. This finding
suggests that clients’ direct or indirect
communication with their treatment
providers—rather than their symp-
tom or trauma severity—is associated
with whether trauma becomes a focus
of treatment. The two client experi-
ence factors, desire to discuss trauma
and feeling less upset about dis-
cussing it, were hypothesized to ex-
plain how much trauma was a focus of
treatment. The results showed that
desire to discuss trauma was a predic-
tor of whether trauma was a focus of
treatment, even when PTSD symp-
toms and number of categories of
trauma experienced were not.

Contrary to prediction, the focus
on trauma during treatment was
greater among clients who were
more upset by discussing trauma
and its consequences than among
those who were less upset by it. The
addition of these factors in the mod-
el explained more than twice as
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Demographic characteristics and clinical and trauma history of 74 clients with
serious mental illness and a substance use disorder

Characteristic N %

Age (M±SD) (range 28.3–60.4) 44.7±7.8
Female 28 38
Race-ethnicity

African American 17 23
Asian or Pacific Islander 3 4
Caucasian 49 66
Latino 4 6
Mixed 1 1

Sexual orientation
Gay, lesbian, or bisexual 6 8
Not asked or not disclosed 9 12

Residence
Independent apartment 62 84
Group home 8 11
Skilled nursing facility 1 1
Homeless 3 4

Employment status
Employed <30 hours per week 15 20
Sheltered workshop 6 8
Structured volunteer work 3 4
None 48 65
Unknown 2 3

School attended at least part-time 8 11
Monthly income (M±SD) (range $0–$2,416) $640±$271
Family size (M±SD) (range 1–4) 1.1±.5
Primary diagnosis

Schizophrenia or schizoaffective disorder 39 53
Bipolar affective disorder 18 24
Unipolar depression 17 23

Global Assessment of Functioning scorea 37.7±12.7
Type of trauma

Sexual assault 34 47
Physical attack without weapon 48 67
Attack with weapon 49 68
Witnessed killing or serious injury of another 23 32
Car or work accident 37 51
Natural or human-made disaster 28 39
Close friend or relative murdered or killed 

by drunk driver 17 23
Number of categories of trauma experienced 

(M±SD) (range 0–7) 3.3±1.5
Diagnosis of posttraumatic stress disorder, 

by Posttraumatic Stress Diagnostic Scale 64 41
Posttraumatic Stress Diagnostic Scale scoreb 22.2±16.3

a Possible scores range from 0 to 100, with higher scores indicating increased ability to function.
b Possible scores range from 0 to 51, with scores <10 indicating mild symptoms; 10–20, moderate

symptoms; 21–35, moderate to severe symptoms; and ≥35, severe symptoms.



much variance in the extent to
which trauma was a focus of treat-
ment, and diagnosis was no longer a
significant predictor. A possible ex-
planation for this result, converse to
the hypothesis, is that clinicians
whose clients became more upset
when trauma was mentioned were
cued to address it. It is also possible
that clients who felt more upset by
discussing their traumas became in-
creasingly sensitive to each attempt
by the clinician to address trauma,
resulting in their reporting higher
scores for how much trauma was a
focus of treatment. Additionally, the
presence of PTSD symptoms of
avoidance and numbing could ac-
count for this finding, given that
clients with greater emotional
numbing would feel less distress
about trauma; only after beginning
therapy would the numbing fade
and greater feelings of distress oc-
cur. However, studying these inter-
pretations requires further research.

This study had several limitations.
First, it studied a relatively small
sample of clients with a comorbid di-
agnosis of substance use disorder.
Given that participants were recruit-
ed from a clinic for individuals with
severe mental illness and comorbid
substance use disorder, substance
use disorders may be a possible pre-
dictor and is worthy of further re-
search of other populations and larg-
er samples. This sample included
only clients who were enrolled for
two years and who were regarded by
the case manager as appropriate can-
didates for the study who would not
become overly distressed by the in-
terview. It is possible that trauma-
tized clients who were not eligible
for the study could have had more or
different patterns of trauma; there-
fore, the results cannot be general-
ized to them. In addition, the Treat-
ment Experiences Questionnaire fo-
cuses on physical and sexual assault,
rather than on all traumas, and thus
is not relevant to participants who
did not experience assault. Nonethe-
less, because 93.3% of participants
did experience a physical or sexual
assault, the scale is relevant to the
majority of the sample.

Another limitation of this study was
that all data were based on client self-

report. It is possible clients underre-
ported or misperceived that trauma
was a large focus of treatment. How-
ever, evidence-based trauma and
PTSD treatments frequently use ex-
posure and other unique procedures,
making it likely that clients were

aware that they were receiving such
treatment. Future studies should in-
clude other sources of information
about treatment components and
should examine ways to train clini-
cians to address trauma in severely
mentally ill populations.
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Responses to Treatment Experiences Questionnaire among 74 clients with 
serious mental illness and a substance use disordera

Itemb M SD

Desire to talk about it 2.5 1.2
In treatment how much have you wanted to talk with your

provider about your assault history? 2.3 1.4
In treatment how much have you wanted to talk with your

provider about the consequences of your assault history? 2.6 1.4
Focus of treatment 1.7 .8

How often does your provider talk with you about your 
assault history? 1.7 1.1

How often does your provider talk with you about the
consequences of your assault history? 1.5 .9

To what extent is any medication you are taking prescribed
to treat consequences of your assault history? 2.1 1.6

How much is focusing on your assault history part of your
treatment with your case manager? 1.5 .9

How much is focusing on your assault history part of your
other treatment? 1.8 1.1

Upsetting to talk about trauma in treatment 2.4 1.1
How upsetting is it to talk with your provider about your

assault history now? 2.5 1.6
How upsetting is it to talk with your provider about the

consequences of your assault history now? 2.5 1.5
How upsetting is it to talk about your assault history here,

during the research interview? 2.3 1.2
How upsetting is it to talk about the consequences of your

assault history here, during the research interview? 2.3 1.2

a Possible responses were 1, not at all; 2, a little; 3, somewhat; 4, a lot; and 5, very much. A majori-
ty of questions asked about providers in general; questions about focus of treatment were about
specific topics related to treatment, such as case manager and medication.

b Items were created by averaging the subscales.

TTaabbllee  33

Multiple regression analysis of the ability of client variables to predict whether
trauma and its consequences were a focus of treatmenta

Model 1b Model 2c Model 3d

Variable β p β p β p

Gender –.08 .53 –.06 .69 .10 .54
Diagnosis (reference: schizophrenia)

Bipolar .13 .32 .17 .25 .11 .47
Depression .32 .02 .30 .06 .10 .53

Posttraumatic stress disorder score .14 .36 –.19 .26
Number of categories of trauma –.08 .62 –.08 .58
Desire to discuss trauma .39 .02
Upsetting to discuss trauma .34 .04

a Standardized coefficients reported
b F=3,df=3 and 67, p=.04
c F=1.41, df=5 and 52, p=.24
d F=2.64, df=7 and 47, p=.02



Conclusions
Treatment for persons with severe
mental illness often lacks sufficient
focus on trauma and its conse-
quences, despite a relationship be-
tween the onset of symptoms follow-
ing trauma and the onset of psychosis.
This is partly due to the need to ex-
amine, adapt, or develop effective
treatments for those with both trau-
ma and severe mental illness. There is
also a need for increased education
for clinicians about the relationship of
severe mental illness and trauma
symptoms. This study found that fac-
tors related to the clients’ experiences
predicted how much a focus on trau-
ma was a part of treatment. This find-
ing is important for clinicians to con-
sider when addressing PTSD among
severely mentally ill clients in order to
strengthen their understanding of
client behaviors and to more effec-
tively help clients decrease symptoms
associated with the trauma and the
comorbid disorder.

Acknowledgments and disclosures

Funding for this study was provided by grant
28-0417-C from the University of Washington
Alcohol and Drug Abuse Institute. The authors
thank Karin Janis, B.A., and David C. Atkins,
Ph.D., for their help with the preparation of
the manuscript.

The authors report no competing interests.

References

1. Frueh BC, Buckley TC, Cusack KJ, et al:
Cognitive-behavioral treatment for PTSD
among people with severe mental illness: a
proposed treatment model. Journal of Psy-
chiatric Practice 10:26–38, 2004

2. Bebbington PE, Bhugra D, Brugha T, et al:
Psychosis, victimisation and childhood dis-
advantage: evidence from the second
British National Survey of Psychiatric
Morbidity. British Journal of Psychiatry
185:220–226, 2004

3. Shevlin M, Dorahy MJ, Adamson G: Trau-
ma and psychosis: an analysis of the Na-
tional Comorbidity Survey. American Jour-
nal of Psychiatry 164:166–169, 2007

4. Cascardi M, Mueser KT, DeGiralomo J,
et al: Physical aggression against psychi-
atric inpatients by family members and
partners. Psychiatric Services 47:531–533,
1996

5. Hutchings PS, Dutton MA: Sexual assault
history in a community mental health cen-
ter clinical population. Community Mental
Health Journal 29:59–63, 1993

6. Mueser KT, Goodman LB, Trumbetta SL,
et al: Trauma and posttraumatic stress dis-
order in severe mental illness. Journal of
Consulting and Clinical Psychology 66:
493–499, 1998

7. Cusack KJ, Frueh BC, Brady KT: Trauma
history screening in a community mental
health center. Psychiatric Services 55:
157–162, 2004

8. Howgego IM, Owen C, Meldrum L, et al:
Posttraumatic stress disorder: an ex-
ploratory study examining rates of trauma
and PTSD and its effect on client out-
comes in community mental health. BMC
Psychiatry 5:21, 2005

9. Mueser KT, Goodman LB, Trumbetta SL,
et al: Trauma and posttraumatic stress dis-
order in severe mental illness. Journal of
Consulting and Clinical Psychology 66:
493–499, 1998

10. Nishith P, Nixon RD, Resick PA: Resolu-
tion of trauma-related guilt following treat-
ment of PTSD in female rape victims: a re-
sult of cognitive processing therapy target-
ing comorbid depression? Journal of Affec-
tive Disorders 86:259–265, 2005

11. Mueser KT, Rosenberg SD, Xie H, et al: A
randomized controlled trial of cognitive-
behavioral treatment for posttraumatic
stress disorder in severe mental illness.
Journal of Consulting and Clinical Psychol-
ogy 76:259–271, 2008

12. Frueh BC, Grubaugh AL, Cusack KJ, et al:
Exposure-based cognitive-behavioral
treatment of PTSD in adults with schizo-
phrenia or schizoaffective disorder: a pilot
study. Journal of Anxiety Disorders 23:
665–675, 2009

13. Rosenberg SD, Mueser KT, Friedman MJ,
et al: Developing effective treatments for
posttraumatic disorders among people
with severe mental illness. Psychiatric Ser-
vices 52:1453–1461, 2001

14. Cusack KJ, Grubaugh AL, Knapp RG, et
al: Unrecognized trauma and PTSD
among public mental health consumers
with chronic and severe mental illness.
Community Mental Health Journal 42:
487–500, 2006

15. Cusack KJ, Frueh BC, Brady KT: Trauma

history screening in a community mental
health center. Psychiatric Services 55:157–
162, 2004

16. Mueser KT, Rosenberg SD, Goodman LA,
et al: Trauma, PTSD, and the course of se-
vere mental illness: an interactive model.
Schizophrenia Research 53:123–143, 2002

17. Frueh BC, Cusack KJ, Grubaugh AL, et al:
Clinicians’ perspectives on cognitive-be-
havioral treatment for PTSD among per-
sons with severe mental illness. Psychiatric
Services 57:1027–1031, 2006

18. Frueh BC, Grubaugh AL, Cusack KJ, et al:
Disseminating evidence-based practices
for adults with PTSD and severe mental
illness in public-sector mental health agen-
cies. Behavioral Modification 33:66–81,
2009

19. Sloan A, Achter J: Client self-disclosure as
a predictor of short-term outcome in brief
psychotherapy. Journal of College Student
Psychotherapy 19:25–39, 2005

20. Kahn J, Achter J, Shambaugh E: Client
distress disclosure, characteristics at in-
take, and outcome in brief counseling. Jour-
nal of Counseling Psychology 48:203–211,
2001

21. Resnick HS, Kilpatrick DG, Dansky BS, et
al: Prevalence of civilian trauma and post-
traumatic stress disorder in a representa-
tive national sample of women. Journal of
Consulting and Clinical Psychology 61:
984–991, 1993

22. Resnick HS, Acierno R, Kilpatrick DG:
Health impact of interpersonal violence, 2:
medical and mental health outcomes. Be-
havioral Medicine 23:65–78, 1997

23. Gray M, Elhai J, Owen J, et al: Psychome-
tric properties of the trauma assessment
for adults. Depression and Anxiety 26:190–
195, 2009

24. Resnick H: Psychometric review of trauma
assessment for adults; in Measurement of
Stress, Trauma, and Adaptation. Edited by
Stamm B. Lutherville, Md, Sidran, 1996

25. Foa E, Cashman L, Jaycox L, et al: The val-
idation of a self-report measure of post-
traumatic stress disorder: the Posttraumat-
ic Diagnostic Scale. Psychological Assess-
ment 9:445–451, 1997

26. Diagnostic and Statistical Manual of Men-
tal Disorders, 4th ed. Washington, DC,
American Psychiatric Association, 1994

27. Foa E, Riggs DS, Dancu CV, et al: Relia-
bility and validity of a brief instrument for
assessing post-traumatic stress disorder.
Journal of Traumatic Stress 6:459–473,
1993

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � October 2011   Vol. 62   No. 1011220066


