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Abstract

 Trauma within psychosis is often undiagnosed or untreated. There is a wide body of literature on the efficacy of cognitive behaviour therapy (CBT) for PTSD, but there has been no report of combining CBT for psychosis and CBT for PTSD in modular form. The authors discuss a combined treatment for two patients with psychosis and a history of trauma.  The clinical features, process of therapy, and outcome are all described in relation to cognitive therapy models developed for use in Post Traumatic Stress Disorder.  The implications for therapy, service development, and training are discussed.
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Introduction

Kingdon and Turkington (1991) emphasise the diverse nature of the phenomenology and argue for the existence of separate syndromes within the schizophrenia spectrum. They suggest five sub groups (sensitivity disorder, catatonia, anxiety psychosis, drug-induced psychosis and traumatic psychosis), which have implications for the therapy modality used. This paper is a brief clinical report of the course of therapy for two patients with a history of trauma and psychosis.  Mueser et al (1998) noted high levels of PTSD symptoms among individuals with severe mental illness. 98% of those with a diagnosis of serious mental illness had a history of trauma with 48% of these meeting criteria for PTSD. Romme and Escher (1989) found that 70% of people who hear voices developed their hallucinations following a traumatic event.  Whether the trauma can be seen as a factor in the development of psychosis, or whether it is seen as a factor to be treated, as a separate diagnosis is in many cases unclear. It would make sense to develop a formulation-based approach that will increase understanding, aid collaboration and reduce symptoms. Ehlers and Clark (2000) emphasise other emotional ‘hotspots’, such as guilt, which has helped to refine reliving techniques to more than just exposure to fear and to develop specific cognitive approaches. In survivors of child sexual abuse (CSA) and early trauma, Smucker (1995) hypothesised that exposure would not be enough and schema change models would need to be used because of the earlier nature of the trauma. He developed a method of imaginal exposure and rescripting. Rusch (2000) has demonstrated that it is an effective treatment in PTSD.

The authors wish to discuss the cases of Sarah and Anne, who are two patients treated using these models of PTSD alongside a CBT for psychosis approach. Both patients met ICD-10 criteria for schizophreniform disorder and PTSD.

A patient with a history of physical abuse

Personal history

Sarah is a forty five year old woman had a six-year history of psychosis with twelve admissions to Psychiatric hospitals, for acute psychotic breakdowns.  Pre and during therapy her existing support was still in place. She had moved from Scotland in May 2000, to escape from her violent ex-husband, to live near her adult son. 
Progress through therapy

Therapy consisted of twelve sessions to date

Sessions two to eight

Goal setting

· Providing a framework for understanding what might be perpetuating the voices.

· Understanding what might be maintaining the voices and other symptoms.

Self-monitoring was used as a key to assessment and then as a way of assessing interventions.  A baseline recording revealed 3-5 occurrences a day of voices or images. Sarah was asked to rate the level of distress associated with the voice or image. Figure one charts show the link, monitored via daily diaries between emotions and voices. There are peaks in fear, paranoia thoughts and feeling down at times of increased voices.  The period between weeks six and seven was a particularly difficult time for Sarah with marked links between increased voices, paranoid thoughts and fear.

                                      Insert figure one
PC and Sarah   formulated that a model of PTSD could explain symptoms. Initial scorings on The Impact of Events Scale (Horowitz 1986) showed Sarah to score highly on a list of posttraumatic symptoms such as a heightened startle response, nightmares and flashbacks to unpleasant events and strong emotions experienced during the time of her marriage. As well as hearing the abuser’s voice, she had intrusive images of traumatic past events, for example, when her ex husband had attacked her, her son, or had threatened her. Vivid images appeared as if in the present that were often catastrophic images of potential events such as if her ex husband had attacked her son.

Sessions eight to twelve

 To test the emerging hypothesis that avoidance might be maintaining symptoms we developed a rationale that if Sarah could talk in greater depth about the images and thoughts in the session this would dissipate some of the fear associated with the image/voice. See figure 2.

Figure two

 An individualised formulation for Sarah based on Ehlers And Clark model (2000)









First of all, in keeping with Ehlers and Clark (2000) rationale, personal negative appraisals are identified and changed. Therapeutic techniques include reliving of the event to identify emotional hot spots and associated meanings, Socratic questioning, behavioural experiments and imagery modification. 

Secondly, the trauma memory is elaborated through imaginal reliving and the patient learns to discriminate triggers of re-experiencing symptoms from what was actually happening during trauma.

 Third, the patient is encouraged to drop maintaining behaviours and cognitive strategies. The therapy involves relating past, and imagined, events in the first person and building up detail as it progresses in order to unpack the meaning of events and to habituate to the fear triggered by thoughts of the event. Tapes were made of these sessions and Sarah asked to play them between sessions using a SUDS scale in order to monitor her Subjective Distress at listening to the detail. 

Diary incidents when voices occurred were used to revaluate the trauma memory.   The conditional assumption was that “in order to survive I must stay in control” 

Follow up

Sarah’s recent admission to hospital was understandable within the formulation. Triggers such as her son moving in a girlfriend to the flat and intervening in a neighbour’s argument brought back memories of violent incidents.  On the day of admission to hospital Sarah had seen a car outside which looked like her ex-husbands. She saw a man sitting in it writing and although she tried to resist checking she kept looking out.   A period of paranoid thoughts and the confusion following the procyclidine overdose led to an increase in antispychotic medication as well as the addition of an antidepressant.  A more novel approach may have been to consider and understand that her symptoms might also relate to trauma rather than psychosis alone.
The Dysfunctional Attitude scale (Weissman and Beck 1978) was within normal ranges throughout therapy. There were higher scores in the range for the need for approval and love, which may indicate Sarah’s need as someone who has been traumatised by a relationship.

The Impact of Events Scale (Horowitz 1986) over five months showed changes on the symptom profiles to a diminution in intrusive images and indicated a reduction in symptoms of PTSD and a reduction in avoidance strategies. The BDI (Beck 1996) at beginning of treatment was 32 and at session 12 measured 14.

A Patient with a history of CSA

Personal history

Anne is a woman of 34, who is unemployed and has one son aged 14 years. She has an eight-year history of contact with psychiatric services for psychosis. She has had five admissions to hospital over 8 years for relapse of psychotic symptoms linked with overdose. Current treatment is Sulpiride 400mg daily and Depixol 40mg IM 2 weekly. She was having regular outpatient contact and weekly contact with her social worker. In 1998 her social worker requested an assessment for possible 

CBT for her psychotic symptoms and child sex abuse. Anne described persecutory delusions of men in authority, which were generalised to men in uniforms such as postmen being able to control her, by reading her mind through her eyes. This affected her daily functioning so much that she could not go into the post office and found it highly stressful to go out. She described thought withdrawal and broadcasting with marked worries that people could read her mind and realise she was bad.

She also described auditory hallucinations, such as neighbours commenting through walls “She is a bad mother” and stating that her and her son would be harmed. She found this very distressing and would phone up her social worker several times a day for reassurance. She would often avoid situations to try and control her distress and abuse alcohol to control her anxiety. With increasing paranoid thoughts about others, she would have to be admitted due to overdose or lack of self-care, alcohol abuse and withdrawal from normal activities. Anne was also very worried by “odd” memories of abuse by her father. She was unsure if these were real or part of her ‘madness’.

Goal setting 

SHS and Anne decided to work for an initial contract of 4 sessions to see if they could work psychologically and collaboratively on her problem. In the first session, problems were defined and the order of therapy planned. She described five main worries:

· Worry about going out

· Dealing with authority figures

· Having no job

· “Odd” memories from the past

· Dealing with her son 

This was elaborated into practical problems (son and job), current paranoid thoughts and early memories. She felt that she wanted to start work on current issues, particularly regarding going out and dealing with male authority figures as this effected her daily life. Initial baseline measures were

CPRS=60, SANS=8, IES= 41.

The CPRS (Comprehensive Psychopathological rating scale) and SANS (Scale for assessment of negative symptoms) were rated by an independent rater.

The IES (Impact of Events Scale (Horowitz 1986) was completed by the patient. SHS and Anne developed a formulation of the links between her problems by looking at her personal history, and how it related to her current worries. This was aimed at giving Anne an understanding of the link between her past and her relationship with the authority figures in her current life.

Formulation

Anne’s father was a retired police officer (who wore a uniform). He often said to her as a child “I know what you are thinking” Anne associated this with fragments of memory of sexual abuse. A sense of threat, anxiety and a feeling of powerlessness developed in Anne during her childhood.  As the formulation developed during therapy Anne began to realise that she was misattributing men as being hostile and wanting to control her and saw links as described. In figure 3.

Insert figure 3

Figure 3  Longitudinal formulation for Anne

















Progress during: Therapy 

The therapy consisted of twenty-one sessions, which can be divided into three different stages.

Session two to Seven

This stage of therapy focused on developing a decastrophising model for the persecutory ideation that Anne was experiencing and was leading to a restriction in lifestyle. Most useful were pie chart work on self blame (Padesky 1994), developing a DTR model for challenging thoughts and assertiveness strategies. In these initial sessions we also looked at Anne not using avoidance as a coping strategy 

and developing the use of exposure principles alongside thought challenging in situations that were potentially frightening, such as the post office. The basis being that Anne would treat the experience as a behavioural experiment re-evaluating what the postman actually did by observing him.

At session 7, the ratings were CPRS 34, SANS 5, and IES 36

Session 8-17 Smucker’s CSA Protocol

This middle stage of therapy was the most difficult in engaging Anne in re-evaluating her ‘odd’ memories. The model used for this stage of therapy was based on Smucker’s three-stage protocol on child sexual abuse memories. The model uses images that arise from memories of the abuse. This combines exposure to the flashbacks causing habituation to the memories with challenging of core beliefs of powerlessness and danger from the outside world. The rationale for this model of therapy is that the image or memory holds the information that perpetuates the assumptions and consequent fear. The problem at this stage for Anne was the immediate increase in the intensity of her emotions due to listening daily to the tapes of the sessions. She was reluctant to do this initially, but managed the task with encouragement.

The following phases of work are required in imagery rescripting: -

A} Exposure: The first three sessions explored the flashbacks to the memories of abuse by father and others. There were recurrent themes identified of her father being able to control her, for example, by looking into her eyes saying, “I know what you are thinking” during periods of abuse.

B) Empowerment:

 Following the Smucker model there were then three sessions of transformation (Empowerment). This consisted of the adult self coming into the flashbacks and controlling the father by telling him to stop. This proved to be the most helpful part of the therapy as Anne found this exercise empowering and she had a consequent increase in self-esteem. The last phase of therapy in effect consolidated this increase in self-esteem.

C) Self Worth

These three sessions of transformation were to aid self-nurturing.  This was the most difficult aspect of the therapy phase, focussing on the adult self and child in the image. In this phase, Anne initially as the child rejected the adult self because she was ‘Mad and Dangerous’.  What can usually be predicted is that the adult rejects the child because often in CSA the core belief around self-blame becomes evident during this phase.  SHS got round this by introducing Anne’s son into the image (in imagery) to reassure Anne that although she had schizophrenia, she was not dangerous.

Scores at this stage were CPRS=19, SANS=4, IES=6

Sessions 18-21

The therapist introduced a relapse prevention model that firstly consolidated assertiveness around men. Initially a crisis intervention model of when she was worried by men looking into her eyes was of having imaginary contact lenses with an expletive written across them. She imagined that this would be projected and they would see this. This was helpful as an initial coping strategy as Anne found this 

extremely amusing. A stressful life event when her son being arrested for burglary and placed on a supervision order allowed the reminder of pie charts and DTR’s to challenge the NAT “I am a bad mother”. Further rehearsal of these skills to be used in the event of further stressfull life events, coupled with the continuation of the development of assertiveness skills left Anne prepared for a break in 

therapy sessions. Scores at the end of therapy  were CPRS 22, SANS 4, IES 10.

Follow up

The therapist was requested to provide follow up 2 years later after a bout of 8 weeks hospitalisation. Anne developed paranoid thoughts after having to ask her father for money after getting into debt. This fitted with the formulation core belief of powerlessness around her father. Further sessions reminded Anne of the formulation and the skills learned during therapy. Unfortunately, Anne had destroyed the therapy tapes prior to her relapse, as she did not want to be reminded of the past.  Anne was offered further top up sessions a year later after the death of her grandmother

Conclusions

· The authors have found that models drawn from   Axis 1 and Axis 2 disorders   

can be used to approach trauma as a   problem   within a diagnosis of psychosis. 

however the timing and the speed of therapy needed to be adjusted   as   therapy 

progressed to take into account psychotic symptoms.

· The authors would postulate that trauma within psychosis is often missed and even when it is noted that individuals are not offered specific psychological interventions to treat the trauma memory. As noted by Kingdon and Turkington (1991) this group have often been found to have   a poor response to medication and are often prone to suicidal ideation or labelled as suffering from Borderline Personality disorder to be contained within services rather than treated.

· The authors propose that that what seems to be a viable intervention for more complex presentations should be considered. They would advocate close liaison with the psychiatric team and specialist supervision for those therapists new to this approach.
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Trauma memory





Husband’s face





“Hotspots” of emotion





Triggers





Heightened awareness


Flashbacks


Increased startle response


Voices











Strategies used to control





Push the thought or voice away


Stop son talking about the time during the marriage





Distraction








Processing during trauma effected by sleep deprivation

















Fear, disassociation











Prior beliefs / experience





Psychological abuse in marriage








Interpretation / appraisal





“He’s out to get me”








Belief:





“I am weak”





“Men are dangerous”





Underlying Assumption:





“I must not look at people or they will control me”





Situation:


In the Post Office talking to the postman








Behaviour:





Leave the counter before getting change








Emotion:





Fear 80%





Negative Automatic Thought:





“He knows what I am thinking”
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