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Abstract 

 

Individuals with mental health support needs have increased rates of posttraumatic stress 

disorder (PTSD). Yet, the implementation of PTSD treatment interventions in psychiatric 

rehabilitation settings continues to lag.  The present article is a report of an innovative way to 

reduce barriers in providing trauma-informed care and considers the ways in which 

administrators, clinicians, and clients respond to addressing trauma in psychiatric rehabilitation 

settings by discussing their contrasting reactions during and after the implementation of group 

CBT treatment for PTSD. Multiple benefits including realization, relief, reflection, and re-

learning were reported by clients who received structured PTSD treatment. Findings suggest 

benefits for administrators, clinicians, and clients when PTSD treatment is implemented. 

 Keywords: PTSD, psychiatric rehabilitation, trauma, serious mental illness, trauma 

counseling 
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Don’t Ask, Don’t Tell---Reactions of Clinicians and Clients towards Trauma Interventions 

Introduction 

Research consistently supports that the majority of individuals using psychiatric 

rehabilitation services has a history of traumatic experiences (Mihelicova et al., 2018; Grubaugh 

et al., 2011).  Trauma and its consequences are frequently overlooked by clinicians who work 

with individuals with mental health support needs (Lutton & Swank, 2018).  Rates of exposure to 

complex traumas, traumas which are interpersonal and prolonged in nature such as ongoing 

sexual abuse during childhood, are particularly high among people managing mental health 

conditions (Giorouo et al., 2018; Hyland et al., 2017). Cumulative childhood trauma has been 

found to be correlated to an increased rate of mental health disorders, poorer health, and 

functional impairments (Copeland, et al., 2018). Trauma causes physiological vicissitudes in the 

brain and can alter its neurochemistry (Gianfrancesco et al., 2019, Kaye, 2020). Individuals with 

a history of severe childhood trauma are more vulnerable to experiencing psychosis, delusions, 

auditory hallucinations, dissociations, and suicidality (Bailey et al., 2018; Popovic et al., 2019; 

Zheng, et al. 2018).  Further, of the individuals who have experienced trauma, a large proportion 

likely meet the criteria for posttraumatic stress disorder (PTSD) (Dondaville et al., 2019; Minsky 

et al. 2015).  Estimates of the current prevalence of PTSD among people with mental health 

support needs range from 29 and 43%, considerably higher than the general population lifetime 

prevalence of 8-12% (Grubaugh et al., 2011; Nishith et al., 2019). 

 Symptoms and difficulty with coping experienced by people who utilize psychiatric 

rehabilitation services often involve numerous variables, some of which overlap with and are 

similar to criteria common to PTSD.  While determining a definitive diagnosis of mental health 

conditions may lack an objectivity due to consistently emerging scientific evidence, recognizing 
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the experience of trauma and providing appropriate treatment warrant examination of assessment 

measures and refinement of sufficient interventions.   There is a wide range of possible reactions 

to having experienced a traumatic event, and symptoms of PTSD may manifest in many forms.  

For example, in addition to general feelings of anxiety or fear, symptoms may also include 

numbness, anhedonia, and anger (American Psychiatric Association, 2013; Lu et al., 2017a). 

Furthermore, symptoms of PTSD may appear much later than the period immediately following 

trauma (i.e. 20 years later on average) (Lu et al., 2013) and frequently reoccur when the person is 

faced with ongoing life and environmental stressors; as a result, the person’s coping mechanisms 

may be ineffective during such exacerbation.  The phenomenon is very similar to, and may be 

easily confused with, the cycle which may frequently occur for individuals during the course of 

managing psychiatric conditions and episodes of acute symptoms (Pratt et al., 2014), but may 

have a different origin and, hence, requires a different intervention approach.   Further, negative 

alterations in cognition (e.g. post-traumatic cognitions such as “people can’t be trusted”) which 

are now considered to be a hallmark of PTSD may interfere with the attainment of rehabilitation 

goals to increase social engagement or engagement in work activity. Moreover, Complex PTSD 

develops as a result of having exposure to multiple traumatic events or prolonged traumatic 

events. These tend to be of an interpersonal nature, and are common among people who 

experience partner abuse as well as childhood abuse (Coventry et al., 2020; Palic et al., 2016). 

Complex PTSD can also occur as a result of being involved in a situation from which it is 

difficult or impossible to escape (Coventry, 2020). Being involved in complex traumatic events 

can lead to having more psychopathological symptoms than is typical for PTSD (Knefel & 

Lugel-Schuster, 2013).  Complex PTSD includes three symptom clusters of PTSD (re-

experiencing, avoidance, and arousal or hypervigilance), as well as three additional clusters, 
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which include affective dysregulation, negative self-concept, and disturbances in relationships 

(Karatzias et al., 2017). Complex PTSD is associated with less educational attainment and 

increased likelihood of living alone, and increased odds of co-occuring depression and social 

phobia, compared to PTSD alone (Perkonigg et al, 2016).  In all those scenarios described, lack 

of appropriate intervention may be an issue which interferes with successful rehabilitation 

(Meltzer et al., 2012).  As an example, if lack of willingness to engage in social activity is 

erroneously attributed to “negative symptoms,” rather than to post-traumatic cognitions, an 

intervention such as a medication change might be used, rather than a trauma-informed 

intervention such as psychotherapy to address maladaptive cognitions.   Thus, traumatic 

reactions may be inadvertently overlooked, and effective mental health support may not be 

offered.   

Many front-line practitioners lack knowledge about the myriad of variables involved in 

the overall development of psychiatric conditions, including those variables related to PTSD.  It 

has been shown that trauma is not regularly or explicitly indicated in medical documentation 

(Cusack et al., 2006), thus, it is difficult to ascertain through the recorded histories of mental 

health service users whether traumatic events have, in fact, occurred.  Furthermore, there is 

typically a lack of understanding of the link between traumatic events in a person’s life and the 

development of PTSD as well as mental illnesses such as schizophrenia, bipolar disorders, or 

major depressive disorders. Although it is often not readily shared by the survivor and not 

evident in medical records, trauma may be suspected by clinicians as a potentially adverse 

variable contributing to the development of mental illness (Frueh et al., 2006).  However, 

despite beliefs about the potential positive impact of cognitive-based interventions, practitioners 

are often reluctant to discuss symptoms related to trauma, either because they fear “triggering” 

javascript:__doLinkPostBack('','ss~~AR%20%22Meltzer%2C%20Ellen%22%7C%7Csl~~rl','');
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adverse reactions through such discussion, or because they lack the necessary skills to 

confidently and competently assist people in facing and coping with symptoms related to 

traumatic events (Frueh et al., 2006). 

As the provision of evidence-based behavioral health services becomes more prevalent, 

there is growing support for the use of cognitive and behavioral therapy (CBT) techniques to 

effectively help people with mental health support needs who have also experienced trauma 

(Mueser et al., 2008; Mueser et al., 2015).  CBT interventions teach people in recovery the skills 

needed to manage the thoughts and feelings related to traumatic experiences and to recover 

meaning and purpose in their lives (Mueser et al., 2008; 2015; Lu et al., 2012; Lu et al., 2017b).  

Although more research is required, even intensive treatments (potentially not preferred by many 

undergoing treatment for trauma), such as exposure-based interventions and techniques of eye 

movement desensitization and reprocessing, have been found to be practical and useful in 

reducing PTSD symptoms for people diagnosed with  psychiatric conditions (de Bont et al., 

2013; Grubaugh et al.,  2016).  Furthermore, the influence of treatment is neither characterized 

by adverse effects or distress, increased psychiatric symptoms, nor negative impact on social 

functioning (de Bont et al., 2013; Grubaugh et al., 2016; Sin et al., 2017).  In essence, not 

addressing trauma will represent a disservice to people and may lead to continued or increased 

experience of symptoms and problems with functioning.   

In contrast to practitioner hesitation and reluctance, the words of people served contradict 

the faulty notions of inexperienced clinician described above.  People who utilize psychiatric 

services wish to be treated as a whole person by the mental health system, and a truly holistic 

approach involves the acknowledgement of the experience of trauma itself.  People in recovery 

may be willing and/or feel prepared to raise the subject with helpers as a means of catharsis and a 

javascript:__doLinkPostBack('','ss~~AR%20%22de%20Bont%2C%20Paul%20A.J.M.%22%7C%7Csl~~rl','');
javascript:__doLinkPostBack('','ss~~AR%20%22Grubaugh%2C%20Anouk%20L.%22%7C%7Csl~~rl','');
javascript:__doLinkPostBack('','ss~~AR%20%22de%20Bont%2C%20Paul%20A.J.M.%22%7C%7Csl~~rl','');
javascript:__doLinkPostBack('','ss~~AR%20%22Grubaugh%2C%20Anouk%20L.%22%7C%7Csl~~rl','');
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way to begin to understand the reasons for their difficulty forming satisfying, lasting 

relationships and maintaining productive, meaningful lives (Frueh et al., 2005; Fisher, 2017).    

A conceptual barrier confronting the psychiatric rehabilitation field exists which makes 

routine screening and treatment of PTSD less likely; because practitioners believe the process of 

screening program participants for trauma may cause distress and potentially lead to 

“decompensation” (Cusack et al., 2006), they fear conducting such evaluations.  Often, 

practitioners’ fear of triggering a crisis by addressing issues related to trauma leads to ignoring 

those critical issues. Unfortunately, avoidance of trauma related issues becomes an obstacle to 

the recovery process for the large percentage of people living with mental health support needs 

who have co-occurring PTSD (Mcneil & Galoski, 2015).  

The present article considers the ways in which administrators, clinicians, and clients 

respond to addressing trauma in psychiatric rehabilitation settings by discussing the contrasting 

reactions of administrators, clinicians, and clients who underwent the implementation of group 

CBT treatment for PTSD. The authors attempt to discriminate between the avenues which 

clinicians could take to raise the topic of trauma and ascertain those which clients find most 

helpful.  The purpose of the article is to identify an optimum approach to increasing clinician 

comfort with discussing trauma and PTSD with people who use psychiatric services. 

Method 

 The study protocol, consent, and all study-related materials were reviewed and approved 

by the university Institutional Review Board. Study participants were people with mental health 

support needs (schizophrenia, major depression, bipolar disorder, etc.) at 10 Supported 

Employment (SE) programs. The study sites were located in urban, suburban, and rural 

communities in three northeastern states. Additionally, the SE programs were all part of larger 
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mental health agencies which provided an array of services including: supportive housing, partial 

care, medication management, substance abuse counseling, peer support, assertive community 

treatment, and other case management programs. In order to facilitate referrals for the 

randomized controlled trial comparing a 12-week group cognitive behavioral treatment (CBT) 

for PTSD program with treatment as usual (TAU) in supported employment programs operated 

in three Northeastern states (Lu et al., unpublished manuscript), trauma history and PTSD 

screening were implemented at these sites. Participants were screened for PTSD for the CBT for 

PTSD randomized controlled trial. Trauma informed interventions were introduced through a 

series of activities: 1) SE program and study staff were trained to conduct PTSD screening and 

coordinated with researchers to choose dates for PTSD screenings at their respective programs. 

SE staff then notified the program clients of the opportunity to be screened for PTSD and the 

dates when the study staff would conduct the screenings at the agency.  Agency staff posted 

flyers in the office as well as made personal calls to clients informing them of the day of the 

screening (note that the invitation to participate was open to all clients at the recruitment sites).  

Individuals who were interested came to the SE program on the day of the screening and met 

with study personnel who explained the screening process. If the individual agreed, study 

personnel and SE staff conducted a comprehensive screening of trauma exposure and PTSD 

symptoms. Participants who agreed then completed a permission to contact form, Authorization 

of Release of Protected Health Information form, and a consent form to have the results of the 

screening provided to the research team. Additionally, an eligibility checklist was filled out. 

Gender was recorded as noted by the interviewers. Participants were paid $10 for completing the 

screening.  
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2) Upon the completion of the trauma screening, participants were then asked if they were 

willing to have their screening data provided to the research team for possible participation in a 

treatment study of cognitive behavioral therapy (CBT) for PTSD. Participants indicated whether 

they would be interested in being contacted by the research team if they met preliminary 

eligibility criteria for the study. For the randomized controlled trial, potentially eligible and 

interested clients were contacted by a team member, who described the study and obtained 

informed consent. Once consent was obtained, the completion of a baseline interview would 

confirm the diagnosis of PTSD using structured clinical interviews via the Clinician 

Administered PTSD Scale (CAPS-5; Weathers et al, 2013; 2018). Participants were paid $30 for 

the completion of the baseline interview.  

Participants   

Five hundred thirty-six persons receiving SE services participated in screening and produced 

usable screening assessments. Usable screening assessments were characterized by having more 

than half of data points recorded. Participants were closely split by gender. African Americans 

comprised 46% of the participants’ racial identity. In addition, those who participated in the 

screening were, on average, in their late 40s (M= 47.23, SD= 12.91). On the Eligibility 

Checklist, participants answered yes or no to having a diagnosis of mental health disorder and 

were then prompted to write-in their diagnosis. Diagnoses for this study were based on self-

report. One hundred and ninety-four (36.2%) participants reported their psychiatric diagnosis(es) 

on the Eligibility Checklist. The most common self-reported diagnoses were Depressive 

Disorders (30.9%), Bipolar Disorders (31.4%), and Schizophrenia / Schizoaffective Disorder 

(23.2%). Other commonly reported disorders include generalized anxiety disorder, obsessive 

compulsive disorder, personality disorders and adjustment disorders. In addition, only 6.2% 
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(n=33) of participants reported having a diagnosis of PTSD. Of those 536 participants, 132 

participants completed the baseline interview and met the criteria for PTSD using CAPS-5. 

These 132 participants were typically in their late 40s (M = 45.97, SD = 11.94), were mostly 

females (n=81; 61.4%), and were nearly evenly split between African-American (42.4%, n = 56) 

and white (43.9%, n = 58) racial groups. 

Measures 

PTSD Screening: An abbreviated 16-item version of the Traumatic Life Events Questionnaire 

(TLEQ) (Kubany et al., 2000) was used to screen lifetime trauma history for all participants.  For 

each event on the scale, the participant indicated whether they had ever experienced it over their 

lifetime in a binary (yes/no) format (e.g. “Has anyone threatened to kill you or seriously hurt 

you?”).  The TLEQ asks about the experience of traumatic events using wording that 

corresponds with the DSM-IV criterion A for PTSD.  This version of the TLEQ was used to 

screen for trauma exposure in previous studies with persons using community mental health 

support programs (Mueser et al., 2008). 

The PTSD checklist for DSM-5 (PCL-5) was used to assess the severity of the participant’s 

symptoms. The PCL-5 is a 20-item self-report measure which assesses the 20 DSM-5 symptoms 

of PTSD (Weathers et al., 2013). This assessment can be used to screen individuals for PTSD 

and to make a provisional PTSD diagnosis. The wording of the PCL-5 items reflects both 

changes to existing symptoms and the addition of new symptoms indicated in the DSM-5. The 

self-report rating scale is 0-4 for each symptom, reflecting descriptors of the following: "Not at 

all," "A little bit," Moderately," "Quite a bit," and "Extremely" on a 5-point scale.  The PCL-

5 was administered without Criterion A since trauma exposure was measured previously by 

TLEQ.  A total symptom severity score (range - 0-80) can be obtained by summing the scores for 
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each of the 20 items. Preliminary work suggests that a PCL-5 cut-off of 33 indicates probable 

PTSD.  

Participants who scored greater than 33 on PCL-5 and were willing to participate in the 

intervention study were approached for a full baseline interview. Inclusion criteria to participate 

in the trauma intervention study were the following: 1) age >= 18; 2) currently receiving SE 

services within the past 24 months; 3) history of treatment for mental illness; 4) current diagnosis 

of PTSD; 5) no current diagnosis of alcohol or drug dependence as described in the medical 

record; 6) no hospitalization or suicide attempt in the past 2 months; and 7)  willingness to 

provide informed consent to participate in the study. The Clinician Administered PTSD Scale for 

DSM-5 (Weathers et al., 2018; CAPS-5) is the gold standard in PTSD assessment, and was 

administered to assess PTSD diagnosis and severity of PTSD symptoms. The CAPS-5 is a 30-

item structured interview which corresponds to the DSM-5 criteria for PTSD. In various clinical 

studies, Clinician Administered PTSD Interviews have been used to make diagnostic impressions 

of persons who manage psychiatric symptoms and conditions (Mueser et al., 1998; Mueser et al., 

2008; Mueser et al., 2014). Depression was assessed with the Beck Depression Inventory-II 

(BDI-II; Beck et al., 1988) and general psychiatry symptoms with the Expanded Brief 

Psychiatric Rating Scale (BPRS; Lukoff et al., 1986). Several aspects of social functioning, 

including activities of daily life, participation in work, social activity, and family contact, as well 

as subjective life satisfaction, were assessed with the Brief Quality of Life Interview (QOLI; 

Lehman et al., 1995). Employment history and employment activities were also collected.  

Treatment programs  
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All study participants continued to utilize the psychiatric services with which they had already 

been involved.  Study participants were randomly assigned to either the group CBT or the TAU 

program.  

CBT program  

 There is evidence that the integrated cognitive-behavioral treatment model (I-CBT) has 

been effective in addressing co-occurring PTSD among people who are living with severe mental 

illnesses (Mueser et al., 2008; Mueser et al., 2015). The I-CBT program is based on cognitive 

models of PTSD which acknowledge that individuals who have experienced trauma base their 

perceptions of the world on their life experiences and on their difficulties with coping, resulting 

in cognitive distortions.  Those distortions typically include heightened arousal, distressing 

emotions, and disbelief in one’s sense of self-efficacy and abilities.  While SE programs are 

designed to address both vocational and clinical services in tandem (Wolff et al., 2004), many of 

the teams are inadequately prepared to meet the unique needs of peers who have experienced 

trauma yet who have not received treatment for their history and present symptoms of trauma.  

However, current available versions of I-CBT for PTSD are aimed primarily towards individual 

psychotherapy and are difficult to implement in SE settings.  Furthermore, I-CBT does not target 

the impact of trauma and PTSD symptoms on employment functioning.  Therefore, to address 

the needs of those people who have been unable to successfully make use of evidence-based SE 

services, the authors developed a specific version of the I-CBT intervention which could be 

implemented in group format specifically for the population described.    

          The I-CBT for PTSD intervention covers five learning and skill components aimed to 

improve PTSD symptoms and employment outcome: 1) Personal work recovery; 2) Education 

about PTSD and its relation to employment and recovery; 3) Breathing retraining (a behavioral 
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anxiety reduction skill); 4) Cognitive restructuring (a cognitive approach which emphasizes the 

link between cognitions, feelings, and behavior, particularly in employment situations); and 5) 

Coping skills for persistent PTSD symptoms such as the experience of intrusive thoughts, 

avoidance of work-related responsibilities and tasks, and difficulty managing irritability / anger 

as well as problematic interpersonal situations in the work setting.  Those components, which are 

central to effective PTSD interventions (Keene, 2009), are included in the I-CBT manual.  

            Measures were taken to ensure to ensure coordination of services so that the intervention 

met the needs of group participants.  In order to facilitate consistent communication between I-

CBT group leaders and SE program staff, the groups were conducted at the SE program sites.  I-

CBT group facilitators and SE staff met monthly for 90 minutes to review members’ progress in 

their SE program and in the PTSD treatment. Groups were held weekly for a duration of 12 

weeks and included four modules, consisting of three sessions each.  Teaching methods and 

materials (handouts, worksheets) are designed to be practical and useful for folks managing more 

severe symptoms, such as psychotic symptoms, cognitive deficits, and higher levels of stress 

vulnerability.  Following each training session, facilitators collaborated with members to develop 

homework assignments designed to practice breathing retraining and cognitive restructuring 

skills.  

Module I, titled Overview of Trauma and Employment, covers psychoeducation, 

breathing re-training / relaxation skills, and the development of goals for recovery specifically 

for the life domain of work.  Session leaders regularly followed up with members about their 

attempts to find employment.  Module II, titled Trauma and Dreams for Tomorrow, addresses 

the impact of trauma on one’s negative expectations of work.  The module provides training in 

cognitive restructuring skills to examine and challenge erroneous beliefs which lead to 
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distressing thoughts, emotions, and, ultimately, actions.  Module III, titled Trauma and Work-

Related Self-Efficacy, emphasizes trauma-related beliefs related to the experience of being 

damaged, defeated, and currently unable to find and/or maintain employment.  The module 

discusses the influence of trauma on the individual’s identity, self-esteem, and ability to work. 

Module IV, titled Trauma and Social Relations at Work, addresses the impact of trauma on 

interpersonal relationships at work, such as isolation and possible issues with authority. 

Cognitive restructuring, first introduced during Module II and continued through Module 

IV, is taught as a self-management skill for dealing with negative feelings through the 

articulation of specific thoughts which underlie the distressing feeling followed by objectively 

evaluating the evidence which supports or refutes those thoughts. People learn to initially use 

cognitive restructuring to cope with any distressing feelings, and as their skills develop, they 

shift to address trauma-related thoughts and beliefs which underlie PTSD symptoms. Participants 

are taught how to modify inaccurate thoughts (e.g. “I am responsible for my sexual abuse.”) 

which are not supported by the evidence.  If, indeed, there is some evidence to validate the 

thought, then members learn to develop ‘action plans’ to address situations in which the 

distressing thoughts are deemed to be accurate (e.g. “My new boyfriend is becoming abusive and 

I am at risk of getting hurt.”) so that they could make changes, such as reaching out to and using 

support people and services. 

Data Analysis 

Reports and observations were collected from administrators, therapists, and clients 

concerning their reactions towards trauma screening and intervention.  

Data was entered and cleaned using SPSS 26. Missing data was handled using list-wise 

deletion for the TLEQ questionnaires. For PCL-5, only two participants had completed fewer 
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than half of the PCL-5 items, and 473 (88.6%) had complete data on the PCL-5. Missing data on 

PCL-5 was handled through mean imputation. Data was also analyzed on the sample who was 

screened and the sample who participated in the randomized controlled trial (n=536; 132 

respectively).  

Results 

Administrators’ Experiences 

 Although the administrators and staff members of many programs involved in our study 

were receptive to the concept of the research, others remained cautious. Many administrators 

expressed the concern that once clients began talking about their trauma or upon completion of 

the intervention, clients would “decompensate”, and crisis intervention or hospitalizations would 

be required. The research team provided education about trauma-informed care and assured 

administrators that clients typically already live with the memories of trauma and often 

experience daily symptoms of PTSD. Researchers emphasized that when practitioners engage 

clients in talking about their trauma, they then validate the client's experiences as opposed to the 

traditional approach of practitioner avoidance of trauma history which inadvertently leaves 

clients feeling invalidated. Despite persisting reservations regarding client safety, administrators 

agreed to collaborate on the project with the caveat that they needed to set aside a timeslot every 

week during team meetings to discuss the progress of clients who were receiving group CBT for 

PTSD. Administrators welcomed that which they subsequently observed, specifically that clients 

did not “decompensate” and, furthermore, no hospitalization were required.  Administrators were 

even surprised to determine that many clients began reporting a reduction in the frequency or 

severity of their symptoms and that people became more engaged in their recovery goals. 

Administrators offered support during the execution of the research by keeping abreast of 
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clients’ progress throughout the duration of the study. Some administrators, in fact, required 

notification via email before and after members of the study team met with clients for PTSD 

assessments. There were no resulting adverse events reported in relation to PTSD assessments 

throughout the study.  The administrators eventually communicated with the research team and 

coordinated client care. As is part of research protocol for clients managing psychiatric 

conditions, the research team assured regular communication with the clinical team of the site, 

particularly about whether a  client was found to be suicidal or homicidal.  

Clinicians’ Experiences: Variation Among Settings 

To start, the authors attempted to recruit participants by  preparing line staff of identified 

programs to screen and refer potential candidates. These clinicians were also invited to attend 

one-hour training sessions of the trauma screening process. They were provided with handouts, 

screening tools, and step-by-step guidelines on how to score the screening results and how to 

refer clients, and they were provided a standard script to use when introducing screening, which 

was previously used in a large community mental health center where more than 3,000 

participants were screened (Lu et al., 2013). This screening was recommended to be conducted 

during either the second intake session for new clients or regular sessions for clients who were 

already in treatment. If clients experienced grossly psychotic symptoms or suicidality, the 

screening was deferred until a time when the person was more clinically stable. The following 

script was used to introduce clients to the screening and information about PTSD: 

"It is very common for people to have experienced some very stressful and upsetting 

events. Even if these events happened a long time ago, they can still affect how a person thinks 

and feels, and how a person reacts to other people and situations many years later. People who 

have experienced a traumatic event, repeated traumatic events, or certain kinds of stress over a 



DON’T ASK, DON’T TELL                                                                                          17 

 

long period of time often have different mental health treatment needs than people who have not 

experienced trauma or chronic stress. Because of this, it can be helpful to you if your treatment 

providers are aware of your past experiences of trauma and chronic stress, and the way in which 

these may be still affecting you now. We would like you to try to answer the following 

questions. We want to see if any of these things, problems or complaints has happened to you. If 

you are not sure of an answer to a question, please make your best guess. If you have any 

questions, I would be happy to talk with you about them.” 

Clients were asked to complete both the Trauma History Screening (TLEQ) and the PCL-

5, based on the most upsetting event on the TLEQ. Scores at or above 33 on PCL-5 indicated 

probable diagnosis of PTSD. 

 Clinicians were also invited to attend the iCBT sessions (only one clinician was allowed 

in each session in order to achieve integration of services). There were 14 clinicians altogether 

across sites who interacted with the study team. Three identified as African American and the 

rest identified as Caucasian. Seven clinicians were below the age of 40 and seven were over the 

age of 40.  Two clinicians identified as male and the remaining 12 identified as female. Three 

clinicians were licensed in social work (21.4%), two were certified rehabilitation counselors 

(14.3%), three were certified psychiatric rehabilitation practioners (21.4%) and one was a 

licensed professional counselor (7.1%). In addition, two clinicans reported obtaining a 

Bacherlor’s degree (21.4%) and nine reported obtaining a Master’s degree (64.3%) as their 

highest level of education. The level of education of two clinicians was unknown (14.3%). 

 The authors faced the reluctance of some providers to endorse the eventual delivery of 

the clinical intervention to particular people and to even approve of the process of screening 

potential subjects from their programs.  For example, practitioners became rather dismayed after 
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some people who had been screened later mentioned the extreme difficulty they had with 

discussing traumatic events.  Some of those who had completed the screening process 

subsequently raised the issue with their individual therapists. Those therapists strongly 

recommended that, because of the risk of increase in symptoms and/or “decompensation”, 

potential subjects should not be asked to participate at all in the study.  Additional education and 

clarification as well as support for the program staff were required on our part in order for them 

to understand that people who have endured trauma do regularly experience symptoms, such as 

feeling “triggered” to re-experience the event(s) and the associated distressing feelings and 

thoughts, and that those symptoms must be addressed and managed.     

Clinicians’ Experiences: Providing the Intervention 

The authors (LL, GG, CB, BS, AB, WW)  facilitated separate series of the Integrated 

Cognitive Behavioral Therapy (i-cbt) group intervention. Members of the groups reported the 

value and helpfulness of the strategies which were practiced; to protect anonymity, variations of 

their statements are provided below in quotation marks.  Although reflection on particular 

traumatic memories and examination of one’s experience with thoughts and feelings were not 

easy processes, many expressed relief with being able to discuss their situations, even if not in 

full detail.  They shared their appreciation for the psychoeducational component (“This 

information is better than my individual therapy”) and their feelings of pride and capability to 

utilize coping skills of stress relief, cognitive restructuring, and problem-solving (“At first I 

thought, yeah right, I won’t use the techniques, but after a relapse of symptoms like auditory 

hallucinations and feeling bad about myself, I found myself going through the five steps in my 

head.”).  

Clients’ Experiences: Receiving Group CBT Treatment for PTSD 
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 With regard to trauma screening, it appeard that most clients were able to tolerate the 

process when trauma screening was introduced in a structured fashion. No adverse events were 

filed with the IRB and this may be related to the fact that those who did not want to participate in 

the study were not screened. This may have resulted in a self-selection bias. There were a few 

cases in which clients became emotionally upset and needed to  speak with a counselor after 

screening. In those cases, proper arrangements were made with a trusted case manager or 

counselor. No clients were hospitalized and no crises were reported. Group CBT for PTSD 

appears to be therapeutic for persons with mental health support needs. Group members reported 

benefits of realization, relief, reflection, and re-learning during the group CBT process. Members 

of the group intervention made numerous strides in their functioning in various areas and marked 

improvements to their overall quality of life. They expressed appreciation for the opportunity to 

learn new material and receive support. The areas in which the group members derived most 

benefit may be seen in Table 1. Members reported experiencing realization of insight, relief 

through sharing, reflection on their automatic thoughts and distortions thereof, and re-learning 

various coping strategies in relation to stress management and problem solving skills.   

However, at times, participants experienced more difficulty with the material learned in 

group. To illustrate, the authors taught members about the specifics of trauma, subsequent 

problems, and the idea that their issues represented bona fide experiences of trauma which 

warranted attention.  The latter point raised feelings of sadness for some members and anger for 

others.  Many people did not deem themselves worthy of a determination assigned most often by 

both professionals and society in general to people in the military who “deserve” the recognition 

because of their experiences faced in combat (“I got angry at the doctor who tried to tell me I 
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have PTSD.  I thought I wasn’t worthy of the diagnosis because I didn’t go through real trauma 

like soldiers in the war did.”).   

 Additional content provided in the intervention required that members conduct a good 

deal of reflection about their thoughts and feelings and that they examine themselves and 

regularly practice techniques for “homework.” Thus, although members were not expected to 

share the details of the traumatic events which they personally experienced, they were taught to 

identify their thoughts and feelings and to acknowledge that some of those thoughts and feelings 

have been problematic for them (“I tried doing my homework in Dunkin Donuts, but thinking 

about it made me literally cry tears in front of everyone. It was easier to take my time and do it at 

home.”).  Some members in particular reported uneasiness and doubt about themselves and the 

effects of their thoughts and feelings on their behavior. Despite education that thoughts and 

feelings are based on one’s life experiences (i.e. thoughts inevitably develop through no fault of 

their own), some people in group had difficulty grasping the concept that particular beliefs, 

although naturally automatic, may be erroneous and, therefore, have detrimental influence on 

behavior.  Others were saddened and frustrated by the fact that their usual style of thinking was 

at times ineffective (“I feel like I can’t trust anyone at a job.  They find things out, and I’m 

always eventually let go.” and “I don’t tell anyone about my mental illness.  If I require an 

accommodation, I explain to people who don’t need to know the details that I have a physical 

condition.”). 

 Certain members of the group were unable to tolerate some of the material presented.  As 

noted above, members were skeptical that they may have distorted their perception of stressful 

situations and their interpretation of subsequent reactions.  Simply reviewing and attempting to 

recognize common symptoms of PTSD, such as fear, sadness, shame, and anger, proved to be 
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difficult for some, and they expressed firm conviction in their automatic beliefs which had 

served as a type of defense for them when experiencing those symptoms (“I avoid talking to or 

making friends with anyone other than people at program. Why should I trust anyone else?  

Avoiding them and their stigma has worked for me so far.”).   

As an example, a group member who had sustained emotional and physical abuse from 

her parent thought that, as a matter of course, it must be true that she was stupid and incapable of 

pursuing her dreams.  She felt safest when not interacting with others who cannot be trusted with 

absolute certainty, yet she was devastatingly frightened of being alone.  She faced numerous 

barriers in trying to build a life apart from family, such as attempting to hold a job.  However, 

she protected herself with the idea that even when situations appear to proceed smoothly, they 

will eventually result in disaster, thus, the risk of making decisions and taking action initially 

seemed rather insurmountable to her.  It was important for the group facilitator to present 

information in a structured, concrete format.  With patience and time, that member of the group 

was able to open up and share more of her thoughts and feelings.  Again, the structure of the 

group was such that members were reminded that the sessions should not be considered 

“psychotherapy” and that they were not expected to reveal private information and conduct a 

great deal of personal “work.”  Instead, an agenda was followed which included practical 

strategies for examining one’s thoughts and feelings and recognizing the impact of such 

perceptions on behaviors.  The member in question began to tentatively disclose experiences in 

which she found herself severely distressed, and she slowly dismantled such a situation in order 

to recognize her automatic, “normal” feelings yet subjective, questionable thoughts.  For her, the 

process of developing ways to problem-solve and to take action was significant.  She needed to 

take small steps in order to evaluate factual evidence about her situation, attempt to modify her 
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thinking, and willingly accept feedback from others about her strengths and resilience.  The 

patience, non-judgement, and strong communication skills of the clinician are significant to the 

above processes for people using such services.   

Another example involves a member who found goal-setting very stressful.  She reported 

that developing goals and achieving them had been strictly enforced by her father when she was 

raised, and failure to reach goals resulted in abuse.  She was aware of her desire as an adult to be 

able to go out and become involved in activities outside her home on a more frequent basis, and 

she wanted to increase her comfort in doing so.  However, because of the fear instilled by her 

parent, she was at first unable to articulate the steps which could help her reach her objective.  

The ability of the facilitator to confidently discuss the situation and also effectively involve peer 

input in the process is quite obviously necessary in that scenario.     

Those members of the group who were most cautious about using strategies to revise or 

change their thinking were also less clear from the start about their employment goals and less 

comfortable overall with future coworkers’ possible attitudes of stigma or unrealistic concerns 

about psychiatric conditions.  The members also questioned whether symptoms experienced 

were due to PTSD or the course of managing their mental health.  However, those members 

demonstrated resilience despite their lack of recent experience with work or their focus on 

previous attempts which they had deemed in their eyes as failures.  The participants required 

supportive recognition of their accurate thoughts which had led them to take some type of 

pertinent action.   

Case Examples and Discussion 

John is a 35-year-old African American male living in a large city in the mid-Atlantic 

region of the U.S., who attended the I-CBT for PTSD in SE group. John was diagnosed with 
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Bipolar Disorder and Borderline Personality Disorder. His first hospitalization occurred at age 14 

and he had been hospitalized multiple times; the most recent hospitalization was three years prior 

to the start of the group. He had a long history of physical, sexual, and psychological abuse. At 

baseline, John reported his status as being an unemployed college student who wanted to work 

but feared employment. John was initially resistant to participating in the program. He held 

strong beliefs about his cognitive distortions related to work and trusting others and was resistant 

to considering them as cognitive distortions, refused to engage in breathing exercises, and 

wanted to talk to his counselor at all hours of the day / night. He also did not want to participate 

in group, was increasingly dysregulated, and a couple times said he wanted to drop out of the 

intervention. John and his counselor had a long talk together about his participation (or lack 

thereof), and, after a difficult conversation which addressed his accountability, he changed his 

mind and completely reversed his level of participation. John then actively participated in group, 

completed homework, and began to examine his cognitive distortions along with regularly using 

his breathing exercises to self-regulate. John’s PTSD symptoms included moderate intrusive 

memories, severe distressing dreams, moderate cued psychological distress, severe cued 

physiological distress, moderate avoidance of memories, thoughts or feelings, moderate 

avoidance of external reminders, severe inability to recall important aspect of event, severe 

negative beliefs or expectations, mild distorted cognitions leading to blame, moderate persistent 

negative emotional state, mild irritable behavior and angry outbursts, moderate hypervigilance, 

and severe sleep disturbance (i.e. he experienced increased frequency of nightmares). His anxiety 

posed a challenge when working on group projects, as well as prevented him from taking the 

lead or asking questions in class at school. At one year follow up, he noted that he gained 

employment as a healthcare provider. Furthermore, he reported that he was able to overcome his 
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anxiety at both work and during his personal time by receiving support from-coworkers. He 

commented on how the practice and use of cognitive remediation led to more  personal 

responsibility for handling his own thoughts and feelings and gave him more control over them. 

He was not taking medication at one-year follow-up. At Baseline, his PCL-5 was 36. During 

treatment his PTSD Checklist (PCL-5; with a cutoff score of 33 for probable PTSD) scores were 

36, 40, 56, 4, and 12, at sessions 1, 4, 7, 10, and 12, respectively. At one-year follow-up after 

completion of the program, he no long met criteria for probable PTSD, as he had a score of 20 on 

PCL-5. His Beck Depression Inventory (BDI; with a score of 0-13 considered as “minimal 

depression,” 14-19 as “mild depression,” 20-28 “moderate depression,” and 29-63 as “severe 

depression”) scores were 8, 11, 20, 2, 3 at sessions 1, 4, 7, 10, and 12, respectively. At one-year 

follow-up after completion of the program, his BDI score was 2. 

Steve is a 44-year-old white male living in a suburban city in the mid-Atlantic region of 

the U.S., who attended 12 sessions of the I-CBT for PTSD in SE group. Steve was diagnosed 

with Major Depressive Disorder and Pedophillic Disorder. He was referred to SE from a 

psychiatric hospital after being hospitalized for 11 years. Steve’s reported his index trauma as 

physical abuse from his mother’s ex-boyfriend which consisted of weekly beatings from age 4-

17 years old. Before treatment, Steve’s PTSD symptoms included: severe recurrent distressing 

dreams, severe dissociative reactions, moderate intense, prolonged psychological distress to 

internal or external cues, mild cued physiological reactions, moderate avoidance of internal 

reminders, severe avoidance of external reminders, mild inability to recall important aspects of 

events, moderate persistent/exaggerated negative beliefs, severe persistent negative emotional 

state, severe feelings of detachment, moderate persistent inability to experience positive 

emotions, mild irritable behavior/angry outbursts, severe hypervigilance, moderate exaggerated 
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startle response, and severe sleep disturbance. Steve was very excited to join the group and learn 

more about his symptoms of PTSD. During the group, he connected with others very easily and 

provided positive support to his peers. The skills learned in the I-CBT group particularly helped 

him challenge negative thoughts which he experienced while working at the local supermarket. 

Steve continuously tried to work on his recovery by staying committed to the group. At baseline, 

his PCL-5 was 59. During treatment his PTSD Checklist (PCL-5; with a cutoff score of 33 for 

probable PTSD) scores were 59, 47, 45, 25, and 25 at sessions 1, 4, 7, 10, and 12, respectively. 

At one-year follow-up after completion of the program, he no long met criteria for probable 

PTSD, as he had a score of 28 on PCL-5. His Beck Depression Inventory (BDI; with a score of 

0-13 considered as “minimal depression,” 14-19 as “mild depression,” 20-28 “moderate 

depression,” and 29-63 as “severe depression”) scores were 29, 18, 11, 4, and 4 at sessions 1, 4, 

7, 10, and 12, respectively. At one-year follow-up after completion of the program, his BDI score 

was quite low (4). 

      Discussion 

The hesitation of community mental health center clinicians and administrators to discuss 

traumatic experiences which clients who are managing psychiatric conditions frequently 

experience may unintentionally be communicated to the clients who are using those services. 

Clients who experience trauma may feel unable to address the traumatic events which they had 

endured and the impact of that trauma on their daily functioning. When practitioners lack the 

confidence to remain present and supportive, they risk losing the opportunity for the client to 

experience relief and additional benefits (e.g. increased awareness) of simply sharing such 

instances (Newman & Kaloupek, 2004). Some providers, in fact, acknowledge the need for the 

development of trust and rapport necessary to discussing trauma (Frueh et al., 2006). Relevant 
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content may be developed and disseminated via training sessions about appropriate clinician 

attitudes, knowledge, and skills; such preparation could positively influence the comfort and 

confidence of providers in competently using trauma informed practices (Williams, & Smith, 

2017; Wilson, & Nochajski, 2016).  

While research shows that as many as two thirds of specialists have been found to 

evaluate trauma exposure and symptoms as well as make referrals for individuals diagnosed with 

PTSD, many clinicians do not utilize valid screening assessments (Young et al., 2005). 

Additionally, in a study of the provision of evidence-based treatment specifically appropriate for 

veterans with PTSD, 87% of practitioners failed to assign individuals to appropriate care after 

intake, citing various reasons such as referring clientele instead to alternate PTSD treatments, 

placing priority on other clinical issues, inability to engage the veterans, and even client 

misunderstanding and negative beliefs about treatment (Lu et al., 2016). Clearly, clinicians must 

be adequately trained to not only recognize traumatic reactions experienced by clients, but also 

accurately assess the severity of the impact on the functioning of individuals and the safety and 

well-being of those with continued exposure to trauma (e.g. ongoing domestic violence) (Frueh, 

2012).   

Group CBT for PTSD appears to provide therapeutic value for persons who are living 

with mental helath support needs and co-occuring PTSD. Multiple benefits including realization, 

relief, reflection, and re-learning were reported by clients who received structured group CBT for 

PTSD. Some clinicians reported that particular techniques may have been especially helpful, 

such as specific techniques for anger management, or techniques to ground oneself when 

experiencing a flashback or dissociation. On the other hand, additional interventions may be 

useful as adjunctive services.  One client reported that she needed DBT in addition to CBT. 
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Another client who suffered the loss of her son due to drug overdose would have benefited from 

additional grief counseling due to her complicated grief symptoms and profound depression. 

Some group members reported to the group facilitator (GB) that they had looked forward to the 

groups and had built trust among each other; they stated that they would have preferred that the 

groups continue beyond 12 weeks. Agencies may benefit from implementing such groups at their 

agencies.  

Our study is unique in that it provided group CBT intervention for PTSD, addressing the 

functional goal of employment. The research expands on previous work by Mueser et al (2015) 

by translating individual therapy into group format and linking functional impairment to PTSD 

treatment. Trauma diagnosis has been found to be predictive of less sustained employment 

among people living with and managing serious psychiatric conditions (Russinova et al., 2018). 

This study aims to address the consequenses of trauma in the domain of employment.  The 

limitations of this study include a lack of  systematic data collection of what clinicians and 

clients see as barriers to implementation. 

Implications for Practice 

  The findings from the present study indicate that the introduction of group CBT 

treatment for PTSD in community mental health centers is not without its challenges. Inadequate 

trauma screening procedures or trauma assessments not only limit opportunities to engage clients 

in identifying trauma histories but also limit the supports available to access trauma treatment. 

Moreover,the lack of practitioner knowledge about best practices for trauma informed care or the 

treatment of trauma within the public mental health service sector contributes to the client’s 

persistence of unmitigated traumatic stress, over pathologizing of trauma responses as mental 

health conditions, as well as impacts functional implications in role attainment. A group trauma 
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intervention may not suffice to meet all of the multifaceted needs of clients with trauma 

histories; they may be best served with additional complimentary treatments such as DBT or 

grief counseling. Lastly, when attempting to process their distressing event as a trauma which 

has profoundly impacted their wellness, self perception, and ways they view the world or others, 

clients may encounter great difficulty and a significant struggle.   

Many clients who use psychiatric rehabilitation services may, indeed, experience distress 

when addressing trauma-related symptoms. However, there exists a disconnect between the ways 

in which clinicians expect clients to react to a trauma-focused intervention (e.g. concerns about 

“triggering”) and the manner through which clients actually respond (e.g. feeling that the focus 

on trauma validates their experience). Our reported findings suggest that when persons using 

mental health services, administrators, clinicians, and clinical researchers work together, an 

optimal outcome may be obtained in providing trauma treatment to those who need it.  
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Table 1. Demographic/ Clinical Characteristics  

 
Study 1 (N=536) Study 2 (N=132) 

   
N % N % 

Gender 
      

          Male 
 

288 53.7 51 38.6 

          Female 
 

248 46.3 81 61.4 

Race/ Ethnicity 
     

          African American 248 46.3 56 42.4 

          White (non-Hispanic) 187 34.9 58 43.9 

          Hispanic 
 

38 7.1 8 6.1 

          Other 
 

26 4.9 10 7.6 

          Missing 
 

37 6.9 0 0 

Primary Psychiatric Diagnosis 
    

          Schizophrenia/ 

Schizoaffective 92 27.5 28 21.2 

          Depressive Disorders 114 34.1 55 41.7 

          Bipolar Disorders 92 27.5 38 28.8 

          Other 
 

36 10.8 11 8.3 

   
M SD M SD 

Age 
  

47.23 12.91 45.97 11.94 

BAI 
    

23.44 12.33 

BDI 
    

27.03 12.11 

CAPS-5 
    

37.21 10.25 

PCL-5 
  

36.44 21.31 48.84 14.76 

BPRS         47.3 8.53 
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Table 2. Demographics of Clinicans 

Characteristic  N % 

Age >40 7 50 

 <40 7 50 

Gender    

 Male 2 14.3 

 Female 12 85.7 

Racial-

ethnicity    

 White 11 78.6 

 African American 3 21.4 

 Asian 0 0 

 Hispanic 0 0 

 Other 0 0 

Licensure    

 Social Worker 3 21.4 

 Certified Rehabilitation Counselor 2 14.3 

 

Certified Psychiatric Rehabilitation 

Practioner 3 21.4 

 Professional Counselor 1 7.14 

Highest 

Degree    

 Bachelor's 3 21.4 

 Master's 9 64.3 

 Doctorate 0 0 

 Missing 2 14.3 

 

Table 3. Descriptions of group process provided by clients receiving group CBT for PTSD  

Realization * Some examination of events was required 

 * Process was arduous yet eye-opening 

  

Relief * Ability to share, release, vent, help 

 * Application of illuminating material 

  

Reflection * Exploration of experiences and emotions 

 * Recognition of automatic thoughts/distortions 

  

Re-learn * Reduce stress 
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 * Identify feelings 

 * Alter thinking 

 * Change behaviors  

 * Develop strategies 

  * Resolve problems 
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