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Speaking the same language…

• Complex Trauma
• Description of someone’s history

• May lead to various presenting problems

• BOTH ‘what’s happened?’ and ‘what do you want help with?’

• Complex PTSD
• A particular presenting problem

• Treatment for presenting problems, rather than history: so we don’t 
treat Complex Trauma…





ICD 11 PTSD 

This disorder follows exposure to an extremely threatening or 

horrific event or series of events. It consists of 3 core elements: 

(a) Reexperiencing: vivid intrusive memories, flashbacks, or 

nightmares that involve reexperiencing in the present, 

accompanied by fear or horror; (b) Avoidance: marked internal 

avoidance of thoughts and memories or external avoidance of 

activities or situations reminiscent of the traumatic event(s); (c) 

Hyperarousal: a state of perceived current threat in the form of 

hypervigilance or an enhanced startle reaction. The symptoms 

must also last for several weeks and interfere with normal 

functioning.



ICD-11 Complex PTSD
• Exposure to a stressor typically of an extreme or prolonged nature 

and from which escape is difficult or impossible such as torture, 
concentration camps, slavery, genocide campaigns and other forms 
of organized violence, domestic violence, and childhood sexual or 
physical abuse.

• Presence of the core symptoms of PTSD

• Following onset of the stressor event and co-occurring with PTSD 
symptoms, there is the development of persistent and pervasive 
impairments in affective, self and relational functioning 

• problems in affect regulation, 

• persistent beliefs about oneself as diminished, defeated or 
worthless, 

• persistent difficulties in sustaining relationships 



PTSD

Complex 

PTSD



You need to know what you’re dealing 
with

• “traumatic” experiences

• “flashbacks”

• “PTSD”

• Need for careful assessment

• Match re-experiencing symptoms to the event

• Comorbidity and multiple problems are the rule rather than 
exception

• Other outcomes after trauma likely



“PTSD is a disease of time”







Evidence based therapies for PTSD

• Trauma-focused CBTs
• Prolonged Exposure (Foa)

• Cognitive Processing Therapy (Resick)

• Narrative Exposure Therapy (Elbert, Schauer & Neuner) 

• Cognitive Therapy for PTSD (Ehlers & Clark)

• Eye Movement Desensitization and Reprocessing (EMDR; Shapiro)



Evidence base
• PTSD NICE Guidelines (2018)

• TF-CBT and EMDR; medication strictly secondary

• Additional complex needs
• build in extra time to develop trust with the person, by increasing the 

duration or the number of therapy sessions according to the person's 
needs

• take into account the safety and stability of the person's personal 
circumstances (for example their housing situation) and how this might 
affect engagement with and success of treatment

• help the person manage any issues that might be a barrier to engaging 
with trauma-focused therapies, such as substance misuse, dissociation, 
emotional dysregulation, interpersonal difficulties or negative self-
perception

• work with the person to plan any ongoing support they will need after 
the end of treatment, for example to manage any residual PTSD 
symptoms or comorbidities.





Treatment commonalities 
(Schnyder et al, 2015)

• Psychoeducation

• Emotion regulation and coping skills

• Imaginal exposure 

• Cognitive processing/restructuring/meaning making 

• Emotions as the guide

• Creating a coherent trauma narrative



The art of dealing with ghosts is to dare to look at 
them long and hard until you know that is what 
they are. Ghosts. Lifeless, powerless ghosts

• Jo Nesbo







Patterns of trauma treatment

PTSD 

Complex PTSD in theory

Complex PTSD in practice



Persistent PTSD 
(Ehlers & Clark, 2000)

Nature of Trauma

Memory

Negative Appraisal of 

Trauma and/or its Sequelae

Current Threat
Intrusions

Arousal Symptoms

Strong Emotions

Strategies Intended to Control Threat/Symptoms

Matching

Triggers



Treatment Goals 
Ehlers & Clark (2000)

Trauma memory

elaborate

Appraisals of trauma and/or 

sequelae 

identify and modify

Current threat
intrusions

arousal

Strong emotions

Reduce…

Dysfunctional behaviours/ cognitive strategies give up/alter

Triggers

discriminate



Why work with trauma memories?

• access meanings

• restructure meanings

• behavioural experiment

• memory reconstruction / elaboration



Ways of being memory focused

• Talking about what happened

• Reliving

• Written narratives

• Timelines

• Stimulus discrimination (then vs. now)

• Site visit



Situation Cognition Emotion

Y-fronts removed at 

gunpoint

They’re going to shoot me 

and kill me. 

Terrified

Get an erection when 

penetrated

I must have wanted this to 

happen. I must be gay.

Ashamed

Left on floor at end I should’ve known this 

would happen. It’s my 

fault.

Guilty



Situation Cognition Emotion Update (“what I 

know now”)

Y-fronts removed at 

gunpoint

They’re going to 

shoot me and kill me. 

Terrified They don’t shoot me. 

I don’t die.

Get an erection when 

penetrated

I must have wanted 

this to happen. I 

must be gay.

Ashamed It’s a normal 

physiological 

response. It doesn’t 

mean I wanted it to 

happen. It doesn’t 

mean I’m gay.

Left on floor at end I should’ve known 

this would happen. 

It’s my fault.

Guilty It’s not my fault. I 

couldn’t’ve known 

what was going to 

happen. [They] are 

to blame. They are 

bad people.



Updating trauma memory I

• The worst didn’t happen

• Belief: “I’m going to die

 
 

Situation Thought / 

meaning at time 
of trauma  

Feeling / 

emotion at 
time of trauma 

                  Restructuring 

“what do you know now? 
In reality what is the 

case?” 

Emotion 
rating 

before 

Emotion 
rating 

after 

 

 

 

See gun 
 

 
Guy comes round 

side and says 
“Abacha man we 
don’t want you here.” 

 
 

Hit, kicked, hear 
bang. 

 
 

 
I’m going to die 
 

 
I’m going to die 

 
I won’t see my 
son again. 

 
 

I’ll be killed 

 
 

 
Fear 
 

 
Fear 

 
Sadness 
 

 
 

Fear 

 
 

 
I don’t die 
 

 
 

 
I see my son again 
 

 
 

I survive 

 
 

 
50 
 

 
50 

 
50 
 

 
 

30 
 

 
 

 
5/10 
 

 
0 

 
0 
 

 
 

0 

 



Update tape

• Excerpt 1



Updating trauma memory II

• “I’m trapped”

• Physical movement to update

• (not all meanings shown in table)

Situation Thought/meaning Feeling Update

Fingers inside me

Inside my mouth

I’m dirty and 

horrible

I’m trapped, I 

can’t do anything

Disgust

Fear and 

helplessness

It’s not my choice. I don’t want 

to be here, it’s him, I’m not dirty 

and disgusting, he was doing 

something disgusting.

I was trapped then but I’m not 

now [stand up, move arms].



Multiple events
• Identify key re-experiencing symptoms, key meanings, 

and contexts

• Start with developing a timeline

• What to go for first
• What intrusions?

• Client preference

• More than one at a time?
• Common cognitive themes

• Explicitly encourage generalization

• Narrative Exposure Therapy



Timeline

• Facts, context (social, occupational etc), i.e. key events not just 
trauma

• Re-experiencing symptoms

• Beliefs

• Where to start and stop
• Birth? When traumas began?

• When traumas ended? Present day? Future?

• Be flexible and creative
• ‘enlarge’ sections, use photos etc



0 10 3020 40

Where 

I live

School / 

work

leisure

Relationships

age

Positive event

Current 

flashback

Traumatic 

periods

Recent 

physical 

assault



Breaking trigger links

• Stimulus discrimination

• THEN vs NOW

• Memory work and also stabilization?



Breaking the link with the past memory:  
Stimulus discrimination

• Identify triggers for intrusions 
(obvious & hidden)

• Memory triggers diary

• Then vs Now

• Practise



THEN

• Dark – can’t see

• Feel bad

• Group of people

• People attacking

• Couldn’t open eyes

• Outdoors

• Hand broken

• Knife in mouth

• Can’t move

NOW

• Dark – can’t see

• Feel bad

• One person

• People helping

• Can open eyes

• Indoors

• Hand OK

• Chewing gum in mouth

• Can move



https://oxcadatresources.com/



Why treat trauma in psychosis?

 High rates of trauma (particularly multiple, victimization events) 
and PTSD compared to the general population (Grubaugh et al., 2011)

 Co-morbid PTSD and psychosis associated with worse clinical and 
functional outcomes (Subica et al., 2013)

 Meta-analysis of large-scale cross-sectional, prospective and case 
control studies, approximately 80,000 participants (Varese et al., 2012)

> Causal, dose-response relationship between childhood 
victimisation, psychosis symptoms and diagnosis, with a 
population attributable risk of 33%

From Amy Hardy







STAR Trial 
(Study of Trauma And Recovery)

Starting May 2020

Who?
300 participants with distressing post-traumatic stress and psychosis 
symptoms (60 per site)

What intervention?
Randomised to:

What outcomes?

Trauma-Focused 
Cognitive Behaviour 

Therapy for psychosis 
(TF-CBTp) + TAU (9m)

Treatment As Usual

(TAU) (9m)

Primary: PTSD at end of therapy

Secondary: Psychosis, emotional problems, functioning, health economics

Are therapeutic gains maintained at 15m follow-up (2 yrs post baseline)  
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Reclaiming 
your life

Phase 1: Assessment, Psychoeducation and Goal-
setting

Phase 2: Formulation

Phase 4: Consolidation and staying well

STAR Trial: Therapy Protocol Overview 

Phase 3: Model-based Interventions
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STAR Trial 
(Study of Trauma And Recovery)

• Why? Does trauma-focused CBTp reduce PTSD symptoms, psychosis 
symptoms, distress and functioning problems, and is it cost-effective, 
over 2 years?

• Who? 300 participants with PTSD and distressing psychosis. 

• Where? 5 sites (Sussex, London, Manchester, Oxford & Newcastle)

• What? Randomised to trauma-focused CBT for psychosis + treatment 
as usual or treatment as usual for 9 months.

• How? Clinicians only need to obtain verbal consent for the research 
team to contact people for an eligibility assessment, we’ll do the rest! 

• Starting May 2020!

Applicants: Emmanuelle Peters (PI), Tony Morrison, Filippo Varese, Eleanor Longden, Samantha Bowe, Rob Dudley, Craig 
Steel, Kathy Greenwood, Nadine Keen, Amy Hardy, Richard Emsley, Sarah Byford, Margaret Heslin Trial Managers: Sarah 
Swan, Raphael Underwood Collaborators: Nick Grey, Doug Turkington, Elizabeth Kuipers, David Fowler.
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