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Background
Interpersonal trauma and post-traumatic stress disorder (PTSD)
in patients with severe mental illness (SMI) negatively affect ill-
ness course. Narrative exposure therapy (NET) is effective in
vulnerable patient groups, but its efficacy and applicability has
not been studied in out-patients with SMI.

Aims
We aimed to evaluate the efficacy and applicability of NET
in SMI on changes in PTSD, dissociation, SMI symptoms,
care needs, quality of life, global functioning and care
consumption.

Method
The study had a single-group, pre-test–post-test, repeated-
measures design andwas registered in The Netherlands National
Trial Register (identifier TR571). Primary outcomes were
assessed at pre-treatment (T0), 1 month post-treatment (T1) and
7 months’ follow-up (T2), with a structured interview for PTSD
and dissociation screening. Secondary outcomes followed rou-
tinely SMI measurements and medical data. Mixed models were
used for data analysis.

Results
The majority of the 23 participants was female (82%). Mean age
was 49.9 years (s.d. 9.8) and mean PTSD duration was 24.1 years

(s.d. 14.5). Mean PTSD severity decreased from 37.9 at T0 to 31.9
at T1 (−6.0 difference, 95%CI −10.0 to −2.0), and decreased
further to 24.5 at T2 (−13.4 difference, 95%CI −17.4 to −9.4).
Dissociation, SMI symptoms, duration of contacts, and medica-
tion decreased; global functioning increased; and quality of life
and perceived needs did not change. Eleven participants were in
remission for PTSD at T2, of which five were also in remission for
major depression.

Conclusions
NET appeared efficacious and applicable to out-patients with SMI
and PTSD, and was well tolerated.
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In the past decade, the high prevalence of interpersonal trauma and
post-traumatic stress disorder (PTSD) in patients with severe
mental illness (SMI) has received considerable attention. Trauma
and PTSD are still underdiagnosed in patients with SMI, and have
a negative influence on the illness course,1–3 specifically for psych-
otic disorders,4 bipolar disorders5 and major depressive disorders.6

That is why clinicians and researchers emphasise the importance of
adequate screening for trauma and PTSD to counteract undertreat-
ment in this vulnerable population.7 Controlled intervention studies
have shown that PTSD in patients with SMI can be treated effect-
ively by the following trauma-focused treatment (TFT) options:
cognitive–behavioural treatment, prolonged exposure (PE) and
eye movement desensitisation reprocessing (EMDR).8–12 An alter-
native TFT is narrative exposure therapy (NET) for patients who
are exposed to repeated traumatic events during their life cycle.
NET integrates prolonged exposure into the life story and includes
attention to positive meaningful events.13,14 NET has been proven
particularly effective in vulnerable patient groups such as refu-
gees15,16 and patients with a history of interpersonal trauma includ-
ing child and adult abuse.17 At this moment, NET has not yet been
studied in patients with SMI who are receiving community mental
healthcare. Therefore, to underpin the use of NET in clinical prac-
tice, this study evaluates the efficacy and applicability of NET in out-
patients with SMI with comorbid PTSD associated with repeated
interpersonal trauma.

Method

Design

This study was a single-group, pre-test–post-test study with
repeated-measures, and was part of a larger mixed-methods
study.14 The study was registered in The Netherlands National
Trial Register (identifier TR5714).18

Ethics statement

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and institu-
tional committees on human experimentation and with the Helsinki
Declaration of 1975, as revised in 2008. All procedures involving
patients were approved by the Committee on Research Involving
Human Subjects, Arnhem-Nijmegen (approval number 1843–
2015).14 The study started in April 2016 and ended in January 2019.

Participants

We included adult (age 21–65 years) out-patients with SMI and a
history of repeated interpersonal trauma and comorbid PTSD,
who received NET in a community mental healthcare context.
The inclusion criteria were out-patients with (a) the existence of
SMI, defined as the presence of a bipolar, major depressive,
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schizophrenia spectrum or personality disorder, according to the
Mini-International Neuropsychiatric Interview (MINI-plus)19,20

and/or the Structured Clinical Interview for DSM-IV Personality
Disorders (SCID-II),21 with reduced global functioning according
the Global Assessment of Functioning (GAF; score <60)22,23

during ≥2 years, according to chart diagnosis; (b) a trauma
history including repeated physical and/or sexual abuse according
to the Life of Events Checklist for DSM-5 (LEC-5);24,25 and (c)
the existence of PTSD according to the Clinical-Administered
PTSD Scale for DSM-5 (CAPS-5).26-28 The exclusion criteria were
out-patients with (a) provision of other trauma-focused treatment
within 12 months before the study; (b) antisocial personality dis-
order; (c) dissociative identity disorder or (d) the provision of invol-
untary treatment following the Dutch Mental Health Law.

Recruitment

The study was carried out in 10 local flexible assertive community
treatment (FACT) teams29 located in five geographic regions of a
large mental health centre in The Netherlands. FACT team profes-
sionals (mainly psychiatrists and specialised psychiatric nurses)
screened their patients for trauma and PTSD with the Trauma
Screening Questionnaire (TSQ).30 After positive screening on the
TSQ, the PTSD Checklist for the DSM-5 (PCL-5) was used to
verify all PTSD symptoms,30-32 and 27 patients with repeated inter-
personal trauma and PTSD were selected.

Patients received oral information about NET from their thera-
pists and were asked to participate in the study. The researcher then
provided written information and called after 1 week to check
whether information was clearly explained and ask for oral
consent. Written consent was obtained from all patients before
the inclusion interview. Considering the vulnerable position of
patients with SMI, FACT team members who knew their patients,
were asked to recruit possible eligible patients. They were informed
that they could stop with NET and/or participating in the study at
any time, without reason. Information included a statement that
personal and clinical data were processed anonymously.33 There
was no reward for participating. The recruitment lasted from
April 2016 to January 2018.

Intervention

The NET was conducted according to the Dutch NET manual,34,35

which is based on the manual outlined by Schauer et al.13 NET was
offered by five therapists (three nurse practitioners and two clinical
psychologists) in a maximum of 16 weekly sessions14 from May
2016 to October 2018. The therapists were recruited from different
FACT teams at the mental health centre and followed a 3-day NET
training by qualified trainers in 2015–2016.36 They completed add-
itional group video supervision in 10 90-min sessions by a trained
NET supervisor during the study. FACT was continued during
NET, and comprised the usual coordinated, multidisciplinary treat-
ment interventions for out-patients with SMI, including pharmaco-
therapy alongside collaborative care, which comprised case
management, crisis interventions and outreach nursing care.37,38

During NET treatment, minimal biweekly supportive interventions
by other FACT team members was requested as an important con-
dition, because of the vulnerability of patients with SMI. In this
period, the patients with SMI did not receive any other psycho-
logical treatment or benefits.

Outcomes

The primary outcomes were PTSD and dissociative symptoms.
Remission of PTSD was based on the number and severity of symp-
toms, according to CAPS-5 rules.26-28 The secondary outcomes

were SMI symptoms, care needs, quality of life, global functioning
and care consumption.

Assessments

At baseline, demographic data were collected via the electronic
patient record (EPR) and included gender, age, marital status, cul-
tural background, education, living condition and employment.
Clinical characteristics consisted of the verification of the primary
SMI diagnosis, duration of illness, suicide risk, suicide attempts
and substance misuse were collected with the MINI-plus.19,20

During the study, it was decided to monitor long-term changes in
diagnosis, substance misuse and suicide risk by a second assessment
with the MINI-plus at follow-up (T2). Therefore, additional ethical
approval was obtained from the Committee on Research Involving
Human Subjects, Arnhem-Nijmegen. The number and duration of
interpersonal traumatic event types were collected with the LEC-
5.24,25 PTSD subtype and duration information were collected
according to the CAPS-5.26,27

Data for the primary and secondary outcomes were collected at
three time points: at baseline (T0), and 1 month (T1) and 7 months
(T2) after NET. PTSD symptoms and severity were assessed with
the CAPS-5,26,27 and dissociative symptoms were assessed with
the Dissociative Experiences Scale (DES).39 SMI symptoms were
assessed with the Health of the Nation Outcome Scale
(HoNOS),40 care needs were assessed with the Camberwell
Assessment of Needs (CAN),41 quality of life was assessed with
the Manchester Short Assessment of Quality of Life (MANSA)42

and global functioning was assessed with the GAF.23 These assess-
ments were performed by a trained and independent research assist-
ant, who was supervised by the first author. The HoNOS was
assessed by the primary care provider because this instrument is
focused on long-term observation. For detailed information on
content, validity and reliability of the mentioned diagnostic instru-
ments, consult the study protocol.14

Care consumption was defined as the number of therapeutic
contacts, including duration in minutes and prescribed medica-
tions. These data were collected via the EPR by the first author
from 6 months before T0 up to and including T2. The prescribed
medications comprised four groups of psychiatric medication. For
each group, a standard equivalent was calculated for: (a) benzodia-
zepines: diazepam;43 (b) antidepressants: fluoxetine;44,45 (c) anti-
psychotics: haloperidol46,47 and (4) mood stabilisers: topiramate,
because this medication was most commonly prescribed.48 The
cumulative dose for each group of medication was calculated for
each participant in the defined periods.

Sample size and statistical methods

The intended sample size was 25 participants. This size was based
on the clinical feasibility of performing the intervention in the
mental health centre. It was assumed that each of the five therapists
in their geographic region could provide NET to five participants
within 2 years. A sample size was not calculated because the great
degree of uncertainty, but the chosen number is in line with other
feasibility trials with a continuous end-point.49,50

To describe demographics and clinical characteristics at base-
line, means (s.d.) or median (interquartile range) were used for con-
tinuous data, depending on whether there was a normal
distribution. Percentages were obtained for categorical data.

Because of the hierarchical structure of our study (repeated-
measures nested within participants) we performed a linear mixed
models for the analysis of the continuous course of illness outcomes.
The duration of contacts had a skewed distribution and therefore a
log transformation was performed. The log-transformed outcome
was also analysed with a linear mixed model. The number of
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contacts was analysed with a generalised linear mixed model with a
negative binomial distribution. For all these analyses, we used a
model with a random intercept and all other variables fixed.
A P-value of <0.05 was considered to be statistically significant,
based on two-sided tests. The analysis was done with IBM SPSS
Statistics version 25 for Windows. Table 2 presents back-trans-
formed results.

For the use of psychiatric medication, the cumulative dose was
calculated for the following periods: 6 months before T0; between
T0 and T1; and 6 months thereafter, at T2. Medications were pre-
scribed once a month to once every 3 months. Therefore, dosages
were expressed in daily per month.

Results

Participant flow

In total, 27 eligible patients were contacted and all accepted NET
treatment. One man (age 59 years) and one women (age 56 years)
received NET, but did not consent to participate in the study. The
other 25 patients did consent to participate in the study. Of these,
two patients (both female, ages 23 and 39 years) withdrew before
inclusion because of somatic illness and family circumstances,
respectively. The remaining 23 patients started with NET within 1
week after inclusion. Most of them had never received TFT in the
past. Two female patients dropped out during NET, but no
serious events occurred (Fig. 1).

Baseline demographics and clinical characteristics

The mean age of the participants (n = 23) was 49.9 years (s.d. 9.81).
The majority were women (n = 19). Four participants had a non-
Western cultural background. Of all of the participants, 14 had a
middle education (above elementary school), two had a high educa-
tion (vocational and academic) and only one was employed. Twelve
participants were married or lived together, seven lived alone and
four were living in sheltered housing.

Clinical characteristics show that the participants experienced
3–8 years (median) emotional, physical and/or sexual abuse
during childhood and/or adulthood. The mean duration of PTSD
was 24.1 years (s.d. 14.48).

Major depressive disorder was overrepresented among the par-
ticipants (n = 15), in contrast to schizophrenia spectrum disorder
(n = 4) and bipolar disorder (n = 4). Personality disorder did not
appear in this group. The mean duration of SMI was 26.2 (s.d.
12.2). Thirteen participants had attempted suicide in the past and
ten participants had current high suicide risk. Substance misuse
was relatively low. See Table 1 for further details.

Provision of NET

Of the 23 participants who started with NET, two of them discon-
tinued treatment prematurely after one session and four sessions,
respectively. The other 21 participants received 8–15 (median 11,
interquartile range 2.5) weekly NET sessions. Duration of NET
was 10–43 weeks (median 15), including four cases with interrupted
treatment because of somatic problems (one participant), family

Assessed for eligibility (n= 27) 

Excluded (n= 4) 
No consent (n= 2) 
Declined to participate (n= 2) 

Discontinued intervention and lost to follow-up (n= 2) 
Increased suicide risk and physical illness (n= 1) 
Increased SMI symptoms and physical illness (n= 1) 

Allocated to intervention (n= 23 ) 
Received allocated intervention (n= 23)

Did not receive allocated intervention (n= 0) 

Allocation 

Analysis 

Follow-up

Enrolment

Analysed (n= 23) 
Excluded from analysis (n= 0) 

Fig. 1 Flow diagram, adapted to single-group design (CONSORT 2010).51 SMI, severe mental illness.
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circumstances (one participant), experienced stress from the
therapy (one participant) and change of therapist (one participant),
but eventually all finished NET after these breaks.

Analysis with mixed models included 23 participants, based on
the intention-to-treat principle and taking missing values into
account. Twenty-one participants completed the intervention and
the study. There was no measurement of one participant at T1,
and another at T2. Also missed were two HoNOS measurements
at T2. These participants were in remission for PTSD and major
depressive disorder and left the mental health centre after treatment;
therefore, they could not be observed by the primary care provider.
All other measures were completed by the research assistant.

PTSD and dissociative symptoms

The number of PTSD symptoms and PTSD severity (CAPS-5)
decreased over time between baseline, post-treatment and follow-
up. The number and severity of each PTSD cluster symptoms
decreased over time between baseline and follow-up. Intrusion,

avoidance, cognition and mood symptoms decreased during and
after treatment, whereas arousal and reactivity were decreased at
follow-up (see Table 2). Severity of dissociative symptoms (DES)
also decreased between baseline, post-treatment and follow-up.
Eight participants were in remission for PTSD at post-treatment
and three other participants were in remission at follow-up.
Remission rates in the diagnostic subgroups were almost similar:
8 out of 15 for depressive disorder, 2 out of 4 for bipolar disorder
and 1out of 4 for schizophrenia spectrum disorder.

SMI symptoms, care needs, quality of life and global
functioning

Severity of SMI symptoms (HoNOS) decreased between baseline
(T0) and follow-up (T2). No significant changes occurred in
quality of life (MANSA) and care needs (CAN). Global functioning
(GAF) increased over time, between post-treatment and follow-up
(see Table 2).

Between T0 and T2, suicide risk shifted from high (44% to 35%)
andmedium risk (13% to 5%) to low risk (26% to 35%). In the group
as a whole, substance misuse decreased from 30% to 24%. One par-
ticipant had alcohol and substance use at baseline, but was abstinent
for both at follow-up. Of the 11 participants in remission for PTSD,
five were also in remission for major depression at follow-up
(MINI-plus).

Care consumption

The number of contacts changed from 35 in the 6 months before
treatment (T0), to 40 during treatment (T0 to T1), and to 31
during the 6 months after treatment (T1 to T2), although this was
not statistically significant (overall P = 0.572). However, the geo-
metric mean of the duration of the contacts increased 1.85 times
(95%CI 1.35–2.55) from 2021 min (34 h) in the 6 months
before treatment (T0) to 3749 min (62 h) for the treatment period
T1–T0, whereas it decreased by a factor 0.63 (95%CI 0.48–0.86)
to 1271 min (21 h) in the 6 months after treatment (T2) compared
with the 6 months before treatment (T0; overall P = <0.001).

Before and during the study, 21 participants received psychiatric
medication. Prescribed doses of antipsychotics (n = 13) and benzo-
diazepines (n = 16) were the most reduced. Mood stabilisers (n = 5)
also decreased, but the number of consumers was small.
Antidepressant (n = 15) doses increased during NET and did not
decrease between post-treatment and follow-up. The trends in
medication are shown in Fig. 2.

Harms

No serious events occurred during NET and follow-up. In addition,
none of the participants were admitted to hospital or needed crisis
management during the study.14

Discussion

Main findings

To the best of our knowledge, this is the first study to examine the
feasibility and applicability of NET for comorbid PTSD in out-
patients with SMI. PTSD symptoms and severity reduced signifi-
cantly at post-treatment and follow-up. All four PTSD clusters
showed significant reduction of symptoms, whereas intrusions,
arousal and reactivity decreased more slowly than symptoms of
avoidance, cognition and mood. These results are in line with
other controlled NET studies in vulnerable patients, such as chil-
dren and adolescents,52 patients with borderline personality,17 the
elderly,53 refugees15 and asylum-seeking refugees with PTSD and

Table 1 Demographic and clinical characteristics (n = 23)

N %

Demographics
Age, years, median and mean
(s.d.)

49.9 (9.81)

Gender Female 19 82.6
Cultural background Dutch 18 78.3

Western non-Dutch 1 4.3
Non-Western 4 17.4

Education Low 7 30.4
Middle 14 60.9
High 2 8.7

Employment Employed 1 4.3
Sheltered employed 8 34.8
Unemployed 14 60.9

Living condition Married/cohabiting 12 52.2
Alone 7 30.4
Sheltered housing 4 17.4

Clinical characteristics
SMI diagnosis (MINI-plus) Schizophrenia spectrum

disorder
4 17.4

Bipolar disorder 4 17.4
Major depressive disorder 15 65.2
Duration SMI, years, mean

(s.d.)
26.2 (12.2)

Current suicide risk
(MINI-plus)

No 4 17.4
Low 6 26.1
Medium 3 13.0
High 10 43.5
Suicide attempt ever 13 56.5

Current substance misuse
(MINI-plus)

No 15 65.2
Drugs 7 30.4
Alcohol and drugs 1 4.3

Abuse, number, duration,
years (LEC-5)

Median IQR

Childhood (<16 years) Emotional (n = 16) 8.0 5.5
Physical (n = 16) 5.5 8.0
Sexual (n = 12) 3.0 6.0

Adulthood (≥16 years) Emotional (n = 11) 6.0 22.0
Physical (n = 13) 3.0 8.5
Sexual (n = 8) 4.5 8.0

Mean s.d.
Reported traumatic events Total number 8.0 1.52
Post-traumatic Stress
Disorder (PSTD) (CAPS-5)

Total number of
symptoms

14.0 2.44

Total severity 40.0 7.70
Duration, years 24.1 14.48
Dissociative subtype, n, % 5 21.7

MINI-Plus, Mini-International Neuropsychiatric Interview; LEC-5, Life Events Checklist for
DSM-5; CAPS-5, Clinician-Administered PTSD Scale for DSM-5.
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depressive disorder.54 Of the 23 participants, 11 (48%) were in
remission for PTSD at follow-up. This corresponds to other NET
studies that reported 38%, 55% and 71%.55,56

Our results suggests that patients with SMI may benefit from
NET just like other patient groups. So far, NET has not studied spe-
cifically in patients with SMI. Until now,most NET studies excluded
patients with psychosis, bipolar disorder, substance misuse and sui-
cidal ideations.17,52-54 One case study reported positive results of
NET in a refugee with PTSD and psychotic features.57 Mørkved
et al55 compared NET and prolonged exposure therapy for PTSD
and argued that NET and prolonged exposure have several com-
monalities when it comes to the principles of exposure. An import-
ant feature of NET is that trauma-processing is never an isolated
event, but is always embedded in the context of a traumatic event
and in the life history as a whole. Given this focus on the autobio-
graphical elaboration of traumatic experiences, NET is particularly
suited for populations with multiple trauma and complex mental
health conditions.16

Comparing NET with prolonged exposure makes sense to the
extent that it has shown to be effective in patients with SMI and
psychotic disorders, including schizophrenia, bipolar and depres-
sive disorders, in a controlled study. Dissociation, substance use
and suicidality risk were not excluded in this study. Results
showed that there was no increase of hallucinations, dissociation
or suicidality.9,12 The findings in our study are in line with these
results: dissociation, suicidality risk and substance misuse were
also not excluded, and all showed reduction during and after
NET. Severity of dissociative symptoms also declined significantly
at post-treatment and follow-up. These findings are in line with
some other NET studies and other TFT studies.17,56,58 Also, a
meta-analysis on the effect of dissociation suggests that pre-treat-
ment dissociation does not determine trauma-focused psychother-
apy outcomes in PTSD.58

SMI symptoms were assessed with generic measures to allow for
comparisons across diagnostic groups.59 The coherence of the SMI
outcomes was low: a slight improvement in SMI was seen based on
HoNOS, there were no significant changes in perceived care needs
(CAN) and quality of life (MANSA) based on self-reporting, and
care providers concluded that global functioning (GAF) was signifi-
cantly increased.

The MINI-plus is a diagnostic and more specific instrument to
measure mental disorders, which, in this study, showed remission in
5 out of the 15 participants with major depression, and over all
lower disease burden, suicide risk and less substance use. This is
partly comparable with the results of a systematic review of out-
comes for psychological interventions for PTSD in psychosis. For
prolonged exposure and EMDR, secondary outcomes for psycho-
pathology and distress showed significant reduction, especially for
depression and anxiety, but social functioning did not improve.
The long duration of SMI and additional social isolation are sup-
posed to be influencing factors.60

The duration of contacts increased during NET (T0 to T1), but
decreased significantly during the 6 months’ follow-up (T1 to T2),
which might reflect less burden of disease. Doses of prescribed ben-
zodiazepines, antipsychotics and mood stabilisers also decreased
during and after NET. This suggests that patients experienced less
anxiety, irritability, arousal, reactivity and showed reduction of
psychotic and bipolar symptoms. In contrast, doses of antidepres-
sants slightly increased during NET and did not change at follow-
up. Antidepressants were indicated for both depression and
PTSD, and are more difficult to phase out, particularly selective
serotonin reuptake inhibitors.61 To our knowledge, this is the first
study on psychological interventions for PTSD in SMI that takes
into account care consumption, expressed as contacts and pre-
scribed medication.60,62
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Findings in context: treating PTSD in out-patients with
SMI

Our results support the notion that out-patients with SMI with
comorbid PTSD can tolerate intensive trauma-focused therapy
like NET. The long-standing clinical perception of vulnerability in
patients with SMI has not only resulted in appropriate psychiatric
care, but unfortunately in the underestimation of the resilience of
these patients. This perception may influence underdiagnosis, over-
looking trauma histories and not recognising comorbid PTSD, all
contributing to undertreatment.1,2,7,63 Patients and care providers
have to balance resilience and vulnerability in careful conversations,
to consider the right time and circumstances for treatment. This
study was therefore embedded in clinical practice where optimal
care and support by FACT team members was an important condi-
tion. Given that the overall disease burden was high and TFT is
often perceived as intensive, most of the participants could endure
and tolerate NET. As no serious adverse events occurred, no crisis
management was required and no patients were admitted to hos-
pital, this underlines the applicability and safety of NET in this
population.

Strengths and limitations

A strength of this study is that it was conducted in the real-life clin-
ical context. NET was provided to out-patients with SMI in a famil-
iar environment, with support from their known care providers
from the certified FACT teams. Diagnostic assessments (i.e. PTSD
and SMI) were in line with clinical practice and, in addition,
routine outcome measurements for SMI were used. NET also fits
well in the workflow of the involved professional, which is helpful
for future implementation. Furthermore, this strategy avoids extra
diagnostic burden and ensures its applicability and implementation
in clinical practice.

A second strength of the study was that the five trained and cer-
tified NET therapists were all FACT teammembers and experienced
with out-patients with SMI. They followed the NET protocol and
received group supervision from a trained NET supervisor.36

Because of this, they were able to discuss questions and dilemmas
among NET for out-patients with SMI.

The use of the EPR to monitor prescribed medication and con-
tacts is a third strength, because these objective data were not influ-
enced by oral assessments.

Despite these strengths, the limitations of this study are that it
was conducted in a small study population without a control
group. Moreover, most participants were female; therefore caution
is warranted for statements about effectiveness for men.
However, for all participants together, the observed changes are in
line with the proven effect of prolonged exposure, which shares
important principles with NET.

Second, generalisability is limited, as no subgroup analysis could
be done by age, gender or primary diagnosis. However, prolonged
exposure and EMDR have be shown to be effective in psychosis60

and SMI,62 whereas NET is effective in major depressive disorder.54

Third, the used routine outcome measurements are possibly not
responsive and distinctive enough with regard to SMI symptoms,
care needs and quality of life.64 Finally, implementing this interven-
tion in daily clinical practice also meant that the NET protocol and
the agreed biweekly FACT support were not always strictly fol-
lowed. This concerns mostly interruptions during NET and replace-
ment of FACT care providers.

Interpretation and recommendations

In conclusion, our results support that NET is feasible and
applicable to SMI out-patients in a FACT setting. NET seems to
be a valuable addition to other evidence-based, trauma-focused
therapies (i.e. cognitive–behavioural treatment, prolonged exposure
and eye movement desensitisation reprocessing) and is specifically
indicated for PTSD related to repeated interpersonal trauma.
Given the high prevalence of repeated interpersonal trauma and
PTSD in patients with SMI2,3 and the burden of disease, offering
TFT to these patients is important. Relevant screening by means
of structured diagnostic interviews for trauma history, PTSD and
primary SMI disorder are recommended in this group. Using
more specific diagnostic instruments to evaluate changes in SMI
could help to implement appropriate care. These strategies require
sufficient training for therapists and supporting FACT team
members. In this context, it is helpful and encouraging that national
health institutes are increasingly convinced of the importance of
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1
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Antipsychotics (n= 13)
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Fig. 2 Average medication dose before baseline (6 months before T0), during treatment (T0 to T1) and after treatment (T1 to T2).
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developing trauma-informed care policies in mental health
systems.7
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