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Webinar Learning Objectives

Using GoToWebinar – (Live Participants Only)
§

Control Panel

§

Asking Questions

§

Audio (phone preferred)

§

Polling Questions

Webinar Presenter

1

2

3

Identify how traumainformed systems of
care will increase need
for skill in differential
diagnosis

Identify three tools to
assist with differential
diagnosis

Verbalize how treating
primary psychotic
disorder may 'miss the
mark' and therefore
provide an obstacle to
recovery

Our Tasks Today: Achieving Differential
Diagnosis through Trauma Informed Care

Traci Baxendale Ball, LMSW, CAADC
ACT Team Leader at Pathways Community
Mental Health, Marquette, Michigan
etacsolutions2008@yahoo.com

1.

Formulate a working definition of how we will operate or continue to operate as
Trauma Informed Clinicians.

2.

Continue to assess our ‘human-ness’ how our own experiences with trauma
impact our work with others.

3.

Discuss the development of trauma related disorders across the lifespan.

4. End point: Begin to distinguish psychosis from trauma related symptoms.

Self Assessment: What fuels your fire?

Audience Polling Question #1
As a clinician, do you feel it is important to learn how to
distinguish Trauma Related Disorders from Psychosis?

Many of you will be able to pinpoint the time when your focus shifted to addressing
trauma based symptoms. A particular client, a personal event, patterns noticed in
presenting problems or the boss saying you have to!
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A Killing in 1998 : Early Death and
Homicide

Audience Polling Question #2
My training has adequately prepared me to be able to effectively treat trauma
related disorders and understand their comorbidity with substance use
disorders.

A Story about Trauma that Kills: From
Foster Care to Grave

EROSION OF
HEALTH
It is no longer disputable that trauma creates lifelong,
chronic, health problems.
Many survivors do not experience violent death.
Still the insidious consequences of trauma are hidden
away as risk factors for early mortality.

Relational Trauma
Those of us listening are fortunate
enough to have developed
competencies, coping skills and
resilience.
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Basic Tenets Of Trauma Informed Care

Resonance:

The client’s story, which brings them to treatment, is
sacred.

There are many ‘truths’ or realities.

The client will inform you about theirs.

Resonance can boost ego resources
- John Watkins

The job of the clinician is to create CONGRUENCE
and to find an alliance.

Points of Interest in Relational Trauma:
Reconciling Differences
The Clinician recognizes the, essentially unsolvable,
trauma conflicts that have created and solidified
coping skills, including substance use.

The New Miracle Question……….

Creating a safe internal world

The Clinicians Compass, historically and
fundamentally empathic, begins from a new
orientation.

All ‘non-functional’ behavior can be recognized and
described as survival, attempts at resilience and
internal construction of a world that feels safer than
real world experience.

“What happened to you?” is a starting point
and the new Miracle Question.
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Congruence and Therapeutic Alliance
• Motivational and Engaging.
• This approach frees the clinician from control and
analysis.
• The clients perspective is not challenged but
incorporated into the clinician’s understanding of
how to help.

What Happened to You?
This question can be framed in various ways according
to the task at hand but the important message is:

We must recognize above everything else,
That the child is well trained in keeping secrets.
That their choices and options as young adults,
Are inextricably linked with experienced trauma.
Therapy threatens secrets,
And the defenses the patient has put in place,
To cope with overwhelming feelings of loss

- I believe you.
- What happened has contributed to your symptoms and
the problems you are having.
- Your attachment to those that hurt you was non-optional.

Object Relations (Attachment Theory) and
Understanding Trauma Response
Traumatized children grow up to be adults.
Traumatized adults approach the world with this knowledge:
•

The world is not safe.

•

I will always be in danger.

•

My needs will not be met.

•

Others are not to be trusted.

*These learned lessons become hard wired principles, and as such are
the framework from which the adult filters information, operates in
relationships and makes decisions.
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T.I.C. STAGE IS SET
that’s our platform for differential diagnosis

Grace Brown – Project Unbreakable
Remarkable Reminder to Give Voice

• Now let’s get down to
business…………

This year there will be
approximately 100,000 new
cases of Schizophrenia in
the U.S.

There are no official statistics on
misdiagnosis or changed
diagnosis.

Post Traumatic Stress Disorder
•

An example of a mental illness with origins in trauma.

•

In reality there are many other trauma based disorders.

•

The Clinician should consider all trauma based disorders when
assessing, diagnosing and treating.

•

Multiple trauma responses exist and inform symptoms. Not
just fight or flight. Freeze response (also replicated across the
animal kingdom) creates profound long-lasting changes in
neural pathways.

Schizophrenia vs PTSD
60 – 70% of clients with PTSD hear voices.
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Do we take trauma related symptoms
seriously?
If we view Trauma related symptoms as something the patient can easily
overcome or ‘get over’ with time, it creates a bias in our treatment
energy. We will view the patient with psychosis or bi-polar disorder as a
more serious case, or as having less control and therefore less blame
for their recovery trajectory.
The bias is obvious in our society. When faced with a petition, or
determination for benefits, court work, we know as clinicians that the
case will be viewed as more ‘dire’ if we avoid a trauma related diagnosis.

Examples of Trauma Based Disorders
• Dissociative Disorder
• Dissociative Identity Disorder
• Borderline Personality Disorder
• Substance Use Disorders
• Attachment Disorders

Why Do We Care Whether We Are Treating
Trauma Related Disorders Or Psychosis?

Audience Polling Question #3
I feel confident that I would recognize a client with dissociative
features.

A story can be a symptom

• The client cares. Each diagnosis carries its own kind of
stigma. Their internal experience of their symptoms tell
them they are re-experiencing trauma.
• Careful assessment of trauma honors the clients story.
• Research indisputable: trauma directly impacts
mortality. Not treating it contributes to the clients early
death. (See Felitti et al ACE study funded by the CDC.)
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Getting it Right vs Letting Client Live with
Health Destroying Consequences

Remember the Genogram? The deck is stacked!
Entire generations are wiped out as a result of compounded multiple
high risk health behaviors.

Coleva Project – David McCollum, MD
GETTING IT RIGHT CAN INTERRUPT A
LETHAL TRAUMA BASED BEHAVIOR:

ANESTHESIA

Smoking, drinking, use of pot, inhalants,
pills during early adolescence – ACE
clearly shown as causation.
What begins as a neutralizer, kills the
body.

Caution: The “empathic” and fashionable
diagnosis of PTSD
We must avoid the temptation to assume that every client that
has experienced serious, frequent, relational trauma has PTSD.
We owe it to the profession and to the public to make sure that
full criteria are met.
Human beings are capable of coping with significant
psychological trauma without sustaining great psychological
harm.

Clues That You Are Witnessing A Primary
Trauma Based Disorder
•

The client has an extensive interpersonal trauma history beginning in childhood.

•

Age of onset.

•

The client has a normal range of affect at baseline (without medications). The affect
may be ‘dysregulated’ or numbed due to frantic attempts to cope.

•

The client is in hyper arousal.

•

The client appears hyper vigilant.

•

Perpetual fear and expectation of harm.

•

Guarded and suspicious due to loss of trust.

•

Somatization. Trauma is held in body memory and transforms into illness.

•

Body Dysmorphia and issues around food.
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The opioid wash replicates death

More Clues for Trauma
• Super sense. Sharpened. Sensory overload due to constant state
of arousal (fight or flight). Poor tolerance of light/sound/objects on
skin.
• Self-harm, infliction of pain – “the suicide protector”. Not the path to
suicide.
• Amnesia.
• Depersonalization.
• Derealization.
• Exaggerated startle response. “Jumpy”.
• Fuzzy or frozen Cognition. Trouble thinking and making decisions.

Clues for Trauma (continued)

Rigorous Assessment Amplifies The Clinician’s
Intuitive Process

• Distorted or fragmented memory.

Widely accepted tools for assessment:

• Poor response to medications for target symptoms. Poor
tolerance for side effects.

• Clinical Interview with thorough history and symptom
assessment. “The Gold Standard” – Ross, MD
• PCL – PTSD Checklist

• Medications look like they are providing some ‘glue’ to attach
the client to more functional behaviors. ‘Take the edge off’.

• SCID-D

• Strong reluctance to sleep and use sleep aids.

• DES II

• DAPS
• MID

• Avoidance.

• Genetic testing to assess efficacy/utility of medications

Establishing Safety in our Assessment:

Forget The Details!
• The key is not in the survivor telling the details.

You can trust me to do what is right for you.
I believe you.
You are safe in this relationship.

• “The Slower you go the Faster you get there”. (Richard Kluft
Axiom)
• Sandra Paulsen – “When the emotional pain exceeds the
clients resources, trauma work cannot be done”.
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The Detangler: relaxes symptoms which
gives us clues about diagnosis!

Remember……………………..
Recovery depends on the clinician helping the client
understand how their symptoms are actually their
heroic attempts to survive intense emotional pain.

Critical: Education about the unsolvable dilemmas that
trauma presents us with.

This Sounds Easy, But…
• Trauma related disorder and psychosis often co-exist.
• Both should be treated concomitantly, with the SUD receiving
recognition as a very valuable early tool for survival.

Let’s Look At Why This Is Actually Difficult…

Trauma Related Disorder vs Psychosis

Trauma Related Disorders

Psychosis

Trauma Related Disorders

Psychosis

•

Etiology: Interpersonal Trauma.

•

•

•

Paranoia

•

Slow to percolate: The person
develops across childhood
through adulthood with
behaviors as adaptations.

•

Thought blocking

•

Perseveration

•

Auditory and Visual Hallucinations

•

Poor hygiene due to lack of
recognition of odor/appearance.

•

Trauma memory often impeded,
embellished or non-existent.

•

•

Trauma often triggers a psychotic
episode but the connection is not
always clear.
Death of a parent and other
profound life events appear to
precede psychotic break.
Real trauma experiences become
wrapped around delusion.

Hyper vigilance (awareness) and
suspiciousness

•

Frozen Cognition

•

Obsessive behavior to address fear

•

Hyper arousal and super sense

•

Poor Hygiene due to inability to
acknowledge body/shower.
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Trauma Related Disorder vs Psychosis
Magical Thinking can look like psychosis!
•

•

Early cognitive processes designed to
manage discrepancies created by
interpersonal trauma. Gives
CONTROL to the thinker.
Magical thinking resolves the double
bind
– Example: Daddy said I deserve it.
I’m a bad, filthy girl and he is a
good daddy.

Perhaps This Will Help…

Psychotic thinking makes
‘magical’ leaps!

• Classic symptoms of schizophrenia generally respond well to antipsychotics.

•

Thought process is
changed by psychosis.

• Schizophrenia is often thought as ‘organic’ and has a strong genetic
component.

•

Grandiosity, delusions,
thought insertion, ideas of
reference.

• Classic psychosis usually has a strong element of negative
symptoms:
ü Flattened/blunted affect
ü Difficulty identifying physical complaints
ü Limbic system tip-offs: religion, sex and politics
ü Paranoia is often non-specific (the ‘others’)

What If I Still Can’t Tell?
• There is always the Rule Out.
• There is more than one line on Axis I.
• Utilize your treatment partners, seek consultation and supervision.

Let Us Review!

We can provide the best, most expert
care when we come from a Trauma
Informed Perspective.

• Carefully consider if and why there have been treatment ‘failures’.
• Studies show: It is the therapeutic relationship itself that
possesses the power to heal, regardless of the type of therapy
offered.

We can provide the best, most expert,
most ethical care when we continually
assess our own trauma experiences and
how these are folded into our daily work.

We can provide the best, most expert care
when we understand that trauma creates
serious mental and physical illness. It’s
not a ‘soft’ diagnosis!
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We can provide the best, most expert care
when we use standardized tools for
assessment and differential diagnosis.

We can provide the most meaningful care
when we allow the client’s story to guide
our treatment. Therapy is a self-correcting
tool.

We can provide the best, most expert care
when we understand that both
schizophrenia and PTSD are at once
different, yet similar. It is this ambiguity
that has led to misdiagnosis and
misinformed treatment approaches.

When we exceed the average…….
•

Clients feel heard

•

Therapeutic resonance and alliance is strong

•

Education frames the clients struggles in a way they can
understand and gain perspective

•

Removing blame in this way relaxes and detangles the recovery
process

•

Choices begin to be made out of the bins of trauma

•

Early mortality is offset

Get on the side of the
survivor.
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THANK YOU!!
www.naadac.org/schizophreniavsPTSD
Traci Baxendale Ball LMSW, CAADC
ACT Team Leader at Pathways, Marquette,
Michigan
etacsolutions2008@yahoo.com
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Contact Us!
NAADAC
1001 N. Fairfax Street, Ste. 201
Alexandria, VA 22314
phone: 703.741.7686 / 800.548.0497
fax: 703.741.7698 / 800.377.1136
naadac@naadac.org
www.naadac.org/education

NAADACorg

Naadac
NAADAC
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