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Abstract

Objective: The Improving Access to Psychological Therapies (IAPT) initiative was introduced in the
UK to increase access to psychological therapies for those with mild to moderate anxiety and depression.
Recent outcome figures suggest recovery rates of 42%. One potential reason for non-recovery is the
experience of previous trauma and potential PTSD comorbidity, which has been found to negatively
impact treatment for anxiety and depression. This study therefore aimed to investigate trauma levels in
IAPT patients.

Method: A total of 54 participants were recruited at the beginning of therapy within an IAPT service.
Participants completed outcome measures for anxiety, depression and trauma.

Results: Forty (76.9%) participants reported previous trauma. Of these, 15 (28.3%) met tentative
diagnostic criteria for PTSD, with only 3 (14.2%) already having a diagnosis of PTSD. Significant positive
correlations were found between trauma and anxiety and depression.

Conclusions: The findings suggest comorbidity between trauma/PTSD and anxiety and depression
in IAPT services. The findings also show that PTSD is not always detected in patients referred for other
reasons. It is proposed that careful screening for PTSD and an increased focus on trauma in supervision
may increase recovery rates and reduce relapse.

Introduction

Anxiety and depression are common mental health
problems that have been found to affect over 15% of adults
in the general population of the United Kingdom (UK), the
majority of which are not receiving any treatment [1]. To
improve access to evidence-based psychological therapies the
Improving Access to Psychological Therapies (IAPT) initiative
was developed in the UK [2]. It aimed to introduce 10,000
new therapists by 2013, with the majority being trained in
Cognitive Behavioral Therapy (CBT). It would have a stepped-
care approach with low intensity therapists (also known as
Psychological Wellbeing Practitioners (PWPs)) for mild anxiety
and depression cases, and high intensity therapists for more
complex or moderate to severe cases. Outcome measures would
be completed at each session to measure levels of anxiety
(measured by the Generalized Anxiety Disorder Questionnaire,
GAD-7) [3] and depression (measured by the Patient Health
Questionnaire, PHQ-9) [4]. A recent summary of findings from
the first year of IAPT found overall recovery rates (defined as
scores of less than 10 on the PHQ-9 and less than 8 on the

GAD-7) of 42% for patients who received at least at least two
sessions [5].

Whilst IAPT has shown successful outcomes, the level of
recovery has varied across the 32 sites, from 27% to 58% [6,7].
IAPT sites that “stepped up” (i.e. moved to the next level of
therapy) a greater number of patients had higher recovery rates,
as did those with a greater number of high intensity therapists.
One reason for this finding could be that patients are presenting
with increasingly complex problems that do not respond to
low intensity treatment. Complexity is increased when there
is comorbidity between disorders [8]. One disorder that has
been found to be comorbid with both anxiety and depression
is Posttraumatic Stress Disorder (PTSD). A 20 year longitudinal
study of Israeli war veterans found rates of triple comorbidity
between PTSD, anxiety and depression, were higher than rates
of PTSD either alone, or with comorbid anxiety or depression
[9]. Similar findings were reported in an older adult population
in the United States, with participants with PTSD being more
likely than the comparison group, who had been exposed to
trauma but did not meet the criteria for PTSD, to meet the
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criteria for mood and anxiety disorders [10]. Interestingly,
IAPT services were found to have an overrepresentation of
patients with Depression or Mixed Anxiety and Depression,
and an under representation of patients with persistent anxiety
disorders, such as Posttraumatic Stress Disorder (PTSD) [5],
based on general population estimates [1]. This could mean
that patients with comorbid PTSD are being misdiagnosed as
having pure depression. This has an implication on recovery
rates, as research suggests greater improvement when PTSD
is treated first when found to be comorbid with anxiety or
depression [11].

PTSD develops following a traumatic experience, with
42.2% of the UK population having experienced a traumatic
event at some point in their lifetime [1]. The experience of
previous trauma has been found to be a predictor of anxiety and
depression [12,13] and a risk factor for relapse in depression
[14]. A study of primary care patients found that of those
reporting trauma, 27.8% met the criteria for depression and
20% for current PTSD [13]. A further study of female primary
care patients found that 93% reported having experienced a
traumatic event, and that a history of emotional abuse and
neglect in childhood was associated with increased anxiety and
depression in adulthood [15]. IAPT services tend to use CBT
to treat anxiety and depression, which focuses on symptom
reduction by altering cognitive distortions and changing
behaviors thought to maintain these disorders. CBT is therefore
focused on the symptoms of anxiety and depression as opposed
to factors that might have influenced the development of the
disorders, such as the experience of traumatic life events. This
means that if a patient has a history of trauma or underlying
PTSD, it is likely that CBT will not address it, and they are
therefore less likely to benefit from the therapy.

Due to the possibility that trauma history and potential
underlying PTSD could be negatively impacting upon recovery
rates in IAPT services, this study aimed to investigate the
prevalence of trauma and PTSD in IAPT services, and investigate
its relationship with anxiety and depression.

Method
Participants

Participants were recruited from an IAPT service in the UK
at the beginning of their treatment within the service (less than
two treatment sessions), and were aged between 18 and 65, in
line with working-age adult services. They did not have to have
experienced previous trauma to be eligible to take part in the
study. Data from a total of 54 participants was collected. 20
participants were male and 34 were female, and had a mean age
of 42 years. 72.2% of participants were attending low intensity
(step 2) psycho-educational groups and the remaining 27.8%
were receiving a mixture of low intensity (step 2) and high
intensity (step 3) individual therapy.

Procedure

IAPT clinicians handed information packs to potential
participants. The information packs contained: an information
sheet providing further details about the study; a consent form,;

a demographic information sheet to record their age, sex and
employment status; and a trauma questionnaire.

The trauma questionnaire used was the Detailed Assessment
of Posttraumatic Stress (DAPS) [16]. The DAPS is a self-report
measure of 104 items and provides information on trauma
specification, immediate trauma impacts, posttraumatic
response, as well as supplementary scales measuring trauma-
specific dissociation, substance abuse, and suicidality.
The measure also includes a validity scale and allows for
tentative diagnosis of PTSD and Acute Stress Disorder based
on the DSM-IV criteria [17]. The DAPS has been found to
have good sensitivity (.88) and specificity (.86) [16] and takes
approximately 20 minutes to complete.

To measure anxiety and depression, participants’ scores on
the GAD-7and PHQ-9, were recorded by their clinician on the
demographic information sheet.

Participants completed the questionnaires at home and
returned them at their next appointment.

Ethical considerations

Ethical considerations were taken into account when
designing this research and the research was cleared by the
University and NHS ethical panels

To ensure participants were fully aware of what would
be involved in the research, they were provided with an
information sheet prior to completing the research, detailing
the reasons for conducting the research and the risks and
benefits of taking part. They were made aware that they would
be required to comment on any traumatic experiences they
may have had, and were encouraged to discuss any issues
raised with their IAPT clinician. Contact details for the research
team were also provided. Clinicians were also encouraged not
to hand out the packs to anyone they felt may be adversely
affected by the questionnaire.

The responses to the questionnaires were anonymous,
and participants were only identified by a unique participant
number, to ensure the information provided remained
confidential and secure.

Results
Frequency of trauma and PTSD

DAPS was found to be very reliable (Cronbach’s alpha of
.94). Forty (76.9%) participants reported previous trauma. Of
these, 28.3% met the tentative diagnostic criteria for PTSD
according to the DAPS manual. Of those meeting the tentative
diagnostic criteria for PTSD on the DAPS, 42.9% were initially
referred for mixed depression and anxiety, with only 14.2%
initially referred for PTSD (Table 1).

Differences in group Vs. individual therapy

Participants attending the psycho-education groups were
screened for PTSD by IAPT services prior to attendance, with
those screening positive being referred on to individual therapy
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Table 1: Frequency table for referral reason.

Referral Reason Frequency Percent
Depression 16 30.8
Anxiety 14 26.9
Depression and anxiety 16 30.8
PTSD 1 1.9
PTSD and depression 2 3.8
0ocD 2 3.8
Stress 1 1.9

instead. Therefore the psycho-education group condition
should have significantly fewer participants with potential
PTSD. However, no significant differences in PTSD diagnosis
were found between the group and individual therapy
conditions (x*(1) = .62, p = .43), with 33.3% of participants in
the psycho-education groups meeting the criteria for PTSD on
the DAPS.

Relationship between trauma/PTSD with anxiety and
depression

Scores on the Posttraumatic Stress-Total (PTS-T) subscale
(i-e. level of trauma) of the DAPS were found to be significantly
positively correlated with scores on the GAD-7 (anxiety), t =
.25, p = .03, and the PHQ-9 (depression), t = .25, p = .03.

Discussion

The results support previous research that has found
comorbidity between trauma/PTSD with anxiety and
depression. Furthermore, heightened trauma levels were
associated with higher levels of anxiety and depression.

As hypothesized, potential PTSD was not detected by
clinicians, even when previous screening had been conducted.
It is possible that the screening technique used is not sensitive
enough at detecting potential PTSD. Currently IAPT services
ask about the presence of traumatic life events at initial
assessment, and those with possible PTSD are screened using
the Impact of Events Scale (IES-R), with those with high
scores being referred into high intensity treatment. Another
possibility, however, is that participants may not have wanted
to disclose trauma to their clinician, but felt more comfortable
reporting it in this study as the results were confidential. This
is supported by research which has found inconsistencies in
reporting trauma between time-points [13]. As well as being
missed in the psycho-education group condition, PTSD
diagnosis was also missed in the individual therapy condition.
Overall, only three out of the 54 participants were initially
referred for PTSD, despite 15 meeting the criteria for PTSD on
the DAPS questionnaire.

Clinical implications

The findings suggest a need for completion of a screening
tool for trauma/PTSD at initial assessment. This would help
identify those with comorbid trauma or PTSD, so they can be
given the most suitable therapy. By addressing the impact of
traumatic life events and potential PTSD, patients are more

likely to meet the threshold for recovery [11] and maintain it
[14]. Whilst the DAPS is lengthy, it would be possible to produce
a short-form for screening purposes. This would include the 13
items on trauma specification, as well as 30 items that would
provide information on re-experiencing, avoidance and hyper-
arousal, which together form the Posttraumatic Stress-Total
score, which was used as the measure of trauma in the analysis
for this study.

Another implication relates to the training of clinicians.
Psychological Wellbeing Practitioners (PWPs) are not trained
in recognizing trauma or PTSD, despite the findings suggesting
they are evident in patients in low intensity treatment.
Therefore better training in recognizing trauma and PTSD for
these clinicians, alongside the introduction of a screening tool,
may help them to pick it up earlier.

PTSD detection could also be improved by focusing on it in
supervision and case formulation. Supervisors (who are trained
in detecting PTSD) can ask the supervisee appropriate questions
that will ensure that the impact of trauma is less likely to be
missed. The introduction of a screening tool for PTSD and an
increased emphasis on trauma/PTSD in supervision will create
a trauma-informed service, which is widely recognized as
being of value in the US [18] and likely to be beneficial in all
mental health services.

Future Research

Conducting the study with a larger sample would be
beneficial. This would allow a regression to be conducted to
see whether trauma/PTSD predict anxiety and depression
as previous research suggests. Data on whether this is the
participant’s first referral to services would also be useful, as
this would allow analysis on re-referral in relation to trauma
levels.

Conclusion

Despite limitations relating to sample size, this study
has provided further support for the finding of comorbidity
between trauma/PTSD with anxiety and depression. This has
implications for IAPT services, which do not currently screen
for trauma. Patients may have experienced previous trauma and
may have underlying PTSD impacting upon their experience of
anxiety and depression. This may result in less effective therapy
and greater likelihood of relapse. Therefore the introduction of
a trauma-focused service, with a PTSD screening tool and an
increased focus on trauma in supervision, could help improve
recovery rates in IAPT services.
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