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ABSTRACT

Introduction: Post-Traumatic Stress Disorder (PTSD) exists as a psychiatric condition which frequently develops
alongside Severe Mental Illness (SMI) disorders including schizophrenia and bipolar disorder and major
depressive disorder. People who have SMI experience elevated PTSD risks because they encounter more traumatic
events and experience homelessness and encounter obstacles in mental healthcare systems. PTSD exists widely
yet psychiatric rehabilitation facilities fail to detect and treat it properly which leads to worsened clinical
symptoms and higher rates of hospitalisation. This population needs evidence-based PTSD interventions together
with traumatic care approaches along with integrated psychiatric rehabilitation services to achieve better mental
health results.

Methodology: The research design combines qualitative and quantitative methods to investigate its subject. The
research combines semi-structured interviews with structured questionnaires to evaluate PTSD severity levels
and treatment barriers and psychiatric rehabilitation performance. Two standardized PTSD assessment tests
known as Post-Traumatic Stress Disorder Checklist (PCL-5) along with Clinician-Administered PTSD Scale (CAPS-
5) provide quantitative measurements for symptom intensity together with treatment progress monitoring.
Researchers monitored hospital admissions and treatment adherence and therapy success rates within human
trauma victims who have dual psychiatric disorders across prolonged observation periods.

Results: The research shows that PTSD severity levels directly influence psychiatric rehabilitation results because
patients with severe PTSD face increased hospitalisation rates and reduced treatment adherence. Both cognitive-
behavioral therapy (CBT) and Eye Movement Desensitization and Reprocessing (EMDR) have proven their ability
to decrease symptoms in PTSD patients. The accessibility of PTSD treatment remains limited because of stigma
along with insufficient funding and geographic challenges and insufficient trained professionals. Trauma-
informed psychiatric rehabilitation programmes show better patient participation and decreased emergency
interventions in their patients.

Conclusion: Psychiatric rehabilitation for SMI patients with PTSD needs to adopt trauma-informed integrated
approaches for effective treatment. The path toward bringing evidence-based PTSD treatments to more people
can be achieved through expanded therapist education programs and telecommunication platforms for mental
health services. Research needs to investigate comprehensive PTSD recovery patterns in addition to studying how
digital therapeutic solutions enhance treatment availability for correct delivery.

Keywords: Post-Traumatic Stress Disorder (PTSD), Psychiatric Rehabilitation, Community Mental Health
Programs, Trauma-Informed Care, Mental Health Recovery

INTRODUCTION with psychotic features. Research shows that SMI

Background

PTSD stands as a psychiatric disorder which
develops after someone experiences violence or
abuse or war or life-threatening situations. The
symptoms of PTSD consist of intrusive thoughts and
flashbacks together with avoidance behaviours and
hyperarousal and negative changes in mood and
cognition. The Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) classifies PTSD as a
trauma- and stressor-related disorder which leads
to substantial social and occupational and
emotional impairment [1]. The prevalence of PTSD
reaches high levels among people who have Severe
Mental Illness (SMI) which includes schizophrenia
and bipolar disorder and major depressive disorder

patients face higher exposure to traumatic events
such as childhood abuse and physical violence and
homelessness thus increasing their risk for PTSD
development [2]. Studies show that schizophrenia
and bipolar disorder patients develop PTSD at
frequencies higher than those observed in the
general population. A comprehensive study
revealed that PTSD affects 12% to 46% of people
with SMI based on different diagnostic methods and
research participant demographics [3]. The
prevalence of PTSD among this population exceeds
the general population rates by a significant margin
since the general population shows a lifetime
prevalence of 6.1% [4]. Individuals with SMI who
have PTSD experience more severe clinical
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outcomes and need more hospital stays while taking
their medications less consistently and face an
elevated risk of suicide. The symptoms of PTSD
intensify both cognitive difficulties and emotional
control problems which create additional
challenges for treating psychiatric disorders that
occur together [5].

Importance of PTSD Management in Mental
Health Recovery

Treating PTSD serves as a crucial step toward
mental health recovery since those who do not
receive treatment risk severe disability together
with heightened suicide potential and persistent
wellness problems [6]. People with PTSD
experience difficulties in maintaining work and
social connexions and performing everyday tasks
because of their severe psychological distress [7].
The earliest possible intervention stands as the
most vital component in PTSD management.
According to research by [8] TF-CBT alongside
EMDR and SSRIs show effectiveness in both
symptom reduction and bettering psychological
state for individuals with PTSD. Psychiatric
rehabilitation programmes that implement trauma-
informed care provide patients with complete
therapeutic care which treats their trauma
symptoms alongside their dual mental health
conditions. Community mental health programmes
must address PTSD because patients with this
condition encounter multiple obstacles when trying
to access psychiatric care because of stigma and
financial challenges and insufficient specialised
services. The integration of PTSD-specific therapy
with psychiatric rehabilitation and peer support
programs produces better long-term treatment
results according to available evidence [9].

PTSD and Its Association with Other Mental
Health Conditions

People with PTSD commonly develop multiple
psychiatric disorders which include major
depressive disorder, generalised anxiety disorder
and substance use disorders. Research indicates
that depression affects half of PTSD patients which
makes their recovery process more challenging [10].
The combination of trauma exposure and
inadequate psychiatric care and homelessness
makes SMI patients such as those with
schizophrenia and bipolar disorder more likely to
develop PTSD [11]. PTSD produces neurobiological
consequences through impairments within the
hypothalamic-pituitary-adrenal (HPA) axis together
with structural changes affecting the amygdala
hippocampus and prefrontal cortex. Prolonged
exposure to trauma results in hyperactivity of the
amygdala and reduced hippocampal volume as well
as prefrontal cortex dysfunction according to
studies [12]. The neurobiological changes in PTSD
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patients create long-term symptoms which make
treatment challenging  when appropriate
interventions are not used.

The increasing need for trauma-informed
approaches in community mental health
settings

Such approaches focus on building spaces which
both protect individuals and support them through
understanding widespread trauma exposure. The
Substance Abuse and Mental Health Services
Administration (SAMHSA) defines TIC principles
through safety, trustworthiness, peer support,
collaboration, empowerment and cultural
sensitivity [13]. The mental health service design
adopts these principles as they prevent inadvertent
re-traumatization while actively building recovery
strength in patients. TIC requires mental health
providers to understand how adverse childhood
experiences (ACEs) create lasting effects on both
physical and mental health systems. Proof from
research indicates that people who carry high ACE
scores face stronger chances of receiving diagnoses
for psychiatric disorders and chronic medical issues
and substance use disorders [14]. The
implementation of trauma-informed strategies
allows providers to pursue distress origins instead
of managing the symptoms solely.

Benefits of Trauma-Informed Approaches in
Community Mental Health

1. Conservative mental health care methods
primarily target disease symptoms instead of the
fundamental trauma factors. The specific approach
builds trust between patients and providers
through  experience  acknowledgment and
establishment of non-judgmental therapy settings
[15].

2. People who have experienced trauma commonly
need psychiatric hospitalisation and crisis
intervention because their emotional distress
becomes severe. TIC approaches that implement
trauma-sensitive therapy along with de-escalation
techniques lead to decreased hospitalizations in
addition to better crisis management results [16].
3. Trauma-informed care produces improved
clinical results which show reduced symptoms of
PTSD and depression and anxiety in patients. TIC
becomes a complete trauma recovery solution when
combined with evidence-based treatments
including Cognitive Behavioural Therapy (CBT) and
Eye Movement Desensitisation and Reprocessing
(EMDR) [17].

4. Staff working in community mental health
services often develop secondary trauma which
produces burnout effects with compassion fatigue
as a result. The TIC frameworks provide training
and self-care programmes that build staff resilience
and improve their ability to deliver quality care [18].
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Challenges in Implementing Trauma-Informed
Approaches

The documented advantages of TIC face multiple
obstacles which prevent its widespread adoption in
community mental health facilities. Funds shortages
along with an inadequacy of staff training linked to
resistance against shifting typical treatment
approaches function as major hurdles [19].
Healthcare systems need to change their policies by
adding trauma-informed elements which call for
systemic changes especially in intake procedures
and assessment methods and treatment standards.
Different social health determinants such as poverty
together with housing instability and racial
discrimination tend to intensify trauma
experiences. Systemic changes combined with
clinical treatments present the fundamental
elements for reaching sustainable mental health
outcomes according to [20].

Future Directions and Policy Implications

The implementation of trauma-informed care in
community mental health requires policymakers
and mental health organisations to support funding
for TIC training programmes and best practise
research and interdisciplinary care model
development. Healthcare delivered from
communities can be strengthened by providing
wider access to trauma-informed therapy and peer
support programs and holistic interventions [21].
The combination of trauma screening assessments
in mental health practice aids in discovering at-risk
patients at early stages which permits swift delivery
of suitable interventions. Efforts by lawmakers to
establish trauma-informed policies for housing and
justice and social service institutions will create a
better strategy to address mental health problems
stemming from trauma [22].

Challenges in Integrating PTSD Treatment into
Psychiatric Rehabilitation

1. Diagnostic Complexity and Comorbidity The
diagnostic challenges of comorbid conditions
represent a major obstacle when trying to integrate
PTSD treatment within psychiatric rehabilitation
programmes. The symptoms of PTSD frequently
match those of psychosis and major depression and
anxiety disorders which results in incorrect or
insufficient diagnoses [23].

2. Lack of Trauma-Informed Training Among Mental
Health  Providers Psychiatric rehabilitation
programmes dedicate most of their efforts to
treating SMI core symptoms yet they provide
minimal trauma-informed care. Specialised PTSD
intervention training is absent from most clinicians
and mental health professionals which leads to
substandard treatment methods [24].

3. People with SMI face challenges when
participating in standard PTSD treatments because
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their cognitive limitations and emotional instability
makes it difficult to sustain therapeutic connexions
[25].

4. A failure of combined treatment programs makes
it impossible to achieve whole-person healing and
results in substandard recovery outcomes and
increased patient hospital admissions. Post-
traumatic stress disorder clinic resources receive
less funding than standard psychiatric treatment
systems which hinders patients' access to complete
healthcare [26].

5. The belief system prevents psychiatric
rehabilitation programmes from implementing
trauma-focused therapies. People with SMI often
develop internalised stigma which leads them to
avoid discussing traumatic events because they fear
their symptoms will worsen or they will experience
re-traumatization [27].

Overcome These Challenges

1. Psychiatric Rehabilitation programmes should
adopt Trauma-Informed Care (TIC) as their
standard practise. The trauma-informed approach
integrates trauma-related mental health
understanding throughout psychiatric care delivery
in all its aspects. TIC builds safety structures while
establishing trust and collaboration and
empowerment to support patients through their
trauma history work [28].

2. Psychiatric rehabilitation programmes should
incorporate PTSD treatment protocols as part of
their standard practise. The foundation of effective
therapy requires professionals to create single
unified therapeutic programs which treat PTSD
symptoms alongside SMI disorders. Research
demonstrates that Cognitive Behavioural Therapy
for Psychosis (CBTp) together with Trauma-
Informed Cognitive Behavioural Therapy (TI-CBT)
effectively treat patients who have PTSD and
psychotic disorders [29].

3. Expanding Access to Evidence-Based Therapies
Psychiatric rehabilitation programmes need to
make evidence-based PTSD treatments more
accessible to their patients. The training of
providers in CPT PE and EMDR enables them to
connect trauma treatment with psychiatric care
[30].

4. The integration of PTSD services with psychiatric
treatment  programmes requires improved
teamwork. Trauma specialists who work together
with psychiatric rehabilitation programmes help
create better coordinated patient care. Healthcare
teams composed of psychologists and psychiatrists
with social workers and peer support specialists
create complete treatment strategies for individual
cases [31].

5. Mental health education combined with advocacy
work functions as a method for lowering stigma
toward affected patients. The elimination of stigma
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demands educational programmes for mental
health providers and people who have SMIL
Workshops and seminars about trauma-focused
treatment benefits should be provided to healthcare
providers so they can integrate PTSD care into
rehabilitation programmes [32].

LITERATURE REVIEW
PTSD and its Impact on Mental Health:
e Neurobiological and Psychological

Mechanisms Linking PTSD to Severe Mental
Illness

Neurobiological and psychological mechanisms
establish a close relationship between Post-
Traumatic Stress Disorder (PTSD) and severe
mental illness (SMI). Brain structure and functional
changes in PTSD patients create conditions that
make them more susceptible to psychiatricillnesses
including schizophrenia and bipolar disorder and
major depressive disorder [33].

Neurobiological Mechanisms

A primary reason for how PTSD and SMI affect the
brain rests in HPA axis dysregulation patterns. PTSD
leads to elevated amygdala activity and shrunken
hippocampus and broken prefrontal cortex
functioning which results in higher stress sensitivity
together with emotional dyscontrol [34]. PTSD
patients experience chronic stress that results in
elevated glucocorticoid levels which harm
hippocampal neurons and worsens the cognitive
problems frequently observed in SMI [35]. The
abnormal dopamine signalling patterns found in
PTSD patients make them more vulnerable to
psychotic disorders especially schizophrenia
because they affect their reward processing and
emotional control systems [36].

Psychological Mechanisms

Psychologically, PTSD and SMI share overlapping
cognitive and emotional dysfunctions. The
symptoms of PTSD including hyperarousal and
dissociation and intrusive thoughts help create
psychotic symptoms in schizophrenia and affective
instability in bipolar disorder [37]. People with
PTSD develop unhealthy coping methods like
avoiding situations and using substances that
worsen their mental state and advance SMI [38].

Community Mental Health Programs:

¢ Role of Community-Based Care in Psychiatric
Rehabilitation

Community-based care offers essential services for
patients with severe mental illness (SMI) which lead
to recovery along with independence and social
reintegration. = Community-based care uses
individual-focused strategies to stabilize mental
health as well as increase self-governance and
lifestyle quality for those with psychiatric
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conditions [39]. Audiences thrive under
community-based care because mental health
treatments can provide their services in familiar
settings while reducing treatment avoidance and
stigma-related challenges. ACT and ICM programs
together offer multidimensional support through
combinations of psychiatric medication services
with therapy services as well as housing assistance
and employment training required for recovery
[40]. Research shows these treatment models
succeed in decreasing hospital admissions and
enhancing social abilities and stopping relapses
among patients with schizophrenia and bipolar
disorder and major depressive disorder [41]. Peer
support and community engagement programs aid
in closing clinical care gaps through their work of
building social ties while building resilience among
people. The combination of housing-first models
linked to mental health assistance has proved
successful for maintaining psychiatric patients
while minimizing homelessness and supporting
their long-term recovery needs [42].

e Traditional vs. Trauma-Informed Community
Mental Health Approaches

Medical community mental health treatment
approaches reach their main goals by controlling
symptoms as well as stabilizing conditions using
drugs for patients with serious mental illness (SMI).
The models maintain a medical approach through
specific diagnosis-driven protocols and emergency
treatments and institutional facilities although they
neglect the connection between previous traumas
and mental health results [43]. Traditional
psychiatric care delivers essential services yet it
does not resolve trauma roots which intensifies
symptoms thus causing patients to cycle through
hospitals and experience subpar recovery results.
The trauma-informed community mental health
approach acknowledges the strong way trauma
affects physical and mental well-being of
individuals. The integrated models teach psychiatric
rehabilitation programs essential knowledge about
adverse childhood experiences together with post-
traumatic stress disorder to create resilient care
with personal treatment plans. Trauma-informed
care bases its work on safety and trust and
empowerment which enables clients and providers
to make decisions together [44]. The treatment
process incorporates cognitive-behavioral therapy
(CBT) together with eye movement desensitization
and reprocessing (EMDR) as well as mindfulness-
based interventions to assist trauma processing
successfully [45]. The transition from traditional to
trauma-informed care practises leads to better
client engagement and minimises re-traumatization
while producing superior recovery results for
people with SMI. Community mental health settings
need trauma-sensitive policies for achieving
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sustainable psychiatric rehabilitation that provides
holistic care.

Challenges in PTSD Treatment within
Psychiatric Rehabilitation:

e Barriers to Access: Stigma, Lack of Trained
Professionals, and Limited Funding

The challenge of obtaining mental health services
remains serious because of three main obstacles:
workforce shortages, funding gaps and stigma-
related barriers. People avoid mental health care
because of stigma against severe mental illnesses
such as schizophrenia and post-traumatic stress
disorder (PTSD) which leads them to fear
discrimination from society. Mental health
misperceptions drive people to withdraw from
therapy which worsens symptoms while reducing
the standard of life [46]. Quality mental health care
remains out of reach because there are insufficient
trained professionals to provide it. Regions that are
both rural and underserved areas face an extreme
shortage  of  psychiatrists  together  with
psychologists and trauma-informed clinicians. The
professional deficit causes patients to receive
emergency care instead of getting preventive mental
health care and continued psychiatric monitoring.
The lack of proper training on trauma-informed care
among general practitioners results in wrong
patient diagnoses and suboptimal treatment plans
[47].

e The Complexity of Treating PTSD Alongside
Severe Mental Illnesses

The medical treatment of post-traumatic stress
disorder (PTSD) within patients who have severe
mental illnesses (SMI) including schizophrenia and
bipolar disorder and major depressive disorder
proves to be a complex clinical issue. PTSD
combined with SMI produces worsened psychiatric
symptoms which makes diagnosis more difficult and
standard treatment methods less effective. People
who have both PTSD and SMI show greater
hospitalisation rates for psychiatric reasons and
worse medication compliance and more severe
functional limitations than patients who only have
one disorder [48]. The symptoms of PTSD including
hypervigilance and dissociation and intrusive
thoughts frequently create diagnostic confusion
because they produce psychotic symptoms in
schizophrenia patients and manic symptoms in
bipolar disorder patients. The overlapping
symptoms create difficulties in diagnosing between
conditions which results in improper treatment
selection. People who have PTSD along with SMI
demonstrate increased sensitivity to trauma
triggers which makes standard exposure therapy
difficult to execute safely [49]. The medical
treatment of PTSD stands separate from SMI
because these conditions need different medication
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protocols. The treatment of schizophrenia with
antipsychotic medications does not address PTSD
symptoms effectively yet SSRIs prescribed for PTSD
show reduced effectiveness in people with severe
psychotic disorders [50].

MATERIALS AND METHODS

Qualitative and Quantitative Research Approach
¢ Qualitative Approach:

The research requires qualitative methods because
it seeks to understand the firsthand situations
experienced by PTSD patients alongside SMI
patients within community mental health programs.
This approach facilitates deep assessment of social
factors together with psychological elements and
systemic factors affecting patients with combined
PTSD and SMI conditions and reveals treatment
barriers as well as facilitators that enhance recovery
success.

o Qualitative research in community mental health
settings uses personal experiences from individuals
who have PTSD and severe mental illness (SMI) as
its core focus: The main goal of qualitative research
in community mental health settings involves
collecting personal storeys from people who have
PTSD and SMI. The real-life stories give essential
understanding about trauma effects on serious
mental illness progression and local recovery
assistance methods. Research shows that PTSD in
patients with SMI makes their symptoms worse by
intensifying paranoia and emotional instability and
cognitive problems which results in higher hospital
stays and homelessness and social withdrawal.
Research documentation enables scientists to
identify specific challenges which individuals
encounter including discrimination and unstable
housing and limited access to trauma-sensitive care.
The knowledge of resilience factors within support
networks also holds significance for developing
specific psychiatric rehabilitation solutions which
better assist this population.

o The study employs semi-structured interviews
together with focus groups to obtain information
regarding barriers and facilitators along with
treatment experiences due to the interview
method's capability to maintain flexibility and
structure discussions while giving participants
space for open sharing. Research data gathering
becomes more effective when focus groups allow
participants who share similar life experiences to
exchange views about their treatment experiences
and obstacles in Addition to other treatment
responses and challenges. These methodologies
help to:

a. People with PTSD and SMI encounter multiple
obstacles when trying to access proper mental
health care because of insurance limitations and
professional shortages and societal stigma.
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b. The design of effective interventions requires
knowledge about positive recovery factors such as
peer support programmes and stable housing and
integrated trauma and psychiatric services and
community engagement.

c. Many patients report unfavourable experiences
with standard mental health treatment because
their PTSD symptoms and SMI symptoms receive
separate rather than unified care. The examination
of treatment experiences enables healthcare
providers to create patient-centred integrated
models of care which offer complete support.

o The assessment requires input from mental
health professionals and social workers and
policymakers to evaluate service delivery
challenges because these professionals play
essential roles in service design and funding.
Qualitative research methods offer stakeholders the
opportunity to identify present service delivery
weaknesses and propose new policy initiatives.

a. The shortage of trauma-informed care training
combined with heavy caseloads prevents mental
health professionals from delivering effective PTSD
treatment in psychiatric settings according to their
reports.

b. Social workers advocate for combined
healthcare solutions that help patients with PTSD
and SMI by treating health inequalities including
stable housing and job opportunities and societal
recovery.

c. The leadership of policymakers maintains
essential functions regarding the financing
alongside the regulatory authority of mental health
programs. The involvement of policymakers enables
research discoveries to create evidence-based
policy changes which include enhanced trauma-
informed training support as well as additional
community-based psychiatric care services and
protective legislation for vulnerable groups.

¢ Quantitative Approach:

The quantitative research methodology enables
accurate assessment of PTSD intensity together
with psychiatric rehabilitation results and mental
healthcare availability. Researchers can track
developments and evaluate treatments along with
creating data-driven interventions through their use
of structured surveys combined with standardized
PTSD assessment tools and continued observation
methods. The section outlines necessary
quantitative research methods for PTSD and
psychiatric rehabilitation which include structured
surveys with validated PTSD scales PCL-5 and CAPS-
5 and longitudinal data collection approaches.

o The measurement of PTSD severity and
psychiatric rehabilitation outcomes along with
psychiatric service accessibility depends on
structured surveys used with standardized
assessment tools: Structured surveys and
standardized assessment tools serve to quantify
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PTSD symptom severity and both outcomes and
available  psychiatric services to measure
individuals. The surveys aim to collect subjective
information about symptoms and treatment
outcomes and service obstacles that affect people
with PTSD who have psychiatric comorbidities.

a. The assessment of key PTSD indicators such as
intrusive thoughts together with emotional
dysregulation and functional impairment and
avoidance behaviors relies on Likert-scale
questionnaires and standardized psychiatric
screening forms within structured surveys.
Researchers can achieve consistent and valid and
reliable measurements of data through their use of
standardized assessment methods. Such surveys
enable researchers to keep track of patient reactions
among different treatment locations as well as
patient demographics and therapy approaches
which produces comprehensive data about
psychiatric rehabilitation models' effectiveness.

b. The evaluation through structured surveys
determines what makes mental health services hard
to access by recognizing waiting periods, insurance
constraints, location imbalances and social stigma
effects. Statistical assessments of patient answers
direct policymakers to optimize health service
delivery alongside better trauma-informed care
structures and resource distribution.

o Researchers establish an accurate assessment of
PTSD symptom expressions and therapeutic
responses by employing two validated scales:
Posttraumatic Stress Disorder Checklist (PCL-5) and
Clinician-Administered PTSD Scale (CAPS-5) [2].
The evaluation of PTSD symptom severity based on
these clinical tools enables both patient progression
tracking as well as treatment effectiveness
assessment throughout multiple periods of time.

a. The PCL-5 functions as a self-administered
assessment tool which evaluates PTSD symptoms
through 20 items that follow DSM-5 diagnostic
standards. The scoring system generates numerical
values which help medical professionals and
researchers track symptom intensity changes
before and during and after psychiatric
rehabilitation programmes. The PCL-5 shows strong
internal consistency (Cronbach’s a = 0.94) and test-
retest reliability which makes it an effective tool for
PTSD evaluation in clinical practise and research.

b. The CAPS-5 functions as a clinician-
administered  diagnostic  instrument  which
measures PTSD symptom frequency and intensity
together with functional impact. The assessment
tool contains 30 structured interview questions
which evaluate patient-reported experiences
together with healthcare provider observations. The
CAPS-5 proves valuable in clinical trials and
longitudinal studies because it provides detailed
symptom measurement for assessing treatment
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response in pharmacological and psychotherapeutic
interventions.

The incorporation of these validated PTSD scales in
research provides statistical strength through
improved diagnosis techniques which leads to
better rehabilitation strategy development.

o The data collection method tracks hospital
admission patterns together with medication
compliance and therapy success rates in patients
who experienced trauma and showed psychiatric
disorders. Longitudinal data tracking offers a
succession of data points which follow PTSD
symptom development alongside treatment
responses and psychiatric treatment effectiveness.
Research success demands continuous monitoring
of hospitalization patterns and medication
adherence as well as therapy performance during
long durations which lets scientists discover
enduring patterns and evaluates intervention
continuance while developing superior
rehabilitation protocols.

a. The assessment of psychiatric treatment
stability depends on hospitalisation rate
measurements.  Hospitalizations that occur
frequently among PTSD patients who have
psychiatric disorders show that outpatient care is
insufficient or patients do not follow their
medication plan or their psychotherapy methods
are not effective [5]. Research outcomes about crisis
management and psychiatric stability can be
evaluated through pre-intervention versus post-
intervention hospitalization rate analysis of trauma-
informed rehabilitation programs.

b. The evaluation of treatment compliance and
pharmacologic effects depends on quantitative
medicine-use data. Patients who have PTSD along
with psychiatric disorders face challenges in
medication adherence because of medication side
effects and cognitive problems and financial
barriers. Longitudinal adherence data obtained
from electronic pill dispensers combined with
pharmacy records and patient self-reports enables
researchers to recognize non-compliance predictors
so they can establish compliance-improving
strategies.

The evaluation of therapy success includes
monitoring PTSD symptom improvement together
with enhancements in occupational functioning as
well as patient-reported health quality throughout
treatment duration. The evaluation of how PTSD
interventions work toward symptom reduction and
better psychosocial functioning relies on statistical
models such as repeated-measures ANOVA
alongside mixed-effects regression analysis for
researchers.
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Data Collection Sources: Interviews and
Questionnaires

1. Semi-Structured Interviews in PTSD and
Severe Mental Illness (SMI) Research

= Interviews with Individuals Diagnosed with
PTSD and Co-Occurring SMI

When using semi-structured interviews researchers
gain detailed qualitative data about the experiences
of PTSD patients who simultaneously struggle with
severe mental illness diagnoses of schizophrenia
and bipolar disorder as well as major depressive
disorder. People diagnosed with PTSD and SMI
experience multiple mental health issues that
involve cognitive problems and emotional
instability as well as increased sensitivity to
trauma-related triggers. Research interviews let
investigators discover how trauma exposure relates
to psychiatric rehabilitation through studies of
symptom evolution patterns and patient coping
methods and health service usage. The research
methods gather information about patients’
psychiatric service experience while also assessing
their understanding of trauma-informed care
methods and treatment obstacles.

= Focus on Trauma History, Barriers to Care,
and Impact of Psychiatric Rehabilitation

The interview questions concentrate on three
essential elements including trauma assessment
and care obstacles and psychiatric rehabilitation
effects. Participants may use trauma history
assessments to explore how traumatic events
affected them both during their onset of PTSD
symptoms and following the events and their
resulting mental health impacts. People with SMI
commonly experience adverse childhood events
together with interpersonal violence and
institutional neglect that worsens their psychiatric
symptoms and makes them more susceptible to
housing instability and social exclusion. The
interviewees share their direct experiences about
the challenges they encounter when trying to access
trauma-informed mental health care because of
extended wait periods and financial limitations and
professional shortages and social stigma. Patients
frequently describe their unfavourable healthcare
experiences because their PTSD symptoms get
overlooked by doctors who focus on their main
psychiatric disorders. The testimonials reveal
multiple service delivery limitations and validate
the requirement for united healthcare solutions and
policy changes for psychiatric rehabilitation
accessibility. Psychiatric rehabilitation produces
substantial effects on patients' recovery process
which represents another essential element. The
interview subjects describe how supportive
housing programmes together with peer support
networks and therapy interventions affect their
ability to handle PTSD and co-occurring disorders.
People who participate in structured psychiatric
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rehabilitation programs with case management
receive better outcomes and decrease their need for
psychiatric hospital admission according to
research.

= Mental Health Professionals' Insights into
Treatment Challenges and Trauma-Informed
Interventions

Mental health professionals who include
psychiatrists and psychologists and social workers
and psychiatric nurses provide essential insights
about treatment obstacles and trauma care
deficiencies as well as trauma-informed
intervention effectiveness. Their expertise provides
essential context about how patients experience
their care within the framework of systemic
problems which include staffing shortages and
inadequate funding for trauma therapy and
insufficient teamwork between professionals. The
field requires better training for clinicians in
trauma-informed practises as well as early PTSD
screening methods for SMI patients and combined
therapeutic methods. The integration of trauma-
focused psychotherapy with medication-based
treatment plans proves difficult for professionals
because patients with SMI commonly face issues
with treatment adherence and cognitive limitations
and severe emotional instability. The research
findings help develop specific interventions which
work to unite trauma care with psychiatric
rehabilitation to deliver comprehensive treatment
plans to patients.

2. Structured Questionnaires in PTSD and
Psychiatric Rehabilitation Research

= Distribution of Questionnaires Among
Individuals in Community Mental Health
Programs

The structured questionnaire system serves as a
vital tool for measuring PTSD symptoms together
with social functioning and rehabilitation progress
in patients who receive mental health care through
community programmes. Standardised assessment
tools generate quantitative results which mental
health professionals use to measure treatment
success and symptom intensity and functional
recovery in trauma-affected patients who also have
severe mental illnesses (SMI) including
schizophrenia and bipolar disorder and major
depressive disorder. Research teams can collect vital
information about trauma effects on mental stability
and interpersonal relationships and long-term
housing and employment prospects by sending
questionnaires to  psychiatric rehabilitation
programme patients. The collection of longitudinal
data through structured surveys enables experts to
monitor patient progress across time which leads to
enhancement of treatment approaches and
development of evidence-based policies for
community-based care systems.
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= Use of Standardized Scales for PTSD and
Recovery Assessment

The assessment of PTSD needs reliable and valid
measurement which is achieved through structured
questionnaires that implement  validated
psychiatric measurement tools. Psychiatric
rehabilitation patients receive assessment through
the Global Assessment of Functioning (GAF) Scale
because it measures their mental stability and
capacity to function socially. The GAF scale enables
clinicians to evaluate how mental health symptoms
disrupt occupational and psychosocial functioning
in patients. Two sets of assessment scales known as
Resilience and Coping scales help determine the
recovery patterns of people who experienced
traumatic events. The evaluation tools assess
psychological resilience alongside adaptive coping
methods and stress management techniques
because these elements are essential for PTSD and
SMI patients during their return to society.
Assessments of resilience serve to enable mental
health professionals who can create specific
treatments for improving coping abilities and
emotional management systems and generate
better long-term therapeutic achievements.

= Collection of Demographic and Social
Determinants Data

The structured questionnaires help professionals
gather data about patient demographics along with
information about housing security and
employment standing and medication usage to
better understand factors that impact PTSD
recovery. The combination of homelessness and
financial instability and unemployment and non-
compliance with medication leads to deteriorating
PTSD symptoms and higher rates of psychiatric
hospitalizations. The incorporation of
socioeconomic data points into research enables
mental health professionals to detect administrative
restrictions and establish specific solutions for
preserving both mental health recovery and housing
permanency.

Ethical Considerations in PTSD and Psychiatric
Rehabilitation Research

Informed Consent and Voluntary Participation
The ethical demand for informed consent stands as
a primary requirement when conducting research
on human participants who have PTSD and SMI. All
participants need to receive complete information
about the study's objectives together with its
operational steps and possible hazards and
advantages before they can give their consent. The
consent process enables free participation and
provides participants with the right to leave the
study whenever they want with no adverse effects.
Researchers need to provide essential information
about study protocols through culturally aware
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communications to vulnerable populations as part
of maintaining both participant autonomy and
rights.

Confidentiality and Data Protection

The study safeguards participant privacy through
implemented protocols which match IRB standards
and Helsinki Declaration ethical protocols. The
protection of participant data occurs through two
methods: anonymizing data and encrypting
electronic records and using secure storage systems
for physical documents. The need for strict
confidentiality exists to protect participants who
face stigma from PTSD and SMI because it creates a
safe environment for sharing sensitive mental
health information.

Trauma-Sensitive Research Practices

Research studies with trauma-exposed participants
need trauma-sensitive research methods to prevent
re-traumatization of participants. The researcher
should employ non-aggressive interview designs
alongside emotional assistance resources together
with optional withdrawal or suspension choices if
participants feel overwhelmed. Specialized trauma-
informed care training becomes mandatory for
researchers to build research environments which
provide participants full ethical support and safety.

RESULTS AND DISCUSSIONS

Results:
Table 1. Distribution of PTSD Severity in

Individuals with SMI

S. No. PTSD Severity | Number of
Level Individuals

1. Mild 45

2. Moderate 78

3. Severe 92

80

60

40

Number of Individuals

20

Mild Moderate Severe
PTSD Severity Level

Fig 1. Distribution of PTSD Severity in
individuals with SMI

The bar chart shows how PTSD severity affects
individuals who have Serious Mental Illness (SMI)
(Table 1). The bar chart shows the severity levels of
PTSD through different coloured bars to make them
easy to understand (Figure 1).
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e The blue section shows mild PTSD symptoms
which affect fewer patients than other groups.
People in this category need both outpatient
treatment and skills to help them cope with their
PTSD symptoms.

e The orange-coloured section represents a
substantial number of patients who fall under the
moderate PTSD category. People with moderate
PTSD symptoms need structured psychiatric
interventions that combine psychotherapy with
medication because their symptoms disrupt daily
functioning.

e The red section indicates severe PTSD which
contains the largest number of patients. People with
severe PTSD symptoms who also have SMI
experience intense distress and need frequent
hospital care and struggle with rehabilitation
efforts. This population needs comprehensive
trauma-informed treatment at an intense level.

Table 2. Hospitalization Rates Before and After
Psychiatric Rehabilitation

S.No. Hospitalization
Phase Rate (%)

1. Before
Rehabilitation 65

2. After
Rehabilitation 28

65

60

55

50

45

40

Hospitalization Rate (%)

35

30

.
Before Rehabilitation After Rehabilitation

Phase

Fig 2. Hospitalization Rates Before and After
Psychiatric Rehabilitation

The hospitalisation rates before and after
psychiatric rehabilitation appear in Figure 2 to show
how structured mental health interventions affect
patient outcomes (Table 2).

e The hospitalisation rate stands at 65% before
rehabilitation shows that patients frequently need
psychiatric hospital admissions because of their
severe symptoms and insufficient community
support and inadequate coping skills.

e Psychiatric rehabilitation programmes show
their effectiveness through hospitalisation rates
which decrease from 65% before rehabilitation to
25% afterward. The combination of trauma-based
treatment with medication control alongside
therapy and social integration services produces
enhanced mental health conditions.
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Table 3. Barriers to PTSD Treatment

Accessibili

S.No. Percentage of

Barriers Respondents (%)
1. Stigma 42
2. Lack of Trained

Professionals 35
3. Limited Funding | 50
4, Geographic

Barriers 28
Geographic Barriers

18.1%
Limited Funding
32.3%
Stigma 27.1%
22.6%

Lack of Trained Professionals

Fig 3. Barriers to PTSD Treatment Accessibility

The provided pie chart demonstrates the main
obstacles that prevent people from accessing PTSD
treatment through four primary challenges
including funding shortages and insufficient trained
professionals and stigma and geographic limitations
(Table 3). The chart segments show the distribution
percentages of these obstacles to demonstrate their
influence on care accessibility (Figure 3).

1. Limited Funding (32.3%) Financial constraints
create the biggest challenge to obtaining PTSD
treatment. The shortage of available funding
prevents mental health services growth and reduces
access to PTSD specialty programs as well as
treatment methods and recovery centers. PTSD
limits research development as well as professional
learning opportunities and the ability to properly
integrate trauma-sensitive practices in psychiatric
departments. Long waiting times along with
insufficient facilities alongside limited access to
evidence-based treatment approaches of cognitive-
behavioral therapy and medication-assisted
interventions emerge because of inadequate
financial backing.

2. Stigma (27.1%) Social prejudices about PTSD
and mental health disorders stop people from
getting proper treatment at the right time. The fear
of discrimination and social exclusion and being
labelled prevents numerous people from seeking
mental health services. Healthcare providers often
carry unconscious biases that negatively impact
their treatment of PTSD patients. The barriers will
fade only through collective efforts to destroy

Expert Opinion Article

stigma and through educational campaigns that
touch whole communities and through changes to
relevant policies.

3. Lack of Trained Professionals (22.6%)
Professional shortages in mental healthcare that
focus on trauma-informed treatments create a
major obstacle in treating trauma victims. Settings
within psychiatric healthcare fail to employ
clinicians who have proper training for treating
PTSD diagnosis along with co-occurring disorders
and complex trauma exposure cases. The
insufficient expertise leads to wrong diagnoses and
improper treatment approaches that result in
inadequate rehabilitation results. The shortage of
trained professionals working with trauma patients
would decrease if medical educational institutions
increase trauma-focused programs and mental
health practitioners receive additional professional
development opportunities.

4. Geographic Barriers (18.1%) Information about
geographic distance creates obstacles in obtaining
PTSD treatment because rural areas and locations
without enough resources have limited access to
specialists. People with PTSD often face difficulties
accessing specialised care because mental health
clinics are scarce in their reachable areas.
Transportation problems together with the
shortage of digital medical resources and unequal
healthcare financial backing across areas increase
access barriers to treatment. The gap between
mental healthcare providers and patients could be
filled through telemedicine solutions together with
mobile mental health services.

Discussions

Research results show PTSD strongly affects those
diagnosed with Severe Mental Illness (SMI) and
demonstrate an immediate requirement for
trauma-sensitive practices within psychiatric
rehabilitation services. The study results show that
PTSD severity affects SMI patients to a greater
extent because many patients exhibit moderate to
severe PTSD symptoms. Psychiatric distress
intensifies because of these symptoms which results
in higher hospital admissions and medication non-
compliance and poor treatment results. Research
confirms that people with schizophrenia and
bipolar disorder and those with major depressive
disorder and psychotic features face increased risk
of PTSD development because they experience
higher rates of abuse and violence and
homelessness. The main obstacle to treating PTSD
in psychiatric rehabilitation programmes stems
from the inadequate detection and insufficient
treatment of trauma symptoms. Mental health
treatments which use traditional methods mainly
treat psychotic or mood symptoms yet avoid
recognizing trauma as an essential cause for
worsening disease conditions. The study
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demonstrates that SMI patients should receive
regular PTSD symptom screenings to enable prompt
intervention which leads to better outcomes. TF-
CBT and EMDR represent evidence-based
treatments which effectively reduce PTSD
symptoms together with enhancing functional
capabilities of this population. These evidence-
based interventions remain out of reach because of
three main systematic obstacles such as insufficient
funding and inadequate trained professionals and
the current fragmented care system. The research
demonstrates that psychiatric rehabilitation needs
trauma-informed care (TIC) principles embedded
into its clinical structures. This approach combines
risk management practices with a foundation based
on trust and collaborative action which empowers
individuals in mental health trauma-facing
environments thus establishing a complete method
for trauma treatment in health care settings. The
implementation of TIC produces better patient
involvement while decreasing psychiatric hospital
admissions and boosting treatment adherence
rates. The widespread implementation of TIC faces
obstacles from professional training standards and
traditional psychiatric setting resistance along with
social stigma.

The adoption of TIC requires policy changes with
additional funding for training programs linked to
better psychiatric and trauma-focused service
collaboration. The research shows that psychiatric
rehabilitation programmes lead to reduced
hospitalisation rates because structured mental
health interventions effectively stabilise patients
who have PTSD and SMI. Such reductions prove
most common in treatment approaches that adopt
trauma-informed practices yet establish the
requirement of uniting separate treatment models.
Community-based mental health programmes serve
as essential providers of continuous accessible care
for patients who have PTSD and SMI. The problem
of mental health service inequalities between
geographic areas along with financial barriers
stands as primary barriers to delivering equal care.
Telehealth programs along with mobile services
should expand as essential tools for crossing service
delivery gaps which enhance patient access to
trauma specialists.

CONCLUSION

Psychiatric rehabilitation programs need to
implement trauma-informed care because it helps
treat patients who possess PTSD and SMI. PTSD
which frequently occurs alongside schizophrenia
and bipolar disorder and major depressive disorder
creates more severe symptoms and worsens
functional problems and makes treatment less
effective. PTSD exists at high levels in psychiatric
facilities but remains difficult to detect and treat
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properly because diagnoses are complicated and
trauma-focused care is limited and mental health
systems present barriers to care. Community
mental health programs need to transition towards
a new approach which focuses on trauma-sensitive
programs to meet the needs of patients from safety
to full recovery and extended rehabilitation
services. This research demonstrates that
psychiatric care requires immediate trauma
screening and intervention practises. Standardized
psychiatric evaluations need to include regular use
of assessment tools such as the CAPS-5 and PCL-5 to
achieve proper trauma diagnosis before developing
personalized treatment plans. Evidence-based PTSD
treatments TF-CBT, EMDR and PE used within
psychiatric rehabilitation programs enhance the
effectiveness of treatment when incorporated into
clinical practices. The interventions show strong
effectiveness in decreasing PTSD symptoms and
enhancing psychiatric stability when they are
modified to address the cognitive and emotional
requirements of people with SMI. This research
study reveals that the main challenge exists in the
fragmented nature of mental health services that
separates PTSD treatment from standard
psychiatric rehabilitation.

The fragmented care system results in
unpredictable treatment results and elevated
hospital admissions and worsens disability levels
for patients with dual disorders. A collaborative care
structure which combines psychiatrists with
psychologists and social workers and peer support
specialists should be implemented to address this
gap. Multiple healthcare professionals can work
jointly to deliver well-coordinated medical care
which combines trauma-oriented therapy with drug
therapy and education and accommodation
resources to maintain long-term stability and help
individuals return to their community. The
accessibility of PTSD treatment faces multiple
substantial challenges including stigma and
insufficient trained professionals and funding and
geographical location differences. Both public and
professional stigma create barriers to timely
treatment for individuals who have PTSD and SMI.
Educational initiatives aimed at trauma-informed
mental health care should be expanded throughout
professional training programs because they
provide essential skills and knowledge needed to
treat PTSD properly among those with psychiatric
conditions. Policy reforms together with increased
funding play a vital role in developing trauma-
sensitive interventions which need to be accessible
across all mental healthcare locations especially
those that primarily treat PTSD and SMI patients
outside institutions. Technology serves as an
important element which charts new directions in
PTSD treatment management. Digital platforms for
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telehealth and distributed cognitive behavioral
therapy (CBT) as well as artificial intelligence-based
mental health interventions enable larger patient
access to trauma-based treatment especially in
areas that lack access to mental health services.
Research focusing on how well digital therapeutic
systems and remote PTSD treatments work should
be conducted to demonstrate their usefulness in
psychiatric treatment services and community
mental healthcare programs. Future mental health
services need to implement complete trauma-
informed policies which will improve patient results
while helping healthcare providers provide both
effective and compassionate care. Organisations
should implement structured trauma-informed
workplace initiatives to protect their mental health
workers from secondary trauma and burnout.
National mental health policy should include
mandatory trauma screening protocols together
with full insurance coverage for PTSD treatments
and trauma-centered mental health standards in all
mental health frameworks.
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