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• Trauma is strongly related to psychosis and other psychological symptom constructs.
• The specificity of the trauma and psychosis relation is unclear.
• Comparisons are made between trauma and psychosis versus other comorbid symptoms.
• Mechanisms specific to the trauma and psychosis relationship are proposed.
• Trauma likely interacts with other risk factors in generating psychosis outcomes.
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Traumatic life events have been robustly associated with various psychosis outcomes, including increased risk of
psychotic disorders, the prodromeof psychosis, and dimensionalmeasures of psychotic symptoms, such as atten-
uated positive psychotic symptoms. However, trauma exposure has been linked to various mental disorders;
therefore, the specificity of trauma exposure to psychosis remains unclear. This review focuses on two
understudied areas of the trauma and psychosis literature: 1) the specificity between trauma and psychosis in
relation to other disorders that often result post-trauma, and 2) proposedmechanisms that uniquely link trauma
to psychosis. We begin by discussing the underlying connection between trauma exposure and the entire psy-
chosis spectrumwith a focus on the influence of trauma type and specific psychotic symptoms.We then consider
how the principles ofmultifinality and equifinality can be useful in elucidating the trauma-psychosis relationship
versus the trauma-other disorder relationship. Next, we discuss several cognitive and neurobiological mecha-
nisms that might uniquely account for the association between trauma and psychosis, as well as the role of gen-
der. Lastly, we review important methodological issues that complicate the research on trauma and psychosis,
ending with clinical implications for the field.
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1. Traumatic life events as a risk factor for psychosis: the underlying
relationship

Studies yield consistentfindings that traumatic life events (TLEs) are
one of the most robust environmental risk factors for the development
of psychosis (Bendall, Alvarez-Jimenez, Nelson, & McGorry, 2013a;
Varese et al., 2012a). Overall odds of developing a psychotic disorder
or positive psychotic symptoms in adolescents and adults with TLE his-
tories ranges between 2.78 and 11.50, depending on the studymethod-
ology or TLE type (Janssen et al., 2004; Varese et al., 2012a). Individuals
with psychotic disorders are also significantly more likely to report TLE
histories than controls or their siblings, indicating that differences in TLE
exposure may yield discordance in psychotic diagnoses (van Dam et al.,
2014a). Further, methodologically rigorous clinical and general popula-
tion studies find medium to large effect sizes and dose-response rela-
tionships for TLEs and psychosis, such that risk for psychotic disorders
or symptoms increases substantially for each additional adversity
(Janssen et al., 2004; Matheson, Shepherd, Pinchbeck, Laurens, & Carr,
2012; Thompson et al., 2009; Trauelsen et al., 2015).

There is also evidence that TLEs temporally precede the onset of psy-
chosis, as longitudinal studies find TLEs predict psychotic symptoms
(Arseneault et al., 2011; Mackie, Castellanos-Ryan, & Conrod, 2011)
and that discontinuation of abuse predicts a significant reduction in psy-
chotic experiences (Kelleher et al., 2013). Similarly, individuals
experiencing psychosis with TLE histories compared to those with no
TLE histories present with higher rates of psychotic symptoms, comor-
bid disorders, cognitive deficits, and treatment resistance, aswell as ear-
lier and more frequent hospitalizations (Hassan & De Luca, 2015;
Schenkel, Spaulding, DiLillo, & Silverstein, 2005). The strength of the
TLEs and psychosis association is underscored by findings that this rela-
tionship persists despite the addition of the following potential covari-
ates: familial psychiatric history, psychiatric comorbidities, cannabis
use, genetic risk, ethnicity, and education level, suggesting that TLEs
are at least in part independent from these variables (Bendall et al.,
2013a; Fisher et al., 2014a; Janssen et al., 2004; Kelleher et al., 2008).

A series of studies, including prospective longitudinal studies, have
consistently substantiated the relationship between TLEs and the entire
continuum of psychosis (Elklit & Shevlin, 2010; Shevlin, Dorahy, &
Adamson, 2007), clinical high risk (CHR) for psychosis (Addington
et al., 2013; Bechdolf et al., 2010; Thompson et al., 2009), and subclinical
psychosis (Arseneault et al., 2011; Kelleher et al., 2013; Mackie et al.,
2011). Despite findings linking TLEs to psychosis, TLEs also have been
associated with other mental disorders (Green et al., 2010;
McLaughlin et al., 2010), although these large comorbidity studies did
not include assessment of psychotic or personality disorders. These
studies also yield minimal diagnostic specificity for the onset or persis-
tence of one disorder versus another given a TLE history. The disorders
most strongly linked to TLEs (i.e., mood, anxiety, and substance use and
borderline personality disorders) also are comorbid with psychotic dis-
orders (Buckley, Miller, Lehrer, & Castle, 2009). Collectively, these
findings underscore the diagnostic complexity connected to trauma se-
quelae, the importance of adjusting for co-occurring symptomatology
when exploring the impact TLEs have on mental health, and the need
for delineating why, given a TLE history, an individual may develop
one disorder versus another. Therefore, it remains unclear how TLEs
specifically increase risk for psychotic disorders and symptoms.

This review is intended to 1) differentiate the associations between
TLEs and three psychosis outcomes from the associations between TLEs
and other disorders (i.e., mood, trauma and stressor, substance use, and
personality), and 2) identify the potential mechanisms specifically in-
volved in the TLE-psychosis spectrum relation. In this article, we review
the role of TLEs as a risk factor for psychosis, the specificity of the trau-
ma – psychosis association in relation to other disorders also related to
TLEs, and potential mechanisms that may uniquely link trauma to
psychosis.

2. Methodology

Controversy exists about how to define psychological trauma both
clinically and empirically (Weathers & Keane, 2007). Traditionally,
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