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Opinion statement

Posttraumatic stress disorder (PTSD) and substance use disorder (SUD) frequently co-
occur. Existent evidence suggests that SUD often develops in reaction to PTSD symptoms,
as individuals attempt to Bself-medicate^ their PTSD symptoms. Once the SUD develops,
the disorders establish a bi-directional loop, with PTSD driving further substance use
behaviors, and the SUD symptoms mirroring and reinforcing symptoms of PTSD. Once this
bi-directional cycle is locked in, the disorders become more resistant to treatment and
result in poorer prognoses and worse health outcomes versus having only one of these
disorders. Traditional approaches to treatment of co-occurring PTSD and SUD have in-
volved segregated and sequential treatment models. Normally, this involves treatments
focused first on the SUD followed by a referral to different providers to address the PTSD.
This traditional sequential and segregated treatment model presents several challenges to
patients and treatment providers and may unintentionally contribute to the poorer
prognosis observed in individuals with co-occurring PTSD-SUD. There are now state-of-
the-art treatment approaches that focus on simultaneously treating PTSD and SUD.
Psychotherapeutic protocols are available to simultaneously treat PTSD and SUD. Findings
show that psychotherapies that simultaneously address PTSD and SUD show superior
outcomes in reducing PTSD versus SUD treatment as usual. Recent studies also support
the efficacy of several medications, including sertraline, naltrexone, and prazosin in
treating co-occurring PTSD-SUD. Although treatments are shown to produce benefits to
either reduce PTSD or improve SUD outcomes, no psychotherapeutic treatment,
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psychopharmacologic treatment, or combination thereof is shown to produce greater
benefits versus SUD treatment as usual for simultaneously reducing both PTSD symptoms
and improving SUD outcomes. The current research suggests that clinicians should
consider simultaneous treatment approaches for co-occurring PTSD and SUD.

Introduction

More than 50 % of the US population will experience a
traumatic event during their lifetime [1]. Prevalence es-
timates indicate that 5–30 % of individuals who experi-
ence traumatic events will develop posttraumatic stress
disorder (PTSD) [1–3]. To qualify for diagnosis of PTSD,
individuals must have personally experienced or
witnessed an event that involves actual or threatened
serious injury, death, or sexual violence, or have learned
that a close friend or close relative was exposed to vio-
lent or accident-related trauma. In addition, individuals
must have the following symptoms for a period of at
least 1 month, resulting in significant distress or inter-
ference with their daily functioning: persistent intrusive
symptoms reminiscent of the trauma, avoidance of in-
ternal (e.g., memories, emotions) or external (e.g., situ-
ations, people activities) reminders of the trauma, neg-
ative changes in thoughts and mood resultant from the
trauma, and increased arousal and reactivity following
the trauma [4].

Prevalence of lifetime co-occurrence of psychiatric
disorders is 88 % for men with PTSD and 79 % for

women with PTSD [3]. Among men with PTSD,
53 % will develop alcohol use disorder during their
lifetime, making alcohol use disorder the highest co-
occurring lifetime psychiatric disorder among men
with PTSD. Other drug use disorders are also com-
mon among men with PTSD, with 34 % having a
lifetime drug use disorder. In comparison to men,
women with PTSD have lower prevalence of sub-
stance use disorder (SUD), although the co-
occurrence of SUD for women with PTSD is still
common. Specifically, 34 % of women with PTSD
have lifetime co-occurring alcohol use disorder, and
15 % have lifetime co-occurring drug use disorder
[3]. Prevalence of PTSD among individuals with
SUD is shown to range from 8 % of individuals with
SUD in the general population to 43 % among pa-
tients in inpatient SUD treatment [5]. These
population-based prevalence data show that co-
occurring SUD-PTSD is a common issue that may
be encountered by providers who treat patients with
PTSD or SUD.

What explains the co-occurrence of PTSD and SUD?

The self-medication hypothesis has been proposed to explain the relationship
between PTSD and SUD. According to this model, PTSD is thought to develop
prior to the SUD, and the substance use behaviors become a reactionary and
dysfunctional way to Bself-medicate^ PTSD symptoms [6, 7]. The effort to use
alcohol or drugs to self-medicate symptoms is consistent with PTSD avoidance
behaviors in that individuals are attempting to escape from the aversive intru-
sive and hyperarousal symptoms that accompany the disorder. Following
behavioral learning principles, alcohol or drug use is hypothesized to be neg-
atively reinforcing in that substance use provides short-term, immediate relief
from PTSD symptoms. Consistent with this hypothesis, military veterans with
PTSD report that they are motivated to use alcohol in an effect to cope with
PTSD intrusion and hyperarousal symptoms [8]. The potent but short-term
negative reinforcement from alcohol and drugs may lead these individuals to
begin to increase their substance use to try to cope with the persistent PTSD
symptoms. SUD then develops as the individuals began to experience negative
consequences and symptoms associated with their alcohol or drug use.
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In addition to psychological mechanisms explaining the co-occurrence of
PTSD and SUD, large-scale studies of monozygotic and dizygotic twins dem-
onstrate that a combination of environmental and genetic factors play impor-
tant roles [9–11]. Relative to genetic factors, environmental factors appear to
explain more of the co-occurrence of PTSD and SUD [10]. Among Vietnam
combat veterans, the linkage between combat exposure and later alcohol mis-
use was found to be entirely explained by genetic and environmental vulnera-
bilities associated with PTSD [10]. This suggests that genetic and environmental
underpinnings of PTSD appear to be the key ingredient for why these individ-
uals develop SUD following combat. Finally, large-scale, longitudinal research
has supported the self-medication hypothesis by showing that the onset of
PTSD precedes onset of SUD, and the relationship between prior traumatic
events and SUD is explained by the introduction of PTSD [12]. These findings
suggest that it may be important to effectively treat PTSD in order to improve
substance use outcomes among individuals with co-occurring PTSD and SUD.

How does co-occurring PTSD and SUD impact treatment?

The co-occurrence of PTSD with SUD is associated with more substance-related
problems and worse physical health outcomes. Individuals with SUD and co-
occurring PTSD relapse to alcohol or drugs more quickly than those with SUD
who do not have co-occurring PTSD [13•]. In comparison to those with SUD
but without PTSD, individuals with co-occurring SUD and PTSD have lower
rates of remission from SUD and higher ongoing negative consequences of their
substance use [14]. Also, co-occurring SUD and PTSD is associated with worse
physical health outcomes versus having SUD without PTSD [15] or PTSD
without SUD [16].

Clinician perceptions and common practices in addressing
co-occurring PTSD and SUD

Not only are patients with co-occurring PTSD and SUD shown to exhibit worse
outcomes on clinical measures, but clinicians also view them as more difficult to
treat. Clinicians rate patients with PTSD and SUD as more difficult to treat versus
patients with PTSD only or SUDonly [17, 18]. Some of the reasons that clinicians
view these patients as being particularly difficult to treat include occurrence of
self-harm behaviors (e.g., suicidal behaviors) and potential for violence [17, 18].
In addition, clinicians report that they perceive that these patients require a high
amount of case management needs and higher levels of care [17, 18].

Despite the high co-occurrence rate between PTSD and SUD [3], only about
half of SUD treatment providers routinely screen for PTSD [14]. If SUD providers
do screen for PTSD, it is rare that they use validated screening measures, and
almost none use validated, structured clinical interviews to assess for PTSD
diagnosis [14]. It is obvious then from these data that approximately half of the
patients with PTSD who are being treated in SUD clinics do not get treatments
that directly addresses their PTSD. Since SUD patients with untreated PTSD may
bemotivated to use substances to self-medicate their symptoms [6–8], the failure
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to receive PTSD-focused treatment for these patients likely contributes to the poor
treatment outcomes that has been shown to occur in this population.

Among SUD patients who are determined to have probable PTSD, it is
unusual that these patients are treated for their PTSD within the SUD treatment
program. Studies have revealed that fewer than 20 % of SUD clinicians provide
PTSD treatment to their patients who are shown to have probable PTSD [14]. The
more common scenario is for SUD treatment providers to refer these patients to
another clinic for PTSD-focused treatment. Survey data show that between 40
and 60 % of SUD treatment providers routinely refer patients with co-occurring
PTSD and SUD for PTSD-focused treatment [14].

In looking at the practices of clinicians who are working in PTSD or general
mental health treatment settings, the majority of treatment providers report that
they screen for SUD [16]. SUD has historically been considered to be a rule out
for PTSD-focused treatments [19], and clinicians have commonly perceived that
patients need to obtain abstinence from substances prior to starting PTSD treat-
ment [17]. Therefore, patients may be referred to a SUD treatment program to
address their substance use behaviors with the plan of stabilizing their addiction
before PTSD-focused treatment is started.

The practice of segregated PTSD and SUD treatment (i.e., treatment being
done by separate clinicians in separate clinics) and sequential PTSD and SUD
treatment (i.e., SUD treatment first followed by PTSD treatment) may create
several challenges to the patient and contribute to the difficulty in treating these
conditions. One challenge for clinicians who are treating patients in a segregated
treatment setting can be communication around patient care. As noted earlier,
clinicians view patients with co-occurring PTSD and SUD as requiring a higher
degree of casemanagement and higher level of care versus patientswho have only
one of these conditions [17, 18]. The higher degree of case management and
intensity of treatment that is thought to be required for these patients becomes
especially challenging when clinicians are trying to coordinate care with others
that are not within their program. This division of clinical responsibility can also
create scenarios in which clinicians are giving patients different advice about the
recommended course of treatment. For example, SUD providers may recom-
mend that to the patient that he or she should achieve a set period of sobriety
before engaging in trauma-focused treatment for PTSD, in order to remain
focused on his or her substance use recovery and to avoid the emotional chal-
lenge of such treatment too early in the recovery process. Themessage being given
to the patient by the PTSD treatment providermay go directly against that advice,
and the PTSD treatment provider may be encouraging of the patient to start
trauma-focused treatment for PTSD as soon as possible in order not to enable
PTSD avoidance symptoms and to quickly gain relief from the PTSD symptoms.
Given the evidence that patients with PTSD and SUD are motivated to use
substances to self-medicate their PTSD symptoms [6–8], patients who
receive sequential treatment (SUD first then referral to PTSD treatment)
may be more prone to relapse to substances during the course of SUD
treatment [13•]. Ongoing relapses for these patients then leads them to
remain in the SUD treatment program, thereby creating a barrier for their
referral to PTSD treatment. Given these potential problems that are created
by sequential and segregated treatment models, treatments that simulta-
neously address PTSD and SUD have been developed and are worth
considering in clinical practice.
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Integrated psychotherapies for co-occurring PTSD and SUD

Instead of sequentially treating SUD first and then later treating PTSD, inte-
grated psychotherapies have been developed to simultaneously address PTSD
and SUD. Most of the research in integrated treatments for PTSD and SUD has
been on psychotherapies that are Bpresent-centered,^meaning that they do not
involve processing past trauma memories or directly addressing thoughts or
emotions that are related to the past traumas. Present-centered psychotherapies
include psychoeducation about PTSD and SUD and teaching skills in order to
help individuals to stabilize symptoms and improve their coping capabilities.
The present-centered psychotherapy for PTSD-SUD with the most research to
date is Seeking Safety [19]. Seeking Safety is a structured treatment that targets
both PTSD and SUD by teaching a range of coping skills that target PTSD
symptoms and SUD-related problems. In randomized clinical trials that have
compared Seeking Safety to other SUD or psychoeducational interventions,
some studies showed better improvements in PTSD for those who received
Seeking Safety [19]. The majority of studies have not found Seeking Safety to
superior to treatment as usual on SUD outcomes [19].

Although certain studies have shown benefits for Seeking Safety and other
present-centered therapies for improving PTSD symptoms among those with
co-occurring PTSD and SUD, a recent meta-analysis found little combined
evidence for superiority of these treatments versus standard of care or
psychoeducational interventions [20•]. Seeking Safety and other present-
centered therapies were not found to have significant benefits versus treatment
as usual/minimal intervention on PTSD outcomes [20•]. Seeking Safety but no
other present-centered therapies produced better initial SUD outcomes at
posttreatment. However, the superiority of Seeking Safety on SUD outcomes
was not maintained at later follow-up periods.

Integrated, trauma-focused psychotherapies have been developed for ad-
dressing SUD-PTSD co-occurrence. These trauma-focused therapies differ from
present-centered therapies in that they focus on reducing PTSD symptoms by
helping patients to confront and process their traumatic memories, challenge
trauma-related thoughts, and reduce avoidance behaviors that are thought to
maintain PTSD. Like present-centered therapies, trauma-focused psychother-
apies for PTSD-SUD simultaneously include interventions to also help indi-
viduals to reduce problems related to SUD. One example of trauma-focused
psychotherapy for PTSD-SUD is Concurrent Treatment of PTSD and Substance
Use Disorders Using Prolonged Exposure (COPE). COPE combines prolonged
exposure therapy for PTSD [21] with motivational enhancement and cognitive-
behavioral treatment for substance use [22•]. A randomized controlled trial
showed that COPE was superior to treatment as usual for reducing PTSD but
not for reducing the severity of SUD problems [22•]. This finding is consistent
with results from a meta-analysis, which showed that, trauma-focused psycho-
therapies in conjunction with SUD-focused treatment were superior to treat-
ment as usual in reducing PTSD symptoms, but not for reducing SUD problems
[20•]. Finally, results from an open trial pilot study showed that participation in
a trauma-focused, couple-based treatment for co-occurring PTSD and alcohol
use disorder was associated with reduction of PTSD symptoms, alcohol
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consumption, and depression symptoms [23]. In summary, trauma-focused
psychotherapies for co-occurring SUD-PTSD show potential in helping to
reduce PTSD symptoms, but there is not compelling evidence for these psy-
chotherapies to produce better SUD outcomes versus SUD treatment as usual.

Psychopharmacological treatments for co-occurring PTSD and
SUD

Some research shows there is promise for combining psychopharmacological
interventions with PTSD-SUD psychotherapies for individuals with co-
occurring PTSD and alcohol use disorder. A recent randomized clinical trial was
conducted to test the efficacy of sertraline plus Seeking Safety versus placebo
plus Seeking Safety for individuals with co-occurring PTSD and alcohol use
disorder [24•]. The results showed that sertraline plus Seeking Safety was
superior to placebo plus Seeking Safety in reducing PTSD symptoms. However,
the combination of sertraline plus Seeking Safety was not superior to placebo
plus Seeking Safety for reducing alcohol-related problems [24•]. This finding is
not entirely surprising, since there is demonstrated efficacy for sertraline in
treating PTSD [25], whereas the cumulative evidence shows mixed findings for
sertraline in reducing alcohol use behaviors [24•].

Another study examined the efficacy of combining naltrexone with
prolonged exposure therapy among individuals with co-occurring alcohol use
disorder and PTSD [26•]. In this study, individuals were randomly assigned to
receive: (a) prolonged exposure therapy plus naltrexone, (b) prolonged expo-
sure therapy plus placebo, (c) supportive counseling plus naltrexone, or (d)
supportive counseling plus placebo. All conditions showed significant and large
reductions in drinking behaviors and PTSD symptoms. Those who received
naltrexone demonstrated fewer days of alcohol consumption versus those who
received placebo. Prolonged exposure was not superior to supportive counsel-
ing in reducing PTSD symptoms. This finding is somewhat surprising, since
prolonged exposure is shown to be a highly efficacious treatment among
individuals with PTSD who do not exhibit co-occurring SUD [27]. Overall,
these findings suggest that naltrexone has promise in helping to reduce alcohol
consumption among individuals with alcohol use disorder and PTSD, and
present-centered and trauma-focused therapies appear to both produce benefits
in reducing PTSD symptoms in this population.

Finally, a recent study examined the efficacy of prazosin among indi-
viduals with co-occurring PTSD and alcohol use disorder [28]. Although
prazosin has shown to produce benefits for individuals with PTSD who do
not have alcohol use disorder and for individuals with alcohol use disorder
who do not have PTSD, no studies had tested the efficacy of prazosin
among those with co-occurring PTSD and alcohol use disorder. This study
showed that when compared to placebo, prazosin produced lower levels of
alcohol consumption. However, prazosin was not superior to placebo in
reducing PTSD symptoms. Prazosin produced significantly greater
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complaints regarding drowsiness versus placebo. These findings suggest that
prazosin has promise for reducing alcohol consumption but not for reduc-
ing PTSD symptoms among individuals with co-occurring PTSD and alco-
hol use disorder.

Conclusions and future directions

Co-occurring PTSD and SUD are notoriously more difficult to treat than either
condition alone. Fortunately, there are psychotherapies and medications that
are shown to be beneficial in addressing these conditions. These contemporary
PTSD-SUD treatments shift away from sequential and segregated treatment
models, in which PTSD and SUD are separately addressed. Instead current
treatments for co-occurring PTSD and SUD target both disorders simulta-
neously. Controlled studies show that the integrated psychotherapeutic treat-
ment approaches to SUD-PTSD have some advantages versus SUD treatment as
usual in reducing PTSD, particularly when these treatments incorporate trauma-
focused interventions to address dysfunctional cognitions and reduce avoid-
ance behaviors. However, these integrated PTSD-SUD psychotherapies are not
superior to SUD treatment as usual or psychoeducational interventions for
reducing SUD-related problems. It is important to note that SUD treatment as
usual or psychoeducational interventions are associated with improvements in
SUD outcomes among individuals who have co-occurring PTSD-SUD. None-
theless, this suggests that there is a need to develop treatments that will further
improve SUD outcomes among those with co-occurring PTSD-SUD, especially
since this population has worse SUD treatment outcomes and prognosis versus
individuals with SUD who do not have co-occurring PTSD [13•].

Recent studies of psychopharmacological treatments suggest that there is
promise for the efficacy of medications in conjunction with PTSD-SUD psy-
chotherapies. Randomized clinical trials among individuals with PTSD and
alcohol use disorder show that sertraline reduces PTSD symptoms, and nal-
trexone and prazosin reduce alcohol consumption. However, there is a paucity
of research to examine the efficacy of medications for substance use disorders
other than alcohol use disorder. Also, the findings show that certain medica-
tions may be efficacious for either PTSD or SUD but not both. Additional
research is needed to replicate these findings, and further development is
needed for medications that are efficacious for simultaneously treating PTSD
and SUD.
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