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Abstract
Historically, administrators and clinicians have been hesitant to address post-traumatic stress
disorder (PTSD) in the treatment of substance use disorders (SUD). However, research shows that
SUD treatment recruitment and outcomes may be adversely affected if co-occurring PTSD is left
untreated. This article provides guidelines for screening and assessment, treatment services, and
workforce and organizational development that are designed to facilitate integrated PTSD-SUD
treatment. Case examples illustrate necessary precautions and potential benefits of integrating PTSD

and SUD treatment.
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Integrating Post-Traumatic Stress Disorder (PTSD) and Substance Use Disorder (SUD) Treatment

Historically, administrators and clinicians have been hesitant to address post-traumatic stress
disorder (PTSD) in the treatment of substance use disorders (SUD). However, a growing research
literature provides support for integrating PTSD and SUD treatment. PTSD is prevalent among
individuals with SUD (Chilcoat & Menard, 2003; Dansky, Saladin, Brady, Kilpatrick, & Resnick,
1995; Najavits et al., 1998), and SUD are prevalent among adults with PTSD (Chilcoat & Menard,
2003; Jacobsen, Southwick, & Kosten, 2001). Specifically, epidemiologic studies indicate that adults
with SUDs (particularly involving opiates or cocaine) are 2.6 to 10.8 times more likely to have PTSD
than adults who do not have a SUD (Chilcoat & Breslau, 2003). Comparable findings were reported
in epidemiologic studies with adolescents, with alcohol, marijuana, and “hard drug” abuse or
dependence associated with a 1.6 to 2.9 times increased risk of PTSD (Chilcoat & Menard, 2003).
When the focus is shifted to the risk of SUD conferred by PTSD, epidemiologic studies indicate that
adults with PTSD are between 1.4 — 4.5 times more likely to have a SUD (including alcohol or other
drugs) than adults who do not have PTSD (Chilcoat & Menard, 2003). Among adolescents, PTSD is
associated with a 3.2 — 14.1 times greater risk of SUD (Chilcoat & Menard, 2003).

Histories of exposure to traumatic violence, such as physical or sexual assault in childhood, are
common and often lead to PTSD (i.e., 30-59% prevalence) among women with chronic SUD
(Najavits, Weiss, & Shaw, 1997). Recent violence also is prevalent among women with comorbid
PTSD-SUD: more than 50% of women seeking treatment for comorbid PTSD-SUD reported being
exposed and engaging in physically assaultive behavior with a primary partner in the past year, and
and 45% reported being exposed to sexual coercion by a partner (Najavits, Sonn, Walsh & Weiss,
2004). In community epidemiological studies of men and women, traumatic violence was associated
substantially greater risk of developing PTSD (e.g., 46-65%) than other forms of trauma (e.g., non-

violent traumas; 8-20% risk of PTSD) (Chilcoat & Menard, 2003). PTSD and SUD also often co-
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occur after traumatic violence. For example, women in a national survey of crime victims were three
times more likely to have a SUD if they had PTSD than if not (Dansky et al., 1995).

Across both genders and diverse ethnocultural backgrounds, as many as 90% of SUD treatment
recipients report a history of sexual or physical assault, and as many as 59% have PTSD (Chilcoat &
Menard, 2003; Dansky et al., 1996; Najavits et al., 1997). Moreover, comorbid PTSD-SUD may
result from particularly severe trauma exposure and may cause particularly severe PTSD symptom:s.
For example, women seeking SUD treatment who had comorbid PTSD-SUD had more extensive
trauma histories and severe PTSD symptoms (particularly avoidance, emotional numbing, and sleep
difficulties) than women with PTSD only (Saladin, Brady, Dansky, & Kilpatrick, 1995).

Several hypotheses have been advanced to explain why PTSD and SUD co-occur, with the
strongest empirical support accrued by the “self-medication hypothesis” which proposes that SUDs
are the result of attempts by people with PTSD to use substances to cope with PTSD symptoms
such as intrusive memories, hypervigilance, sleep disturbance, irritability, and physical reactivity.
Both epidemiological (Chilcoat & Menard, 2003) and SUD treatment (Stewart & Conrod, 2003)
studies indicate that PTSD more often (i.e., in 53-85% of cases) pre-dat8gD than vice versa, with
only one exception in which eighteen-year olds were slightly more likely (54%) to report that alcohol
dependence preceded PTSD than vice versa (46%) (Giaconia et al., 2000). A prospective study of
primarily white middle-class adults in a health maintenance organization (age 21-35 years) found that
PTSD led to a fourfolohcreased risk of developing SUD independent of the influence of prior
conduct problems or depression, but SUD did notincrease the risk of either exposure to trauma or
developing PTSD (Chilcoat & Menard, 2003, pp. 22-25). The strongest relationship between PTSD
and SUD was with abuse or dependence upon prescription drugs but not street drugs, consistent
with the higher levels of use of prescription drugs versus street drugs by this particular subgroup of

young adults. Similar findings of SUD leading to an increased risk of PTSD (but not of trauma
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exposure per $dave been reported with alcohol and street drugs in studies of women, military
veterans, and disaster victims (Stewart & Conrod, 2003). Thus, SUD may pre-date PTSD, but it is
more likely that SUD develop or are worsened as a result of attempts to cope with PTSD.

PTSD and SUD also may exacerbate and sustain each other over time. Men and women with
alcohol- or cocaine-related SUDs who had PTSD were more likely than those without PTSD to
report a craving for substances if reminded of past trauma or substance use (Saladin et al., 2003).
Accident survivors or women who have been raped were more likely to have persistent PTSD if
they had a prior alcohol disorders than those with no alcohol disorder (Stewart & Conrod, 2003).

Despite these consistent and disturbing findings of PTSD-SUD comorbidity, most adults
receiving SUD treatment are neither evaluated for PTSD nor offered PTSD treatment, or PTSD
services are provided only after lengthy periods of substance use abstinence (Ouimette, et al., 2003).
Yet, adults with co-occurring PTSD and SUD often want to receive treatment for both PTSD and
SUD and to do so in an integrated manner rather than addressing one disorder at a time (Brown,
Read, & Kahler, 2003). Moreover, SUD treatment recruitment, retention (Brown et al., 2003) and
outcomes (Ouimette, Moos, & Finney, 2003; Palacios, Urmann, Newel, & Hamilton, 1999) may be
adversely affected if co-occurring PTSD is undetected and untreated.

On the positive side, PTSD treatment has been shown to reduce not only immediate but also
long-term risk of SUD relapse if provided during the transitional period beginning soon after
discharge from inpatient SUD treatment and during the long-term recovery period (Ouimette,
Moos, & Finney, 2003). While they did not provide integrated PTSD-SUD treatment, Ouimette et
al.’s (2003) findings suggest that SUD and PTSD recovery and treatment are not incompatible—
indeed they may be essential to one another (see also Dansky et al., 1996). Although several models
of PTSD treatment have been empirically validated in the past two decades, most PTSD therapies

have not been adapted to address co-occurring SUD (Ford, Courtois, van der Hart, Nijenhuis, &
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Steele, in press). Recently, however, several integrated PTSD-SUD therapies have been developed
(see Donovan, Padin-Rivera, & Kowaliw, 2001; Ford & Russo, in review; Najavits, 2002; Triffleman,
2003) with promising although preliminary outcome evaluations (Coffey, Dansky & Brady, 2003;
Donovan et al., 2001; Frisman, Ford, & Lin, 2004; Hien, Cohen, Miele, Litt, & Capstick, 2004).

Clinical Strategies for Integrated PTSD-SUD Treatment

Although promising intervention models are in development for integrated PTSD-SUD
treatment, at this early stage in the development of evidence-based practices for integrated PTSD-
SUD treatment clinicians need pragmatic strategies for handling the clinical issues that arise in this
complex endeavor. Shavelson (2001, p. 300) has aptly noted:

I am certain of one thing: When an addict, no matter how together he or she seems, works
vigorously to get into rehab, persists in the program with clear and sincere intentions of
overcoming addiction, and yet still repeatedly relapses to drug use, there is invariably an
additional psychological disturbance underlying that failure to stay clean.”

When PTSD is the “additional psychological disturbance,” the challenge is to treat PTSD
without exacerbating SUD and precipitating relapse or safety crises. We will discuss lessons learned
in the course of implementing (Ford & Russo, in review) and evaluating (Frisman et al., 2004) an
approach to integrated PTSD-SUD treatment called TARGET (Trauma Adaptive Recovery Group
Education and Therapy.” TARGET teaches a sequential skill set for recognizing and managing
PTSD, SUD, and affect dysregulation which is summarized by a readily-remembered acronym:
FREEDOM. For example, the “F” represents the first step in responding effectively to stress
reactions, “focusing.” The focusing step involves three skills, which also are summarized in a simple
and memorable mnemonic, “SOS” (i.e., Sow down, Orient yourself, Self-check your current level of
distress, positive personal control, and urges to engage in maladaptive coping behaviors such as

using substances). TARGET also uses a creative arts exercise in which, over the course of several
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treatment sessions, each client develops, via collage, drawing, poetry, writing, crafts, or music, a
representation of significant life experiences, and the meaning (e.g., feelings, beliefs, goals, changes
in self-concept, hopes, and relationships) that these experiences had then and continue to have now.
We will frame the lessons learned from our work with TARGET in general terms applicable to any
approach to integrated PTSD-SUD treatment. Throughout, we will refer to two composite clinical
scenarios (disguised to ensure confidentiality) as a basis for discussing clinical dilemmas and
potential solutions for clinicians treating co-occurring SUD and PTSD.

Case #1

Susan is a 34-year-old African American woman who began using marijuana and alcohol with
her mother’s encouragement at age 11, while also being prostituted by her mother and her mother’s
boyfriend. Susan has been able to put together three periods of abstinence since the overdose death
of her boyfriend five years ago and when threatened with the loss of her parental rights (of her two
young daughters), but each time she relapsed after a few months. She keeps returning to treatment,
utilizing both inpatient and intensive outpatient levels of care. Susan typically is very reserved and
suspicious, but she has begun to connect with other women in a sobriety support group. Overall,
she has done well in group, but if she talks about her childhood sexual abuse the group leaders tell
her tot wait to deal with trauma until after she has been sober a year. Meanwhile, she is experiencing
nightmares, anxiety and exaggerated startle responses (e.g., “I feel like I'm going to jump out of my
skin”). Susan diligently works on a re-unification plan mandated by the Department of Children and
Families, often visiting her daughters in a foster home. This is Susan’s 5™ admission to outpatient
treatment. She fears another relapse and wonders what to do to break the cycle of partial recovery.

Case # 2

Edward is a 44-year-old Caucasian man who was referred to an outpatient jail diversion program

after being arrested for burglary while high on heroin and crack cocaine. As a child, Edward saw his
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father beat his mother on a regular basis. His mother alternately treated him as her “perfect little
man” or as “having the devil in him, a little monster who never should have been born.” Edward
describes his mother in idealized terms and continues to seek her approval. He also longs to be a
husband and father in a “perfect family.” When he was 15 he began drinking alcohol and quickly
progressed to snorting and shooting heroin, and smoking crack cocaine. Edward witnessed two
friends get killed during a drug deal, but he says, “that’s life on the streets, nothing in the past
bothers me.” Edward is easily angered, has bouts of depression (particularly when relationships are
conflicted) and trusts no one, “except my mother.” He is hypervigilant and has cognitive impairment
consistent with chronic drug use. Edward does not seem to retain or use the skills taught in sobriety
support and anger management groups. He says: “I like group but I don’t remember nothing from
it.” His care coordinator fears a PTSD group will de-stabilize him and precipitate a relapse.

Reconsidering Common Assumptions Concerning the Treatment of Trauma, PTSD, and SUD

A key underlying philosophy of early addiction treatment programs was, “if it don’t itch,
don’t scratch” (White, 1998, p. 2003). Addiction treatment was assumed to work best by
addressing only obvious SUD behavior patterns, because delving into psychological issues was
viewed as colluding with the client’s avoidance of taking responsibility for sobriety or (as in
Edward’s case) as “opening Pandora’s box” and precipitating a relapse. In addition, 12-Step
groups often recommended that no one in early recovery should make major changes for a year
(as in Susan’s case), in order to avoid impulsive or poorly considered life choices. Even in later
stages of recovery, addressing issues other than SUD symptoms often is assumed to interfere
with 12-step recovery or to trigger relapses. Several myths about trauma survivors and PTSD
treatment perpetuate the philosophy of “don’t tell, don’t treat” with co-occurring PTSD-SUD.

A common myth is that prior to attaining sobriety and becoming psychosocially stable, an

individual (such as Susan) is too fragile, impulsive, and reactive to deal with trauma. Another myth



Integrated PTSD SUD Treatment 9

portrays addiction treatment clients such as Edward as feeling re-victimized and falling to pieces if
trauma issues or memories are “opened up.” The corollary to this myth is that trauma recovery
requires dredging up awful feelings and traumatic memories for detailed examination. A third myth
is that sobriety requires a distinct set of commitments and skills which differ fundamentally from
those involved in the treatment of other psychological disorders, including PTSD. A fourth myth is
that traumatic events all are in the past, and therefore there is no need to re-open old wounds and
cause the individual to suffer further distress or to be preoccupied with memories that are better
treated as “water under the bridge.” A final myth is that there is no “cure” for PTSD, so it is best
not to set clients up for failure by giving them hope that treatment can eliminate PTSD.

We propose several alternative views based on the research literature and on observations by
clinicians and case managers who have been trained to conduct an integrated PTSD-SUD treatment.
Recovery from PTSD is complementary with recovery from SUD because recovery from PTSD
involves learning how to deal with unfinished emotional business from trauma without denial and
with personal responsibility (i.e., sobriety). Trauma survivors with PTSD are not “fragile,” but
rather are highly resilient because they have had to develop ways of coping with extreme stressors,
or else they would not be seeking sobriety. Trauma survivors with PTSD have developed highly
reactive stress response systems in their bodies that, if not modified therapeutically, can precipitate
SUD (Jacobsen et al., 2001). With awareness of and skills for managing PTSD symptoms, trauma
survivors such as Susan or Edward may be able to face rather than avoid the symptoms, just as they
manage SUD symptoms by acknowledging them and learning constructive skills to manage them.

Trauma recovery neither requires, nor necessarily includes “dredging up” or repetitively
recalling trauma memories, but instead can be accomplished by helping the survivor to manage and
even gain control over the unwanted trauma memories that are core symptoms of PTSD. Skills for

managing PTSD provide a foundation for trauma survivors to make thoughtful choices about if,
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how, when, and with whom to re-examine trauma memories, so that this is an informed choice
rather than a re-traumatizing or destabilizing experience. When trauma survivors with PTSD are
helped to examine stressful here-and-now experiences and to recognize PTSD symptoms as self-
protective responses (Harris & Fallot, 2001), they can manage unwanted trauma memories like they
manage SUD urges. Susan specifically asked her counselor for help with “flashbacks” to incidents of
sexual abuse, because these intrusive memories often appeared to trigger relapses. Although there is
no way to eradicate memories of traumatic experiences nor any total permanent “cure” for PTSD,
this is no different than for SUD. Most survivors never completely eliminate PTSD symptoms, but
they can reduce the distress caused by these symptoms by learning how to manage them rather than
feeling powerless in the face of unwanted trauma memories and the associated stress reactions. The
solution is not to develop such a “thick skin” that trauma memories are not upsetting, but instead to
learn to deal with trauma memories and PTSD symptoms thoughtfully and effectively. For many
people, full recovery from SUD is not possible without addressing trauma recovery in this manner.

Case #1

Susan introduced herself in her first trauma recovery group by interrupting another group
member and saying, “maybe this isn’t the right group for me because I was raped by my
mother’s boyfriend and then made into a “ho” by them.” She became agitated and said she
needed to leave. One of the group leaders immediately went to sit next to Susan and quietly
reassured Susan that she could be in the group without having to “go back” to those painful
experiences. The leader helped Susan to ground herself and gradually “come back™ from the
dissociative state she had slipped into. Simultaneously, the other group leader softly spoke with
the rest of the group. The counselor let them know that Susan’s pain might be frightening or
disturbing, but the group will be able to help her and themselves by learning new ways to deal

with bad memories so they will not get lost in them. Several group members expressed
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skepticism, e.g., “That’s what they tell you in every group, but it hasn’t helped me yet!” The
group leader acknowledged that members’ past experiences could make this seem impossible,
adding that the group could test this immediately by using a TARGET skill right at that moment
to see if it would be helpful to Susan and to other members. The leader modeled and coached the
group members, with a special emphasis upon Susan, in using the first TARGET skill for trauma
recovery, “Focusing.” Susan and other group members gradually became more present-focused
and calmer, and the group leaders were able to explain why these PTSD reactions occur and how
the FREEDOM skills could help them to re-set a “survival alarm” in their brains.

The group leader helped the group discuss how their intense reactions could be healthy self-
protective responses that their bodies had learned to help them survive terrible experiences.
Susan asked if this meant that she had to talk about the abuse in order to get over these “alarm”
reactions. The group leader clarified that this was not the case, and that group would teach skills
to help them decide when they were ready, and if they needed, to talk about past traumas. When
Susan asked if this meant she had “messed up” by *“saying too much and upsetting the group,” the
group leader responded that this was not a “mess” but instead was a courageous way for her to let
the group know how hard she has been working on her own recovery from very painful past
experiences. The group leader also commented that Susan had used the Focusing skills effectively
right in group, despite just learning them for the first time while having an “alarm” reaction.

The group leaders chose to get to know Susan and other group members better in subsequent
sessions before addressing several possible treatment issues that were raised by Susan’s spontaneous
disclosure of her past sexual abuse. For example, Susan may have been re-playing a personal
“script” of being “exposed” in her past experiences of sexual abuse and forced prostitution. She
also may have been “testing” the leaders and the group by “exposing” them to her traumatic past

and to her intense distress, either to see if they would reject her or to learn if they were strong
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enough to tolerate her intense distress and terrible memories. The group leaders’ use of the
education concepts regarding the body’s alarm system provided a way to re-frame Susan’s impulsive
disclosure as an expression of the core dilemma that the group would help each member address.
This dilemma is the question of how to recover from traumatic experiences and to manage intense
stress reactions without escalating into a crisis or shutting down emotionally, isolating from other
people, avoiding healthy activities, or lapsing into substance use. Susan was particularly interested in
the idea that she might have used drugs to try to “turn off” the stress alarm in her brain, and she
expressed a sense of new how because she believed that learning how to adjust this inner alarm
might reduce or give her greater control over her urges to use substances.

Case # 2

Edward participated very little in the first two trauma group sessions, except to say that nothing
really bothered him since he’d learned in another group to just forget the past. In the 3 session,
Edward said he didn’t think this group was helping him because he’d gotten in trouble for yelling at
another patient in his program, and none of the skills had helped once he “lost it.” Group leaders
helped Edward to re-examine that incident, beginning with what he was feeling and thinking about
earlier that day which might have affected his reaction to the other patient. Then Edward was
helped to identify specific triggers for his “alarm” reaction. Edward said the first trigger was that “he
was disrespecting me,” and with further thought and therapeutic guidance he was able to pinpoint a
facial expression and tone of voice that “was just like my mother did when she told me I was the
devil and beat me.” Edward expressed anger toward the group leaders for “making me think about
things | don’t want to remember,” and got up as if to storm out of the room. Rather than focusing
on the content of this trauma memory, the leaders gently but firmly asked Edward to see if they
couldn’t work this out without him leaving, while also giving him permission to leave if he felt he

needed a time out (in order to prevent escalation by inadvertently leading him to feel trapped).
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Edward stopped and angrily said, “I don’t need a time out, | need to be left alone, and you're
not leaving me alone with this therapy stuff.” The leaders responded by empathically validating his
goal of being able to put the bad memories behind him and have a good life and good relationships
now and in the future. They said that anger often was a very positive sign of a strong commitment
to a very important goal, and that group might be able to help Edward channel his anger to achieve
his goals. As Edward began to de-escalate, the leaders commented supportively that what Edward
was doing right at that moment by getting back his focus but also staying firmly with his personal
goals. Rather than assuming that Edward was too early in recovery or too cognitively impaired to
deal with PTSD, they helped Edward understand and manage his PTSD reaction in the session. The
leaders emphasized that the group’s goal was to help each participant move forward and not dwell
on the past, by strengthening their skills for dealing with this type of alarm reaction and re-focusing
on positive steps toward their personal goals. The leaders asked other group members if they felt
that Edward’s success in getting focused despite his “anger alarm” was a helpful example for them.
Several group members thanked Edward for handling the situation well and giving them hope that
they could do the same at times in the future when they felt triggered into an alarm reaction.

Edward was surprised, and then seemed not only calmer but also proud to be receiving the
genuinely supportive acknowledgements. At the close of the session, when the group leaders went
round the group circle to get a “self-check” from each member Edward reported feeling a lower
level of distress and little urge to use substances, as well as a higher level of personal control than he
had described earlier in the session or in the past two sessions. The group leaders asked him if he
thought that the work he’d done in that session to strengthen his focusing skills might actually help
him with his sobriety and his ability to manage anger, and for the first time he paused (instead of

simply saying no) and said he’d “think about that”. As illustrated by the case examples, the myths
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that trauma and addiction recovery are disconnected, or even mutually incompatible, are not borne
out by clinical experience that involves integrated PTSD-SUD treatment.

Meta-Models of PTSD and SUD

Fundamental to integrated PTSD-SUD treatment is addressing how PTSD and SUD are
understood by the clinician and client--their “meta-models” for conceptualizing PTSD and SUD.

The disease model views PTSD and SUD as conditions requiring cure or correction similar to a
medical iliness. PTSD and SUD also may be seen as chronic disabilities that cannot be eliminated
but can be managed biologically and behaviorally like other persistent health problems or
“handicaps.” While there is ample scientific evidence that PTSD and SUD are potentially chronic
and disabling conditions that involve dysregulation in several biological systems, there also is
evidence that both psychological and biological therapies can improve each disorder and at least
partially restore healthy bodily self-regulation (Ford et al., in press; Jacobsen et al., 2001).

From a cognitive-behavioral standpoint, PTSD and SUD are the result of dysfunctional (i.e.,
threat-based or addiction-based) beliefs, cognitive biases, and reactive behavior patterns that lead to
an escalating sense of anxiety, anger, and helplessness (Brewin & Holmes, 2003). From a stress and
coping perspective, PTSD and SUD involve maladaptive coping in response to stressors that range
in intensity from mild to traumatic (Stewart & Conrod, 2003). From an empowerment or strengths-
based perspective, PTSD and SUD involve a loss or breakdown of the person’s psychological and
interpersonal resources (e.g., sense of safety, self-efficacy, motivation) (Ford et al., in press). The
newer interventions for co-occurring PTSD-SUD therefore consistently teach complementary
cognitive and behavioral skills for building or acquiring personal strengths or interpersonal
resources, and for coping with the effects of both current and past stressors or threats to sobriety.

In a developmental framework, PTSD and SUD involve a disruption of learning and maturation

such that the individual fails to develop self-regulatory capacities and healthy attachments (Ford et
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al., in press). While traumatic stressors experienced in adulthood may be factors in the etiology or
course of either PTSD or SUD, traumatic stressors experienced in childhood (particularly traumas
involving abetrayal of trust) can alter core psychological or biological development in ways that lead
to complex and chronic forms of PTSD or SUD (Ford et al., in press; Jacobsen et al., 2001).

Finally, from a cultural perspective, PTSD and SUD involve larger sociocultural forces, barriers,
and norms or to traumatic events that can profoundly disrupt or destroy entire communities or
societies and people’s core ways of life. Similarly, from a spiritual viewpoint, PTSD and SUD are
crises of faith, hope, and moral values (Manson, 1996). Treatments for co-occurring PTSD-SUD
tend to address the cultural and spiritual dimensions of trauma or addiction by focusing on these
issues as important but not primary aspects of the individual’s psychological adjustment and
recovery. Approaches to conceptualizing SUD and PTSD and the recovery process that place
culture or spirituality in a central position are rare. For example, Hardy and Laszloffy (1995) describe
the impact of racial oppression on the therapeutic issues involved in the treatment of African-
American families. Also, Brende (1993) has developed a twelve-step recovery model which focuses
specifically on spiritual and cultural healing and growth in recovery from co-occurring PTSD-SUD.

These meta-models of PTSD and SUD are not mutually exclusive, but often are treated as such.
All of these meta-models intersect in two core domains, memoand emotion regulatrbith provide
a basis for understanding co-occurring PTSD-SUD that can guide integrated PTSD-SUD treatment.

PTSD and SUD involve a loss of control over one’s own memofifarvey, 1996). In PTSD, this
takes the form of unwanted, persistent, and fragmented memories of traumatic experiences. In
SUD, memory tends to be fragmented, overwhelmingly painful and at times frustratingly elusive.
Therefore, integrated PTSD-SUD treatment must enable survivors to “regain mastery of memory”
(Harvey, 1996). Traditionally, this has involved “telling the personal story” of trauma or addiction in

order to gain the emotional and moral support of significant others, either in a variety of culturally-
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sanctioned rituals or in formal counseling (Herman, 1992). Reclaiming mastery of memory involves
a fundamental developmental shift in personal identity that includes but goes well bélyoresolution
of traumatic memories. A qualitative study of seven women who had experienced childhood sexual
abuse identified the following crucial recovery themes (Phillips & Daniluk, 2004, p. 179): gaining “an
increasing sense of visibility, congruence, and connection, an emerging sense of self-definition and
self-acceptance, a shift in worldview, a sense of regret over what has been lost, and a sense of
resiliency and growth.” Reclaiming memory thus involves clarifying and integrating both memories
of the past and new memories that are created in the present, and this process leads to fundamental
shifts in how the person views herself (e.g., from viewing self as a victim, to a survivor, to a woman).
In cases such as Edward’s where memory also may be compromised by chronic substance use or
organic problems, the development of psychological capacities to enhance memory coherence is a
crucial prerequisite to any form of PTSD treatment that involves recalling trauma memories.

In the Twelve-Step tradition, the fourth step involves accurately recalling past experiences and
actions that are often are painful. Rejoining a community of peers and honestly facing and telling
one’s story of addiction and recovery (the fifth step) is another core element in the Twelve-Step
approach to SUD. Although Brende (1993) has adapted the Twelve-Step model to PTSD, there is
no integrated model to guide the simultaneous telling of the personal story of SUD and PTSD. For
clients such as Susan, for whom PTSD and SUD are intimately intertwined, treatment must provide
a basis for reclaiming a “life story” without compartmentalizing PTSD and SUD experiences.

Although trauma and addiction are painful to remember, the major barrier to memory is not the
events themselves but the extreme emotion dysreguthstaimaumatic memories or reminders evoke
(Cloitre, Scarvalone, & Difede, 1997). Chronic PTSD and SUD both involve mood shifts that
encompass intense rage, grief, fear, despair, guilt, and shame, as well as profound emotional “cut-

offs” such as dissociation, alexithymia, and numbing. Integrated PTSD-SUD treatment therefore
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focuses on enhancing emotional regulation, in order to increases clients’ ability to recognize and
manage both SUD and PTSD symptoms and their often complex interplay (e.g., intense denial, rage,
and urges to use substances when experiencing painful unwanted memories or hypervigilance).

Case #1

Susan initially was restless and fidgety in the trauma group, stating that she was trying to keep
her mind empty by distracting herself. As Susan practiced the TARGET focusing skills in each
group session, and as she learned ways to identify manageable emotions, thoughts, and personal
goals using the FREEDOM skill set, she experienced moments where she could consciously choose
to pay attention to thoughts, feelings and memories rather than avoiding them. Correspondingly,
Susan began to recall and draw on very basic goals and values that had once been important to her
but that she had forgotten or given up on (e.g., “to be smart enough to figure out problems” and “to
be able to speak my mind without being rejected or punished”). A creative arts exercise (the
“lifeline” described above) helped Susan tangibly see how these goals had been an integral part of
her development in childhood, but were lost when trauma became the defining force in her life in
adolescence. In this way Susan learned that she had the ability to remember what and when she
chose, and consequently she became less phobic about her memory.

Case #2

Edward was able to use focusing and trigger identification skills while in group, but said that he
couldn’t remember them outside group and that if he was already angry it was too late to focus on
himself anyway. However, while doing the lifeline exercise, Edward disclosed that he used to write
rap lyrics, and kept a personal notepad full of them until his step-father tore it up to punish him. A
group leader asked if he would like to experiment with writing rap-style entries on the “personal
practice worksheets” that the group used to help members break down stressful experiences into the

“FREEDOM” steps. Edward found that this gave him a structured and safe way to re-access his
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knack for pithy phrases and rhymes. He created a series of “FREEDOM Raps” illustrated with
drawings and collage on his lifeline, in order to show visually how he was using the FREEDOM
steps to re-examine and make sense of important current and past experiences in his life. Edward
re-framed his actions into choices that he made in order to live up to the values he expressed in his
raps. He found that doing the “FREEDOM Raps” was especially helpful and productive when he
started to feel angry, because he could use the energy and determination from his anger to “speak
truth to the powers that be”, instead of reacting impulsively or shutting down emotionally.

Edward surprised the group in a session near the end of the treatment by spontaneously telling
the leaders that he now was able to remember things that used to “go in and out of my mind like a
sieve when | started this group.” He remembered the leaders saying in the first session that he could
learn to channel and use his anger, but that at that time he had thought that was impossible. Now,
he said, “my raps are proof that | cardo it"”” The group leaders and members responded that the
raps also were proof that Edward could use his inner alarm to harness the power of creativity and
truth. This vignette illustrates how PTSD-SUD skills can enable clients to both gain mastery of
memory and to achieve emotion regulation even when they begin treatment with doubt and distress.

Preliminary Best Practice Guidelines for Integrated PTSD-SUD Treatment

Based on the goals of facilitating mastery of memory and emotional self-regulation, we next will
suggest best practice guidelines for integrated PTSD-SUD treatment in three domains: Screening
and Assessment, Treatment Services, and Workforce and Organizational Development.

Screening and Assessment

Screening as Motivational Enhancement

For most clients, PTSD symptoms are strongly and problematically linked to SUD symptoms,
but this typically has never been discussed by a treatment provider, and the two sets of symptoms

have been treated as totally separate concerns. In addition to providing information about clients’








































































