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Agenda  

• Prevalence and Correlates of Co-occurring PTSD and SUD 

• Treatment Guidelines and Research 

• Clinical Implications 
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PTSD and Substance Use Disorder 
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Fiscal Year (FY) 2013 Prevalence of  
Co-Occurring Conditions in Veterans Seeking 

Treatment in Veterans Health Administration (VHA) 

PTSD 
N=535,506 (up 52%) 

 
 

Major Depressive 
Disorder (MDD)  

 
 
 

 

 
Schizophrenia  

 
 
 

Bipolar(BP) 

 
 
 

SUD 
N=516,095 (up 33%) 

PTSD & SUD 

26.5% 
N=142,163 
(up 76%) 
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Alcohol and Drug Use Disorder Trends in VHA 
Fiscal Years 2002 to 2014 
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Trends in Drug Use Disorders in Veterans with 
PTSD and SUD 
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Comorbidity Associated with Worse: 

• Treatment outcomes 

• Additional medical and 
psychiatric diagnoses  

• Work functioning  

• Legal problems 

• Medical problems 
 

• HIV risk 

• Social support 

• Suicidality  

• Risk of future trauma 

• Risk of aggression 
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• Relapse is quicker 

• PTSD is a significant predictor of relapse 

• Remission of PTSD is associated with better SUD outcomes 
but remission from substances is NOT associated with 
improved PTSD 

• Patients with PTSD benefit less from SUD treatment than 
pts w/o PTSD 

Impact of PTSD on SUD treatment 
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A Little History 

• Sequential Treatment 

 

• Some length of abstinence (~90 days) before Veterans eligible 
for PTSD treatment 
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VA/DoD Clinical Practice Guidelines 

Available at www.healthquality.va.gov  

PTSD 

The guideline is formatted in 
three modules (algorithms), 
with 40 evidence-based 
recommendations: 

•Module A 
- Acute Stress 
Reaction/Disorder 
•Module B 
- Assessment and Diagnosis of 
Posttraumatic Stress Disorder 
•Module C 
- Management of 
Posttraumatic Stress Disorder 

SUD 

The guideline is formatted as 
two algorithms and 36 
evidence-based 
recommendations: 

•Module A 
- Screening and Treatment 
•Module B 
- Stabilization 

http://www.healthquality.va.gov/
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GRADE system 

Four Domains to Assess Strength of 
Recommendation 

Balance of desirable and  
undesirable outcomes  

Confidence in the quality of the 
evidence  
 

Values and preferences 
 

Other implications, e.g.: 
Resource Use 
Equity 
Acceptability 
Feasibility 
Subgroup considerations 

Andrews J, et al: Grade guidelines…The significance and presentation of recommendations. 
J Clin Epidemiol. Jul 2013;66(7):719-725. 
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• The intervention substantially improves 
important health outcomes; benefits 
substantially outweigh harm 

SUBSTANTIAL 

• The intervention improves health 
outcomes for some and the benefits 
outweigh harm  

MODERATE 

• The intervention can improve health 
outcomes –small benefit may involve potential 
harm  

SMALL 

• The intervention provides no benefit and/or 
may cause harm  

ZERO- 
Negative 

Balance = Benefit - Harm 
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Meta-  

analyses  

of RCTs 

Randomized Controlled 
Trials 

Observational Studies 

Non Analytical Studies 

Expert Opinion 

Recommendations are explicitly linked to the supporting evidence and graded 
according to the strength of that evidence 

Evidence Hierarchy 
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• Further research is unlikely to change 
confidence in the estimate of effect. 

GOOD 

(High) 

• Further research is likely to have important 
impact on our confidence in the estimate 
of effect and may change the estimate. 

FAIR 

(Moderate) 

• Confidence in the estimate of effect and is 
likely to change with further research. Any 
estimate of effect is very uncertain. 

POOR 

(Low/Very Low) 

Quality of the Evidence 
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Strength of a Recommendation 

• Recommendations based on the strength and quality of the evidence 

• Strength of a recommendation on a continuum: 

– Strong For (or “We recommend offering this option …”) 

– Weak For (or “We suggest offering this option …”) 

– Weak Against (or “We suggest not offering this option …”) 

– Strong Against (or “We recommend against offering this option …”) 

 

– Inconclusive – cannot recommend for or against use 

 
Source: GRADE Guidelines: 15. Going from evidence to recommendation determinants of a recommendation’s 
direction and strength. Journal of Clinical Epidemiology 66 (2013) 726-735.   
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PTSD Clinical Practice Recommendations 

Recommendation Strength Category 

General Clinical Management 

1. We recommend engaging patients in shared decision making 

(SDM), which includes educating patients about effective 

treatment options. 

Strong for 
Not 
Reviewed, 
Amended  
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Recommendation Strength Category 

Treatment of PTSD with Co-occurring Conditions 

36. We recommend that the presence of co-occurring disorder(s) 
not prevent patients from receiving other VA/DoD guideline-
recommended treatments for PTSD. 

Strong for 

Reviewed,  

New-

added 

37. We recommend VA/DoD guideline-recommended treatments 
for PTSD in the presence of co-occurring substance use 
disorder (SUD). 

Strong for 

Reviewed, 

New-

replaced 

PTSD Clinical Practice Recommendations 
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PTSD Clinical Practice Recommendations 

Recommendation Strength Category 

Treatment of PTSD 

Treatment Selection 

9. We recommend individual, manualized trauma-focused 

psychotherapy (see Recommendation 11) over other 

pharmacologic and non-pharmacologic interventions for the 

primary treatment of PTSD. 

Strong for 

Reviewed, 

New-

added 

10. When individual trauma-focused psychotherapy is not 
readily available or not preferred, we recommend 
pharmacotherapy (see Recommendation 17) or individual 
non-trauma-focused psychotherapy (see Recommendation 
12). With respect to pharmacotherapy and non-trauma-
focused psychotherapy, there is insufficient evidence to 
recommend one over the other. 

Strong for 

Reviewed, 

New-

added 
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PTSD Clinical Practice Recommendations 

Recommendation Strength Category 

Treatment of PTSD (cont.) 

Psychotherapy 

11. For patients with PTSD, we recommend individual, 

manualized trauma-focused psychotherapies that have a 

primary component of exposure and/or cognitive 

restructuring to include Prolonged Exposure (PE), Cognitive 

Processing Therapy (CPT), Eye Movement Desensitization 

and Reprocessing (EMDR), specific cognitive behavioral 

therapies for PTSD, Brief Eclectic Psychotherapy (BEP), 

Narrative Exposure Therapy (NET), and written narrative 

exposure. 

Strong for 

Reviewed, 

New-

replaced 
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SAVE THE DATE: Third Wednesday of the Month from 2-3PM (ET) 
 

 

 

 

 

  

 
 

 

 
 

 

 

PTSD Consultation Program Monthly Lecture Series 

            (866) 948-7880 or PTSDconsult@va.gov 

September 

20 
The 2017 Revised Clinical Practice Guideline for PTSD:  

Recommendations for Psychotherapy 

Jessica Hamblen, PhD 

October  

18 
The 2017 Revised Clinical Practice Guideline for PTSD:  

Recommendations for Medications 

Matthew Friedman, MD, 

PhD 

November 

15 
The 2017 Revised Clinical Practice Guideline for PTSD:  

Why It Matters for Primary Care Providers and What 

Resources are Available 

Andrew Pomerantz, MD 

and Nancy Bernardy, 

PhD 

For more information and to subscribe to announcements and reminders go to 

www.ptsd.va.gov/consult  

http://www.ptsd.va.gov/consult
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SUD Clinical Practice Guideline Recommendation 

# Recommendation 

Strength* Category† 

22.  Among patients in early recovery from 

substance use disorders or following relapse, we 

suggest prioritizing other needs through shared 

decision-making (e.g., related to other mental 

health conditions, housing, supportive recovery 

environment, employment, or related recovery-

relevant factors) among identified 

biopsychosocial problems and arranging 

services to address them.  

Weak For 

Not 

reviewed, 

Amended 
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Cochrane Report on PTSD/SUD Treatment 
- Roberts, Roberts, Jones, Bisson, 2014 

• Searched literature up to Jan 10, 2014 
 

• RCT’s of individual or group psychotherapy with PTSD/SUD 
participants, compared with waiting list, usual care, or 
other psychotherapy 
 

• 14 studies included 
 

• Meta-analysis with over 1400 participants total 
 

• Main comparison was CBT with trauma processing v. CBT 
without trauma focus (coping skills) 
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Prolonged Exposure (PE) 

1 2 3 4 Education Breathing 
Retraining 

Imaginal 
Exposure 

In Vivo 
Exposure 

In PE you confront situations you have been avoiding until distress decreases 
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Cognitive Processing Therapy (CPT) 

1 2 3 Education Processing 
Trauma 

Challenge 
Negative 
Thoughts 

In CPT you examine and challenge thoughts about the trauma until you can change the 
way you feel  
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CBT works 
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Results –  
Individual Trauma Focused Interventions 
w/Concurrent or Integrated SUD Treatment 

• PTSD symptoms 

– More effective than TAU or min intervention reduction 
at post-treatment and f/u 

 

• Substance use 

– No diffs at post-tx but more effective at 5-7 month f/u 

• Higher drop out rate than TAU 
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Results –  
Non-Trauma Focused Interventions 

• Most conducted in group 

• No effect on PTSD symptoms or SUD compared to 
TAU 

• Full course Seeking Safety more effective at post-tx 
but not by f/u 

• Drop out rate comparable to TAU 
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Other Findings 

• High drop out rate across all studies 

• Review based on small number of studies, some 
small or poorly designed 

• Need for further study given low to very low quality 
of research 

• Need to interpret results with caution 
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Other recent reviews 
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Promising Directions 
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In Progress 

• Over 44 trials 

• PE, CPT, other CBT, prazosin, topiramate… 

• Examples… 
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What is COPE? 

• PE + Relapse Prevention – 2 evidence based treatments 

 

• Imaginal is shortened to about 25-30 minutes 

 

• Last 15 minutes of session are focused on RP skills 
 

34 
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Session PE RP 

1 - Intro 

2 Common reactions Cravings 

3 In-Vivo hierarchy Craving mgmt 

4 Initiate imaginals 

5 Continue exposures Planning for emergencies 

6 Awareness of high risk thoughts 

7 Managing high risk thoughts 

8 Refusal skills 

9 Seemingly irrelevant decisions 

10 Anger awareness 

11 Anger management 

12  Review and 
termination 

Review and termination 

35 
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Aims 

• Assess Feasibility, acceptability, and preliminary efficacy of PE 
in residential SUD treatment 
– First study of  

• Veteran sample with combat and MST traumas 

• In a hospital setting 

• All SUDs, not just alcohol use disorder 

– Comparison condition that received TAU only 
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Results 

• All completed PE 
• Satisfaction scores: 30.83/32 for PE v. 28.00/32 for TAU: NS 
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Conclusions 

• Possible to conduct PE in residential substance use 
treatment unit with minimal modifications 
– 3x/wk, reminder to use skills, final session includes relapse 

prevention 

• Can conduct exposures around hospital and on leave 

• Need buy-in from multiple levels 

• Very severe patients benefited 

• Some patients may need this level of structure for trauma 
focused treatment 

• Benefits continue post-discharge 
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Where Are We Now? 

• Concurrent or integrated treatment is considered 
best practice 

• Trauma focused (evidence based) PTSD 
treatments are tolerable and perform as well or 
better than other treatment 

• Consider level of care  

– Outpatient? Intensive? Residential? 



VETERANS HEALTH ADMINISTRATION 

A Lot Left to Do… 

• Most research to date with AUD 

• More needed that is substance specific 

• More combination medication/therapy 

• More on different levels of care 

• How to improve engagement and retention? 

 



Clinical Implications 
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Measurement: 
Brief Addiction Monitor (BAM) 

Substance Use Risk Factors Protective 

Factors 

Any alcohol use Physical health Self-efficacy 

Heavy alcohol use Sleep problems Self-help 

Drug use Mood/Angry/Upset Religion/spirituality 

Craving Risky situations 

 

Work, school 

Family/social conflict Income/Housing 

Satisfied with  

Recovery 

Social supports for 

recovery 
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BAM: Use items 
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Case Example 
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Treatment Planning 

• Integrated or concurrent preferred 

• Plan developed collaboratively with patient 

• Focus on pt goals, safety, and recovery 

– Psychotherapy 

– Goals and treatment around substance use 

– Medication management 

– Other comorbidities and conditions? 
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VA-DoD Clinical Practice Guideline for Management 
of Substance Use Disorders: Key Recommendations 

48 

• Screening and brief alcohol intervention 

• Treatment (pharmacotherapy and 
psychosocial interventions) 

• Alcohol use disorder 

• Opioid use disorder 

• Cannabis use disorder 

• Stimulant use disorder 

• Promoting group mutual help involvement 
(e.g. AA, NA, Smart Recovery) 

• Address co-occurring mental health 
conditions and psychosocial problems 

• Continuing care guided by ongoing 
assessment 

• Stabilization and withdrawal 

SUD Medications Psychosocial 
Intervention  

Alcohol Acamprosate 
Disulfiram 
Naltrexone 
Topiramate 
Gabapentin* 

BCT 
CBT-SUD 
CRA 
MET 
TSF 

Opioid Buprenorphine 
Methadone 
ER-Injectable 
Naltrexone* 

Medical 
Management** 
CM/IDC** 

Cannabis CBT/MET 

Stimulant CBT/CRA/GDC  
   +/- CM 

http://www.healthquality.va.gov/guidelines/MH/sud/   

*suggested  **recommended only with medication 

http://www.healthquality.va.gov/guidelines/MH/sud/
http://www.healthquality.va.gov/guidelines/MH/sud/
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When to Offer PTSD Treatment? 

• No metric yet 

• Case by case decision with pts using collaborative 
approach 

• Abstinent or willing to cut down? 

– Willing not to use in a way that would disrupt treatment 

• Motivated for treatment 

• What supports are in place? 
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Introducing Treatment 

• Do patients want treatments? 

• Continue to use motivational strategies 
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personalized 

summary 



PTSD Treatment Decision Aid:   
www.ptsd.va.gov/decisionaid 
 

 

Clinician’s User Guide: 
www.ptsd.va.gov/apps/decisionaid/resources/

PTSDDecisionAid_providerguide.pdf  

 
 

Printable flyers/handouts:  
www.ptsd.va.gov/professional/treatment/pdf/

decisionaid_flyer.pdf 
 

https://www.ptsd.va.gov/professional/treatme

nt/pdf/decisionaid_rackcard.pdf 

http://www.ptsd.va.gov/decisionaid
http://www.ptsd.va.gov/apps/decisionaid/resources/PTSDDecisionAid_providerguide.pdf
http://www.ptsd.va.gov/apps/decisionaid/resources/PTSDDecisionAid_providerguide.pdf
http://www.ptsd.va.gov/professional/treatment/pdf/decisionaid_flyer.pdf
http://www.ptsd.va.gov/professional/treatment/pdf/decisionaid_flyer.pdf
https://www.ptsd.va.gov/professional/treatment/pdf/decisionaid_flyer.pdf
https://www.ptsd.va.gov/professional/treatment/pdf/decisionaid_flyer.pdf
https://www.ptsd.va.gov/professional/treatment/pdf/decisionaid_flyer.pdf
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During Treatment 

• Continue to use motivational strategies 

• Continue to use measurement based approach 

• Continue to assess progress, safety, and goals 

 



(866) 948-7880 

PTSDconsult@va.gov 

www.ptsd.va.gov/consult 


