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Section 1: Foundations of Co-Occurring Trauma and 
Substance Use Disorders 
Trauma-related disorders and substance use disorders are among the most 

common and clinically challenging conditions encountered by psychologists. 

Although these disorders have historically been conceptualized and treated as 

separate diagnostic entities, research over the past two decades has 

demonstrated that they frequently develop through shared neurobiological, 

psychological, and behavioral mechanisms. Rather than occurring independently, 

trauma symptoms and substance use often exist within a reciprocal cycle in which 

each disorder contributes to the onset, maintenance, and progression of the 

other. Understanding this relationship is essential for accurate assessment, 

effective case formulation, and successful treatment planning (Patton et al., 2024). 

For many individuals, substance use begins as an attempt to regulate the 

emotional and physiological consequences of trauma exposure. Alcohol, opioids, 

cannabis, benzodiazepines, stimulants, and other substances may temporarily 

reduce anxiety, intrusive memories, emotional distress, or hyperarousal. Although 

this short-term relief can be reinforcing, repeated substance use alters the same 

neural systems responsible for stress regulation, reward processing, emotional 

learning, and executive functioning. Over time, the very substances that initially 

appeared to relieve suffering may contribute to increased emotional 

dysregulation, impaired decision-making, heightened stress sensitivity, and 

greater vulnerability to relapse. As a result, clinicians who focus exclusively on 

either trauma symptoms or substance use may overlook the mechanisms that 

sustain both conditions. 

Contemporary clinical practice increasingly recognizes that effective treatment 

requires an integrated understanding of trauma and substance use rather than 

separate treatment pathways. This integrated perspective extends beyond 
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diagnosis and emphasizes how neurobiological adaptation, cognitive processes, 

emotional regulation, environmental stressors, developmental experiences, and 

interpersonal relationships interact throughout recovery. Throughout this course, 

neurobiology will be presented not as an abstract scientific concept, but as a 

framework for improving clinical decision-making, strengthening case formulation, 

and guiding evidence-based interventions. 

Understanding the Reciprocal Relationship Between Trauma and 
Substance Use 

One of the most significant developments in contemporary psychology has been 

the recognition that trauma and substance use disorders are interconnected 

conditions rather than unrelated diagnoses that simply occur together. Although 

either disorder may develop first, once both are present they frequently reinforce 

one another through multiple pathways involving learning, stress regulation, 

emotional processing, and neurobiological adaptation. Understanding these 

interactions allows psychologists to move beyond asking which disorder is 

"primary" and instead focus on the mechanisms maintaining psychological 

distress. 

Traumatic experiences activate survival systems that prepare the body to respond 

to danger. During acute threat, these responses are adaptive and increase the 

likelihood of survival. However, when the effects of trauma persist long after the 

danger has ended, individuals may continue to experience intrusive memories, 

hypervigilance, exaggerated startle responses, emotional dysregulation, sleep 

disturbance, and chronic physiological arousal. Many clients describe feeling as 

though their bodies remain in a constant state of readiness despite being 

objectively safe. Persistent activation of these stress-response systems often 
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creates intense emotional discomfort that individuals understandably seek to 

reduce. 

Substance use may initially appear to provide an effective solution. Alcohol may 

temporarily reduce physiological arousal, opioids may blunt both physical and 

emotional pain, cannabis may decrease anxiety or facilitate sleep, and sedative 

medications may reduce panic and hypervigilance. From a behavioral perspective, 

these effects represent negative reinforcement, meaning that substance use 

becomes more likely because it temporarily removes or reduces an unpleasant 

internal experience. Although relief may be short-lived, the brain rapidly learns 

the association between trauma-related distress and substance use. With 

repeated use, this learned relationship becomes increasingly automatic, 

particularly during periods of heightened emotional arousal or exposure to 

trauma reminders (Patton et al., 2024). 

Importantly, psychologists should recognize that this process does not imply that 

trauma inevitably leads to substance use or that all substance use reflects 

attempts to manage trauma. Human behavior is influenced by multiple biological, 

psychological, and environmental factors, including genetics, developmental 

experiences, social support, psychiatric comorbidity, and access to adaptive 

coping resources. Instead, trauma should be viewed as one of several factors that 

may increase vulnerability to substance misuse when effective regulation 

strategies are limited. This balanced perspective helps clinicians avoid simplistic 

formulations while recognizing the important role that trauma frequently plays in 

the development and maintenance of substance use disorders. 

Clinical experience often illustrates this reciprocal relationship. Consider a client 

who survived repeated interpersonal violence during adolescence. Years later, the 

individual reports consuming alcohol each evening to "quiet my mind" and reduce 

nightmares. Initially, alcohol appears to improve sleep and decrease intrusive 

8



memories. Over time, however, increasing tolerance requires greater alcohol 

consumption to achieve the same effect. As dependence develops, withdrawal 

contributes to anxiety, irritability, disrupted sleep, and heightened physiological 

arousal, intensifying many of the same symptoms the client originally attempted 

to manage. Trauma symptoms increase alcohol use, while alcohol-related 

neuroadaptation worsens trauma symptoms, creating a self-perpetuating cycle 

that neither diagnosis fully explains when considered independently. 

Epidemiology of Co-Occurring Trauma and Substance Use 
Disorders 

Trauma exposure is remarkably common across the lifespan. Epidemiological 

studies indicate that a majority of adults experience at least one potentially 

traumatic event during their lifetime, although only a subset develop 

posttraumatic stress disorder or other trauma-related conditions. Individuals with 

substance use disorders consistently report substantially higher rates of childhood 

adversity, interpersonal violence, military combat exposure, sexual assault, serious 

accidents, and other traumatic experiences than the general population. Likewise, 

individuals diagnosed with posttraumatic stress disorder demonstrate significantly 

elevated rates of alcohol and drug misuse compared with individuals without 

trauma-related disorders (Patton et al., 2024). 

The relationship between trauma and substance use extends across diverse 

populations and is not limited to any single demographic group. Co-occurring 

disorders are observed among military veterans, survivors of childhood abuse, 

victims of intimate partner violence, first responders, individuals experiencing 

homelessness, and persons exposed to chronic community violence. Despite 

differences in the nature of trauma exposure, these populations often share 
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common patterns of emotional dysregulation, avoidance, impaired stress 

tolerance, and increased vulnerability to maladaptive coping strategies. 

Childhood adversity deserves particular attention because of its profound 

influence on later psychological and physical health. Adverse childhood 

experiences, including abuse, neglect, caregiver substance use, domestic violence, 

household mental illness, parental incarceration, and chronic family dysfunction, 

have been consistently associated with increased lifetime risk for substance use 

disorders, depression, anxiety disorders, suicidal behavior, chronic medical illness, 

and functional impairment. Importantly, these relationships demonstrate a dose-

response pattern, meaning that increasing exposure to adverse childhood 

experiences is associated with progressively greater health risks across the 

lifespan (Merrick et al., 2018). 

At the same time, psychologists should avoid assuming that trauma inevitably 

results in psychopathology. Most individuals exposed to potentially traumatic 

events do not develop chronic posttraumatic stress disorder or substance use 

disorders. Resilience is common and reflects the interaction of multiple protective 

factors, including supportive relationships, adaptive coping skills, secure 

attachment, psychological flexibility, community resources, and timely access to 

effective mental health care. Appreciating both vulnerability and resilience allows 

clinicians to develop balanced case formulations that recognize client strengths 

while addressing areas of impairment. 

Developmental and Neurobiological Foundations 

The relationship between trauma and substance use begins long before many 

individuals enter treatment. Developmental experiences shape the maturation of 

neural systems responsible for emotional regulation, stress responsiveness, 

executive functioning, and interpersonal relationships. Exposure to chronic or 
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repeated adversity during childhood occurs during periods of significant brain 

development, when neural circuits are particularly responsive to environmental 

input. Although the developing brain demonstrates remarkable adaptability, 

repeated activation of stress-response systems may influence later vulnerability to 

psychiatric disorders, including substance use disorders. 

Children exposed to persistent abuse, neglect, caregiver instability, or chronic 

environmental threat often learn to anticipate danger even in objectively safe 

situations. These adaptive survival responses may persist into adulthood, 

contributing to heightened physiological arousal, increased vigilance, emotional 

dysregulation, and difficulty accurately evaluating safety. Over time, these 

patterns become integrated into emotional learning and influence how individuals 

perceive stress, regulate affect, and respond to interpersonal relationships. 

It is important for psychologists to recognize that neurodevelopment is influenced 

by both risk and protective factors. Genetic predisposition, temperament, 

attachment relationships, family stability, community resources, and access to 

early intervention all contribute to developmental outcomes. Consequently, 

trauma exposure should never be viewed as deterministically leading to 

psychopathology. Many individuals demonstrate remarkable resilience despite 

significant adversity, underscoring the importance of comprehensive assessment 

rather than assumptions based solely on trauma history. 

From a clinical perspective, developmental history provides valuable information 

beyond documenting traumatic events. Understanding when adversity occurred, 

the duration of exposure, available protective relationships, developmental 

milestones, educational functioning, and family dynamics often provides insight 

into the client's current coping strategies and emotional regulation patterns. This 

information helps psychologists develop individualized formulations that extend 

beyond diagnostic labels. 
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Adverse Childhood Experiences and Lifetime Risk 

Adverse childhood experiences (ACEs) represent one of the strongest predictors of 

long-term physical and behavioral health outcomes. ACEs include experiences 

such as physical abuse, emotional abuse, sexual abuse, neglect, caregiver 

substance use, household mental illness, domestic violence, parental 

incarceration, and chronic family dysfunction. Rather than functioning as isolated 

events, these experiences often accumulate across development, increasing 

exposure to chronic stress during sensitive periods of brain maturation. 

Research consistently demonstrates a graded relationship between ACE exposure 

and later health outcomes. Individuals reporting multiple adverse childhood 

experiences are more likely to develop depression, anxiety disorders, 

posttraumatic stress disorder, substance use disorders, chronic medical illnesses, 

suicidal behavior, and functional impairment during adulthood (Merrick et al., 

2018). Importantly, the relationship is cumulative. Increasing exposure to 

adversity is associated with progressively greater health risk, highlighting the 

importance of comprehensive developmental assessment during clinical 

evaluation. 

This literature has also drawn methodological scrutiny worth weighing alongside 

its clinical utility. Finkelhor (2018) cautions against treating the cumulative ACE 

score as a precision instrument: it weights categorically distinct experiences 

equally, relies on retrospective recall vulnerable to bias, and was never validated 

as an individual-level predictive tool despite frequently being used as one. A high 

ACE score identifies elevated population-level risk; it does not establish what 

happened to a particular client, how it was experienced, or what protective 

factors were also present. Psychologists should use ACE screening to prompt 

further clinical inquiry, not as a summary judgment about prognosis. 
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Psychologists should also recognize that adverse childhood experiences frequently 

influence attachment patterns, interpersonal expectations, and emotional 

regulation strategies. Clients with extensive trauma histories may have learned 

that emotional expression is unsafe, that others are unreliable, or that 

psychological distress must be managed independently. Substance use may 

eventually become one of several strategies used to reduce overwhelming affect, 

avoid traumatic memories, or temporarily restore emotional equilibrium. 

Understanding these developmental adaptations allows clinicians to conceptualize 

substance use within the broader context of survival rather than viewing it 

exclusively as maladaptive behavior. 

Consider a client who experienced repeated childhood neglect and emotional 

abuse. As an adult, the client reports persistent feelings of emptiness, difficulty 

trusting others, and escalating opioid misuse following interpersonal conflict. 

Rather than conceptualizing the opioid use as solely a behavioral problem, the 

psychologist recognizes how early attachment disruption, chronic emotional 

dysregulation, and conditioned patterns of avoidance contribute to the client's 

current presentation. This broader formulation supports integrated treatment that 

addresses both trauma-related vulnerabilities and substance use behaviors. 

Clinical Impact of Untreated Co-Occurring Disorders 

Individuals with co-occurring trauma and substance use disorders frequently 

experience greater clinical complexity than individuals presenting with either 

condition alone. Persistent trauma symptoms may interfere with interpersonal 

functioning, occupational performance, sleep, physical health, and emotional 

regulation. Simultaneously, continued substance use may contribute to tolerance, 

withdrawal, cognitive impairment, relationship conflict, legal problems, and 

worsening psychiatric symptoms. Together, these disorders often produce a 
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pattern of escalating impairment that becomes increasingly difficult to interrupt 

without integrated intervention. 

Co-occurring disorders are also associated with increased rates of depression, 

anxiety, suicidal ideation, self-harm, chronic pain, homelessness, medical illness, 

and repeated psychiatric hospitalization. Many clients experience cycles of 

treatment engagement followed by relapse when one condition receives attention 

while the other remains inadequately addressed. For example, individuals who 

complete substance use treatment without addressing trauma-related symptoms 

may continue experiencing intrusive memories, hyperarousal, nightmares, and 

emotional distress that increase relapse vulnerability. Conversely, trauma-focused 

treatment that does not adequately address active substance use may be limited 

by impaired emotional regulation, reduced treatment adherence, and ongoing 

neurobiological disruption. 

Clinical assessment should therefore extend beyond establishing diagnostic 

criteria. Psychologists should evaluate functional impairment across multiple life 

domains, including occupational functioning, interpersonal relationships, housing 

stability, legal involvement, physical health, sleep, social support, and quality of 

life. Comprehensive assessment provides the foundation for individualized 

treatment planning and allows clinicians to identify factors that may influence 

engagement, prognosis, and long-term recovery. 

Protective Factors and Resilience 

Although trauma and substance use disorders frequently co-occur, resilience 

remains a common outcome following adversity. Many individuals exposed to 

traumatic experiences do not develop chronic psychiatric disorders, while others 

demonstrate substantial recovery following appropriate intervention. Resilience 
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should not be viewed as the absence of distress but rather as the capacity to 

adapt successfully despite significant adversity. 

Protective factors operate across biological, psychological, social, and 

environmental domains. Strong interpersonal relationships, secure attachment, 

supportive family members, stable housing, meaningful employment, community 

involvement, adaptive coping skills, psychological flexibility, spirituality, and timely 

access to evidence-based treatment all contribute to improved outcomes. These 

protective influences may reduce the impact of stress, strengthen emotional 

regulation, and promote healthier behavioral responses during periods of 

adversity. 

Psychologists play an important role in identifying and strengthening protective 

factors throughout treatment. Clinical interventions frequently focus on reducing 

symptoms; however, equal attention should be given to building resilience, 

increasing self-efficacy, expanding social support, reinforcing adaptive coping, and 

helping clients reconnect with personally meaningful activities. Recovery is 

strengthened not only through reducing pathology but also through increasing 

access to experiences that support psychological well-being and healthy reward. 

A strengths-based perspective also promotes therapeutic engagement. Clients 

who have experienced repeated trauma often enter treatment believing that they 

are fundamentally damaged or incapable of recovery. Helping individuals 

recognize previous successes, existing coping abilities, supportive relationships, 

and personal values foster hope while reinforcing motivation for continued 

treatment. These strengths become important resources as clients begin 

addressing both trauma-related symptoms and substance use behaviors. 
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Summary 

Co-occurring trauma and substance use disorders represent one of the most 

complex clinical presentations encountered by psychologists. Rather than 

conceptualizing these disorders as independent conditions requiring separate 

interventions, current evidence supports understanding them as interacting 

systems that influence one another through neurobiological, psychological, 

behavioral, and environmental mechanisms. Trauma-related distress often 

increases vulnerability to substance use, while chronic substance use further 

disrupts the neural systems responsible for emotional regulation, stress 

responsiveness, learning, and executive functioning. Appreciating this reciprocal 

relationship allows psychologists to move beyond symptom management toward 

comprehensive case formulation and integrated treatment planning. 

Throughout this course, participants will build upon this foundation by examining 

the neurobiology underlying trauma and addiction, conducting integrated clinical 

assessments, and applying evidence-based treatment approaches that address 

both disorders simultaneously. An understanding of these foundational principles 

prepares psychologists to develop more accurate formulations, improve treatment 

engagement, reduce relapse risk, and promote long-term recovery. 

Section 2: Neurobiology of Trauma and Substance 
Use: Understanding the Brain Systems That Drive 
Clinical Presentation 
Trauma and substance use disorders are frequently discussed as behavioral or 

psychological conditions; however, both involve significant alterations in brain 

function that influence emotional regulation, learning, memory, motivation, and 

decision-making. These neurobiological changes help explain why clients often 
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describe feeling as though they "know what to do" but struggle to consistently 

implement adaptive coping strategies during periods of distress. Appreciating the 

neurobiology underlying co-occurring trauma and substance use disorders allows 

psychologists to move beyond symptom description and develop more 

comprehensive case formulations that explain why clients respond the way they 

do. 

Brain function is dynamic and continuously shaped by genetics, development, 

environmental experiences, learning, interpersonal relationships, and 

psychological treatment. Neurobiological changes associated with trauma and 

substance use represent adaptations to repeated experiences rather than 

permanent deficits. This distinction is clinically meaningful because it reinforces 

that recovery is possible. Effective psychotherapy, sustained abstinence, 

behavioral change, and supportive social environments all contribute to 

neuroplasticity, allowing the brain to gradually develop healthier patterns of 

emotional regulation and executive functioning. 

This section examines the functional systems that contribute to the interaction 

between trauma and substance use. These systems include the body's stress-

response network, threat detection circuitry, memory systems, executive control 

networks, and reward pathways. Together, they help explain why trauma 

reminders can rapidly increase craving, why substances temporarily reduce 

emotional distress, and why recovery requires more than simply eliminating 

substance use. 

A caveat belongs alongside this neurobiological framework: much of the 

foundational research describing these systems was conducted in samples that 

were disproportionately white, male, and Western, with far less data available on 

how these circuits function across different racial, ethnic, and cultural groups, or 

in women across the menstrual cycle and reproductive life stages. Psychologists 
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should apply these findings as a general biological template rather than assume 

they generalize uniformly to every client, and should remain alert to the field's 

own gaps in representation when interpreting a specific client's presentation 

against this research base. 

The Stress-Response System 

One of the earliest biological responses to trauma involves activation of the body's 

stress-response system. When an individual perceives danger, the brain rapidly 

initiates a coordinated physiological response designed to maximize survival. 

Although commonly referred to as the "fight, flight, or freeze" response, this 

process involves multiple interconnected neural and endocrine systems that 

prepare the individual to respond to threat. 

A central component of this response is activation of the hypothalamic-pituitary-

adrenal (HPA) axis. Following threat detection, the hypothalamus releases 

corticotropin-releasing hormone, stimulating the pituitary gland to release 

adrenocorticotropic hormone. This hormone then signals the adrenal glands to 

produce glucocorticoids, including cortisol. Cortisol increases glucose availability, 

mobilizes energy resources, enhances cardiovascular functioning, and temporarily 

suppresses nonessential physiological processes, allowing the body to respond 

efficiently during periods of acute stress. 

Under normal circumstances, activation of the HPA axis is self-limiting. Once 

danger has passed, cortisol levels gradually decline through negative feedback 

mechanisms, allowing the nervous system to return to baseline. Trauma, however, 

may disrupt this regulatory process. Individuals exposed to repeated or prolonged 

traumatic stress often demonstrate altered HPA axis functioning, resulting in 

dysregulated cortisol responses, persistent physiological arousal, and increased 

sensitivity to future stressors. Rather than responding proportionately to actual 
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danger, the stress-response system may become activated by relatively minor 

reminders that resemble previous traumatic experiences (Koob, 2021). 

From a clinical perspective, HPA axis dysregulation helps explain why many trauma 

survivors report feeling constantly "on edge." Clients frequently describe difficulty 

relaxing, exaggerated startle responses, irritability, disrupted sleep, muscle 

tension, gastrointestinal discomfort, and persistent anxiety despite recognizing 

that no immediate danger exists. These symptoms should not be interpreted as 

intentional overreactions or poor motivation. Instead, they reflect biological 

systems that have adapted to repeated threat exposure and continue to respond 

as though danger remains present. 

Psychologists frequently encounter clients who express frustration that traditional 

cognitive coping strategies appear ineffective during periods of intense emotional 

activation. Understanding stress neurobiology helps normalize these experiences. 

During acute activation of stress-response systems, higher-order cognitive 

processes temporarily become less accessible, making it more difficult for clients 

to utilize reasoning, problem solving, or emotion regulation strategies. Treatment 

therefore often requires helping clients regulate physiological arousal before 

expecting complex cognitive interventions to be effective. 

Consider a client who becomes overwhelmed while driving after hearing loud 

construction noises that resemble sounds experienced during military combat. 

Although the client intellectually recognizes that the environment is safe, 

physiological arousal rapidly escalates, accompanied by increased heart rate, 

sweating, hypervigilance, and intense urges to escape. From a neurobiological 

perspective, the client's stress-response system is reacting to perceived threat 

rather than objective danger. Recognizing this distinction allows the psychologist 

to frame treatment around improving physiological regulation rather than 

challenging the client's motivation or insight. 
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Polyvagal Theory and the Limits of the Fight-or-Flight Model 

The fight-flight-freeze description of stress reactivity does not fully account for the 

emotional numbing, collapse, and disconnection many trauma survivors describe. 

Polyvagal theory offers a more differentiated account, distinguishing a ventral 

vagal state supporting calm social engagement, a sympathetic state driving fight-

or-flight, and a dorsal vagal state producing immobilization and shutdown when 

neither fighting nor fleeing feels viable. This third state matters clinically because 

it reframes symptoms that can otherwise read as poor motivation. For instance, 

emotional numbing, derealization, collapse under stress as an autonomic survival 

response rather than a deficit of will. For clients cycling between hyperarousal and 

shutdown, treatment aims to restore access to the ventral vagal state of felt 

safety, which grounding and co-regulation strategies serve directly. 

The Amygdala 

The amygdala plays a central role in identifying emotionally significant stimuli and 

initiating rapid responses to potential danger. Located within the medial temporal 

lobe, the amygdala continuously evaluates sensory information for signs of threat, 

often before conscious awareness occurs. This rapid processing enhances survival 

by allowing individuals to respond quickly to danger without requiring extensive 

cognitive analysis. 

Traumatic experiences may alter the sensitivity of the amygdala, resulting in 

heightened responsiveness to environmental cues that resemble previous threats. 

As a result, neutral situations may be interpreted as dangerous because they 

share sensory or emotional characteristics with earlier traumatic experiences. 

Research consistently demonstrates increased amygdala activation among 

individuals with posttraumatic stress disorder when exposed to trauma-related or 

emotionally salient stimuli (Nicholson et al., 2020). 
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Clinically, amygdala hyperactivation contributes to many hallmark symptoms of 

trauma-related disorders, including hypervigilance, exaggerated startle responses, 

intrusive memories, emotional reactivity, irritability, and difficulty accurately 

distinguishing safety from danger. Clients frequently report that they "know" they 

are safe while simultaneously experiencing intense fear, illustrating the difference 

between cognitive understanding and automatic threat detection. 

The amygdala also plays an important role in the interaction between trauma and 

substance use. Emotional distress originating from heightened threat detection 

often increases motivation to seek immediate relief. Alcohol, opioids, 

benzodiazepines, and other substances may temporarily reduce physiological 

arousal, creating powerful learning experiences in which substance use becomes 

associated with perceived safety or emotional relief. Repeated pairing of distress 

and substance use strengthens these learned associations, increasing the 

likelihood that future stressors will trigger craving. 

A psychologist treating a survivor of interpersonal violence may observe that 

routine disagreements with a romantic partner produce intense emotional 

reactions disproportionate to the current situation. Rather than interpreting these 

reactions as simply poor emotion regulation, the psychologist recognizes that 

interpersonal conflict may activate neural threat detection systems shaped by 

previous traumatic experiences. This formulation guides treatment toward 

improving awareness of trauma triggers, strengthening emotional regulation, and 

reducing reliance on substances as a means of managing perceived threat. 

Memory, Context, and the Hippocampus 

While the amygdala rapidly detects potential danger, the hippocampus provides 

context by helping individuals distinguish past experiences from present reality. 

The hippocampus contributes to episodic memory formation, contextual learning, 
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and the organization of experiences across time and place. Together, these 

functions allow individuals to recognize that an emotionally significant event 

occurred in the past rather than interpreting it as an immediate threat. 

Traumatic stress may interfere with normal hippocampal functioning, making it 

more difficult to accurately contextualize memories. Instead of being experienced 

as events that have ended, traumatic memories may be triggered by sensory 

reminders and experienced with a sense of immediacy. A particular smell, sound, 

location, or interpersonal interaction may evoke intense emotional and 

physiological responses because the brain has difficulty distinguishing the present 

environment from the original traumatic event. 

This phenomenon helps explain why trauma reminders often appear confusing to 

clients and clinicians alike. A client may become intensely anxious after hearing 

fireworks, entering a crowded room, or encountering a particular scent without 

immediately recognizing the connection to previous trauma. These reactions are 

not evidence of irrational thinking. Rather, they reflect learned associations 

involving memory systems that continue to respond to cues linked with prior 

danger. 

The hippocampus also contributes to fear extinction, the process through which 

individuals gradually learn that previously threatening cues no longer predict 

danger. Trauma and chronic substance use may interfere with extinction learning, 

contributing to persistent avoidance and continued emotional distress. Effective 

psychotherapy frequently seeks to strengthen these learning processes by helping 

clients develop new associations with previously feared situations while remaining 

emotionally regulated. 
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Executive Control and the Prefrontal Cortex 

While the amygdala rapidly detects potential danger and the hippocampus helps 

organize memories within their proper context, the prefrontal cortex serves as the 

brain's primary center for executive functioning. This region is responsible for 

planning, decision-making, inhibitory control, attention, cognitive flexibility, 

emotional regulation, and the ability to evaluate consequences before acting. 

Under normal circumstances, the prefrontal cortex continuously integrates 

information from multiple brain regions, allowing individuals to regulate 

emotional responses rather than reacting impulsively. 

Trauma can significantly disrupt this regulatory process. During periods of 

perceived threat, neural resources shift away from higher-order cognitive 

processing and toward survival-oriented responses. This adaptive mechanism is 

beneficial during genuine danger because rapid action is often more important 

than careful analysis. However, when trauma-related neural circuits remain 

chronically activated, individuals may experience persistent reductions in 

executive functioning even when objective danger is absent. Functional 

neuroimaging studies consistently demonstrate reduced activation within portions 

of the medial and dorsolateral prefrontal cortex among individuals with 

posttraumatic stress disorder, particularly during tasks involving emotional 

regulation, inhibitory control, and extinction learning (Nicholson et al., 2020). 

Clinically, diminished prefrontal regulation helps explain why many clients report 

difficulty using coping strategies during periods of intense emotional activation. A 

client may fully understand grounding techniques, relaxation exercises, or 

cognitive restructuring while in the therapist's office, yet feel unable to access 

these skills during a trauma trigger. This discrepancy should not be interpreted as 

poor motivation or treatment resistance. Rather, heightened activation of threat-
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response systems temporarily reduces the brain's capacity for flexible problem-

solving and self-regulation. 

Substance use further complicates executive functioning. Chronic exposure to 

alcohol, opioids, stimulants, and other substances alter neural circuits involved in 

decision-making, impulse control, reward evaluation, and behavioral inhibition. 

Over time, substance-related neuroadaptation may reduce an individual's ability 

to delay gratification, consider long-term consequences, and inhibit conditioned 

behavioral responses. Consequently, clients with co-occurring trauma and 

substance use disorders often experience dual impairments in executive 

functioning arising from both trauma-related neurobiology and substance-induced 

changes. 

Psychologists frequently observe this interaction during relapse. A client may 

enter a stressful interpersonal situation fully intending to maintain sobriety. As 

emotional arousal increases, trauma-related threat systems become activated 

while executive regulation diminishes. The client subsequently experiences 

intense craving and returns to substance use despite expressing genuine 

commitment to recovery earlier in the day. Understanding this sequence allows 

psychologists to conceptualize relapse as a predictable neurobehavioral process 

requiring enhanced regulation strategies rather than as a simple failure of 

willpower. 

The Dopaminergic Reward System and Reinforcement 

The reward system provides another critical link between trauma and substance 

use disorders. This network includes dopaminergic pathways connecting the 

ventral tegmental area, nucleus accumbens, prefrontal cortex, and additional 

limbic structures. Under normal conditions, activation of these pathways 

reinforces behaviors that promote survival, including eating, social connection, 
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learning, and other naturally rewarding activities. Dopamine does not simply 

produce pleasure. Rather, it plays an essential role in motivation, reward 

prediction, reinforcement learning, and the allocation of attention toward 

behaviorally significant stimuli (Koob, 2021). 

Trauma may alter reward processing long before substance use begins. Individuals 

with chronic trauma histories frequently report diminished interest in previously 

enjoyable activities, emotional numbing, reduced motivation, and difficulty 

experiencing pleasure. These symptoms reflect alterations in reward 

responsiveness that may increase vulnerability to seeking stronger external 

sources of emotional regulation. 

Psychoactive substances directly influence dopaminergic signaling by producing 

rapid and often substantial increases in reward-related neurotransmission. 

Although the immediate effects vary across substances, repeated use teaches the 

brain that substance use represents an efficient method of reducing distress or 

producing temporary relief. Over time, the reward system becomes increasingly 

responsive to substance-related cues while simultaneously becoming less 

responsive to naturally rewarding experiences. Activities that once provided 

enjoyment, including relationships, hobbies, work, and recreation, may gradually 

lose motivational value. 

An important clinical implication is that substance use is not maintained solely by 

the pursuit of pleasure. As dependence develops, individuals often continue using 

substances primarily to avoid withdrawal, emotional distress, or trauma-related 

symptoms. This transition reflects a shift from positive reinforcement to negative 

reinforcement, in which substance use functions primarily to remove unpleasant 

internal experiences. Recognizing this shift helps psychologists understand why 

clients frequently report that they no longer experience significant pleasure from 

substance use yet continue using despite serious negative consequences. 
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Consider a client with chronic posttraumatic stress disorder who initially used 

prescription opioids following a physical injury. During the early stages of use, the 

medication reduced both physical pain and emotional distress associated with 

traumatic memories. Months later, however, the client reports taking opioids 

primarily to avoid anxiety, irritability, insomnia, and overwhelming emotional 

discomfort that emerge when attempting to reduce use. The reinforcing 

properties of the substance have changed, yet the learned association between 

emotional distress and opioid use remains firmly established. 

Integration of Brain Systems: Understanding the Trauma and 
Addiction Cycle 

Although individual brain regions are often discussed separately, clinical 

presentations arise from interactions among multiple neural systems rather than 

isolated structures. Trauma-related cues initiate a cascade of neurobiological 

events involving threat detection, physiological arousal, memory retrieval, 

executive functioning, and reward processing. Understanding these interactions 

provides psychologists with a more comprehensive framework for case 

formulation. 

A typical sequence begins when an internal or external cue resembles a previous 

traumatic experience. The amygdala rapidly evaluates the stimulus as potentially 

threatening and activates the HPA axis, producing physiological arousal. 

Simultaneously, the hippocampus retrieves memories associated with previous 

danger while the prefrontal cortex attempts to evaluate the situation rationally. If 

emotional arousal becomes sufficiently intense, executive regulation is 

temporarily reduced, making it more difficult to inhibit conditioned behavioral 

responses. Clients often describe this experience as feeling overwhelmed before 

they have time to think clearly. 
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For individuals with histories of substance use, these same cues may activate 

conditioned reward pathways. Previous learning has established that substance 

use temporarily reduces emotional distress, increasing craving and motivating 

substance-seeking behavior. Substance use then temporarily suppresses 

physiological arousal, reinforcing the association between trauma-related distress 

and chemical regulation. Repeated activation of this cycle strengthens conditioned 

learning while simultaneously reducing opportunities for the development of 

healthier coping strategies. 

From a clinical perspective, this integrated model emphasizes that relapse rarely 

results from a single event. Instead, relapse often represents the culmination of 

interacting biological, psychological, cognitive, emotional, and environmental 

processes. Treatment therefore requires addressing each component of the cycle 

rather than focusing exclusively on substance use behavior. 

Neuroplasticity and Recovery 

One of the most encouraging findings within contemporary neuroscience is the 

recognition that the adult brain remains capable of significant change. 

Neuroplasticity refers to the brain's capacity to reorganize neural networks in 

response to learning, environmental experiences, psychotherapy, and behavioral 

change. This principle provides an important foundation for recovery from both 

trauma and substance use disorders. 

Evidence suggests that effective psychotherapy may strengthen neural pathways 

involved in executive functioning, emotional regulation, and inhibitory control 

while reducing exaggerated activation of threat-detection systems. Similarly, 

sustained recovery from substance use allows gradual restoration of reward 

processing, cognitive functioning, and stress regulation. Although recovery occurs 

gradually and varies among individuals, these findings reinforce that many 
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neurobiological alterations associated with trauma and addiction are modifiable 

rather than permanent (VA/DoD, 2023). 

Psychologists contribute to neuroplastic change by helping clients repeatedly 

practice adaptive responses during emotionally significant experiences. Grounding 

strategies, exposure-based interventions, cognitive restructuring, behavioral 

activation, mindfulness, emotion regulation training, and relapse prevention all 

provide opportunities for new learning. Each successful experience strengthens 

alternative neural pathways while reducing reliance on previously conditioned 

responses. 

Importantly, recovery should not be conceptualized as simply eliminating 

symptoms. Instead, treatment seeks to expand the client's ability to tolerate 

distress, accurately interpret environmental cues, regulate physiological arousal, 

engage in meaningful relationships, and derive reward from healthy life 

experiences. These changes reflect functional reorganization across multiple 

neural systems and provide the biological foundation for sustained psychological 

recovery. 

Summary 

Trauma and substance use disorders involve complex interactions among stress-

response systems, threat detection networks, memory processes, executive 

functioning, and reward circuitry. These systems continuously influence one 

another, helping explain why trauma reminders may rapidly increase craving, why 

coping skills often become less accessible during emotional distress, and why 

substance use temporarily appears effective despite worsening long-term 

functioning. Understanding these neurobiological interactions allows 

psychologists to move beyond symptom description toward integrated clinical 

formulation. 
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Perhaps most importantly, contemporary neuroscience demonstrates that the 

brain remains capable of meaningful recovery. Neuroplasticity provides a scientific 

foundation for optimism, illustrating that psychotherapy, sustained recovery, 

healthy relationships, and repeated adaptive learning experiences can strengthen 

emotional regulation, improve executive functioning, reduce conditioned fear 

responses, and restore healthier patterns of reward processing. The following 

section builds upon this foundation by examining how trauma-related 

neurobiology specifically contributes to the development and maintenance of 

substance use through mechanisms such as negative reinforcement, emotional 

avoidance, dissociation, and conditioned craving. 

Section 3: Trauma as a Driver of Substance Use: 
Neurobehavioral Mechanisms, Clinical Presentation, 
and Implications for Treatment 
Trauma is one of the strongest predictors of substance use disorders (SUDs), yet 

the relationship is neither simple nor linear. Although many individuals experience 

trauma without developing problematic substance use, exposure to traumatic 

events significantly increases the likelihood of initiating alcohol or drug use, 

progressing to substance misuse, and developing chronic substance use disorders. 

This relationship reflects the complex interaction of neurobiology, emotional 

regulation, cognitive processes, developmental experiences, environmental 

influences, and learned behavioral patterns. 

Historically, substance use among trauma survivors was often conceptualized as a 

form of poor decision-making or inadequate coping. Contemporary research 

instead supports a trauma-informed understanding in which substance use 

frequently represents an adaptive, although ultimately maladaptive, attempt to 

regulate overwhelming emotional and physiological distress. From this 
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perspective, substances function as external regulators of internal states that 

clients feel unable to manage through existing coping resources. 

Trauma and the Development of Emotional Dysregulation 

One of the most significant consequences of trauma is disruption in emotional 

regulation. Emotional regulation refers to the ability to recognize, understand, 

tolerate, and respond adaptively to emotional experiences. Traumatic 

experiences, particularly those occurring during childhood or involving repeated 

interpersonal victimization, may interfere with the normal development of these 

capacities. 

Many trauma survivors experience chronic hyperarousal characterized by anxiety, 

irritability, hypervigilance, exaggerated startle responses, sleep disturbance, and 

persistent physiological tension. Others primarily experience hypoarousal, 

including emotional numbing, detachment, dissociation, reduced motivation, and 

diminished emotional awareness. Individuals often fluctuate between these states 

depending on environmental demands and trauma reminders. 

How this distress is expressed and described also varies culturally. Some cultural 

groups somatize psychological distress into physical complaints, headaches, 

gastrointestinal symptoms, fatigue, rather than reporting emotional symptoms 

directly, while others draw on culturally specific idioms of distress that do not map 

cleanly onto DSM-5 symptom language. A clinician unfamiliar with a client's 

cultural frame of reference may miss trauma-related distress entirely, or 

misattribute it to a medical or unrelated psychiatric cause, if the client's 

presentation doesn't match the hyperarousal/hypoarousal template described 

above. 

When internal distress becomes difficult to tolerate, substances may provide 

rapid, predictable changes in emotional experience. Alcohol may temporarily 
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reduce anxiety and hypervigilance, opioids may blunt both emotional and physical 

pain, cannabis may decrease physiological arousal for some individuals, and 

stimulants may temporarily counter emotional numbing or fatigue. Although 

these effects are temporary, they provide immediate relief that reinforces 

continued use. 

Importantly, the relief produced by substances does not resolve the underlying 

trauma. Instead, repeated reliance on substances prevents individuals from 

developing healthier emotion regulation strategies while simultaneously 

increasing physiological dependence and psychological reliance on chemical 

coping. 

Negative Reinforcement and the Self-Medication Model 

A central mechanism linking trauma and substance use is negative reinforcement. 

Unlike positive reinforcement, in which behavior is strengthened because it 

produces pleasure, negative reinforcement occurs when behavior is strengthened 

because it removes or reduces an unpleasant experience. 

For many trauma survivors, substance use is motivated less by the pursuit of 

euphoria than by the desire to escape intrusive memories, anxiety, shame, guilt, 

insomnia, or physiological hyperarousal. The temporary reduction of these 

symptoms reinforces future substance use whenever similar distress occurs. 

This process is consistent with the self-medication hypothesis, which proposes 

that individuals often select substances based on their perceived ability to 

alleviate specific emotional states (Khantzian, 2017). Although the original 

hypothesis emphasized psychodynamic concepts, contemporary research 

supports many of its central principles while incorporating advances in 

neuroscience and learning theory. 
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The self medication hypothesis has its critics. Taken too literally, the model 

assumes a direction of causality, distress producing substance use, that does not 

hold for every client. Substance use itself can precede and independently increase 

later trauma exposure, while many people with severe trauma histories never 

develop a substance use disorder at all. Applied uncritically, the framework risks 

becoming an all purpose explanation that is difficult to falsify. Treat it as one 

plausible functional account to test against the individual case’s actual timeline, 

rather than as a default formulation. 

Over time, repeated pairing of distress with substance use creates powerful 

conditioned associations. Emotional discomfort becomes a cue for craving, and 

substance use becomes the expected response. Eventually, even relatively minor 

stressors may activate automatic urges to use substances before conscious 

decision-making occurs. Psychologists should therefore explore not only the 

quantity and frequency of substance use but also the emotional, interpersonal, 

and situational contexts preceding use. Understanding the function of substance 

use frequently reveals important treatment targets that may otherwise remain 

unrecognized. 

Trauma, Learning, and Conditioned Responses 

Learning plays a critical role in maintaining co-occurring trauma and substance use 

disorders. Through classical and operant conditioning, trauma-related cues 

become associated with intense emotional responses, while substance use 

becomes associated with relief from distress. 

For example, a client who repeatedly consumes alcohol following nightmares may 

eventually experience craving immediately after awakening from disturbed sleep. 

Another individual who uses opioids following interpersonal conflict may begin 
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craving opioids whenever conflict arises, even if the disagreement is relatively 

minor. 

These learned associations become increasingly automatic with repetition. 

Environmental cues, emotional states, physiological sensations, or interpersonal 

interactions may trigger craving without conscious awareness of the connection. 

Consequently, clients often describe relapse as occurring "before I even realized 

what was happening."  Understanding conditioned learning emphasizes the 

importance of helping clients identify triggers, increase awareness of internal 

experiences, and develop alternative behavioral responses before emotional 

distress escalates. 

Dissociation and Substance Use 

Dissociation represents another important pathway linking trauma and substance 

use. Dissociation exists along a continuum ranging from mild detachment to 

significant disruptions in memory, identity, awareness, or perception. Although 

dissociation serves as a protective response during overwhelming traumatic 

experiences, persistent dissociative symptoms may interfere with daily functioning 

and emotional processing.  

Structural dissociation theory offers one influential account of how these 

disruptions develop, proposing that chronic or severe trauma can produce a 

persistent division between a part of the personality oriented toward daily 

functioning and one or more parts organized around defensive survival responses, 

including the dorsal vagal shutdown described in Section 2. Framed this way, 

dissociation is not simply a symptom to eliminate but a structural adaptation that 

once served a protective function and requires paced clinical attention before 

deeper trauma processing is attempted. Clients experiencing dissociation 

frequently describe feeling emotionally disconnected, unreal, or detached from 
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themselves and their surroundings. These experiences may be frightening, 

confusing, and difficult to describe. 

Some individuals use substances to interrupt dissociative episodes or regain a 

sense of emotional connection. Others use substances to intentionally enhance 

emotional detachment and avoid distressing memories. In either case, substance 

use temporarily alters consciousness without addressing the underlying trauma-

related mechanisms contributing to dissociation. Clinicians should carefully assess 

dissociative symptoms because they may influence treatment engagement, 

emotional processing, memory recall, and relapse risk. Failure to recognize 

dissociation may result in interventions that exceed the client's current capacity 

for emotional regulation. 

Avoidance as a Maintaining Factor 

Avoidance is one of the defining characteristics of trauma-related disorders and 

one of the strongest maintaining factors in both PTSD and substance use 

disorders. Avoidance may involve external behaviors, such as staying away from 

people, places, conversations, or activities associated with trauma, as well as 

internal avoidance of memories, emotions, thoughts, and physiological 

sensations. 

Substance use often functions as a particularly effective form of experiential 

avoidance because it rapidly reduces awareness of distressing internal 

experiences. Unfortunately, while avoidance provides short-term relief, it prevents 

corrective learning that is necessary for recovery. Without opportunities to 

experience distress safely and discover that it can be tolerated, fear responses 

remain unchanged. 

This cycle contributes to increasing psychological dependence on substances while 

reinforcing beliefs that emotional distress is intolerable without chemical relief. 
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Effective treatment therefore focuses on gradually increasing distress tolerance, 

emotional awareness, and adaptive coping rather than eliminating all 

uncomfortable emotions. 

Clinical Implications for Assessment 

Understanding trauma as a driver of substance use has important implications for 

psychological assessment. Comprehensive evaluations should extend beyond 

documenting substance use patterns to include exploration of traumatic 

experiences, current trauma-related symptoms, emotional regulation abilities, 

coping strategies, interpersonal functioning, and environmental stressors. 

Psychologists should recognize that clients may minimize trauma histories because 

of shame, fear, avoidance, or limited awareness of the relationship between 

traumatic experiences and current substance use. Establishing safety and rapport 

before conducting detailed trauma assessments is often essential. 

Assessment should also identify the specific functions that substances serve 

within the client's life. Questions exploring emotional states before substance use, 

perceived benefits of use, common triggers, and previous attempts to cope 

without substances provide valuable information for treatment planning. 

Functional assessment often reveals that substance use fulfills multiple purposes 

simultaneously, including reducing anxiety, improving sleep, decreasing intrusive 

memories, facilitating social interaction, or temporarily relieving emotional pain. 

Recognizing these functions allows treatment to focus on replacing the adaptive 

purpose served by substances rather than simply encouraging abstinence. 
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Summary 

Trauma substantially increases vulnerability to substance use through multiple 

interacting mechanisms, including emotional dysregulation, negative 

reinforcement, conditioned learning, dissociation, and experiential avoidance. For 

many individuals, substances function as powerful but temporary regulators of 

overwhelming emotional and physiological distress. Although these strategies 

may initially appear adaptive, they ultimately strengthen both trauma-related 

symptoms and substance dependence by preventing the development of 

healthier coping mechanisms. 

A trauma-informed understanding moves clinical practice beyond viewing 

substance use as a problem of motivation or willpower. Instead, psychologists 

recognize substance use as a learned survival strategy that reflects attempts to 

manage persistent distress. Comprehensive assessment should therefore identify 

the emotional, cognitive, behavioral, and interpersonal functions of substance use 

while guiding interventions that enhance emotional regulation, distress tolerance, 

and recovery from traumatic experiences. 

Section 4: How Substance Use Alters Trauma 
Neurobiology: Reciprocal Effects on the Brain, Stress 
Response, and Recovery 
The relationship between trauma and substance use is bidirectional. As discussed 

in the previous section, traumatic experiences often increase vulnerability to 

substance use through emotional dysregulation, conditioned learning, and 

attempts to manage psychological distress. However, once substance use becomes 

chronic, it produces its own neurobiological changes that can intensify trauma 

symptoms and complicate recovery. Rather than serving as a temporary coping 
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strategy, substance use gradually alters the very brain systems responsible for 

emotional regulation, stress adaptation, memory, and executive functioning. 

This reciprocal relationship explains why many individuals experience worsening 

anxiety, hypervigilance, irritability, sleep disturbance, and emotional instability 

despite continued substance use. Although substances may initially reduce 

distress, chronic use disrupts normal neurobiological functioning, increasing 

dependence on the substance while simultaneously reducing the brain's capacity 

to regulate emotions naturally. Understanding these changes allows psychologists 

to conceptualize co-occurring PTSD and substance use disorders as interacting 

neurobehavioral conditions rather than separate diagnoses requiring independent 

treatment. 

Neuroadaptation: The Brain Adjusts to Chronic Substance Use 

The brain continuously adapts to repeated experiences, including repeated 

exposure to psychoactive substances. This process, known as neuroadaptation, 

enables the nervous system to maintain physiological stability despite ongoing 

chemical disruption. While adaptive in the short term, neuroadaptation 

contributes to tolerance, withdrawal, craving, and compulsive substance use. 

Repeated alcohol or drug use alters neurotransmitter systems involved in reward, 

stress regulation, learning, and inhibitory control. Initially, substances produce 

exaggerated activation of these systems, particularly dopaminergic reward 

pathways. Over time, however, the brain compensates by reducing its natural 

responsiveness, requiring progressively greater amounts of the substance to 

achieve the same effect. 

As tolerance develops, individuals often report that substances no longer produce 

significant pleasure. Instead, they are used primarily to avoid withdrawal 

symptoms or alleviate emotional distress. This transition represents a 
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fundamental shift in the neurobiology of addiction, where substance use is 

increasingly driven by negative reinforcement rather than positive reinforcement 

(Koob & Volkow, 2016). 

For trauma survivors, these neuroadaptations are particularly problematic 

because they occur within neural systems already altered by chronic stress 

exposure. Consequently, both disorders reinforce one another through shared 

disruptions in stress regulation and emotional processing. 

Chronic Stress and Dysregulation of the HPA Axis 

As reviewed in Section 2, the HPA axis coordinates the body's stress response, and 

trauma frequently produces long-term dysregulation of this system, contributing 

to exaggerated physiological responses to perceived threats. Chronic substance 

use further disrupts HPA axis functioning through repeated cycles of intoxication, 

withdrawal, and craving. Chronic substance use further disrupts HPA axis 

functioning through repeated cycles of intoxication, withdrawal, and craving. 

Alcohol, opioids, stimulants, and other substances each influence stress hormones 

differently during acute intoxication. However, prolonged use generally produces 

increasing instability in stress regulation. During withdrawal, cortisol and other 

stress-related hormones often become elevated, contributing to anxiety, 

irritability, insomnia, and emotional dysregulation. These symptoms closely 

resemble trauma-related hyperarousal, making it difficult for clients to distinguish 

withdrawal from PTSD symptoms. 

Repeated activation of stress pathways also lowers the threshold for future stress 

responses. Minor interpersonal conflicts, environmental stressors, or trauma 

reminders may provoke disproportionately intense physiological reactions, 

increasing vulnerability to craving and relapse. 
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Clinically, psychologists should recognize that clients in early recovery often 

experience heightened emotional reactivity due to overlapping effects of trauma-

related neurobiology and substance-induced stress dysregulation. These reactions 

are expected neurobiological consequences of recovery rather than evidence that 

treatment is ineffective. 

Reward System Dysfunction and Anhedonia 

One of the hallmark neurobiological changes associated with chronic substance 

use is impairment of the brain's reward system. Repeated exposure to 

psychoactive substances reduces sensitivity to natural rewards by altering 

dopaminergic signaling within the mesolimbic reward pathway. 

As reward responsiveness declines, individuals frequently experience anhedonia, 

the diminished ability to experience pleasure from normally rewarding activities. 

Social relationships, hobbies, exercise, occupational success, and recreational 

activities may no longer produce sufficient motivation or satisfaction. 

Trauma survivors often experience emotional numbing before substance use 

develops. Chronic substance use compounds this problem by further suppressing 

reward responsiveness. Consequently, clients may report feeling emotionally 

empty, disconnected, or incapable of enjoying life without substances. 

This neurobiological process has important implications for treatment. Early 

recovery is often characterized by reduced motivation, low mood, fatigue, and 

diminished interest in meaningful activities. Psychologists should help clients 

understand that these experiences frequently reflect temporary neurobiological 

recovery rather than permanent emotional deficits. Behavioral activation, gradual 

re-engagement in valued activities, and strengthening interpersonal relationships 

can facilitate restoration of natural reward processing over time. 
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Executive Dysfunction and Impaired Decision-Making 

The prefrontal cortex undergoes significant functional changes during chronic 

substance use. Regions responsible for planning, attention, impulse control, 

working memory, and decision-making demonstrate reduced efficiency, 

particularly among individuals with severe or prolonged substance use disorders. 

These impairments contribute to difficulties delaying gratification, evaluating 

consequences, regulating emotions, and maintaining treatment goals during 

periods of distress. Trauma-related activation further compromises executive 

functioning by diverting neural resources toward immediate survival responses. 

The combination of trauma and addiction therefore creates a "double burden" on 

executive control. Trauma increases emotional reactivity while addiction weakens 

the cognitive systems responsible for regulating that reactivity. Clients often 

recognize the harmful consequences of substance use yet struggle to translate this 

knowledge into consistent behavior.  Understanding executive dysfunction 

encourages psychologists to provide structured interventions, repetition, 

environmental supports, and skills practice rather than assuming insight alone will 

produce behavioral change. 

Memory, Learning, and Trauma Reactivation 

Substance use also influences learning and memory systems. Alcohol, cannabis, 

benzodiazepines, and other substances may interfere with memory consolidation, 

attention, and new learning. During intoxication, individuals often have difficulty 

accurately processing emotional experiences or integrating corrective information. 

Repeated intoxication and withdrawal may strengthen maladaptive learning by 

reinforcing associations between distress and substance use. Each episode 
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teaches the brain that emotional discomfort should be managed chemically rather 

than through adaptive coping. 

Furthermore, chronic substance use may interfere with extinction learning—the 

process through which individuals learn that trauma reminders no longer predict 

danger. This impairment can reduce the effectiveness of trauma-focused 

psychotherapy when substance use remains uncontrolled, as clients may struggle 

to fully engage in emotional processing or retain new learning between sessions.  

Psychologists should consider these cognitive effects when selecting treatment 

approaches, pacing interventions appropriately, and reinforcing new skills across 

multiple sessions. 

Withdrawal and the Amplification of Trauma Symptoms 

Withdrawal is more than the absence of a substance; it is a period of significant 

neurobiological instability. During withdrawal, stress systems become highly 

activated while reward pathways remain suppressed. Common symptoms, 

including anxiety, irritability, insomnia, nightmares, concentration problems, and 

emotional lability, closely resemble PTSD symptoms. 

This overlap presents important diagnostic challenges. Clients may believe that 

worsening trauma symptoms indicate psychological deterioration when, in reality, 

they reflect temporary neurophysiological changes associated with withdrawal. 

Conversely, clinicians may mistakenly attribute withdrawal symptoms solely to 

PTSD if substance use is not adequately assessed. Careful monitoring of symptom 

onset, duration, substance use patterns, and withdrawal timelines can help 

psychologists distinguish between these overlapping presentations and coordinate 

appropriate medical care when necessary. 
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Implications for Integrated Treatment 

Understanding the reciprocal effects of trauma and substance use supports an 

integrated approach to treatment. Historically, many treatment programs required 

clients to achieve prolonged abstinence before addressing trauma. Current 

evidence indicates that integrated, trauma-informed treatment can be both safe 

and effective for many individuals when appropriately delivered (Roberts et al., 

2022). 

Psychoeducation about addiction neurobiology often reduces shame by helping 

clients understand that craving, emotional instability, and executive dysfunction 

reflect predictable neurobiological adaptations rather than personal weakness. 

This perspective encourages self-compassion while reinforcing personal 

responsibility for engaging in treatment and practicing recovery skills. 

Treatment should focus simultaneously on improving emotional regulation, 

strengthening executive functioning, reducing avoidance, increasing distress 

tolerance, developing healthy reward experiences, and preventing relapse. 

Collaboration with physicians, addiction specialists, and other behavioral health 

professionals is frequently necessary, particularly during early recovery or when 

medication-assisted treatment is indicated. By recognizing that trauma and 

substance use alter many of the same neural systems, psychologists can develop 

more comprehensive interventions that address the full complexity of co-

occurring disorders rather than treating each condition in isolation. 

Summary 

Trauma changes the brain in ways that increase vulnerability to substance use, 

while chronic substance use further alters stress regulation, reward processing, 

executive functioning, and learning. These reciprocal neurobiological changes 
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contribute to a self-perpetuating cycle in which trauma symptoms increase 

substance use and substance use intensifies trauma-related distress. 

For psychologists, understanding these shared mechanisms enhances assessment, 

case conceptualization, and treatment planning. Rather than viewing relapse, 

emotional instability, or impaired decision-making as evidence of poor motivation, 

clinicians can recognize these behaviors as manifestations of interacting 

neurobiological processes. This perspective supports compassionate, evidence-

based, trauma-informed care while reinforcing the importance of integrated 

treatment that addresses both disorders simultaneously. 

Section 5: Comprehensive Assessment of Co-
Occurring Trauma and Substance Use Disorders 
Assessment is the cornerstone of effective treatment for individuals with co-

occurring trauma and substance use disorders (SUDs). Accurate case 

conceptualization depends on identifying not only the presence of each disorder 

but also understanding how trauma and substance use interact to influence 

psychological functioning, behavior, physical health, and recovery. A 

comprehensive assessment extends beyond establishing diagnoses; it seeks to 

understand the developmental, biological, cognitive, emotional, interpersonal, 

cultural, and environmental factors that contribute to an individual's presenting 

concerns. 

Historically, trauma and substance use disorders were often assessed separately. 

Clients entering addiction treatment were frequently evaluated primarily for 

substance use severity, while trauma histories remained unexplored until 

prolonged abstinence was achieved. Conversely, trauma-focused services 

sometimes overlooked active substance use, assuming that addiction treatment 
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should occur elsewhere. Contemporary research demonstrates that this 

fragmented approach often results in underdiagnosis, incomplete treatment 

planning, and poorer clinical outcomes (Patton et al., 2024). Current best practices 

recommend integrated, trauma-informed assessment that evaluates both 

conditions simultaneously while recognizing their reciprocal influence. 

For psychologists, assessment is an ongoing clinical process rather than a single 

event completed during intake. Trauma-related symptoms, substance use 

patterns, motivation for change, cognitive functioning, and environmental 

stressors frequently evolve throughout treatment. Consequently, clinicians should 

view assessment as a dynamic process that informs case conceptualization and 

guides treatment planning across the continuum of care. 

Establishing Safety and Therapeutic Alliance 

Assessment begins long before formal questioning or administration of 

psychological measures. The quality of the therapeutic relationship strongly 

influences the accuracy and completeness of the information clients disclose. 

Individuals with trauma histories often approach clinical encounters with 

understandable concerns regarding trust, judgment, confidentiality, or loss of 

control. These concerns may be heightened among clients with previous negative 

experiences in healthcare, behavioral health, or legal systems. 

Psychologists should establish a therapeutic environment characterized by safety, 

collaboration, transparency, and respect. Trauma-informed assessment 

emphasizes explaining the purpose of questions, obtaining permission before 

discussing potentially distressing topics, and allowing clients to determine the 

pace of disclosure. Although comprehensive assessment is essential, detailed 

exploration of traumatic experiences during an initial evaluation is not always 

clinically indicated. Premature inquiry into traumatic events may increase 
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emotional distress without contributing meaningfully to diagnosis or treatment 

planning. 

Instead, clinicians should initially focus on identifying the presence of traumatic 

experiences, current trauma-related symptoms, safety concerns, and functional 

impairment. As the therapeutic relationship develops, additional assessment can 

clarify the nature and impact of specific traumatic events while minimizing the risk 

of unnecessary retraumatization. 

Conducting a Comprehensive Clinical Interview 

The clinical interview remains the foundation of psychological assessment. While 

standardized measures provide valuable information, they cannot replace the 

nuanced understanding obtained through thoughtful clinical interviewing. 

Assessment should explore multiple domains to develop a comprehensive 

understanding of the client's functioning. 

A thorough psychosocial history includes presenting concerns, psychiatric history, 

substance use history, medical conditions, medications, developmental 

experiences, family relationships, educational and occupational functioning, legal 

involvement, military service when applicable, and current social supports. 

Particular attention should be given to developmental experiences, as adverse 

childhood experiences substantially increase the risk for both trauma-related 

disorders and substance use disorders later in life. 

Substance use assessment should extend beyond identifying substances used and 

frequency of use. Clinicians should evaluate age of onset, progression of use, 

periods of abstinence, previous treatment episodes, withdrawal history, overdose 

history, medication-assisted treatment, patterns of polysubstance use, and the 

functional consequences of substance use. Understanding the context in which 

substances are used is equally important. Exploring emotional states, 
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interpersonal situations, environmental triggers, and trauma reminders that 

precede substance use often provides valuable insight into the function 

substances serve. 

Trauma assessment should include exposure to potentially traumatic events while 

recognizing that clients may not initially identify certain experiences as traumatic. 

Physical abuse, sexual abuse, emotional abuse, neglect, intimate partner violence, 

military combat, community violence, serious accidents, natural disasters, medical 

trauma, racial discrimination, and repeated exposure to traumatic events in 

professional roles may all contribute to trauma-related symptoms. Assessment 

should focus not only on exposure but also on the individual's subjective 

response, current symptom presentation, and degree of functional impairment. 

Complex PTSD: A Diagnostic Distinction Relevant to This 
Population 

Clients with chronic, repeated interpersonal trauma, the developmental profile 

most consistently linked to substance use disorders, frequently present with a 

symptom picture that extends beyond the DSM 5 PTSD criteria reviewed above. 

The ICD 11 recognizes this presentation as a distinct diagnosis, Complex PTSD, 

defined by the core PTSD clusters plus persistent disturbances in emotion 

regulation, self concept, and relational functioning. DSM 5 does not currently 

recognize CPTSD separately, capturing some of this presentation instead through 

the dissociative subtype of PTSD and comorbid personality or mood diagnoses. 

This divergence between the two diagnostic systems remains actively debated. 

Practically, a client whose presentation is dominated by chronic shame, relational 

mistrust, and emotion dysregulation alongside intrusive and avoidant symptoms 

may be better served by a formulation organized around CPTSD, even though that 

label will not appear on the DSM 5 chart diagnosis. 

46



Differential Diagnosis 

One of the greatest challenges in evaluating co-occurring trauma and substance 

use disorders is distinguishing symptoms attributable to trauma, substance 

intoxication, withdrawal, medication effects, or other psychiatric conditions. Many 

symptoms overlap substantially, increasing the risk of diagnostic error if clinicians 

rely on a single assessment point. 

For example, hypervigilance associated with PTSD may resemble stimulant 

intoxication. Irritability and sleep disturbance may reflect alcohol withdrawal, 

generalized anxiety disorder, or trauma-related hyperarousal. Emotional numbing 

may occur in PTSD, major depressive disorder, prolonged substance use, or 

dissociative disorders. Concentration difficulties may result from chronic cannabis 

use, attention-deficit/hyperactivity disorder, traumatic brain injury, depression, or 

PTSD. 

Psychologists should therefore consider the temporal relationship among 

symptoms, substance use, withdrawal, and traumatic experiences. Determining 

whether symptoms preceded substance use, emerged during periods of 

abstinence, or fluctuate according to patterns of use provides valuable diagnostic 

information. Collaboration with physicians and other healthcare professionals is 

often necessary when medical conditions or medication effects may contribute to 

the clinical presentation. 

Screening and Standardized Assessment Measures 

Although the clinical interview remains essential, standardized assessment 

instruments improve diagnostic accuracy, facilitate treatment planning, and 

provide objective measures of symptom severity. Current clinical practice 
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guidelines recommend incorporating validated screening and assessment tools 

whenever feasible (VA/DoD, 2023). 

The PTSD Checklist for DSM-5 (PCL-5) is among the most widely used self-report 

measures for assessing PTSD symptoms. It demonstrates strong psychometric 

properties and is useful for screening, monitoring treatment progress, and 

evaluating symptom change over time. Importantly, the PCL-5 should not be used 

as a stand-alone diagnostic instrument but rather as one component of a 

comprehensive evaluation. 

When diagnostic clarification is needed, structured clinical interviews such as the 

Clinician-Administered PTSD Scale for DSM-5 (CAPS-5) remain the gold standard 

for PTSD assessment. The CAPS-5 allows clinicians to evaluate symptom 

frequency, intensity, duration, functional impairment, and diagnostic criteria 

through a structured interview format. 

Substance use screening may begin with brief validated instruments such as the 

Alcohol Use Disorders Identification Test (AUDIT) and the Drug Abuse Screening 

Test (DAST-10). These measures efficiently identify individuals requiring more 

comprehensive evaluation while providing standardized estimates of substance-

related risk. 

Assessment should also include evaluation of depression, anxiety, suicidality, 

dissociation, sleep disturbance, and functional impairment, as these conditions 

commonly co-occur with trauma and substance use disorders and frequently 

influence treatment planning. 

Functional Assessment 

Beyond establishing diagnoses, psychologists should seek to understand the 

function that substance use serves within the client's life. Functional assessment 
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examines the antecedents and consequences of substance use to identify the 

mechanisms maintaining problematic behavior. 

Questions may explore the circumstances preceding substance use, emotional 

states associated with craving, perceived benefits of substance use, short-term 

consequences, long-term consequences, and previous attempts to cope without 

substances. Clients often discover that substance use fulfills multiple functions 

simultaneously, including reducing anxiety, suppressing intrusive memories, 

facilitating social interaction, improving sleep, decreasing emotional pain, avoiding 

interpersonal conflict, or temporarily enhancing mood. 

Identifying these functions allows treatment planning to focus on replacing 

maladaptive coping strategies with healthier alternatives rather than simply 

encouraging abstinence. When clinicians understand why clients use substances, 

interventions become more individualized and clinically meaningful. 

Suicide Risk and Safety Assessment 

Individuals with co-occurring PTSD and substance use disorders experience 

substantially elevated rates of suicidal ideation, suicide attempts, and suicide 

mortality compared with the general population (Edwards et al., 2026). 

Consequently, suicide risk assessment should be integrated into every 

comprehensive evaluation rather than reserved for situations involving overt 

suicidal statements. 

Assessment should include current suicidal thoughts, intent, planning, previous 

attempts, non-suicidal self-injury, access to lethal means, recent losses, substance 

intoxication, withdrawal, hopelessness, impulsivity, and protective factors such as 

family support, cultural beliefs, spiritual resources, and reasons for living. 
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Risk assessment is not a one-time procedure. Significant changes in substance use, 

trauma processing, interpersonal relationships, legal circumstances, or psychiatric 

symptoms may substantially alter suicide risk over the course of treatment. 

Regular reassessment and collaborative safety planning are essential components 

of trauma-informed care. 

Cultural and Developmental Considerations 

Trauma and substance use occur within broader cultural, historical, and 

developmental contexts. Clients' beliefs regarding trauma, mental illness, 

substance use, and help-seeking are shaped by cultural identity, family values, 

religious traditions, experiences of discrimination, socioeconomic conditions, and 

historical trauma. 

Psychologists should avoid assuming that standardized assessment procedures 

apply equally across all populations. Cultural humility requires exploring clients' 

explanatory models of distress, preferred coping strategies, family expectations, 

language preferences, and experiences with healthcare systems. Assessment 

should also recognize the impact of systemic inequities, racism, discrimination, 

and barriers to treatment access that may influence both symptom presentation 

and recovery. 

Developmental timing also influences assessment. Trauma occurring during early 

childhood may produce different psychological and neurobiological consequences 

than trauma experienced during adulthood. Similarly, substance use initiated 

during adolescence may interfere with normal neurodevelopment, increasing 

long-term vulnerability to addiction and emotional dysregulation. Comprehensive 

assessment therefore considers not only what occurred but also when it occurred 

within the individual's developmental trajectory. 
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Case Formulation: Moving Beyond Diagnosis 

Perhaps the most important outcome of assessment is the development of an 

integrated case formulation. Whereas diagnosis identifies symptom patterns, case 

formulation explains how biological, psychological, developmental, interpersonal, 

and environmental factors interact to produce and maintain current difficulties. 

An effective formulation addresses several key questions: What experiences 

contributed to the development of the client's symptoms? What functions does 

substance use currently serve? Which factors maintain the cycle of trauma and 

addiction? What personal strengths and protective factors support recovery? 

Which interventions are most likely to address the underlying mechanisms 

maintaining distress? 

This individualized understanding serves as the foundation for evidence-based 

treatment planning. Rather than applying standardized interventions to every 

client, psychologists use assessment findings to tailor treatment to each 

individual's unique clinical presentation, strengths, and recovery goals. 

Summary 

Comprehensive assessment of co-occurring trauma and substance use disorders 

requires far more than establishing diagnostic criteria. Effective evaluation 

integrates clinical interviewing, standardized assessment, functional analysis, 

differential diagnosis, suicide risk assessment, cultural formulation, and 

collaborative case conceptualization. Throughout this process, psychologists 

maintain a trauma-informed stance that prioritizes safety, transparency, and 

respect while recognizing that trauma and substance use are often interconnected 

attempts to adapt to overwhelming experiences. 
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A thorough assessment provides the foundation for effective treatment by 

identifying not only what symptoms are present but also why they persist and 

how they interact. This understanding allows clinicians to develop individualized 

treatment plans that address the biological, psychological, and social mechanisms 

contributing to both trauma-related symptoms and substance use, ultimately 

improving engagement, treatment effectiveness, and long-term recovery. 

Section 6: Integrated Case Formulation and 
Treatment Planning for Co-Occurring Trauma and 
Substance Use Disorders 
Assessment identifies the presence and severity of trauma-related symptoms and 

substance use disorders, but treatment planning requires clinicians to move 

beyond diagnosis toward an integrated understanding of the individual. Effective 

psychotherapy is guided not simply by diagnostic labels but by a case formulation 

that explains how biological, psychological, developmental, interpersonal, cultural, 

and environmental factors interact to create and maintain a client's current 

difficulties. This formulation serves as the roadmap for treatment, helping 

psychologists prioritize interventions, anticipate barriers, and adapt treatment as 

recovery progresses. 

Historically, treatment planning for co-occurring disorders often relied on 

sequential or parallel models of care. In sequential treatment, one disorder—

typically substance use—was addressed before trauma-focused psychotherapy 

could begin. Parallel treatment involved separate providers treating each 

condition independently with minimal coordination. Although these approaches 

remain appropriate in certain circumstances, research increasingly supports 

integrated treatment models in which trauma and substance use are 

conceptualized as interrelated conditions that can often be addressed 
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simultaneously through coordinated, evidence-based interventions (Patton et al., 

2024; Roberts et al., 2022). Clinicians seek to understand how neurobiology, 

emotional regulation, cognition, behavior, interpersonal relationships, and 

environmental stressors reinforce one another over time. 

Developing an Integrated Case Formulation 

Case formulation organizes clinical information into a coherent explanation of why 

symptoms developed, what maintains them, and how treatment can facilitate 

recovery. Unlike diagnosis, which classifies symptoms according to standardized 

criteria, formulation individualizes care by explaining the unique interaction of 

factors affecting each client. 

A comprehensive formulation typically begins with predisposing factors. These 

include genetic vulnerabilities, adverse childhood experiences, attachment 

disruptions, family history of mental illness or substance use, developmental 

trauma, chronic stress exposure, and social determinants of health. These factors 

increase vulnerability but do not determine outcomes. 

The formulation then examines precipitating factors, or events that contributed to 

the onset or worsening of symptoms. Examples include exposure to traumatic 

events, interpersonal loss, military deployment, medical illness, occupational 

stress, legal difficulties, or significant life transitions. Identifying precipitating 

factors provides insight into why symptoms emerged at a particular point in time. 

Equally important are perpetuating factors, those processes that maintain 

psychological distress and substance use despite the client's desire for recovery. 

These often include avoidance behaviors, emotional dysregulation, maladaptive 

beliefs, conditioned craving, interpersonal conflict, sleep disturbance, chronic 

stress, social isolation, and ongoing environmental instability. Identifying these 
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mechanisms helps clinicians prioritize interventions that address the processes 

sustaining dysfunction rather than focusing exclusively on symptom reduction. 

Finally, psychologists identify protective factors that promote resilience and 

recovery. Protective factors may include supportive relationships, motivation for 

treatment, stable housing, employment, spirituality, cultural identity, adaptive 

coping skills, previous treatment successes, and personal strengths. These factors 

provide important resources that can be incorporated into treatment planning. 

Establishing Collaborative Treatment Goals 

Treatment planning should be a collaborative process that actively involves the 

client in identifying meaningful goals. Trauma-informed care recognizes that many 

clients have experienced environments characterized by powerlessness, coercion, 

or loss of control. Collaborative goal setting therefore promotes autonomy, 

strengthens the therapeutic alliance, and increases treatment engagement. 

Clients frequently enter treatment with goals that differ from those initially 

identified by clinicians. Some seek relief from anxiety or nightmares rather than 

abstinence from substances. Others prioritize repairing relationships, returning to 

work, improving parenting, or reducing emotional distress. While psychologists 

must address safety concerns and evidence-based treatment priorities, aligning 

treatment with the client's values and goals enhances motivation and supports 

sustained engagement. 

Treatment goals should be specific, measurable, achievable, relevant, and 

adaptable as recovery progresses. Rather than focusing solely on symptom 

elimination, goals often include improving emotional regulation, increasing 

distress tolerance, strengthening interpersonal functioning, enhancing quality of 

life, reducing avoidance, and developing healthy coping strategies. Recovery is 
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best conceptualized as the development of adaptive functioning rather than 

simply the absence of psychopathology. 

Determining Treatment Priorities 

Although integrated treatment addresses both trauma and substance use 

disorders, clinicians must continually determine which clinical issues require 

immediate attention. Treatment priorities are guided by safety, clinical stability, 

and the client's readiness for therapeutic work. Immediate priorities include 

assessment and management of suicide risk, homicidal ideation, severe 

withdrawal syndromes, acute intoxication, psychosis, medical instability, and risk 

of harm to vulnerable individuals. These concerns require prompt intervention 

and may necessitate coordination with emergency services, medical providers, or 

higher levels of care. 

Once immediate safety concerns have been addressed, psychologists evaluate the 

client's emotional and cognitive stability. Individuals experiencing severe 

withdrawal, uncontrolled psychosis, profound cognitive impairment, or extreme 

emotional dysregulation may require stabilization before engaging in intensive 

trauma processing. Stabilization does not imply delaying all trauma-related 

treatment. Instead, it involves developing sufficient emotional regulation and 

safety to allow meaningful therapeutic engagement. 

For many clients, stabilization includes psychoeducation, development of coping 

skills, relapse prevention planning, improvement of sleep, medication 

management when indicated, strengthening social supports, and reduction of 

environmental stressors. These interventions provide a foundation for subsequent 

trauma-focused work while reducing the likelihood of treatment disruption. 
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Stage-Oriented Treatment 

Many integrated treatment models utilize a stage-oriented approach that 

recognizes recovery as a progressive process rather than a single intervention. 

Although terminology varies across theoretical orientations, three broad phases 

are commonly described. 

The first phase emphasizes stabilization and engagement. During this stage, 

treatment focuses on establishing safety, building the therapeutic alliance, 

increasing motivation, enhancing emotional regulation, reducing harmful 

substance use, and developing coping skills. Psychoeducation regarding trauma, 

addiction, and recovery helps normalize symptoms while reducing shame and self-

blame. 

The second phase involves trauma processing when clinically appropriate. 

Evidence-based trauma-focused psychotherapies assist clients in processing 

traumatic memories, modifying maladaptive beliefs, reducing avoidance, and 

integrating traumatic experiences into a coherent life narrative. Importantly, 

trauma processing occurs within the context of ongoing relapse prevention and 

continued attention to emotional regulation. 

The final phase emphasizes recovery maintenance, relapse prevention, and 

continued growth. Clients consolidate treatment gains, strengthen healthy 

relationships, develop meaningful life goals, and practice adaptive coping in 

increasingly complex environments. Treatment shifts from symptom reduction 

toward long-term resilience, identity development, and sustained recovery. 

Although these stages provide a useful framework, they are not rigid or linear. 

Clients often move back and forth among phases depending on life circumstances, 

stressors, symptom fluctuations, or recovery needs. 
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Selecting Evidence-Based Interventions 

Case formulation guides intervention selection by matching treatment approaches 

to the mechanisms maintaining distress. Clients whose substance use primarily 

functions to regulate emotional distress may benefit from interventions 

emphasizing emotion regulation, distress tolerance, and mindfulness. Individuals 

whose symptoms are maintained primarily through trauma-related avoidance may 

require evidence-based trauma-focused psychotherapy. Clients experiencing 

significant interpersonal dysfunction may benefit from interventions emphasizing 

communication, attachment, and relationship skills. 

Treatment planning should also consider co-occurring psychiatric disorders, 

cognitive functioning, cultural values, developmental history, medical conditions, 

and client preferences. No single intervention is appropriate for every individual 

with co-occurring trauma and substance use disorders. Rather, psychologists 

integrate evidence-based practices within an individualized treatment plan that 

addresses the client's unique presentation. 

Flexibility is particularly important because recovery is dynamic. Treatment plans 

should be reviewed regularly and modified in response to symptom changes, 

treatment progress, setbacks, or evolving client goals. 

The Role of Interdisciplinary Collaboration 

Effective treatment frequently extends beyond the psychologist's scope of 

practice. Individuals with co-occurring disorders often require coordinated care 

involving physicians, psychiatrists, addiction medicine specialists, nurses, social 

workers, peer recovery specialists, case managers, occupational therapists, and 

community support services. 
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Medication management may be necessary for opioid use disorder, alcohol use 

disorder, depression, anxiety, sleep disturbance, or other co-occurring conditions. 

Medical evaluation is essential when withdrawal management, chronic pain, 

traumatic brain injury, infectious disease, or other physical health concerns 

complicate recovery. 

Psychologists play a central role in coordinating care by communicating with 

interdisciplinary providers, obtaining appropriate releases of information, 

monitoring treatment progress, and ensuring consistency across services. 

Collaborative care reduces fragmentation while promoting continuity of 

treatment. 

Addressing Relapse Within the Treatment Plan 

Relapse should be anticipated as a potential component of recovery rather than 

interpreted as treatment failure. Research consistently demonstrates that 

recovery from substance use disorders is often characterized by periods of 

improvement, recurrence of symptoms, and renewed engagement in treatment. 

This pattern resembles the course of many chronic medical conditions and should 

be addressed within the treatment plan from the outset. 

Relapse planning involves identifying personal triggers, early warning signs, high-

risk situations, coping strategies, emergency supports, and procedures for 

returning to treatment promptly if substance use recurs. Clinicians should 

emphasize that recurrence of substance use provides valuable clinical information 

regarding unresolved vulnerabilities rather than evidence of personal failure. 

Similarly, exacerbations of trauma symptoms should be anticipated during periods 

of increased stress, anniversaries of traumatic events, significant life transitions, or 

trauma-focused treatment. Preparing clients for these fluctuations reduces shame 

and encourages continued engagement in recovery. 

58



Measuring Progress 

Treatment planning should include regular evaluation of clinical progress using 

both standardized measures and collaborative clinical review. Repeated 

administration of validated symptom measures allows psychologists to monitor 

changes in PTSD symptoms, substance use, depression, anxiety, and overall 

functioning over time. 

Equally important are improvements in daily functioning. Increased emotional 

regulation, healthier relationships, improved occupational performance, greater 

participation in meaningful activities, enhanced quality of life, and strengthened 

coping abilities often represent clinically meaningful indicators of recovery that 

extend beyond symptom reduction alone. 

Treatment plans should remain flexible and responsive to these outcomes. When 

progress stalls, psychologists revisit the case formulation, reassess maintaining 

factors, and adjust interventions accordingly rather than assuming lack of 

motivation or treatment resistance. 

Summary 

Integrated case formulation transforms assessment findings into an individualized 

understanding of how trauma, substance use, neurobiology, development, 

cognition, behavior, and environmental influences interact to maintain 

psychological distress. This formulation provides the foundation for evidence-

based treatment planning by identifying the mechanisms driving symptoms and 

the strengths supporting recovery. 

Effective treatment planning is collaborative, trauma-informed, and responsive to 

the client's evolving needs. Rather than treating PTSD and substance use disorders 

as separate conditions, psychologists develop integrated interventions that 
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simultaneously address emotional regulation, substance use, trauma-related 

symptoms, interpersonal functioning, and long-term resilience. Through careful 

formulation, ongoing reassessment, and interdisciplinary collaboration, clinicians 

can provide comprehensive care that promotes meaningful and sustained 

recovery. 

Section 7: Evidence-Based Psychotherapies for Co-
Occurring Trauma and Substance Use Disorders 
The treatment of co-occurring trauma and substance use disorders has changed 

substantially over the past two decades. Historically, clinicians often believed that 

trauma-focused psychotherapy should be delayed until clients achieved prolonged 

abstinence from alcohol or other drugs. This sequential approach was based on 

concerns that discussing traumatic experiences might increase emotional distress, 

worsen substance use, or precipitate relapse. As a result, many individuals spent 

years receiving treatment for addiction while their trauma remained largely 

unaddressed. 

Contemporary research has challenged this assumption. Numerous studies 

demonstrate that integrated treatment approaches can safely and effectively 

address both posttraumatic stress disorder (PTSD) and substance use disorders 

(SUDs) concurrently for many clients. Current clinical practice guidelines 

recommend individualized treatment planning rather than requiring complete 

abstinence before trauma-focused interventions are considered (Department of 

Veterans Affairs [VA] & Department of Defense [DoD], 2023). Instead, 

psychologists assess each client's stability, readiness for treatment, risk factors, 

and available supports to determine the most appropriate interventions. 
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An important principle of integrated care is recognizing that reducing trauma 

symptoms often improves substance use outcomes, just as reductions in 

problematic substance use frequently enhance participation in trauma-focused 

psychotherapy. Effective treatment therefore addresses the reciprocal relationship 

between these disorders rather than viewing one as secondary to the other. 

Principles of Evidence-Based Treatment 

Although various psychotherapeutic approaches have demonstrated effectiveness, 

successful treatment shares several common principles. First, therapy should 

occur within a trauma-informed framework that emphasizes physical and 

emotional safety, collaboration, trustworthiness, empowerment, and cultural 

responsiveness. Clients with trauma histories frequently enter treatment with 

understandable concerns regarding vulnerability, judgment, or loss of control. 

Establishing a therapeutic relationship characterized by transparency and respect 

is essential before engaging in more intensive therapeutic work. 

Second, treatment should remain recovery oriented rather than symptom focused 

alone. While reducing PTSD symptoms and substance use is important, recovery 

also involves improving emotional regulation, interpersonal functioning, 

occupational performance, physical health, and overall quality of life. 

Psychotherapy therefore extends beyond symptom management to help clients 

develop meaningful and sustainable lives. 

Finally, treatment should be individualized. No single psychotherapy is appropriate 

for every client. Clinical decisions should consider symptom severity, cognitive 

functioning, developmental history, cultural background, treatment preferences, 

co-occurring psychiatric disorders, medical conditions, social supports, and 

readiness for change. 
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Trauma-Focused Cognitive Behavioral Therapy 

Cognitive behavioral therapies (CBT) remain among the most extensively 

researched interventions for PTSD. These approaches are based on the 

understanding that traumatic experiences influence patterns of thinking, 

emotional responding, and behavior that may continue long after the traumatic 

event has ended. 

Trauma-focused CBT helps clients identify maladaptive beliefs that developed 

following trauma, such as excessive self-blame, beliefs that the world is entirely 

dangerous, or expectations that others cannot be trusted. These beliefs often 

contribute to avoidance, emotional distress, and impaired functioning. Through 

collaborative cognitive restructuring and behavioral interventions, clients learn to 

evaluate these beliefs more accurately while developing healthier coping 

strategies. 

For individuals with co-occurring substance use disorders, CBT also addresses 

high-risk situations, craving, relapse prevention, and coping skills. Clients learn to 

recognize how trauma-related thoughts and emotions influence substance use 

while developing alternative methods for managing distress. 

Psychologists should recognize that cognitive interventions are generally more 

effective when clients possess sufficient emotional regulation skills to engage in 

reflective thinking. During periods of acute emotional activation, grounding and 

physiological regulation strategies may be necessary before cognitive restructuring 

can be implemented effectively. 

Cognitive Processing Therapy 

Cognitive Processing Therapy (CPT) is a trauma-focused cognitive therapy with 

substantial empirical support for PTSD treatment across civilian, military, and 
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veteran populations. CPT focuses on helping clients examine and modify 

maladaptive beliefs that developed following traumatic experiences. 

Trauma frequently disrupts fundamental beliefs regarding safety, trust, control, 

intimacy, and self-worth. Clients may conclude that they were responsible for 

traumatic events, that others are inherently dangerous, or that they are 

permanently damaged. These beliefs often maintain emotional distress and 

contribute to avoidance behaviors, including substance use. 

Within integrated treatment, CPT can help clients recognize how trauma-related 

beliefs influence substance use decisions. For example, a client who believes "I will 

never feel safe again" may view alcohol as the only effective method of reducing 

anxiety. Modifying this belief can reduce reliance on substances while supporting 

broader emotional recovery. 

Research indicates that clients with co-occurring PTSD and substance use 

disorders can successfully complete CPT when treatment is appropriately 

individualized and coordinated with addiction services (Patton et al., 2024). 

Prolonged Exposure Therapy 

Prolonged Exposure (PE) therapy is another first-line treatment for PTSD 

recommended by multiple clinical practice guidelines. PE is based on emotional 

processing theory, which proposes that avoidance prevents corrective learning 

following traumatic experiences. Through systematic and repeated exposure to 

trauma-related memories and avoided situations, clients gradually learn that 

trauma reminders are no longer inherently dangerous. 

Historically, clinicians expressed concern that exposure therapy might increase 

substance use by temporarily elevating emotional distress. However, accumulating 

evidence indicates that exposure-based interventions can be delivered safely to 
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appropriately selected individuals with co-occurring substance use disorders when 

adequate stabilization and relapse prevention strategies are incorporated into 

treatment. 

Psychologists should carefully evaluate emotional stability, current substance use 

patterns, suicidality, dissociation, and environmental safety before initiating 

intensive exposure-based interventions. Exposure therapy should occur within a 

comprehensive treatment plan that includes ongoing monitoring of substance 

use, emotional regulation, and recovery supports. 

Eye Movement Desensitization and Reprocessing 

Eye Movement Desensitization and Reprocessing (EMDR) is an evidence-based 

psychotherapy that facilitates adaptive processing of traumatic memories through 

standardized therapeutic procedures incorporating bilateral stimulation. Although 

the precise mechanisms underlying EMDR remain the subject of ongoing 

investigation, numerous randomized controlled trials support its effectiveness in 

reducing PTSD symptoms. 

For individuals with co-occurring substance use disorders, EMDR may reduce 

trauma-related distress that contributes to craving and relapse. However, 

clinicians should ensure that clients possess adequate emotional stability and 

coping resources before initiating trauma processing. As with other trauma-

focused interventions, EMDR should be integrated within a broader treatment 

plan addressing relapse prevention, emotional regulation, and recovery supports. 

Psychologists providing EMDR should obtain specialized training and adhere to 

established professional standards of practice. 
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Seeking Safety 

Seeking Safety is one of the most widely implemented present-focused 

interventions specifically designed for individuals with co-occurring trauma and 

substance use disorders. Unlike exposure-based treatments, Seeking Safety does 

not require clients to process detailed traumatic memories. Instead, treatment 

emphasizes coping skills, psychoeducation, interpersonal functioning, emotional 

regulation, and establishment of safety across multiple life domains. 

The model addresses themes such as setting boundaries, managing triggers, 

healthy relationships, self-care, and coping with intense emotions. Because it 

emphasizes stabilization and skill development, Seeking Safety may be particularly 

appropriate for clients in early recovery, those experiencing significant emotional 

instability, or individuals who are not yet ready for trauma processing. 

Although research demonstrates improvements in coping skills, PTSD symptoms, 

and treatment engagement, evidence suggests that trauma-focused therapies 

generally produce greater reductions in PTSD symptoms when clinically 

appropriate (Roberts et al., 2022). Consequently, Seeking Safety is often viewed as 

an important component of treatment rather than the final stage of recovery. 

Dialectical Behavior Therapy Skills 

Dialectical Behavior Therapy (DBT) was originally developed for chronically suicidal 

clients with pervasive emotion dysregulation and has been widely adapted as a 

skills based component of care for co occurring trauma and substance use, even 

outside its original application. The dialectic at the center of the model is the 

balance between accepting the client's current experience and actively pressing 

toward behavioral change, a stance that maps directly onto the tension many 

clients feel between wanting relief from trauma related distress and wanting to 
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stop using substances to get it. Skills training is organized into four sections: 

mindfulness, distress tolerance, emotion regulation, and interpersonal 

effectiveness. For this population, distress tolerance is often introduced first, since 

clients need a non substance means of surviving acute craving and crisis before 

deeper regulation or trauma focused work can proceed safely. Many co occurring 

disorder programs implement DBT skills training alone as a stabilization phase 

intervention, rather than the full model with its individual therapy and phone 

coaching components. 

Acceptance and Mindfulness-Based Interventions 

Acceptance- and mindfulness-based therapies have become increasingly 

integrated into treatment for trauma and addiction. Rather than attempting to 

eliminate distressing thoughts or emotions, these approaches help clients develop 

greater awareness, acceptance, and psychological flexibility. 

Mindfulness interventions teach clients to observe internal experiences without 

immediately reacting to them through avoidance or substance use. This increased 

awareness allows individuals to recognize craving, anxiety, intrusive memories, or 

emotional distress as transient experiences rather than emergencies requiring 

immediate action. 

Acceptance and Commitment Therapy (ACT), for example, emphasizes values-

based behavior despite ongoing psychological discomfort. Clients learn that 

recovery is not contingent upon eliminating unpleasant emotions but upon 

developing the capacity to pursue meaningful goals while experiencing those 

emotions. 

These interventions complement cognitive-behavioral and trauma-focused 

therapies by strengthening distress tolerance and reducing experiential avoidance, 

two factors strongly associated with relapse. 
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Motivational Interviewing 

Motivational Interviewing (MI) is not a trauma treatment but serves as an 

essential clinical approach for enhancing treatment engagement among 

individuals experiencing ambivalence regarding behavioral change. Rather than 

confronting resistance directly, MI emphasizes empathy, collaboration, and 

eliciting the client's own motivations for recovery. 

MI's emphasis on autonomy isn't a stylistic preference; it's grounded in self 

determination theory, which holds that sustained change is more likely when a 

person's needs for autonomy, competence, and relatedness are supported rather 

than overridden. Applied here, that means resisting the pull to prescribe recovery 

goals on the client's behalf, however clinically obvious those goals may seem, 

since change that's externally imposed tends to be more fragile than change the 

client experiences as self directed. 

Many trauma survivors have experienced coercion, criticism, or invalidation 

throughout their lives. MI's nonjudgmental and autonomy-supportive approach 

aligns closely with trauma-informed care by respecting clients' capacity for self-

determination. Psychologists frequently integrate motivational interviewing 

throughout treatment, particularly during periods of fluctuating motivation, 

treatment disengagement, or relapse. Rather than viewing ambivalence as 

resistance, clinicians recognize it as a normal component of behavior change that 

can be explored therapeutically. 

Selecting the Appropriate Intervention 

Choosing among evidence-based treatments requires thoughtful clinical judgment 

rather than strict adherence to treatment algorithms. Clients experiencing severe 

withdrawal, acute psychosis, uncontrolled bipolar disorder, or imminent suicide 
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risk require stabilization before engaging in intensive trauma processing. Others 

may benefit from beginning trauma-focused treatment earlier, particularly when 

PTSD symptoms are driving continued substance use. 

Treatment selection should also consider cognitive functioning, literacy, learning 

style, treatment history, cultural identity, client preferences, available social 

supports, and access to specialized services. Shared decision-making improves 

treatment engagement by involving clients in selecting interventions consistent 

with their goals and values. 

Regardless of the specific psychotherapy selected, successful treatment requires 

flexibility, ongoing assessment, and willingness to modify interventions as clients' 

needs evolve. 

Summary 

Significant advances in clinical research have transformed the treatment of co-

occurring trauma and substance use disorders. Rather than delaying trauma 

treatment until prolonged abstinence is achieved, evidence increasingly supports 

integrated approaches that simultaneously address PTSD and substance use while 

maintaining careful attention to safety, stabilization, and individualized care. 

Evidence-based psychotherapies, including Cognitive Processing Therapy, 

Prolonged Exposure, EMDR, trauma-focused cognitive behavioral therapy, Seeking 

Safety, mindfulness-based interventions, and Motivational Interviewing, provide 

psychologists with multiple effective options for addressing the complex needs of 

this population. The most effective treatment is not determined by selecting a 

single therapeutic model but by matching evidence-based interventions to the 

client's unique clinical presentation, strengths, recovery goals, and stage of 

change. 
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As psychologists integrate these approaches within a trauma-informed 

framework, they help clients move beyond symptom reduction toward improved 

emotional regulation, healthier relationships, meaningful engagement in life, and 

sustained recovery. 

Section 8: Recovery, Relapse Prevention, and 
Neuroplasticity in Co-Occurring Trauma and 
Substance Use Disorders 
Recovery from co-occurring trauma and substance use disorders is a dynamic, 

individualized process rather than a single therapeutic outcome. Although 

symptom reduction remains an important treatment objective, sustained recovery 

encompasses improvements in emotional regulation, interpersonal relationships, 

occupational functioning, physical health, psychological flexibility, and overall 

quality of life. Recovery also involves rebuilding a sense of safety, identity, 

purpose, and connection that is frequently disrupted by traumatic experiences 

and chronic substance use. 

For many individuals, recovery is characterized by periods of significant progress 

interspersed with setbacks, symptom recurrence, or relapse. Rather than viewing 

these experiences as treatment failure, psychologists increasingly conceptualize 

recovery using a chronic disease management framework similar to that used for 

other long-term health conditions. This perspective acknowledges that recurrence 

of symptoms is possible while emphasizing that continued engagement in 

treatment and adaptive coping can restore recovery and improve long-term 

outcomes. 

This chronic disease framing is itself an active debate in addiction science, not a 

settled consensus. Some researchers argue that the brain changes associated with 
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addiction are better understood as an extreme form of ordinary learning and habit 

formation than as disease pathology. They also argue that the disease framing, 

while reducing moral blame, can inadvertently foster passivity by implying that 

recovery depends on managing a fixed biological condition rather than on the 

client's own capacity for change. You don't need to resolve this debate to treat 

clients effectively, but how you frame addiction to a client carries real motivational 

consequences and is worth choosing deliberately. 

An encouraging development in neuroscience is the recognition that many 

neurobiological alterations associated with trauma and addiction are not 

permanent. The adult brain retains the capacity for change throughout life 

through the process of neuroplasticity. Effective psychotherapy, sustained 

recovery from substance use, supportive relationships, healthy lifestyle behaviors, 

and repeated adaptive learning experiences all contribute to functional changes 

within neural networks responsible for stress regulation, executive functioning, 

learning, and reward processing. Understanding neuroplasticity provides 

psychologists with a scientifically grounded framework for communicating hope 

while maintaining realistic expectations regarding the pace of recovery. 

Recovery as a Biopsychosocial Process 

Recovery extends far beyond abstinence from alcohol or other drugs. Although 

reducing or eliminating substance use may be essential for many clients, recovery 

also requires addressing the psychological and social consequences of trauma and 

addiction. Individuals frequently enter treatment having experienced years of 

disrupted relationships, occupational instability, financial hardship, legal 

involvement, chronic medical problems, and diminished self-esteem. Successful 

treatment therefore focuses on restoring adaptive functioning across multiple 

domains. 
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The biopsychosocial model provides a useful framework for understanding 

recovery. Biological recovery includes normalization of sleep, improvements in 

cognitive functioning, stabilization of stress-response systems, and gradual 

restoration of reward processing. Psychological recovery involves improvements in 

emotional regulation, reduction of trauma-related symptoms, increased self-

efficacy, and development of adaptive coping strategies. Social recovery 

encompasses rebuilding supportive relationships, strengthening family 

functioning, increasing community engagement, and participating in meaningful 

educational or vocational activities. 

Recovery trajectories vary considerably among individuals. Factors such as age, 

developmental history, severity of trauma exposure, duration of substance use, 

co-occurring psychiatric disorders, physical health conditions, and social support 

influence both the pace and course of recovery. Consequently, psychologists 

should avoid presenting recovery as a standardized sequence of milestones and 

instead help clients develop individualized expectations that acknowledge both 

progress and ongoing challenges. 

Neuroplasticity and Brain Recovery 

The concept of neuroplasticity has transformed understanding of recovery from 

trauma and addiction. Neuroplasticity refers to the brain's ability to modify its 

structure and function in response to experience, learning, and environmental 

influences. Neural pathways that have been strengthened through repeated 

traumatic stress or substance use can gradually be modified through repeated 

experiences that promote adaptive emotional regulation, cognitive flexibility, and 

healthy behavioral patterns. 

Research indicates that sustained abstinence from substances is associated with 

improvements in executive functioning, attention, working memory, and decision-
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making, although recovery varies depending on the substance involved, duration 

of use, age, and medical comorbidities. Similarly, evidence-based psychotherapies 

for PTSD are associated with functional changes in brain regions involved in fear 

processing, emotional regulation, and cognitive control. These findings reinforce 

that psychological treatment produces measurable biological effects rather than 

simply altering subjective experiences. 

Neuroplasticity also underscores the importance of repetition in psychotherapy. 

Skills such as grounding, mindfulness, cognitive restructuring, emotional 

regulation, and distress tolerance become increasingly effective through repeated 

practice. Each successful experience strengthens adaptive neural pathways while 

gradually reducing reliance on conditioned responses associated with trauma and 

substance use. Psychologists should encourage clients to view recovery as a 

process of repeated learning rather than expecting immediate transformation. 

Understanding Relapse 

Relapse is often misunderstood by clients, families, and even healthcare 

professionals. Within contemporary addiction science, relapse refers to the 

recurrence of problematic substance use following a period of improvement or 

abstinence. It is not synonymous with failure, nor does it erase previous treatment 

gains. Instead, relapse often reflects the interaction of biological vulnerability, 

psychological stress, environmental triggers, and insufficient coping resources. 

Trauma survivors may be particularly vulnerable to relapse because stress, 

interpersonal conflict, anniversaries of traumatic events, sleep disruption, or 

unexpected trauma reminders can activate conditioned physiological and 

emotional responses. These experiences may increase craving even after 

prolonged periods of recovery. Understanding this relationship helps psychologists 
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normalize the occurrence of craving while emphasizing that craving does not 

require behavioral action. 

Identifying Relapse Warning Signs 

Relapse typically develops gradually rather than occurring suddenly. Early warning 

signs often emerge days or weeks before substance use recurs and may initially 

appear unrelated to addiction. Psychologists should help clients recognize changes 

in mood, behavior, cognition, and daily functioning that indicate increasing 

vulnerability. 

Common warning signs include worsening sleep, increased emotional reactivity, 

withdrawal from supportive relationships, reduced participation in treatment, 

avoidance of recovery activities, heightened stress, unresolved interpersonal 

conflict, increased exposure to high-risk environments, and renewed trauma 

symptoms. Some individuals experience increasing overconfidence in their 

recovery, leading them to discontinue healthy routines or underestimate relapse 

risk. 

Equally important are cognitive warning signs such as minimizing previous 

substance-related consequences, romanticizing past substance use, believing that 

controlled use is now possible despite previous dependence, or experiencing 

increasing hopelessness regarding recovery. Early identification of these patterns 

allows intervention before substance use resumes. 

Building Resilience 

A growing body of research emphasizes the importance of recovery capital, 

defined as the internal and external resources that support sustained recovery. 

Recovery capital includes personal strengths, supportive relationships, stable 
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housing, employment, education, financial resources, physical health, community 

involvement, and access to healthcare. 

Trauma frequently erodes many of these protective resources. Consequently, 

treatment should focus not only on reducing symptoms but also on actively 

building resilience. Psychologists can help clients strengthen recovery capital by 

facilitating social support, encouraging engagement in meaningful activities, 

promoting healthy lifestyle behaviors, improving problem-solving skills, and 

connecting clients with community resources. 

Positive relationships deserve particular attention. Social support consistently 

predicts improved outcomes for both PTSD and substance use disorders. 

Conversely, ongoing exposure to abusive relationships, substance-using social 

networks, or unstable living environments substantially increases relapse risk. 

Assessment and treatment should therefore include evaluation of the client's 

interpersonal environment and opportunities to strengthen supportive 

relationships. 

Lifestyle Factors That Promote Recovery 

Recovery is influenced by everyday behaviors that support physical and 

psychological health. Sleep disturbance is especially common among individuals 

with co-occurring PTSD and substance use disorders and contributes to impaired 

emotional regulation, increased irritability, reduced cognitive functioning, and 

heightened relapse risk. Addressing sleep hygiene and evidence-based behavioral 

interventions for insomnia can significantly improve treatment outcomes. 

Regular physical activity has also demonstrated benefits for mood, stress 

regulation, cognitive functioning, and overall well-being. Exercise may enhance 

neuroplasticity, reduce symptoms of depression and anxiety, and improve self-
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efficacy. Although exercise is not a substitute for psychotherapy, it represents an 

important component of comprehensive recovery planning. 

Nutrition, chronic pain management, routine medical care, and stress 

management should likewise be incorporated into treatment planning. Many 

clients enter recovery with untreated medical conditions that contribute to 

psychological distress and complicate recovery efforts. Collaboration with primary 

care providers and other healthcare professionals helps ensure comprehensive 

care. 

Family and Community Support 

Recovery rarely occurs in isolation. Family members and significant others 

frequently experience the consequences of trauma and addiction alongside the 

individual receiving treatment. When appropriate and desired by the client, 

involving family members in psychoeducation and treatment planning can 

improve communication, strengthen support, and reduce misunderstandings 

regarding recovery. 

Psychologists should also recognize the value of community-based recovery 

resources. Mutual-help organizations, peer recovery specialists, faith 

communities, veteran organizations, cultural organizations, and other community 

supports may provide ongoing encouragement beyond the formal treatment 

setting. These resources often help reduce isolation while promoting 

accountability and hope. 

Recommendations should remain individualized. Not every client benefits from 

the same recovery supports, and clinicians should avoid assuming that a single 

recovery pathway is appropriate for all individuals. 
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Promoting Long-Term Recovery 

As treatment progresses, psychologists gradually shift from symptom stabilization 

toward helping clients build fulfilling and meaningful lives. Long-term recovery 

involves developing an identity that extends beyond trauma and addiction. Clients 

frequently benefit from exploring personal values, life goals, creativity, education, 

employment, parenting, spirituality, and community engagement. 

Psychologists can facilitate this process by helping clients recognize strengths that 

developed through adversity, while avoiding the implication that trauma was 

beneficial or necessary for growth. Many individuals describe increased resilience, 

empathy, or purpose following recovery, but these experiences should emerge 

from the client's own meaning-making process rather than therapist expectations. 

Ultimately, sustained recovery reflects ongoing adaptation rather than perfection. 

Clients who develop flexible coping strategies, maintain supportive relationships, 

recognize early warning signs, and remain engaged in meaningful activities are 

often better equipped to navigate future stressors without returning to 

maladaptive patterns of substance use. 

Summary 

Recovery from co-occurring trauma and substance use disorders is a lifelong 

process involving biological healing, psychological growth, and social 

reconnection. Contemporary neuroscience demonstrates that the brain remains 

capable of significant change through neuroplasticity, providing a scientific 

foundation for optimism regarding long-term recovery. Effective psychotherapy, 

healthy relationships, adaptive coping, and sustained engagement in meaningful 

activities all contribute to restoration of emotional regulation, executive 

functioning, and reward processing. 
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Psychologists play a critical role in helping clients understand relapse as a 

manageable clinical event rather than personal failure. Through psychoeducation, 

collaborative relapse prevention planning, development of recovery capital, and 

continued reinforcement of adaptive coping strategies, clinicians help individuals 

build resilience and sustain recovery over time. The ultimate goal is not merely 

the absence of symptoms or substance use but the development of a meaningful, 

connected, and psychologically healthy life. 

Section 9: Ethical, Cultural, and Professional 
Considerations in the Treatment of Co-Occurring 
Trauma and Substance Use Disorders 
The treatment of individuals with co-occurring trauma and substance use 

disorders presents psychologists with complex ethical, legal, and professional 

responsibilities. In addition to managing the clinical challenges associated with 

PTSD and substance use disorders (SUDs), psychologists must navigate issues 

related to informed consent, professional competence, boundaries, 

confidentiality, cultural responsiveness, suicide risk, interdisciplinary collaboration, 

and self-care. These considerations are not separate from clinical practice but are 

integral to ethical, evidence-based care. 

Individuals with co-occurring disorders frequently present with multiple 

psychosocial stressors, including chronic medical conditions, housing instability, 

legal involvement, family conflict, poverty, discrimination, and limited access to 

healthcare. These factors influence treatment engagement, decision-making, and 

recovery. Consequently, psychologists must integrate ethical principles with 

clinical judgment while recognizing that each client's circumstances are unique. 
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The American Psychological Association's (APA) Ethical Principles of Psychologists 

and Code of Conduct provides the ethical framework that guides psychological 

practice. The principles of beneficence and nonmaleficence, fidelity and 

responsibility, integrity, justice, and respect for people's rights and dignity are 

particularly relevant when treating individuals affected by trauma and addiction 

(American Psychological Association, 2017). 

Professional Competence 

Competence is the foundation of ethical psychological practice. Psychologists 

should possess adequate education, supervised experience, and continuing 

professional development before providing specialized treatment for PTSD, 

substance use disorders, or integrated co-occurring conditions. 

The rapid evolution of trauma research, addiction neuroscience, and evidence-

based psychotherapies requires psychologists to maintain current knowledge 

throughout their careers. Continuing education, consultation, peer supervision, 

and review of current clinical practice guidelines are essential components of 

competent practice. 

Competence also includes recognizing professional limitations. Clients with severe 

substance withdrawal, acute psychosis, uncontrolled bipolar disorder, traumatic 

brain injury, or significant medical instability may require services beyond the 

psychologist's scope of practice. Ethical care includes recognizing when 

consultation, referral, or interdisciplinary collaboration is necessary to ensure 

client safety and effective treatment. 

Similarly, psychologists should obtain specialized training before providing 

interventions such as Eye Movement Desensitization and Reprocessing (EMDR), 

Prolonged Exposure (PE), Cognitive Processing Therapy (CPT), or other specialized 
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trauma-focused treatments. Familiarity with these interventions does not 

constitute clinical competence. 

Informed Consent 

Informed consent is an ongoing process rather than a single document signed 

during intake. Clients should understand the nature of treatment, expected 

benefits, potential risks, available alternatives, limits of confidentiality, and their 

right to ask questions or discontinue treatment. 

Trauma survivors may experience heightened sensitivity regarding autonomy and 

control because previous traumatic experiences often involved violations of 

personal safety or choice. Consequently, psychologists should provide information 

transparently, encourage questions, and revisit informed consent as treatment 

progresses. Discussions regarding trauma-focused psychotherapy should include 

the possibility that temporary increases in emotional distress may occur as clients 

process traumatic memories. Clients should also understand the importance of 

practicing coping strategies between sessions and maintaining communication 

regarding symptom changes or safety concerns. 

When treatment includes coordination with physicians, addiction specialists, 

family members, or other professionals, psychologists should clearly explain what 

information may be shared, obtain appropriate written authorization, and respect 

clients' preferences whenever possible within legal and ethical requirements. 

Confidentiality and Its Limits 

Confidentiality forms the basis of effective psychotherapy by promoting trust and 

open communication. Clients receiving treatment for trauma and substance use 

disorders often disclose highly sensitive information regarding traumatic 
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experiences, illegal substance use, interpersonal violence, self-harm, or criminal 

behavior. Maintaining confidentiality is therefore essential to establishing and 

preserving the therapeutic alliance. 

However, psychologists must also understand the legal and ethical limitations of 

confidentiality. Exceptions typically include situations involving imminent risk of 

harm to self or others, suspected abuse or neglect of vulnerable individuals as 

defined by state law, or court orders requiring disclosure. Requirements vary by 

jurisdiction, and psychologists are responsible for understanding applicable 

federal and state regulations. 

Clients should receive clear explanations regarding these limits before engaging in 

treatment. Providing this information early promotes transparency while reducing 

misunderstandings if disclosure becomes necessary later in treatment. 

Additional confidentiality considerations arise when treating clients involved in 

criminal justice systems, employee assistance programs, disability evaluations, or 

child custody proceedings. Psychologists should clearly distinguish therapeutic 

services from forensic roles to avoid role conflicts that may compromise 

treatment. 

Managing Suicide and Safety Risks 

Individuals with co-occurring PTSD and substance use disorders experience 

substantially elevated risks for suicidal ideation, suicide attempts, and suicide 

mortality. Ethical practice therefore requires routine assessment of suicide risk 

throughout treatment rather than limiting assessment to intake evaluations. 

Comprehensive suicide risk assessment includes evaluation of current ideation, 

intent, planning, previous attempts, access to lethal means, hopelessness, 

impulsivity, recent stressors, substance intoxication, withdrawal, and protective 
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factors. Risk assessment should remain collaborative and respectful while 

recognizing that suicide risk fluctuates over time. 

Psychologists should develop individualized safety plans with clients at elevated 

risk rather than relying solely on verbal no-suicide agreements, which lack 

empirical support. Safety planning includes identifying warning signs, internal 

coping strategies, supportive individuals, emergency resources, and procedures 

for reducing access to lethal means when clinically appropriate. 

Effective management of suicide risk frequently requires collaboration with 

psychiatrists, primary care physicians, family members (with appropriate consent), 

crisis services, or inpatient treatment programs. Ethical decision-making balances 

respect for client autonomy with the responsibility to protect life when imminent 

danger exists. 

Cultural Humility and Cultural Responsiveness 

Trauma and substance use disorders occur within cultural, historical, and social 

contexts that influence symptom expression, coping strategies, help-seeking 

behaviors, and treatment outcomes. Ethical psychological practice requires 

cultural humility, defined as an ongoing commitment to self-reflection, openness 

to learning, and recognition of the limits of one's own cultural knowledge. 

Rather than assuming expertise regarding a client's cultural identity, psychologists 

should approach each individual with curiosity and respect. Cultural identity 

encompasses far more than race or ethnicity and includes religion, spirituality, 

gender identity, sexual orientation, age, disability status, military service, 

immigration history, socioeconomic status, and community membership. 

Historical trauma, discrimination, racism, marginalization, and adverse social 

determinants of health may significantly influence both trauma exposure and 
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recovery. For example, individuals from historically marginalized communities 

often experience cumulative stressors that contribute to increased vulnerability 

while simultaneously facing barriers to mental health treatment. 

Culturally responsive assessment includes exploring clients' beliefs regarding 

trauma, substance use, mental illness, family roles, spirituality, and healing 

practices. Treatment planning should incorporate culturally meaningful strengths 

and protective factors while avoiding assumptions or stereotypes. 

Interdisciplinary Collaboration 

Effective treatment of co-occurring trauma and substance use disorders frequently 

requires collaboration among multiple healthcare professionals. Psychologists 

contribute expertise in psychological assessment, psychotherapy, behavior 

change, and case conceptualization while recognizing the important roles of 

physicians, psychiatrists, addiction medicine specialists, nurses, social workers, 

case managers, peer recovery specialists, and rehabilitation professionals. 

Interdisciplinary collaboration improves continuity of care, reduces fragmented 

treatment, and enhances patient safety. Communication should remain timely, 

respectful, and limited to information necessary for coordinated care while 

adhering to confidentiality requirements. 

Role clarity is particularly important. Psychologists should understand the scope of 

practice of collaborating professionals while clearly communicating their own 

clinical responsibilities. Effective teamwork requires mutual respect, shared 

treatment goals, and ongoing communication regarding treatment progress and 

emerging concerns. 
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Professional Boundaries 

Strong therapeutic relationships are essential when treating trauma survivors. 

Clients may experience profound trust in their psychologist, particularly if previous 

interpersonal relationships involved betrayal, abuse, or neglect. While the 

therapeutic alliance is a powerful mechanism of change, psychologists must 

maintain appropriate professional boundaries that protect both the client and the 

integrity of treatment. 

Boundary crossings should be carefully distinguished from boundary violations. 

Minor, clinically appropriate flexibility may occasionally benefit treatment, 

whereas relationships that exploit, confuse, or harm clients violate ethical 

standards. Psychologists should avoid dual relationships, financial conflicts of 

interest, inappropriate self-disclosure, and behaviors that compromise objectivity 

or professional judgment. Thoughtful consultation is recommended whenever 

boundary questions arise, particularly when treating clients in small communities, 

military settings, rural environments, or specialized treatment programs where 

overlapping relationships may be difficult to avoid. 

Clinician Well-Being and Secondary Traumatic Stress 

Psychologists who regularly treat trauma survivors are themselves vulnerable to 

secondary traumatic stress, compassion fatigue, burnout, and moral distress. 

Repeated exposure to clients' traumatic experiences may influence clinicians' 

emotional functioning, cognitive processes, interpersonal relationships, and 

professional effectiveness. 

Ethical practice includes monitoring one's own well-being and recognizing signs of 

impairment. Symptoms such as emotional exhaustion, cynicism, reduced 

empathy, sleep disturbance, irritability, avoidance of clinical work, or diminished 
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concentration may indicate the need for consultation, supervision, workload 

adjustment, or personal psychotherapy. 

Self-care should not be viewed as optional or self-indulgent. Rather, maintaining 

physical health, emotional well-being, professional support, continuing education, 

and healthy work-life boundaries directly contributes to competent and ethical 

patient care. 

Ethical Decision-Making 

Complex ethical situations rarely involve straightforward answers. Instead, 

psychologists often balance competing ethical principles, clinical evidence, legal 

requirements, and client preferences. Structured ethical decision-making models 

encourage psychologists to identify the ethical issues involved, review applicable 

ethical standards and laws, consult with knowledgeable colleagues when 

appropriate, consider potential consequences of available options, document the 

decision-making process, and monitor outcomes over time. 

Maintaining accurate and timely documentation is particularly important when 

managing high-risk clinical situations. Progress notes should clearly reflect 

assessment findings, clinical reasoning, treatment decisions, consultation 

obtained, informed consent discussions, and safety planning. Thorough 

documentation supports continuity of care while demonstrating adherence to 

professional standards. 

Summary 

Treating individuals with co-occurring trauma and substance use disorders 

requires psychologists to integrate ethical principles, cultural responsiveness, 

professional competence, and evidence-based clinical practice. Ethical care 
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extends beyond symptom management to encompass informed consent, 

confidentiality, suicide risk assessment, interdisciplinary collaboration, 

maintenance of professional boundaries, and ongoing self-reflection regarding 

cultural humility and clinician well-being. 

By grounding clinical decision-making in the APA Ethical Principles and Code of 

Conduct, psychologists provide compassionate, competent, and culturally 

responsive care that promotes client safety, therapeutic effectiveness, and 

professional integrity. Ethical practice is not a separate component of treatment 

but the framework within which all assessment, intervention, and recovery-

oriented services occur. 

Section 10: Clinical Case Applications: Integrating 
Assessment, Case Formulation, and Treatment 
The treatment of co-occurring trauma and substance use disorders requires 

psychologists to integrate scientific knowledge with clinical judgment. Although 

research identifies evidence-based assessment tools and effective 

psychotherapies, every client presents with a unique constellation of 

developmental experiences, biological vulnerabilities, strengths, cultural 

influences, environmental stressors, and recovery goals. Effective treatment 

therefore depends on the clinician's ability to synthesize multiple sources of 

information into an individualized, trauma-informed case formulation that guides 

treatment planning. 

The following case examples illustrate common clinical presentations encountered 

in psychological practice. Although simplified for educational purposes, they 

demonstrate how trauma and substance use interact across the lifespan and how 

psychologists can apply the principles discussed throughout this course. The 
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emphasis is not on identifying a single "correct" intervention but on 

demonstrating the clinical reasoning that underlies comprehensive assessment 

and integrated treatment planning. 

Case One: Combat Trauma and Alcohol Use Disorder 

Michael is a 42-year-old Army veteran referred by his primary care physician 

because of worsening alcohol use, chronic insomnia, irritability, and marital 

conflict. He reports consuming eight to ten alcoholic beverages nightly to "shut my 

brain off" and help him sleep. Although alcohol initially reduced nightmares and 

hypervigilance following military deployment, he now reports waking during the 

night with increased anxiety, requiring additional alcohol to return to sleep. 

During the clinical interview, Michael describes persistent hypervigilance, 

exaggerated startle responses, intrusive memories, emotional detachment from 

family members, and avoidance of crowded public settings. He also reports 

increasing occupational difficulties due to fatigue, impaired concentration, and 

irritability. His wife describes him as emotionally withdrawn and frequently angry 

but notes that these behaviors intensified as his drinking increased. 

An integrated assessment suggests that alcohol initially functioned as an attempt 

to manage untreated PTSD symptoms. Over time, chronic alcohol use produced 

physiological dependence, disrupted normal sleep architecture, increased 

emotional instability during withdrawal, and contributed to worsening cognitive 

functioning. Rather than reducing trauma symptoms, alcohol gradually amplified 

both PTSD and relationship difficulties. 

Treatment planning prioritizes collaborative goal setting, psychoeducation 

regarding the reciprocal relationship between PTSD and alcohol use, coordination 

with addiction medicine to evaluate the need for medically supervised 

withdrawal, and development of emotional regulation skills. As stabilization 

86



improves, trauma focused psychotherapy can address maladaptive trauma related 

beliefs, while relapse prevention interventions target alcohol use triggers 

associated with anxiety, insomnia, and interpersonal stress. 

This case illustrates why addressing alcohol use alone would likely produce only 

temporary improvement, as untreated PTSD symptoms may continue to 

contribute to relapse risk. Conversely, attempting intensive trauma processing 

without first addressing alcohol dependence may reduce treatment effectiveness 

and increase safety concerns. An integrated approach addresses both conditions 

while tailoring the pace and sequencing of treatment to the client's clinical 

stability. 

Before continuing, apply the four factor formulation model from Section 6 to 

Michael's presentation. Identify one predisposing factor, one precipitating factor, 

at least two perpetuating factors that maintain both his drinking and PTSD 

symptoms, and one protective factor evident in the case. Consider specifically 

how his marriage functions as both a perpetuating stressor and a potential 

protective resource. How should this dual role influence the timing and 

sequencing of couples oriented intervention within his treatment plan? 

Case Two: Childhood Trauma, Opioid Use Disorder, and 
Dissociation 

Angela is a 35-year-old woman referred following completion of residential 

treatment for opioid use disorder. She reports a lengthy history of childhood 

physical abuse, emotional neglect, and repeated sexual victimization during 

adolescence. Although she has maintained abstinence for three months with 

medication for opioid use disorder, she describes persistent emotional numbing, 

episodes of dissociation, chronic shame, and difficulty trusting others. 

87



Angela reports that prescription opioids initially reduced overwhelming emotional 

pain following a serious injury in her early twenties. As opioid use progressed, she 

found that emotional memories became more manageable while using 

substances. Following treatment, however, intrusive memories, nightmares, and 

dissociative episodes have become increasingly frequent. 

Assessment identifies PTSD, opioid use disorder in early remission with 

medication-assisted treatment, depressive symptoms, and clinically significant 

dissociation. Her substance use appears to have functioned primarily as a strategy 

for emotional avoidance rather than sensation seeking or recreational use. 

Treatment initially emphasizes stabilization through psychoeducation, grounding 

skills, mindfulness, emotion regulation, and strengthening the therapeutic 

alliance. Because dissociation interferes with sustained emotional engagement, 

treatment proceeds gradually, ensuring that Angela develops sufficient coping 

resources before initiating trauma-focused psychotherapy. 

This case demonstrates the importance of assessing dissociative symptoms during 

treatment planning. Premature trauma processing without adequate stabilization 

may overwhelm clients with limited emotional regulation capacities. At the same 

time, indefinitely postponing trauma treatment may prolong suffering and 

increase relapse vulnerability. Clinical judgment is therefore essential in 

determining treatment readiness. 

Case Three: First Responder with Multiple Traumatic Exposures 

David is a 50-year-old firefighter with over twenty years of emergency response 

experience. He denies experiencing a single defining traumatic event but reports 

cumulative exposure to fatalities, severe injuries, child deaths, and mass casualty 

incidents throughout his career. During the past several years he has developed 
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increasing emotional exhaustion, sleep disturbance, irritability, and escalating use 

of alcohol following difficult work shifts. 

Initially, David attributes his drinking to occupational stress and minimizes the 

psychological effects of repeated trauma exposure. He expresses concern that 

acknowledging emotional difficulties may be perceived as weakness within his 

profession. 

This concern reflects the cultural norms of first-responder professions as much as 

an individual belief, and should be formulated and addressed as such, the same 

cultural-humility stance the course applies to race, gender, and other identities 

extends to occupational culture, which shapes David's willingness to disclose and 

his definition of an acceptable coping strategy. 

Comprehensive assessment reveals symptoms consistent with PTSD related to 

cumulative occupational trauma. Alcohol use primarily occurs after emotionally 

intense calls and is reinforced by temporary reductions in physiological arousal 

and intrusive recollections. David also demonstrates significant occupational 

burnout and limited social support outside of work. 

Treatment includes psychoeducation regarding cumulative trauma exposure, 

normalization of occupational stress reactions, motivational interviewing to 

address ambivalence regarding treatment, development of healthier stress 

management strategies, and evidence-based trauma-focused psychotherapy. 

Family involvement is incorporated with David's consent to improve 

communication and strengthen social support. 

This case highlights the importance of recognizing occupational trauma among 

healthcare professionals, first responders, military personnel, and others 

repeatedly exposed to traumatic events. Clinicians should avoid assuming that 
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trauma requires a single catastrophic event, as cumulative exposure may produce 

equally significant psychological consequences. 

Common Clinical Themes 

Although each client presents with unique circumstances, several themes 

consistently emerge across clinical settings. First, substance use frequently 

develops as an attempt to regulate trauma-related distress rather than simply to 

obtain pleasurable effects. Understanding the function of substance use promotes 

compassionate, nonjudgmental treatment planning while reducing stigma. 

Second, avoidance remains a central maintaining factor in both PTSD and 

substance use disorders. Trauma survivors often avoid distressing memories, 

emotions, interpersonal relationships, or situations associated with previous 

traumatic experiences. Substance use provides an efficient but temporary method 

of avoiding these internal experiences, reinforcing continued dependence while 

preventing corrective learning. 

Third, successful treatment depends on establishing safety and a strong 

therapeutic alliance before engaging in intensive trauma processing. Clients who 

feel respected, understood, and actively involved in treatment planning are 

generally more likely to remain engaged throughout recovery. 

Finally, recovery extends beyond symptom reduction. Improvements in 

relationships, occupational functioning, physical health, emotional regulation, 

community involvement, and overall quality of life represent meaningful 

indicators of successful treatment. Helping clients rebuild satisfying and 

purposeful lives is as important as reducing PTSD symptoms or achieving 

abstinence. 
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Clinical Decision-Making 

Evidence-based practice requires psychologists to integrate three essential 

components: the best available scientific evidence, clinical expertise, and the 

client's preferences, values, and cultural context. None of these components 

alone is sufficient for effective treatment. 

Scientific evidence informs intervention selection but does not replace 

individualized clinical judgment. Likewise, clinical experience should be guided by 

empirical research rather than habit or personal preference. Finally, treatment 

decisions should always incorporate the client's goals, cultural identity, 

developmental history, and readiness for change. 

Throughout treatment, psychologists should continuously reassess symptoms, 

substance use, safety, treatment engagement, and recovery progress. Case 

formulations evolve as new information emerges, requiring flexibility and ongoing 

collaboration. Effective clinicians remain responsive to changing clinical 

circumstances while maintaining fidelity to evidence-based principles. 

Conclusion 

Trauma and substance use disorders represent complex, interacting conditions 

that require integrated assessment, thoughtful case formulation, and 

individualized treatment planning. Advances in neuroscience, psychological 

research, and clinical practice have transformed understanding of these disorders, 

replacing fragmented treatment approaches with comprehensive, trauma-

informed models of care. 

Psychologists play a critical role in helping clients understand the relationship 

between traumatic experiences, neurobiological adaptation, emotional regulation, 

and substance use. By applying evidence-based assessment, ethical decision-
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making, culturally responsive care, and integrated psychotherapeutic 

interventions, clinicians can help individuals move beyond symptom management 

toward meaningful, sustained recovery. 

The knowledge presented throughout this course underscores a central theme: 

recovery is possible. Although trauma and addiction profoundly influence brain 

function and behavior, they do not define an individual's future. Through 

evidence-based psychological care, interdisciplinary collaboration, supportive 

relationships, and the brain's remarkable capacity for neuroplastic change, clients 

can develop healthier coping strategies, restore functioning, and build lives 

characterized by resilience, purpose, and hope. 

Section 11: Conclusion and Future Directions 
The understanding and treatment of co-occurring trauma and substance use 

disorders have evolved dramatically over the past several decades. Once viewed 

as separate clinical conditions requiring sequential treatment, they are now 

recognized as complex, interacting disorders that influence one another through 

shared neurobiological, psychological, developmental, and social mechanisms. 

This shift has fundamentally changed psychological practice, replacing fragmented 

models of care with integrated, trauma-informed approaches that recognize the 

reciprocal relationship between traumatic stress and substance use. 

Throughout this course, several central themes have emerged. Trauma alters the 

brain's stress-response systems, reward circuitry, memory networks, and 

executive functioning, increasing vulnerability to emotional dysregulation and 

maladaptive coping. Substance use initially appears to alleviate distress but 

gradually produces neurobiological adaptations that further impair emotional 

regulation, reinforce conditioned learning, and perpetuate both disorders. 
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Understanding this reciprocal cycle provides psychologists with a more accurate 

framework for assessment, case formulation, and treatment planning. 

Perhaps the most important clinical implication is that substance use should not 

be viewed solely as problematic behavior or a failure of motivation. For many 

individuals, alcohol and drugs become powerful methods of regulating 

overwhelming emotional and physiological distress. Although ultimately harmful, 

substance use often develops as an adaptive response to experiences that 

exceeded the individual's available coping resources. Recognizing this function 

does not excuse harmful behavior, but it does promote compassionate, evidence-

based care that addresses the underlying mechanisms driving substance use 

rather than focusing exclusively on symptom suppression. 

The Importance of Integrated Care 

Integrated treatment represents one of the most significant advances in the care 

of individuals with co-occurring trauma and substance use disorders. Rather than 

requiring prolonged abstinence before addressing trauma, psychologists now 

recognize that untreated PTSD frequently contributes to ongoing craving, relapse, 

and impaired functioning. Likewise, persistent substance use may interfere with 

trauma recovery by disrupting emotional processing, executive functioning, and 

learning. 

Research consistently demonstrates that integrated, trauma-informed treatment 

can improve both trauma-related symptoms and substance use outcomes when 

interventions are carefully matched to the client's clinical presentation, level of 

stability, and readiness for change (Patton et al., 2024; VA/DoD, 2023). Effective 

care emphasizes collaboration, flexibility, ongoing assessment, and individualized 

treatment planning rather than rigid adherence to a single therapeutic model. 
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This integrated perspective also reinforces the importance of interdisciplinary 

collaboration. Psychologists contribute expertise in assessment, psychotherapy, 

behavioral science, and case conceptualization while working alongside 

physicians, psychiatrists, addiction specialists, nurses, social workers, peer 

recovery specialists, and community providers. Such collaboration allows clinicians 

to address the biological, psychological, and social dimensions of recovery while 

improving continuity of care. 

Hope Through Neuroplasticity 

One of the most encouraging developments in contemporary neuroscience is the 

growing understanding of neuroplasticity. Trauma and addiction alter neural 

pathways involved in threat detection, reward processing, emotional regulation, 

and executive functioning; however, these systems retain the capacity for 

meaningful change throughout adulthood. 

Evidence demonstrates that effective psychotherapy, sustained recovery from 

substance use, healthy relationships, regular physical activity, restorative sleep, 

stress management, and repeated adaptive learning experiences promote 

functional changes within the brain. These findings provide a biological 

explanation for why psychological treatment works and reinforce that recovery 

involves measurable changes in both behavior and neural functioning. 

Neuroplasticity also offers an important message for clients and clinicians alike. 

Recovery rarely occurs through a single therapeutic insight or isolated 

intervention. Instead, it develops gradually through repeated experiences that 

strengthen adaptive coping while weakening conditioned responses associated 

with trauma and substance use. This perspective encourages patience, 

persistence, and realistic expectations while providing hope grounded in scientific 

evidence. 
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Emerging Directions in Research 

Research on trauma and addiction continues to advance rapidly. Improvements in 

neuroimaging have expanded understanding of the neural circuits involved in fear 

learning, reward processing, executive control, and emotional regulation. These 

discoveries are informing the development of increasingly targeted psychological 

and pharmacological interventions while improving understanding of individual 

differences in treatment response. 

Precision mental health represents one promising direction for future research. 

Rather than assuming that all individuals with PTSD or substance use disorders 

respond similarly to treatment, researchers are increasingly investigating 

biological, psychological, developmental, and environmental factors that influence 

treatment outcomes. This approach may ultimately allow clinicians to personalize 

interventions based on each client's unique clinical profile rather than relying 

primarily on diagnostic categories. 

Digital technologies are also changing behavioral healthcare. Telepsychology has 

increased access to evidence-based treatment for individuals living in rural 

communities, those with physical disabilities, military personnel, and others facing 

barriers to care. Mobile applications, ecological momentary assessment, wearable 

physiological monitoring, and digital symptom tracking may enhance treatment by 

providing real-time information regarding stress, craving, sleep, and emotional 

functioning. These tools should complement—not replace—the therapeutic 

relationship and must be implemented in ways that protect privacy, 

confidentiality, and informed consent. 

Artificial intelligence (AI) is another emerging area of interest. AI-assisted clinical 

documentation, decision-support systems, and predictive analytics may improve 

efficiency and assist psychologists in identifying patterns of risk or treatment 

response. However, these technologies also raise important ethical questions 
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regarding algorithmic bias, transparency, data security, informed consent, and 

clinician responsibility. Psychologists remain responsible for all clinical decisions 

and should critically evaluate AI-generated information rather than accepting 

automated recommendations without independent professional judgment. 

Finally, increasing attention is being directed toward prevention. Early 

identification of adverse childhood experiences, expansion of trauma-informed 

educational and healthcare systems, community-based prevention programs, and 

interventions addressing social determinants of health have the potential to 

reduce the long-term burden of both trauma-related disorders and substance use 

disorders. Preventive efforts remind psychologists that effective care extends 

beyond individual treatment to include advocacy, consultation, education, and 

systems-level interventions. 

The Continuing Role of the Psychologist 

The role of psychologists extends well beyond symptom reduction. Effective 

clinicians help clients understand the relationship between traumatic experiences, 

emotional regulation, cognition, interpersonal functioning, and substance use 

while fostering resilience and hope. Through comprehensive assessment, 

evidence-based psychotherapy, ethical practice, cultural humility, and 

interdisciplinary collaboration, psychologists help individuals develop healthier 

coping strategies and more meaningful lives. 

This work requires scientific knowledge, clinical expertise, empathy, and ongoing 

professional development. Advances in trauma science and addiction research 

continue to reshape best practices, making lifelong learning an ethical 

responsibility. Psychologists should remain informed regarding evolving clinical 

practice guidelines, emerging interventions, and new evidence while critically 

evaluating research before incorporating innovations into practice. 
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Equally important is maintaining awareness of one's own professional well-being. 

Working with individuals who have experienced significant trauma can be 

emotionally demanding. Reflective practice, consultation, continuing education, 

peer support, and attention to self-care contribute to sustained competence while 

reducing the risk of burnout and secondary traumatic stress. 

Final Reflections 

Trauma and substance use disorders affect millions of individuals, families, and 

communities worldwide. Although these conditions often produce profound 

psychological suffering, they are also highly treatable. Advances in neuroscience, 

psychology, and behavioral health have transformed understanding of how 

trauma influences the brain, why substance use develops as a means of coping, 

and how integrated treatment can promote lasting recovery. 

The central message of this course is one of informed optimism. Recovery is rarely 

immediate, linear, or without setbacks, but decades of research demonstrate that 

meaningful change is possible. Individuals can learn to regulate emotions without 

relying on substances, process traumatic experiences without becoming 

overwhelmed, rebuild relationships, restore physical and psychological health, and 

develop lives characterized by purpose and resilience. 

For psychologists, this knowledge carries both responsibility and opportunity. By 

integrating trauma-informed principles, evidence-based assessment, culturally 

responsive care, and scientifically supported interventions, clinicians can 

profoundly influence the lives of individuals living with co-occurring trauma and 

substance use disorders. Every therapeutic encounter represents an opportunity 

not only to reduce symptoms but also to strengthen resilience, foster healing, and 

support long-term recovery. 
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As research continues to advance, the core principles presented throughout this 

course remain clear: understand the person before the diagnosis, recognize the 

adaptive function that symptoms often serve, apply evidence-based interventions 

with compassion and humility, and maintain confidence in the remarkable 

capacity of human beings, and the human brain, to heal. 
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