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Trauma and OUD: Origin of the Problem

• The problem emerged from clinical observation while 
working as a Nurse Practitioner in a methadone clinic.

• Patients with OUD consistently presented with higher 
trauma scores and demonstrated poorer outcomes 
compared to those with other SUD diagnoses.

• This observation raised critical questions for me about the 
role of trauma history in shaping OUD treatment outcomes.

• Motivated by this problem, I entered graduate school 
intending to investigate the influence of trauma on OUD and 
develop evidence-based, culturally appropriate trauma-
informed approaches.



Trauma

Public Health / Overarching Definition (SAMHSA, 2014):
• Trauma can be broadly defined as an experience or event that overwhelms an individual’s ability to 

cope, threatens their sense of safety, and results in lasting adverse effects on physical, emotional, 
social, or spiritual well-being. 

• Trauma may be physical (bodily injury), psychological (emotional harm), or collective (shared by 
groups/communities), and its impact is shaped by both the event itself and the individual’s response.

Clinical / DSM-5 Definition (APA, 2013; APA, 2022):):
• Trauma is defined in the context of PTSD diagnostic criteria as “exposure to actual or threatened 

death, serious injury, or sexual violence” (APA, 2013, p. 271).
• Exposure can occur by:

• Directly experiencing the event.
• Witnessing the event in person.
• Learning the event occurred to a close family member or friend.
• Repeated or extreme exposure to details of traumatic events (e.g., first responders).



Trauma
Types of Trauma 

• Adverse Childhood Experiences (ACEs): Subset of early-life traumatic or stressful events 
(e.g., abuse, neglect, household dysfunction) that increase vulnerability to PTSD, SUD, 
and other mental health conditions
– Measurement Tool: Adverse Childhood Experiences Questionnaire (Felitti et al., 1998) 
and adapted ACEs scales

• Potentially Traumatic Events (PTEs): Broad exposures that may or may not lead to PTSD 
(e.g., natural disasters, accidents, combat, interpersonal violence)
– Measurement Tool: Life Events Checklist for DSM-5 (LEC-5) (Weathers et al., 2013)

• PTSD: A clinical diagnosis requiring DSM-5/DSM-5-TR symptom clusters (intrusion, 
avoidance, negative mood/cognitions, arousal/reactivity) following trauma exposure
– Measurement Tool: PTSD Checklist for DSM-5 (PCL-5) (Weathers, Litz, et al., 2013); 
gold-standard structured interview = CAPS-5 (Clinician-Administered PTSD Scale)



Opiate Use Disorder (OUD)
Definition of Opioid Use Disorder (OUD)

DSM-5 Definition (APA, 2013):
OUD is a problematic pattern of opioid use leading to clinically significant impairment 

or distress, as manifested by at least 2 of 11 criteria within a 12-month period (e.g., 
craving, tolerance, withdrawal, unsuccessful efforts to cut down, continued use despite 
harm). The severity is classified as:

 Mild: 2–3 symptoms
 Moderate: 4–5 symptoms
 Severe: 6 or more symptoms

NIDA / NIH (2023):
OUD is defined as a chronic, relapsing disorder characterized by compulsive opioid 

seeking and use despite harmful consequences, accompanied by long-lasting brain changes.

ASAM (2020):
OUD is a chronic medical, treatable disease involving brain circuits, genetics, 

environment, and life experiences, marked by impaired control, craving, tolerance, and 
withdrawal.



Why Trauma Increases Risk for OUD
Trauma Exposure¹
(Childhood adversity, PTE, 
PTSD)

Neurobiological Impact ²
(HPA axis, reward/stress 
circuitry)

Emotional Dysregulation³
(Anxiety, intrusive 
memories, poor sleep)

Self-Medication ⁴
(Opioids used to numb 
pain, reinforced use)

Opioid Use Disorder ⁵
(Dependence, relapse, poor 
outcomes)

Opiate Relapse

Opioid Withdrawal 
Symptoms can 
mimic trauma 
Symptoms, 

hyperarousal, 
body sensations, 
sleep changes    

Emotional 
Dysregulation

(Anxiety, intrusive 
memories, poor 

sleep)

Self-Medication
(Opioids used to 

numb pain, 
reinforced use)

References: ¹Hien et al., 2021; SAMHSA, 2014. ²Danielli et al., 2022. ³Van Dam et al., 2012. ⁴Khantzian, 
1997. ⁵Hien et al., 2021.

Opioid Use Disorder
(Dependence, relapse, poor outcomes)



The Influence of Trauma History on Opiate Use 
Disorder in an Urban Treatment Facility in Pennsylvania
Study Background
Opioid Overdose Crisis

• 100,000 opioid overdose deaths in the U.S. in 2023 (NIDA, 2023).

Trauma in the General Population

• Worldwide: 70% report at least one traumatic event.

• 30.5% report ≥4 traumatic events (Benjet et al., 2015).

Trauma and PTSD in SUD Populations

• Trauma and PTSD are highly prevalent among individuals with SUD.



Study Background

Trauma and PTSD are highly prevalent among individuals with SUD.

PTSD and SUD frequently co-occur, with studies showing 25–50% of individuals with SUD also meet 
the criteria for PTSD (Kessler et al., 1995; Mills et al., 2006).

Earlier research: focused mainly on alcohol and stimulants, with limited OUD-specific data 
(Dahlby & McCabe, 2020).

Recent reviews and U.S. treatment samples report lifetime PTSD prevalence of ~41% and current 
prevalence of ~33% in OUD, among the highest across substance use categories (Murray-Krezan
et al., 2023; Peck et al., 2021).

Gap:
Despite high prevalence estimates, comparative research on trauma severity between OUD and 
other SUD populations remains limited (López-Castro et al., 2024; Rosic et al., 2021).



Study Purpose

Purpose:
To examine the influence of traumatic events (PTEs) on the 
development of OUD in an urban treatment facility in Pennsylvania, 
and to provide foundational work for future interventional studies 
involving PTEs and OUD.

•Aim 1: Describe the demographic characteristics of OUD and SUD 
participants.
•Aim 2: Examine the associations between PTE and PTSD diagnoses 
of OUD and SUD participants.
•Aim 3: Examine the number of PTE occurrences in OUD and SUD 
participants.



Theoretical Framework
Self-Medication Hypothesis (SMH)
• “The Self-Medication Hypothesis (Khantzian, 1997) originated as a hypothesis but has 

since been adapted as a theoretical framework for understanding the link between 
trauma, emotional distress, and substance use.”

• Hypothesis:
People may use substances to self-medicate to manage emotional dysregulation and 
distressing symptoms (Khantzian, 1997).

• Purpose of SMH:
Explains the link between distressing emotional states and the development of SUD.

• Theory Structure:
• Linear model

• Consistent with the health model framework

• Adapted SMH in this Study: Individual → Trauma Exposure → OUD/SUD



Theoretical Framework
Adapted SMH in this Study: Individual → Trauma Exposure → OUD/SUD



Study Methods

Methods
• Design: Retrospective chart review
• Sample: n = 150 (75 OUD, 75 SUD)
• Setting: Urban outpatient substance use facility, Chester, PA
• Measures:

• Demographic survey – assessed gender, age, race, and 
ethnicity

• Life Events Checklist (LEC-5) – measured PTE
• PTSD, OUD, and SUD diagnoses – obtained from medical 

records



Study Results

• Demographic 

• Trauma Exposure (PTE)

• PTSD Diagnoses



Results

Characteristics OUD Group (n=75) SUD Group (n=75)

Mean Age 37 years 47 years

Female 51% 41%

White 73% 43%

Black 21% 55%

Demographics



Study Results

Trauma Exposure (Number of PTE)



Study Results

Diagnosis OUD n (%) SUD n (%)

Yes 14 (18.7%) 8 (10.5%)

No 61 (81.3%) 67 (89.5%)

PTSD Diagnosis



Implications

• Key findings

• Limitations

• Future Research



Key Findings 
Higher Trauma Burden 

• Participants with PTE > 5 were more likely to develop OUD (χ² = 
5.17, p = 0.023).

• Supports the link between trauma burden and OUD risk.

Racial Disparities 
• The OUD group was predominantly White, inconsistent with Chester 

community demographics (69% African American). 
• Suggests disparities in referral, treatment access, or justice(Legal) 

involvement.

Unexpected Findings 
• No significant difference in PTSD rates between OUD and SUD 

groups.
• May reflect underreporting, small sample size, or paper record 

limitations.



Implications

Study Limitations
• Retrospective design limits causal 

interpretation.
• Convenience sample from a single 

treatment site.
• Reliance on paper records may have led to 

underreporting of data and possible errors.



Implications

Future Research
• Larger, multi-site studies to improve generalizability.
• Racial, ethnic, and sociocultural disparities:

• Continue to document and investigate the reasons for  
potential sources of racial disparity in OUD/SUD 
treatment

• Examine the intersection of trauma, race, and social 
determinants of health in OUD/SUD populations.

• Intervention studies: Test whether culturally competent 
trauma-informed care models improve OUD treatment 
outcomes among minority populations.



Clinical Practice 
Practice Standard 

Trauma-Informed vs. Trauma-Based Care

Trauma-Informed Care (TIC) is a system-wide approach that ensures services are 
delivered in ways that recognize the impact of trauma and prevent re-traumatization for 
clients. 

It focuses on how care is delivered—through safety, trust, collaboration, empowerment, 
and cultural sensitivity. 

In contrast, Trauma-Based Care (TB) refers to targeted clinical interventions—such as 
Seeking Safety, EMDR, or Prolonged Exposure—designed to directly treat trauma 
symptoms in individuals with PTSD or trauma-related disorders.

Policy Context

At the federal level, SAMHSA sets the standard for TIC and TB through TIP 57 and the 
2023 Practical Guide for Implementing a Trauma-Informed Approach. These establish 
national best practices but are not legally mandated.
At the state level, Pennsylvania encourages and supports TIC and TB in behavioral health 
and SUD settings through OMHSAS guidance and audit tools, but adoption is not 
mandated by law. 
By contrast, New Jersey advances TIC through DMHAS and the Office of Resilience, and 
with Senate Bill 3297 pending, the state is moving toward making TIC a legal 
requirement across health and social service systems.



Clinical Practice 
SAMHSA’s Trauma-Informed Approach (TIC) (Gold Standard in the U.S.)

Six Key Principles:
 Safety

 Trustworthiness & Transparency

 Peer Support

 Collaboration & Mutuality

 Empowerment, Voice, & Choice

 Cultural, Historical, & Gender Issues

Four “R’s” of a trauma-informed approach:
 Realize the widespread impact of trauma.

 Recognize the signs and symptoms.

 Respond by integrating knowledge into practice.

 Resist re-traumatization. 



Clinical Practice 

Trauma-Based Care (TBC) in SUD: SAMHSA endorses the use of evidence-based, trauma-
specific treatments, but does not designate any one approach as superior.

 Most consistently cited interventions (with evidence in PTSD+SUD):
 Prolonged Exposure integrated with SUD CBT (COPE/PE) — exposure-based 

treatment; U.S. RCTs (e.g., veterans) show PTSD reductions and substance-use 
benefits when delivered alongside SUD care (Back et al., 2019; see also meta-
analytic support in Simpson et al., 2021).

 Cognitive Processing Therapy (CPT) — guideline-endorsed for PTSD, with 
emerging RCT evidence in SUD/AUD comorbidity (APA, 2017; Simpson et al., 2021).

 EMDR — guideline-endorsed for PTSD; fewer trials in actively using SUD samples 
than PE/COPE, but growing application in dual-diagnosis care (APA, 2017; Simpson 
et al., 2021).

 Seeking Safety — widely implemented, present-focused, integrated skills for 
PTSD+SUD; RCTs and meta-analysis show modest but meaningful effects (Najavits, 
2002; Simpson et al., 2021).



Key Findings 
Higher Trauma Burden 

• Participants with PTE > 5 were more likely to develop OUD (χ² = 
5.17, p = 0.023).

• Supports the link between trauma burden and OUD risk.

Racial Disparities 
• OUD group was predominantly White, inconsistent with Chester 

community demographics (69% African American). 
• Suggests disparities in referral, treatment access, or justice 

involvement.

Unexpected Findings 
• No significant difference in PTSD rates between OUD and SUD 

groups.
• May reflect underreporting, small sample size, or paper record 

limitations.



Clinical Practice 
Based on this study:

OUD clients have higher trauma scores in comparison to SUD clients
We must identify trauma history, document past/current PTSD, ensure accurate diagnosis of new 
cases, and
Institute culturally tailored trauma-based interventions

Treatment-Level Recommendations
Screening vs. diagnosis (SAMHSA, 2014; 2023)

• Universal trauma screening in all SUD settings — TIC → brief trauma screener for all; ask sensitively; 
warm handoff if positive.

• Screening ≠ diagnosis — TBC → positive screens receive a same-week diagnostic evaluation by a 
qualified clinician; use DSM-5 criteria with CAPS-5 (PCL-5 may support but is not diagnostic).

Interdisciplinary roles (APA, 2017; ASAM, 2020)
• PTSD diagnosis by qualified clinicians (e.g., psychiatrist, psychologist, PMHNP, LCSW per state 

scope).
• Integrate OUD treatment (MOUD) with trauma therapies — TBC within TIC → continue/start MOUD 

and offer COPE/PE, CBT variants, EMDR, or Seeking Safety.

Integrated care and equity (SAMHSA, 2014; 2023; ASAM, 2020)
• Build referral pathways between addiction providers and trauma specialists — TIC → formalize 

bidirectional workflows, warm handoffs, and track referral completion/first visit.
• Close equity gaps — TIC + TBC → provide culturally responsive care, partner with community 

organizations, and track screening/diagnosis/treatment metrics by race/ethnicity.



Clinical Practice 

Diagnose 
PTSD dx by psychologist, 
PMHNP, LCSW (APA, 2017)

MOUD + trauma therapies; 
referral pathways (ASAM, 

2020).
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