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ü  Asking Questions 

ü  PowerPoint Slides 

ü  Audio (phone preferred) 
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ü  www.myaccucare.com/webinars 
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Obtaining CE Credit 
•  The education delivered in this webinar is FREE to all professionals.  

•  1 CE is FREE to NAADAC members and AccuCare subscribers who attend this 
webinar.  Non-members of NAADAC or non-subscribers of AccuCare receive 1 
CE for $15.   

•  If you wish to receive CE credit, you MUST complete and pass the “CE Quiz” that 
is located at: (look for name of webinar) 

▫  www.naadac.org/education/webinars 

▫  www.myaccucare.com/webinars 

•  A CE certificate will be emailed to you within 21 days of submitting the quiz and 
payment (if applicable). 

•  Successfully passing the “CE Quiz” is the ONLY way to receive a CE certificate.   

present basic information about PTSD and addiction 

outline the research and development that went into 
Integrated Cognitive Behavioral Therapy (ICBT) 

explain how mindful relaxation, flexible thinking and education can be 
combined to help people heal from the impact of trauma in their lives 

give a brief overview of 9 modules of ICBT 

resolve common problems that arise in the use of cognitive-
behavioral therapy 

describe training and supervision considerations 

Study Aims & Webinar Objectives 

✓ 

✓ 

✓ 

✓ 

✓ 

✓ 

Presenter 

Andrea Meier, MS, LADC, LCMHC  
Faculty in the Psychiatry Dept. at the Dartmouth Medical School  
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INTEGRATED COGNITIVE BEHAVIORAL THERAPY  
 (ICBT) FOR CO-OCCURRING POSTTRAUMATIC STRESS  
AND SUBSTANCE USE DISORDERS 

Andrea Meier, MS, 
LADC, LCMHC 
Dartmouth Medical School 
 
NIDA R01DA027650 

 

Prevalence of PTSD in Addiction Treatment 

•  Estimated rates are from 25% to 75% of all patients 
entering addiction treatment 

•  Estimated rates of PTSD are approximately 25% of 
patients entering mental health treatment (of which 2/3 
have substance use) 

•  Rates are higher among women, opiate and cocaine 
dependent individuals 

•  Rates have been found to be higher among whites and 
African-Americans (vs. Hispanic and Asian-Americans) 

Trauma & PTSD in Treatment Settings 

•  Trauma is ubiquitous (90 to 100%). 

•  PTSD is a DSM-IV diagnosis, has 
demonstrated negative effects on 
addiction treatment retention and 
outcomes (trauma does not). 
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Trauma & PTSD in Treatment Settings 

•  Most patients with substance use disorders have 
experienced a trauma, only about 25% of trauma 
victims will develop PTSD 

•  Trauma may precede substance use disorder, occur 
during, or both 

•  For people with PTSD, the trauma was seldom a 
singular event, but was repetitive and is often current 
in the lives of persons with substance use disorders 

PTSD Diagnosis 
(Diagnostic & Statistical Manual of Mental Disorders 4th Edition, American Psychiatric Association, 1994) 

CRITERION A (must meet both): 
Exposed to a traumatic event in which: 

1)  Experience, witness or confrontation with 
an event that involved actual/threatened 
death, serious injury, or threat to physical 
integrity of self/others 

2)  Reaction of intense fear, helplessness, or 
horror  
(In children, disorganized or agitated 
behavior) 

PTSD Diagnosis: B Symptoms 

CRITERION B (must have at least 1): 
The event is persistently re-experienced: 
1)  Recurrent & intrusive recollections 
2)  Recurrent distressing dreams 
3)  Acting/feeling as if reliving (flashbacks) 
4)  Intense psychological distress at exposure to 

internal or external cues/reminders/triggers 
5)  Physiological reactivity to cues or reminders. 
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PTSD Diagnosis: C Symptoms 

CRITERION C (must have at least 3): 
Persistent avoidance of reminder stimuli: 
1)  Thoughts, feelings, conversations 
2)  Activities, places, people 
3)  Inability to recall aspects of the trauma 
4)  Diminished interest in activities 
5)  Detachment & estrangement from others 
6)  Restricted range of affect (esp. positive) 
7)  Sense of a foreshortened future 

PTSD Diagnosis: D Symptoms 

CRITERION D (must have at least 2): 
Persistent symptoms of increased arousal: 

1)  Sleep (difficulty falling or staying) 

2)  Irritability or outbursts of anger 

3)  Difficulty concentrating 

4)  Hyper-vigilance 

5)  Exaggerated startle response 

Audience Polling Question #1 
Are you familiar with the proposed 
changes for PTSD diagnosis in the 

DSM-5? 
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PTSD and Substance Use 
Disorders: Negative Outcomes 

•  More severe PTSD  
•  More addictive drugs (opiates, cocaine) 
•  Recurrent victimization and trauma  

(including domestic violence) 
•  Shorter periods of abstinence, more frequent relapse 
•  More severe psychiatric problems/symptoms 
•  More problems in functioning: Legal, medical,  

work & relationships 
•  Poorer treatment and peer support group benefits 

Evidence-based Practices for PTSD 

•  Psychosocial treatments surpass FDA-approved  
medications (paroxetine, sertaline) in effectiveness  
(clinical change, durability) 

•  The most efficacious psychosocial treatment is a  
behavioral therapy: Exposure Therapy (Foa & Rothbaum, 2000). 

•  Exposure therapy yields robust outcomes, but:  
1)  Has excluded persons with addictive disorders;  

2) Has high drop-out rates (75%); and  

3)  Is believed to be too stressful for many patients.  

Evidence-based Practices for PTSD: 
Psychosocial Treatments 

•  Several less exposure-based cognitive behavioral 
therapies may be as effective and more tolerable for 
patients: cognitive-processing therapy, stress-
inoculation training and cognitive restructuring. 

•  Cognitive restructuring approaches target distorted and 
self-defeating thoughts, have less attrition, are less 
provocative, and have been studied with more inclusive 
and heterogeneous samples 
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Approach/Avoidance of PTSD in Addiction 
Treatment Programs 

•  Historical concerns about “triggering” PTSD symptoms by 
dealing with trauma issues 

•  Established guidelines suggested an approach akin to 
Pandora’s Box:  

Do not open until 2 years sober. 
•  More recent surge of clinical interest in PTSD among 

addiction treatment providers:  
 PTSD is clearer to diagnose, a gender sensitive 

treatment, and a response is desired for a 
challenging clinical problem. 

A Potential Fit?: 
Cognitive Behavioral Therapy (CBT) for PTSD in 
Persons with SMI 

•  Kim Mueser, Stan Rosenberg, Kay Jankowski,  
Jessica Hamblen & Harriet Rosenberg 

•  Brief (M=14 sessions); adjunctive to existing  
community mental health services: PTSD focused 

•  Cognitive restructuring vs. exposure-based 
•  Simple for therapists to do, easy to learn 
•  Good PTSD and psychiatric outcomes 
•  Well-tolerated by patients:  

1)  Relapse potential appears low (PTSD & other symptoms);  
2)  Most effective among those with severe PTSD 
3)  Excellent retention (~90%) 
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Adapting CBT for PTSD among SMI for 
Addiction Treatment Settings 

•  Similar historical concerns about de-stabilizing more acute 
“severe” conditions 

•  Considerations of fit among persons with substance use 
disorder and culture of addiction treatment 

•  Additional material about substance use, interaction between 
substance use and PTSD 

•  Potential benefits to patients getting additional treatment to 
manage negative emotions (not only PTSD-related) 

•  Potential benefits to addiction treatment clinicians to learn an 
integrated CBT: Broad indications 

ICBT for Co-occurring Substance Use & PTSD 

•  Addresses PTSD symptoms in the context of substance 
use 

•  Aims to develop new coping skills to manage PTSD 
without using substances 

•  Increases  addiction treatment retention and the period 
of early sobriety so a successful recovery is more likely  

•  Not exposure-based,  coping skill based 
•  Assists patients in managing the PTSD symptoms they 

are already struggling with, and does not excavate 
memories 

•  Past and ongoing NIDA-funded research program  

Stage I Studies: Completed 

ICBT was found to be: 
ü  Safe and practical for patients 

ü  Feasible for community counselors to learn and deliver 
with skill and competence 

ü  Effective in significantly reducing PTSD symptom 
severity and PTSD diagnosis 

ü  Effective in reducing alcohol and drug use (self-report, 
interview and toxicology verified) 

ü  Associated with good retention, and improved addiction 
treatment program retention 
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Stage II Efficacy Studies: In Progress 

•  Community addiction treatment programs 
(intensive outpatient programs): Seven sites in NH 
and VT 

•  Veterans Affairs Substance Abuse Treatment 
Programs (intensive outpatient programs): Two 
sites in FL and NY 

•  Adapting ICBT for a combined individual and group 
format for ICBT OEF/OIF/OND  Veterans at the 
Providence (RI) VA Medical Center 

 
	

HOW I(CB)T  
WORKS 

Audience Polling Question #2 
Are you using CBT in your 

practice? 
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Do Not Be Afraid 

•  Addiction counselors may fear doing CBT approaches, viewing it as 
something completely different from routine counseling approaches. 

•  You may already be doing “CBT” but be calling it: functional 
analysis, motivational interviewing, reality therapy, or relapse 
prevention therapy 

•  With CBT, the counselor has a plan, is more directive, empathically 
inquisitive, and supportive of the patient being the agent of change   

•  Other differences between traditional addiction counseling and CBT 
include: 
•  Patient education   
•  Skills-based 
•  Practice - homework 
•  Time-limited 

ICBT Clinician Manual and Patient Workbook 

ICBT	  Modules	   #	  of	  sessions	  to	  cover	  

1.	  Engagement	   1-‐2	  

2.	  Overview	  of	  ICBT	  in	  addic?on	  treatment	   ½	  	  

3.	  Mindful	  Relaxa?on	   ½	  	  

4.	  Substance	  use	  and	  crisis	  plan	   ½	  	  

5.	  Iden?fying,	  labeling	  and	  understanding	  feelings	   1-‐2	  

6.	  ABCs	  of	  our	  emo?ons	   1-‐2	  

7.	  Flexible	  Thinking	   2-‐3	  

8.	  Pa?ent	  educa?on	  about	  trauma	  and	  PTSD	   1-‐2	  

9.	  Transi?on	   1	  

Total	  #	  of	  modules:	  9	   Total	  #	  of	  sessions	  	  
to	  cover:	  8-‐12	  

Patient Engagement 

•  Collaborate in an honest assessment of 
substance use and PTSD symptoms, their 
interaction and the effects on the patient’s life 

•  Link patient’s life goals to the barriers posed by 
these symptoms 

•  Support patient hope and confidence in change 

•  Suggest ICBT may be one means to do so 
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ICBT Orientation 

•  Explains rationale for addressing substance use and 
posttraumatic stress disorder in an integrated way 

•  Acknowledges courage to change in the face of  
impulse to avoid 

•  Describes differences with traditional therapy 

•  Defines the 3 key mechanisms of ICBT: 

1)  Patient education 

2)  Mindful relaxation 

3)  Flexible thinking 

Mindful Relaxation 
•  Anxiety and fear can be overwhelming for patients  

with PTSD and/or substance use disorders 

•  Mindful Relaxation is a simple and portable tool to 
manage this anxiety 

•  Clinicians teach patients these simple steps: 

v  Centering  

v  Breathing  Retraining 

•  Patient practices between sessions – “fire drill” analogy 

•  Use at the start of every session 

CRISIS AND RELAPSE PREVENTION PLAN 

A Activating Situations 
What are the people, places and things that make you want to use? 

Are these situations avoidable?   

B Beliefs 
What are the beliefs or thoughts that make it more likely for you to use? 

Are there alternative thoughts or beliefs that support your recovery? 

C Consequences 
What are the feelings that increase the chances of using? 

What are the feelings that increase your chances of not using? 

C Coping Skills and Behaviors 
What behaviors increase the chances of using? 

What behaviors or coping skills do you use to support your recovery? 
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Identifying, Labeling & Understanding Feelings 

•  It has been said that addicted persons have 
disordered affects or emotions. They feel too much 
or nothing at all. 

•  Persons with traumatic life event backgrounds and 
PTSD also have disordered affects: 
v Avoidance (numbing and detachment) 
v Increased arousal (vigilance and exaggerated startle response) 

•  The goals of this module include: 
v Identify common emotional issues among persons with trauma, 

PTSD and addiction (Feelings from A to Z worksheet) 
v Identify primary negative emotions and the thoughts associated 

with them  

PRIMARY NEGATIVE EMOTIONS 

Primary	  Emo?on	   Related	  emo?ons	   Common	  thoughts	  that	  drive	  them	  

Anxiety	  and	  fear	   Apprehension,	  worry,	  scared,	  
panic,	  agitated,	  nervous,	  racing,	  
tense,	  stressed	  

I	  am	  not	  safe	  or	  in	  danger;	  Something	  I	  don’t	  want	  is	  
going	  to	  happen;	  I	  am	  losing	  control	  
I	  am	  going	  to	  fall	  apart;	  I	  am	  going	  to	  be	  rejected;	  I	  
am	  going	  to	  be	  negaIvely	  judged	  

Depression	  and	  
sadness	  

Grief,	  loss,	  forlorn,	  abandoned,	  
worthless,	  doomed,	  loser,	  
empty,	  bored,	  woeful,	  
inadequate	  

I	  am	  unlovable;	  I	  am	  worth	  nothing;	  I	  am	  lost;	  I	  have	  
been	  totally	  rejected;	  I	  am	  undesirable;	  Nothing	  will	  
ever	  change	  me;	  My	  life	  is	  over;	  Something	  I	  don’t	  
want	  has	  happened	  

Shame	  and	  guilt	   Remorseful,	  regrePul,	  
embarrassed,	  humiliated,	  
exposed	  

I	  have	  caused	  irreparable	  damage	  to	  others;	  I	  have	  
let	  people	  down;	  I	  only	  have	  myself	  to	  blame;	  I	  have	  
not	  lived	  up	  to	  my	  ideals;	  I	  have	  been	  sinful;	  I	  am	  a	  
horrible	  person	  

Irritability	  and	  anger	   Rage,	  resentment,	  vengeful,	  
aggressive	  

I	  have	  been	  (or	  am	  being)	  disrespected;	  I	  have	  been	  
(or	  am	  being)	  wronged;	  I	  have	  been	  (or	  am	  being)	  
unfairly	  treated;	  I	  have	  been	  (or	  am	  being)	  bullied;	  
Others	  are	  to	  blame	  for	  my	  situaIon	  

B 
Beliefs 

(My thoughts and 
interpretations about 

the situation) 

 

C 
Consequences 

(1) My feelings or 
(2) My behaviors 

A 
Activating Situation 

(The thing that got  
the cycle going) 

 
ABCs OF OUR  

EMOTIONS 
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Common Styles of Thinking 

•  Tunnel Vision 
•  All-or-nothing thinking 
•  “Should” and “must” 

statements 
•  Worst case scenario 

thinking 
•  Personalization 
•  Disqualifying or 

discounting the positive 

•  Overgeneralization 
•  Emotional reasoning 
•  Mind reading 
•  Labeling 
•  Mental filter 
•  Magnification/

minimization 

FLEXIBLE THINKING BASIC: 
The ABCDEs of Our Emotions 

A Activating Situation 

B Belief 

C Consequence 

D Disputing the Belief 
 Identify Common Styles of Thinking 

What evidence is there that the belief is accurate or not? 

E Entirely New… 
New Thought? New Behavior? 

Flexible Thinking Advanced: 
Applying the ABCDEs to PTSD Symptoms 

PATIENT EDUCATION:  
1.  Help the patient understand the nature of trauma 
2.  Introduce the three symptom clusters of PTSD 
3.  Explain how the symptoms intersect with the 

patient’s substance use and/or other emotional 
difficulties 

•  Client rates readiness to try Flexible Thinking on 
their individual PTSD symptoms  

 

0 – Not at all ready    10 – Extremely 
ready 

•  Client is given ample opportunity to use Flexible 
Thinking skill on trauma or PTSD symptoms 
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Using ICBT 

•  Individual and/or group formats 

•  Since ICBT is CBT, it has knowledge and skill 
relevance for all patients, not only those with PTSD 

•  Modules a la carte or total curriculum 

•  Training 

•  Supervision 

•  Experience and practice 

 
“Cognitive behavioral therapy for PTSD: A 
program for addiction professionals” 

• User friendly version of 
ICBT 

• Background and research 
support 

•  Practical implementation 
suggestions 

 
“Cognitive behavioral therapy for PTSD: A 
program for addiction professionals” 

•  Clinician manual (step-by-step 
approach) 

•  Patient workbook and handouts 
•  Screening and assessment 

measures 
•  CD-ROM (Measures, handouts,  

key articles) 

For	  more	  informaIon	  call	  1-‐800-‐328-‐9000	  
or	  visit	  Hazelden’s	  bookstore:  
www.hazelden.org/bookstore 
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www.naadac.org 
misti@naadac.org 

 

www.myaccucare.com  
sskarda@orionhealthcare.com 

Feel free to ask 
questions through 

the Questions pane. 

www.hazelden.org 

andrea.l.meier@dartmouth.edu 

Upcoming Free Webinars 
•  November 14, 2012 at 3pm-4pm EST – Impacts of Addiction on the 

Family System and Children 

•  December 12, 2012 3pm-4pm EST – Spirituality & Recovery: The Art 
and Science of Healing 

•  2012 Webinar Series 

ü  New webinar monthly! 

ü  Education is free to all professionals. 
ü  CE credit available for purchase. adolescents, criminal justice, trauma 

and many more 

Information and Registration at: 

 www.myaccucare.com/webinars Or 

www.naadac.org/education/webinars 

Archived Webinars 
•  Medication Assisted Recovery: 

What Every Addiction 
Professional Needs to Know 

•  Building Your Business with SAP/
DOT 

•  Screening, Brief Intervention and 
Referral to Treatment (SBIRT) 

•  Billing and Claim Submission 
Changes 

•  Ethics 

•  Co-occurring Disorders 

•  Test-Taking Strategies 

•  Conflict Resolution 

•  Clinical Supervision 

•  ASAM Placement Criteria 

•  DSM-5 Proposed Changes 

Archived webinars:  
www.naadac.org/education/webinars or www.myaccucare.com/webinars 

CE credit still available! 
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www.naadac.org 

The	  clinical	  tools	  you	  need.	  The	  customer	  support	  you	  deserve.	  
That’s	  why	  Orion	  Healthcare	  Technology	  is	  the	  preferred	  software	  vendor	  of	  NAADAC. 

	  
	  

For	  more	  information:	  
Click:	  www.MyAccuCare.com	  

Call:	  (800)324-‐7966	  

Assessments	  and	  Screening	  
	  
Patient	  Placement	  
	  
Treatment	  Planning	  
	  
Progress	  Notes	  
	  

Discharge	  Summaries	  
	  
Insurance	  Billing	  
	  
Reporting	  and	  Tracking	  
	  
Prevention	  Tracking	  

www.hazelden.org 
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Obtaining CE Credit 
•  The education delivered in this webinar is FREE to all professionals.  

•  1 CE is FREE to NAADAC members and AccuCare subscribers who attend this 
webinar.  Non-members of NAADAC or non-subscribers of AccuCare receive 1 
CE for $15.   

•  If you wish to receive CE credit, you MUST complete and pass the “CE Quiz” that 
is located at: (look for name of webinar) 

▫  www.naadac.org/education/webinars 

▫  www.myaccucare.com/webinars 

•  A CE certificate will be emailed to you within 21 days of submitting the quiz and 
payment (if applicable). 

•  Successfully passing the “CE Quiz” is the ONLY way to receive a CE certificate.   

www.naadac.org 
misti@naadac.org 

 

www.myaccucare.com  
sskarda@orionhealthcare.com 

andrea.l.meier@dartmouth.edu 

www.hazelden.org 

Thank You for 
Participating! 


