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Nature and Treatment of Comorbid 
Alcohol Problems and Post-Traumatic 
Stress Disorder Among American 
Military Personnel and Veterans

Many service members and veterans seeking treatment for alcohol problems also 
have post-traumatic stress disorder (PTSD). This article considers the effectiveness of 
treating alcohol problems and PTSD simultaneously. The authors begin by summariz-
ing the extent of excessive alcohol use among military service members and veter-
ans. They then explore the relationship between combat exposure and subsequent 
alcohol use; identify and briefly describe evidence-based treatments for alcohol 
problems and PTSD, separately; and review research on the effects of single treat-
ments for both PTSD symptoms and alcohol use. 
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Many service members and veterans 
seeking treatment for alcohol problems 
have experienced the life-threatening 
stress of combat, many have post- 
traumatic stress disorder (PTSD), and 
many service members and veterans 
seeking treatment for PTSD have  
alcohol or other substance problems. 
Sensitivity to these issues can influence 
how a therapist relates to the patient 
and also has possible implications  
for developing a treatment strategy 
(U.S. Department of Veterans Affairs 
[DVA] 2010). Historically, clinicians 
have been concerned that patients 
need to reduce or resolve substance abuse 
before PTSD treatment can be success-
ful. But research is showing that both 
disorders can be treated simultaneously. 
Here, we assess the scope of the prob-
lem and examine treatments that can 

be effective for treating each disorder 
individually as well as in tandem.

Alcohol Problems in Active-Duty 
Military Personnel and Veterans

For more than 30 years the Department 
of Defense (DoD) has conducted 
recurrent surveys to determine rates  
of excessive alcohol use among active-
duty personnel. The most recent of 
these (DoD 2013) revealed wide prev-
alence of “binge” drinking, defined as 
consuming 5 or more drinks for males 
or 4 or more drinks for females on  
a single occasion. An analysis of this 
survey by Bray and colleagues (2013) 
found that across the U.S. Armed 
Services 33 percent of personnel reported 
binge drinking during the 30 days 

preceding the survey, with consider-
able variation in rates across military 
departments (Army, 34 percent; Navy, 
38 percent; Marines, 49 percent; and 
Air Force, 24 percent). Twenty percent 
of male and female active-duty person-
nel engaged in heavy drinking, which 
was defined as binge drinking at least 
once a week during the past 30 days 
(Bray et al. 2013). 

Less is known about alcohol use 
problems among veterans. One analy-
sis examined results from the National 
Survey on Drug Use and Health from 
2004 through 2010 (Golub et al. 2013). 
The study compared veterans ages 21 
to 34 with non-veteran peers matched 
on age and gender. The two groups 
were quite similar in their rates of alcohol 
use disorder (AUD) in the past year 
(15 percent); “binge” drinking (44 
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percent), defined as consuming 5 or 
more drinks on at least one occasion 
during the past 30 days; and heavy 
drinking (14 percent), defined as binge 
drinking on 5 or more days during the 
past 30 days (Golub et al. 2013). 

Combat Stress and  
Alcohol Misuse

As of September 30, 2013, 2.6 million 
service members had been deployed to 
Operation Enduring Freedom, Operation 
Iraqi Freedom, and Operation New 
Dawn since 2001 (DVA 2013). Due 
to high rates of combat and blast 
exposure, healthcare providers within 
the DOD and the U.S. Departments 
of Veterans Affairs (VA) are offering 
services to increasing numbers of 
veterans and active-duty personnel 
returning with complex mental and 
physical health problems (Hoge et al. 
2004, 2008). 

PTSD is the most common mental 
health diagnosis for the nearly 1 million 
U.S. veterans who served in Iraq and 
Afghanistan between October 1, 2001, 
and September 30, 2013, and who 
accessed services through the Veterans 
Health Administration (VHA) (DVA 
2013). Nineteen percent of those who 
have served in Iraq and Afghanistan 
develop PTSD within a year of their 
return to the United States (Tanielian 
and Jaycox 2008). 

Symptom clusters for PTSD as 
defined by the Diagnostic and Statistical 
Manual of Mental Disorders (DSM–5) 
are illustrated in the accompanying 
textbox (American Psychiatric Associ-
ation 2013). Based on the previous 
DSM–IV criteria (American Psychiatric 
Association 1994), rates of PTSD in 
returning service members vary some-
what as a function of the method  
for collecting data, with results from 
screening instruments suggesting a 
range of 10 to 20 percent (Milliken  
et al. 2007; Seal et al. 2007; Sundin  
et al. 2010). Structured clinical inter-
views yield a somewhat lower but still 
disconcerting PTSD rate of 7 to 10 
percent (Erbes et al. 2007). Among 

individuals with a history of traumatic 
brain injury, rates of PTSD seem to 
escalate to 33 to 39 percent (Carlson et 
al. 2011). An analysis of VA healthcare 
statistics from October 7, 2001, to 
March 31, 2008, showed that PTSD 
was the most prevalent psychiatric 
diagnosis, affecting approximately 21.5 
percent of patients (Cohen et al. 2010). 
As of 2014, VA public health data 
suggest that 30 percent of veterans of 

military service in Afghanistan and Iraq 
seeking VA care have PTSD.

Substance use disorders (SUDs) are 
another common reason for seeking 
mental health services. PTSD and 
substance use disorder frequently 
co-occur (McCauley et al. 2012). As 
illustrated by the figure, a consistently 
increasing percentage of veterans who 
have received VHA care, regardless of 
when they served in the military, have 

Re-experiencing

• �Recurrent, intrusive, and distressing memories, images, thoughts,  
and/or perceptions

•� Recurrent distressing dreams
•� Dissociative reactions (flashbacks)
•� �Marked psychological and/or physiological response to cues that  

symbolize or resemble the event

Avoidance

•� Of memories, thoughts, or feelings about the event
•� Of reminders of the event

Negative Alterations in Cognitions and Mood
•� Inability to recall an important aspect of the event
•� �Persistent, exaggerated negative beliefs or expectations about self,  

others, or the world
•� �Persistent negative emotional state
•� Diminished interest/participation in significant activities
•� Detachment/estrangement
•� Persistent inability to experience positive emotions

Marked Alterations in Arousal and Reactivity

•� Irritability/outbursts or anger
•� Reckless or self-destructive behavior
•� Hypervigilance
• Exaggerated startle response
•� Difficulty concentrating
• �Difficulty falling or staying asleep or restless sleep

DSM–5 Post-Traumatic Stress  
Disorder Symptom Clusters



Alcohol Problems and PTSD Among Military Personnel and Veterans| 135

been diagnosed as having comorbid 
PTSD and SUD. In fiscal year 2013, 
26.5 percent of VA patients with a 
diagnosis of PTSD also had SUDs. It 
is also worth noting that the number 
of veterans with both conditions has 
increased by 76 percent since fiscal 
year 2008, a rate exceeding the increase 
in prevalence for PTSD (52.3 percent) 
or for SUD (33.1 percent) alone 
(Program Evaluation and Resource 
Center, VA Medical Center, Palo 
Alto, CA. January 2014, personal 
correspondence).

Individuals with AUD and PTSD 
tend to have greater risks for other 
psychiatric disorders, respond less 
favorably to interventions for the 
AUD, and are at increased risk of 
relapse to problematic drinking 
(Torchalla et al. 2012).

Relationship between PTSD  
and Substance Misuse 

Citing data from the National 
Comorbidity Survey (Kessler et al. 

1995), Jacobsen and colleagues (2001) 
observed that, when they exclude 
nicotine dependence, the psychiatric 
condition most likely to co-occur 
among men with PTSD was alcohol 
abuse/dependence. Among women 
with PTSD, alcohol abuse/dependence 
was the second most common mental 
health combination, with depression 
or anxiety being the most common. 
Study investigators proposed two 
reasons for this association. For one, 
PTSD may follow alcohol misuse, 
because people who misuse alcohol 
may tend to place themselves in situa-
tions that involve increased risk for 
trauma and subsequent PTSD; alcohol 
may also sensitize them to developing 
a PTSD reaction in response to trauma. 
Second, alcohol misuse may follow 
PTSD by playing a “self-medication” 
role to dampen the hyperarousal 
component of PTSD. Interestingly, 
Jacobsen and colleagues further 
comment that the neuronal arousal 
associated with alcohol withdrawal 
may be augmented by PTSD-linked 
hyperarousal and may make individuals 

with PTSD more likely to return to 
drinking than those who need only 
cope with the arousal associated with 
acute drinking cessation. 

A study of patients receiving treatment 
for SUD indicated that improvements 
in PTSD symptoms over 2-week periods 
during the 26-week study were associ-
ated with decreases in cocaine and 
opioid use and possibly reductions in 
alcohol use (p=.056) (Ouimette et al. 
2010). These findings support the 
theory that people with PTSD use 
drugs and alcohol to self-medicate. 
However, the study sample was small 
and consisted solely of patients 
currently in treatment. Hence, the 
finding may not generalize well to a 
random sample of people with both 
conditions. 

Combat and Subsequent 
Alcohol Misuse 

Milliken and colleagues (2007) 
conducted the largest study of 
combat’s influence on mental health 

Figure     Veterans receiving care in the Veterans Health Care Administration for comorbid PTSD and substance use disorder by year.

SOURCE: Program Evaluation and Resource Center, VA Medical Center, Palo Alto, CA. January 2014, personal correspondence. 
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functioning of service members.  
They analyzed responses on the Post 
Deployment Health Reassessment 
(PDHRA), a clinical and self-report 
measure that includes questions 
related to combat stress and alcohol 
problems. Soldiers completed the 
survey 3 to 6 months after redeploy-
ment to combat service in Iraq. More 
than 88,000 soldiers completed both 
this survey and a related-content 
survey administered to them at rede-
ployment. Nearly 70 percent of 
respondents reported traumatic combat 
experiences, and around 50 percent of 
active personnel and reserve compo-
nent personnel reported that at some 
time they feared that they would be 
killed. Nine percent of active-duty 
respondents and 14 percent of U.S. 
Army Reserve and National Guard 
soldiers endorsed at least three of four 
PTSD screening items. The PDHRA 
also included a two-item screen for 
alcohol problems; 12 percent and 15 
percent, respectively, of the active 
duty and reserve component respon-
dents endorsed at least one such item. 
Yet only 0.4 percent of the sample 
reported having been referred to 
substance abuse treatment. 

Data from the large-scale Air Force 
Community Assessment Survey 
conducted in the spring of 2008 
demonstrated a relationship between 
the total number of deployments and 
cumulative time deployed with the 
subsequent likelihood of an Air Force 
member becoming a problem drinker. 
Each additional year of deployment 
increased the risk of becoming a prob-
lem drinker by 23 percent, and each 
additional deployment period increased 
the risk by 14 percent. Interestingly, 
the risk of becoming a problem drinker 
was not associated with how recently a 
soldier was deployed (Spera et al. 2011).

Another survey (Santiago et al. 2010) 
given to soldiers 3 to 4 months after 
returning from deployment to Iraq 
found that 27 percent scored positive 
for alcohol misuse, as shown by endorse-
ment of at least one of two screening 
items on the Two-Item Conjoint 
Screen. Soldiers exposed to more 

intense combat were also more likely 
to score positive on the alcohol misuse 
screen. Another study found that 
deployments involving combat expo-
sure also were associated with post- 
deployment heavy weekly drinking, 
binge drinking, and alcohol-related 
problems among active duty and 
reserve component personnel 
(Jacobson et al. 2008). 

Alcohol problems among military 
personnel exceed those of civilian 
populations in part because of demo-  
graphic differences in age, gender 
balance, and education level among 
military populations. However, other 
factors contribute to the risk of alcohol 
misuse among service members, 
including deployment stress, combat 
exposure, and PTSD. Reflecting this, 
an increasing number of veterans are 
being treated by the VHA for comor-
bid SUDs and PTSD. The challenge  
is to implement treatments found to 
be effective for both conditions, as 
well as to continue to develop more 
effective interventions.

Effective Alcohol Treatments

Psychotherapies 
Several psychosocial interventions for 
treating alcohol problems have shown 
strong evidence for effectiveness. The 
VHA’s policy is that patients with 
alcohol problems have access to at 
least two of the following: 

•	 Cognitive–Behavioral Therapy for 
Relapse Prevention, which assists 
patients in identifying internal and 
external stimuli that prompt drink-
ing, and in learning skills and alter-
native ways of thinking to cope with 
these cues and avoid alcohol use.

•	 12-Step Facilitation, which pro- 
motes participation in Alcoholics 
Anonymous and working the steps 
of the program. It employs a treat-
ment manual with activities and 
homework assignments and is 

conducted in a one-on-one coun-
seling relationship. 

•	 Community Reinforcement Approach, 
which helps patients establish a 
strong environmental support 
system to help sustain sobriety.

•	 Substance Use Disorder–Focused 
Behavioral Couples Counseling/Family 
Therapy, which emphasizes the 
participation of significant others 
in treatment. Sessions focus on 
improvements in communication 
and interactional patterns of the 
couple or family, especially as they 
relate to drinking. 

•	 Motivational Enhancement Therapy, 
which builds on principles of moti-
vational interviewing. It employs 
treatment processes that reflect the 
patient’s level of readiness for change. 

For detailed descriptions of these treat-
ments, see Finney and Moos (2002). 

Pharmacotherapies

The VA/DoD Clinical Practice Guide- 
line for Management of Substance Abuse 
Disorders (DVA and DoD 2010) 
offers the following recommendations 
for the pharmacological management 
of alcohol dependence:

•	 Oral naltrexone should be routinely 
considered in conjunction with 
addiction counseling.

•	 Injectable naltrexone is effective in 
conjunction with addiction coun-
seling when the patient is willing to 
accept monthly injections.

•	 Acamprosate should routinely be 
considered in conjunction with 
addiction counseling as an alterna-
tive to naltrexone.

•	 Disulfiram should only be used 
when the goal is abstinence.
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A recent meta-analysis reinforces the 
value of pharmacological treatment 
for alcohol abuse (Jonas et al. 2014). 
The analysis found that both acampro-
sate and oral naltrexone were associ-
ated with reductions in how often 
patients returned to drinking with no 
significant differences between the two 
drugs in controlling alcohol consump-
tion. The authors emphasize that less 
than one-third of people with AUD 
receive treatment, and only a small 
percentage of these patients (less than 
10 percent) receive medications to 
assist in reducing alcohol consumption. 
A companion editorial by Bradley and 
Kivlahan (2014) emphasizes the 
importance of integrating psychophar-
macological and psychosocial inter-
ventions in treating AUD and of  
integrating these treatments into 
primary care services. 

Effective PTSD Treatments 

Psychotherapies
In 2008, the Institute of Medicine 
conducted a comprehensive review of 
outcomes on existing PTSD treatments. 
The report determined that “evidence 
is sufficient to conclude the efficacy  
of exposure therapies in the treatment 
of PTSD” (chapter 4, p. 97). Shortly 
thereafter, the VHA began promoting 
the use of two trauma-focused, manu-
alized cognitive–behavioral psychother-
apies (Karlin et al. 2010): Prolonged 
Exposure (PE; Foa et al. 2007) and 
Cognitive Processing Therapy (CPT; 
Resick and Schnicke 1992). Both 
interventions demonstrated efficacy  
in randomized controlled trials with 
civilians (Foa et al. 1999, 2005; Resick 
et al. 2002) and veterans (Monson et al. 
2006; Schnurr et al. 2007). Evidence 
for both psychotherapies for veterans 
and active duty service members has 
continued to accumulate (Chard et al. 
2010; Goodson et al. 2013; Rauch et 
al. 2009; Tuerk et al. 2011; Walter et 
al. 2014). Treatment effectiveness 
seems to persist following treatment 
(Resick et al. 2012). The goals of both 

interventions are to reduce avoidant 
coping; purposefully confront traumatic 
memories; and modify maladaptive, 
trauma-related thoughts. Nevertheless, 
the rationales and procedures of the 
two treatments differ significantly. 

PE includes four essential elements: 
psychoeducation, in-vivo exposure, 
imaginal exposure, and in-session 
discussion following imaginal exposures 
to facilitate emotional processing and 
corrective learning (Foa et al. 2007). 
In the initial phase of treatment, ther-
apists present information about 
common reactions to trauma, factors 
that maintain PTSD symptoms, concep-
tual bases for interventions, and 
breathing retraining. They reinforce 
this information with standardized 
handouts. In-vivo exposure procedures 
require patients to progressively confront 
situations and stimuli (including 
sights and sounds) that they previously 
avoided, because they associated the 
situations and stimuli with their trau-
matic memory. Imaginal exposure 
asks patients to verbally revisit their 
traumatic memory and emotionally 
process the experience to bring about 
corrective learning and habituation  
in later treatment sessions. Imaginal 
exposure begins in the third session 
and is followed by a collaborative 
“processing” discussion, typically 
involving support, normalization of 
experience, and discussion about key 
perceptions linked with the traumatic 
experience. In the mid-to-later phases 
of PE, imaginal exposure focuses on 
the most distressing aspects of the index 
trauma, or “hotspots.” Patients typi-
cally complete 90-minute sessions once 
a week, with most patients requiring 8 
to 15 sessions for treatment comple-
tion. Clinicians audiotape sessions and 
require patients to review the tapes 
between appointments. 

CPT (Resick 2001) consists of 12 
treatment sessions that include cogni-
tive interventions in either a group or 
individual format. During the initial 
sessions, patients receive psycho- 
education about PTSD and underlying 
information processing frameworks, 
complete written assignments to clarify 

the personal significance of traumatic 
experiences, and identify problematic 
trauma-related beliefs or “stuck 
points.” During the middle stages  
of CPT, patients learn to use a variety 
of worksheets to identify linkages 
between events, thoughts, and feelings; 
to produce and repeatedly read detailed 
accounts of their most traumatic expe-
rience(s), with an emphasis on experi-
ences associated with traumatic events; 
and to begin challenging their stuck 
points with support and assistance 
from the therapist. Therapists use 
Socratic questioning to teach patients 
to examine and modify relevant 
maladaptive cognitions that maintain 
PTSD symptoms. They assign patients 
daily worksheets for home practice. In 
the final phases of the treatment, ther-
apists aim to modify beliefs in five key 
domains: safety, trust, power/control, 
esteem, and intimacy. Patients consol-
idate their treatment gains in the 
concluding session.

Pharmacotherapies for PTSD
A wide range of psychotropic medica-
tions have been explored for treating 
PTSD. VA/DoD Clinical Practice 
Guidelines for the Management of  
Post-Traumatic Stress (DVA and DoD 
2010) most strongly recommend  
selective serotonin reuptake inhibitors 
(SSRIs) and serotonin norepinephrine 
reuptake inhibitors (SNRIs). The high 
blood pressure medication, prazosin, 
has been increasingly used to treat 
PTSD, but the VA/DoD Guidelines 
only recommend this as an adjunctive 
therapy for nightmares associated with 
the disorder. 

Treating Co-Occurring  
PTSD and AUD

Psychosocial Treatments 
Few well-controlled studies have 
assessed the efficacy of trauma-focused, 
cognitive–behavioral treatments, such 
as PE or CPT, in patients dually 
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diagnosed with PTSD and SUD or 
AUD. This likely reflects a bias toward 
excluding patients with dual diagnosis 
from clinical trials because of traditional 
clinical concerns that concurrent 
misuse of substances could diminish 
the benefits of PTSD treatment (Riggs 
et al. 2003), or that exposure-based 
interventions might lead to relapse or 
to escalation of substance misuse (Hien 
et a. 2004; McGovern et al. 2009). 

Taken in concert, the literature on 
treatments for co-occurring PTSD 
and AUD indicates that dually diag-
nosed patients can tolerate and benefit 
from psychotherapies specifically 
formulated to address trauma and 
PTSD. In fact, a forthcoming 
meta-analytic Cochrane Review that 
consolidates outcomes from over 1,400 
participants (Roberts et al. 2012) 
concludes that combined, trauma- 
focused interventions meant to address 
both PTSD and AUD or SUD 
perform as well as or better than usual 
treatments in reducing symptoms of 
both disorders. Nonetheless, there is 
room for much improvement in this 
area, and debate continues about how 
best to engage and treat this complex 
population (Foa et al. 2013b; Najavits 
2013). Additional research also is 
needed to determine optimal methods 
for assisting veterans or service members 
with co-occurring conditions and 
retaining them in treatment. 

Several descriptions and reports also 
have been published on the use of 
present-focused, skills-based psycho-
therapies specifically targeted to the 
needs of dually diagnosed patients. Of 
these, Seeking Safety, a manualized 
cognitive–behavioral treatment that 
can be delivered to individuals or 
groups, has received the greatest atten-
tion (Najavits and Hein 2013; Najavits 
et al. 1998). Each session includes 
components for reducing the effects  
of trauma (“safety”) and diminishing 
substance use and follows the same 
structure: a “check-in” where therapists 
gather information on maladaptive or 
“unsafe” behaviors and coping skills 
among patients; a review of a quota-
tion that captures the essence of the 

current session’s topic; a review of 
handouts to facilitate discussion and 
skills practice linked with the topic; 
and a “check-out” asking patients to 
commit to between-session skills 
implementation. The full protocol 
includes sessions dealing with 25 
different topics, including promoting 
safety, taking back power from PTSD, 
healing from anger, creating meaning, 
and detaching from emotional pain  
or grounding. The protocol does not 
include any exposure-based exercises.

Although participants have gener-
ally accepted Seeking Safety and 22 
reports have found mostly beneficial 
outcomes with PTSD-related symptoms 
and alcohol or substance use (Najavits 
and Hien 2013), the largest controlled 
trial evaluating this treatment found 
null results when contrasted with a 
health education control protocol. 
There is also a high rate of attrition 
among patients receiving Seeking 
Safety (Hien et al. 2009). The few 
studies of Seeking Safety conducted 
with veterans have included small 
sample sizes of not more than 25 
patients each (Cook et al. 2006; 
Norman et al. 2010). Seeking Safety 
also has often failed to outperform 
control conditions on outcome measures 
for PTSD (Boden et al. 2012) or 
substance use (Desai et al. 2008). It 
thus remains uncertain whether this 
treatment should be considered a 
treatment of choice for veterans or 
military service members with co- 
occurring PTSD and AUD. However, 
for those who do not choose to begin 
trauma-focused therapy, Seeking 
Safety can be an effective engagement 
strategy that may be sufficient to 
reduce symptoms for some and to act 
as an effective preparation for trauma- 
focused treatment for others.

Psychopharmacologic Treatments 
Less is known about the clinical value 
of combining pharmacological treat-
ments with psychosocial treatments 
for co-occurring PTSD and alcohol 
dependence (Ravelski et al. 2014),  
but an article from Foa and colleagues 

(2013a) suggests that combining 
prolonged exposure therapy and oral 
naltrexone may be effective in reducing 
the percentage of drinking days in  
this population. 

There are no direct contraindications 
to prescribing patients with PTSD any 
of the pharmacotherapeutic agents 
recommended in the VA/DoD Clinical 
Practice Guidelines for the Management 
of Substance Use Disorders (DVA and 
DoD 2009) for the treatment of AUD. 
However, certain other conditions 
commonly associated with PTSD and 
alcohol dependence may preclude use 
of some pharmaceuticals. For example, 
if patients have sustained significant 
liver damage subsequent to co-existing 
PTSD and alcohol dependence, they 
should avoid naltrexone and disulfi-
ram. In addition, intravenous substance 
abuse may contribute to renal disease, 
which may complicate the use of 
naltrexone or acamprosate. Findings 
that PTSD itself may predispose 
patients to coronary artery disease 
(Edmondson et al. 2013) suggest  
that a careful cardiac evaluation be 
performed before prescribing disulfi-
ram. Finally, chronic pain frequently 
co-occurs with both PTSD and 
substance abuse, and naltrexone  
may interfere with currently effective 
pain control regimens that rely on 
opioid agents.

Benzodiazepines are an effective 
treatment for relieving symptoms  
of alcohol withdrawal. However, the  
VA/DoD PTSD guidelines (DVA and 
DoD 2010) raise concerns about 
using benzodiazepines to treat PTSD, 
because these agents have not been 
shown to be effective as single-channel 
treatments for PTSD and might even 
complicate PTSD’s course. Although 
this is not an absolute contraindication 
to the acute use of benzodiazepines for 
alcohol detoxification, it does call for 
careful monitoring of any ongoing 
benzodiazepine use. Along these same 
lines, clinicians should consider the 
severe physiological stress that can be 
associated with future states of intoxi-
cation and withdrawal when they 
choose a treatment for patients with 
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combined PTSD and alcohol depen-
dence who are prone to withdrawal. 
For example, use of a tricyclic anti- 
depressant to treat PTSD (not a top 
recommendation in the VA/DoD 
PTSD guidelines (DVA and DoD 
2010), but a treatment that can  
be effective for PTSD) may lower 
seizure threshold in a patient prone to 
cycles of alcohol relapse and withdrawal. 
Also, prazosin, which was originally 
marketed as an antihypertensive, 
could cause hypotension in medically 
unstable patients, including during 
states of dehydration or in patients in 
alcohol withdrawal. 

Although the 2010 VA/DoD 
Clinical Practice Guideline for the 
Management of Post-Traumatic Stress 
lists topiramate as having no demon-
strated benefit for PTSD, a pilot study 
suggests that this anticonvulsant may 
have some value for treating both 
PTSD and AUD (Batki et al. 2014). 
However, topiramate cannot be 
recommended currently as a first- or 
second-line treatment for either disorder. 

Conclusion

AUD and PTSD are common and 
severe problems in veterans and military 
service members and merit interven-
tion. Fortunately, a number of 
psychological treatments and medica-
tions have been demonstrated as effec-
tive for each problem and should be 
incorporated into clinical practice 
whether the conditions occur inde-
pendently or together. When AUD 
and PTSD occur in the same patient, 
they should generally be addressed 
simultaneously, either in closely coor-
dinated or integrated care. Contrary to 
earlier clinical concerns that substance 
abuse should be reduced or resolved 
before treatment for PTSD, it seems 
that for most patients the treatments 
can be performed simultaneously with 
good results. In fact, clinical experi-
ence and emerging research suggests 
that it is best to combine modalities 
and targets within a comprehensive 
treatment plan. As in other areas of 

clinical practice, clinicians should 
systematically and frequently monitor 
patient progress to determine if some 
modification may be needed in the 
treatment protocol. It also is important 
to assess the patient’s medical status 
before prescribing pharmacotherapies. 
In many cases, especially those in- 
volving alcohol dependence, adjunct 
medications will prove useful.

Acknowledgments

The authors particularly thank Dr. 
Daniel Kivlahan, National Mental 
Health Program Director, Addictive 
Disorders, Veterans Health Adminis-
tration, for his expertise and generosity 
in critiquing this article and for his 
extremely helpful comments on it. 

Financial Disclosure

The authors declare that they have no 
competing financial interests.

References
American Psychiatric Association. Diagnostic and 
Statistical Manual of Mental Disorders, 4th Edition. 
Washington, DC: American Psychiatric Association, 1994.

American Psychiatric Association. Diagnostic and 
Statistical Manual of Mental Disorders, 5th Edition. 
Arlington, VA: American Psychiatric Association, 2013.

Batki, S.L.; Pennington, D.L.; Lasher, B.; et al. Topiramate 
treatment of alcohol use disorder in veterans with posttrau-
matic stress disorder: A randomized controlled pilot trial. 
Alcoholism: Clinical and Experimental Research 38(8): 
2169–2177, 2014. PMID: 25092377 
Boden, M.T.; Kimerling, R.; Jacobs-Lentz, J.; et al. Seeking 
Safety treatment for male veterans with a substance use 
disorder and post-traumatic stress disorder symptomatol-
ogy. Addiction 107(3):578–586, 2012. PMID: 21923756

Bradley, K.A., and Kivlahan, D.R. Bringing patient- 
centered care to patients with alcohol use disorders. 
JAMA 311(18):1861–1862, 2014. PMID: 24825640

Bray, R.M.; Brown, J.M.; and Williams, J. Trends in binge 
and heavy drinking, alcohol-related problems, and 
combat exposure in the U.S. military. Substance Use & 
Misuse 48(10):799–810, 2013. PMID: 23869454

Carlson, K.F.; Kehle, S.M.; Meis, L.A.; et al. Prevalence, 
assessment, and treatment of mild traumatic brain 
injury and posttraumatic stress disorder: A systematic 
review of the evidence. Journal of Head Trauma 
Rehabilitation 26(2):103–115, 2011. PMID: 20631631

Chard, K.M.; Schumm, J.A.; Owens, G.P.; and 
Cottingham, S.M. A comparison of OEF and OIF veterans 
and Vietnam veterans receiving cognitive processing 

therapy. Journal of Traumatic Stress 23(1):25–32, 
2010. PMID: 20146255

Cohen, B.E.; Gima, K.; Bertenthal, D.; et al. Mental 
health diagnoses and utilization of VA non-mental 
health medical services among returning Iraq and 
Afghanistan veterans. Journal of General Internal 
Medicine 25(1):18–24, 2010. PMID: 19787409

Cook, J.M.; Walser, R.D.; Kane, V., et al. Dissemination 
and feasibility of a cognitive-behavioral treatment for 
substance use disorders and posttraumatic stress disorder 
in the Veterans Administration. Journal of Psychoactive 
Drugs 38(1):89–92, 2006. PMID: 16681179

Desai, R.A.; Harpaz-Rotem, I.; Najavits, L.M.; and 
Rosenheck, R.A. Impact of the Seeking Safety program 
on clinical outcomes among homeless female veterans 
with psychiatric disorders. Psychiatric Services 59(9): 
996–1003, 2008. PMID: 18757592

Edmondson, D.; Kronish, I.M.; Shaffer, J.A.; et al. 
Posttraumatic stress disorder and risk for coronary heart 
disease: A meta-analytic review. American Heart Journal 
166(5):806–814, 2013. PMID: 24176435

Erbes, C.; Westermeyer, J.; Engdahl, B.; and Johnsen, 
E. (2007). Post-traumatic stress disorder and service 
utilization in a sample of service members from Iraq and 
Afghanistan. Military Medicine 172(4):359–363, 2007. 
PMID: 17484303

Finney, J.W.; Moos, R.H. Psychosocial Treatments for 
Alcohol Use Disorders. In: P.E. Nathan and J.M. 
Gorman, Eds. A Guide to Treatments That Work. 2nd ed. 
New York: Oxford University Press, 2002, pp. 157–168. 

Foa, E.B.; Dancu, C.V.; Hembree, E.A.; et al. A compari-
son of exposure therapy, stress inoculation training, and 
their combination for reducing posttraumatic stress 
disorder in female assault victims. Journal of Consulting 
and Clinical Psychology 67(2):194–200, 1999. PMID: 
10224729

Foa, E.B.; Hembree, E.A.; Cahill, S.P.; et al. Randomized 
trial of prolonged exposure for posttraumatic stress 
disorder with and without cognitive restructuring: 
Outcome at academic and community clinics. Journal 
of Consulting and Clinical Psychology 73(5):953–964, 
2005. PMID: 16287395

Foa, E.B.; Hembree, E.A.; and Rothbaum, B.O. 
Prolonged Exposure Therapy for PTSD: Emotional 
Processing of Traumatic Experiences Therapist Guide. 
New York: Oxford University Press, 2007.

Foa, E.B.; McLean, C.P.; and Yusko, D. Therapy for post-
traumatic stress and alcohol dependence: Reply. JAMA 
310(22):2458–2459, 2013b. PMID: 24327043 

Foa, E.B.; Yusko, D.A.; McLean, C.P.; et al. Concurrent 
naltrexone and prolonged exposure therapy for patients 
with comorbid alcohol dependence and PTSD: A 
randomized clinical trial. JAMA 310(5):488–495, 
2013a. PMID: 23925619

Golub, A.; Vazan, P.; Bennett, A.S.; and Liberty, H.J. 
Unmet need for treatment of substance use disorders 
and serious psychological distress among veterans: A 
nationwide analysis using the NSDUH. Military Medicine 
178(1):107–114, 2013. PMID: 23356128

Goodson, J.T.; Lefkowitz, C.M.; Helstrom, A.W.; and 
Gawrysiak, M.J. Outcomes of Prolonged Exposure  
therapy for veterans with posttraumatic stress disorder. 
Journal of Traumatic Stress 26(4):419–425, 2013. 
PMID: 23934939

Hien, D.A.; Cohen, L.R.; Miele, G.M.; et al. Promising 
treatments for women with comorbid PTSD and 



140| Vol. 38, No. 1 Alcohol Research: C u r r e n t  R e v i e w s

substance use disorders. American Journal of Psychiatry 
161(8):1426–1432, 2004. PMID: 15285969

Hien, D.A.; Wells, E.A.; Jiang, H.; et al. Multisite random-
ized trial of behavioral interventions for women with 
co-occurring PTSD and substance use disorders. Journal 
of Consulting and Clinical Psychology 77(4):607–619, 
2009. PMID: 19634955

Hoge, C.W.; Castro, C.A.; Messer, S.C.; et al. Combat 
duty in Iraq and Afghanistan, mental health problems, 
and barriers to care. New England Journal of Medicine 
351(1):13–22, 2004. PMID: 15229303

Hoge, C.W.; McGurk, D.; Thomas, J.L.; et al. Mild trau-
matic brain injury in U.S. soldiers returning from Iraq. 
New England Journal of Medicine 358(5):453–463, 
2008. PMID: 18234750

Institute of Medicine. Committee on Treatment of 
Posttraumatic Stress Disorder. Treatment of Posttraumatic 
Stress Disorder: An Assessment of the Evidence. 
Washington, DC: National Academies Press, 2008. 

Jacobsen, L.K.; Southwick, S.M.; and Kosten, T.R. 
Substance use disorders in patients with posttraumatic 
stress disorder: A review of the literature. American 
Journal of Psychiatry 158(8):1184–1190, 2001. PMID 
11481147 

Jacobson, I.G.; Ryan, M.A.; Hooper, T.I.; et al. Alcohol 
use and alcohol-related problems before and after mili-
tary combat deployment. JAMA 300(6):663–675, 2008. 
PMID 18698065

Jonas, D.E.; Amick, H.R.; Feltner, C.; et al. Pharma-
cotherapy for adults with alcohol use disorders in outpa-
tient settings: A systematic review and meta-analysis. 
JAMA 311(18):1889–1900, 2014. PMID: 24825644

Karlin, B.E.; Ruzek, J.I.; Chard, K.M.; et al. Dissemination 
of evidence-based psychological treatments for post-
traumatic stress disorder in the Veterans Health 
Administration. Journal of Traumatic Stress 23(6):663–
673, 2010. PMID: 21171126

Kessler, R.C.; Sonnega, A.: Bromet, E.; et al. 
Posttraumatic stress disorder in the National 
Comorbidity Survey. Archives of General Psychiatry 
52(12):1048–1060, 1995. PMID 7492257

McCauley, J.L.; Killeen, T.; Gros, D.F.; et al. Posttraumatic 
stress disorder and co-occurring substance use disorders: 
Advances in assessment and treatment. Clinical 
Psychology: Science and Practice 19(3):283−304, 2012.

McGovern, M.P.; Lambert-Harris, C.; Acquilano, S.; et al. 
A cognitive behavioral therapy for co-occurring substance 
use and posttraumatic stress disorders. Addictive 
Behaviors 34(10):892–897, 2009. PMID: 19395179

Milliken, C.S.; Auchterlonie, J.L.; and Hoge, C.W. 
Longitudinal assessment of mental health problems 
among active and reserve component soldiers returning 
from the Iraq war. JAMA 298(18):2141–2148, 2007. 
PMID: 18000197

Monson, C.M; Schnurr, P.P.; Resick, P.A.; et al. Cognitive 
processing therapy for veterans with military-related 
posttraumatic stress disorder. Journal of Consulting and 
Clinical Psychology 74(5):898–907, 2006. PMID: 17032094

Najavits, L. Therapy for posttraumatic stress and alcohol 
dependence: Letter to the editor. JAMA 310(22):2457–
2458, 2013. PMID: 24327041

Najavits, L.M., and Hien, D. Helping vulnerable popula-
tions: A comprehensive review of the treatment outcome 
literature on substance use disorder and PTSD. Journal 
of Clinical Psychology 69(5):433–479, 2013. PMID: 
23592045

Najavits, L.M.; Weiss, R.D.; Shaw, S.R.; and Muenz, L.R. 
“Seeking Safety”: Outcome of a new cognitive-behavioral 

psychotherapy for women with posttraumatic stress 
disorder and substance dependence. Journal of 
Traumatic Stress 11(3):437–456, 1998. PMID: 9690186

Norman, S.B.; Wilkins, K.C.; Tapert, S.F.; et al. A pilot 
study of Seeking Safety therapy with OEF/OIF veterans. 
Journal of Psychoactive Drugs 42(1):83–87, 2010. 
PMID: 20464809

Ouimette, P.; Read, J.P.; Wade, M.; and Tirone, V. 
Modeling associations between posttraumatic stress 
symptoms and substance use. Addictive Behaviors 
35(1):64–67, 2010. PMID 19729250

Ravelski, E.; Olivera-Figueroa, L.A.; and Petrakis, I. PTSD 
and comorbid AUD: A review of pharmacological and 
alternative treatment options. Substance Abuse and 
Rehabilitation 5:25–36, 2014. PMID: 24648794

Rauch, S.A.; Defever, E.; Favorite, T.; et al. Prolonged 
exposure for PTSD in a Veterans Health Administration 
PTSD clinic. Journal of Traumatic Stress 22(1):60–64, 
2009. PMID: 19145643

Resick, P.A. Cognitive Processing Therapy: Generic 
Version. St. Louis, MO: University of Missouri—St. Louis, 
Center for Trauma Recovery, 2001.

Resick, P.A., and Schnicke, M.K. Cognitive processing 
therapy for sexual assault victims. Journal of Consulting 
and Clinical Psychology 60(5):748–756, 1992. PMID: 
1401390

Resick, P.A.; Nishith, P.; Weaver, T. L.; et al. A compari-
son of cognitive processing therapy with prolonged 
exposure and a waiting condition for the treatment of 
chronic posttraumatic stress disorder in female rape 
victims. Journal of Consulting and Clinical Psychology 
70(4):867–879, 2002. PMID: 12182270

Resick, P.A.; Williams L.F.; Suvak, M.K.; et al. Long-term 
outcomes of cognitive-behavioral treatments for post-
traumatic stress disorder among female rape survivors. 
Journal of Consulting and Clinical Psychology 
80(2):201–210, 2012. PMID: 22182261

Riggs, D.S.; Rukstalis, M.; Volpicelli, J.R.; et al. Demographic 
and social adjustment characteristics of patients with 
comorbid posttraumatic stress disorder and alcohol depen-
dence: Potential pitfalls to PTSD treatment. Addictive 
Behaviors 28(9):1717–1730, 2003. PMID: 14656555

Roberts, N.P.; Roberts, P.A.; and Bisson, J.I. 
Psychological interventions for post-traumatic stress 
disorder and comorbid substance use disorder 
[Protocol]. Cochrane Database of Systematic Reviews 
11, Art. No. CD010204, 2012. DOI: 10.1002/ 
14651858.CD010204.

Santiago, P.N.; Wilk, J.E.; Milliken, C.S.; et al. Screening 
for alcohol misuse and alcohol-related behaviors among 
combat veterans. Psychiatric Services 61(6):575–581, 
2010. PMID: 20513680

Schnurr, P.P.; Friedman, M.J.; Engel, C.C.; et al. 
Cognitive behavioral therapy for posttraumatic stress 
disorder in women: A randomized controlled trial. JAMA 
297(8):820–830, 2007. PMID: 17327524	

Seal, K.H.; Bertenthal, D.; Miner, C.R.; et al. Bringing the 
war back home: Mental health disorders among 103,788 
US veterans returning from Iraq and Afghanistan seen at 
Department of Veterans Affairs facilities. Archives of 
Internal Medicine 167(5):476–482, 2007. PMID: 
17353495

Spera, C; Thomas, R.K.; Barlas, F.; et al. Relationship of 
military deployment recency, frequency, duration, and 
combat exposure to alcohol use in the Air Force. Journal 
of Studies on Alcohol and Drugs 72(1):5–14, 2011. 
PMID 21138706

Sundin, J.; Fear, N.T.; Iversen, A.; et al. PTSD after 
deployment to Iraq: Conflicting rates, conflicting claims. 
Psychological Medicine 40(3):367–382, 2010. PMID: 
19671210

Tanielian, T., and Jaycox, L.H. (Eds.). Invisible Wounds 
of War: Psychological and Cognitive Injuries, Their 
Consequences, and Services to Assist Recovery. Santa 
Monica, CA: RAND Corporation, 2008.

Torchalla, I.; Nosen, L.; Rostam, H.; and Allen, P. 
Integrated treatment programs for individuals with 
concurrent substance use disorders and trauma experi-
ences: A systematic review and meta-analysis. Journal 
of Substance Abuse Treatment 42(1):65–77, 2012. 
PMID: 22035700

Tuerk, P.W.; Yoder, M.; Grubaugh, A.; et al. Prolonged 
exposure therapy for combat-related posttraumatic 
stress disorder: An examination of treatment effective-
ness for veterans of the wars in Afghanistan and Iraq. 
Journal of Anxiety Disorders 25(3):397–403, 2011. 
PMID: 21131170

U.S. Department of Defense (DoD). 2011 Department of 
Defense Health Related Behaviors Survey of Active Duty 
Military Personnel. Washington, DC: U.S. DoD, 2013. 
Available at: http://www.murray.senate.gov/public/_
cache/files/889efd07-2475-40ee-b3b0-508947957a0f/
final-2011-hrb-active-duty-survey-report.pdf. Accessed 
February 27, 2015.

U.S. Department of Veterans Affairs (DVA). Report of 
(VA) Consensus Conference: Practice Recommendations 
for Treatment of Veterans with Comorbid Substance 
Abuse and PTSD. Washington, DC: U.S. DVA, 2010. 
Available at: http://www.ptsd.va.gov/professional/pages/
handouts-pdf/SUD_PTSD_Practice_Recommend.pdf. 
Accessed February 27, 2015.

U.S. Department of Veterans Affairs (DVA). Epidemiology 
Program, Post-Deployment Health Group, Office of 
Public Health, Veterans Health Administration, 
Department of Veterans Affairs. Analysis of VA Health 
Care Utilization among Operation Enduring Freedom 
(OEF), Operation Iraqi Freedom (OIF), and Operation 
New Dawn (OND) Veterans: Cumulative from 1st Qtr FY 
2002 through 4th Qtr FY 2013 (October 1, 2001–
December 31, 2012). Washington, DC: U.S. DVA, 2013. 
Available at: http://www.publichealth.va.gov/docs/epide-
miology/healthcare-utilization-report-fy2013-qtr4.pdf. 
Accessed February 27, 2015.

U.S. Department of Veterans Affairs and U.S. 
Department of Defense (DVA and DoD). VA/DoD Clinical 
Practice Guideline for Management of Post-Traumatic 
Stress. Washington, DC: U.S. DVA and DoD, 2010. 
Available at: http://www.healthquality.va.gov/guidelines/
MH/ptsd/cpg_PTSD-FULL-201011612.pdf. Accessed 
February 27, 2015.

U.S. Department of Veterans Affairs and U.S. 
Department of Defense (DVA and DoD). VA/DoD Clinical 
Practice Guideline for Management of Substance Use 
Disorders. Washington, DC: U.S. DVA and DoD, 2009. 
Available at: http://www.healthquality.va.gov/guidelines/
MH/sud/sud_full_601f.pdf. Accessed February 27, 
2015.

Walter, K.H.; Buckley, A.; Simpson, J.M.; and Chard, 
K.M. Residential PTSD treatment for female veterans 
with military sexual trauma: Does a history of childhood 
sexual abuse influence outcome? Journal of 
Interpersonal Violence 29(6):971–986, 2014. PMID: 
24162758


	Nature and Treatment of Comorbid Alcohol Problems and Post-Traumatic Stress Disorder Among American Military Personnel and Veterans




Accessibility Report





		Filename: 

		Nature and Treatment of Comorbid Alcohol Problems and Post-Traumatic Stress Disorder Among American Military Personnel and Veterans.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top



