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A B S T R A C T   

Introduction: Women show a gender-specific risk for co-occurring opioid use disorder (OUD) and posttraumatic 
stress disorder (PTSD). Expert groups have called for the development of integrated treatments for women with 
OUD/PTSD, but there remains limited information on such interventions. 
Methods: This mixed-methods study interviewed and surveyed 10 women with current or past OUD and co- 
occurring posttraumatic stress symptoms (PTSS) and 16 providers who work with these women. Interviews 
and surveys queried patient participants’ and providers’ experiences of OUD/PTSS and how to best design an 
integrated, trauma-focused treatment for OUD/PTSD. 
Results: Patient participants (90 % white, 90 % mothers, Mage = 45.70) met criteria for severe, lifetime OUD and 
40 % met a provisional diagnosis for PTSD. Four themes emerged for participants’ experiences of OUD/PTSS: 1) 
numerous stressors; 2) shame; 3) multiple motivations to use opioids; and 4) a cycle of trauma and opioid use. 
Four themes emerged regarding patient participants’ perceptions on the development of an OUD/PTSD treat
ment: 1) mixed attitudes towards medications for OUD; 2) barriers to treatment (e.g., insufficient treatments and 
contextual factors); 3) treatment facilitators (e.g., social support); and 4) preferences in treatment (e.g., trauma- 
focused, gender-focused, family content, ambivalence around group therapy). Providers (Mage = 38.94) were 
primarily white women (76.5 %). Two themes emerged from their experiences working with women with OUD/ 
PTSS: 1) perceiving women to use opioids to regulate emotions and 2) gender differences in trauma types. Three 
themes emerged for providers’ perceptions on the development of an OUD/PTSD treatment: 1) barriers to 
treatment (e.g., chaotic lives, contextual factors, family); 2) treatment facilitators (e.g., trust and external mo
tivations); and 3) desired treatment modifications (e.g., stabilization, early skills in therapy, flexibility in ther
apy, social supports, safety guidelines, and assistance in identifying an index trauma). Most participants (90.0 %) 
and providers (93.5 %) preferred working on OUD/PTSD symptoms simultaneously rather than separately. 
Conclusions: Findings demonstrate the need to modify integrated treatments to meet the preferences of providers 
and women with OUD/PTSS and OUD/PTSD. Treatments should consider therapeutic content, structure, 
contextual factors, social support, and PTSD severity to enhance uptake and reach.   

1. Introduction 

1.1. Gender differences in opioid use disorder 

There is an urgent need to develop gender-focused interventions for 

women with opioid use disorder (OUD) and co-occurring mental health 
conditions (Barbosa-Leiker, Campbell, McHugh, Guille, & Greenfield, 
2021; Humphreys et al., 2022). Epidemiological data show that from 
2013 to 2020, deaths from synthetic opioids increased 2209 % for males 
and 991 % for females (D’Orsogna, Bottcher, & Chou, 2023). Although 
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males had more fatal overdoses from opioids than females (Butelman 
et al., 2023), females showed higher rates of intentional opioid-related 
overdose deaths (Han et al., 2022)— purposeful attempts to engage in 
more substance use for self-injury (National Institute on Drug Abuse, 
2017). Sex differences in opioid overdoses underscore some of the un
derlying gendered disparities in OUD (Huhn & Dunn, 2020). Relative to 
men with OUD, women with OUD have more psychiatric comorbidities, 
including posttraumatic stress symptoms (PTSS), posttraumatic stress 
disorder (PTSD), depression, and anxiety, and experience more violence 
and childhood trauma (Braciszewski et al., 2022; Huhn, Berry, & Dunn, 
2019; Huhn & Dunn, 2020; Santo et al., 2021). Women are also more 
likely than men to be prescribed opioids at a stronger dosage and for a 
longer period of time (Office on Women’s Health, 2017), show a faster 
progression from using opioids to meeting diagnostic criteria for a dis
order (i.e., telescoping) (Barbosa-Leiker et al., 2021; Campbell et al., 
2018; Mazure & Fiellin, 2018), have more severe withdrawal symptoms, 
have lower odds of receiving medications for OUD (MOUD), and have 
more negative side effects from MOUD (Dunn et al., 2020; Giacomuzzi 
et al., 2005; Huhn et al., 2019; Jones, Han, Baldwin, Einstein, & 
Compton, 2023). Further, women with OUD experience greater diffi
culty entering mental health treatment due to gendered structural bar
riers (e.g., childcare) and greater stigma. Even when women with OUD 
do gain access to treatment, they unfortunately show poorer treatment 
outcomes (Barbosa-Leiker et al., 2021; Huhn & Dunn, 2020; Mazure & 
Fiellin, 2018; Terplan, 2017). Taken together, these studies show that 
women with OUD experience more barriers to OUD treatment (Chat
terjee, Yu, & Tishberg, 2018; Huhn & Dunn, 2020; Springer, Biondi, 
Frank, & El-Bassel, 2020) and are more likely to experience the negative 
medical and psychosocial costs of OUD at a quicker rate than their male 
counterparts. 

1.2. Women with opioid use disorder and posttraumatic stress symptoms 

Trauma exposure and the subsequent development of PTSS or PTSD 
frequently co-occurs with OUD where both conditions independently, 
and conjointly, disproportionately impact women. Longstanding 
research shows that women experience more severe lifetime traumatic 
events, such as sexual abuse, relative to men (Evans, Grella, Washington, 
& Upchurch, 2017; López-Castro, Saraiya, & Hien, 2017; Overstreet, 
Berenz, Kendler, Dick, & Amstadter, 2017; Tolin & Foa, 2006), and that 
women have a two-fold increased risk for lifetime PTSD and thus, double 
the lifetime prevalence rate (10.4 % vs 5 % for men) (Kessler, Sonnega, 
Bromet, Hughes, & Nelson, 1995; McLean, Asnaani, Litz, & Hofmann, 
2011; Olff, 2017; Tolin & Foa, 2006). Growing evidence indicates that 
women’s independent risk for OUD and PTSS/PTSD compounds to in
crease their joint risk for co-occurring OUD/PTSS or OUD/PTSD. In a 
chart review of primary care patients (N = 100; 46 % women), 81 % of 
women with OUD reported a traumatic event and 52 % met criteria for 
PTSD (Hooker et al., 2020). Additionally, among a sample using opioids, 
women showed an increased likelihood of PTSD diagnosis, sexual abuse, 
and exposure to three or more adverse childhood experiences (e.g., 
parent in jail, neglect), events which do not always rise to the definition 
of a criterion A trauma for a PTSD diagnosis (Evans, Goff, Upchurch, & 
Grella, 2020). Together, this work has shown that women with OUD 
often experience traumatic and distressing events which yield PTSS and 
PTSD. 

Women with PTSS/PTSD also show a gender-specific risk for opioid 
use. A secondary analysis of data (N = 34,566) from wave two of the 
National Epidemiological Survey on Alcohol and Related Conditions 
(NESARC) showed that women with past year PTSD had a two-fold 
increased risk for non-medical prescription opioid use and an OUD 
diagnosis relative to men (Smith, Smith, Cercone, McKee, & Homish, 
2016). In comparison, there was no significant association between past 
year PTSD and subsequent OUD among men (Smith et al., 2016). 
Another study showed that among a predominantly female sample, 
every 10 % increase in PTSD symptoms was associated with a 36 % 

increased risk of missing a week of methadone maintenance treatment 
(Peirce, Brooner, King, & Kidorf, 2016). This finding demonstrates how 
PTSD symptoms among individuals with OUD directly influence treat
ment attendance. Neurobiological evidence has also shown shared un
derpinnings of OUD/PTSD (Danovitch, 2016; Elman & Borsook, 2019) 
that are complicated by the fact that women demonstrate biological 
differences in stress reactivity which predispose them to develop PTSS 
(Bale & Epperson, 2015; Heck & Handa, 2019). Such theories have 
noted the need to develop gender-specific theories that capture gender- 
specific pathways in trauma, subsequent chronic stress (e.g., PTSS or 
PTSD), and OUD. 

1.3. Current Treatments for OUD/PTSD 

Emerging research shows promise for the use of trauma-focused 
treatments among individuals with co-occurring OUD/PTSD, but none 
of these treatments have been designed to the needs of women, for 
dimensional levels of PTSS, nor focused on integrating trauma therapies 
with substance use disorder therapies. Exposure-based treatments, 
where patients are asked to systematically and repeatedly revisit the 
trauma memory during therapy (i.e., imaginal exposures) and approach 
trauma-related stimuli in the environment in-between sessions (i.e., in 
vivo exposures), efficaciously reduce PTSD symptoms among in
dividuals with OUD/PTSD (Meshberg-Cohen, Ross MacLean, Schna
kenberg Martin, Sofuoglu, & Petrakis, 2021). Among small samples of 
participants with OUD/PTSD, the provision of evidence-based exposure- 
based therapies is acceptable and efficacious with significant reductions 
in opioid use, PTSD symptoms, and enhanced retention on MOUD (Peck 
et al., 2023; Peck, Schumacher, Stasiewicz, & Coffey, 2018; Schacht 
et al., 2023; Schacht, Brooner, King, Kidorf, & Peirce, 2017; Schiff, 
Nacasch, Levit, Katz, & Foa, 2015). In addition, one mindfulness-based 
intervention showed cognitive reappraisal mediated reductions in PTSD 
symptoms in individuals with OUD/PTSD (Parisi, Hudak, Froeliger, & 
Garland, 2023). Despite the efficacy of these interventions, less is known 
about how such interventions could be gender focused. 

There are several reasons a gender-focused intervention may be 
clinically useful. First, as stated above, women show a gender-specific 
risk for OUD/PTSS and OUD/PTSD. Second, although there is scant 
work on gender-differences in psychosocial treatment outcomes for co- 
occurring OUD/PTSD, women show poorer treatment outcomes to 
pharmacological treatments for OUD, including more adverse side ef
fects, a higher risk to opioid relapse, poorer treatment retention, and 
have more psychiatric comorbidities requiring adjunctive treatment 
than men (Huhn et al., 2019). In addition, there are gender differences in 
psychosocial treatment outcomes. Among women with co-occurring 
alcohol use disorder and PTSD, women show poorer reductions in sub
stance use relative to men (Livingston et al., 2021). This finding adds to 
growing literature on gender differences in treatment interventions for 
co-occurring substance use disorders and PTSD (Saraiya et al., 2023). 
For these reasons, it is useful to examine if integrated interventions, 
which combine trauma-focused treatment with substance use treatment, 
could be adapted and efficacious among women with OUD/PTSS and 
OUD/PTSD. 

Concurrent Treatment of PTSD and Substance Use Disorders Using Pro
longed Exposure (COPE; Back et al., 2014) is an evidence-based inte
grated treatment that combines Relapse Prevention for substance use 
disorders (Kadden et al., 1992) and Prolonged Exposure therapy for 
PTSD (Foa, Hembree, Rothbaum, & Rauch, 2019). In several trials, 
COPE has reduced PTSS/PTSD symptoms and demonstrated equivalent 
or greater reductions in substance use (Back et al., 2019; Mills et al., 
2012; Norman et al., 2019; Ruglass et al., 2017). However, COPE has not 
been modified for individuals with OUD/PTSS or OUD/PTSD, and 
stakeholder feedback has not been gathered on how to best modify 
COPE for those with OUD/PTSS or OUD/PTSD in opioid treatment 
programs. Prior work has established that women with histories of 
trauma exposure, PTSS/PTSD, and OUD, have an interest in gender- 
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specific, trauma-focused treatment, but community health care pro
viders felt burdened to deliver such treatments and lacked the necessary 
resources (Saraiya et al., 2020). This prior work was limited in its lack of 
assessment of patients’ and providers’ experiences with OUD/PTSS and 
how an existing intervention, such as COPE, could be modified to in
crease uptake and receipt. Accordingly, this mixed methods study 
interviewed women with OUD/PTSS symptoms and providers who work 
with women with OUD/PTSS. Research questions asked about patients’ 
and providers’ (1) experiences of having, or working with, co-occurring 
OUD/PTSS, and (2) perceptions and desired changes for a modified 
version of COPE for individuals with OUD/PTSS and OUD/PTSD. 

2. Method 

2.1. Participants 

Patient participants (N = 10) and provider participants (N = 16) 
were interviewed in person or virtually. Participant eligibility criteria 
included self-report of being 1) 18–65 years old; 2) self-identifying as a 
woman; 3) current or past opioid misuse; 4) current or past difficulty 
reducing opioid use as measured by questions on the Mini International 
Neuropsychiatric Interview (MINI; Sheehan et al., 1998); 5) history of 
criterion A trauma exposure as measured by the Life Events Checklist-5 
(LEC-5; Weathers et al., 2013); and 6) at least one posttraumatic stress 
symptom (PTSS) on the PTSD-Checklist for DSM-5 (PCL-5; Weathers 
et al., 2013). Provider eligibility criteria included self-reported experi
ence working with patients with OUD, PTSD, or both conditions. Eligi
bility criteria was intentionally broad to capture diverse experiences and 
dimensional levels of posttraumatic stress symptoms (PTSS). 

Sampling was completed in two phases. In phase one, we interviewed 
10 patient participants and 11 provider participants to assess gender- 
specific needs in OUD/PTSS and how to modify an integrated treat
ment for women with OUD/PTSD. In phase two, we sought a second 
sample of five clinical researchers with expertise in integrated treatment 
and OUD/PTSD to assess their perception of the needs of individuals 
with OUD/PTSS and provide input on modifications for integrated 
treatment for OUD/PTSD. Recruitment of the second sample was vali
dated emerging themes from the first sample in accordance with theo
retical sampling principles of Grounded Theory (Chun Tie, Birks, & 
Francis, 2019). The definition of saturation was the emergence of no 
new themes (Saunders et al., 2018). Research procedures were identical 
across both sets of providers, except that questions were not gender- 
specific for the second sample of providers to assess if gender-specific 
needs emerged naturally. Extracted themes are presented across both 
samples. The Standards for Reporting Qualitative Research (O’Brien, 
Harris, Beckman, Reed, & Cook, 2014) are reported in Supplementary 
Table 1. 

2.2. Procedure 

2.2.1. Patient participants 
Social media advertisements, clinician referrals, and flyers recruited 

patient participants. Flyers stated the study was seeking women with 
trauma exposure and using opioids. The flyer included a survey link to 
complete a RedCap screening questionnaire and the research team’s 
contact information. The screening questionnaire included a statement 
of consent followed by questions assessing contact information, eligi
bility, and ending with local and national referrals. Individual in
terviews were scheduled with eligible participants. At the study 
appointment, participants provided informed consent followed by an 
interview and a brief online survey. The first author completed all in
terviews with an interview guide. Interviews were audio recorded. In
terviews lasted on average M = 69:74 (SD = 11:71) minutes. 
Compensation was $25. 

2.2.2. Provider participants 
Emails and flyers were sent to several clinics (e.g., outpatient PTSD 

clinic, outpatient substance use clinic) and clinicians. Emails and flyers 
stated the study was for providers who work with women with opioid 
use/OUD and co-occurring trauma exposure/PTSD. Eligibility screening 
for interested providers was over the phone; all interested providers 
were eligible. Most providers (11/16) completed an individual inter
view, and two groups of providers (2–3 participants in each) completed 
a focus group. At the study appointment, providers completed informed 
consent, an audio-recorded interview, and a brief online survey. The 
first author completed all interviews with an interview guide. Interviews 
were audio recorded. Interviews were an average of M = 56:29 (SD =
16:41) minutes. Compensation was $50. The Institutional Review Board 
approved all study procedures. 

2.2.3. Researcher description 
One licensed, doctoral clinical psychologist and two bachelor’s level 

research assistants composed the research team. The clinical psycholo
gist oversaw the study and completed interviews with participants. The 
clinical psychologist had significant research experience in OUD/PTSD 
and women’s health. Two research assistants had no prior professional 
experience with women with OUD/PTSS. Coding consisted of the clin
ical psychologist and two trained research assistants to mitigate poten
tial bias from each team member’s background or experience level in the 
topic area (see below). 

2.3. Measures 

2.3.1. Interviews 
The interview guide for Back et al. (2014) and Saraiya et al. (2020) 

was adapted for this study’s interview guide. An expert in co-occurring 
substance use disorder and PTSD research provided feedback on the 
initial interview guide followed by final use. Interview guides asked 
about each patient participant’s history of OUD, trauma and PTSS, 
gender differences in OUD/PTSS or OUD/PTSD, treatment experiences, 
and what they would like to see in treatments, including a modification 
of COPE. Providers were asked about gender differences in OUD/PTSD, 
their experiences providing treatment to women with OUD/PTSS, and 
what they would like to see in treatment, including modifications to 
COPE (Back, Killeen, et al., 2014). The interviewer described COPE to all 
patients and providers. 

2.3.2. Surveys 
Patient participant surveys assessed demographics, trauma exposure, 

PTSS, diagnostic criteria for OUD, and desired treatment modifications 
in an integrated treatment. A demographic form assessed age, race, 
ethnicity, preferred pronouns, education, gender, sexual orientation, 
employment, current/past substance use, and treatment history. The 
LEC-5 assessed trauma exposure (Weathers, Litz, et al., 2013). At the end 
of the LEC-5, patient participants identified which traumatic event was 
the most distressing to ascertain the index traumatic event. The event 
chosen by the patient participant was the anchor for the assessment of 
PTSS on the PCL-5 (Weathers, Litz, et al., 2013). The PCL-5 provides a 
provisional diagnosis of PTSD based on cutoff scores of 33 or above 
(Weathers, Litz, et al., 2013). Patient participants also completed the 
MINI (Sheehan et al., 1998) to assess current and lifetime OUD. 

Provider participant surveys assessed demographics and desired 
treatment modifications in an integrated treatment. A demographic 
measure assessed age, race, ethnicity, preferred pronouns, education, 
gender identity, sexual orientation, employment, work setting, years of 
experience, and number of patients each provider has seen with OUD, 
PTSD, or both conditions. 

Both patient and provider participants completed a study-developed 
measure based on Back, Killeen, et al. (2014) to assess patient and 
provider preferences in designing an integrated treatment for women 
with co-occurring OUD/PTSD. This measure included 25 items of major 
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content areas of COPE (Back, Killeen, et al., 2014) and open-ended 
questions (see Table 3). Participants and providers were asked to rate: 
“How important do you feel it would be to include each of the following 
topics?” on a scale of 0 = Not at all to 4 = Extremely. The internal con
sistency of this measure was high for patient participants (Cronbach’s α 
=0.95) and providers (Cronbach’s α=0.90). 

2.4. Data analysis 

Nvivo’s Transcription Services transcribed audio files. Research as
sistants de-identified and double-checked transcripts for accuracy and to 
remove any identifying information. Qualitative analyses used Groun
ded theory and the Framework Method (Chun Tie et al., 2019; Gale, 
Heath, Cameron, Rashid, & Redwood, 2013). Grounded theory uses 
qualitative data to generate a theory and theoretical sampling to gather 
appropriate data to answer the research question. The Framework 
Method uses a combination of deductive and inductive coding to extract 
themes. 

The study open coded qualitative data based on an initial codebook 
developed from the semi-structured interviews (i.e., deductive coding) 
followed by focused coding that abstracted overlapping codes into major 
categories defined by the research questions. Specifically, during the 
first step of initial coding, the study developed two separate codebooks 
for patient participant and provider interviews. The coding team added 

inductive codes to codebooks as needed. The clinical psychologist team 
member trained both research assistants followed by each team member 
coding one patient participant interview and one provider interview 
independently to achieve pilot coding. After independent coding, 
members discussed discrepancies for each code until each code showed a 
kappa value of 0.80. After reaching the kappa threshold for pilot coding, 
the two research assistant coders coded the remaining transcripts with 
the clinical psychologist overseeing coding. All three team members 
discussed discrepancies in all remaining codes. The study calculated 
kappa for all remaining transcripts. For participants transcripts, kappa 
was 0.94. For provider transcripts, kappa was 0.93. 

Following initial coding, the coding team charted codes into a ma
trix. Codes were then abstracted into categories to answer the two 
research questions. Categories to inform coding matrices were (a) ex
periences in treatment, (b) barriers in treatment, (c) facilitators of 
treatment, and (d) desired treatment modifications. Codes within each 
category were collapsed and charted into a new matrix sheet for par
ticipants and providers, respectively. All three team members analyzed 
categories for themes. Comparative analysis and team discussion pol
ished themes until they reached consensus. There were several major 
themes and sub-themes (Fig. 1). No major theme or sub-theme was 
considered until over 50 % of the sample reported the theme. Coding of 
the second theoretical sample of clinical researchers mirrored coding of 
the first sample except that the coding team coded transcripts based on 

Fig. 1. Summary of patient and provider participants themes and sub-themes. Blue boxes indicate research questions. Green boxes indicate major themes. White 
boxes indicate sub-themes. 
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the major themes and sub-themes extracted from the first sample of 
data. Due to the significant overlap in qualitative themes by providers in 
the second subset of five providers, the study combined data into one 
sample in one matrix table. The research team selected exemplary 
quotes which they lightly edited for readability and confidentiality 
(Lingard, 2019). 

Descriptive statistics present patient participant and provider char
acteristics. One-way ANOVA compared patient participant and provider 
responses on modifications to an integrated treatment. Alpha was 0.05. 
SPSS v26 completed analyses. 

3. Results 

3.1. Demographics 

Patient participants (N = 10) were M = 45.70 (SD = 9.32) years old; 
90 % identified as white and 10 % as Black/African American (Table 1). 
Ninety percent were mothers with an average of 2.80 (SD = 2.70) 
children. Half of the sample met DSM-5 criteria for severe, lifetime OUD 
and 50 % met criteria for severe, current OUD. Ninety percent reported 
past-year opioid use. The most used opioids were: Oxycontin (50 %), 
heroin (40 %), Vicodin (40 %), Dilaudid (30 %), Percodan (20 %), and 
methadone (20 %). In addition, 70 % of the women reported an opioid- 
related overdose with an average of 2.30 (SD = 2.63) lifetime overdoses. 
Seventy percent reported past OUD treatment with 50 % reporting 
current or past MOUD. Seventy percent endorsed chronic pain. 
Regarding trauma exposure, participants reported M = 10.60 (SD =
4.12) lifetime traumatic events. All women endorsed sexual assault and 
‘another uncomfortable sexual experience.’ The most reported index 
trauma was physical assault (40 %) followed by sexual assault (20 %) 
and a life-threatening illness or injury (20 %). Forty percent met a 
provisional diagnosis of PTSD and 40 % reported past trauma/PTSD 
treatment. Patient participants with a provisional PTSD diagnosis 
endorsed a significantly higher number of “happened to me” events on 
the LEC-5 (M = 8.75, SD = 2.06) than those without the provisional 
diagnosis (M = 5.00, SD = 1.10), F(1,8) = 14.40, p = .005. 

As shown in Table 2, provider participants (N = 16) were an average 
of 38.94 (SD = 8.71) years old and 76.5 % identified as a woman. Most 
provider participants were white (76.5 %) followed by Asian/Asian 
American (11.8 %) and Black/African American (5.9 %). Most provider 
participants were psychologists with a Ph.D. (56.3 %) followed by 
physicians with an M.D./D⋅O (25 %). Provider participants had M =
10.63 (SD = 13.04) years of experience working with patients with OUD 
and 8.63 (SD = 6.63) years working with patients with trauma/PTSD. 
The most frequently provided OUD treatment was Relapse Prevention 
therapy (87.5 %), and the most frequently provided PTSD treatment was 
Prolonged Exposure therapy (43.8 %). Over a third (37.5 %) of the 
sample had provided COPE. All providers reported experience with co- 
occurring OUD/PTSD. 

3.2. Qualitative themes: Experience of OUD/PTSS 

3.2.1. Patient participants 
Four themes emerged in response to women’s experiences of co- 

occurring OUD/PTSS (Fig. 1). Patient participants reported experi
encing 1) numerous stressors throughout their life; 2) feeling shame, 
self-blame, and worthlessness; 3) having multiple motivations to use 
opioids, including to numb emotional and physical pain, to feel 
competent in day-to-day activities, and to manage distress; and 4) a 
cycle of trauma and opioid use marked by violence and intergenera
tional trauma. 

Many patient participants reported experiencing multiple traumas 
and stressors. Importantly, participants often discussed distressing 
events outside of the definition of Criterion A traumas in the DSM-5 
during clinical interviews (American Psychiatric Association, 2022). 
Criterion A defines what traumatic experiences qualify as a traumatic 

Table 1 
Patient descriptives (N = 10).  

Variables N (%) / M (SD; Range) 

Demographic characteristics 
Age 45.70 (9.32, 30–57) 
Women 10 (100 %) 
Race  

Black/African American 1 (10 %) 
White 9 (90 %) 

Ethnicity (% non-Hispanic) 10 (100 %) 
Sexual orientation  

“Straight” (heterosexual) 10 (100 %) 
Education  

Completed high school/GED 1 (10 %) 
Some college/associate degree 5 (50 %) 
Bachelor’s degree 2 (20 %) 
Doctoral degree 2 (20 %) 

Marital status  
Dating 2 (20 %) 
Living with partner 2 (20 %) 

Married 1 (10 %) 
Widowed 1 (10 %) 
Separated 1 (10 %) 
Divorced 5 (50 %) 

Children (% yes) 9 (90 %) 
Number of children 2.80 (2.70; 1–10) 
Primary caregiver of children (% yes) 4 (40 %) 
Employment status  

Full-time 5 (50 %) 
Unemployed 4 (40 %) 
On disability/military veteran 1 (10 %) 

Annual personal income (US Dollars) $53,714.29 ($55,526.91; $0– 
$145,000)  

Clinical characteristics 
Past year substance use (yes/no)  

Opioids 9 (90 %) 
Cocaine/Crack 5 (50 %) 
Tobacco 4 (40 %) 
Alcohol 4 (40 %) 
Cannabis 4 (40 %) 
Benzodiazepines 4 (40 %) 
Ecstasy 4 (40 %) 
Methamphetamines 3 (30 %) 
Kratom 2 (20 %) 
Ketamine 1 (10 %) 
Methylenedioxypyrovalerone (MDPV) 1 (10 %) 

Commonly used opiates in lifetimea  

Oxycontin 5 (50 %) 
Heroin 4 (40 %) 
Vicodin 4 (40 %) 
Dilaudid 3 (30 %) 
Methadone 2 (20 %) 
Percodan 2 (20 %) 

Current Opioid Use Disorder, severe 5 (50 %) 
Lifetime Opioid Use Disorder, severe 5 (50 %) 
Age of first use of opiates (years) 30.10 (10.94; 13–45) 
Age of opioid dependence (years) 31.30 (11.02; 14–46) 
Lifetime Overdose (% yes) 7 (70 %) 
Number of overdoses 2.30 (2.63; 0–8) 
Chronic pain (% yes) 7 (70 %) 
Past opioid use treatment (medication or therapy %) 7 (70 %) 
Past trauma/PTSD treatment (medication or therapy 

%) 
4 (40 %) 

Lifetime Traumatic Events (% yes; LEC-5)b  

Natural disaster 5 (50 %) 
Fire or explosion 3 (30 %) 
Transportation accident 8 (80 %) 
Serious accident at work, home, or during 
recreational activity 

6 (60 %) 

Exposure to toxic substance 3 (30 %) 
Physical assault 9 (90 %) 
Assault with a weapon 6 (60 %) 
Sexual assault 9 (90 %) 
Other unwanted or uncomfortable sexual 
experience 

9 (90 %) 

Combat or exposure to a warzone 3 (30 %) 

(continued on next page) 

T.C. Saraiya et al.                                                                                                                                                                                                                              



Journal of Substance Use and Addiction Treatment 161 (2024) 209344

6

event to receive a PTSD diagnosis. In interviews, many participants 
discussed adverse childhood experiences of emotional abuse, abandon
ment, or verbal abuse and some reported their personal divorce or the 
divorce of their parents as their most distressing experiences. This was 
surprising given that all participants were required to endorse a Crite
rion A event to be eligible for the study, and many self-reported physical 
or sexual assault as their most traumatic experience. However, during 
interviews, many women identified experiences that did not fit into the 
definition of a Criterion A trauma as the most distressing. One patient 
participant said, “I used to think to myself, ‘Why wouldn’t [my father] 
just hit me and shut up, you know, but he wasn’t physically abusive. 
Now his father was, but my dad wasn’t an abuser. He was more 
mentally, emotionally [abusive]…I used drugs because of my child
hood.” Another patient participant expressed her parents’ divorce as the 
most distressing: 

“My dad was very emotionally and verbally abusive and neglectful. 
You know, my mom wanted kids and that was her opportunity, and 
they ended up divorcing officially when I was 10. But they lived on 
separate floors of the house from when I was like six or seven…It 
wasn’t like super physical trauma, but definitely emotional trauma 
of not having a second parent. He just didn’t care for us, didn’t talk to 
us.” 

Patient participants also reported shame, self-blame, and worth
lessness throughout the interviews for the experiences they had gone 
through around opioid use and trauma. One patient participant said, 
“Oh, I’m so ashamed. So ashamed…It took me a long time, even after 
getting clean, to even get over [my opioid use]. I still felt like I wasn’t 
worth anything. I had no sense of worth at all.” Another patient 
participant became tearful during the interview and expressed feeling 
failure: “Excuse me, I’ll get upset because it was a really hard time in my 
life because that was not who I was. That was just not the person that I 
was…I was trying to juggle a full-time job, I was trying to be a good 
mom. I was trying to do all the things, but I was failing at every role that I 
played in this life.” Another patient participant differentiated the shame 
women may feel from men: 

“Women experience things in active addiction that men don’t. I think 
our shame is different. I think we do things for drugs that men don’t 
do…I don’t think that men feel the way that women feel about 
themselves when we’re using. I mean…life is a feminine thing. You 
know because we have the children that we’re responsible for. And 

women are supposed to be women. We’re supposed to, you know, 
follow a certain script that men, with standards, that men are not 
held to.” 

Patient participants also conveyed different motivations to engage in 
opioid use. One of these motivations was using opioids to numb 
emotional and physical pain. As one patient participant said, “What pain 
was it pushing it down? Emotional pain. Emotional pain…Like, my 
childhood or my teen years… it would be so bad that I would just curl 
up… it numbed that pain. They’re literally painkillers. So, pain is pain 

Table 1 (continued ) 

Variables N (%) / M (SD; Range) 

Captivity 4 (40 %) 
Life-threatening illness or injury 7 (70 %) 
Severe human suffering 3 (30 %) 
Sudden violent death 7 (70 %) 
Sudden accidental death 6 (60 %) 
Serious injury, harm, or death you caused to 
someone 

1 (10 %) 

Any other very stressful event/experience 7 (70 %) 
Total Lifetime Traumatic Eventsb 10.60 (4.12; 5–17) 
Self-reported Index Trauma  

Physical assault 4 (40 %) 
Sexual assault 2 (20 %) 
Combat 1 (10 %) 
Life-threatening illness or injury 2 (20 %) 
Sudden accidental death (e.g., overdose) 1 (10 %) 
Any other very stressful event/experience (e.g., 
birth trauma) 

1 (10 %) 

Posttraumatic Stress Disorder Symptoms (PCL-5) 37.10 (23.14, 9–80) 

Note: LEC-5 = Life Events Checklist for DSM-5; PCL-5 = Posttraumatic Stress 
Disorder Checklist-5 for DSM-5. 

a As reported on MINI 7.0.0 (Sheehan et al., 1998). Participants could endorse 
more than one opioid as the most frequently used. 

b Frequency or sum of sample that endorsed each respective lifetime traumatic 
event happened to me, witnessed it, learned about it, or part of my job. 

Table 2 
Provider descriptives (N = 16).  

Variables n (%) / M (SD; 
Range) 

Age 38.94 (8.71; 
28–58) 

Men 3 (18.8 %) 
Women 13 (81.3 %) 
Race  

Black/African American 1 (6.3 %) 
White 13 (81.3 %) 
Asian/Asian-American 2 (12.5 %) 

Ethnicity (% non-Hispanic) 0 (100 %) 
Education  

M.D./D.O. 4 (25 %) 
Masters 2 (12.5 %) 
Ph.D. 9 (56.3 %) 
Psy.D 1 (6.3 %) 

Employment (% full time) 13 (81.3 %) 
Work setting  

Academic medical center 6 (37.5 %) 
Community clinic 1 (6.3 %) 
Graduate program 1 (6.3 %) 
Hospital clinic 2 (12.5 %) 
Independent private practice 1 (6.3 %) 
Veterans administration 5 (31.3 %) 

Primary patient population  
Veterans 5 (31.3 %) 
Women with OUD 14 (87.5 %) 
Women with PTSD or trauma 15 (93.8 %) 
Women with OUD and PTSD or trauma 14 (87.5 %) 

Years of experience  
Working with individuals with opioid use/OUD 10.63 (13.04; 

1–55) 
Working with individuals with trauma/PTSD 8.63 (6.63; 1–25) 

Annual case load of patients with OUD/PTSD (number of 
patients) 

41.94 (55.89; 
0–200) 

Annual case load of women patients with OUD/PTSD (number 
of patients) 

29.94 (49.19; 
0–150) 

OUD treatments provided  
Medications for OUD 8 (50.0 %) 
Relapse prevention therapy 14 (87.5 %) 
Contingency management 2 (12.5 %) 
Motivational interviewing 13 (81.3 %) 
Acceptance and commitment therapy 2 (12.5 %) 
Dialectical behavior therapy 6 (37.5 %) 
Mindfulness-based relapse prevention skills 5 (31.3 %) 

PTSD treatments provided  
Prolonged exposure therapy 7 (43.8 %) 
Cognitive processing therapy 6 (37.5 %) 
Trauma-focused cognitive behavioral therapy 1 (18.8 %) 
Psychodynamic trauma therapy 1 (18.8 %) 
Medications for PTSD 5 (31.3 %) 
Other (e.g., written exposure therapy, STAIR, ACT, present 
centered therapy) 

5 (31.3 %) 

Integrated trauma and substance use treatments provided  
Seeking safety 5 (31.3 %) 
COPE 6 (37.5 %) 
Integrated PTSD and MET 1 (6.3 %) 

Note: OUD = Opioid Use Disorder; PTSD = posttraumatic stress disorder; SUD =
substance use disorder; COPE = Concurrent Treatment of PTSD and Substance 
Use Disorders Using Prolonged Exposure; STAIR = Skills Training in Affective 
and Interpersonal Regulation, ACT = Acceptance and Commitment Therapy, 
MET = Motivational and Enhancement Therapy. 
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whether it’s emotional or physical.” Another said: “I want to not have to, 
you know, these heavy thoughts and memories […] Having these 
thoughts and memories physically hurts inside.” 

Additionally, patient participants reported using opioids to feel 
competent in everyday tasks. Two women independently stated using 
opioids made them feel like “Wonder Woman.” One woman said: 

“I think it [opioid use] was to help both the pain in my back and 
mental[ly] to kind of forget and just be able to move on and do other 
things. I got to say when I would take them, it was like I was Wonder 
Woman. At first, I would take it, I had no pain in my back. I could go 
do anything I wanted. I could forget about what was going on in my 
household. I think it helped [me] both mentally and physically. And 
that’s why I was starting to abuse it.” 

The other woman said that when she used, she “felt like a cheer
leader. I felt like I was on point and everything that I was doing was good 
and happy and bright. […] I was Wonder Mom and Wonder Woman and 
all that combined.” Finally, women also reported using opioids to 
manage stress, worry, and anxiety, often stemming from trauma. One 
patient participant said: 

“I was having problems in my marriage and my stepdaughters and 
[my ex-husband] trying to get custody of [my stepdaughters] …So, I 
started using them to escape.” Another participant said, “[Opioid use] is 
what I’ve been looking for my whole life. […] It felt so good…I wasn’t 
worried about nothing. [Before that I worried about] everything, any
thing. ‘What does that person think about me? Oh, are they going to 
tease me? Is my dad going to scream at me tonight?’” 

The final theme among patient participants was a cycle of trauma 
and opioid use, where experiencing trauma, including violence and 
intergenerational trauma, led to subsequent use, and often additional 
trauma exposure. One said: “See, I kind of lost my mind after my mom 
died. Using so many drugs and using drugs is traumatic, you know. I 
don’t know if anybody who hasn’t been there understands. Life is 
trauma. [My relationship with my previous partner] was just the rela
tionship we had. He was abused, and his mother was abused. Oh, it’s a 
generational thing.” Another said, “When something didn’t work out, 
my husband was very verbally abusive. So, when he would be yelling at 
me and in my face, the next thing I knew I was going for my first…It 
would make me feel like I wasn’t as bad as he said I was.” 

3.2.2. Provider participants 
Two themes emerged from providers’ experiences working with 

women with OUD/PTSS: 1) perceiving that women used opioids to 
regulate their emotions and 2) identifying different types of traumas 
experienced by cis-gender men and women (Fig. 1). For the first theme, 
providers expressed that relative to men, women with OUD/PTSD 
seemed to feel a need to be more functional in their day-to-day lives. 
Provider participants noted that women needed to feel functional as 
caregivers, and thus used opioids to regulate their emotions and cope. As 
one provider said, “I think that a lot of the women that I see…are also 
very busy and active caregivers. And so, there’s this sense of I can’t be in 
withdrawal. I need to be functional.” another provider said, “I think it 
depends on why they’re using opiates, but a lot of ours have been dys
regulation regarding emotions or trauma.” 

Provider participants also noted that women with OUD/PTSD 
experienced different trauma types relative to men. Providers noted 
more interpersonal trauma, intimate partner violence, and other non- 
traditional traumas, such as adverse childhood experiences and birth- 
related traumas. One provider said: 

“I see a lot of comorbid mood and anxiety disorders… and a lot of 
trauma in our patients. And that ranges from childhood traumas… 
and adverse childhood events and adult traumas. We are actually 
seeing increased rates of delivery-related traumas in the context of 
COVID. So, the full spectrum in terms of the traumas these women 
have experienced in their lifetime, often multiple traumas at 

different stages of life…But the majority is adverse childhood events 
and sexual traumas in childhood and/or adulthood.” 

3.3. Perceptions of treatment 

3.3.1. Patient participants 
Four themes emerged regarding patient participants’ perceptions of 

OUD/PTSD treatment: 1) mixed attitudes towards MOUD; 2) treatment 
barriers, including the sub-themes of insufficient treatments that lead to 
a lack of trust and contextual factors; 3) treatment facilitators of family 
and social support; and 4) desired treatment modifications, including 
the sub-themes of an interest in, but hesitation towards trauma treat
ment, gender-focused treatments, adding family content, and ambiva
lence around group therapy (Fig. 1). 

When patient participants were prompted about their attitudes to
wards MOUD, there was variability in responses. Some patient partici
pants reported MOUD was beneficial such as this participant after her 
first dose of Suboxone: 

“[My provider] was like, ‘You need to take this and put it underneath 
your tongue and… you will know.’ And so, me, I’m like…this man 
lying to me because I know I take four, five, eight pills a day and 
you’re trying to tell me this little strip…I had about four or five start 
dates before I actually believed that it would work. Well, that’s what 
took me so long to actually get started because the fear of getting sick 
[i.e., withdrawal symptoms] outweighed trying to get better…And 
then, I was like, oh my God, this actually works. I mean, I could have 
been the poster gal for Suboxone.” 

Other patient participants expressed skepticism for staying on MOUD 
long-term and noted it did not reduce other substance use. One said, “I 
have mixed feelings about Suboxone…I guess if they were successfully 
using Suboxone and working with a therapist to go along with their 
Suboxone maintenance…but, just because the Suboxone stops you from 
using opiates, it doesn’t stop you from using other substances.” 

For the theme of treatment barriers, two subthemes emerged: 
insufficient treatments due to lack of trust and contextual barriers. For 
the former, most patient participants shared experiences of treatments 
being too short, lacking compassion, being invalidating, or not being 
holistic which, at times, seemed to precipitate a lack of trust in health
care. One said that prior to opioids she used alcohol. Her experience of 
treatment was: 

“Whenever I would be in treatment, they would have an alcohol 
treatment plan and a mental health treatment plan…You couldn’t 
include any kind of mental health therapy, classes, or psychiatrist 
meetings because all they talk about is alcohol. I kept telling them 
that’s not just my problem. I need the other I think more than I need 
this. It’s never—it was never my choice. Choice was always made for 
me.” 

In addition to difficulties with treatment plans in clinics, patient 
participants also reported several contextual factors that subverted ac
cess to or engagement in treatment. The most common contextual bar
riers reported were money and health insurance. As one patient 
participant said, “Money’s always an issue. I’m on disability, so I don’t 
make a whole lot of money. I have Medicare and Medicaid. If [therapy 
isn’t] covered by that, then I don’t foresee myself being able to take 
part.” 

Themes regarding facilitation of treatment included family and so
cial support. For family, participants were often motivated to seek out 
treatment to be a better family member or because of their family’s 
concerns. One patient participant said, “I want to be a good mom. I don’t 
want to be a train wreck. Anything that can empower me to be a decent 
mom, a better mom, and set a strong example for my girls and teach my 
son to be a good man…In order to make myself somebody that they 
would look up to. You know what I mean…I want to do it for my kids.” 
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In addition, patient participants reported social support in the form of 
programs, sponsors, or peers sustained treatment gains and growth. One 
patient participant said: 

“Right now, I’m in a [online chat] with other people who are in re
covery from different substances. What I love about it is, if I’m 
having that moment, I could pull out my phone and go to [the online 
chat] and be like, ‘Hey guys I’m having a hard time. This is what’s 
going on and I need support. This is what that support would look 
like for me…and we talk about it. I love that. I love how it’s 24/7 and 
there’s people in different time zones so even in the middle of the 
night there’s someone there. It doesn’t even have to be someone who 
has letters behind their name. I just like talking to someone who has 
the experience that I’ve had. Ears rather than anything else.” 

Finally, in response to what treatment modifications they would like 
to see, patient participants expressed a conflicted simultaneous desire 
and hesitation for trauma treatment, gender-focused treatment, content 
on family, and reported ambivalence around group therapy. When 
probed about their desire for trauma treatment, one patient participant 
expressed a desire for coping: “Being able to cope with trauma on a day- 
to-day basis. It’s literally something I deal with every day. There’s not a 
day that goes by that the thought doesn’t come into my head about 
anything that’s happened to me.” However, the same participant when 
asked about COPE stated, “I think it sounds very triggering. I would 
think that it would take someone with substantial clean time to be able 
to deal with that [therapy].” Patient participants also expressed wanting 
gender-focused treatment, where one participant said she wanted to 
discuss “women specific issues that we can talk about amongst each 
other, you know that the men probably don’t even want to hear. I think 
it’s more of a nurturing environment for women to discuss sensitive 
issues with other women.” Patient participants also reported wanting 
more family-based therapy sessions or content in treatment. One said: 
“I’d be completely lying if I said my experiences haven’t affected the 
people around me…like dealing with one another you would need 
family type therapy in the best, healthiest way. Especially like for me 
and [my partner], I think that couples therapy would be super beneficial 
with just how we speak to one another in front of our kids.” 

When asked about group therapy, patient participants expressed 
ambivalence. One woman said, “I don’t know. I think you can get a lot 
out of both [individual and group therapy] …I think both would be 
great, to have an option for both. But if I had to pick one, I’d probably 
say individual because I think if you get a lot of people with trauma 
together in a group and then they start sharing their trauma, you’re 
gonna start triggering people if you don’t have the right safeguards in 
place.” 

3.3.2. Provider participants 
A total of three themes emerged for provider participants’ percep

tions of OUD/PTSD treatment: 1) treatment barriers, including the sub- 
themes of the chaotic lives of patients, children and family, and 
contextual factors; 2) treatment facilitators, including the sub-themes of 
external motivations and trust; and 3) desired treatment modifications, 
including the sub-themes of stabilization prior to treatment, early skills 
in therapy, flexibility in therapy delivery, integration of social supports, 
safety guidelines, and assistance in identifying an index trauma (Fig. 1). 

When discussing challenges working with OUD/PTSD, provider 
participants expressed the chaos in the everyday lives of patients as a 
treatment barrier. One provider said, “They’re leading very chaotic 
lives, and it can often be hard to engage them in treatment as a result of 
that. So, using a lot of layered and multicomponent treatments are… 
really necessary to make any significant or long-term changes.” Pro
viders also expressed that children and family could be barriers to 
entering or staying in treatment. As one provider said, “What we see 
maybe more often, at least in the beginning, is the finger-wagging family 
member who wants to tell on the patient and scold the patient.” Other 
providers agreed that childcare was a barrier to treatment. Providers 

also noted contextual factors hindered treatment engagement, such as 
internet access, housing, health insurance, and the constraints of the 
healthcare system. One provider said, “Looking for a therapist who can 
offer trauma-informed care might be kind of beyond the coordination 
capacity of an already understaffed [mental healthcare] system.” 
Another provider said, “Many of the women—unless they’re fully dis
abled—do not have the ability to come to the clinic. They can do tele
health, but then the barrier is do they have a phone that functions well 
enough and access to stable private internet to do this?” 

In contrast to barriers, provider participants noted that treatment 
facilitators included external motivations to engage in care as well as 
trust patients may feel with providers or healthcare agencies. One pro
vider said, “I find for women, [treatment] tends to be more externally 
motivated, so whether it’s a spouse saying something or whether it’s 
Department of Social Services. There’s a lot of other factors, at least in 
the patients that I have.” Several providers noted that establishing trust 
was an important facilitator for treatment engagement. One provider 
said, “This issue of safety and this issue of judgment was huge…This 
issue of trust, I feel was different [for women with OUD/PTSD]. It’s 
important with every client, but it was different [with them]. It was like 
you could feel the difference in the room and it was so much more 
important and so much more sensitive to many different things that 
could go wrong.” 

Provider participants expressed several desires to modify COPE for 
patients with OUD/PTSD. This included increasing information on sta
bilization, early skills for emotion regulation, flexibility in the delivery 
of treatment, integrating social supports, increasing safety, and assis
tance with identifying the index trauma. Regarding stabilization, one 
provider said, “I’m actually more concerned about whether they’re 
psychosocially stable than I am [concerned about] whether they’re 
sober…I would want them to have some sort of marker that they actu
ally felt like they can truly engage meaningfully in the therapy because 
otherwise I would say, let’s wait until you’re more stable.” An additional 
desired treatment modification was including early skills on emotion 
regulation and distress tolerance to help with treatment gains. One 
provider gave specific examples of skills, saying “I think in between 
sessions two and three just really put in some sort of like distress 
tolerance, coping, heavy stress management skills before doing the first 
exposure […] I think some deep breathing, some progressive muscle 
relaxation, maybe the Improve and Imagine skills from DBT [Dialectical 
Behavior Therapy].” Providers also expressed desiring flexibility in how 
the treatment was delivered. One provider said, “It’s a much greater 
challenge to bring women into a treatment like COPE, where it’s a pretty 
long protocol and it’s very structured, not super flexible. It might benefit 
women in particular to have a bit more flexibility or shorter sessions.” 

Provider participants also expressed a need to integrate social sup
ports. One provider said group therapy could provide peer support: 

“You got a group of people who are going through the same thing as 
you, can kind of hear the perspectives of other people, you’re all 
supporting each other, holding each other accountable on getting the 
outside work done. I think that would be a cool model, ‘cause we’ve 
gotten feedback that it would be cool to have some interaction with 
other people who are going through this.” 

In addition, provider participants requested having more explicit 
safety guidelines to assist them in feeling more comfortable providing 
trauma-focused therapy to women with OUD/PTSD. One provider 
expressed concern if substance use was increasing during treatment: 
“Like what to do if the substance use is increasing, and things aren’t 
going well? I think there has to be a way to either increase the level of 
substance treatment outside of COPE or have a way to break out, to 
stabilize it, or switch it around so they can focus more on how do you get 
from session to session without having increasing substance use?” 

Finally, provider participants noted needing assistance in identifying 
the index trauma for PTSD treatment given the number of repeated 
traumas patients had experienced and patient difficulties in identifying 
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the worst trauma they experienced. As one provider said, “I haven’t met 
anybody…who’s like, ‘Oh, I got this one trauma and that’s the one I need 
to work on.’ It’s like, ‘I got a dozen. Which one? This is the one that’s 
bothering me this month.’” Another provider said, “The majority of 
people in our program have had repetitive trauma. I think the repetitive 
trauma with the overlay of being on pharmacotherapy for a long time, 
can make it additionally difficult to find what [trauma] is causing most 
of the day-to-day concern.” Another provider said, “Obviously as part of 
[Prolonged Exposure therapy] we identify an index trauma. I think it is a 
challenge, but usually one can be found…I think the bigger challenge is 
convincing the patient that focusing on one makes sense given the range 
of their experiences. I think it seems artificial and insufficient…to pick 
one trauma.” Another provider echoed this difficulty for patients to pick 
one trauma stating, “I think that…all of our patients have struggled 
with…the idea of an index trauma and trying to find you know which is 
the one that’s causing the most distress. It’s often not the one that as a 
clinician you’re kind of sitting there going, ‘Oh that must be the one 
we’re going to work on.’ …Sometimes it takes the entirety of the COPE 
treatment to eventually arrive at, oh actually maybe it was the other 
[trauma].” 

3.4. Survey of desired treatment changes 

Table 3 shows patient and provider participant responses to desired 
changes in the COPE treatment. There were four items where patient 
participants and provider participants significantly differed from one 
another (p’s < 0.05): 1) strategies to identify and effectively manage 
anger; 2) strategies to help manage physical pain; 3) ways to manage 
feelings of guilt and shame; and 4) gradually learning to confront things 
you fear that contribute to your PTSD symptoms (i.e., in vivo exposures). 
Patient participants rated the importance of all items being added to the 
modified therapy intervention as higher than provider participants. 
Patient and provider participants were also asked what kind of treat
ment would work best for them or, for provider participants, patients 
with OUD/PTSD. For patient participants, 90.0 % reported working on 
both opioid use and PTSD symptoms together. For provider participants, 
93.8 % reported both opioid use and PTSD symptoms together. 

As part of this survey, patient participants and provider participants 
were given the option to suggest additional topics to include in treat
ment. Two patient participants made suggestions. One patient partici
pant expressed wanting the treatment to address safe sex practices and 
harm reduction techniques for using and another suggested the treat
ment address “how to effectively work at a job while going through 
treatment.” Six provider participants made suggestions, including 
considering an Acceptance and Commitment Therapy approach, skills 
on emotion identification and regulation, boundary setting, distress 
tolerance skills, communication with MOUD prescribers and how to 
handle MOUD reductions, and treatment engagement. 

4. Discussion 

This mixed methods study examined a sample of women with current 
or past OUD/PTSS symptoms and a group of providers who work with 
them. The first research question assessed patient and provider partici
pants’ lived experiences having, or working, with this comorbidity. A 
total of four themes emerged for patient participants and a total of two 
themes emerged for provider participants. Patient participants 
expressed many motivations to use opioids, numerous stressors 
throughout their life, a chronic cycle of trauma and opioid use, and 
feeling ashamed. Provider participants noted gender differences in the 
types of traumas women with OUD/PTSS experienced and perceived 
that women used opioids to manage emotions. The second research 
question assessed patients’ and providers’ perceptions and desired 
modifications to the integrated treatment, Concurrent Treatment of PTSD 
and Substance Use Disorders Using Prolonged Exposure (COPE; Back, Kill
een, et al., 2014) for women with OUD/PTSD. A total of three themes 

Table 3 
Desired treatment changes (N = 26).  

Item Patients 
(n = 10) 

Providers 
(n = 16)   

M (SD) Fa p 

Ways to manage feelings of guilt or 
shame 

3.90 
(0.32) 

3.19 
(0.75)  

8.03  0.009 

Strategies to identify and effectively 
manage negative thoughts (e.g., 
depressive, doubtful, or pessimistic 
thoughts) 

3.80 
(0.63) 

3.38 
(0.96)  

1.54  0.227 

What to do in case of a “slip” or relapse 
during treatment 

3.70 
(0.68) 

3.63 
(0.72)  

0.07  0.793 

Strategies to help manage physical 
pain 

3.60 
(0.70) 

2.75 
(1.00)  

5.50  0.028 

Gradually learning to confront 
things you fear that contribute to 
your PTSD symptoms (i.e., in vivo 
exposures) 

3.60 
(0.52) 

2.75 
(1.13)  

4.99  0.035 

How to anticipate and handle 
situations where you might be 
tempted to use drugs (i.e., high risk 
situations) 

3.60 
(0.70) 

3.44 
(0.81)  

0.27  0.607 

Education about what PTSD is 3.60 
(0.52) 

3.38 
(0.72)  

0.74  0.399 

Education about what addiction is 3.50 
(0.71) 

3.19 
(0.91)  

0.85  0.365 

Ways to manage cravings and urges to 
use opioids 

3.50 
(0.71) 

3.44 
(0.81)  

0.04  0.843 

Ways to manage thoughts about 
wanting to use opioids 

3.50 
(0.97) 

3.31 
(0.79)  

0.29  0.596 

Strategies to identify and effectively 
manage anger 

3.50 
(1.08) 

2.56 
(1.03)  

4.91  0.036 

Ways to improve communication with 
loved ones or family members 

3.50 
(0.71) 

2.88 
(1.03)  

2.85  0.104 

Problem solving skills 3.40 
(0.97) 

2.94 
(1.06)  

1.25  0.275 

Ways to become more assertive 3.20 
(0.79) 

2.75 
(1.18)  

1.12  0.300 

Ways to have healthy romantic 
relationships 

3.20 
(0.63) 

2.75 
(0.93)  

1.80  0.192 

Repeatedly revisiting the memory of 
the trauma during sessions in a 
therapeutic way so that the memory 
no longer overwhelms you (i.e., 
imaginal exposures) 

3.10 
(1.10) 

3.00 
(1.03)  

0.06  0.817 

Ways to manage childcare 3.00 
(1.25) 

2.94 
(0.93)  

0.02  0.885 

Effective ways to turn down offers to 
use drugs (i.e., drug refusal skills) 

3.00 
(1.16) 

2.75 
(1.07)  

0.32  0.578 

Strategies to help improve sleep 3.00 
(0.94) 

2.88 
(1.03)  

0.10  0.758 

Strategies to remember taking opioid 
use medications 

2.90 
(1.29) 

2.44 
(0.89)  

1.18  0.289 

Relaxation techniques, such as 
breathing exercises 

2.80 
(1.48) 

2.63 
(1.41)  

0.09  0.765 

Have “homework” to do in between 
sessions to practice new skills 

2.80 
(1.48) 

2.50 
(1.10)  

0.35  0.558 

Be stabilized on MOUD (e.g., 
buprenorphine/suboxone, 
methadone, etc.) prior to starting 
therapy 

2.70 
(1.16) 

2.75 
(1.48)  

0.01  0.929 

Invite loved ones and/or family 
members to join a few sessions 

2.70 
(1.57) 

1.94 
(1.06)  

2.20  0.151 

Engage in role plays and practice new 
skills during the sessions 

2.40 
(1.43) 

2.75 
(0.86)  

0.62  0.440 

Note: MOUD = medications for opioid use disorder. Participants were asked, 
“How important do you feel it would be to include each of the following topics?” 
on a scale of 0 = Not at all important, 1 = a little important, 2 = moderately 
important, 3 = Important, 4 = Very Important. Questions were similar across 
participants and providers, except providers’ questions were shortened as shown 
in parentheses. Mean responses in table are organized from most to least 
important based on patients’ ratings. Bolded responses are significant at p < .05. 

a Degrees of freedom = 1, 25. 
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emerged for patient and provider participants: treatment barriers, 
treatment facilitators, and desired changes. Within each theme, sub- 
themes showed that patient and provider participants requested 
greater flexibility in the treatment, additional distress tolerance and 
stabilization skills, help with identifying the index trauma, competing 
responsibilities that impede access to treatment, the need to consider 
contextual factors, the importance of developing trust with providers, 
and social support. In addition, patient participants expressed ambiva
lence around medications for OUD. Overall, both patient and provider 
participants expressed wanting an integrated treatment for OUD/PTSD 
with gender-specific components and modifications to the design and 
content of COPE. Namely, patient participants reported wanting a 
therapy with ways to manage feelings of guilt and shame, chronic pain, 
and anger in addition to learning how to approach things they avoid in 
daily life (i.e., in vivo exposures) significantly more than providers. Our 
findings align with the findings from prior qualitative studies (Green
field, Cummings, Kuper, Wigderson, & Koro-Ljungberg, 2013; Morse 
et al., 2022) thereby supporting the evidence base on how integrated 
trauma-focused treatments need to be modified for this special 
population. 

4.1. Clinical profiles of trauma and opioid use 

The clinical profiles of the women in this study were marked by high 
trauma and stress exposure, opioid use, a cycle of trauma and opioid use, 
and high demands as caregivers. On average, women in this study re
ported over ten lifetime Criterion A traumatic events in addition to 
several distressing events outside the standard definition of traumatic 
events in the DSM-5 that influenced their opioid use. For instance, 
during interviews, many women reported using opioids to cope with 
rejection and emotional abuse. Women reported emotional trauma and 
divorce as painful and distressing, often more so than their Criterion A 
traumas, such as sexual assault. Others have found similar findings 
showing that adverse childhood experiences, general stress, namely 
household dysfunction, divorce, and emotional abuse, have felt dis
tressing to women using opioids and triggered future opioid misuse 
(Chatterjee et al., 2018; Martin et al., 2023; Morse et al., 2022; Saraiya 
et al., 2021). These findings suggest that treatments for women with 
OUD/PTSD may need to consider women with other trauma types which 
would not qualify for the PTSD diagnosis and sub-threshold PTSS which 
may be left untreated due to lack of formal diagnosis. However, an 
alternate interpretation for the discrepancy between patient participants 
interviews and the traumas they endorsed in survey responses may be 
the interview setting. Patient participants may not have discussed their 
Criterion A traumatic events with the interviewer due to avoidance or 
feeling unsafe with the interviewer. The research team is cautious of this 
interpretation since we observed patient participants often struggling to 
answer self-report surveys. This may be due to several reasons, such as 
avoiding thinking about one’s mental health, inaccessible survey lan
guage or style, or lack of awareness of mental health symptoms. 

In addition, all the women in this study reported feeling immense 
shame, blame, and worthlessness for the traumas they had experienced, 
their opioid use, their recovery journeys, and not living up to societal 
roles. Women in our sample felt strong societal pressure to follow social 
scripts, and when not meeting these expectations, feeling shame and low 
self-worth. These findings are supported by our quantitative findings 
which showed the highest endorsed desire in an integrated treatment for 
OUD/PTSD was “ways to manage guilt and shame.” These findings also 
align with prior work (Saraiya et al., 2020; Valeri et al., 2018) and point 
to the need for more research on shame in women with OUD/PTSS as 
well as the need to provide compassionate care for such women who feel 
highly critical of themselves. One study showed that both men and 
women with substance use disorders endorse shame, but solely women 
endorse feeling greater stigma and discrimination (Valeri et al., 2018). 
Thus, it will be imperative for treatments for women with OUD/PTSS to 
address stigma and shame, especially since shame increases isolation 

and withdrawal. 
An additional finding in this study was that all the patient partici

pants in this study met current or lifetime criteria for a severe OUD even 
though half of the women had not used opioids in the past year. The field 
of substance use does not have a clear definition of recovery, and from 
our findings it seems that cessation of use is not an adequate benchmark 
given the myriad of remaining issues and symptoms that patients with 
substance use disorders, including the women in this sample, experi
ence. Our findings suggest that not using opioids is insufficient for 
meeting long-term recovery thresholds. It may be that not using opioids 
is solely one part of the recovery process whereas long-term recovery 
may include not meeting DSM-5 criteria for OUD. This remains an 
empirical question and will be important to examine as it warrants 
discussion on what recovery from OUD entails and whether it is an end- 
state or long-term process. 

4.2. Attitudes towards treatment 

When it came to treatment for OUD/PTSD, both patient and provider 
participants were interested in an integrated trauma-focused treatment 
modified to women with OUD/PTSD. Interestingly, some women 
expressed hesitation when the exposure-based components of COPE 
were described during interviews but at the same time expressed an 
interest in these same components in the surveys. This discrepancy is 
unsurprising since avoidance is a cardinal symptom of PTSD and 
engaging in exposure exercises can be difficult for patients. However, 
given that the avoidance symptom cluster is specifically associated with 
non-medical prescription opioid use among women (Smith et al., 2016), 
women with OUD/PTSS or OUD/PTSD may show a uniquely higher 
level of avoidance or greater barriers to engaging in exposure-based, 
trauma-focused treatments. One way to increase engagement may be 
the incorporation of contingency management incentives to increase 
attendance to exposure-based treatments (e.g., Peck et al., 2023; 
Schacht et al., 2017). However, since contingency management can be 
difficult to implement into real-world settings, additional work on how 
to increase engagement in exposure-based treatments is warranted 
(Becker, DiClemente-Bosco, Rash, & Garner, 2023). 

An additional discrepancy among participants were patient partici
pants attitudes towards MOUD. Although half of the participants re
ported being on MOUD, patient participants expressed ambivalence 
about the combination of MOUD with integrated treatment in interviews 
and rated stabilization on MOUD as of lower importance relative to 
other content areas in COPE. In addition, some patient participants also 
reported negative experiences with MOUD which led them to stop using 
MOUD. In contrast, providers strongly preferred MOUD with integrated 
treatment for safety and stabilization but did not rate it as the most 
important content area in a modification of COPE. One reason for this 
discrepancy may be gendered disparities in MOUD (Huhn et al., 2019). 
Being female and living in a rural area is associated with a lower odds of 
receiving MOUD (Jones et al., 2023). Given that the women in this 
sample lived in primarily rural areas, they may have been disadvantaged 
in having access to MOUD. Even among the women who had previously, 
or were currently, using MOUD, there seemed to be general concern of 
long-term use of MOUD. Providers were cognizant of this concern. Some 
providers noted that a modified, integrated treatment of COPE for OUD/ 
PTSD may be most beneficial for women with OUD/PTSS when tapering 
off MOUD because women often experience an increase in PTSS. For this 
reason, it may be useful for a modified version of COPE for OUD/PTSD 
to incorporate treatment content on MOUD—ranging from how it may 
augment recovery to how to safely taper dosage for individuals in sus
tained recovery from OUD. 

4.3. Social networks and connection 

Another notable theme across the patient and provider participants 
was the importance of social networks and connection. Both women and 
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providers noted that family members and children laid on a continuum 
of either negatively or positively influencing their opioid use and 
treatment engagement. For instance, many women reported that using 
opioids was a means to feel capable, like “Wonder Woman” or “Wonder 
Mom,” while others reported that they struggled to attain treatment due 
to a lack of structural supports for childcare. Other women expressed 
that their family encouraged them to seek treatment, demonstrating the 
myriad of ways in which family could both hinder and facilitate opioid 
use and opioid use treatment. 

One interesting finding we noticed was the tendency for women 
participant’s mothers to have helped them in recovery. Many women in 
this study noted that their mothers watched their children and/or urged 
them to move in with them and find treatment. We observed an inter
generational support network of grandmothers and mothers attending to 
their adult children in need of OUD/PTSD treatment and their grand
children. Other studies have shared these findings showing that due to 
the opioid epidemic and coinciding changes in the economy, grand
parents are sought out to raise children while parents with OUD seek 
treatment (Davis, Warfield, Boguslaw, Roundtree-Swain, & Kellogg, 
2020). Together, these findings point to the need to consider not only 
children, but also extended family, such as grandparents/parents, in the 
development and implementation of interventions for women with 
OUD/PTSD. Indeed, maternal PTSD can negatively influence child 
outcomes (Moser et al., 2023) and most children placed in the foster care 
system are there as a result of laws proclaiming child abuse for pregnant 
persons with substance use disorders (Sanmartin, Ali, Lynch, & Aktas, 
2020). Thus, dyadic and family-based interventions that attend to 
mothers with OUD/PTSD are of vital need. Women’s Recovery Group is 
one example of an intervention that has done extensive work on the 
benefit of including family members and caregivers into group therapy 
treatment for women with SUD (Greenfield et al., 2014). Group therapy 
is more cost-effective than individual treatment, and Women’s Recovery 
Group has been shown to predict six-month follow-up outcomes (Valeri 
et al., 2018). Despite these benefits, in our study, women expressed a 
preference for individual, trauma-focused, integrated treatment in both 
surveys and qualitative interviews where social support in a group 
format is an adjunct to integrated, individual treatment. Future work 
should examine how to best integrate social support into COPE since 
social support bolsters clinical outcomes in COPE (Jarnecke et al., 2022). 

4.4. Treatment modifications & clinical implications 

A wealth of suggestions was provided to modify COPE. We provide 
some possible solutions in Fig. 2. A few points that were debated among 
provider and patient participants are noted here. Many providers 
expressed concern of engaging in trauma treatment with women with 
OUD/PTSD due to fear that such patients were not stabilized enough to 
begin such work. While patient readiness is important to consider, it is 
also important to contend how realistically ‘stable’ individuals with 
OUD/PTSD can get without trauma-focused treatment and whether the 
denial of trauma-focused treatment to patients with OUD/PTSD treat
ment may be detrimental to their long-term health. It has been repeat
edly shown that trauma-focused treatments, integrated or concurrent, 
are successful among individuals with co-occurring PTSD and substance 
use disorders and that the provision of evidence-based PTSD treatment 
does not worsen substance use (Hien et al., 2023). Understandable 
hesitation remains among providers. Thus, additional work on under
standing thresholds of stability will be useful alongside dissemination 
efforts to educate providers on the absence of risks when providing 
evidence-based PTSD treatment to individuals with substance use 
disorders. 

Providers also expressed wanting additional distress tolerance and 
coping skills to help women with OUD/PTSD prior to exposure-based 
exercises. It may be critical to incorporate distress tolerance and 
coping skills for this population. However, it should be noted that less 
than half of the providers in our sample reported delivering PE or COPE. 
This may have influenced providers’ desire for incorporating distress 
tolerance skills into a modified version of COPE. Nevertheless, many of 
the providers trained in PE or other trauma-focused therapies reported a 
desire for incorporating greater distress tolerance skills. Thus, future 
work should examine how to mindfully incorporate such skills without 
delaying exposure. Future work should also distinguish between coping 
skills, which may be soothing and alleviate distress, and safety behaviors 
that may be used as an avoidance strategy and thereby reduce the effi
cacy of exposure exercises. Indeed, it may be beneficial to not only 
modify COPE, but to also augment it with a Dialectical Behavior Therapy 
group for women with OUD/PTSS considering our findings. 

Furthermore, providers also expressed challenges in identifying the 
index trauma for women with OUD/PTSD and suggested including 
assistance on how to best identify these traumas. At present, COPE in
structs providers to collaboratively work with patients to identify the 

Fig. 2. Summary of treatment barriers and possible solutions for women with OUD/PTSS.  
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index trauma which may generalize to other traumas. However, pro
vider feedback suggests that multiple exposures for different trauma 
types may be warranted for women with OUD/PTSD. This was one 
reason why patient participants and providers also expressed a need for 
more flexible treatment protocols. Unfortunately, flexible protocols will 
not completely mitigate providers’ experiences of being under resourced 
and overburdened, which was found in a prior study as well (Saraiya 
et al., 2020). Systemic changes to interventions alongside public health 
initiatives that increase support of providers who work with women 
with OUD/PTSD and the women themselves must work in tandem to 
achieve long-term change. 

4.5. Limitations 

Several study limitations warrant consideration. The sample size was 
small, consisted of primarily white women, and the patient participants 
were well-educated. Thus, these findings and the corresponding clinical 
implications may not necessarily generalize to other patient samples as 
is common in qualitative research. However, it is a strength that many of 
these women lived in rural areas and showed a range in household in
come. Nevertheless, it is always imperative to capture multiple voices. 
Future work should purposively sample other demographic back
grounds. Another limitation of this study was our focus on self- 
identifying women, which may have inadvertently excluded in
dividuals with other gender identities. Future work should purposively 
sample minoritized gender identities that are more likely to be stigma
tized. An additional limitation in our sample was our inclusion of patient 
participants with dimensional levels of PTSS. Since not all women met 
full criteria for PTSD, these findings may not generalize to women with 
OUD/PTSD. In addition, some women discussed general distress rather 
than PTSD-specific symptoms. While this may be a limitation, a benefit 
of including individuals with PTSS is the ability to capture variation in 
responses to trauma exposure and attend to a larger group of patients 
than solely those diagnosed with PTSD. Indeed, COPE has been deliv
ered to individuals with substance use disorders and co-occurring PTSS, 
and thus could be extended beyond individuals with PTSD solely 
(Ruglass et al., 2017). An additional observation in this study was the 
tendency for some self-report surveys to differ from information in 
qualitative interviews. Testing the reliability of self-report measures 
among women with OUD/PTSS is encouraged. 

Our study is also limited in sampling providers working in an aca
demic medical center. Such providers may be biased to have a high level 
of access to evidence-based treatment trainings for OUD/PTSD, and thus 
this small sample of providers may also not generalize to other pro
viders. Nevertheless, prior work has sampled community service pro
viders (e.g., Saraiya et al., 2020) and shown similar outcomes. 
Additionally, in the design of this study, participants were paid less than 
providers. This inequity was biased and should be avoided in future 
work so that patient participants and provider participants are paid 
equally. Finally, there is limited information on gender differences in 
psychosocial treatment outcomes for individuals with OUD/PTSD. 
Additional work in this area can provide further knowledge on how to 
design gender-focused treatments and whether they are beneficial. 

4.6. Conclusion & future directions 

In this study, women with OUD/PTSS and providers were inter
viewed on their experiences with having, or working with, OUD/PTSS 
and what they may desire in a modified, integrated treatment for OUD/ 
PTSD. The next step will be to incorporate this feedback and modify the 
integrated treatment of COPE for women with OUD/PTSD followed by 
pilot testing the modified treatment with iterative modifications. In the 
design of such an intervention, the context of delivery should be eval
uated given the growing diversity in opioid treatment program in
frastructures. The modified intervention may also want to be flexible to 
a variety of symptom presentations, such as potentially traumatic events 

and dimensional PTSS. Developing this intervention may have large 
impact given that attending to women with OUD/PTSS could not only 
improve their lives, but also, indirectly improve the lives of their chil
dren and families as well. 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.josat.2024.209344. 
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