
Drug addiction treatment is rarely about one issue in isolation. People who enter care often bring a long chain of
experiences with them: physical dependence, cravings, strained family relationships, shame, grief, anxiety,
depression, and sometimes traumatic memories that still feel active in the body. A person may say they want to
stop using drugs, and mean it sincerely, while also finding that certain memories, places, conflicts, or sensations
pull them back toward use before they have time to think clearly.

That is one reason EMDR has become part of the conversation in some drug addiction treatment settings. EMDR,
short for Eye Movement Desensitization and Reprocessing, is a psychotherapy approach most commonly
associated with trauma treatment. In addiction care, it is not a stand-alone cure for substance use disorder, and it
does not replace detoxification, medication-assisted treatment, outpatient care, residential treatment, peer
support, or recovery housing. Its value is more specific. When clinically appropriate, EMDR may help address
traumatic or distressing material that keeps a person emotionally stuck and vulnerable to relapse.

For treatment providers, the question is not whether EMDR is impressive as a technique. The question is whether
it fits the person, the timing, the level of care, and the larger treatment plan. In well-structured drug addiction
treatment, that distinction matters.

Why trauma work often enters addiction treatment
Many people with substance use disorders have learned to use drugs as a way to manage intolerable internal
states. The drug may have started as experimentation, social use, or pain relief, then gradually became a tool for
sleep, numbness, confidence, escape, or emotional control. Over time, the body adapts. The mind builds
associations. Life narrows around avoiding withdrawal, chasing relief, or keeping painful material out of
awareness.

Trauma does not have to mean one catastrophic event. It can include repeated exposure to violence, neglect,
sudden loss, medical emergencies, sexual assault, childhood instability, or living for years in an unsafe
environment. Some people arrive in treatment with a formal trauma diagnosis. Others do not use the word
trauma at all. They may describe “bad memories,” panic when someone raises their voice, a sense of being
detached from their body, or a belief that they are permanently damaged.

In clinical practice, the link between trauma and addiction often shows up through triggers. A trigger is not just
an unpleasant reminder. It can be a rapid physical and emotional reaction that feels bigger than the present
moment. A person may smell a particular cologne and suddenly feel trapped. Another may get a text from a
family member and feel the same dread they felt years earlier. Someone else may experience a wave of shame
after a minor mistake and immediately crave opioids, stimulants, or another substance because the body has
learned that drugs can interrupt that state.

Drug addiction treatment services need to address these patterns carefully. If treatment focuses only on stopping
drug use without helping the person understand what the substance has been doing for them psychologically,
recovery may feel like white-knuckling. If treatment moves too quickly into painful trauma material before the
person has enough stability, the work can become overwhelming. EMDR sits in that tension. It can be useful, but
it has to be placed correctly.

What EMDR is, in plain clinical terms
EMDR is a structured therapy that helps people process distressing memories and reduce the emotional intensity
attached to them. During EMDR, a trained clinician guides the person’s attention toward selected memory



material while using bilateral stimulation, which may involve guided eye movements or other left-right forms of
stimulation. The goal is not to erase the memory. The goal is to help the brain and nervous system relate to the
memory differently, so it no longer carries the same charge or drives the same reactions.

A person who completes effective trauma processing might still remember what happened, but the memory may
feel less immediate. The body may no longer react as though the event is happening again. Negative beliefs such
as “I am powerless” or “It was my fault” may soften and be replaced by more adaptive beliefs. That shift can
matter in addiction treatment because distressing memories and beliefs often fuel cravings, avoidance, and
relapse cycles.

EMDR is not hypnosis. The person remains awake and engaged. It is not simply talking about the past, although
discussion is part of the process. It is also not exposure therapy in the simplistic sense of forcing someone to
relive an event. A qualified clinician spends time assessing readiness, building coping skills, identifying targets,
and monitoring the person’s level of distress.

That preparation is especially important in drug addiction treatment. Someone in early recovery may be dealing
with poor sleep, anxiety, post-acute withdrawal symptoms, medication changes, family pressure, legal stress, or
fear about returning home. A therapist has to judge whether the person can tolerate trauma processing without
destabilizing. Sometimes EMDR begins during residential care. Sometimes it is better introduced later in
outpatient treatment, after the person has achieved more emotional and physical stability.

EMDR is one part of a continuum, not the whole treatment
A helpful way to understand EMDR in addiction care is to place it inside the broader continuum of services. Ohio
law, for example, recognizes the need for a community-based continuum of care for opioid and co-occurring
drug addiction. That continuum includes ambulatory and sub-acute detoxification, non-intensive and intensive
outpatient services, medication-assisted treatment, peer support, residential services, recovery housing, and
multiple pathways to recovery.

That framework reflects a practical truth. People need different services at different points. A person in acute
withdrawal may need detoxification before they can meaningfully engage in psychotherapy. Someone with
opioid use disorder may benefit from medication-assisted treatment as part of a plan to reduce cravings and
support recovery. A person leaving residential care may need outpatient therapy, peer support, and recovery
housing to maintain structure while rebuilding daily life.

EMDR does not replace any of that. It belongs in the clinical therapy portion of care, and only when appropriate.
A person who is still medically unstable, intoxicated, severely sleep-deprived, or unable to regulate distress may
not be ready for memory processing. The same person might become a strong candidate later, after stabilization
and skill-building.

This is why the phrase “full continuum of care” matters when looking at treatment settings. Recreate Behavioral
Health of Ohio, also referred to as Recreate Ohio, is located in Gahanna, just outside Columbus, and describes
offering detox, residential or inpatient rehab, and outpatient treatment. The organization also describes its Ohio
facility as providing a full continuum of care and offering primary mental health services in a residential treatment
setting. In that kind of model, EMDR can be understood as one possible clinical service among several, not as the
defining feature of treatment.

The timing question: when EMDR may help and when it may wait



Good addiction treatment often depends on timing. The same intervention can be helpful at one point and
counterproductive at another. EMDR is a clear example.

Early in treatment, the priority may be safety, medical stabilization, withdrawal management, sleep, nutrition, and
helping the person remain engaged in care. A person who has been using heavily may have trouble
concentrating. They may be emotionally raw. Their nervous system may swing between agitation and exhaustion.
In that stage, a clinician may focus on grounding skills, relapse prevention planning, psychoeducation,
motivational work, and support for immediate decisions.

Later, when the person has more stability, EMDR may become more relevant. The client may begin to notice that
sobriety has exposed memories and feelings that drugs used to cover. They may report recurring nightmares,
intense shame, panic in relationships, or cravings tied to specific emotional states. At that point, trauma-focused
work can help address the material that continues to threaten recovery.

There are also cases where EMDR-informed preparation can begin before full reprocessing work. A therapist may
help a client identify triggers, strengthen coping strategies, develop internal resources, and learn how to return to
the present moment when distress rises. Those steps are not filler. They are often the foundation that makes
deeper work possible.

Clinicians also have to account for co-occurring mental health conditions. Drug addiction and mental health
symptoms often interact. Depression can increase isolation and relapse risk. Anxiety can make withdrawal or early
recovery feel unbearable. Trauma symptoms can keep the body in a state of alarm. Recreate Ohio states that
treatment at its Ohio facility may include cognitive behavioral therapy, dialectical behavior therapy, EMDR,
medication-assisted treatment, and individual, group, family, and couples therapy. That mix reflects a common
clinical reality: different therapies serve different purposes, and many clients need more than one approach.

How EMDR fits with CBT, DBT, medication-assisted treatment, and
group therapy
People sometimes ask whether EMDR is “better” than CBT or DBT. In addiction treatment, that is usually the
wrong question. These approaches do different jobs.

Cognitive behavioral therapy can help a person identify thought patterns, beliefs, and behaviors that maintain
drug use. It can support relapse prevention by mapping triggers, challenging automatic thoughts, and building
alternative responses. Dialectical behavior therapy can be especially useful for emotional regulation, distress
tolerance, interpersonal effectiveness, and mindfulness. Medication-assisted treatment can reduce cravings and
support physiological stability for certain substance use disorders, particularly opioid use disorder. Group therapy
offers accountability, connection, shared perspective, and practice speaking honestly in a structured environment.

EMDR may complement these services by targeting the unresolved memories or distressing experiences that
continue to activate the person’s nervous system. For example, CBT might help a client recognize the thought “I
can’t handle this feeling without using.” DBT might teach the client how to ride out the feeling without acting
impulsively. Medication-assisted treatment might reduce opioid craving intensity. Group therapy might help the
client realize they are not alone. EMDR, when indicated, may help process the earlier experiences that made the
feeling so intolerable in the first place.

A simple clinical example makes this clearer. Imagine a person in residential treatment who repeatedly relapses
after conflict with a partner. In group, they describe the pattern as “I get angry, then I use.” In individual therapy,
a more detailed picture emerges. Conflict does not simply make them angry. It makes them feel cornered,
humiliated, and unsafe, similar to experiences from childhood. CBT can help them examine the present-day



assumptions they bring into conflict. DBT can give them tools to pause, breathe, and communicate without
escalating. EMDR may be considered if the childhood memories remain highly charged and continue to drive the
reaction.

The point is integration. EMDR works best in addiction treatment when it is coordinated with the rest of care
rather than treated as a separate track.

What a person should expect before EMDR begins
Before EMDR begins, a clinician should assess the person’s history, current symptoms, substance use patterns,
level of stability, coping skills, and treatment goals. In addiction settings, this assessment has to include recent
use, withdrawal risk, cravings, medication status, mental health symptoms, and safety concerns. The therapist also
needs to explain the process clearly so the person understands what EMDR is and what it is not.

A person should not feel rushed into trauma work. Consent matters. Readiness matters. Some clients are eager to
“get it over with,” especially if they have carried painful memories for years. Others are fearful and need time.
Both reactions are understandable. A professional approach respects the pace of the client while still maintaining
clinical direction.

The preparation phase often includes learning grounding skills. Grounding helps a person reconnect with the
present when distressing material starts to feel too close. This may involve noticing the room, slowing the breath,
naming current safety cues, or using sensory anchors. In addiction treatment, grounding skills also support
relapse prevention because cravings and trauma activation can overlap. A person who can identify “this is a
trauma response” or “this is a craving wave” has a better chance of choosing a recovery-oriented response.

Therapists may also work with the client to identify target memories. These could be specific traumatic events,
repeated painful experiences, or memories connected to drug use. Some people have memories of overdose,
violence, exploitation, or loss that are directly tied to their substance use. Others have earlier experiences that
made drug use feel necessary as a form of escape. The clinician’s role is to select targets carefully and sequence
the work in a way the client can tolerate.

The clinical safeguards matter
EMDR should be provided by appropriately trained professionals. In substance use disorder treatment, provider
certification and oversight also matter. Ohio treatment providers that deliver substance use disorder treatment
must be certified by the Ohio Department of Mental Health and Addiction Services under state law. Certification
alone does not tell a person which therapy is best for them, but it does speak to the importance of regulated
treatment environments.

There are practical safeguards that experienced clinicians take seriously. They monitor whether the person can
stay within a workable range of emotional activation. They pause when distress becomes too high. They help the
client return to the present before ending a session. They coordinate with the broader treatment team when
medication, safety planning, or level-of-care decisions are involved. They also recognize that substance use can
alter clinical risk quickly. A person who was stable last week may need a different plan after a relapse, medication
change, or major life event.

For people in drug addiction treatment, privacy and trust are also central. Trauma work requires a strong
therapeutic alliance. Clients need to know that they will not be judged for what happened to them or for how
they coped. Many people carry shame not only about the trauma itself, but also about the drug use that



followed. A skilled therapist does not frame substance use as a moral failure. They help the person understand
function, consequence, responsibility, and recovery without humiliation.

The role of medication monitoring and safe prescribing
Drug addiction treatment does not happen in a vacuum. Many people entering care have histories with
prescribed medications, illicit substances, or both. Safe prescribing and monitoring can be part of a responsible
treatment system.

Ohio’s OARRS drug-monitoring system is the statewide electronic database for controlled-substance dispensing
information. It is used to support safe prescribing and connect people at risk of substance use disorder to
resources. In the context of addiction treatment, this kind of system can help clinicians and prescribers make
more informed decisions, especially when controlled substances are involved.

This matters when EMDR is part of care because trauma symptoms, sleep problems, anxiety, pain, and cravings
can all influence medication discussions. A client may ask for medication to manage distress that emerges during
therapy. Another may have a history of misusing prescribed substances. A careful treatment team weighs
symptom relief, safety, relapse risk, and recovery goals. EMDR may reduce some trauma-related distress over
time, but it is not an immediate substitute for medical care, psychiatric evaluation, or appropriate medication
when those are indicated.

Residential, outpatient, and the space between
The setting where EMDR occurs can shape how it is used. In residential treatment, clients often have more
structure and support around them. They may have access to individual therapy, groups, medication services,
wellness activities, and staff support during difficult moments. That can make it easier to begin deeper work for
some clients, provided they are stable enough.

Residential settings also have limits. Length of stay may not allow for extensive trauma processing. Some clients
need most of their residential episode for detoxification, stabilization, and learning basic recovery skills. Starting
EMDR too late in a short stay may open material that cannot be adequately contained before discharge. A
thoughtful clinician considers continuity. If EMDR begins in residential care, there should be attention to what
happens next.

Outpatient treatment offers a different rhythm. A person returns to daily life between sessions, which can be both
helpful and challenging. They can practice skills in real situations, but they also face triggers more directly. EMDR
in outpatient care may proceed over a longer period, allowing time to integrate work gradually. The risk is that
the person may have less immediate support after intense sessions unless the treatment plan includes adequate
structure.

Intensive outpatient services can sit between these two levels. They may offer more contact than standard
outpatient care while allowing the person to live at home or in a recovery-oriented setting. For some clients, this
balance supports trauma work well. For others, residential care or a higher level of support may be necessary first.

Holistic supports can help, but they do not replace therapy
Recreate Ohio states that its facility may provide holistic supports such as yoga and mindfulness, art therapy,
adventure therapy, equine therapy, Reiki, acupuncture, chiropractic care, fitness and wellness activities, and
nutrition education. These services can support recovery in meaningful ways when integrated responsibly. Many
people in early recovery are learning how to inhabit their bodies again, tolerate quiet, manage stress, and



experience pleasure without substances. Movement, creative expression, nutrition, and mindfulness practices can
help rebuild that capacity.

Still, it is important to keep categories clear. Holistic supports are not the same as EMDR. They are not substitutes
for detoxification, medication-assisted treatment, licensed therapy, or psychiatric care. Their value often lies in
supporting regulation, engagement, and daily recovery habits. A client who practices mindfulness may become
better able to notice the first signs of activation. A client who participates in fitness or wellness activities may
begin sleeping better and feeling more physically grounded. A client who engages in art therapy may find
language for emotions they have avoided for years.

These gains can make clinical therapy more effective. They can also give clients non-drug ways to manage
distress between sessions. In real treatment settings, that practical carryover matters.

Questions families often have about EMDR and addiction
Families are often relieved to hear that trauma is being addressed, but they may also worry. They may ask
whether talking about the past will make drug use worse. They may wonder why treatment is not focused entirely
on abstinence. They may feel frustrated if their loved one seems to be spending time on painful memories rather
than making immediate life repairs.

Those concerns deserve a respectful answer. Addiction treatment does need to focus on stopping harmful
substance use, improving safety, and building recovery behaviors. At the same time, unresolved trauma can
interfere with all of those goals. If a person repeatedly uses drugs to escape intrusive memories or overwhelming
shame, then trauma treatment may be directly relevant to relapse prevention.

Families also need to understand that EMDR is not about blaming relatives or excusing behavior. A person
remains responsible for recovery actions, honesty, repair, and participation in treatment. Trauma-informed care
does not remove accountability. It gives the treatment team a more accurate picture of what drives the addiction
cycle and what support the person may need to change it.

Family and couples therapy, when appropriate, can help loved ones communicate about these issues without
turning every conversation into accusation or defense. Recreate Ohio describes family and couples therapy
among the services that may be included in treatment. In addiction care, that can be important because recovery
unfolds in relationships, not just inside therapy rooms.



A careful way to evaluate whether EMDR belongs in a treatment plan
A person considering EMDR as part of drug addiction treatment should look less for dramatic promises and more
for clinical fit. The most useful questions are practical and specific.

1. Is the person medically and emotionally stable enough for trauma processing at this stage of care?

2. Is EMDR being offered by a trained clinician within a broader addiction treatment plan?

3. Are relapse prevention, coping skills, and safety planning already in place?

4. How will the treatment team coordinate EMDR with medication-assisted treatment, group therapy, or other
services?

5. What support will be available after difficult sessions or after discharge?

These questions help keep expectations realistic. EMDR can be powerful for some people, but addiction recovery
usually requires sustained care, structure, and support. A single therapy method cannot carry the whole weight of
treatment.

The risk of overselling EMDR
One of the mistakes sometimes made in behavioral health marketing is presenting a therapy as the missing
answer. EMDR is vulnerable to that kind of overselling because it is distinctive, structured, and associated with
trauma recovery. But responsible addiction treatment avoids simple claims.

Some clients respond well to EMDR. Others need more preparation. Some may benefit more immediately from
CBT, DBT skills, medication-assisted treatment, peer support, or family work. Some may not be ready to touch
trauma memories until they have months of sobriety and a stable living environment. Others may need trauma
work earlier because their symptoms are so closely tied to cravings and relapse.

There are also people whose trauma history is complex, fragmented, or connected to ongoing unsafe
circumstances. If someone is returning to an environment where violence, exploitation, or active drug use is still
present, trauma processing alone is not enough. Safety planning, housing, peer support, and appropriate level-
of-care decisions become central. Ohio’s continuum of care framework recognizes this broader need by including
services such as recovery housing and multiple pathways to recovery.

The best use of EMDR is neither dismissive nor promotional. It is measured. It asks, “What is keeping this person
stuck, and what intervention fits right now?”

What progress can look like
Progress in EMDR and addiction treatment is not always dramatic from the outside. A person may not have a
single breakthrough moment. Instead, change may show up in quieter ways.

A client who used to leave treatment emotionally flooded after discussing a painful memory may begin staying
present. Someone who always craved drugs after family conflict may notice the craving sooner and use a coping
skill before calling a dealer or returning to old contacts. A person who believed “I deserved what happened” may
begin to question that belief. Another may sleep through the night for the first time in weeks after processing a
memory that had been replaying in dreams.

These changes do not eliminate the need for recovery work. The person still needs structure, honesty, relapse
prevention, community, and often ongoing therapy. But when trauma loses some of its grip, recovery can feel
less like constant combat. The person may have more room to choose.



EMDR in a professional addiction treatment environment
For someone seeking help near Columbus, Recreate Behavioral Health of Ohio in Gahanna describes services that
include detox, residential or inpatient rehab, outpatient treatment, and primary mental health services in a
residential setting. The organization also states that treatment may include CBT, DBT, EMDR, medication-assisted
treatment, individual therapy, group therapy, family therapy, and couples therapy, along with holistic supports.

That range is relevant because EMDR should be viewed as part of coordinated care. A person with drug addiction
may need detox before therapy can begin in earnest. They may need medication-assisted treatment to manage
cravings. They may need group support to reduce isolation. They may need family therapy to repair
communication. They may need outpatient follow-up after residential treatment. EMDR may be one meaningful
component within that larger treating addiction medically plan when trauma or distressing memories are
contributing to the addiction cycle.

The professional standard is not to fit every client into EMDR. It is to assess each person carefully and build a plan
that reflects their needs, risks, strengths, and stage of recovery.

A balanced view of healing and recovery
Drug addiction treatment works best when it treats the whole person without losing sight of the substance use
disorder. Trauma matters. Mental health matters. Physical stabilization matters. Family systems, peer support,
housing, medication, and daily habits matter too. EMDR can help address some of the deeper emotional material
that fuels cravings and relapse, but it is most useful when embedded in a comprehensive treatment approach.

For many people, the path into recovery begins with immediate needs: stop the withdrawal, get through the first
nights, reduce the chaos, show up for the next session. Over time, the work becomes more layered. The person
begins to ask why certain feelings are unbearable, why certain relationships trigger panic or rage, why shame
feels so familiar, and why drugs once seemed like the only reliable relief.

EMDR may help answer those questions at the level of memory and nervous system, not just insight. When used
with care, it can support the larger goal of addiction treatment: helping a person build a life where recovery is not
only possible, but sustainable.

https://www.recreateohio.com/

