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Abstract

Introduction: The aim of this study was to investigate the prevalence of traumatic experiences
and symptoms of posttraumatic stress disorder (PTSD) in treatment-seeking individuals with
ongoing substance use disorder (SUD) compared to individuals who have recovered from SUD.
Methods: Patients with SUD recruited from the STAYER study (N = | 14) underwent an exam-
ination of alcohol and drug use, childhood trauma, negative life events and PTSD symptomatology.
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In this study, only participants with 12-month concurrent polysubstance use was included. Using
historical data from the STAYER study, alcohol and drug trajectories were dichotomised as (1)
current SUD (current SUD) or (2) recovered from substance use disorder (recovered SUD).
Crosstabs and chi-tests were used to measure differences between groups. Results:
Childhood maltreatment, traumatic experiences later in life and symptoms of concurrent PTSD
were highly prevalent in the study population. We found no significant difference between the
current and recovered SUD groups. Recovered women reported a lower prevalence of physical
neglect (p =0.031), but a higher prevalence of multiple lifetime traumas (p =0.019) compared to
women with current SUD. Both women with current SUD and recovered women reported a sig-
nificantly higher prevalence of sexual aggression than men (p < 0.001 and p < 0.001, respectively).
In addition, men who have recovered from SUD reported a lower prevalence of PTSD symptoms
over cut-off 38 (b =0.017), of re-experiencing (p = 0.036) and of avoidance (p =0.015), compared
to recovered women. Conclusion: Reported trauma did not differ between persons with current
SUD and those who had recovered from SUD. Gender differences discovered in this study indi-
cate the importance of developing individualised and gender-specific treatment models for

comorbid PTSD/SUD.
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Traumatic experiences are well-known risk
factors for substance use disorders (SUD)
(Heffernan et al., 2000; Kendler et al., 2000).
Although the potential causal nature of this rela-
tionship is debated, previous studies indicate
that the negative impacts of childhood trauma
can reduce the ability to cope later in life, and
increase various high-risk behaviours, such as
drug use (Kerr et al., 2009; Ompad et al,
2005; Stoltz et al., 2007). The comorbidity
between SUD and posttraumatic stress disorder
(PTSD) after traumatic experiences is reported
to be common (Brady et al, 2004;
Guomundsdottir, 2018), with prevalence esti-
mated in the range of 25%-49% in different
studies (Bonin et al., 2000; Driessen et al.,
2008; Gielen et al., 2012). The comorbidity esti-
mates are three times higher than in the general
population and are most prevalent in people
with dependence to illicit drugs, compared to
alcohol (Driessen et al., 2008).

Despite the substantial body of literature on
the prevalence of traumatic experiences and
PTSD among individuals who suffer from
SUD (Zhang et al., 2020), less is known about

possible differences in the prevalence of trau-
matic experiences and PTSD symptoms
between individuals with current SUD and
those who recover from SUD. Since comorbid
PTSD/SUD is associated with adverse treatment
outcomes (Driessen et al., 2008; McCauley
et al., 2012), one could expect that long-term
outcomes from SUD treatment is associated
with lower prevalence of traumatic experiences,
as well as a lower prevalence of PTSD symp-
toms. Due to the variable nature of traumatic
experiences, differences in the timing of
trauma exposure, type of trauma and associated
symptoms might also contribute significantly to
the long-term outcomes. Thus, further studies
are needed to provide clinical guidelines and
aid the development of individualised treatment
schedules for patients with SUD.

Traumatic experiences involving a betrayal of
trust (such as childhood abuse perpetrated by an
adult who is close to the victim) may lead to a set
of outcomes that differ in kind from traumas that
do not involve betrayal (Freyd, 1996). Life threat
predicts symptoms of anxiety and hyper-arousal,
while social betrayal predicts symptoms of
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dissociation, emotional numbness and depres-
sion, and future constricted or abusive relation-
ships (Freyd, 1999). High levels of both life
threat and social betrayal characterise the most
severe traumatic events; with both aspects
present, both classes of symptoms can co-occur
(Freyd, 2001; Goldberg & Freyd, 2006). These
differences might be important for both clini-
cians and patients, and will be instrumental in
establishing a case formulation, treatment sched-
ule and timing of interventions for the individual
patient. For example, patients with anxiety- and
hyper-arousal-dominated PTSD  symptoms
could benefit more from exposure-based techni-
ques, while patients with symptoms of emotional
numbness, depression and a tendency to repeat a
pattern of being involved in abusive relation-
ships might need a different approach. In add-
ition, the timing and expected long-term
outcomes for SUD-specific interventions are
currently unknown. Thus, the lack of empirical
data on types of trauma, PTSD symptom clusters
and long-term outcomes hinder the development
of more refined treatment approaches for patients
with SUDs.

Gender differences in trauma symptoms high-
light the clinical relevance of differentiating
between types of traumatic experiences and
PTSD symptoms. In the general population,
men are most at risk of traumatic experiences,
while PTSD symptoms are over-represented
among women (Breslau, 2002). Previous
studies have argued that women more frequently
are exposed to traumatic events perpetrated by
someone close to them, while men report
having experienced traumatic events perpetrated
by someone not close (Brosky & Lally, 2004;
Goldberg & Freyd, 2006). Thus, the risk of
developing different symptom clusters is differ-
ent for women and men in the general population
(Breslau, 2002). In the SUD population, the risk
of traumatic experiences is elevated, but there is
a general lack of data on the differences in trau-
matic experiences and PTSD symptoms between
male and female patients (Breslau, 2002).

While trauma and PTSD symptoms have
been investigated in several SUD samples,

data from samples with a history of polysub-
stance use are generally lacking. Poly-SUD is
a part of a pattern of problematic substance
use and refers to a patient using multiple sub-
stances, and meeting the SUD criteria for
some, but not necessarily all of them (Hetland
et al., 2021). Polysubstance use is common
among drug users worldwide, and the majority
of patients with SUD report polysubstance use
(Hiebler-Ragger & Unterrainer, 2019). Data
from a Finnish registry-based study report that
90% of treatment-seeking individuals with
SUD use an average of 3.5 substances, includ-
ing polysubstance use both simultaneously
and concurrently (Onyeka et al., 2012). A
high prevalence of polysubstance use is particu-
larly concerning as it can negatively affect treat-
ment outcomes and severity of substance use
disorders. SUD negatively affects mental, cog-
nitive and physical health and can consequently
lead to increased risk behaviour (e.g., violence,
overdose) (Crummy et al., 2020). Compared to
mono-SUD patients, polysubstance users have
more depressive and suicidal symptoms at treat-
ment admission than single-substance users,
and more social anxiety symptoms than
alcohol-only users (Burdzovic Andreas et al.,
2015). Lastly, Gjersing and Bretteville-Jensen
(2018) demonstrated that polysubstance use
has a 10-fold increase in mortality risk when
compared to the general population.

The aim of this study was to investigate the
prevalence of different traumatic experiences,
and symptoms of PTSD, in individuals with
ongoing SUD compared to individuals who
have recovered from drug use. Furthermore,
the study investigates possible gender differ-
ences in the prevalence of different traumatic
experiences, and PTSD symptoms, among
current versus recovered users.

Methods

Participants and study design

This study is based on data from the Stavanger
project on addiction and recovery: the STAYER
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study (Hagen et al., 2016), a prospective, longi-
tudinal cohort study on cognitive, psycho-
logical and social recovery processes related
to changes in substance use among people
with SUD in Rogaland, Norway, initiated in
2012. The STAYER study recruited patients
from inpatient treatment facilities, outpatient
treatment facilities and private treatment facil-
ities in the Stavanger University Hospital catch-
ment area. All participants fulfil the criteria for a
diagnosis of Flx.1 (harmful use) or Flx.2
(dependency syndrome), as defined by the
ICD-10 (World Health Organization, 1992).
As in former STAYER studies (Erga et al,,
2021), polysubstance users were defined as
patients with SUD who reported use of multiple
substances within the last year before inclusion.
The inclusion criteria in this sub-study were: (1)
a signed written informed consent; (2) meeting
the diagnostic criteria for SUD as described
above; (3) polysubstance use defined as “con-
current use of multiple drugs or alcohol the
last year”; (4) participant initiating a course of
treatment within the substance abuse treatment
services; and (5) aged 16 years or older.

A total of 208 participants were recruited to the
STAYER study at baseline. In 2018, consenting
participants provided additional data used in this
sub-study. Out of the 208 participants at baseline,
eight are dead, eight have dependences other than
substance use, another 17 are excluded due to not
fulfilling the criteria of poly-SUD as defined
above, 13 did not want to participate in this sub-
study and 48 have dropped out on earlier measure-
ment points for other reasons (e.g., no contact orno
wish to continue their participation in the study). A
total of 114 participants consented to provide the
additional data used in this sub-study during
their four- to eight-year follow-up visit, between
November 2018 and November 2020. Due to
missing responses on single items and subsequent
exclusion in analyses, the final total of participants
equals 106. For the same reason, in specific ana-
lyses n is lower; see Table 1 for descriptions.
This project was approved by the Regional
Ethical Committee (REK 2011/1877 and REK
2018/1528) and conducted according to its

guidelines and those of the Helsinki Declaration
(1975). All participants gave their informed
written consent.

Measurements

Current polysubstance use disorder (CUR)
versus recovered from polysubstance use dis-
order (REC)

CUR versus REC were measured by the Drug
Use Disorders Identification Test (DUDIT- C)
(Berman et al., 2005) and the Alcohol Use
Disorders Identification Test (AUDIT-C) (Bush
et al.,, 1998). In line with previous studies on
the same study population (Erga et al., 2021),
DUDIT-C score >1 was used as a definition of
CUR, while DUDIT-C = 0 was defined as recov-
ered from substance use. For AUDIT-C, a score
of >5 defined problematic alcohol use. This
higher cut-off score has previously been used
to identify unhealthy alcohol use in at-risk popu-
lations (Erga et al., 2021; Rubinsky et al., 2013).
In this study, subsequently, <4 was defined as
recovered from problematic alcohol use. In the
final analyses in this study, we used the dichoto-
mised variable, CUR=DUDIT-C >1 or
AUDIT-C >5, and REC=DUDIT-C 0 and
AUDIT-C <4. Recovered users have all been
defined as current users at baseline.

The Childhood Trauma Questionnaire —
Short Form (CTQ-SF)

The CTQ-SF is the most commonly used
screening tool to retrospectively assess child-
hood abuse in medical research (Thombs
et al., 2007). It consists of 28 items that are
scored on a S5-point Likert scale from “never
true” to “very often true”. It is used in both clin-
ical and community populations and has evi-
dence for validity in populations with SUD
(Bernstein et al., 2003; Thombs et al., 2007).
The CTQ-SF measures five different dimen-
sions of childhood trauma: physical, emotional
and sexual abuse, and physical and emotional
neglect. Previous studies indicate that all
dimensions are associated with an increased
risk of SUDs (Afifi et al., 2012; Dube et al.,
2003; Kerr et al.,, 2009; Schnieders et al.,
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Table I. Trauma and PTSD symptoms in recovered versus current users (n= 06).

Whole sample C-SubD R-SUD
(n=106) (n=>55) (n=51)
n Mean (SD) n Mean (SD) n Mean (SD)
Demographic factors
Age, years 106 35 (7.2) 55 34 (7.8) 51 35 (6.7)
Women 106 349 55 345 51 353
Age of first substance use, years 106 13.0 (2.3) (2.3) 55 12.6 (2.2) 51 13.4 (2.3)
Born in Norway 106 94.3 55 94.5 51 94.1
Stable living conditions 106 61.3 55 69.1 51 529
Stable income 106 623 55 61.8 51 62.7
CTQ-SF
Any childhood trauma 94 723 49 796 45 64.4
Multiple childhood traumas 94 52.1 49 59.2 45 44.4
Physical abuse 98 30.6 52 385 46 217
Sexual abuse 98 245 52 269 46 217
Emotional abuse 98 49.0 52 558 46 413
Physical neglect 96 53.1 50 620 46 435
Emotional neglect 96 36.5 51 412 45 311
LEC-5
Any lifetime trauma 90 94.4 47 93.6 43 953
Multiple lifetime traumas 90 86.7 47 83.0 43 90.7
Natural disaster 98 4.1 52 38 46 4.3
Accidents 98 67.3 51 68.6 47  66.0
Physical aggressions 99 737 52 76.9 47 70.2
Sexual aggressions 99 45.5 52 423 47 489
War-related trauma 99 0 52 0 47 0
Exposure to injury, illness, death 98 77.6 51 74.5 47 809
Others 92 66.3 48 604 44 727
Both childhood and lifetime trauma 85 70.6 44 750 41 65.9
PCL-5%
Score over 38 8l 247 42 238 39 25.6
Re-experiencing 8l 60.5 42 548 39 66.7
Avoidance 82 50.0 43 51.2 39 487
Negative alterations 82 59.8 43 58.1 39 61.5
Hyper-arousal 82 51.2 43 535 39 48.7

Note. Values are given as % unless otherwise indicated. PTSD = posttraumatic stress disorder; SD = standard deviation.

"Measured on participants with experience of trauma.
*p<.05, F p<.0l, *¥* p<.001.

2006). The CTQ-SF includes a minimisation/
denial validity scale that was developed to
detect the underreporting of maltreatment
(Bernstein et al., 1998). In this study, we used
the five dimensions, and the dichotomous clin-
ical cut-off scores that differentiate between

the presence or absence of significant abuse or
neglect (Bevilacqua et al., 2012; Erfanian,
2018; Walker et al., 1999). The cut-off scores
were 8 or higher for physical abuse, physical
neglect and sexual abuse, 10 or higher for emo-
tional abuse and 15 or higher for emotional
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neglect (Bevilacqua et al., 2012; Erfanian,
2018; Walker et al., 1999).

Life Event Checklist (LEC-5)

The LEC-5 is a measurement tool of lifetime
exposure to traumatic events. The LEC-5
screens for 17 potentially traumatic events in
the respondent’s lifetime, clustered in seven
types: (1) natural disasters; (2) accidents; (3)
physical aggressions; (4) sexual aggressions;
(5) war-related trauma; (6) exposure to illness,
injury or death; and (7) exposure to any other
very stressful event (Weathers et al., 2013).
Responses are on a 6-point nominal scale (“hap-
pened to me”, “witnessed it”, “learned about it”,
“part of my job”, “not sure”, “doesn’t apply”).
To avoid a Type I error and since, in this
study, we are interested in measuring first-hand
experience of traumatic events, answers were
dichotomised in the following way: “happened
to me” =1, “all others” =0.

The PTSD Checklist (PCL-5)

The PCL-5 consists of 20 items, each meas-
uring one symptom of PTSD, grouped into four
symptom clusters: (1) re-experiencing; (2)
avoidance; (3) negative alterations of cognition
and mood; and (4) hyper-arousal (Sveen et al.,
2016). Responses are on a 5-point Likert scale
(“not at all”’=0, “a little bit”=1, “moder-
ately” =2, “quite a bit” =3, “extremely” =4).
Recommended total cut-off scores vary
between different studies, in the range of 28—
50 (Bondjers et al., 2020; Forbes et al., 2001).
Newly published studies investigated a lower
cut-off of 29-33 among a general population
(Bondjers et al., 2020); however, higher (37 or
above), in a population where it was expected
to find PTSD, or for detecting probable cases
of PTSD in non-clinical settings, such as
survey research, when a follow-up assessment
was not possible (Bondjers et al., 2020). To
avoid false-positive responses, we used a
cut-off score of 38, which has been used in clin-
ical and non-clinical settings to detect probable
cases of PTSD among populations where we
expect to find a high prevalence of PTSD
(Sveen et al., 2016; Weathers et al., 2013).
This was the cut-off recommended by the

National Center for PTSD at the time when
the data of this study were collected and ana-
lysed. Further, there is no validated cut-off of
the four symptom clusters; however, in clinical
use mean scores (range of 0—4) of each subscale
are used. We dichotomised each subscale at a
mean score of 2, which is equivalent to
symptom severity reported being “moderately”
and above.

Statistical analyses

Statistical analyses were conducted using the
Statistical Package for the Social Sciences
(SPSS) version 26.0. As all variables were dichot-
omised, chi-square tests were conducted to
measure significant differences between groups.
To measure differences between current and
recovered users within gender, chi-square tests
were conducted separately for each gender (sig-
nificant differences are presented in bold in
Table 2). To measure gender differences within
the current and recovered user groups, chi-square
tests were conducted for each group of current
and recovered users (significant differences are
presented in a separate column marked “p” in
Table 2). Measurements of PTSD symptoms are
made for participants with experience of trauma.

Results

Demographic data are summarised in Table 1.
Overall, childhood and lifetime trauma were
highly prevalent in the study population, and
was evident in 72.3% and 94.4%, respectively.
For a detailed description of prevalence of
CTQ-SF, LEC-5 and PCL-5 in the whole
sample, see Table 1.

Trauma and PTSD symptoms in recovered
versus current users

A total of 55 (51.9%) participants were cate-
gorised as current SUD at the time of assess-
ment, while 51 (48.1%) were categorised as
recovered SUD. Childhood trauma and lifetime
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Table 2. Gender differences in trauma and PTSD symptoms in recovered versus current SUD users

(n=106).

Current SUD

Recovered from SUD

Men Women p° Men Women p
Demographic factors
Age, years 36 (8.2) 32 (6.5) 36 (7.4) 33 (4.2)
Age of first substance use, years 12.4 (2.3) 13 (1.9) 13 (2.6) 14 (1.4)
Born in Norway 91.7 100 93.9 94.4
Stable living condition 75.0% 57.9 45.5% 66.7
Stable income 722 42.1 * 63.6 61.1
CTQ-SF
Any childhood trauma 733 89.5 60.7 70.6
Multiple childhood traumas 50.0 73.7 357 58.8
Physical abuse 424 31.6 25.0 16.7
Sexual abuse 21.2 36.8 17.9 27.8
Emotional abuse 51.5 63.2 35.7 50.0
Physical neglect 51.6 78.9% 429 44.4%
Emotional neglect 31.3 57.9 25.0 41.2
LEC-5
Any lifetime trauma 96.7 88.2 92.6 100
Multiple lifetime traumas 90.0 70.6* 852 100%*
Natural disaster 6.1 0.0 0.0 11.8
Accidents 72.7 6l.1 65.5 66.7
Physical aggressions 81.8 68.4 759 61.1
Sexual aggressions 21.2 78.9 ok 27.6 833 ok
War-related trauma 0.0 0.0 0.0 0.0
Exposure to injury, illness, death 8l1.3 63.2 79.3 83.3
Others 63.3 55.6 66.7 82.4
Both childhood and lifetime trauma 704 824 61.5 733
PCL-5%
Score over 38 222 26.7 12.5 46.7
Re-experiencing 51.9 60.0 542 86.7
Avoidance 44.4 62.5 333 733
Negative alterations 51.9 68.8 50.0 80.0
Hyper-arousal 48.1 62.5 41.7 60.0

Note. Values are given as % unless otherwise indicated. Significant differences between groups within gender are presented in
bold. PTSD = posttraumatic stress disorder; SD = standard deviation; SUD = substance use disorder.
Measured on participants with experience of trauma. ®Significant differences between gender within groups.

*p<0.05, ¥ p<0.01, ** p <0.001.

trauma were prevalent for both groups, with fre-
quency estimates of childhood trauma above
64% and the frequency of lifetime trauma
above 93% for both groups. There were no sig-
nificant differences between the groups (p=
0.229 and p=0.631, respectively) (see

Table 1 for a detailed presentation of the fre-
quency of trauma in these groups). PTSD symp-
toms were observed in 23.8% and 25.6% of
participants with current and recovered SUD,
respectively. For a detailed description of
prevalence of traumatic experiences and
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concurrent PTSD symptoms among people with
current compared to recovered SUD, see
Table 1.

Gender differences

For an overview of gender differences in demo-
graphic variables, prevalence of childhood
trauma, lifetime trauma and symptoms of con-
current PTSD in current versus recovered
SUD groups, see Table 2 and Figures 1-3.

Between-group analysis among male partici-
pants demonstrated a significant difference
between participants with current SUD and
recovered SUD on the variable “Stable living
condition” (45.5% vs. 75.0%, p=0.012).
Between-group analysis among female partici-
pants demonstrated no demographic differ-
ences, but a lower prevalence of physical
neglect (44.4% vs. 78.9%, p=0.031) and a
higher prevalence of multiple lifetime traumas
(100% vs. 70.6%, p=0.019) among the recov-
ered SUD group, when compared to women in
the current SUD group.

Regarding gender differences within the two
groups—current versus recovered SUD—
female current participants reported a signifi-
cantly lower prevalence of stable income than
male participants (42.1% vs. 72.2%, p=
0.029), and a significantly higher prevalence
of lifetime traumatic experience of sexual
aggression than men (78.9% vs. 21.2%, p<
0.001). In the recovered SUD group, women
reported a significantly higher prevalence of
sexual aggressions than men (83.3 vs. 27.6%,
»<0.001). In addition, recovered SUD women
reported a higher prevalence of PTSD symp-
toms over the cut-off of 38 (46.7% vs. 12.5%,
p=0.017), of re-experiencing (86.7 vs.
54.2%, p=0.036) and of avoidance (73.3%
vs. 33.3%, p=0.015).

Discussion

The aim of this study was to investigate the
prevalence of traumatic experiences and con-
current PTSD symptoms among people with
SUD compared to people who have recovered

from SUD, with a special focus on gender dif-
ferences. We found no significant differences
between current and recovered users in preva-
lence of childhood traumas, traumatic experi-
ences later in life or current PTSD symptoms.
However, when investigating gender differ-
ences between the groups, we found that
women with recovered SUD reported a lower
prevalence of the childhood trauma physical
neglect and a higher prevalence of multiple life-
time traumas than women with current SUD.
Women in both the current and recovered
SUD groups reported a significantly higher
prevalence of having experienced sexual
aggression than men. Within recovered SUD
group, women reported a higher prevalence
than men of the PTSD symptom clusters
re-experiencing and avoidance, as well as
scores over the cut-off indicating PTSD.

We know that childhood trauma increases
the risk of mental illness in general (Afifi &
Asmundson, 2020) and of substance abuse in
particular (Gielen et al., 2012). This is in line
with the results of this study. Childhood
trauma was evident in a larger percentage of
this study population (72.3%) than in the
meta-analysis by Zhang et al. (Zhang et al.,
2020). This could be explained by the fact
that our study population experience, or have
experienced, SUD, compared to other studies
often including alcohol use disorder (AUD),
since the prevalence of traumatic experiences
is reported to be higher among people with
SUD compared to AUD (Driessen et al., 2008).

The prevalence of lifetime trauma is also
high (94.4%) in our study population, which
could be explained by the high-risk lifestyle
where people with SUDs place themselves in
dangerous situations which leads to increased
exposure to trauma (Jacobsen et al., 2001). It
can also be explained by a trauma trajectory,
where childhood trauma increases the risk of
traumatic experiences later in life (Maschi
et al.,, 2013).

Even though childhood trauma and traumatic
experiences predict polysubstance abuse, the
results of this study do not indicate that severity
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or number of traumas predict recovery from poly-  symptoms. For women, multiple lifetime

substance abuse. We found no differences
between the current and recovered SUD groups
regarding traumatic experiences and PTSD

traumas were significantly more common among
the recovered SUD group. This indicate that type
of, as well as number of, traumatic experiences
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Figure 3. Prevalence of posttraumatic stress disorder symptom clusters (n=106).

seem not to be an obstacle when identifying factors
associated with a recovery process. This contra-
dicts previous research indicating that traumatic
experiences or comorbidity with PTSD lead to
less improvement during treatment (Driessen
et al., 2008; McCauley et al., 2012; Norman
et al., 2007). This could be explained by the fact
that other factors, such as different types of
coping strategies, might be of more importance
in treatment.

Our results are in line with previous research
arguing that all sub-categories of childhood
traumas are associated with current SUD (Afifi
et al.,, 2012; Dube et al., 2003; Kerr et al.,
2009; Schnieders et al., 2006). However, phys-
ical neglect being reported at a significantly
lower rate among recovered women compared
to current is a new finding. Physical neglect is
defined as the failure or inability to provide
necessary care for a child (for reasons other
than poverty), e.g., failure to provide necessary
food, clothing and shelter, or inappropriate or
lack of supervision. Studies show that child-
hood physical neglect is associated with long-

term consequences of lower mental health
outcome, e.g., higher levels of anxiety and
depression and lower levels of self-esteem as
well as having a hard time feeling secure in a
relationship, and of becoming independent as
an adult, both physically and emotionally
(Widom et al., 2018). Further research needs
to study these associations and possible expla-
nations. However, our findings imply that
women with SUD and experience of physical
neglect have a worse prognosis for recovery.
When investigating gender differences within
the groups, both current and recovered users
report a higher prevalence of experiences of
sexual aggression among women than among
men. This is in line with previous research
(Najdowski & Ullman, 2009) and could be a
result of women in general being at higher risk
of sexual assault, or be explained by the high-risk
lifestyle of many women with SUD (Brady et al.,
2004). It could also be explained by the fact that
social betrayal predicts both emotional numbness
and repeating of the pattern of being involved in
constricted or abusive relationships (Freyd, 1999).
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Apart from sexual aggression, there were no

other significant differences between the
genders among the current SUD group.
Among the recovered SUD individuals,

however, women reported symptoms above
the cut-off indicating PTSD, as well as above
the cut-off of the sub-clusters re-experiencing
and avoidance. Repressive coping, which
means avoiding unpleasant thoughts, emotions
and memories, has been associated with resili-
ence in some groups. A study of women with
a history of sexual abuse showed that indivi-
duals with repressive coping were better
adjusted (less withdrawn, anxious or depressed)
than other survivors (Bonanno et al., 2003).
These findings indicate that gender and type
of background experiences may lead to one
combination of protective factors, while other
combinations might be more protective for
other individuals. This heterogeneous and
multidimensional approach needs to be further
explored and systematised in future research.

Strengths and limitations

The major strength of the study is that the parti-
cipants provide a representative sample of a
treatment-seeking population with SUD. The
study does have several limitations, including
data being gathered 4-8 years after baseline
inclusion in the STAYER study. Attrition may
have an impact on the frequency estimates of
childhood and lifetime trauma, and the fre-
quency of PTSD symptoms. Since we have
not corrected the p value for multiple testing,
the statistical power is low. With a correction,
p=0.0009 would have given statistical signifi-
cance. The categorisation of recovered versus
current SUD is based on self-reported measures
and not objective measures such as urine, blood
or hair samples. Although the objective data on
substance use are considered superior to self-
reported data, self-reported measures are con-
sidered valid and reliable in the clinical
follow-up of patients with SUD (Secades-Villa
& Fernandez-Hermida, 2003). The use of
mean scores of the four symptom clusters of

PCL-5 is common in clinical settings but is
questioned in this population where a higher
cut-off could be discussed and investigated.

Both men and women tend to underreport
abusive experiences (Hardt & Rutter, 2004).
Previous studies have shown that men are less
likely than women to characterise themselves
as survivors of abuse, even when there is evi-
dence of a history of abusive experiences
(Thombs et al., 2006; Widom & Morris, 1997).
Despite this tendency, we saw a high reported
prevalence of abusive experiences among men.
This could be due to the data being collected
in a personal interview by research assistants
that knew the participants well and had followed
them up since the start of the study in 2012. The
discussion on possible explanations and implica-
tions of findings as the significantly higher
prevalence of PTSD symptoms among recov-
ered women can only be speculative and left
for future research to explore further.

Conclusion

Childhood trauma and traumatic experiences
later in life are highly prevalent both among
the recovered and current SUD groups, and
among participants with SUD who have
entered treatment. Future research should inves-
tigate moderating or mediating factors relevant
to the recovery process. Such factors could be,
for example, different types of coping strat-
egies, and subsequent different needs of focus
in treatment. Gender differences are discovered
in this study. In women, having experienced
multiple lifetime traumas was significantly
more common among recovered compared to
women with current SUD. For the recovered
SUD group, PTSD symptoms were signifi-
cantly more prevalent among women than
among men. This indicates the importance of
developing individualised and gender-specific
treatment models for comorbid PTSD/SUD.
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