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PARTI I 

Introductio n n 





1 1 

Generall  Introductio n 

1.11 Background issues 

Thiss chapter describes the contextual information relevant to the central theme of this thesis: 

Iss childhood trauma, in particular physical and sexual abuse, frequently reported in treated 

adultt alcoholics and does it matter, i.e. do traumatized patients have a more severe clinical 

profilee with respect to their alcohol problems and psychiatric problems than non-traumatized 

patients.. The intent of this chapter is to provide the scientific foundation for understanding 

thee relevance of exploring these issues and to integrate the information into the central 

researchh questions. After a brief description of the definitions and prevalence of alcohol use 

disorderss and of alcoholics who seek treatment, this chapter outlines empirical and theoretical 

issuess regarding associations between childhood trauma, alcohol use disorders, and other 

psychiatricc disorders. 

1.1.11 Alcohol use disorders: diagnostic criteria, prevalence and admissions to 

treatment t 

Inn diagnostic schemes, like the Diagnostic and Statistical Manual of Mental Disorders 

(DSM),, two different alcohol use disorders are distinguished: alcohol abuse and alcohol 

dependence.. The diagnostic criteria for alcohol abuse focus on alcohol-related problems, 

approximatingg the more general term "problem drinking". In terms of the DSM-III-R (APA, 

1987),, the classification system used in this thesis, a diagnosis of alcohol abuse requires that 

ann individual demonstrates either a pathological drinking pattern characterized by continued 

drinkingg despite a persistent or recurrent social, occupational, psychological, or physical 

problemm that was caused or exacerbated by drinking, or recurrent drinking in situations where 

alcoholl  use was hazardous, such as driving while intoxicated. A diagnosis of alcohol 

dependencedependence requires fulfillment of at least three of the nine diagnostic criteria for 

dependence,, including both traditional signs of physical dependence (e.g. tolerance and 

withdrawal)) and more psychological aspects of dependence (e.g. inability to abstain, craving, 
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importancee of drinking in one's life). A dependence diagnosis indicates that a severe alcohol 

usee disorder has developed. In addition to these diagnostic criteria, it is important to 

acknowledgee that alcohol use disorders are associated with significant medical morbidity and 

mortality. . 

Accordingg to a recent Dutch national survey among the general population aged 18-64 

yearss (Bijl et al., 1997, 1998), DSM-III-R alcohol use disorder had a lifetime prevalence of 

17.2%,, a 12-month prevalence of 8.2%, and a one-month prevalence of 5.2%. To put these 

figuress in perspective, alcohol use disorders rank with mood and anxiety disorders among the 

topp three psychiatric disorders in the Netherlands. Males met criteria for an alcohol use 

disorderr about 4,5 times more often than females: lifetime prevalence alcohol abuse was 

19.3%% for men and 3.9% for women, lifetime prevalence alcohol dependence was 9% for 

menn and 1.9% for women. These findings are in line with the literature, consequently 

indicatingg that alcohol use disorders are male-dominated disorders (Kessler et al., 1994; 

Grant,, 1996; Bijl et al., 1997). 

Off  the individuals with current diagnoses of alcohol use disorders, only about 10% are 

annuallyy admitted to treatment for alcohol problems. For example, in the year 2000 about 

3.5%oo of individuals with current alcohol abuse (+ 9,000 persons) and about 7% of current 

alcohol-dependentt individuals (  20,000 persons) were admitted to inpatient and outpatient 

alcoholl  treatment services as well as to general hospitals due to alcohol-related problems in 

thee Netherlands (Nationale Drug Monitor: NDM, 2000, 2001). These data are consistent with 

epidemiologicall  research indicating that only a minority of alcohol abusing or alcohol-

dependentt individuals seeks help (Grant, 1996; Sobell et al., 1996; Wu et al., 1999; Bijl & 

Ravelli,, 2000) and that recovery often takes place without therapeutic assistance (Grant, 

1996;; Sobell et al., 1996; Vaillant, 1996). Concerning utilization of alcohol treatment 

services,, men outnumber women in admissions to treatment. In 2000, for instance, three 

quarterss of the admissions to Dutch outpatient alcoholism treatment concerned men (NDM, 

2000,, 2001). The preponderance of men in alcohol treatment services is explained by the fact 

thatt alcohol use disorders are evidently male-dominated disorders. No significant gender 

differencess in enrollment in inpatient and outpatient alcohol treatment services were reported 

inn two Dutch studies (Raat, 1987; Bannenberg, 1988). Whether females seek alcohol 

treatmentt at a younger age or at the same age as males is not clear (see Lammers & 

Schippers,, 1991), however, males in their 30s and 40s are in the majority within Dutch 
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alcoholismm treatment populations (Knibbe & Meyers, 1988). Those individuals with an 

alcoholl  use disorder who ever seek treatment are likely to do so after a long period of a 

continuingg downward spiral of difficulties, including social and interpersonal impairments, 

developmentt of tolerance and alcohol-related abstinence syndromes as well as more serious 

medicall  problems (Bucholz et al., 1992; Schuckit et al., 1995a, 1998a; Raimo et al., 1999). 

Furthermore,, alcoholics who seek treatment have more severe alcohol symptoms than 

thosee who do not enter treatment (Bannenberg, 1988; Bucholz et al., 1994; Dawson, 1996; 

Grantt 1996), implying that alcohol dependence is far more prevalent than alcohol abuse in 

treatment-seekingg samples. For example: in the year 2000 80% of the admissions to Dutch 

inpatientt alcohol treatment facilities concerned alcohol dependence, 10% concerned alcohol 

abuse,, and 10% concerned other alcohol-related problems (NDM, 2000, 2001). In addition, 

treatedd alcoholics may have more severe alcohol dependence compared to untreated alcohol-

dependentt individuals (e.g. Caetano, 1991; Bucholz et al., 1994). However, it has been 

repeatedlyy demonstrated that dependence severity per se is not a good predictor of treatment-

seekingg for alcoholism (True et al., 1996). Besides, persons who enroll in alcohol treatment 

programss are frequently poly substance users, mostly reporting use of alcohol with daily use 

off  benzodiazepines (sedatives, sleeping pills) (Bannenberg, 1988). 

1.1.22 Treatment-seeking adult alcoholics: comorbid psychiatric disorders 

Itt has been widely recognized that alcohol use disorders and other mental disorders tend to 

occurr within the same individual ("comorbidity"), a phenomenon found in both treated and 

untreatedd adult alcoholics (e.g. Ross et al., 1988; Regier et al., 1990; Kessler et al., 1997a). 

Amongg the most prevalent comorbid disorders in alcoholics are affective disorders, anxiety 

disorders,, other psychoactive substance use disorders, and antisocial personality disorder (e.g. 

Helzerr & Pryzbeck, 1988; Regier et al., 1990; Tómasson & Vaglum, 1995). Although 

psychiatricc comorbidity is common among alcoholics from the general population (e.g. 47% 

hadd at least one other lifetime psychiatric disorder in Helzer & Pryzbeck, 1988), it is even 

moree common in samples of treated alcoholics (e.g. 84% in Ross et al., 1988). 

Thee study of comorbid psychiatric disorders among treatment-seeking alcoholics has 

becomee a topic of growing interest because of its clear impact on course and treatment 

outcome:: alcoholic patients with comorbid disorders tend to have poorer outcomes and 
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followw a more chronic and treatment-resistant course than those without comorbidity (e.g. 

Schuckit,, 1985). In addition, not only the presence of other psychiatric disorders, but also the 

severityy of both alcohol symptoms and psychiatric comorbidity have been shown to affect the 

outcomee of alcoholism treatment in a negative way (e.g. Booth et al., 1991). The high 

prevalencee of comorbidity of alcohol use disorders and other psychiatric disorders has given 

risee to the formulation of hypotheses regarding the underlying mechanisms of this 

comorbidity. . 

Thee nature of the associations between alcohol use disorders and comorbid psychiatric 

disorders,, however, remains controversial. Generally, it is acknowledged that artifacts such as 

chancee and sampling effects do not play a major role in the observed high psychiatric 

comorbidityy rates in treated alcoholics: The observed comorbidity rates in samples of 

alcoholicss are greater than would be expected by chance, given the base rates of the 

disorders;; and, the higher than expected comorbidity rates found in population samples 

suggestt that the observed substantial comorbidity rates in alcoholism treatment samples are 

nott only due to the fact that the presence of multiple disorders may increase the probability to 

enterr treatment ("Berkson's bias"; Berkson, 1949). However, if clinicians are inclined to 

recommendd alcoholism treatment as the priority for their comorbid patients versus treatment 

forr other psychiatric disorders, referral bias could account for the high comorbidity rates. 

Acknowledgingg that artifacts do not seem to play a major role in the co-occurrence of 

psychiatricc disorders in treated alcoholics, the various pathogenic models which have been 

generatedd for the phenomenon of comorbidity most commonly assume that the association 

betweenn alcoholism and other disorders can be explained by: (1) a causal relationship of the 

disorders,, focusing on the question whether the psychiatric symptoms are cause or 

consequencee of alcohol problems, or (2) a shared underlying etiologic factor. Regarding the 

firstt explanation, for instance, one disorder may be causally secondary to the other, as when 

individualss self-medicate with alcohol to mask or reduce psychiatric symptoms. Such a 

causall  relationship may sufficiently explain the association of two psychiatric disorders, 

however,, an additional explanation for comorbidity claims that both disorders may share 

commonn etiologic factors, and therefore, the two disorders co-occur at greater than chance 

frequency.. An example of this latter explanation is a biopsychosocial model assuming that 

alcoholl  use disorders and other psychiatric disorders share etiological or risk factors (e.g. 

Zuckerr & Gomberg, 1986). The concept of a shared etiology is most frequently illustrated by 
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thee role of a common genetic predisposition that may underlie both the index and comorbid 

condition.. Another example of shared etiologic factors includes environmental risk factors 

suchh as, childhood trauma (e.g. sexual and physical abuse, early parental loss), witnessing 

domesticc violence, childhood neglect, parental dysfunction, and adult violent victimization 

experiences.. Research has shown that such factors are associated with an increased risk for 

laterr psychopathology (see Draijer, 1990). 

Thee present study explores the role of environmental risk factors, in particular 

childhoodd trauma and neglect, in both alcohol problems and psychiatric comorbidity in 

adults.. If alcohol use disorders and additional psychiatric problems share common 

developmentall  pathways involving childhood trauma, than a history of trauma should be 

associatedd with both increased alcohol problems and increased psychiatric comorbidity. The 

threee central themes of the thesis are: (1) the prevalence of physical and sexual assault in 

treatedd adult alcoholics; (2) the role of childhood trauma, in particular physical and sexual 

abusee in the development of alcohol use disorders and in the drinking problem severity in 

treatedd alcoholics; and, (3) the role of childhood trauma in Axis I comorbidity in treatment-

seekingg alcoholics. 

Beforee describing the state of the art of empirical research in these three areas, a short 

overvieww of some relevant theoretical issues regarding associations between (childhood) 

trauma,, alcohol use disorders, and psychiatric comorbidity is presented. For clearness' sake, 

thee research presented in this thesis started in 1993. In the subsequent four sections, including 

overviewss of the state of the science - theoretically and empirically - of the relevant 

literature,, the year 1993 has been taken as point of reference. Descriptions of scientific 

developmentss during the course of the study are included in Chapters 2 through 8. Recent 

findingss from the neurosciences which provide biological plausibility of the detriments of 

childhoodd trauma and neglect are addressed in Chapter 8. 

1.1.33 Childhood trauma, alcohol use disorders, and other psychiatric disorders: 

relevantt theoretical issues 

Thee notion that stress causes or exacerbates psychopathology is one of the cornerstones of the 

biopsychosociall  model of mental illness. Compelling evidence from a variety of studies 

suggestss that early life stress, and in particular childhood physical and sexual abuse 
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constitutess a major risk factor for the development and persistence of mental disorders. In 

1993,, numerous reviews already had been published describing the multiple domains of 

functioningg affected by childhood abuse and neglect (e.g. Brown & Finkelhor, 1986; Wolfe, 

1987;; Wyatt & Powell, 1988; Draijer, 1990; Beitchman et al., 1992). This literature indicated 

thatt childhood trauma is associated with a variety of negative mental health outcomes such as 

anxiety,, depression, posttraumatic stress disorder, suicidal behaviors, dissociation, substance 

abusee and personality disorders (mainly borderline). The growing recognition that the 

majorityy of childhood abuse survivors manifest a constellation of symptoms rather than one 

specificc diagnosis, has led to the suggestion of a spectrum of posttraumatic symptoms, 

includingg anxiety, depression, somatization, dissociation, deficits in impuls control and 

substancee abuse (e.g. van der Kolk & van der Hart, 1989; Herman, 1992a,b). Profound 

changeschanges in affect regulation and self-identity have been observed in traumatized children. It is 

speculatedd that prolonged, repeated trauma, particularly if this occurs early in the life cycle, 

interferess with the development of self-regulatory processes and with the capacity to manage 

subsequentt stresses (e.g. Herman & Van der Kolk, 1987; Terr, 1991; Herman, 1992a,b). 

Theoreticall  conceptualizations of the effects of childhood trauma have identified tension 

reductionn defenses or avoidance strategies against painful affect as for example, dissociation, 

self-mutilation,, impulsivity and substance abuse, as a key characteristic of trauma survivors 

(e.g.. van der Kolk & van der Hart, 1989; Herman, 1992a,b). Briere (1989) has termed the 

phenomenonn of substance use as coping strategy to rapidly reduce negative emotions in 

adultss molested as children "chemical avoidance". 

Ann often applied model of excessive alcohol consumption in individuals in general 

andd in traumatized individuals in particular is one associated with the self-medication 

hypothesiss of substance use disorders (Khantzian, 1985). According to this hypothesis, 

alcoholl  or drug abuse begins as a partially successful attempt to assuage overwhelming 

painfull  affective states or to experience or control absent or confusing emotions. Individuals 

predisposedd by biological or psychological vulnerabilities discover the powerful reinforcing 

effectss of certain substances in a context of self-regulation vulnerabilities, primarily 

difficultiess in regulating affects, self-esteem, relationships, and self-care. Earlier, Pierre Janet 

suggestedd that an individual may develop a substance use disorder if this person falls into a 

depressivee state due to a traumatic experience or other form of overburdening, as well as 

experiencess the stimulating effect of alcohol and discovers that the need for stimulation is 
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satisfiedd by alcohol (see Van der Hart & Op den Velde, 1992, page 117). Self-medication 

withh alcohol is the most frequently cited explanation for reported high rates of alcohol abuse 

inn adults (mostly Vietnam veterans) with posttraumatic stress disorder (PTSD), suggesting 

thatt alcohol is abused to control their traumatic memories c.q. reduce anxiety, sleep 

disturbances,, nightmares, and other intrusive posttraumatic stress symptoms (e.g. Lacoursiere 

ett al., 1980; Jellinek & Williams, 1987; Keane et al., 1988). In the absence of other self-

soothingg capacities, external means of affect regulation through substances such as alcohol 

mayy effectively dampen the posttraumatic problems for some time. However, chronic 

drinkingg as self-medication for PTSD symptoms may result in tolerance and in a need to 

increasee the amount of alcohol consumed to maintain symptom reduction. Withdrawal from 

alcoholl  may then increase the risk of an exacerbation of trauma-related symptoms (e.g. 

Lacoursieree et al., 1980; Root, 1989; Abueg & Fairbank, 1992; Kofoed et al., 1993). 

Concerningg traumatic exposure in childhood, the assumption is that the child abuse-

alcoholl  problem relation is, at least partially, mediated by the presence of trauma-related 

disorders.. It is suggested that early physical and sexual abuse predispose individuals to 

developp psychiatric conditions, with PTSD being only one of the several possible long-term 

outcomess that are associated with excessive alcohol use. For example, abuse survivors may 

usee alcohol to alleviate painful intrusive memories and anxiety, to handle negative feelings 

towardd the self and others that are generated by the abuse experiences, to express painful 

affectt such as rage and sadness, to escape from or to manage dissociative symptoms, to 

medicatee sexual problems, or to 'fit in' social activities (e.g. Briere & Runtz, 1987; Evans, 

1988;; Root, 1989; Hurley, 1990; Kluft, 1991; Herman, 1992a). In addition, it has been 

suggestedd that these perceived effects of alcohol and (non)drinking motives may be important 

inn distinguishing differences between adult abuse survivors who develop alcohol problems 

andd those who do not, with the latter group avoiding regular use of alcohol because of fear of 

losingg control (Hurley, 1990). 

Inn addition, in his self-medication theory of substance abuse, Khantzian (1985) 

suggestedd that the selection or preference for the abuse of certain psychoactive substances is 

basedd on their specific psychotropic effects. More particularly, trauma researchers have 

speculatedd that traumatized individuals with impaired capacities for self-regulation may 

preferentiallyy use analgesic, numbing substances such as opiates, benzodiazepines, and 

alcoholl  (e.g. Kosten & Krystal, 1988; Herman, 1992a; Charney et al., 1993). It is suggested 
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thatt these substances may be preferred, given their interaction with opioid receptors in the 

endogenouss opioid system, a system that is significantly impacted by physiologic changes 

producedproduced by severe trauma (Kosten & Krystal, 1988; Charney et al., 1993). The use of 

numbingg substances is viewed as an attempt to self-medicate emotional dysregulation by 

attenuatingg intense emotions and hyperarousal symptoms associated with trauma exposure 

(Kostenn & Krystal, 1988; Herman, 1992a; Charney et al., 1993). 

1.1.44 Prevalence of physical and sexual assault histories in treated adult 

alcoholics s 

Traditionally,, alcohol research had focused mainly on men (see Wilsnack & Beekman, 1984; 

Lammerss & Schippers, 1991; Gomberg & Nirenberg, 1993). In this literature, no attention 

wass paid to physical or sexual victimization. However, following the Vietnam war, there was 

aa greater focus on the importance of traumatic stress, as opposed to other factors such as 

personality,, in the development of psychopathology, including in particular research on the 

developmentt of alcohol use disorders in male veterans (mostly Vietnam) with combat-related 

PTSDD (e.g. Lacoursiere et al., 1980; Sierles et al., 1983; Blum et al., 1984; Druley & Pashko, 

1988).. In line with these scientific developments, the first studies examining the prevalence 

off  childhood abuse in male alcoholics were based on samples of inpatients in Veteran 

Administrationn hospitals (Kroll et al., 1985; Schaefer et al., 1988). From the 1970s on more 

studiess exclusively on female alcoholics were conducted (see Wilsnack, 1984). It was 

throughh these studies that a growing appreciation of the importance of sexual issues in female 

alcoholicss appeared, and that evidence began to accumulate indicating that many of these 

womenn reported sexual abuse histories (Benward & Densen-Gerber, 1975; Hammond et al., 

1979;; Evans & Schaefer, 1980; Hayek, 1980; Murphy et al., 1980). 

Inn the 1980s and early 90s, awareness of assault histories in substance abusers, in 

particularr sexual victimization in female addicts, became increasingly more evident in the 

addictionn literature (e.g. Cohen & Densen-Gerber, 1982; Coleman, 1982, 1987; Skorina & 

Kovach,, 1986; Evans & Schaefer, 1987; Ladwig & Andersen, 1989; Copeland & Hall, 1992; 

Fullilovee et al., 1992, 1993; Karsten, 1993). Regarding adult female alcoholics, in 1993 the 

observedd rates of childhood abuse in women seeking alcoholism treatment or attending 

meetingss of Alcoholics Anonymous ranged from 4% to 50% for incest, from 13% to 74% for 
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anyy kind of sexuai abuse, and from 40% to 71% for physical abuse (Hayek, 1980; Wilsnack, 

1984;; Covington, 1986; Scherotzki-Hanninger et al., 1986; Kovach, 1986; Downs et al., 

1987;; Miller et al., 1987, 1993; Nadeau, 1990; Lammers, 1991). Also, high prevalence rates 

hadd been reported for both lifetime sexual assault experiences (54%: Murphy et al., 1980; 

68%:: Lammers, 1991) and spousal violence (44% being slapped, 60% being pushed or 

grabbed,, 27% being kicked, hit, or hit with a fist, and 24% being beaten up: Miller et al., 

1989).. Concerning treated male alcoholics, in 1993 only childhood physical abuse rates were 

available,, ranging from 13% (Kroll et al., 1985) to 31% (Schaefer et al., 1988) in combat 

traumaa populations (veterans). 

Moree particularly in the Netherlands, evidence of high sexual victimization rates 

amongg female hard drug users and growing awareness of limitations of existing treatment 

servicess for this group had resulted in the Rotterdam area in project 'Transit' focusing on 

treatmentt improvement for female addicts with sexual assault histories (Brug & Croes, 1993). 

Knowledgee about physical and sexual victimization rates in treated adult female alcoholics 

wass limited: In an alcohol clinic for women, one out of three clients admitted in the year 1987 

reportedd incest experiences (see Elfring & Mol, 1989), whereas in a sample of 19 female 

alcoholicc inpatients 47% reported childhood sexual abuse experiences and 68% reported 

sexuall  assault experiences during their lives (Lammers, 1991). Though these observed 

childhoodd sexual abuse rates are higher than found among women in the Dutch general 

populationn (16% incestuous abuse before age 16, 34% sexual abuse before age 16: Draijer, 

1988,, 1990), they are very similar to those found among Dutch female psychiatric inpatients 

(44%:: Nicolai, 1990; 45%: Draijer, unpublished data). No victimization rates were available 

forr Dutch treatment-seeking male alcoholics. 

Somee important findings emerged from the studies among adult treated alcoholics. 

First,, prevalence rates of abuse histories in adult males, who constitute the majority of 

treatment-seekingg alcoholics, were lacking. Secondly, the observed victimization rates varied 

widelyy from study to study. Concerning this latter issue, it is acknowledged that, apart from 

differencess in the definitions of abuse, variation in the elicitation technique (e.g. spontaneous 

disclosure,, chart review, direct questioning) of abuse histories strongly affects reported abuse 

ratess (e.g. Jacobson et al., 1987; Rohsenow et al., 1988; Draijer, 1990). Among adult clients 

inn substance abuse treatment, for instance, prior to routinely asking about histories of 

childhoodd sexual abuse, 4% of males and 20% of females reported such experiences 
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(Rohsenoww et al., 1988). After the clients were asked systematically about such sexual abuse 

histories,, the rate for men quadrupled (16%) and the rate for women increased to 75%. In 

addition,, variation in the ways of systematic questioning also affects abuse rates, with 

measuress using more general terms (e.g. "Were you ever sexually abused?") yielding less 

reportss of abuse than methods using terms describing specific behaviors (e.g. "Have you ever 

beenn pressured or forced to touch someone in a sexual way?") (see Gelles & Straus, 1988 and 

Draijer,, 1990). Thus, for the interpretation of observed prevalence rates of physical and 

sexuall  assault experiences in any sample, evaluation of assessment methods is of paramount 

importance. . 

1.1.55 Childhood physical and sexual abuse and alcohol use disorders 

Iss violent victimization in childhood associated with the development of alcohol problems in 

adultt life? Although prior research consistently suggested that childhood physical and sexual 

abusee histories were prevalent in alcoholics (mainly women) seeking treatment, these 

findingss do not automatically imply an association between the two conditions. However, 

fourr of the studies with control groups showed that women in treatment for alcohol-related 

problemss reported significantly higher rates of childhood sexual or physical abuse than did 

nonalcoholicc controls (Covington, 1986; Downs et al., 1987; Miller et al., 1987, 1993). In 

addition,, the literature suggested that alcohol use disorders preceded by childhood trauma 

historyy were more treatment-resistant (Root, 1989; Bollerud, 1990), and that trauma-related 

distresss increases the vulnerability to relapse (Kovach, 1986; Young, 1990). Besides, 

findingss from mental health client samples (Briere & Runtz, 1988; Swett et al., 1991) and 

generall  population samples (e.g. Peters, 1988; Draijer, 1990; Wilsnack, 1991) supported 

thosee found among treatment-seeking alcoholics, showing that sexually and/or physically 

abusedd women reported higher rates of alcohol problems than nonabused women. Concerning 

men,, there seemed to be littl e information available regarding a relation between childhood 

physicall  and sexual abuse and adult alcohol problems. 

Studyy findings in female samples have led to the speculation that childhood physical 

andd sexual abuse might be etiological risk factors for the development of alcohol problems as 

welll  as risk factors for poor treatment outcomes among alcoholics. However, a major 

methodologicall  issue complicates the interpretation of reported associations, namely 
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confoundingg aspects of the family environment. Although an increased risk for serious 

negativee outcomes has been reported for individuals with a history of childhood physical or 

sexuall  abuse, the question remains whether these risks are directly attributable to childhood 

abusee histories rather than to other factors that predispose individuals to develop psychiatric 

disorderss and that are associated with childhood physical and sexual abuse, such as childhood 

neglect,, parental alcoholism or family dysfunction (Browne & Finkelhor, 1986; Wyatt & 

Powell,, 1988; Draijer, 1990; Beitchman et al., 1992; Malinosky-Rummel & Hansen, 1993). 

Bothh the adult alcohol problems and the child abuse could originate in, for example, a family 

historyy of alcohol problems. There are several references in the clinical literature to the 

relationshipp between familial alcoholism and incestuous victimization (e.g. Barnard, 1983; 

Liless & Childs, 1986; Schaap, 1988). Parental alcohol problems are known to increase the 

riskk of alcohol problems in their children (e.g. Goodwin et al., 1973; Reich et al., 1988) and it 

mayy also be associated with childhood physical and/or sexual abuse (e.g. Black et al., 1986; 

Carsonn et al., 1988; Famularo et al., 1992). However, a rather comprehensive review of the 

availablee empirical evidence of a relationship between childhood physical and sexual abuse 

andd later alcohol problems in a diversity of samples, taking into account the efforts made to 

disentanglee direct childhood abuse effects from family background risk factors, was lacking 

att the start of the present study. 

Inn addition to a lack of information concerning the role of other family environment 

factorss in the association between childhood abuse and alcohol problems, research evaluating 

whetherr the severity of alcohol problems in treated alcoholics is related to such childhood 

historiess was very limited. In 1993, these data were only available for male veteran alcoholics 

reportingg childhood physical abuse (Kroll et al., 1985; Schaefer et al., 1988). In these two 

studies,, alcohol dependence severity was not associated with childhood physical abuse. In 

addition,, no data were available on the effect of differences in severity of childhood abuse 

histories.. However, trauma severity is generally acknowledged as an important factor in the 

traumaa response. Besides, studies including a range of environmental risk factors (i.e. trauma 

andd neglect), rather than focusing on only one type of childhood abuse, did not exist. The 

samee applied to a possible role of trauma-related distress, such as PTSD in alcohol 

dependencee severity in non-veteran treatment populations. Because the severity of alcohol 

problemss is associated with poorer outcomes of alcoholism treatment, elucidating whether 
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traumaa or neglect histories or trauma-related distress influence alcohol problem severity in 

treatedd alcoholics is clinically relevant. 

1.1.66 Associations between childhood physical and sexual abuse and psychiatric 

comorbidityy in treatment-seeking alcoholics 

Basedd on the assumption that alcohol use disorders and comorbid psychiatric disorders may 

sharee common risk factors that increase the risk for both conditions, examining associations 

betweenn childhood abuse reports and psychiatric disorders in treated alcoholics is very 

relevant.. For practical reasons, the focus in this thesis is on Axis I comorbidity in treated 

alcoholics.. In line with the spectrum of psychiatric syndromes associated with childhood 

physicall  and/or sexual abuse, the following symptoms are thought to be important: anxiety, 

depression,, posttraumatic stress, dissociation and suicidal behavior. 

Inn 1993, the relationship between childhood physical and sexual abuse and psychiatric 

disorderss had been clearly understudied among alcoholics in treatment. Trauma histories and 

trauma-relatedd distress, such as posttraumatic stress and dissociation, were generally not 

assessedd in studies on the prevalence of psychiatric comorbidity in treated alcoholics. 

Concerningg dissociation, this may be due to the rather recent scientific interest in dissociative 

disorderss as an independent category implying that standard mental health measures 

generallyy do not include dissociative symptoms (Nakdimen, 1989). At the start of the current 

study,, there was only one paper on dissociative symptoms in an alcohol inpatient veteran 

treatmentt population (mainly men), estimating a prevalence rate of 2% of Multiple 

Personalityy Disorder, nowadays referred to as Dissociative Identity Disorder (Hutzell & 

Eggert,, 1990). Information on childhood trauma histories was not included in this study. 

Relevantt are, furthermore, two studies restricted to male alcoholic inpatients in Veteran 

Administrationn hospitals, indicating higher rates of psychiatric distress assessed with 

symptomm checklists associated with childhood physical abuse (Kroll et al., 1985; Schaefer et 

al.,, 1988) as well as more frequent serious suicide attempts among abused males (Kroll et al., 

1985).. In another study among female alcoholics attending meetings of Alcoholics 

Anonymouss incestuous abuse histories were related to symptoms of anxiety and 

posttraumaticc stress (Kovach, 1986). Based on these early studies, it was concluded that even 

iff  childhood abuse was measured, it concerned only one type of abuse, and that the focus had 
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beenn on psychiatric symptoms rather than disorders. Clearly, to contribute to research on 

long-termm effects of childhood abuse on adult mental health outcomes, evaluating whether 

childhoodd physical and sexual abuse experiences are associated with a more complex clinical 

picturee in terms of more comorbid Axis I disorders and more suicidal behavior among treated 

alcoholicss was needed. Besides, an important, yet unanswered, question was whether 

childhoodd abuse contributes to psychiatric comorbidity rates in treated alcoholics above and 

beyondd the effects of other negative conditions such as for instance, early parental loss, 

parentall  alcohol problems, and adult victimization experiences. 

1.22 Aims and outline of the thesis 

Thee research described in this thesis was part of the study program of the Amsterdam 

Institutee for Addiction Research (AIAR) conducted in the Jellinek Center in Amsterdam1. 

Thee larger study focused on psychiatric comorbidity and treatment outcome among 

alcoholicss and gamblers (see Verheul, 1997). The present study focuses on the relevance of 

childhoodd trauma, in particular sexual and physical victimization, for understanding the 

clinicall  impairment in alcoholics who were admitted to inpatient or outpatient alcohol 

treatmentt programs. 

Thee aims of this study are to examine: (1) the prevalence of sexual and physical 

victimizationn experiences in treated alcoholics; (2) the associations of childhood sexual and 

physicall  abuse and alcoholism in adult populations, and the associations of childhood trauma 

withh the severity of the drinking problems in treated alcoholics; and (3) the significance of 

childhoodd trauma for psychiatric comorbidity in treated alcoholics. The results of the study 

wil ll  be presented in the following six chapters, each of the respective chapters describing in 

moree detail the existing knowledge at the time that the particular paper was written, the 

researchh methodology and specific research questions of the particular part of the study . 

Partt II of this thesis addresses the prevalence of lifetime sexual and physical abuse among a 

groupp of treated alcoholics. The focus of the two papers presented in this section is on 

11 Supported with funding by a grant from the Dutch Ministry of Welfare, Public Health & Cultural Affairs and 
thee Ministry of Education & Science within the framework of the Health Research Incentive Program. 
22 In the original publications different styles were used to present references and statistics. However, for the 
reader'ss convenience, a uniform style has been used in presenting references and statistics throughout this thesis. 
Thiss does not have any consequences for the information contained in these references and statistics. 
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assessmentt issues regarding the identification of individuals with histories of physical and 

sexuall  assault. In the present study three different assessment methods were used in order to 

evaluatee the possible influence of different methods on observed prevalence rates. More 

particularly,, the psychometric properties of the assault items included in the European 

versionn of the Addiction Severity Index (EuropASI) are evaluated. Reported prevalence rates 

off  physical and sexual assault in response to the standard intake questions in this clinical 

instrumentt are compared with those obtained with two other trauma measures. In Chapter 2 

thee sensitivity and specificity of the EuropASI assault items are evaluated using the assault 

questionss included in a measure of exposure to traumatic events used in a diagnostic 

intervieww as standard of comparison. Chapter 3 describes the examination of the validity of 

thee ASI regarding the identification of physical and sexual assault histories using a structured 

intervieww specifically designed to assess childhood and adult assault experiences as an 

externall  criterion. 

Partt III focuses on associations between childhood trauma, trauma-related distress and (the 

severityy of) alcohol use disorders. In the first place, attention is paid to the question whether 

childhoodd abuse contributes to the risk of initiating or developing alcohol problems. 

Secondly,, the focus is on the question whether childhood abuse affects the severity of the 

drinkingg problems once alcohol use disorders have developed. Chapter 4 involves a review of 

thee empirical literature published before the second half of 1997, focusing on associations 

betweenn both childhood sexual and physical abuse and the development of later alcohol 

problemss in a diversity of study populations. Information concerning the role of other 

childhoodd factors in the association between childhood abuse and alcohol problems is 

evaluatedd as well. Since reviews outdate themselves quickly, an update of the major 

empiricall  findings in this area over the past five years is included in Chapter 8 of this thesis, 

thee general discussion. Chapter 5 describes the results of a cross-sectional study among 155 

treatedd alcoholics, investigating associations between (childhood) trauma, trauma-related 

distresss and the severity of drinking problems. 

Partt IV deals with associations between childhood trauma, particularly sexual and physical 

abuse,, and psychiatric comorbidity in the same 155 treatment-seeking alcoholics, focusing on 

AxisAxis I comorbidity. Chapter 6 reports on psychiatric comorbidity specifically associated with 
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childhoodd abuse. The clinical syndromes included were: affective and anxiety disorders 

(includingg PTSD). Suicidal behavior was assessed as well. Multivariate statistical techniques 

weree used to examine the independent effects of childhood physical and sexual abuse on the 

presencee or absence of comorbid psychopathology, accounting for the effects of other 

childhoodd adversities and adult victimization experiences. Chapter 7 focuses on dissociation 

inn treated alcoholics. Since the start of the current study, several papers have been published 

regardingg associations between childhood abuse experiences and dissociative symptoms in 

substancee abusers. Guided by the outcomes of these studies, the initial question whether there 

iss a relation between childhood trauma and dissociative symptoms in treated alcoholics 

shiftedd into the question if this relationship can be studied at all in this specific population. 

Thee paper attempts to resolve inconsistencies reported in previous studies regarding a trauma-

dissociationn relation by empirically testing three hypotheses regarding the absence of a 

trauma-dissociationn link in treatment-seeking alcoholics. 

Finally,, Part V includes the general discussion section of this thesis. In the final chapter, 

ChapterChapter 8, the main findings will be discussed in the context of the recent developments in 

thee scientific study of the comorbidities of traumatic exposure, alcohol use disorders, and 

concurrentt psychiatric disorders. Furthermore, methodological issues that are important for 

thee interpretation and extrapolation of results will be addressed. Suggestions for future 

researchh and possible implications of the results will be given. 
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Amsterdam,Amsterdam, cAcademic Medical Center, Division of Psychiatry, University of Amsterdam, 
TheThe Netherlands 

Abstract t 
Objective:: Evaluation of the Addiction Severity Index (ASI) as a screen for identifying 
sexuall  and physical assault histories. Method: The sensitivity and specificity of the ASI 
assaultt items were examined in 146 alcoholic patients with the assault questions of the 
Compositee International Diagnostic Interview posttraumatic stress module as external 
criterion.. Results: The sensitivity of the ASI items was lower than their specificity for both 
physicall  (sensitivity = .35, specificity = .83) and sexual abuse (sensitivity = .69, specificity = 
.94).. These findings indicate an underestimation of such abuse histories in male patients due 
too screening for a narrow range of possible perpetrators. Conclusion: The ASI method as a 
screenn for sexual and physical assault histories could be improved, considering that men 
clearlyy outnumber women in persons applying for alcohol treatment. 

2.11 Introductio n 

Thee 5 edition of the Addiction Severity Index (ASI; McLellan et al., 1992), a structured 

interview,, has become the most widely used intake and outcome evaluation tool in addiction 

researchh and treatment contexts. It covers problem severity in seven domains: medical status, 

employmentt status, psychiatric status, legal problems, alcohol use, drug use, and 

family/sociall  relations. The family/social domain includes two items assessing lifetime 

physicall  and sexual assault, reflecting the notion that the systematic inquiry about abusive 

historiess is clinically relevant. These experiences may play an important role in the etiology 

off  a number of psychiatric disorders as well as in relapse potential of substance abusers 

(Palmerr et al., 1995). Given the wide use of the ASI for clinical purposes, information on the 

utilityy of the abuse questions is of great importance. 

11 This study has been published as a Research Report in Eur Addict Addict Res 2001; 7:193-197. 
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Untill  now, findings on the utility of the AS1 assault items for identifying patients with 

abusee histories have not been very promising. Among 204 substance abuse clients, males (n = 

159)) more often reported childhood physical and sexual abuse in a self-report questionnaire 

comparedd to the ASI. Females (n = 45), however, more often disclosed physical abuse in the 

ASI,, but reported sexual abuse more often in the questionnaire (Simpson et al., 1994). In 110 

cocaine-dependentt outpatients, the ASI items did not serve as a particularly sensitive screen 

forr abuse histories (Najavits et al., 1998a). The sensitivity of the ASI items was lower than 

theirr specificity for both physical abuse (sensitivity = .50, specificity = .71) and sexual abuse 

(sensitivityy = .46, specificity - .96). Finally, in 108 alcohol- and/or cocaine-dependent male 

patients,, test-retest reliability was poor for physical abuse (k = 0.35) and fair for sexual abuse 

(kk = 0.45) (Cacciola et al., 1999). 

Inn the present article, efforts are made to clarify why the ASI abuse items are not very 

sensitive,, hypothesizing that the rather low sensitivity may be due to the narrow screening for 

possiblee perpetrators of abuse. The ASI screens for abuse perpetrated by family members, 

partners/lovers,, kids, good friends, neighbors or people at work, thereby excluding a large 

rangee of possible nonfamilial perpetrators. We assume that, when comparing ASI abuse 

reportss with those obtained by other instruments which include a broader range of 

perpetrators,perpetrators, sensitivity rates will be affected (i.e. will decrease) by the amount of abuse 

perpetratedd by persons for whom the ASI does not screen. Based on the fact that nonfamilial 

physicall  or sexual assault is more common in males than in females (Bachman, 1994), gender 

differencess in sensitivity rates are expected. The present study was designed to replicate and 

extendd earlier findings on the sensitivity and specificity of the ASI abuse items. The assault 

questionss included in a psychometrically validated interviewer-administered instrument, the 

Compositee International Diagnostic Interview-Post Traumatic Stress Module (CIDI-PTSD), 

weree used as the standard of comparison. The CIDI-PTSD allows for the identification of a 

broaderbroader range of perpetrators of physical and sexual assaults. The major extension pertains to 

thee question of ASI perpetrator restriction effects: will the sensitivity of the ASI abuse items 

increasee when considering these restrictions? 
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2.22 Material and methods 

Thee present data were collected as part of a larger study on psychiatric comorbidity and 

treatmentt outcome of a consecutive series of alcoholics and gamblers applying for treatment 

inn a treatment center for substance use disorders in the Amsterdam area. As the sole treatment 

providerr for inpatient and outpatient alcohol use disorders and pathological gambling in the 

area,, this center serves a population of approximately 1.5 million people. Study approval was 

obtainedd from the center's Internal Review Board and the Human Research Review Board, 

Academicc Medical Center, University of Amsterdam. 

Inclusionn in this study required that patients had entered an inpatient or outpatient 

alcoholl  abuse treatment program on a voluntary basis, the treatment excluded the 

detoxificationn program of 2 weeks, patients had to have a sufficient command of the Dutch 

languagee and had to be free of severe cognitive impairments. In addition, to be included in 

thee basic research protocol - of which this study is only one part - the patients had to remain 

inn inpatient treatment for at least 30 days or in outpatient treatment for at least 3 weeks. The 

latterr criterion is a practical one: it is based on the minimum time periods necessary to 

administerr all instruments included in the basic research protocol. The inclusion criteria 

resultedd in a target population of 274 patients who gave written informed consent after all 

proceduress had been explained. The present study is based on the responses of the 146 

participantss (53% study completers) who completed both the ASI and the CIDI-PTSD, with 

bothh interviews having been administered by different interviewers. 

Inn the ASI, reports of lifetime (excluding the past 30 days) and current (i.e. past 30 

days)) physical and sexual abuse by certain circumscribed perpetrators are assessed through 

twoo items ("Did any of the people we just mentioned - i.e. family members, partners/lovers, 

kids,, good friends, neighbors, or people at work - ever/in the past 30 days abuse you 

physically,, cause you physical harm?" or "... abuse you sexually, force sexual advances or 

sexuall  acts on you?"). The ASI lifetime and current abuse scores were combined to measure 

lifetimee abuse. For this study, the European version of the ASI (Kokkevi & Hartgers, 1995) 

wass used, containing exact Dutch translations of the original abuse items. 

Thee first item of the CIDI-PTSD (Peters et al., 1996) assesses the history of exposure 

too potentially traumatic events that meet the A (stressor) criterion of the DSM-III-R PTSD 

andd ICD-10 PTSD, such as a natural disaster, combat, captivity, a serious accident or narrow 
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escape,, physical assault and rape. The respondents are provided with a card which lists events 

correspondingg to examples given in DSM-III-R and ICD-10. The examples for abuse 

experiencess in the Dutch CIDI version are: 'Physical attack or assault' and 'Rape, sexual 

assault,, or incest'. 

Onn admission to treatment, the ASI was administered by carefully trained interviewers 

whoo were consistently monitored in the use of the ASI. Twenty-one interviewers conducted 

ASII  interviews for the present paper, including 13 staff members and 9 research assistants 

betweenn whom no significant differences were observed in ASI sexual and physical abuse 

reports.. Administration of the ASI always preceded that of the CIDI. The time interval 

betweenn administration of both instruments varied from about 5 days to 6 weeks, with 

generallyy smaller intervals in outpatients for practical reasons. The CIDI interviews were 

conductedd by a group of 14 interviewers who attended an extensive 5-day training course at 

thee Dutch WHO CIDI training and reference center. Information obtained with the ASI was 

usedd for both treatment plans and research, whereas the CIDI data were used for research 

purposess only. 

Thee utility of the ASI items was determined by comparing the prevalence rates of the 

instruments,, including y? analysis, and assessing their specificity and sensitivity. For 

determiningg ASI perpetrator restriction effects on the sensitivity and specificity of the abuse 

items,, CIDI-PTSD data were organized in an original dataset including all possible 

perpetratorss and a constructed dataset containing only perpetrators included in the ASI, thus 

excludingg several possible nonfamilial perpetrators. Perpetrator selection for the constructed 

datasett was based on the qualitative information provided by the subjects in terms of 

exampless given of the traumatic events experienced. This information was systematically 

gatheredd to make sure that reported traumatic events did meet the A (stressor) criterion for 

DSM-III-RR PTSD and ICD-10 PTSD. 

2.33 Results 

2.3.11 Subjects 

Thee 146 subjects were predominantly male (77%), had a mean age of 41.0 years (SD = 9.1, 

rangee 23-66) and were evenly distributed between treatment settings (inpatients/outpatients). 
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Alll  subjects met the DSM-III-R criteria for alcohol dependence (as measured with the CIDI) 

(Robinss et al., 1988), and 26 (17.9%) subjects met the DSM-III-R criteria for PTSD (females 

27.3%,, males 15.2%). Study completers (n = 146) and noncompleters (the remaining 128 

subjectss of the target population) did not significantly differ in demographic characteristics 

(sex,, age, marital status, educational level), problem severity in the ASI domains, and ASI 

physicall  and sexual assault reports. Among noncompleters there were more outpatients than 

amongg completers (73% vs. 50%: x2 = 14.77, df= 1, p < .000). 

2.3.22 Prevalence rates, sensitivity and specificity 

Malee patients were more likely to report an abuse history, in particular physical abuse on the 

CIDI-PTSDD than on the ASI (Table 1). In females, no significant differences in abuse rates 

betweenn instruments were found. Additionally, on the CIDI-PTSD, outpatients more often 

reportedd physical abuse than inpatients (27.4% vs. 13.7%»: %2 = 4.20, df= 1, p < .05), whereas 

forr the ASI physical abuse reports no difference was found between treatment settings. For 

sexuall  abuse reports on both instruments, no relations were found with treatment modality. 

Tablee 1. Reports of lifetime physical abuse and sexual abuse in two formats: the European version of the ASI 
andd the CIDI-PTSD 
Lifetimee abuse reported 

Totall  group of clients 
Noo abuse reported 
PAA only reported 
SAA only reported 
Bothh PA and SA reported 

Malee clients 
Noo abuse reported 
PAA only reported 
SAA only reported 
Bothh PA and SA reported 

Femalee clients 
Noo abuse reported 
PAA only reported 
SAA only reported 
Bothh PA and SA reported 

EuropASI I 
n n 

96 6 
25 5 
13 3 
12 2 

81 1 
18 8 
9 9 
5 5 

15 5 
7 7 
4 4 
7 7 

% % 

65.8 8 
17.1 1 
8.9 9 
8.2 2 

71.7 7 
15.9 9 
8.0 0 
4.4 4 

45.5 5 
21.2 2 
12.1 1 
21.2 2 

CIDII  original database 
n n 

69 9 
51 1 
11 1 
15 5 

54 4 
44 4 
8 8 
7 7 

15 5 
7 7 
3 3 
8 8 

% % 

47.3' ' 
34.92 2 

7.5 5 
10.3 3 

47.83 3 

38.94 4 

7.1 1 
6.2 2 

45.5 5 
21.2 2 
9.1 1 

24.2 2 

CIDII  constructed dataset 
n n 

106 6 
22 2 
10 0 
8 8 

91 1 
14 4 
7 7 
1 1 

15 5 
8 8 
3 3 
7 7 

% % 

72.6 6 
15.1 1 
6.8 8 
5.5 5 

80.5 5 
12.4 4 
6.2 2 
0.9 9 

45.5 5 
24.2 2 
9.1 1 

21.2 2 

PAA = Physical abuse; SA = Sexual abuse. 
11 ASI versus CIDI original dataset: %2 = 9.42, df= 1, p < .003. 
11 ASI versus CIDI original dataset: x2=l 1.12, df= 1, p < .002. 
33 ASI versus CIDI original dataset: x2 =12.44, df= 1, p < < .001. 
44 ASI versus CIDI original dataset: %2 =13.89, df= 1, p < < .001. 
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Forr both physical and sexual abuse, sensitivity was lower than specificity. The 

sensitivityy of the ASI physical abuse question was .35 (23/66), whereas the specificity was 

.833 (66/80). The sensitivity of the ASI sexual abuse question was .69 (18/26) and the 

specificityy was .94 (113/120). 

Thee sensitivity of the ASI questions increased considerably when we compared the 

ASII  scores with the constructed CIDI-PTSD dataset containing only perpetrators included in 

thee ASI. The sensitivity of the physical abuse question increased from .35 to .60, whereas its 

specificityy nearly stayed the same (i.e. increased from .83 to .84). The sensitivity of the 

sexuall  abuse question slightly increased from .69 to .72, and its specificity slightly decreased 

fromm .94 to .91. Moreover, the significant differences in prevalence rates between the ASI 

andd the CIDI-PTSD original dataset disappeared when we used the constructed CIDI-PTSD 

dataset. . 

2.44 Discussion 

Thee results of this study on alcohol-dependent patients replicate earlier findings (Najavits et 

al.,, 1998a) demonstrating that the ASI physical and sexual abuse items, though quite specific, 

didd not constitute a particularly sensitive screen for abuse history when compared to an 

externall  criterion that included all possible perpetrators. However, when we considered the 

restrictedd ASI perpetrator screening, the sensitivity of the ASI assault items increased, 

especiallyy in males. Findings indicated a fair validity of the ASI items for both physical 

(sensitivityy = .60, specificity = .84) and sexual abuse (sensitivity = .72, specificity = .91). 

Ass expected, a gender effect on the sensitivity of the ASI items is found. No 

significantt differences were found in lifetime abuse reports on both instruments in females, 

whereass among males an underestimation of abuse histories by the ASI method was found, 

especiallyy of physical abuse. This underestimation of abuse in males disappears when the ASI 

perpetratorr restrictions are considered. This is in accordance with results published in the 

literatureliterature that the abuse of males is more often committed by perpetrators excluded in the 

ASI,, for example by friends of the family, authority figures and strangers. Because males 

clearlyy outnumber females among persons applying for alcohol treatment, these results 

highlightt the relevance of a broader perpetrator screening. 
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Thee findings need to be considered in the light of certain limitations. Both our 

instrumentss are based on retrospective abuse reports for which objective verification is 

absent,, implying that the potential for distortion in the recall of events either in the sense of 

falsee negatives or false positives cannot be excluded. Further, since the elicitation technique 

off  abuse histories differs between the two instruments (card method vs. listening), the 

perpetratorr variable could not be varied while keeping the method constant. Our abuse rates 

mayy have been affected - in the sense of more affirmative answers - by the more direct 

methodd of the CIDI-PTSD using a card with examples of traumatic events which is handed to 

subjects.. Other possible reasons why the CIDI method may have obtained more abuse reports 

include:: (1) use of the information not for treatment plans but only for research purposes, (2) 

repetitionn of inquiries about abuse - the CIDI always followed the ASI - which may have 

increasedd the potential for enhancing recall of abuse histories, and (3) confounding temporal 

effectss due to the time interval between the for further administration of the two instruments, 

suchh as stage of recovery and treatment effects. Moreover, differences in reliability of the 

ASII  and the CIDI may have affected the estimates of sensitivity and specificity. Evidence of 

thee low reliability of the ASI abuse items (Cacciola et al., 1999) clearly indicates the need 

studiess evaluating possible factors affecting reliability, such as malingering and stages of 

recovery.. In the study of Cacciola et al. (1999), the time interval between the administration 

off  the ASI was 30-90 days, with the first ASI administered as part of an intake evaluation and 

thee second as part of a baseline assessment for an aftercare study. Rates of both physical and 

sexuall  abuse dropped at the second assessment. Finally, only 53% of the target population 

participatedd in the study with a male/female ratio of 4:1 which is in line with the literature on 

alcoholl  treatment clients. No indications for selectivity were found between the 146 study 

completerss and the 128 noncompleters. However, the target population included only persons 

whoo agreed to participate in the study. This is a self-selected group that may be quite 

differentt from those who choose not to participate or from early treatment dropouts who were 

excludedd for practical reasons. For example, dropping out early due to relapse seems to be 

associatedd with abuse histories (Palmer et al., 1995). Nevertheless, even if there are 

differencess in abuse rates between participants and nonparticipants, this may well be of no 

consequencee for the internal validity of results. There may, however, be problems with regard 

too the generalizability of results. 
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Somee conclusions and recommendations can be offered. Considering the current ASI 

measurementt aims regarding perpetrators, we recommend that the next version of the ASI 

probess for all possible perpetrators. Furthermore, some factors which potentially enhance the 

recalll  of abusive experiences could be considered, such as the interview flow (e.g. an opening 

prefacee to the subsequent abuse items) and more extended training of interviewers on these 

specificc items. Responding sensitively to subjects' possible feelings such as shame and guilt 

hass been described as essential to obtaining accurate self-reports of sexual and physical abuse 

(Jacobsonn & Richardson, 1987). Lastly, further psychometric studies would help to establish 

thee effects of sample variations (e.g. gender, age) on the utility of the ASI items. Since 

assessmentassessment methodology plays such an important role in stimulating the recall of traumatic 

stressorss (Draijer, 1990), it will be worthwhile to evaluate the validity of the ASI items in 

relationn to other instruments, in particular those specifically designed to measure (the severity 

of)) childhood and adult assault experiences. 
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Abstract t 
Wee examined the validity of the Addiction Severity Index (ASI) regarding the identification 
off  lifetime physical and sexual abuse histories using the Structured Trauma Interview (STI) 
ass external criterion in alcohol-dependent patients (n = 144). Compared to the STI, the ASI 
showedd a lower incidence of lifetime physical abuse reports (51% vs. 24%) and lifetime 
sexuall  abuse reports (29% vs. 17%). Lower incidence of abuse reports was stronger in males 
comparedd to females, which could be largely explained by ASI perpetrator restrictions (i.e. 
exclusionn of several extrafamilial perpetrators). Controlling for these restrictions, acceptable 
sensitivityy for both sexual and physical abuse as well as good specificity was found. Data 
indicatedd no response bias on the ASI in terms of social desirability or abuse severity. 
Sensitivityy of the ASI method can probably be improved by including an opening preface to 
thee subsequent abuse questions, including questions inquiring about abuse histories that have 
neutrall  wording instead of using the word "abuse," and inclusion of all possible perpetrators. 

3.11 Introductio n 

Physicall  and sexual abuse histories may play an important role in mental health treatment. 

Regardingg chemical-dependent clients, information on abuse histories may increase our 

understandingg of the etiology of substance abuse (Root, 1989; Wadsworth et al., 1995). 

Additionally,, a history of child abuse that is not acknowledged in treatment programs may 

increasee relapse and impede progress in recovery (Chiavaroli, 1992; Palmer et al., 1995). 

Thus,, systematic inquiry about abuse histories as part of initial clinical evaluation is relevant. 

Treatmentt professionals have been encouraged to routinely ask their clients directly 

aboutt physical and sexual abuse experiences rather than to rely on spontaneous disclosures 

(e.g.. Read & Fraser, 1998). Direct questioning is necessary, because clients seldom disclose 

11 This study is in press in Addict Behav. 
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informationn regarding abusive experiences voluntarily due to dynamics of shame and guilt or 

fearr for disbelieve or discount by the clinician. Also, clients may not have abuse histories on 

theirr minds during intake or counseling or do not think that their abuse history is related to 

theirr difficulties (Draijer, 1990; Briere, 1992a). Data do indeed indicate that relying on 

spontaneouss abuse reports from clients is likely to result in underdetection of such histories 

(Jacobsonn et al., 1987; Rohsenow et al., 1988; Briere & Zaidi, 1989), especially in male 

clientss (Read & Fraser, 1998; Lab et al., 2000). 

However,, a question of major concern is how to inquire after abuse experiences. The 

literaturee indicates that variation in ways of questioning affects reported abuse rates (Gelles 

&&  Straus, 1988; Draijer, 1990). Generally, multiple questions about specific events are 

preferredd as opposed to one broad question, especially when this question labels experiences 

aa priori as "abuse." 

Inn this report, we examine the validity of the lifetime physical and sexual abuse 

questionss included in the Addiction Severity Index 5th Edition (ASI), which has become the 

mostt widely used instrument in substance abuse treatment settings and in addiction research 

(McLellann et al., 1992). Thus far, three validation studies of the ASI abuse questions have 

beenn conducted. Simpson et al. (1994) compared childhood physical and sexual abuse rates 

onn the ASI and a self-report questionnaire, revealing an underestimation on the ASI of both 

abusee types among males and of sexual abuse among females. Two other studies (Najavits et 

al.,, 1998a; Langeland et al., 20012), comparing the ASI with instruments assessing 

posttraumaticc stress disorder, indicate that the ASI abuse questions, although quite specific, 

aree not particularly sensitive. One of the studies revealed a gender effect on the sensitivity of 

thee ASI abuse questions, i.e. an underestimation of lifetime abuse histories in males. We 

assumedd that this might be explained by the fact that the ASI utilizes a restricted perpetrator 

screening,, excluding several nonfamilial perpetrators (Langeland et al., 2001). 

Sincee assessment methods play an important role in stimulating recall of traumatic 

stressors,, studies using different assessment techniques are needed to evaluate the validity of 

ASII  abuse reports. In the current study, an instrument specifically designed to assess (the 

severityy of) childhood and adult assault experiences is used as an external criterion, the 

Structuredd Trauma Interview (STI; Draijer, 1989). It includes multiple questions inquiring 

22 In the original manuscript this study was in press. 
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aboutt specific forms of physical and sexual abuse. The responses given during the STI were 

consideredd the closest approximation for the presence of an abuse history. 

Thiss study concerns a further exploration of the ASI abuse questions accuracy, testing 

fourr hypotheses: (1) a lower incidence of lifetime physical and sexual abuse reports will be 

observedd on the ASI compared to the STI; (2) this lower incidence will probably be found 

particularlyy among males, because compared to females, males are more often abused outside 

thee family and the perpetrator restrictions in the phrasing of the ASI abuse questions may 

excludee these experiences; (3) assessment with the ASI will result in lower abuse rates than 

thee STI due to the wording of the ASI questions, i.e. two simple, broad questions labelling 

physicall  and sexual assault experiences as "abuse." Using this type of questioning, it is 

expectedd that relatively minor incidents in childhood - in terms of severity - will be 

underreportedd on the ASI; and (4) lower incidence of abuse reports on the ASI could be due 

too response bias in terms of social desirability. Assuming that having been assaulted is 

sociallyy undesirable, any response bias should be toward denying such experiences (false 

negatives). . 

3.22 Method 

3.2.11 Design and subjects 

Thiss study is part of a larger research project on psychiatric comorbidity and treatment 

outcomee of a consecutive series of alcoholics and gamblers applying for treatment in a 

treatmentt center for substance use disorders in the Amsterdam area. This center, the sole 

treatmentt provider for alcohol use disorders and pathological gambling in the area, serves a 

populationn of approximately 1.5 million people. Study approval was obtained from the 

Center'ss Internal Review Board and the Human Research Review Board, Academic Medical 

Center,, University of Amsterdam. 

Too be included in this study, patients had to be entering treatment voluntarily at an in-

orr outpatient alcohol abuse treatment program at the center, have no severe cognitive 

impairments,, and have sufficient command of the Dutch language. Patients had to remain in 

inpatientt treatment for at least 30 days or in outpatient treatment for 3 weeks in order to 

completee the STI. This resulted in a study population of 274 individuals, who gave written 
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informedd consent after all procedures were explained. However, 124 patients did not 

completee the two measures (ASI and STI). Administration of the two measures was not 

carriedd out blind with regard to four patients, and two patients were judged by their attending 

cliniciansclinicians as too clinically unstable to participate. The current study is based on the responses 

off  the remaining 144 patients (i.e. 53% of the target population; hereafter, study completers). 

3.2.22 Instruments 

Thee ASI 5th Edition (McLellan et al., 1992) has been developed for chemically dependent 

populationss to assess alcohol and drug histories as well as problem severity in other domains 

(medicall  condition, employment, legal problems, family/social relations, and mental health). 

Inn the family/social domain of the ASI, reports of lifetime (excluding the past 30 days) and 

currentt (i.e. past 30 days) physical and sexual abuse by certain circumscribed perpetrators are 

assessedd through two general questions ("Did any of the people we just mentioned - i.e. 

familyy members, partners/lovers, kids, good friends, neighbors, or people at work - ever/in 

thee past 30 days abuse you physically, cause you physical harm?" Idem: "... abuse you 

sexually,, force sexual advances or sexual acts on you?"). Abuse is coded as either absent or 

present.. The lifetime and current abuse scores were combined to measure lifetime abuse. 

Instructionss concerning physical abuse state that simple spankings or other punishments 

shouldd not be counted as abuse, unless they were experienced by the client as extreme and 

unnecessary.. Regarding sexual abuse, instructions are that clients' reports of any type of 

unwantedd advances of a sexual nature by a member of either sex should be counted. For this 

study,, the European version of the ASI 5th edition (Kokkevi & Hartgers, 1995) was used 

(hereafterr ASI), containing exact Dutch translations of the abuse questions. 

Thee STI (Draijer, 1989) is an adapted version for clinical settings of an interview 

formatt designed for a Dutch nationwide study on incest (Draijer, 1988). The instrument is 

describedd in detail elsewhere (Draijer & Langeland, 1999). Several techniques, which are 

knownn to enhance disclosure and accuracy of child abuse histories and to minimize potential 

distresss for interviewees, are incorporated in the STI, e.g. multiple questions in which terms 

ass "abuse" are omitted, embedding of the abuse questions in a broader context of questions 

onn family of origin to facilitate remembering one's childhood, and extensive training of 

interviewerss on countertransference. To assess child physical abuse, defined as severe 
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parentall  aggression (including step- and adoptive parents and primary caretakers) before age 

16,, the STI employs a modified version of the Conflict Tactics Scales (CTS; Straus, 1979). 

Severee parental aggression includes recurrent and chronic forms of physical violence 

frequentlyy inflicting injuries, such as repeatedly being kicked or hit with fist or an object, 

beingg tied up. Child sexual abuse is defined as any reported pressured or forced sexual 

contactt - ranging from fondling to penetration - experienced before age 16. If a patient 

reportedd abuse by more than one perpetrator at different times, the most impressive incident 

wass chosen by the patient for more detailed inquiry. Adult abuse is defined as that occurring 

att age 16 or after. The screening question about adult physical abuse is "Have you ever been 

hitt by someone?" (excluding physical violence clearly initiated by the patient as for example 

inn street or bar fights). The screening question regarding adult sexual abuse is, "Have you 

everr been pressured or forced into sexual contacts against your wishes?" In contrast to the 

ASI,, all possible perpetrators of physical or sexual abuse are systematically checked. 

Thee four-item "Too Good" validity scale of the Personality Diagnostic Questionnaire-

Revisedd (PDQ-R; Hyler & Rieder, 1987) was used to assess response bias in terms of social 

desirability. . 

3.2.33 Procedure 

Thee ASI was administered at admittance to treatment by a trained staff member or research 

assistant.. The STI was administered approximately 4-8 weeks after the ASI by trained 

researchh assistants. STI interviewers did not know results on the ASI. 

3.2.44 Analyses 

Too test differences between groups of subjects, the %2 test and Student's / test were used. The 

validityy of the ASI questions was determined by (a) comparing the instruments' prevalence 

rates,, assessing specificity/sensitivity and positive and negative predictive values, (b) 

examiningg ASI perpetrator restrictions effects, and (c) examining response bias due to social 

desirabilityy or abuse severity. For analyses purposes (a and b), STI data were organized in 

twoo ways: an original dataset including all possible perpetrators and a constructed dataset 

containingg only perpetrators included in both the ASI and the STI. Furthermore, ASI false-
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negativee cases and consistent reports on both instruments were compared with respect to the 

severityy of childhood physical and sexual abuse as measured with the STI in order to examine 

reportingg bias due to abuse severity. Abuse severity indices included age of onset, chronicity 

(lastingg longer than 1 year), and severity of sexual acts (ranging from fondling to 

penetration).. The STI does not provide data on the severity of adult assault experiences. To 

addresss the issue of social desirable responses, the following groups were compared with 

respectt to their scores on the PDQ-R validity scale: ASI physical abuse vs. no physical abuse; 

ASII  sexual abuse vs. no sexual abuse; and cases in which patients' ASI and STI responses 

differedd (i.e. inconsistent reports) vs. cases of consistent reports on both instruments. 

3.33 Results 

Thee 144 study completers were predominantly male (77%) and had a mean age of 41.2 years 

(SDD = 9.2, range 23-66), with 70.8% between 31 and 50 years. Almost a quarter (24.3%) was 

married/cohabitatingg and 52.1% was employed. Most subjects (91.6%) were born in The 

Netherlands.. The primary problem was alcohol in all cases, even where there was other drug 

use.. All subjects met the DSM-III-R criteria for alcohol dependence (as measured with the 

Compositee International Diagnostic Interview; Robins et al., 1988). Seventy-one (49%) 

subjectss were in inpatient treatment. More than half of the subjects (58.3%) had previously 

beenn treated for alcohol problems: 20.1% once before and 38.2% more than once before 

(rangee 2-31 times). The average age of onset of regular alcohol use was 20.7 (SD 7.7), and 

thee average number of years of regular use was 14.1 (SD 9.8). Study completers (n = 144) 

andd noncompleters (n = 130) did not significantly differ in demographic characteristics, 

drinkingg history (i.e. age of onset/duration of regular drinking and alcohol treatment history), 

problemm severity in several important life areas, and ASI reports of lifetime physical and 

sexuall  assault experiences. However, noncompleters were more often born outside The 

Netherlandss (19.7% vs. 8.4%: y} = 7.14, df= 1, p < .01) and were more often outpatients 

(72%% vs. 51%: x2= 13.41, df=\,p< .001). 

Thee ASI shows significantly lower abuse rates than the STI (Table 1, Columns A and 

B).. The greatest difference is found in lifetime physical abuse rates (24% vs. 51%). Nearly all 

ASII  physical and sexual abuse reports were consistent with reports subsequently obtained 

throughh the STI, indicating good specificity (Table 2). However, sensitivity of the ASI 
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Tablee 1. Reports of lifetime physical abuse (PA) and sexual abuse (SA) using the ASI and STI without and with 

perpetratorr restriction (STI original and STI constructed) 

Lifetimee abuse reported 

Totall  patients (n = 144) 
Lifetimee PA reported 
Lifetimee SA reported 

Malee patients (n = 111) 
Lifetimee PA reported 
Lifetimee SA reported 

Femalee patients (n = 33) 
Lifetimee PA reported 
Lifetimee SA reported 

A: : 

n n 

35 5 
24 4 

22 2 
13 3 

13 3 
11 1 

ASI I 

% % 

24 4 
17 7 

20 0 
12 2 

39 9 
33 3 

B: : STI I 
original l 
n n 

73 3 
41 1 

51 1 
23 3 

22 2 
18 8 

% % 

51 1 
29 9 

46 6 
21 1 

67 7 
55 5 

C: : STI I 
constructed d 
n n 

47 7 
34 4 

25 5 
16 6 

22 2 
18 8 

% % 

33 3 
24 4 

23 3 
14 4 

67 7 
55 5 

Significantt differences 

X' X' 

A-B:: 20.28 
A-B:: 5.09 

A-B:: 16.00 

A-B/C:: 3.89 

df df 

1 1 
1 1 

1 1 

1 1 

P< < 

.001 1 

.05 5 

.001 1 

.05 5 

questionss is rather low, indicating an underestimation of abuse reports, especially of physical 

abusee among males (Table 1). The positive predictive value of the ASI is excellent for both 

lifetimee physical (.97) and sexual abuse (1.00), whereas the negative predictive value of both 

physicall  abuse (.64) and sexual abuse is lower (.86). 

Tablee 2. Contingency tables (2 x 2) of absence/presence of lifetime PA and SA reports according to the ASI vs. 
thee original STI and the constructed STI 

ASI I 
PAA absent 
PAA present 
Total l 

ASI I 
SAA absent 
SAA present 
Total l 

STII  original 
PAA absent 

69 9 
2 2 

71 1 

SAA absent 

103 3 
0 0 

103 3 

PA A 

40 0 
33 3 
73 3 

SA A 

17 7 
24 4 
41 1 

present t 

present t 

Total l 

109 9 
35 5 

144 4 

Total l 

120 0 
24 4 

144 4 

STII  constructed 
PAA absent 

91 1 
6 6 

97 7 

SAA absent 

107 7 
3 3 

110 0 

PA A 

18 8 
29 9 
47 7 

SA A 

13 3 
21 1 
34 4 

present t 

present t 

Total l 

109 9 
35 5 

144 4 

Total l 

120 0 
24 4 

144 4 
STISTI original: PA: agreement 71%, sensitivity .65, specificity .97, positive predictive value .97, negative 
predictivee value .64; SA: agreement 88%, sensitivity .71, specificity 1.00, positive predictive value 1.00, 
negativee predictive value .86. 
STISTI constructed: PA: agreement 83%, sensitivity .72, specificity .94, positive predictive value .89, negative 
predictivee value .84; SA: agreement 89%, sensitivity .72, specificity .97, positive predictive value .92, negative 
predictivee value .89 

Abusee rates in males are affected by the ASI restricted perpetrator screening, whereas 

ratess in females are not (Table 1). For males, differences in physical abuse reports between 

thee ASI and the STI decreased from 20% vs. 46% to 20% vs. 23% when using the 

constructedd STI dataset, whereas differences in sexual abuse reports decreased from 12% vs. 
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21%% to 12% vs. 14%. When evaluating the predictive power of the ASI using the constructed 

STII  as criterion, in fact, the strongest change (i.e. decrease) occurred in sensitivity and 

negativee predictive value of physical abuse questions (Table 2). 

Contraryy to our expectations, no significant differences in severity of childhood 

physicall  or sexual abuse were found between the "false-negative" cases and cases reported in 

bothh instruments. False-negative cases included both minor childhood incidents and severe 

childhoodd abuse histories. Finally, no significant differences in the PDQ-R validity scale 

weree observed between patients with and without abuse reports on the ASI and between 

patientss with consistent and inconsistent abuse reports on both instruments, indicating no 

responsee bias in terms of social desirability. 

3.44 Discussion 

Inn the present study, four hypotheses were tested. The first hypothesis, assuming a difference 

inn abuse incidence rates on the instruments, was corroborated. Compared to the STI, the ASI 

showedd a 27% (51% vs. 24%) lower incidence rate for lifetime physical abuse and of 12% 

(29%% vs. 17%) for lifetime sexual abuse. Besides the effect of the type of questioning of the 

ASI,, however, the higher disclosure of assault history on the STI can also be related to factors 

suchh as the extended interviewer training and the delicate interview flow to enhance memory 

retrievall  (e.g. Draijer, 1990) as well as by factors such as stage of recovery or treatment 

effectss since the STI was administered several weeks after the ASI. Ideally, both instruments 

shouldd have been administered as close together to avoid confounding temporal effects. 

Unfortunately,, such a more sophisticated design was outside the scope of this project. 

Additionally,, the repetition of questioning about abuse during the study course may have 

increasedd the potential for enhancing recall of abusive experiences on the STI. To clarify this 

latterr issue, future research could include a split-half design giving the measures to one-half 

off  the sample in the reverse order. 

Concerningg the second hypothesis, prior results of a gender effect on the sensitivity of 

thee ASI abuse questions (Langeland et al., 2001) were well replicated: abuse rates in males 

aree affected by the ASI perpetrator restrictions, whereas rates in females are not. Controlling 

forr ASI perpetrator restrictions, differences in abuse rates in males were substantially 

reduced.. These artificial results concerning the predictive power of the ASI using the 
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constructedd STI as criterion indicate reasonable sensitivity and good specificity as well as 

reasonablee to good positive and negative predictive values. In fact, the psychometric 

performancee of the A SI is more promising when evaluated against the STI compared to the 

measuree of exposure to traumatic events included in Composite International Diagnostic 

Intervieww Section Posttraumatic Stress Disorder (CIDI-PTSD; Peters et al., 1996) used in our 

earlierr report (Langeland et al., 2001). One can only speculate about the causes of this 

differencee in accuracy of the ASI when compared to the two other assessment methods. 

Theree is a difference between the STI and the CIDI-PTSD in the stressor criterion, with the 

latterr focusing on trauma, assessing events meeting the A criterion for DSM-III-R/ICD-10 

PTSD,, whereas assessment with the STI is based on inquiring about specific behaviors. Other 

relevantt factors could be interviewer effects (e.g. gender and extension of training on trauma 

assessment),, differences in assessment time intervals, or number and type (i.e. intra- or 

extrafamilial)) of perpetrators reported. 

Thee third hypothesis (that mainly minor incidents in childhood would be 

underreportedd on the ASI due to the term "abuse" in the screening questions) was not 

supported.. Data indicating that differences in stressor severity were not related to detection of 

abusee with the ASI, implying that "false negatives" included severe childhood abuse 

experiences,, support earlier cautions concerning the use of the ASI abuse questions as a 

screenn for trauma (Najavits et al., 1998a; Cacciola et al., 1999). Further examination of the 

naturee of underreporting is important, because possible influences of underreporting on 

estimatess of associations between abuse reports and other variables need to be considered. 

Similarr to previous studies (Dill et al., 1991; Leserman et al., 1995; Langeland et al., 

2001),, physical abuse was more frequently underreported than sexual abuse. This 

underreportingg may be a consequence of, for example, the fact that severely aggressive 

punitivee events are often perceived to be deserved and not viewed by victims as abusive (e.g. 

Carlinn et al., 1994). This may apply to physical abuse by parents and by (ex)partners in 

adulthood.. Therefore, future studies should include subjects' perception of abuse status to 

examinee reporting bias due to minimization or denying. 

Thee fourth hypothesis (that the validity of ASI self-reports is jeopardized by social 

desirabilityy response sets) was not supported. This finding is in line with the one reported on 

thee Childhood Trauma Questionnaire by Bernstein et al. (1994), utilizing the same measure 
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forr response bias. However, a more sophisticated measure of social desirability may lend 

greaterr support to the reliability of the ASI abuse questions (Saunders, 1991). 

Takenn together, our findings suggest that the ASI questions have certain limitations 

consideringg their usefulness as an initial, brief assessment procedure for identifying patients 

withh physical and sexual assault experiences. The caveats we have identified in this area 

requiree users of the ASI to be informed and aware of its potential limitation, in particular in 

malee clients. Our data highlight the relevance of a broader ASI perpetrator screening, because 

males,, who are more often victimized by extrafamilial perpetrators than females, clearly 

outnumberr females among persons seeking alcohol treatment. However, the fact that the 

underestimatee level of abuse histories in females did not change after adjustment for 

perpetratorr restrictions indicates the need for more modifications in the ASI questions. "False 

negatives""  were generally not minor incidents, implicating that efforts should be made to 

improvee the sensitivity of the ASI questions. From an epidemiological point of view, 72% 

sensitivityy for both physical and sexual abuse when adjusting for perpetrator restrictions is 

marginall  at best. A point for further research is also the effect of reliability of ASI abuse 

reportss on sensitivity and specificity. Cacciola et al. (1999) reported poor test-retest reliability 

forr physical abuse (k = 0.35), whereas that for sexual abuse was fair (k = 0.45). In their 

samplee of 108 male alcohol- and/or cocaine-dependent patients, the stage of recovery may 

havee affected reliability estimates, administrating the ASI at treatment entry and later on at 

entryy in an aftercare project. 

Certainn methodological limitations of the study should be mentioned. Only 53% of the 

targett population completed both instruments. Although no indications for selectivity were 

foundd between the 144 study completers and the 130 noncompleters, it should be noted that, 

forr example, early treatment dropouts could not be included in the target population due to 

practicall  reasons. Thus, the generalizability of results is limited to patients who remained in 

treatmentt for at least 30 days on inpatient units or 3 weeks at the outpatient setting. 

Outpatientss and patients born outside The Netherlands were underrepresented in the sample. 

Perhapss the most significant limitation is the use of a retrospective method as criterion for 

abusee history assessment. Since no corroborating evidence was sought for any reported abuse 

casecase because of the need for confidentiality, there is no guarantee that these reports are 

accurate.. This limitation is, however, inherent to the current state-of-art of studies on physical 

andd sexual abuse. There are indications that the extent of underreporting rather than 
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overreportingg of childhood abuse is the major problem in relying on retrospective abuse 

accountss (Draijer, 1990; Williams, 1994; Widom & Shepard, 1996; Widom & Morris, 1997; 

Chuu et al., 1999; Fergusson et al., 2000). We considered the responses given during the STI 

thee closest approximation for the presence of an abuse history. Still, it is possible of course 

thatt attention-seeking subjects report factitious abuse histories in an interview situation. 

Furtherr research should test this hypothesis. 

Consideringg the reported rates of lifetime physical and sexual abuse (STI: 51% and 

29%% respectively) and the importance of its acknowledgement during treatment to advance 

progresss in recovery, early assessment of abuse history should be a critical part of treatment 

planningg for chemical-dependent patients. However, recognition of abuse by early assessment 

orr further clinical assessment without using this information in patients' evaluations resolves 

littl ee (see Eilenberg et al., 1996). Further clinical assessment of patients reporting assault 

historiess should include structured interviews as for example the STI or the Childhood 

Traumaa Interview (Fink et al., 1995). Because childhood neglect, which often co-occurs with 

childhoodd abuse, may even be of greater importance for the psychosocial development of the 

childd than the abuse, questions on parental dysfunction and neglect should also be included 

(Draijerr & Boon, 1995; Draijer & Langeland, 1999). 

3.55 Conclusions 

Ourr findings suggest that a modified version of the ASI questions can be useful as an initial, 

brieff  assessment procedure for identifying persons with physical and sexual assault 

experiencess in patients with a substance use disorder. The use of such a modified version of 

thee ASI abuse questions is of paramount importance for treatment of substance abuse 

populations,, in which assault experiences have been frequently reported. The sensitivity of 

thee ASI method may be improved with relatively small adjustments. We recommend that the 

nextt version of the ASI probes for all possible perpetrators and omits the term "abuse" in the 

wordingg of the questions. Questions inquiring about abuse experiences that have neutral 

wordingg should be preferred like, for example, "Have you ever been pressured or forced to 

havee some type of unwanted sexual contact?" It is also suggested to include an opening 

prefacee to the subsequent abuse questions to smooth the interview flow. In addition, for a 

moree adequate initial assessment of traumatized patients, information level in the ASI may be 
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improvedd by adding more detailed questions about the nature and severity of the abuse and 

agee of onset. Finally, more specific training of ASI administrators in the assessment of 

physicall  and sexual abuse is suggested. 
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Abstract t 
Objective:: To examine possible relations between child sexual or physical abuse and adult 
alcoholism.. Method: Studies reviewed included prospective studies, retrospective studies on 
thee prevalence of child sexual or physical abuse in alcoholics and nonalcoholics, and 
retrospectivee studies in mental health clients and in population samples comparing the 
prevalencee of alcohol use disorders in abused and nonabused subjects. Results: Prospective 
studiess do not indicate a significant association between child sexual or physical abuse and 
alcoholism.. In contrast, studies among alcoholic women do suggest a relationship. Also, a 
significantt higher prevalence of alcohol problems in abused women than in nonabused 
womenn is found in population samples. The results of studies among mental health clients are 
inconclusive.. In addition, several methodological limitations should be taken into 
considerationn when evaluating results of the available studies. Conclusions: Current evidence 
iss insufficient to draw conclusions about relationships between child sexual or physical abuse 
andd alcoholism in men. Among females, however, there is a higher likelihood of alcohol 
problemss if they were sexually or physically abused as children. 

4.11 Introductio n 

Inn recent years, child sexual abuse (CSA) and child physical abuse (CPA) have been the 

subjectt of both scientific and public concern. Estimates of prevalence of CSA and CPA in the 

generall  population vary widely, however, due to several methodologie factors (Draijer, 1985, 

1988,, 1990; Peters et al., 1986; Wyatt & Peters, 1986a,b; Gelles & Straus, 1988; Leventhal, 

1990):: (1) method used (e.g. self-administered questionnaires may yield lower rates than 

interviews);; (2) number and content of questions asked (one broad question generally gives 

lowerr rates than multiple questions, and questions labeling experiences as "abuse" generally 

givee lower rates than questions about specific events); (3) specificity of abuse definition, (e.g. 

inclusionn of a wider range of activities will give higher rates); (4) perpetrator's age (exclusion 

11 This review has been published in J Stud Alcohol 1998; 59:336-348. The authors thank Nel Draijer, Ph.D. and 
Wimm van den Brink, M.D., Ph.D. for their comments on an earlier version of the manuscript. 
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off  sibling or peer experiences will give a lower rate); and (5) victim's age at the time the 

incidentt occurred (a younger age cutoff will give a lower rate). Besides, of concern in 

estimatingg prevalence is the difficulty in establishing the accuracy of abuse reports. Exclusion 

off  false positives (e.g. due to delusions or intentional misrepresentations for secondary gain) 

orr false negatives (e.g. due to denial or forgetting) cannot be guaranteed (Draijer, 1985, 1988; 

Briere,, 1992b; Herman, 1992a; Briere & Conte, 1993; Williams, 1994, 1995). 

Inn community studies using more sophisticated methodologies, reported rates for 

contactt sexual abuse ranged from 7% to 33% for women and 4% to 8% for men (Bagley, 

unpublishedd manuscript; Wyatt, 1985; Russell, 1986; Draijer, 1988; Stein et at., 1988). Due 

too differences in survey methods - i.e. perpetrators vs. victims as informants - the information 

onn prevalence of CPA is difficult to integrate. Physical abuse of their children in the previous 

yearr was reported in national surveys by 5% to 14% of parents (Straus et al., 1980; Gelles & 

Edfelt,, 1986; Straus & Gelles, 1986). In national surveys among adult women the CPA rate 

rangedd from 11.5% to 34% (Draijer, 1988; Römkens, 1989), whereas a rate of 8% has been 

foundd in adolescents (Sariola & Uutela, 1992). In these studies CPA was defined as excessive 

physicall  force by parental figures operationalized through using the severe violence index of 

thee Conflict Tactics Scales (CTS; Straus, 1979, 1990). In a national telephone survey among 

2,0000 children aged 10 to 16 years (Finkelhor & Dziuba-Leatherman, 1994), 22.2% reported 

nonfamilyy assaults and 7.5% experienced family assaults (2.2% by a parent), including 

assaultt by siblings and peers. Findings are inconclusive regarding gender differences in CPA 

prevalence.. Sariola & Uutela (1992) and Finkelhor & Dziuba-Leatherman (1994) did not 

reportt gender differences, whereas Straus & Gelles (1986) reported a higher CPA prevalence 

amongg boys. 

Off  particular interest is the extent to which CSA and CPA produce long-term effects 

inn adulthood. Besides self-destructive behavior, anxiety, depression, poor self-esteem, 

difficultyy in trusting others, anger and hostility, substance use disorders are noted as long-

termm effects of child abuse (for reviews, see Wyatt & Powell, 1988; Draijer, 1988, 1990; 

Beitchmann et al., 1992; Herman, 1992a). Although the association between child abuse and 

subsequentt alcohol and/or drug problems has a great deal of plausibility, a greater incidence 

off  many DSM-III-R (American Psychiatric Association, 1987) Axis I diagnoses has been 

foundd to be associated with CSA or CPA. Therefore, it is assumed that child abuse may be a 

general,, nonspecific factor that contributes to psychopathology, including substance use 
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disorders.. An important question is whether there are other factors, such as family 

dysfunction,, childhood neglect or parental substance abuse problems, rather than the abuse 

perr se, that laid the foundation for later psychiatric disturbance (Wyatt & Powell, 1988; 

Draijer,, 1988, 1990; Cicchetti & Carlson, 1989; Beitchman et al., 1992; Herman, 1992a). 

Bothh the adult disorder and the child abuse could originate in a disturbed family environment 

thatt failed to nurture and protect the developing child. Child abuse would not then be causal 

butt would share a common cause with substance use disorder. 

Itt is of considerable clinical and theoretical importance to assess whether CSA and/or 

CPAA are risk factors for the development of substance use disorders, i.e. both for our 

understandingg of the etiology of these disorders and for the development of appropriate 

treatmentt strategies. This review evaluates current evidence on this subject and suggests 

avenuess for future research. Because of length limitations, the review is selective, focusing on 

adultss and on alcohol use disorders. The restriction to adults is justified by the fact that 

alcoholismm is a heterogeneous disorder with both early and late onset subtypes (e.g. before or 

afterr the 25th year). For recognition of associations between child abuse and late onset heavy 

drinking,, assessment of effects of child abuse in terms of alcohol problems should go beyond 

thee period of young adulthood. Studies included are: (1) prospective studies; (2) retrospective 

studiess on CSA and CPA in (a) alcoholics in treatment and controls, or in alcoholics in 

treatmentt only, and in (b) alcoholics in the general population and controls; and (3) 

retrospectivee studies on alcohol use disorders in (a) abused and nonabused mental health 

clients,, and in (b) abused and nonabused subjects in the general population. 

4.22 Methods 

Potentiall  articles were retrieved by a search of the CD-ROM database for Psychlit, as well as 

thee Medline database. Keywords included incest, sexual abuse, physical abuse, child abuse, 

alcoholl  dependence/abuse, and alcoholism. Additional references were identified from 

bibliographiess of the articles obtained by the search, and from textbooks on childhood sexual 

and/orr physical abuse and alcoholism. Unpublished documents were not included. 
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4.2.11 Key issues considered in evaluating the studies in this review 

Somee methodological issues should be considered in evaluating available studies on 

associationss between CSA/CPA and alcoholism (Draijer, 1985, 1990; Widom, 1988; Mash & 

Wolfe,, 1991; Briere, 1992b; Kinard, 1994; Bertolli et al., 1995; see also, Stewart, 1996). 

First,, findings must be evaluated in terms of the specific definitions and assessment methods 

beingg used for child abuse and alcohol problems. For instance, comparisons involving 

noncontactt CSA or mild forms of physical punishment are likely to obscure effects (Draijer, 

1988,, 1990; Briere, 1992b). Concerning alcohol problems, it is generally assumed that more 

structuredd and specified instruments give more reliable reports (see, e.g. Murray et al., 1994; 

Carroll,, 1995). Also, careful assessment of controls is important, because inclusion of false 

negativess may lead to underestimation of effect (Butler et al., 1993). 

Second,, as prospective studies are rare (due to their relative expense, time-consuming 

naturee and high potential for subject attrition), most of the reviewed studies rely on 

retrospectivee reports of abuse, of which the validity is of concern (Draijer, 1988, 1990; 

Briere,, 1992b). If, for example, those denying their abuse experiences are included in no-

abusee comparison groups, differences between groups will become obscured. Besides, 

assigningg causality is problematic. Of further concern is the so-called "effort after meaning", 

implyingg that persons with psychological distress try to find some explanation for their 

currentt problems. Therefore, controls may be less likely to report CSA and CPA than 

alcoholicc or psychiatric patients. 

Regardingg prospective studies, if child abuse is restricted to identified cases in which 

agenciess intervened, findings on the impact of child abuse on adult functioning may be 

confoundedd by interventions effects (e.g. social support following disclosure, children placed 

inn long-term substitute care, subsequent parental care, provision of treatment for the victim) 

(Widomm et al., 1995). Also, the type of maltreatment (i.e. CSA, CPA, neglect) reported to or 

substantiatedd by authorities may not always reflect all forms of maltreatment, due to lack of 

sufficientt evidence for all types experienced to be reported or substantiated, resulting in 

misclassificationn if separate abuse groups are used (Kinard, 1994). In addition, substantiated 

casess may be biased toward more severe abuse and toward an overpresentation of families of 

loww socioeconomic status (e.g. Draijer, 1985; Zellman, 1990). 
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Finally,, alcoholism cannot be attributed to CSA or CPA per se without controlling for 

otherr possible contributing factors, e.g. family background, childhood neglect and adult 

victimizationn experiences. However, controlling by matching, especially when using controls 

recruitedd from a different population than abused subjects (hereafter, nonequivalent groups), 

iss likely to be insufficient, because comparability on unmeasured factors remains unclear. 

Instead,, multivariate tests (e.g. canonical correlation analysis or causal modelling techniques) 

aree preferred (Briere, 1988, 1992b; Draijer, 1988, 1990; Briere & Elliott, 1993; see also: 

Stewart,, 1996). 

Overall,, rigorous studies of CPA/CSA and later alcohol problems would choose a 

prospectivee design. However, given the difficulties to plan such a study in a sample of 

childrenn before physical/sexual abuse, less ideally a sample of identified child abuse cases 

couldd be followed up to examine their psychological functioning. Because this design has 

certainn drawbacks (see above), cross-sectional studies can also be of value, especially general 

populationn studies. This, because such studies minimize the potential impact of "Berkson's 

selectionn bias," which may be operative in clinical studies (i.e. the notion that individuals 

withh more problems - both child abuse history and alcohol problem - may be more likely to 

seekk treatment than individuals with only one problem, thereby potentially inflating degrees 

off  association between child abuse and alcohol problems in clinical samples). 

Whateverr the choice of design, a rigorous study would at least involve the following 

features:: (1) assessment of alcohol problems with an established instrument of sufficient 

reliabilityy and validity; (2) use of unambiguous, specified definitions for CPA and CSA, 

assessedd with an instrument that includes multiple questions describing specific events; (3) 

assessmentt of possible confounders with valid and reliable instruments; (4) a sample with 

adequatee age range recruited from a relatively homogeneous population; and (5) sufficient 

statisticall  power (e.g. adequate sample size) (Draijer, 1990; Briere, 1992b). These are the 

designn features that provide the context for evaluating the studies in this review. 
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4.33 Review of studies 

4.3.11 Prospective studies 

ChildChild sexual abuse and alcoholism. One study appeared in this area. As part of a cohort study 

(Widom,, 1989; Widom et al., 1995), a sample of abused and neglected children (N = 611; 

casess substantiated by court from 1967 to 1971; restricted to children under age 12) was 

matchedd for age, sex, race and approximate social class background with children not 

identifiedd by authorities as abused or neglected (N = 457) and followed prospectively into 

youngg adulthood (age in the 1989 sample ranges from 16 to 32 years, with almost 50% under 

agee 25; Widom, 1989). The National Institute Mental Health Diagnostic Interview Schedule 

(DIS)) (Robins et al., 1981) was used to assess DSM-I1I-R alcoholism and number of alcohol-

relatedd symptoms. For CSA cases the charges varied from assault and battery with intent to 

gratifyy sexual desires to fondling or touching in an obscene manner, incest, sodomy, etc. 

Multivariatee analysis, with controls for childhood poverty, childhood neglect and CPA 

indicatedd that having a parent with an alcohol/drug problem does lead to a significantly 

higherr risk of subsequent alcohol problems, whereas being sexually abused in childhood does 

not.. For women, childhood neglect was a significant predictor of number of lifetime alcohol-

relatedd symptoms, but not of lifetime diagnosis with controls for parental alcohol/drug 

problems,, CSA and CPA, childhood poverty, race and age. Although this study has a number 

off  methodological strengths (e.g. large sample, use of a reliable and valid measure for alcohol 

problems,, an appropriate control group), its major limitations are the unknown effects of 

treatmentt on postabuse symptomatology and the fact that outcome was assessed relatively 

earlyy in adulthood. Therefore, findings must remain tentative. 

ChildChild physical abuse and alcoholism. In this area three studies appeared. Widom et al. (1995) 

alsoo studied CPA cases, including injuries such as bruises, cuts, burns, bone fractures and 

otherr evidence of physical injury. Controlling for childhood poverty, parental alcohol and/or 

drugg problems, childhood neglect, CSA, race and age, CPA was not an independent risk 

factorr for later alcohol problems. 

McCordd (1983) retraced 98% of 232 males (in 1983 in their late forties) from a group 

off  boys who grew up in "transitional neighborhoods." Of the original 253 subjects, only one 
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malee per family was included in the follow-up, leaving 232 subjects. Based on information 

gatheredd in childhood (i.e. records from social workers for the period 1939-45) the men were 

dividedd into four categories according to how their parents treated them: "neglected" (n = 

48),, "abused" (n = 49), "rejected" (n = 34), or "loved" (n = 101). Physical abuse was based 

uponn parents' consistent use of physical punishments as a form of discipline. 

Operationalizationn of adult alcohol problems was limited to receiving alcohol treatment as 

indicatedd by clinical records. In terms of poverty and proportions from broken homes the four 

groupss were similar. No significant group differences in proportions of men who had become 

alcoholicss were found. Despite study strengths, the validity of findings is limited due to 

questionablee definitions for both outcome and predictor variables. For example, doubts are 

beingg raised about the severity of the abuse included. Abuse referring to disciplinary corporal 

punishmentt may include milder forms of punishment. 

Inn the third study, Martin & Elmer (1992) retraced 19 males and females -

approximatelyy 20 years after the victimization (current age 25 to 36 years) - from a group of 

333 individuals who had been treated for multiple bone injuries due to assault as children. Five 

subjectss (26%) reported drinking problems. However, in three of these five cases the abusive 

parentss were heavy drinkers. Also, the authors indicate that the actual extent of drinking 

problemss was probably not revealed, because of subjects' reluctance to discuss substance 

abuse.. How they assessed drinking problems is not described. In addition, indications for 

selectivee sample attrition are apparent in this study, e.g. institutionalized subjects could not be 

includedd in the follow-up sample. Given the serious methodological shortcomings, there is a 

strongg need for caution in interpreting the findings. 

Summary.Summary. The prospective studies do not provide support for a relationship between CSA or 

CPAA and later alcoholism. However, several methodological shortcomings of these studies 

(e.g.. the unknown effect of treatment on child abuse effects, questionable definitions of 

predictorr and outcome variables, and assessment of alcohol problems in young adulthood) 

seriouslyy hamper the generalizability and validity of their findings. 
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4.3.22 Studies of child sexual and/or physical abuse in alcoholics in treatment 

Tablee 1 shows CSA and CPA prevalence rates in alcoholics in treatment (i.e. individuals 

seekingg treatment for alcohol problems or attending meetings of Alcoholics Anonymous 

[AA]) .. As for uncontrolled studies, only those with samples of 20 or more alcoholic subjects 

aree reviewed here. 

ChildChild sexual abuse in alcoholics in treatment. Three controlled studies were found, all 

reportingg on women only. In the first, Covington (1986) compared 35 alcoholic women from 

AAA and hospital treatment programs with a matched nonalcoholic community group of 35 

womenn (age range 19-50+). Matching variables included age, education, marital status and 

religiouss background. An indirect measure (i.e. the Mortimer-Filkins test: see Webb, 1990) 

wass used to screen out possible alcoholic controls. CSA criteria were unclear, since the 

womenn were free to report sexual victimization according to their own definition. Seventy-

fourr percent of the alcoholic women reported sexual abuse before age 11 compared to 31 % of 

thee controls. However, for a number of reasons (e.g. heterogeneity of alcoholic sample, 

matchingg of nonequivalent groups, indirect measure of alcohol problems among controls, and 

unspecifiedd definition of CSA) these findings are ambiguous. 

Thee second study (Miller et al., 1987) incorporated improvements in study design, and 

inn definitions and assessment of predictor, outcome and control variables. Nevertheless, 

findingss must be interpreted with caution, because of comparison of nonequivalent groups, 

andd of a nonrandom - snowball - sampling technique for selecting most alcoholic subjects 

(i.e.. AA members). In this study, 45 alcohol-dependent women recruited from AA and 

treatmentt agencies were compared with 40 nonalcoholic women selected using a random-

digitt dialing technique from a household population (age range 18-45). Subjects were defined 

ass alcoholic if they had been or were currently participating in alcohol treatment. The 

responsee rate among controls was rather low (28%), thus limiting generalizability of findings. 

Thee Michigan Alcoholism Screening Test (MAST; Selzer, 1971) was used to ensure that all 

womenn in the alcoholic group met some objective measure of alcoholism and to exclude 

alcoholicc controls. Also, the quantity-frequency index for alcohol consumption (Armor & 

Polich,, 1982) was used to exclude women who were inaccurately assigned to the alcoholic 

group.. CSA, defined as contact and noncontact experiences before age 18, was assessed using 
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multiplee questions describing specific events. No significant differences between the two 

groupss were found regarding race, educational level, marital and employment status, parental 

divorcee or separation, death in the family, and remarriage of a parent. However, compared to 

controls,, the alcoholics were older, had a lower income, reported more changes in childhood 

familyy structure (i.e. the sum of parental divorce/separation, death in the family, remarriage 

off  parent) and more often had at least one parent with alcohol-related problems. The 

alcoholicc women were not only more likely to have experienced noncontact and contact CSA 

priorr to age 18 (see Table 1), but also more frequently reported experiences over longer 

periodss of time, especially if they were daughters of alcoholic parents. The father was usually 

nott the abuser in these cases. Rather, there was a lack of protection for the child, who was 

abusedd by others. There was no indication that alcohol consumption had been initiated prior 

too sexual abuse. A multivariate (i.e. canonical correlation) analysis, controlling for current 

age,, income source and number of changes in the family of origin, indicates that CSA 

(includingg noncontact experiences) and parental alcoholism are independent predictors of 

alcoholismm in women. 

Moree recently (Miller et al., 1993), data from a larger sample were collected (N = 472, 

agee range 18-45) and assessment of alcohol-related problems was improved (i.e. using the 

DISS in addition to the MAST) as well as assessment of parental alcohol problems (i.e. a self-

administeredd form of the Research Diagnostic Criteria; Andreasen et al., 1986). The 

definitionall  criteria for CSA of Miller et al. (1987) were used. In the analyses two sets of 

comparisonn groups were used (see Table 1). All groups were skewed to lower socioeconomic 

strata.. The first analysis suggested that the relationship between CSA and women's alcohol 

problemss is specific for alcoholics seeking treatment, since a significantly greater percent of 

womenn in alcoholism treatment reported CSA as compared to either women who are heavy 

drinkerss but not in treatment ("drinking drivers") or a nonalcoholic community group of 

women.. However, the "drinking drivers" had actually lower levels of alcohol problems (as 

measuredd with the DIS and the MAST) than women in the alcoholism treatment group. 

Furthermore,, the alcohol treatment group more frequently reported several types of CSA (i.e. 

exposure,, touching, penetration) compared with women in the other two groups. After 

controllingg - using regression analyses - for race, age, childhood socioeconomic status, 
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parentall  alcoholism and number of changes in childhood family structure, these differences 

remainedd significant. The second analysis showed that women in outpatient alcohol treatment 

reportedd significantly higher rates of CSA than did nonalcoholic women in the community 

group,, or nonalcoholic women receiving other mental health services, indicating that CSA is 

associatedd with the development of women's alcohol-related problems when holding 

treatmentt condition constant. After controlling for demographic characteristics and parental 

alcoholl  problems these patterns persisted. 

Besidess the controlled studies, five uncontrolled studies of CSA in alcoholics in 

treatmentt were found (Kovach, 1986; Scherotzki-Hanninger et al., 1986; Nadeau, 1990; Von 

derr Stein & Podoll, 1994; Windle et al, 1995), of which three examined only incest (see 

Tablee 1). Three of the five studies focused on females, two concern both sexes. Since study 

findingss are difficult to interpret because of lack of control groups, it is instructive to examine 

iff  the reported prevalence rates of CSA are higher than population based rates. For such a 

comparison,, findings of Windle et al. (1995) are considered the most informative, given the 

methodologicall  strengths of this study as opposed to the other four, i.e. large sample (481 

malee and 321 female inpatients, age range 19-57), and a specified definition of CSA with 

conservativee criteria (e.g. unwanted sexual contact before age 18) assessed in face-to-face 

interviewss with a sensitive, behavior-specific question. The CSA rate reported for male 

inpatientss (12%) is somewhat higher than those found among men in community surveys 

employingg about the same method (4% to 8%; Bagley, unpublished manuscript; Stein et al., 

1988).. However, the CSA rate reported for female inpatients was considerably higher than 

rangess found among women in community-based studies utilizing comparable methods, i.e. 

49%% versus 7% to 33% (Wyatt, 1985; Russell, 1986; Draijer, 1988; Stein et al., 1988). In the 

methodologicall  much less rigorous study of Nadeau (1990) (e.g. N = 40, subjective definition 

forr CSA) a 13% rate of CSA was reported by female alcoholic inpatients. 

Off  the uncontrolled studies examining incest, only one (Kovach, 1986) provides 

sufficientt data to permit a comparison with community-based prevalence rates. In this study, 

aa quarter of female A A-members (no information given on current age of subjects) reported 

childhoodd incest, defined as sexual contact experiences with individuals who functioned in a 

parentall  or familial role or with someone whom the subject perceived to be closely related. 

Thiss rate is considerably higher than those found in women in community surveys (Russell, 

1986:: 16% before age 18; Draijer, 1988: 15.6% before age 16). 
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ChildChild physical abuse in alcoholics in treatment. In this area four studies concerning women 

appeared.. In Covington's (1986) study, described above, the CPA rate before age 11 -

subjectivelyy defined - in alcoholics was significantly higher than in controls (40% vs. 26%). 

Thee other three studies (Downs et al., 1987; Downs et al., 1992; Miller et al., 1993) were 

conductedd by one research group using the same instruments to assess parent-to-child 

violencee (CTS) and alcohol-related problems (MAST, in the last study complemented with 

thee DIS). In the first study (Downs et al., 1987), using the same sample as Miller et al. (1987, 

seee above), multivariate (i.e. regression and discriminant) analysis, controlling, among others 

(seee Table 1), for presence of parental alcohol problems, suggests that father-to-daughter 

physicall  violence is related to alcoholism, whereas mother-to-daughter violence is not. The 

otherr two studies (Downs et al., 1992; Miller et al., 1993) confirmed these findings, even 

afterr introducing more covariates (see Table 1). Only Downs et al. (1992) report that severe 

violencee by the mother was also associated with alcohol problems. Interestingly, in all three 

studiess fathers' verbal abuse (assessed with the CTS subscale) also predicted the development 

off  adult alcohol-related problems. The methodological problems mentioned earlier for the 

studiess of Miller et al. (1987, 1993) also apply to Downs et al.*(1987, 1992). 

Inn three uncontrolled studies concerning male alcoholic inpatients, employing 

comparablee definitional criteria for CPA (i.e. repeated episodes of physical aggression that 

causedd injuries), CPA prevalence rates ranged from 13% to 31% (Kroll et al., 1985; Schaefer 

ett al., 1988; Windle et al. 1995, see Table 1). However, histories of CPA were obtained by 

differentt methods: chart review (Kroll et al., 1985), self-report questionnaire (Schaefer et al., 

1988)) and interviews (Windle et al., 1995). Factors accounting for the lower rate found by 

Krolll  et al. (1985) are the tolerant view toward the reported greater use of corporal 

punishmentt by lower socioeconomic classes and not rating "whippings" as abuse. 

Furthermore,, it is unclear whether Kroll et al. included abuse by individuals other than 

parentall  figures as in the other two studies. For female inpatients, Windle et al. (1995) found 

aa CPA rate of 33%. The CPA rates in alcoholic patients do not exceed base rate prevalence of 

CPAA in the general population (11.5% to 34%; see Draijer, 1988; Römkens, 1989). However, 

makingg direct comparisons between rates is difficult, because general population CPA rates 

havee been established with women only and with generally more narrow definitions than 

usedd in the alcoholic sample studies. 
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Summary.Summary. The available data are insufficient to draw conclusions about associations between 

CSAA and/or CPA and alcoholism in males in treatment, since all studies among males are 

uncontrolled.. However, alcoholic females in treatment report significantly higher rates of 

CSAA than controls, with two of the three controlled studies (Miller et al., 1987, 1993) 

consideredd to be more rigorous. Worth noticing are the findings of Miller et al. (1987) that 

CSAA and parental alcoholism are both independent predictors of alcoholism in women. 

Amongg five uncontrolled studies, one relatively rigorous study suggests an association 

betweenn contact CSA and alcohol problems in women, while another suggests an association 

betweenn incest (contact experiences) and alcohol problems among women. 

Fourr controlled studies reporting on female alcoholics indicate a relationship between 

CPAA and alcohol problems, with the three most rigorous focusing on parent-to-child violence 

(Downss et al., 1987, 1992; Miller et al., 1993). These three studies demonstrate that the 

genderr of the abusive parent appears to influence this relationship, even when controlling for 

parentall  alcohol problems. 

4.3.33 Studies of child physical abuse in alcoholics in the general population 

Holmess & Robins (1987, 1988) compared alcoholics (without other disorders) in the general 

populationn with persons with lifetime major depressive disorder or no psychiatric disorder 

matchedd by age in the same population with respect to harsh disciplinary experiences in 

childhood.. Psychiatric diagnoses of these men and women (age 18 to 50) were assessed with 

thee DIS (see Regier et al., 1984). Several months after the diagnostic assessment, the selected 

subjectss were interviewed by means of multiple screening questions (Home Environment 

Interview,, Version II; Robins et al., 1985) about parental disciplinary practices between age 6 

too 13. Reports of unfair, inconsistent and abusive discipline by parents predicted both alcohol 

andd depressive disorders independently of respondent's sex, childhood behavior problems 

andd parental psychiatric history (e.g. alcohol and drug disorders). This study has many design 

strengths.. However, generalizability of findings remains unclear, as experiences of harsh 

punishmentt were only assessed between age 6 to 13. Given that parental physical abuse of 

childrenn before age 6 is not uncommon, it might well be expected that both the diagnostic 

groupss and the control group include subjects who were abused as young children but were 

nott identified. 
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4.3.44 Alcoholism in abused and nonabused adult mental health clients 

AlcoholismAlcoholism in mental health clients with or without child sexual abuse histories. Four studies 

comparedd the prevalence of alcoholism among sexually abused and nonabused mental health 

clients,, all using about the same definitional criteria for CSA (i.e. sexual contact abuse, 

rangingg from fondling to intercourse). Three studies were on women only and one covered 

bothh sexes. 

Brieree & Runtz (1988) report that sexually abused female crisis center clients (N = 

67)) had over two times the likelihood of (self-defined) alcoholism as compared to nonabused 

femalee crisis center clients (N = 85, age range 14-54). Abused and nonabused clients did not 

significantlyy differ in terms of age, marital status or ethnicity. Abuse history was assessed by 

directt questioning during intake evaluations. Among 188 female psychiatric outpatients 

(meann [  SD] age = 35.3  11.2 years), CSA histories - obtained through using a 

questionnairee with one broad question - were significantly associated with scores on the 

MAST,, independent of CPA and family history of substance abuse (Swett et al., 1991). 

Unfortunately,, demographic variables for abused versus nonabused women were not 

reported. . 

Inn contrast, Briere & Zaidi (1989) found no significant association between alcohol 

abusee (DSM-III-R diagnosis) and CSA in a sample of 50 female crisis center clients (mean 

agee = 33.5  12.0), but this could be due to small sample size (i.e. reduced statistical power to 

detectt significant differences). Alcohol abuse diagnoses were about two times more prevalent 

inn the CSA group than in the control group (i.e. 37% vs. 20%). Intake clinicians routinely 

askedd the patients about CSA histories. Abused and nonabused clients were equivalent in 

termss of race, marital status, employment, education and income, but not in terms of age 

(meann age = 29.9 vs. 37.0). This age difference between groups could be a potentially 

confound,, meaning that in the CSA group associations between abuse and late onset heavy 

drinkingg could not be fully established. 

Inn their sample of 601 males and 346 females (age range 17-90) admitted to two 

psychiatricc wards of a U.S. Air Force tertiary-care medical center, Brown & Anderson (1991) 

reportedd that patients with CSA did not have a higher prevalence of DSM-III-R alcohol use 

disorderss than patients without CSA. However, patients reporting both CSA and CPA had the 

highestt rate of alcoholism. Unfortunately, sex differences were not examined. A major 
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limitationn of this study is that abuse histories were elicited by means of broad rather than 

specificc questions. Given the rather unique nature of this sample (i.e. military), generalization 

too other psychiatric settings is impossible. 

Inn addition, two studies were found comparing the prevalence of alcoholism between 

femalee incest victims seeking mental health treatment and control groups, presenting 

contrastingg findings. In a pioneer study (Meiselman, 1978), no relationship was found 

betweenn (step)father-daughter-incest histories and alcohol use disorder. However, only one of 

thee 76 subjects (i.e. 26 incest victims and 50 controls; age range unclear, including some 

subjectss younger than 15 years) in this study was given a clinical diagnosis of alcohol use 

disorder.. Methodological shortcomings of this study are the inclusion of adolescent subjects, 

aa small experimental group and the low overall prevalence of alcohol disorders compared 

withh base-rates for women in the general population - 1% vs. 4.6% (Helzer, et al., 1991). The 

secondd study (Pribor & Dinwiddie, 1992) is more rigorous, including a larger sample of 

incestt victims, utilizing two control groups and a standardized instrument (the DIS) to assess 

alcoholl  problems. Female incest victims (N = 52) in treatment by agencies or self-help 

groupss with specialized programs for sexually abused women reported a significantly higher 

lifetimee prevalence of alcohol abuse and dependence than an age- and race-matched 

comparisonn group of female general mental health clients (N = 23) or a group of women in 

thee general population (based on St. Louis Epidemiologic Catchment Area data for women 

agedd 18-55, no N provided) (i.e. 29% vs. 4% and 5%). 

AlcoholismAlcoholism in mental health clients with or without child physical abuse histories. In two 

studiess comparing the prevalence of alcohol problems in physically abused and nonabused 

adultt mental health clients, CPA was defined as an assault before age 19, not limited to 

parentall  abuse. Both studies indicate a relationship between CPA and alcohol problems. In 

1888 psychiatric female outpatients, CPA was related to MAST scores independent of CSA 

andd family history of substance abuse (Swett et al., 1991), whereas in the other study male 

andd female inpatients with CPA histories had a higher prevalence of DSM-III-R alcohol use 

disorderss than nonabused patients (Brown & Anderson, 1991). In both studies, patients 

reportingg both CPA and CSA had the highest rate of alcoholic drinking. 
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Summary.Summary. Most studies do suggest an association between CSA/CPA and alcoholism in 

femalee mental health clients. However, there are concerns about the sensitivity of assessment 

off  both the dependent and the independent variable in several of these studies. For example, 

inn one study (Briere & Runtz, 1988) assessment of alcohol problems was based on self-

definitions,, which are, of course, of questionable validity, whereas in three other studies 

(Meiselman,, 1978; Briere & Zaidi, 1989; Brown & Anderson, 1991) the operationalization of 

alcoholl  problems was based on clinical diagnoses. This latter operationalization may also 

implyy an underestimation. Diagnostic accuracy in determining substance abuse in psychiatric 

populationss cannot be guaranteed (Ananth et al., 1989; Albanese et al., 1994). Mental health 

clientss may underreport their alcohol problems for fear of being excluded from treatment. In 

addition,, in most studies, possible confounders such as parental alcohol problems or 

childhoodd neglect were not measured. Given the dearth of information on males in this area, 

noo conclusions can be drawn whether CSA/CPA are related to alcohol problems in male 

mentall  health clients. 

4.3.55 Alcoholism in abused and nonabused adults in the general population 

AlcoholismAlcoholism in subjects with and without child sexual abuse histories. Six community-based 

surveyss explored prevalence rates of alcoholism among sexual abuse victims and nonvictims. 

Onee of these studies covers both sexes and the other five report on women only. In five of 

thesee studies CSA was assessed in face-to-face interviews by means of well-defined 

questions,, and the definitional criteria for CSA were about the same. In the sixth (Silverman 

ett al., 1996), abuse was measured using a single question. Different instruments and criteria 

weree used for the assessment of alcohol problems. 

Inn a national survey of 1,054 adult women (age range 20-40) in Holland (Draijer, 

1988),, those who experienced incestuous contact abuse before age 16 more frequently 

reportedd problems with alcohol use (self-defined) than those without such experiences (12% 

vs.vs. 5%). The abused women did not significantly differ in terms of age and childhood 

socioeconomicc status from the comparison group of women. 

Inn the Los Angeles Epidemiologic Catchment Area survey (Stein et al. 1988) 

comprisingg a probability sample of 3,132 adults (18 year or older), the DIS was used to assess 

alcoholl  abuse/dependence. In this sample 6.8% of the women and 3.8% of men reported 
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"forcedd sexual contact" before age 16. Overall, a significant association was found between 

CSAA and a lifetime diagnosis of alcohol abuse/dependence (see also Scott, 1992). However, 

thiss association was significant for women but not for men: 20.8% of the sexually abused 

womenn had a lifetime alcoholism diagnosis versus 4.1% of the nonabused women. This 

associationn remained significant when controlling for other sexual abuses (i.e. adult sexual 

abuse,, and combinations of CSA and adult sexual abuse) and demographic variables (sex, 

age,, ethnicity and education). 

Likewise,, Peters (1988) found that women (age range 18-36) who experienced contact 

CSAA before age 18 were significantly more likely than women reporting no such abuse to 

havee a diagnosis of alcohol abuse (22% vs. 6%). However, abusive histories limited to only 

noncontactt experiences were not associated with later alcohol abuse. Comparisons on 

demographicc characteristics (age, education, income, socioeconomic status, marital status and 

havingg children) revealed no significant differences between the three groups (no abuse, 

noncontact,, contact). Alcohol abuse (since the age of 18) was assessed using the Schedule for 

Affectivee Disorders and Schizophrenia-Lifetime (SADS-L; Endicott & Spitzer, 1979) and the 

Researchh Diagnostic Criteria (RDC; Spitzer et al., 1978). Information concerning CSA was 

obtainedd from data collected in the original study (Wyatt, 1985). Although there was 

considerablee attrition of women from the original sample (N = 248) to the subsample (n = 

119)) involved in the present study (i.e. 52%), this attrition was evenly distributed across the 

threee groups. 

Inn New Zealand, Mullen et al. (1993) used a random community sample stratified on 

thee basis of a first, postal phase into those reporting CSA and a control group who did not 

reportt CSA (N = 1,014 women under 65 years of age). In the second phase, information on 

CSAA and CPA was obtained through interviews. The Present State Examination (PSE; Wing 

ett al., 1974) was employed to establish current psychiatric symptoms. To assess abusive 

patternss of alcohol consumption, the WHO alcohol questionnaire (Saunders et al., 1987) was 

used.. Because the impact of adult sexual or physical abuse might confound the differences 

betweenn those who had experienced CSA and the control group, women who reported sexual 

orr physical abuse as adults, and who gave no history of CSA, were not included as controls. 

Overall,, CSA (including noncontact experiences) before age 16 was not related to alcohol use 

problems.. However, the severity of CSA was associated with excessive use of alcohol, 

definedd as currently consuming 14 or more units a week. Women who reported CSA 
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involvingg intercourse showed significantly higher rates of excessive alcohol use than controls 

(34%% vs. 9%). Further analysis (i.e. logistic regression), which took into account potential 

riskk factors (i.e. a range of social, family and other childhood factors) and which attempted to 

disentanglee the independent effects of three forms of childhood abuse (i.e. physical, 

emotional,, and sexual), revealed that heavy drinking was significantly associated with CSA 

butt not with CPA or childhood emotional abuse (Mullen et al., 1996). 

Itt is worth noticing that in these four community studies the prevalence rates for 

alcoholl  problems among women with CSA histories far exceed the U.S. national rate for 

alcohol-relatedd problems among women (i.e. 4.6%; Helzer et al., 1991). The four surveys 

meett many of the criteria outlined above (e.g. using an established instrument to measure 

alcoholl  problems, multiple screening questions regarding CSA, and rigorous sampling 

procedures),, and all provide strong support for a relationship between (severity of) CSA and 

alcoholl  problems in women. 

Off  particular interest in this area are two other studies employing a longitudinal 

designn based on community samples. Since reports of abuse and alcohol problems are 

retrospective,, and findings (part of them) are based on cross-sectional analysis of data, these 

studiess are described here. Wilsnack and colleagues used a longitudinal design (1981-91) to 

exploree connections between CSA and alcohol problems among women (Wilsnack, 1991; 

Russelll  & Wilsnack, 1991; Wilsnack & Wilsnack, 1993, 1995; Wilsnack et al., 1997). The 

initiall  sample in 1981 included 917 women aged 21 and older. To assess problem drinking 

threee indicators were used: (1) an average consumption of one ounce of ethanol per day in the 

pastt 30 days, (2) one or more drinking-related problems in the past 12 months and (3) one or 

moree symptoms of alcohol dependence in the past 12 months. Women who in 1981 had 

reportedd at least two of these three indicators were considered problem drinkers. Controlling 

forr age, CSA predicted the onset of problem drinking over a 5-year follow-up period: in 1986 

(basedd on interviews with 300 women of the initial sample) the 1981 nonproblem drinkers 

whoo reported CSA before age 18 were significantly more likely than 1981 nonproblem 

drinkerss without CSA to report problem drinking (51% vs. 19%). In 1991, data were gathered 

fromfrom two subsamples, namely 696 women of the initial sample and a newly recruited group 

off  403 women aged 21 to 30. Based on cross-sectional analyses of the 1991 data, CSA was 

significantlyy related to heavy episodic drinking, intoxication, drinking-related problems and 

alcohol-dependencee symptoms. Histories of CSA were in 1986 elicited in interviews by 
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meansmeans of a broad question ("Someone tried to make you have sexual activity that you really 

didd not want"). To increase consistency with methods used in community studies on rates of 

CSAA (Russell, 1983; Wyatt, 1985), a revised and expanded set of questions was included in 

1991.. The 1991 questions elicited substantially higher rates of CSA than did the broad 

questionquestion in 1986. 

Silvermann et al. (1996) examined the link between CSA and alcohol abuse-

dependencee (assessed with the DIS) in a sample of 375 young adults (188 males, 187 

females)) who had been participants in an ongoing 17-year longitudinal community study and 

whoo were reinterviewed in 1993 at age 21. The original sample (1977) was based on all youth 

whoo registered for kindergarten in a working-class community. Between 1977 and 1993 there 

weree no indications for a pattern of selective attrition on demographic, behavioral, emotional 

orr academic variables. In 1993 a single, broad question was used to measure CSA before age 

188 ("Sexually abused or forced to have sex without your consent?"). It was reported by 

12.3%% of females and 1.1% of males. Further analyses were conducted on females only. 

Althoughh alcohol problems were assessed in young adulthood, more than two-fifths (43.5%) 

off  the sexually abused females versus 7.9% of nonabused females met DSM-III-R criteria for 

alcoholl  abuse-dependence. 

AlcoholismAlcoholism in subjects with and without child physical abuse histories. One study appeared in 

thiss area. Silverman et al. (1996), described above, also studied the link between CPA and 

alcoholl  problems. In 1993 a single, broad and insensitive question was used to measure CPA 

beforee age 18 ("Were you physically abused?"), including abuse by nonfamily members. 

CPAA was reported by 6.4% of females and 5.3% of males. No differences were found 

betweenn abused and nonabused subjects with regard to alcohol abuse-dependence. However, 

sincee severely aggressive punitive events are often perceived to be deserved and not viewed 

byy persons as abuse (see, e.g. Berger et al., 1988; Carlin et al., 1994), it is likely that CPA 

experiencess are underestimated. Inclusion of false negatives in the nonabused group may 

havee resulted in an underestimation of effect. 

Summary.Summary. Given the rigorous design features (e.g. large samples, sensitive measurement of 

cruciall  variables, inclusion of control variables) of most of the general population studies 

focusingg on CSA, and minimization of "Berkson's selection bias", results should be weighted 
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moree heavily than those of previously discussed studies. Five of the six population studies 

amongg females provide support for a positive association between CSA and adult alcohol 

problems.. Demographic characteristics did not confound this association. Of interest is the 

findingg of Stein et al. (1988) that this association remained significant after controlling for 

otherr sexual abuses. In the sixth study (Mullen et al., 1993, 1996), a relationship was found 

betweenn CSA involving intercourse and alcohol problems, excluding the impact of both adult 

sexuall  and physical abuse experiences, CPA, and childhood emotional abuse. Furthermore, 

findingsfindings in this study and those of Peters (1988) indicate that more severe CSA experiences 

aree significantly associated with greater risk for alcohol problems. The one study of CSA and 

adultt alcohol problems in males (Stein et al. 1988) found no relationship. 

Noo association between CPA (including nonfamilial abuse) and alcohol problems in 

bothh females and males was reported, but concerns about the method of assessment of CPA 

detractt from the validity of these findings. 

4.44 Discussion 

Overall,, the empirical evidence for the notion that CSA or CPA are related to alcoholism is 

limitedd because of a number of methodological problems. However, during the last years the 

numberr of cross-sectional studies employing rigorous methods (e.g. utilizing larger samples, 

assessingg alcohol problems with established instruments, using behavior-specific screening 

questionss to assess CSA and CPA, and including several possible confounders) has increased. 

Basedd on these studies, it can be stated that among females there is a higher likelihood of 

alcoholl  problems if they were sexually or physically abused as children. For instance, in the 

community-basedd studies among females there is a consistent replication of associations 

betweenn (severity of) CSA and alcohol problems. 

Inn contrast, findings from the few existing prospective studies do not provide support 

forr a relationship between CSA or CPA and alcohol problems in females. However, these 

studiess have some serious methodological shortcomings. The design utilized by Martin & 

Elmerr (1992) is too weak to base any conclusions upon. In the study of Widom et al. (1995), 

long-termm abuse effects themselves cannot be disentangled from long-term intervention 

effectss for a given abuse. Furthermore, associations between child abuse and late onset heavy 

drinkingg may not have been recognized for about half of their sample. Finally, an important 



72 2 ChapterChapter 4 

differencee of this study compared to retrospective studies is the upper limit placed on the 

victim'ss age at the time of abuse (i.e. 11 years or younger versus mostly 15 or 18 years or 

younger),, which may have influenced results. Concerning the study of McCord (1983), 

questionablee definitions for both outcome and predictor variables may have resulted in an 

underestimationn of effect. Taken together, due to serious methodological shortcomings these 

prospectivee studies should be weighted less heavily than rigorous cross-sectional studies 

whenn drawing conclusions about links between CSA or CPA and alcohol problems in 

women. . 

Despitee the interest in CSA and CPA effects in female populations, there is a dearth of 

informationn on males. Therefore, there is insufficient evidence on which to base conclusions 

aboutt relationships between CSA or CPA and alcoholism in males. 

AA question of paramount importance is how to interpret associations between child 

abusee and alcohol problems. The most cited explanation is that substance use may serve as a 

formm of self-medication to mitigate negative psychological sequelae of the abuse (Van der 

Kolkk & Greenberg, 1987; Ulman & Brothers, 1988; Root, 1989; Draijer, 1990; Young, 1990; 

Alexander,, 1992; Cole & Putnam, 1992; Herman, 1992a; Putnam & Trickett, 1993; Van der 

Kolkk & Fisier, 1994; Reckling & Buirski, 1996). It is postulated that child abuse and neglect 

(orr more specifically the lack of secure attachments) often result in disturbances in social 

developmentt and in the development of self-regulatory processes, particularly regulation of 

affectt and impulse control. Due to the inability to regulate physiological arousal, persons who 

weree abused or neglected as children are more vulnerable to self-destructive and addictive 

behaviorss in their attempts to control intense emotional states. The dysregulation of affects 

andd impulses is assumed to be evidenced by the long-term effects of child abuse and neglect, 

suchh as depression and anxiety, posttraumatic stress symptoms, substance abuse, 

somatization,, dissociation, and borderline personality disorder, since these different 

diagnosticc groups share these psychopathological features. Other more specific explanations 

inn line with the self-medication/self-regulation hypothesis are that substances may be used: 

(1)) to cope with posttraumatic stress symptoms; for instance, reducing increased 

physiologicall  arousal, and trying to avoid intrusive symptoms (e.g. flashbacks, nightmares) or 

symptomss of emotional numbing (i.e. by creating a sense of aliveness when feeling a 

nothingnesss inside) (Kovach, 1986; Root, 1989; Blume, 1990; Herman, 1992a; Evans & 

Sullivan,, 1995; see also Stewart, 1996); (2) to achieve chemically induced dissociation as a 
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(chronic)) coping strategy for dealing with affects, memories and cognitions associated with 

thee abuse (Briere & Runtz, 1987; Singer et al., 1989; Herman, 1992a; Roesler & Dafler, 

1993;; Evans & Sullivan, 1995); (3) to facilitate, rather than repress, memories of abuse, and 

too be able to talk about the abuse (Lammers, 1995); (4) to endure compulsive reenactment of 

thee original trauma (e.g. in the form of promiscuity, prostitution or adult abusive relationships 

(Herman,, 1992a; Lammers, 1995); (5) to regulate or enhance self-esteem (Dembo et al., 

1988;; Cavaiola & Schiff, 1989; Downs et al., 1992; Hurley, 1990, 1991; Rosen, 1991; Miller 

ett al., 1993; Evans & Sullivan, 1995); or (6) to provide an illusion of control in interpersonal 

functioningg in order to avoid feelings of powerlessness and helplessness associated with the 

victimizationn (Singer et al., 1989; Herman, 1992a). 

Theree are some critical issues surrounding the interpretation of existing findings. First, 

sincee most of the existing studies are cross-sectional, interpretation of findings is complicated 

byy temporal ambiguity of cause and effect. Also, many of the studies are insufficiently 

controlled.. Therefore, it is difficult to draw conclusions about the presence of a direct link 

betweenn CSA or CPA and later alcoholism in females. In other words, CSA or CPA may 

havee increased the risk for development of alcohol problems in females, but it cannot be 

concludedd that this pathway of risk is straight or inevitable. Outcome may also reflect the 

interactionn of a variety of other causal factors, such as concomitant family dysfunction, 

childhoodd neglect, parental substance abuse problems or adult victimization experiences. In 

somee of the reviewed studies, these factors have been taken into account. Besides, effects of 

abusee on outcome may also be moderated or exacerbated by other factors that have not been 

takenn into account, such as previous trauma, perception of the child of the abusive events, 

whetherr or not the child or adolescent was forced to use or was using substances while being 

abused,, support surrounding disclosure, developmental level of the child, the child's coping 

abilityy and temperament, and intervention or treatment experiences. The need for more study 

designss based on multifactorial causation and examining mediating mechanisms is clearly 

indicated. . 

Withh regard to examining mediating mechanisms in future research, it should be noted 

thatt the relationship between CPA or CSA and psychiatric problems has rarely been 

establishedd in alcoholic subjects. However, given the notion that substances may serve as a 

formm of self-medication to mitigate negative psychological sequelae of the abuse, this seems 

ann interesting research area. Furthermore, the way in which child abuse interacts with other 
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etiologicall  factors to produce different psychopathological trajectories should be elucidated. 

Forr instance, it is hypothesized that posttraumatic stress disorder may play a role in mediating 

thee child abuse-alcoholism relationship (Kovach, 1986; see also Stewart, 1996). Concerning 

personalityy disorders, it could be hypothesized that among part of alcoholic females the 

relationshipp between child abuse and borderline personality disorder may turn out to be 

strongerr than the relationship between child abuse and alcohol problems. Alcohol problems, 

likee depression, anxiety and other substance use disorders, are present across borderline 

personalityy disorder. In addition, given the complex relationships between child abuse and 

alcoholl  problems, a fruitful direction for future research may be to make inquiries about 

subjects'' own perceptions regarding the functional relationship between their abuse histories, 

psychologicall  symptoms and alcohol use (see also Stewart, 1996). Another intriguing issue is 

whetherr there are gender differences with regard to associations between child abuse and 

laterr alcohol problems. Unfortunately, existing findings are insufficient to resolve this issue. 

Thiss also applies to research among adolescents (see for reviews: Watts & Ellis, 1993; 

Irelandd & Widom, 1994; Blood & Cornwall, 1996). Moreover, results of studies on CSA, 

CPAA and alcohol misuse among adolescents are, like the studies among adults, difficult to 

interprett due to methodological limitations (see Ireland & Widom, 1994). Perhaps the most 

seriouss limitation in this research area is the primary reliance on samples of institutionalized 

youthss (i.e. psychiatric patients, substance abuse treatment clients or criminal juvenile system 

clients)) and lack of appropriate comparison or control groups. This focus on samples of 

"troubledd youths" may lead to an overestimation of effect for both genders. On the other 

hand,, effects of childhood maltreatment in terms of alcohol problems may only become 

apparentt or more pronounced beyond the adolescent period, thereby resulting in an 

underestimationn of effect in samples of youths. Thus, on the whole, the question whether 

theree are gender differences with regard to associations between child abuse and later alcohol 

problemss remains unanswered. Clearly, community-based research utilizing mixed samples 

off  females and males is to be encouraged. 

Inn sum, currently there is insufficient evidence on which to base conclusions about 

relationshipss between CSA or CPA and alcoholism in males. Among females, there are 

indicationss for such a link. However, due to methodological limitations, it is difficult to draw 

conclusionss about the presence of a direct link between CSA or CPA and later alcoholism. 

Thee present review indicates some suggestions for future research. First, definitions of crucial 
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variabless should be explicitly described. Increasing consistency in the choice of instruments 

too assess alcohol problems and CSA and CPA is of highest importance. To assess alcohol 

problems,, psychometric sound instruments should be used. To assess CSA and CPA, 

instrumentss including multiple questions describing specific events should be used; for 

example,, for CPA the CTS (Straus, 1979), and for CSA the methods used in several 

community-basedd studies (e.g. Russell, 1983; Draijer, 1988). Besides, Briere (1992b) has 

suggestedd that investigators should focus on potential reporting biases (i.e. underreporting or 

overreportingg of abuse experiences), for instance by assessing social desirability, attitudes 

aboutt disclosure, tendency toward repression, and test-retest reliability of abuse reports (see 

alsoo Stewart, 1996). Second, in studies on CSA, the nature and severity of the abuse should 

bee taken into account, while in studies on CPA the sex of the perpetrator is of importance. 

Third,, future investigators are especially encouraged to utilize mixed samples of females and 

males,, with adequate sample sizes for both genders. Data should be analyzed separately for 

eachh gender, and multivariate approaches should be used to study the relationship between 

alcoholl  problems and CSA and CPA, while controlling for possible confounders such as 

neglect,, parental substance use problems, family dysfunction and adult assault experiences. 
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Abstract t 
Objective:: To examine whether reported trauma histories, perceived parental dysfunction or a 
diagnosiss of posttraumatic stress (PTSD) are associated with the severity of drinking 
problemss among treated alcoholics. Method: A consecutive series of 155 adult alcoholic 
patientss (33 females, 122 males) were assessed for DSM-III-R alcohol use disorders and 
PTSD.. The subjects were interviewed about traumatic events (childhood/adulthood) and 
perceivedd parental dysfunction using the Structured Trauma Interview (STI). The severity of 
drinkingg problems was based on the European Addiction Severity Index (EuropASI) alcohol 
usee severity ratings and DSM-III-R alcohol dependence severity levels. Results: 150 subjects 
mett DSM-III-R criteria for alcohol dependence, the remaining 5 fulfilled criteria for alcohol 
abuse.. No significant relations between trauma, trauma-related distress, perceived parental 
dysfunctionn and severity of drinking problems were observed in male alcoholics. In female 
alcoholics,, reports of childhood physical and sexual abuse were associated with lower 
EuropASII  alcohol use severity ratings, whereas perceived dysfunction of mothers was 
associatedd with more severe DSM-III-R alcohol dependence. Conclusions: Drinking problem 
severityy in treated male alcoholics is related to neither trauma nor childhood neglect. For 
females,, both trauma and neglect may be associated with drinking problem severity, 
however,, replication of results in a larger sample is needed. 

5.11 Introductio n 

Thoughh it is well established that trauma histories are relatively common in treatment-

seekingg alcoholics (Stewart, 1996; Langeland & Hartgers, 1998; Moncrieff & Farmer, 1998), 

researchh elucidating whether such histories influence alcohol problem severity in adult 

alcoholicc patients is limited. In contrast with the repeatedly reported associations between 

11 This study has been published as a Brief Report in J Nerv Ment Dis 2002; 190:337-340. The original 
publicationn does not include an abstract. 
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trauma,, trauma-related stress (posttraumatic stress disorder or PTSD) and alcohol use 

disorderss (Stewart, 1996), available data suggest no association between alcohol dependence 

severityy and either childhood physical abuse in male alcoholic veterans (Kroll et al., 1985; 

Schaeferr et al., 1988) or lifetime sexual abuse in a mixed gender sample of consecutive 

attenderss of three alcohol treatment services (Moncrieff et al., 1996). However, in all these 

studies,, only chart review or self-report questionnaires were used to assess physical and 

sexuall  abuse histories and alcohol dependence severity. In addition, no data are available on 

thee effect of trauma severity, generally acknowledged as an important factor in the nature of 

thee trauma response, and of perceived parental dysfunction or neglect on alcohol problem 

severityy in adult alcoholics. The same applies to the possible role of PTSD. 

Thiss study extends previous work on the relationship between childhood abuse and 

alcoholl  problem severity in treated alcoholics by including interview-based measures, a broad 

spectrumm of environmental hazards (childhood abuse, perceived parental dysfunction, 

parentall  alcohol problems, early parental loss, witnessing domestic violence, and adult 

victimization),, childhood abuse severity, and a lifetime diagnosis of PTSD. 

5.22 Methods 

5.2.11 Subjects 

Thee research subjects were a consecutive series of 155 alcoholic patients admitted on a 

voluntarilyy basis to an alcohol treatment program in a treatment center for substance use 

disorders.. The study design is described in more detail elsewhere (Langeland et al., 2002 ). 

Exclusionn criteria were the presence of severe cognitive impairments and insufficient 

commandd of the Dutch language. To be able to administer the interviews, inpatients had to 

remainremain in treatment at least 30 days, outpatients for at least 3 weeks. After complete 

descriptionn of the study to the subjects, written informed consent was obtained from all 

eligiblee patients. 

22 In the original manuscript this study was in press. 
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5.2.22 Instruments 

Europeann Addiction Severity Index (EuropASI; Kokkevi & Hartgers, 1995) alcohol use 

severityy ratings provided an estimate of problem severity and the patient's need for additional 

treatment,, with rates ranging from zero (no real problem, treatment not indicated) to nine 

(extremee problem, treatment absolutely necessary). Calculation of severity ratings was based 

onn both current and past status and functioning and reflected the interviewer's rating of the 

levell  of a client's problem severity. Evidence for the reliability and validity of the ASI ratings 

wass provided in alcohol-dependent patients (Daeppen et al., 1996). 

Thee three severity subtypes of DSM-III-R alcohol dependence diagnosis were 

establishedd with the Composite International Diagnostic Interview (CIDI; Robins et al., 

1988).. A diagnosis of alcohol dependence required fulfillment of at least three of nine 

diagnosticc criteria for dependence, incorporating both traditional signs of physical 

dependencee (e.g. tolerance and withdrawal) and more psychological aspects of dependence 

(e.g.. inability to abstain, craving, importance of drinking in the client's life). The number of 

positivee DSM-III-R criteria for an alcohol dependence diagnosis determined severity levels: 

Alcoholl  dependence was considered mild if three to four of the nine criteria were met, 

moderatee if five to six of the criteria were reported, and severe if seven to nine of the criteria 

weree met. The CIDI has repeatedly proven to be a reliable and valid measure of alcohol use 

disorderss in clinical populations (Wittenen, 1994). 

AA history of trauma and neglect (operationalized as perceived parental dysfunction 

andd parental alcohol problems) was assessed using the Structured Trauma Interview (Draijer 

&&  Langeland, 1999). The severity of childhood physical and sexual abuse was based on the 

durationn of the abuse (incidental versus longer than 1 year). For childhood sexual abuse, 

severityy was also determined by the sexual acts that took place (fondling versus forms of 

penetration)) and the relationship with the perpetrator (familial versus nonfamilial). Dual 

abuse,, a combination of childhood physical and sexual abuse, was also included as an index 

forr trauma severity. For adult victimization experiences, no severity measure was available. 

Thee presence of a PTSD diagnosis was assessed with the CIDI (Peters et al., 1996). 
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5.2.33 Data analysis 

Dataa were analyzed using chi-square tests with Yates correction (Fisher exact tests for small 

numbers),, /-tests, and F-tests. Because of the exploratory nature and the sample size of the 

study,, the significance was set at 5% with no correction for multiple testing. 

5.33 Results 

Off  the 155 research subjects, 122 (79%) were men, 78 (50%) were inpatients, and the mean 

agee was 41.0 years (SD = 9.4, range = 23 to 70). A total of 150 subjects met DSM-III-R 

criteriaa for alcohol dependence, and the remaining 5 (3.2%) fulfilled criteria for alcohol 

abuse.. A total of 69 subjects (44.5%) had no alcohol treatment history. 

Menn had significantly lower EuropASI alcohol severity ratings than women: 4.8 (SD 

-- 2.7) versus 5.8 (SD = 1.8; / = -2.09, df= 147, p < .05). Information on DSM-III-R alcohol 

dependencee severity was available for 31 women and 108 men: 26 (18.7%) subjects met 

criteriaa for the mild dependence category, 51 (36.7%) for the moderate category, and 62 

(44.6%)) for the severe category. No significant gender differences were observed in 

prevalencess of these categories; however, there was a decrease in the proportion of women in 

thee moderate (23.5% women) and severe (17.7% women) categories of alcohol dependence 

comparedd with the mild (30.8% women) level of severity. In addition, DSM-III-R 

dependencee severity levels were not significantly associated with EuropASI alcohol severity 

ratings. . 

Reportedd prevalence rates for trauma and neglect were as follows: childhood sexual 

abusee only, 17.4%; childhood physical abuse only, 7.7%; childhood dual abuse, 6.5%; 

childhoodd sexual or physical abuse, 31.6%; early parental loss, 15.5%; witnessing domestic 

violence,, 23.9%; alcohol problems mother, 11.6%, alcohol problems father, 33.6%; perceived 

dysfunctionn of mother, 58.8%; perceived dysfunction of father, 35.3%»; adult physical assault, 

41.9%»,, and adult sexual assault, 11%. Furthermore, 26 (16.8%) subjects fulfilled criteria for a 

lifetimee DSM-III-R diagnosis of PTSD. 

Inn the total sample and among men, trauma and neglect variables did not contribute to 

higherr EuropASI severity ratings. Among women, childhood dual abuse (n = 4) was 

negativelyy associated with alcohol severity ratings: abused 3.5 (SD = 2.5) versus nonabused 
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6.11 (SD = 1.4; t = 3.18, df= 30, p = .003). In the total sample and in men, no significant 

associationss were found between trauma and neglect variables and DSM-III-R dependence 

severity,, even when considering childhood abuse severity (Table 1). However, among 

women,, maternal dysfunction was significantly related to alcohol dependence severity. 

Finally,, a PTSD diagnosis was not significantly related to dependence severity. 

5.44 Discussion 

Findingss suggested that the severity of drinking problems in treated male alcoholics was 

relatedd to neither trauma nor childhood neglect. However, among women, both childhood 

duall  abuse and perceived maternal dysfunction might be associated with the severity of 

drinkingg problems. Findings suggesting that childhood dual abuse could be related to less 

severee alcohol problems (as indicated by the EuropASI severity ratings) in women were not 

consistentt with the presented data on DSM-III-R alcohol dependence severity. Results 

indicatingg that perceived maternal dysfunction could be related to more severe dependence 

levelss were not supported by the EuropASI data. Clearly, the two included indices of drinking 

problemm severity measured different constructs, reflected by our data showing that severity of 

alcoholl  problems as measured with the EuropASI were not indicative of the severity of DSM-

III- RR alcohol dependence. The EuropASI offers a potentially different estimate of severity 

thann the DSM-III-R criteria because the operational definition of severity as "need for 

additionall  treatment" contrasts with the DSM-III-R criteria focusing on signs of physical and 

psychologicall  dependence. 

Thesee data confirmed earlier findings suggesting no significant relations between 

physicall  or sexual traumatization and alcohol dependence severity in populations of 

treatment-seekingg alcoholics of male or mixed gender (Kroll et al., 1985; Moncrieff et al., 

1996;; Schaefer et al., 1988). Findings indicating that dependence severity was not correlated 

withh parental alcohol problems in treated alcoholics supported some studies (Keenan et al., 

1997;; Schachter et al., 1990) but not others (Latchan, 1985; Schuckit, 1984). Obviously, 

factorss other than those examined in this study, such as biological factors (Heath, 1995), 

psychiatricc comorbidity (Schaefer et al., 1987), and early age of onset of problematic alcohol 

usee (Svanum & McAdoo, 1991), influenced dependence severity in alcoholic patients. 
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Thee results of this study should be interpreted considering one limitation. The sample 

usedd was a treatment sample, underrepresenting people with a history of milder alcohol 

problems,, as supported by our low prevalence of the mild dependence category (18.7%) and 

thee small number of subjects with an alcohol abuse diagnosis (3.2%). Clinical studies of 

alcoholl  dependence generally enroll small numbers of women. Thus, there is a question of 

whetherr there is sufficient power to obtain significant differences, particularly among women 

patients.. Replication of results in a larger sample is needed. 

Althoughh childhood sexual abuse appears to increase the prevalence of an alcohol use 

disorderr (both abuse and dependence), particularly in women (Langeland & Hartgers, 1998), 

itt does not appear to increase the severity of alcohol dependence. These findings support 

resultss of a recent epidemiological study (Molnar et al., 2001) reporting significant 

associationss of childhood sexual abuse with the presence of DSM-III-R alcohol dependence 

(alsoo assessed with the CIDI) when other childhood adversities were controlled for, but not 

withh severe alcohol dependence, in both women and men. Possible explanations for these 

findingss are a) that childhood abuse is associated with alcohol dependence, insensitive to the 

severityy of the dependence or b) that childhood abuse is related more strongly to less severe 

levelss of alcohol problems, generally underrepresented in clinical samples. The latter 

explanationn supports the widespread assumption in the clinical field that the milder the 

disorder,, the greater the relative importance of environmental factors compared with genetic 

factors. . 

Thee question of whether different types of alcohol use disorders (abuse and 

dependence)) are differentially related to trauma, trauma-related distress, or neglect cannot be 

answeredd with our data. The number of subjects fulfillin g DSM-III-R criteria for alcohol 

abusee was too small (n = 5) to perform meaningful analysis. Compared with alcohol abuse, 

alcoholl  dependence has a strong genetic component (Van den Bree et al., 1998), with genetic 

factorss perhaps contributing to 50% to 60% differences in alcohol dependence risk (Heath et 

al.,, 2001). Environmental hazards such as sexual and physical traumatization and trauma-

relatedd stress (PTSD) may play a more prominent role in the severity of alcohol abuse 

comparedd with alcohol dependence. There is consistent evidence for associations between 

traumaticc experiences, PTSD, and alcohol abuse in diverse samples (Stewart, 1996). Further 

studiess are needed to clarify whether the two categories of alcohol use disorders or the 
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severityy of the alcohol problems within the two disorders are differently associated with 

traumaa and neglect histories. 
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Psychiatricc Comorbidit y in Treatment-Seeking Alcoholics: 
Thee Role of Childhood Trauma and Perceived Parental 

Dysfunction1 1 

Willi ee Langelandab, Nel Draijerb and Wim van den Brink3'0 

aa Amsterdam Institute for Addiction Research, b Department of Psychiatry, Vrije Universiteit 
Amsterdam,Amsterdam, c Academic Medical Center, Division of Psychiatry, University of Amsterdam, 
TheThe Netherlands 

Abstract t 
Background:: This study among treatment-seeking alcoholics examined the relationship 
betweenn childhood abuse (sexual abuse only (CSA), physical abuse only (CPA), or both (dual 
abuse:: CDA)) and the presence of comorbid affective disorders, anxiety disorders and suicide 
attempts,, controlling for the potential confounding effects of other childhood adversities 
(earlyy parental loss, witnessing domestic violence, parental alcoholism and/or dysfunction) 
andd adult assault histories. Method: 155 (33 females, 122 males) treatment-seeking alcoholics 
weree assessed using the European Addiction Severity Index, the Structured Trauma 
Interview,, and the Composite International Diagnostic Interview. Results: CPA was not 
relatedd to any of the examined comorbid disorders nor to suicide attempts. CSA was 
independentlyy associated with the presence of comorbid social phobia (total sample and male 
patients),, agoraphobia (male patients) and posttraumatic stress disorder (PTSD) (male 
patients).. CDA contributed independently to the presence of PTSD (total sample). Childhood 
abusee was not related to the presence of comorbid affective disorders nor to suicide attempts. 
However,, maternal alcohol problems were related to the presence of comorbid major 
depressionn (total sample and male patients), and perceived maternal dysfunction to the 
presencee of suicide attempts (total sample and male patients). Conclusions: Childhood abuse 
iss an important factor in understanding clinical impairment in treated alcoholics, especially 
regardingg comorbid phobic anxiety disorders and PTSD. These findings underline the 
importancee of routine assessment of childhood trauma and possible trauma-related disorders 
inn individuals presenting to alcohol treatment services. 

6.11 Introductio n 

Co-occurrencee of alcoholism with other psychiatric disorders and with suicidal behavior has 

beenn widely recognized. Affective and anxiety disorders are among the most prevalent 

comorbidd Axis I disorders in both treated and untreated alcoholics (Ross et al., 1988; Regier 

11 This study has been submitted for publication. 
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ett al., 1990; Kessler et al., 1997a). Several models have been proposed accounting for the 

highh comorbidity rates, including for example, a biopsychosocial model assuming that 

alcoholl  use disorders and other psychiatric disorders share etiological factors, such as genetic 

predispositionss or environmental hazards (Zucker & Gomberg, 1986). Frequently mentioned 

environmentall  hazards are childhood and adult trauma, and parental dysfunction. The current 

studyy aims to examine the relation between childhood physical and sexual abuse and 

comorbidd affective disorders, anxiety disorders and suicidality among treated alcoholics, 

accountingg for other childhood adversities and adult traumatization. 

Thee relationship between childhood abuse and Axis I comorbidity in adult alcoholic 

patientss has not been extensively investigated. Four of the five available studies were 

restrictedd to males (Kroll et al., 1985; Schaefer et al., 1988; Roy, 1999) or females (Goodale 

&&  Stoner, 1994), examining only bivariate associations between childhood abuse and 

comorbidd psychopathology, not adjusting for potential confounders (e.g. familial alcoholism, 

neglect,, adult trauma). Furthermore, three studies focused on only one type of childhood 

abusee and on symptoms rather than psychiatric disorders (Kroll et al., 1985; Schaefer et al., 

1988;; Goodale & Stoner, 1994). The most comprehensive study (Windle et al., 1995) 

utilizingg a mixed-gender alcoholic inpatient sample (N = 820), controlled for demographic 

variables,, and included - besides childhood sexual abuse (CSA), childhood physical abuse 

(CPA),, and a combination of CSA and CPA (hereafter, childhood dual abuse or CDA) - also 

familiall  alcoholism as a predictor of adult psychopathology. Among men, CPA only, CSA 

only,, and CDA predicted comorbid major depression. CPA only and CDA predicted suicide 

attempts.. Among women, CSA only and CDA predicted comorbid generalized anxiety 

disorder,, whereas CDA predicted suicide attempts. Although familial alcoholism was 

significantlyy associated with CSA and CPA in both genders, it did not predict comorbid 

majorr depression, generalized anxiety or suicide attempts. 

Thee present study adds to previous work through the inclusion of: 1) a broad range of 

environmentall  hazards: CSA, CPA, CDA, parental alcohol problems, prolonged parental 

separationn (hereafter, early loss), witnessing domestic violence, perceived parental 

dysfunction,, and adult sexual and physical abuse; 2) explicit attention to childhood abuse 

characteristicss (severity, duration, relationship with the perpetrator; 3) a broader spectrum of 

comorbidd affective (major depression, dysthymia) and anxiety disorders (panic, social 

phobia,, agoraphobia, generalized anxiety, posttraumatic stress); and 4) multivariate statistical 
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analyses,, because observed associations between childhood abuse and psychopathology may 

bee the mere result of other factors occurring with greater frequency in aggressive childhood 

environmentss (e.g. Draijer, 1990). Bivariate associations between childhood abuse and 

posttraumaticc stress disorder (PTSD) in this sample have already been published elsewhere 

(Langelandd et al., 2002), however, were refined into 'CPA only' and 'CSA only' to avoid 

overlapp with the dual abuse history (CDA) variable. 

Thee aim of this paper is to examine whether childhood abuse among treatment-

seekingg alcoholics is associated with comorbid mood and/or anxiety disorders and suicide 

attempts.. The central question is whether childhood abuse contributes to psychiatric 

comorbidityy rates in alcoholic patients above and beyond the effects of the other included 

childhoodd or adult risk factors. Additional hypotheses were: (a) that certain characteristics of 

childhoodd abuse such as lengthy duration, severity, and abuse by a relative would be 

associatedd with higher comorbidity rates; and, (b) that substantial interrelated negative 

conditionss (i.e. risk factors) would be observed, making multivariate analyses an important 

prerequisitee for valid results. 

6.22 Method 

6.2.11 Design and Subjects 

Dataa were collected as part of a larger study on psychiatric comorbidity and treatment 

outcomee of a consecutive series of alcoholics and gamblers applying for treatment in a 

treatmentt center for substance use disorders. The Centers' Internal Review Board and the 

Universityy of Amsterdam Human Research Review Board approved the research protocol, 

andd all subjects reviewed and signed a statement of informed consent after being informed on 

thee purpose, procedures and goals of the study. 

Forr study inclusion, subjects had to be voluntarily entering an alcohol abuse treatment 

program,program, have sufficient command of the Dutch language and have no severe cognitive 

impairments.. Furthermore, inpatients had to remain in treatment for at least 30 days and 

outpatientss for at least 3 weeks to be able to administer all instruments. From the 274 eligible 

participantss 119 could not be included in the present study due to the following reasons: (1) 

incompletee dataset, mostly due to leaving treatment during the course of the fieldwork (n = 
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94),, (2) refusals to comply with the research schedule (n = 23), and (3) too unstable to 

participatee according to the treating physician (n = 2). The current study is based on the 

responsess of the remaining 155 participants. 

6.2.22 Instruments 

Informationn on background variables (demographics, alcohol treatment history), problem 

severityy ratings (physical and mental health, use of alcohol and drugs, employment, legal 

problems,, and social/family relations), and lifetime physical and sexual assault reports was 

obtainedd through the European Addiction Severity Index (EuropASI; Kokkevi & Hartgers, 

1995).. These data were used to examine possible sample selectivity. Adequate evidence for 

thee concurrent and discriminant validity of the severity ratings was provided in several 

studiess (e.g. Leonhard et al., 2000). 

Childhoodd stressors were indexed by the Structured Trauma Interview (STI; Draijer, 

1989).. This instrument has been described in detail elsewhere (Draijer & Langeland, 1999). 

AA detailed description of the use of the STI in the present sample is provided in earlier papers 

(Langelandd et al., 2002, in press). A recent study on the relationship between STI-ratings and 

thee Cortisol and prolactine responses following an m-CCP challenge of the serotonergic 

systemm in female borderline patients provides strong support for the validity of the CPA and 

CSAA ratings of the STI (Rinne et al., 2000). 

DSM-III-RR lifetime diagnoses of major depression, dysthymia, panic disorder, social 

phobia,, agoraphobia, generalized anxiety disorder, and PTSD were assessed with the 

Compositee International Diagnostic Interview (CIDI; Peters et al., 1996; Robins et al., 1988) 

forr which good diagnostic concordance with clinicians' judgements has been reported (Janca 

etal.,, 1992). 

Lifetimee suicide attempts were determined by combining two EuropASI-items: "Have 

youu ever attempted suicide?" (excluding the last 30 days) and "Have you attempted suicide in 

thee last 30 days?". Acceptable test-retest reliability (Kappa = 0.68) has been reported for 

reportss of suicide attempts based on these items (Cacciola et al., 1999). 
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6.2.33 Procedure 

Att admittance, subjects were assessed with the EuropASI. One to 6 weeks after the 

EuropASI-assessmentt a CIDI interview was conducted. Finally, the STI was conducted. 

6.2.44 Statistical analyses 

Descriptivee statistics (chi-square analysis, //F tests, Pearson correlations) were used to 

ascertainn background characteristics and the prevalence of and associations between risk 

factorss and psychopathology. In the latter analyses, the nature of childhood abuse was coded 

ass follows: abuse chronicity (0 = no abuse, 1 = incidental, 2 = chronic, i.e. a duration longer 

thann one year); CSA severity (0 = no abuse, 1 = fondling, 2 = penetration); and CSA form 

basedd on the relationship with the perpetrator (0 = no abuse, 1 = intrafamilial only, 2 = 

extrafamiliall  only, 3 = both forms). 

Associationss between childhood and adult risk factors were presented in terms of odds 

ratioss with a 95% Confidence Interval (OR, 95% CI). Multiple logistic regression models 

weree used to examine simultaneously and independently the effects of CSA, CPA, other 

childhoodd adversities and adult traumatization on the presence or absence of comorbid 

psychopathology.. Small female sample size (n = 33) decreased statistical power to detect 

significantt differences and precluded the use of multivariate analyses for this subgroup. 

Therefore,, results are presented for the total sample and for male patients. 

6.33 Results 

Thee 155 study subjects and the 119 non-participating subjects did not significantly differ in 

termss of demographic variables (i.e. sex, age, educational level, marital or employment 

status),, alcohol treatment history, and other relevant EuropASI data (i.e. problem severity 

ratings,, lifetime assault reports, suicide attempts). However, non-participaters were more 

oftenn born outside The Netherlands (11% vs. 2%: x,2 = 7.78, df= 1, p < .01) and were more 

oftenn outpatients (75% vs. 50%: %2 = 16-93, df = 1, p < .001). 
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Tablee 1. Sample description 

Variabless Males Females Total 
(nn = 122) (n = 33) (n = 155) 
nn (%}  n (%) % 

Age: : 
211 - 40 years 
>> 40 years 

Married/cohabitating g 
Bornn in the Netherlands1 

Highh educational leve!2 

Employed' ' 
Inpatient t 
Previouss alcohol treatment3 

Anyy DSM-III-R disorder4 

Majorr depression 
Dysthymia4 4 

Panic4 4 

Sociall  phobia4 

Agoraphobia4 4 

Generalizedd anxiety 
Posttraumaticc stress4 

Suicidee attempt 

Childhoodd physical abuse only (CPA) 
Childhoodd sexual abuse only (CSA) 
Duall  abuse (CPA + CSA) 
CPAA or CSA 

Earlyy parental loss 
Witnesss parental violence 
Maternall  alcohol problem 
Paternall  alcohol problem 
Maternall  dysfunction5 

Paternall  dysfunction5 

Adultt physical assault 
Adultt sexual assault 

61 1 
61 1 
25 5 

113 3 
26 6 
63 3 
61 1 
62 2 

69 9 
27 7 
23 3 
15 5 
27 7 
21 1 
6 6 

17 7 

27 7 

12 2 
16 6 
6 6 

34 4 

19 9 
29 9 
14 4 
42 2 
71 1 
41 1 

44 4 
6 6 

(50.0) ) 
(50.0) ) 
(20.5) ) 
(98.3) ) 
(22.8) ) 
(54.8) ) 
(50.0) ) 
(53.0) ) 

(58.5) ) 
(22.1) ) 
(18.9) ) 
(12.7) ) 
(22.1) ) 
(17.8) ) 
(( 4.9) 
(13.9) ) 

(22.1) ) 

(( 9.8)* 
(13.1) ) 
(( 4.9) 
(27.9) ) 

(15.6) ) 
(23.8) ) 
(11.5) ) 
(34.4) ) 
(59.2) ) 
(34.8) ) 

(36.1) ) 
(( 4.9) 

13 3 
20 0 
13 3 
31 1 
9 9 

15 5 
17 7 
18 8 

28 8 
10 0 
11 1 
3 3 

10 0 
5 5 
3 3 
9 9 

11 1 

0 0 
11 1 
4 4 

15 5 

5 5 
8 8 
4 4 

10 0 
19 9 
12 2 

21 1 
11 1 

(39.4) ) 
(60.6) ) 
(39.4)' ' 
(96.9) ) 
(28.1) ) 
(46.9) ) 
(51.5) ) 
(56.3) ) 

(84.8)" " 
(30.0) ) 
(33.3)" " 
(( 9.0) 
(30.0) ) 
(15.2) ) 
(( 9.0) 
(27.3)+ + 

(33.3) ) 

(( 0) 
(33.3)" " 
(12.1) ) 
(45.5)* * 

(15.2) ) 
(24.2) ) 
(12.1) ) 
(30.3) ) 
(57.6) ) 
(37.5) ) 

(63.6)" " 
(33.3)"* * 

47.7 7 
52.3 3 
24.6 6 
98.0 0 
23.9 9 
53.1 1 
50.3 3 
53.7 7 

62.3 3 
23.9 9 
21.9 9 
11.6 6 
23.9 9 
18.7 7 
5.8 8 

16.8 8 

24.5 5 

7.7 7 
17.4 4 
6.5 5 

31.6 6 

15.5 5 
23.9 9 
11.6 6 
33.6 6 
58.8 8 
35.3 3 

41.9 9 
11.0 0 

++ p<.10; * p < . 0 5 ; * * p < . 0 1 ; * * *  p<.001 
11 8 missings (males 7, females 1) 
22 9 missings (males 8, females 1) 
33 6 missings (males 5, females 1) 
44 4 missings (males) 
55 For analyses purposes this continuous variable was dichotomized (no dysfunction/one or more dysfunctions). 
Maternall  dysfunction 2 missings (males), paternal dysfunction 5 missings (males 4, females 1). Analyses with 
thee continuous variable showed also no significant gender differences. 

Tablee 1 shows the sample characteristics and gender differences. Mean age is 41.3 

yearss (SD = 9.4). Almost two-thirds (62.3%) of subjects met criteria for at least one of the 

includedd comorbid diagnoses. No significant gender differences were observed in 

sociodemographicc variables (except that females were about as twice often married) or in 

psychiatricpsychiatric comorbidity. However, comorbid disorders were more prevalent in females 
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(84.8%)) compared to males (58.5%) (x2= 7.81, df= 1, p < .01). Females also reported more 

CSAA only, CPA or CSA, and adult victimization. Males reported CPA only more frequently 

thann females. 

Maritall  status, educational level, treatment setting and alcohol treatment history were 

nott related to CSA, CPA or CDA. However, younger patients reported higher CPA rates than 

olderr patients (/ = 2.31, df = 153, p < .05). In addition, the examined risk factors were 

interrelatedd (Table 2): Subjects with CPA histories reported significantly more often CSA, 

witnessingg domestic violence, parental alcohol problems, and adult sexual victimization than 

subjectss not reporting CPA. Subjects with CSA histories reported more often CPA, 

witnessingg domestic violence, maternal alcohol problems and adult sexual victimization than 

nonn (sexually) abused alcoholics. 

Furthermore,, CPA only was not related to any of the outcome variables (Table 3); 

CSAA only was significantly associated with suicide attempts (total sample) and comorbid 

sociall  phobia, agoraphobia and PTSD (total sample and males); CSA duration, severity and 

formm was mainly associated with suicide attempts (total sample) and comorbid PTSD (total 

samplee and males); and, CDA was significantly associated with comorbid dysthymia, 

agoraphobia,, and PTSD (total sample and males). Additionally, the number of comorbid 

disorderss (range 0 to 4) was significantly higher among subjects reporting CSA only (total 

samplee 1.1 vs. 1.8, p < .01 / males 0.9 vs. 2.1, p < .001) or CDA (total sample 1.1 vs. 2.4, p < 

.0011 / males 1.1 vs. 2.3, p < .01) compared to subjects not reporting such abuse histories. 
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6.3.11 Multivariate analyses 

Becausee age was significantly related to CPA reports, in the regression models age was 

enteredd as a covariate in the first step. In the second step all childhood and adult stressors 

weree introduced. 

Thee findings in Table 4 indicate that CSA only is independently related to social 

phobiaa (total sample and males), agoraphobia (males), and PTSD (males), whereas CDA is 

independentlyy related to PTSD (total sample). CPA and early loss did not independently 

contributee to the prediction of psychiatric comorbidity. However, other factors were 

independentlyy associated with comorbid disorders, i.e. witnessing parental violence with 

PTSDD (males), maternal alcohol problems with major depression (total sample and males), 

paternall  alcohol problems and dysfunction with social phobia (total sample and males), and 

maternall  dysfunction with suicide attempts (total sample and males). In addition, adult 

physicall  assault was independently related to comorbid generalized anxiety disorder (total 

samplee and males), and adult sexual assault to suicide attempts (total sample and males) and 

agoraphobiaa (males). Finally, in the total sample CSA only (Beta 2.6, p < .01) and CDA 

(Betaa 2.0, p < .05) remained significant in the prediction of the number of comorbid 

disorders,, whereas the other included risk factors were not. For men, CSA only remained 

highlyy significant (Beta 3.6, p < .001) in predicting the number of comorbid disorders, though 

perceivedd paternal dysfunction (Beta 2.0, p < .05) was significant as well. 

6.44 Discussion 

Ourr central question whether childhood abuse is relevant for comorbid psychopathology in 

treatedd alcoholics can be answered affirmative: CSA and CDA independently contributed to 

thee number of comorbid diagnoses compared with the other risk factors. Furthermore, our 

twoo additional hypotheses were supported. Higher comorbidity rates were observed in more 

severelyy sexual traumatized individuals and childhood negative conditions and adult 

victimizationn histories were strongly interwoven. These findings emphasize the additional 

valuee of the current study compared to earlier work (Kroll et al., 1985; Schaefer et al., 1988; 

Goodalee & Stoner, 1994; Windle et al., 1995; Roy, 1999). 
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Comparisonn of present findings with results of Windle et al. (1995) is limited due to 

differencess in abuse definitions and methods by which diagnoses were established. Consistent 

withh their findings, female alcoholics reported CSA more often than males. However, in our 

studyy male patients reported CPA more frequently than females, a finding that may stem 

fromm our more restricted CPA definition (evidenced by our lower prevalence rate), excluding 

physicall  abuse by siblings and nonfamilial individuals. Furthermore, differences in diagnostic 

criteriaa of psychiatric comorbidity (DSM-III-R: present study and DSM-III: Windle et al., 

1995)) may explain some of the differences in reported comorbidity rates and suicide 

attempts.. Besides, actual differences in psychiatric comorbidity rates (e.g. depression and 

personalityy disorders) between samples may account for differences in reported attempted 

suicidee rates in male alcoholics: 23% (present study) and 15.4% (Windle et al., 1995). 

Resultss indicating substantial interrelations between childhood abuse reports and other 

negativee experiences/circumstances - factors which may all contribute to increased risk for 

psychopathology,, emphasize the need to elucidate psychiatric comorbidity specifically 

associatedd with childhood abuse (see Draijer, 1990). Our findings indicate that CSA was 

associatedd with phobic anxiety disorders and PTSD in treated alcoholics, even after control 

forr perceived parental dysfunction/alcohol problems, early parental separation, witnessing 

violence,, and adult victimization experiences. Results regarding the importance of paternal 

characteristicss in social phobia compared to agoraphobia support earlier findings (Parker, 

1979;; Arrindell et al., 1983). It may well be that perceived parental unavailability (in terms of 

dysfunctionn or alcohol problems) contributes to feelings of isolation, negative self-concept 

andd a diminished ability to establish meaningful relationships that, together with CSA, may 

increasee the risk for social phobia (Van der Kolk & Fisier, 1994). Furthermore, CDA was 

highlyy significant in predicting a comorbid PTSD diagnosis. These findings are consistent 

withh results of a meta-analysis of risk factors for PTSD (Brewin et al., 2000) as well as with 

thee literature implicating particularly CPA and CSA in the etiology of PTSD (see Widom, 

1999). . 

However,, childhood abuse did not independently contribute to comorbid affective 

disorders,, suicide attempts, panic disorder and generalized anxiety. Instead, other factors 

weree relevant for predicting major depression (maternal alcohol problems), generalized 

anxietyy disorder (adult physical assault), and suicide attempts (maternal dysfunction, adult 

sexuall  victimization). No significant predictors were observed for dysthymia and panic 
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disorder.. Consistent with other findings (Parker & Harford, 1988), maternal alcohol problems 

aree important in the prediction of depression. Perhaps parental unavailability due to alcohol 

problemss as well as unpredictable and inconsistent behavior of a drinking parent influences 

developmentt of depression in their offspring. Our findings indicating that adult physical 

victimizationn was associated with generalized anxiety disorder could support previous 

findingss on the role of stressful events in this disorder (see Brown et al., 1994), however, our 

cross-sectionall  data do not permit causal inferences. For example, women with passive-

aggressivee tendencies are at risk for both developing a generalized anxiety disorder and 

becomingg a victim of physical abuse. Concerning the importance of maternal dysfunction in 

suicidee attempts, parental dysfunction (in terms of neglect) has been described as a more 

powerfull  risk factor for self-destructive behavior than childhood physical or sexual 

traumatizationn per se (Van der Kolk et al., 1991; Lipschitz et al., 1999). Findings on the role 

off  adult sexual assault in attempted suicide support previous ones in other populations 

(Davidsonn et al., 1996; Stepakoff, 1998). 

Furthermore,, among individuals reporting severe forms of CSA complex comorbidity 

patternss were observed, including PTSD, social phobia, agoraphobia, and suicide attempts. 

Thee same applies to patients reporting multiple childhood traumatization: PTSD, dysthymia, 

andd agoraphobia. Whether these findings reflect the fact that PTSD has a high rate of 

psychiatricc comorbidity with mood and anxiety disorders in treatment-seeking alcohol-

dependentt subjects, is a topic for further research. That significant associations were observed 

betweenn (the severity of) CSA and suicide attempts in the total sample but not in men, could 

suggestt that these relations are stronger in women. This would be in line with results of 

studiess among female alcoholics (Lammers, 1995; Hall, 1996) as well as with findings in 

otherr female samples, indicating that both maternal dysfunction and CSA are independent 

predictorss of suicide attempts (Mullen et al., 1996; Gladstone et al., 1999). However, larger 

mixedd gender samples of treated alcoholics are needed to confirm this suggestion. 

Certainn methodological limitations should be considered in interpreting results. Given 

thee study's retrospective nature, data may have been biased by the effects of current 

symptomss on recall of prior events as well as by time-related memory distortions (e.g. 

Draijer,, 1990; Brewin et al., 1993). Also, causality cannot be established. Furthermore, due to 

thee need of confidentiality no efforts were made to obtain corroborating information to 

determinee the veracity of self-reports of victimization. In addition, no information on 
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personalityy disorders was collected. Therefore, it remains possible that associations between 

maternall  dysfunction, adult sexual assault and attempted suicide is explained by Axis II 

comorbidity.. Besides, results are confined to a sample of 155 alcoholic subjects who stayed 

longg enough in treatment to be able to administer all instruments. Finally, limited female 

samplee size has reduced power to show significant gender differences in comorbidity rates 

andd in relations between childhood abuse and psychiatric disorders. To overcome the 

reductionn of statistical power due to the complex study design as well as limited sample size, 

replicationn of this study in a larger sample is encouraged. 

6.55 Conclusions 

Althoughh the data do not answer the question regarding the pathogenesis of comorbid 

disorderss and alcoholism, they indicate that alcoholic patients reporting childhood sexual 

abusee or childhood dual abuse may present with a more complex clinical pattern -

particularlyy social phobia, agoraphobia and PTSD - compared to nonabused patient. In 

particularr multiple childhood traumatization seems to be important for the presence of 

comorbidd PTSD. Other negative childhood or adult experiences or circumstances are also 

relevantt in understanding psychiatric comorbidity in treated alcoholics such as major 

depression,, generalized anxiety, PTSD, and suicide attempts. These findings emphasize the 

needd for greater clinical attention to the role of childhood stressors in the evaluation and 

treatmentt of alcoholic patients. 
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Traumaa and Dissociation in Treatment-Seeking Alcoholics: 
Towardss a Resolution of Inconsistent Findings1 

Willi ee Langeland,̂ Nel Draijerband Wim van den Brinka,c 

°° Amsterdam Institute for Addiction Research, b Department of Psychiatry, Vrije Universiteit 
Amsterdam,Amsterdam, c Academic Medical Center, Division of Psychiatry, University of Amsterdam, 
TheThe Netherlands 

Abstract t 
Theree is consistent empirical evidence for a trauma-dissociation relation in general 
populationn samples and in psychiatric patients. However, contradictory findings have been 
reportedd on this relation among substance abusers. The present study attempts to resolve 
thesee inconsistencies by testing a series of hypotheses related to problems regarding the 
measurementt of childhood abuse, the measurement of psychological dissociation, and the 
potentiall  existence of substance abuse as a form of chemical dissociation. Alcoholic patients 
(NN = 155) were administered the Dissociative Experiences Scale (DES), the Structured 
Traumaa Interview (ST1), the European Addiction Severity Index (EuropASI), and the 
Posttraumaticc Stress Disorder (PTSD) section of the Composite International Diagnostic 
Intervieww (CIDI). The DES showed good psychometric properties. Substantial rates of 
traumatizationn and PTSD were observed, as well as a significant trauma-PTSD relation. 
However,, the mean DES score was low (11.4) and dissociation was not related to trauma 
(childhoodd or lifetime) or to PTSD. Years of lifetime regular medicine use, however, was 
significantlyy correlated with the severity of dissociative symptoms and PTSD, particularly in 
males.. Overall, these findings suggest that absence of a trauma-dissociation relation in 
alcoholicss may not be due to measurement problems of childhood abuse and/or dissociation. 
Rather,, a trauma-dissociation link may not exist, particularly in male alcoholics, because 
thesee individuals may abuse substances to achieve dissociative-like states. Additional 
researchh is needed to further evaluate the utility of the DES in alcoholic samples and to 
examinee the notion of chemical dissociation. 

7.11 Introductio n 

Dissociationn is commonly conceptualized as a psychological defense mechanism that 

developss as a reaction to overwhelming traumatic events, especially childhood trauma 

(Spiegell  & Cardena, 1991). Empirical support for the relation between (several types of) 

11 This study has been published in Compr Psychiatry 2002; 43:195-203. The authors thank Maarten Koeter, 
Ph.D.. who performed the confirmatory factor analysis. 
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traumaa and dissociation is consistently found in both general population and clinical samples 

(Gershunyy & Thayer, 1999). 

However,, the results of similar studies on the trauma-dissociation relation among 

patientss with a substance use disorder have been highly inconsistent. Of the seven studies -

usingg either the Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986) or the 

Dissociativee Disorders Interview Schedule (DDIS; Ross et al., 1989) to assess dissociation -

fourr report no (significant) trauma-dissociation link. More specifically, regarding childhood 

abusee (physical, sexual, emotional), four studies found no significant relation between abuse 

andd severity of dissociation (Ross et al., 1992; Dunn et al., 1993, 1994, 1995), whereas a fifth 

studyy did report a significant relation between childhood physical and/or sexual abuse and 

dissociationn level (Ellason et al., 1996). Concerning lifetime trauma histories, two studies 

amongg patients with a substance use disorder reported a trauma-dissociation link (Hodgins et 

al,, 1996; Zlotnick et al., 1997). In one (Hodgins et al., 1996), DES scores were associated 

withh lifetime history of sexual abuse, but not with physical or emotional abuse. In the other 

(Zlotnickk et al., 1997), subjects classified with a history of a distressing traumatic event (e.g. 

physical/sexuall  assault, robbery, natural disasters) reported higher levels of dissociation. 

Thee present study attempts to resolve these inconsistencies in the findings regarding 

thee trauma-dissociation relationship among treated alcoholics. Three hypotheses are tested 

focusingg on reasons why a childhood trauma-dissociation relation may be absent in alcoholic 

patients.. In order to be able to test these hypotheses, the following data were collected: a 

broadd range of childhood traumatic experiences (including physical and sexual abuse, early 

parentall  loss, and domestic violence); perceived parental dysfunction; presence of 

posttraumaticc stress disorder (PTSD; trauma-related syndrome with a dissociative 

component).. The first two variables are included because recent studies suggest a close link 

betweenn early prolonged parental separation, witnessing domestic violence, or parental 

dysfunctionn (particularly maternal alcohol problems) and adult dissociation (Draijer & Boon, 

1993;; Irwin, 1994; Zlotnick et al., 1995; Draijer & Langeland, 1999). PTSD is included 

becausee recent studies suggest a clear link between child abuse and PTSD (Widom, 1999) 

andd between PTSD and dissociation measured with the DES (Van Ijzendoora & Schuengel, 

1996). . 

HypothesisHypothesis I: absence of the relation results from underreporting of child abuse 

experiencesexperiences leading to an underestimation of effect on dissociation. In contrast to studies in 
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otherr populations indicating childhood trauma-dissociation links (Draijer & Langeland, 

1999),, studies among substance abusers that have not reported such links frequently used less 

specificc methods to assess childhood abuse, e.g. only one broad question, such as "Were you 

physicallyy abused?" Generally, multiple questions about specific events are preferred, 

omittingg the word "abuse" to minimize the potential for underreporting of childhood abuse 

histories.. In our study we, therefore, used a comprehensive assessment method for childhood 

abusee with rather conservative definitions of what constituted physical or sexual abuse. Based 

onn this methodology, a potential childhood abuse-dissociation link as well as a childhood 

abuse-PTSDD link should be strengthened. Hypothesis 1 is corroborated if both a childhood 

abuse-dissociationn and a childhood abuse-PTSD relation are observed, and substantial rates 

off  childhood abuse and PTSD are present. 

HypothesisHypothesis 2: absence of the relation results from reporting substance-related 

symptomssymptoms on the DES. The distinction between independent and substance-related coexisting 

psychiatricc symptoms in patients with a substance use disorder is an important issue (Weiss et 

al.,, 1992). Dissociative symptoms may resemble intoxication or withdrawal symptoms such 

ass dissociative amnesia versus an alcohol induced state of amnesia ('blackout') (Good, 1989). 

Ideally,, screening should be delayed for 2 weeks after admission, whereas diagnosis should 

bee delayed for a period of 3 to 4 weeks post-detoxification to minimize reports of substance-

relatedd symptoms. In the first weeks of abstinence, elevated scores are found for a range of 

psychiatricc symptoms, including dissociation. Among treatment-seeking substance abusers, 

lengthh of abstinence from all substances was associated with a decrease in mean DES scores 

(Hodginss et al., 1996). In the four studies reporting no childhood abuse-dissociation link, 

assessmentt took place either at treatment entry (n = 2) or after detoxification without further 

referencee of the exact time frame (n = 2). Elevated dissociative symptom levels due to effects 

off  recent intoxication or withdrawal may have added to the nonsignificant results. Therefore, 

inn the present study, screening with the DES was postponed until 4 to 8 weeks after 

admissionn to treatment. Since the DES is a self-report questionnaire with only a brief 

instructionn on the cover sheet specifying that subjects should not consider the listed 

experiencess to be present in the case of intoxication, DES scores rely heavily on the ability of 

individualss to differentiate substance-related and independent symptoms. It is not unlikely 

thatt alcoholics, even after some weeks in treatment, will have difficulties distinguishing these 

symptoms,, particularly those with a long history of substance abuse (Wenzel et al., 1996). 
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However,, if the DES does measure dissociation in substance abusers as originally 

conceptualizedd (i.e. a psychological defense mechanism), it should be related to exposure to 

traumaticc experiences (not only childhood abuse) and to PTSD. Hypothesis 2 is corroborated 

iff  childhood and lifetime traumatic experiences are related to the presence of PTSD but not to 

dissociationn according to the DES; if DES-dissociation and PTSD are not associated; and if 

chronicityy of substance use is positively related to DES scores. 

HypothesisHypothesis 3: absence of the relation results from a low prevalence rate of 

psychologicalpsychological dissociation in substance abusers. Traumatized individuals with limited 

capacitiess to psychologically dissociate may attempt to produce similar soothing or numbing 

effectss by using psychoactive substances, in particular alcohol, benzodiazepines and 

marijuanaa (Briere & Runtz, 1987; Roesler & Dafler, 1993; Evans & Sullivan, 1995). These 

substancess are used to enter and maintain dissociative-like states (Neiss, 1993): "chemical 

dissociation".. Both substance abuse and dissociation are assumed to be emotional avoidance 

behaviors.. Based on the notion of differential susceptibility toward the development of 

dissociativee symptoms, substance-abusing patients with significant childhood abuse, 

relativelyy littl e dissociative symptoms, and no amnesia represent a subgroup with low 

dissociativee capacity, which is reflected in a small proportion of subjects who are high 

dissociatorss (i.e. a DES score > 30) (Waller et al., 1996). Hypothesis 3 is corroborated if high 

ratess of trauma and PTSD are observed together with relations between regular substance use 

andd trauma/PTSD, low rates of high dissociators, and a low dissociation level in the total 

sample,, in particular, among childhood abuse victims. For a comparison of dissociation levels 

particularlyy in the abused group, the present findings are compared with those in a previous 

studyy among psychiatric inpatients that used the same measures for dissociation and 

childhoodd abuse (Draijer & Langeland, 1999). 

Forr further differentiation between hypotheses 2 and 3, the reliability and construct 

validityy of the DES was assessed using factor analysis and measures of internal consistency 

ass indicators for the validity of the three commonly reported subscales (Carlson & Putnam, 

1993).. Hypothesis 3 is corroborated by the good psychometric properties of the DES. In 

addition,, because the validity of the DES to measure a broad range of dissociative symptoms, 

includingg nonpathological types, has been criticized (Frankel, 1996), data were reanalyzed 

usingg the DES-T (Waller et al., 1996), which is assumed to more accurately reflect 

pathologicall  dissociation. The hypotheses regarding the relationship between the level of 
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dissociationn and other variables are similar for the DES and DES-T (Table l2). However, 

hypothesiss 3 is corroborated when the mean DES-T score is much lower than mean DES 

score,, indicating that treated alcoholics lack core dissociative pathology. 

Tablee 1. Corroborating findings for the three hypotheses schematized 

Findings s 
Traumaa and PTSD rates 
Meann DES score/percent high scores 
Constructt validity DES 
Childhoodd abuse X PTSD 
DESS X PTSD 
Otherr trauma X PTSD 
Otherr trauma X DES 
Childhoodd abuse X DES 
Substancee abuse X trauma/PTSD 
Substancee abuse X DES 

Hypothesiss 1: 
Underreportingg child 
abuse e 
Substantial l 
High h 
Good d 
Significant t 
Significant t 
Significant t 
Significant t 
Significant t 
(Non)-significant t 
(Non)-significant t 

Hypothesiss 2: 
Substance-relatedd DES 
symptoms s 
Substantial l 
High h 
Nott good 
Significant t 
Nonsignificant t 
Significant t 
Nonsignificant t 
Nonsignificant t 
Significant t 
Significant t 

Hypothesiss 3: 
Loww prevalence 
dissociation n 
Substantial l 
Low w 
Good d 
Significant t 
Nonsignificant t 
Significant t 
Nonsignificant t 
Nonsignificant t 
Significant t 
Significant t 

7.22 Method 

Dataa were collected as part of a larger research project on psychiatric comorbidity and 

treatmentt outcome of a consecutive series of alcoholics and gamblers applying for treatment 

inn a treatment center for substance use disorders. The Centers' Internal Review Board and the 

Humann Research Review Board of the Academic Medical Center, University of Amsterdam 

approvedd the research protocol. All patients provided written informed consent. 

7.2.11 Subjects 

Forr study inclusion, patients had to enter an inpatient or outpatient alcohol abuse treatment 

programm on a voluntary basis, have sufficient command of the Dutch language, and have no 

severee cognitive impairments. Furthermore, inpatients had to remain in treatment for at least 

300 days and outpatients for at least 3 weeks in order to be included in the larger research 

protocol.. Among 274 eligible participants, 155 could be included in the current study (study 

completers).. The other 119 patients (noncompleters) were excluded due to the following 

reasons:: (1) incomplete dataset (n = 94), (2) withdrawal at some time during the study (n = 

23),, and (3) too unstable to participate according to the attending physician (n = 2). 

22 In the original publication the two tables included were accidentally switched. 
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7.2.22 Instruments 

Dissociativee symptoms were assessed with the 28-item Dissociative Experiences Scale (DES; 

Bernsteinn & Putnam, 1986). The DES is a highly reliable and internally consistent self-report 

questionnairee (Carlson & Putnam, 1993). 

Childhoodd stressors were indexed by the Structured Trauma Interview (STI; Draijer, 

1989).. A detailed description of this instrument is provided elsewhere (Draijer & Langeland, 

1999).. Definitions for stressors are: (1) child physical abuse (CPA), i.e. severe parental 

aggressionn (including step/adoptive parents and primary caretakers) before age 16, including 

recurrentt and chronic forms of physical violence frequently inflicting injuries such as 

repeatedlyy being kicked or hit with fist; (2) child sexual abuse (CSA), including any reported 

pressuredd or forced sexual contact (fondling to penetration) before age 16; (3) child witness 

off  domestic violence, including experiences of witnessing physical/sexual violence between 

parentall  figures before age 16; (4) early loss, including loss of a natural parent or caretaker by 

death,, divorce, or a variety of other possible prolonged separations longer than 6 months and 

experiencedd before age 12; (5) parental dysfunction (including step/adoptive parents), 

includingg dysfunction resulting from recurrent illness, nervousness, depression, use of 

sedatives,, and hospitalizations. Based on these five items, a sumscore for both parents was 

calculated,, indicating the degree of dysfunction. In contrast to an earlier study (Draijer & 

Langeland,, 1999), maternal and paternal alcohol problems were used as separate variables 

duee to the nature of the current sample. No significant correlations were observed between 

parentall  dysfunctioning scores and parental alcohol problems: mothers (r = .09), fathers (r = 

.05). . 

Chronicityy of substance use was estimated from subjects' reports of years of lifetime 

regularr substance use obtained through the European Addiction Severity Index (EuropASI; 

Kokkevii  & Hartgers, 1995). The EuropASI is an adaptation of the fifth edition of a widely 

usedd and extensively validated structured interview, the Addiction Severity Index (ASI; 

McLellann et al., 1992). Regular substance use is defined in both instruments as use at least 

threee times per week (irrespective of dosage) or binge use for at least 2 consecutive days per 

weekk that involves significant negative consequences (e.g. in family life or work). Substances 

includedd use of alcohol (any dosage and at least 5 glasses per day), cocaine, heroin, 
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amphetamines,, medicines, cannabis, and polysubstance use. Medicines mostly include 

benzodiazepines.. Use of barbiturates is rarely reported in Dutch samples. 

DSM-III-RR diagnoses of alcohol abuse and dependence were generated from a fully 

structuredd interview: the Composite International Diagnostic Interview (CIDI; Robins et al., 

1988).. The CIDI was also used to obtain histories of exposure to traumatic events (criterion 

A)) and the diagnoses of PTSD according to both DSM-III-R and ICD-10 (Peters et al., 1996). 

7.2.33 Procedure 

Duringg the admission to treatment, the EuropASI was administered by trained staff members 

orr research assistants. In the first 6 weeks after admission, patients were assessed with the 

CIDI.. Approximately 4 to 8 weeks after the EuropASI, both the DES and the STI were 

administeredd (i.e. first the DES). CIDI and STI interviews were conducted by trained 

interviewerss who were supervised during data gathering and were blind to the DES results. In 

thee majority of cases, administration and scoring of the STI was carried out blind to CIDI 

results.. However, some clients asked for the same interviewer, because they were reserved 

aboutt disclosing abuse histories again to a different interviewer. 

7.2.44 Data analysis 

Thee data were analyzed using chi-square and t/F tests. In the analyses, the nature of CSA was 

includedd as follows: CSA severity (coded as: 0 = absent, 1 = fondling, 2 = penetration), CSA 

typee (0 = absent, 1 = intrafamilial only, 2 = extrafamilial only, 3 = both intra- and 

extrafamilial),, CSA chronicity (0 = absent, 1 = <1 year, 2= >1 year), and the number of 

perpetratorss (0 = absent, 1 = one perpetrator, 2 = more than one perpetrator). Pearson 

correlationss were used to determine associations between chronicity of substance use and the 

levell  of dissociation. Given the multiplicity off and F tests, a significance level of p < .01 

wass used to prevent Type I errors. Reliability of the DES and DES-T were assessed by 

internall  consistency (Cronbach's alpha coefficient). To be able to adequately interpret the 

estimatee of alpha, additional information regarding the dimensionality of the DES scale was 

gathered.. To assess the construct validity, a multigroup method of confirmatory analysis 

(Nunnally,, 1978) at item level was run using simultaneous components analysis (Kiers, 1990) 
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too test the commonly observed three-dimensional structure of the DES. Items of each 

subscalee were assigned a weight of 1 on their respective scales and a weight of 0 on the two 

otherr scales. Factor intercorrelations were allowed to vary freely. 

7.33 Results 

7.3.11 Sample characteristics 

Off  the 155 subjects, 122 (79%) were male and the mean age of the sample was 41.0 years 

(SDD = 9.4; range 23 to 70). Patients were evenly divided over treatment setting 

(inpatients/outpatients).. Most subjects met DSM-III-R criteria for alcohol dependence (n = 

150);; the remaining five subjects met criteria for DSM-III-R alcohol abuse. Study completers 

(nn = 155) and noncompleters (n = 119) did not significantly differ in demographic 

characteristicss (sex, age, marital status, educational level), problem severity in the EuropASI 

domains,, and EuropASI reports of lifetime physical and sexual abuse. 

7.3.22 Reliability and construct validity of the DES 

Cronbach'ss alpha for all the DES items was .93. The confirmatory analysis corroborated the 

three-dimensionall  structure of the DES (internal consistency of subscales: amnesia alpha = 

.77;; absorption alpha = .87; depersonalization alpha = .83). These findings indicate that the 

DESDES is highly reliable and internally consistent in this sample. 

7.3.33 Hypotheses 

HypothesisHypothesis I is rejected. Because substantial childhood abuse rates (CPA 14.2%; CSA 

23.9%)) as well as substantial PTSD rates (16.8%) were observed, hypothesis 1 can be 

rejected.. The presence of a PTSD diagnosis was related to childhood abuse, whereas 

dissociationn level was not (Table 2). After controlling for gender, the relations between 

childhoodd abuse (CPA and CSA) and dissociation were still nonsignificant. 
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Tablee 2. Relations between trauma and neglect measures and both dissociation level and PTSD diagnosis 

STII  and CIDI-PTSD 
STI I 
CPA(nn = 22; 14.2%) 
CSA(nn = 37;23.9%) 

Severity y 
Type e 
Chronicity y 
No.. of perpetrators 

CPAA and CSA (n = 10; 6.5%) 
EarlyEarly loss (n = 31; 20%) 
Witnesss violence (n = 37; 23.9%) 

Childhoodd neglect 
alcoholl  problems 
Motherr (n= 18; 11.6%) 
Fatherr (n = 52; 33.6%) 

dysfunction n 
Mother r 
Father r 

Adultt trauma 
Sexuall  assault (n = 17; 11 %) 
Physicall  trauma (n = 65; 41.2%) 

CIDI-PTSDD (lifetime) 
Traumaa exposure (n = 112; 72.3%) 
Diagnosiss PTSD (n = 26; 16.8%) 

Relationshipp with dissociation 
(DES) ) 
t/F t/F 

tt = - 0.90 
rr = - l.6l 
FF =2.29 
F=2.88 8 
F=1.34 4 
FF =2.44 
// = — 1.16 
tt = 0.26 
// = 0.03 

f =f = 0.62 
/ =/ = 0.92 

F=1.67 7 
FF = 0.29 

// = - 1.82 
// = 0.32 

// = - 1.82 
ƒƒ = -1.28 

df df 

153 3 
153 3 

2,149 9 
3,153 3 
2,154 4 
2,153 3 

153 3 
153 3 
145 5 

151 1 
147 7 

5,151 1 
1,149 9 

153 3 
153 3 

149 9 
149 9 

p<< .01 

NS S 
NS S 
NS S 
NSa a 

NS S 
NS S 
NS S 
NS S 
NS S 

NS S 
NS S 

NS S 
NS S 

NS S 
NS S 

NS S 
NS S 

Relationshipp with CIDI-PTSD 
diagnosis s 
r/t r/t 

X
22 = 3.85 

X22 = 19.82 
X '' = 27.17 
l!l!  = 23.70 
X""  = 23.33 

XX22 = 18.31 
X22 = 20.93 
X22 = 0.26 
r '' = 7.43 

X""  = 0.49 
X22 = 3.06 

// = 0.59 
tt = 0.96 

X22 = 7.71 
X-'' = 0.25 

XX22==  10.94 
NA A 

df df 

1 1 
1 1 
2 2 
3 3 
2 2 
2 2 
1 1 
1 1 
1 1 

1 1 
1 1 

149 9 
149 9 

1 1 
1 1 

1 1 
NA A 

p<.05 5 

.05 5 

.001 1 

.001 1 

.001 1 

.001 1 

.001 1 

.001 1 
NS S 
.01 1 

NS S 
NS S 

NS S 
NS S 

.01 1 
NS S 

.001 1 
NA A 

aa Extrafamilial sexual abuse only was associated with dissociation at p < .05. However, a Bonferroni correction 
wass used to adjust the .05 level of significance to .01 to control type 1 errors. 
Abbreviations:: NS, not significant; NA, not applicable. 

HypothesisHypothesis 2 is partly rejected. Psychometric properties of the DES were good. Both 

thee mean DES score (11.4) and the proportion of high dissociators (6.5% with a DES score > 

30)) were rather low, despite substantial trauma and PTSD rates. The results regarding the 

relationn between chronicity of substance use and DES scores were mixed. Years of regular 

usee of alcohol (both any dosage and 5 of more glasses per day), cocaine, heroin, 

amphetaminess and cannabis were not related to DES scores. However, dissociation level was 

associatedd with years of regular medicine use (r = .34, p < .001) and polydrug use (r = .21, p 

<< .01). These associations were only significant for males (medicines: r = .38, p < .001; 

polydrug:: r = .23, p < .01). The small sample size may have reduced statistical power to 

detectt significant relations in females. Years of regular medicine use and polydrug use were 

stronglyy interrelated (r = .53, p < .001), reflecting the fact that polydrug use mostly included 

combinationss of medicines and alcohol. Further analyses revealed no relations between DES 

scoress and trauma and neglect measures within the groups reporting regular medic in use (n = 
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41;; range of years of regular use, 1 to 31) or regular polydrug use (n = 61; range of years of 

regularr use, 1 to 25). Furthermore, PTSD diagnosis was related to other trauma histories, 

whereass dissociation level was not (Table 2). Associations between childhood neglect and 

bothh dissociation level and PTSD diagnosis were nonsignificant. After controlling for gender, 

relationss between trauma and neglect measures and dissociative symptoms remained non-

significant.. Finally, PTSD diagnosis and dissociative symptoms were not significantly 

related. . 

HypothesisHypothesis 3 is corroborated. Compared to our psychiatric inpatient sample, 

dissociationn levels in this alcoholic sample were considerably lower: mean DES score 17.4 

(SDD = 16.8) in the psychiatric group versus 11.4 (SD = 10.4) in the current sample of 

alcoholics;; 25.2% of the psychiatric group versus only 10.3% of the alcoholics had a score 

greaterr than 25, and 18% versus 6.5% scored greater than 30. Furthermore, mean DES scores 

off  subjects who reported childhood abuse histories were much lower in alcoholic patients 

comparedd to psychiatric inpatients: 26.71 (SD — 21.61) in the psychiatric group versus 13.27 

(SDD - 12.47) in the alcoholics for CPA; 26.07 (SD = 18.57) versus 13.80 (SD = 10.49) for 

CSA;; and 34.51 (SD = 22.32) versus 15.11 (SD = 11.18) for combinations of CPA and CSA. 

Resultss regarding the relation between regular substance use and trauma/PTSD were mixed. 

Yearss of regular use of alcohol, cocaine, heroin, amphetamines, and cannabis were not 

relatedd to trauma measures. However, PTSD was significantly related with years of regular 

medicinee use in male patients (p = .01). 

7.3.44 Pathological dissociation: reanalysis of data using the DES-T 

Cronbach'ss alpha for the eight-item DES-T was .81, indicating good reliability in this sample. 

Thee mean DES-T score was much lower than the mean DES score: 6.15 (SD = 9.13). 

Reanalysiss of our data using the DES-T did not yield different findings. 

7.44 Discussion 

Ourr aim was to study the relationship between childhood abuse and dissociation and to 

resolvee inconsistencies in the findings regarding a trauma-dissociation relation in patients 

withh a substance use disorder. Three hypotheses were tested in an attempt to explain the 
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absencee of significant associations between childhood abuse and dissociation. Only one of 

ourr hypotheses was entirely corroborated, suggesting that the absence of a childhood abuse-

dissociationn relation in treated alcoholics is caused by a low capacity or diminished tendency 

off  alcoholics to use psychological dissociation. 

Thee present study found good psychometric properties of the DES. The DES was 

highlyy internally consistent. With a Cronbach's alpha of .93, the internal consistency is 

identicall  to the mean alpha reliability reported in a meta-analytic review of the DES (Van 

Ijzendoornn & Schuengel, 1996). Because a high estimate of alpha may indicate the presence 

off  items that are contributing to reliability through introducing systematic errors, additional 

informationn regarding the dimensionality of the scale was examined. The confirmatory factor 

analysiss supported the commonly observed three-dimensional structure of the DES, showing 

noo indications for the presence of systematic errors. 

Thee first hypothesis, assuming measurement problems in the assessment of childhood 

abuse,, was rejected. Using a more rigorous method for the assessment of childhood abuse 

comparedd to several previous studies (Dunn et al., 1993, 1994, 1995), still no significant 

childhoodd abuse-dissociation relation was found, despite substantial rates of childhood abuse. 

Thee second hypothesis, assuming measurement problems in the assessment of 

dissociation,, was partly rejected. With regard to measurement problems of psychological 

dissociation,, one would have expected a much higher mean DES score if substance related 

symptomss would have contributed to and would have obscured the meaning of the DES score 

(ass suggested by the correlations between medicine/poly drug use and DES scores). However, 

thee mean DES score was almost identical to the mean score for normal subjects in the 

majorityy of studies on the DES: 11.40 (SD = 10.47) vs. 11.57 (SD = 10.63) (Van Ijzendoorn 

&&  Schuengel, 1996). In fact, low levels of dissociation are consistently reported in studies 

amongg alcoholics (Bernstein & Putnam, 1986; Weingartner et al., 1995; Spitzer et al., 1998). 

Inn a study using the DDIS, the prevalence of dissociative disorders among alcoholics was 

evenn lower then in a general population sample: 0.8% (Dunn et al., 1995) versus 11.2% 

(Ross,, 1991). The dissociation level in our sample is slightly higher than previously found in 

alcoholicss (Bernstein & Putnam, 1986; Weingartner et al., 1995; Spitzer et ah, 1998), and 

somewhatt lower than reported in the broader group of substance abusers (Ross et al. 1992; 

Dunnn et al., 1993, 1994, 1995; Ellason et al., 1994, 1996; Hodgins et al., 1996). The elevated 

meann DES score (26.2) in Wenzel's et al. study (1996) among male alcoholics may stem 
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fromfrom their time of DES administration, which was soon after detoxification. Overall, present 

findingss seem to reflect the fact that (pathological) dissociative symptoms are not very 

prevalentt among detoxified alcoholics, including alcoholics with traumatic experiences. 

However,, additional research is necessary to evaluate the utility of the DES in alcoholic 

sampless to be able to fully reject hypothesis 2, especially regarding predictive validity. The 

factt that the DES did not discriminate subjects with PTSD is in very sharp contrast with 

resultss reported in other populations (Van Ijzendoorn & Schuengel, 1996) and is not in 

agreementt with the instruments' original conceptual basis. Interestingly, however, PTSD and 

pathologicall  dissociation (DES-T) were also not significantly associated. 

Thee third hypothesis was corroborated: in the current study trauma and PTSD rates 

weree substantial, DES scores were low, DES-T scores were even lower, and neither trauma 

norr PTSD was (significantly) related to (pathological) dissociation. This is in clear contrast to 

thee findings in other populations (Draijer & Boon, 1993; Irwin, 1994; Zlotnick et al., 1995; 

Draijerr & Lange land, 1999). Even dissociation levels in alcoholics with PTSD were rather 

loww in the present study, indicating the lack of a psychological dissociative component in 

PTSDD in our sample. The alcohol-dependent men with PTSD reported more often regular use 

off  medicines, a finding supporting the chemical dissociation hypothesis. The fact that two 

studiess among patients with a substance use disorder have reported significant trauma-

dissociationn relations (Hodgins et al., 1996; Zlotnick et al., 1997) may be explained by 

differencess in sampling in terms of chronicity and comorbid psychopathology, trauma 

severity,, or the higher proportion of females included. Almost half of the subjects included in 

thee two studies reporting a significant trauma-dissociation relation were female. Furthermore, 

inclusionn of very distinct types of trauma (e.g. serious accidents, natural disasters, robbery, 

physicall  and sexual assault) (Zlotnick et al., 1997) may explain some of the differences in 

outcome.. In addition, differences in the timing of the assessments may be relevant (Hodgins 

ett al., 1996). The existence of a low dissociative capacity was further corroborated by the fact 

thatt the alcoholic patients in the present study showed much lower levels of dissociation then 

thee psychiatric inpatients in a study using the same assessment procedures both in the total 

groupss and in the subgroups reporting childhood abuse (Draijer & Langeland, 1999). 

Thee current findings are most consistent with the chemical dissociation hypothesis. Several 

pathwayss may be responsible for this situation. For example, peritraumatic dissociation is 
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knownn to predict long-term psychological dissociative symptomatology (Bremner & Brett, 

1997).. It could, therefore, be hypothesized that alcoholics were using or were forced to use 

alcohol,, drugs, or medicines during the traumatic incidents leading to both instant chemical 

dissociationn and long-term chemical dissociation in some individuals. Unfortunately, we only 

askedd about forced use of substances during sexual abuse. However, the group of subjects 

thatt reported such forced substance use was too small (n = 5) to perform meaningful 

analyses.. Also, abuse victims may discover substance use as a means for inducing 

dissociative-likee states during adolescence (Roesler & Dafler, 1993), possibly implying an 

earlyy onset of substance abuse. 

Clearly,, further research is necessary to identify the factors that contribute to the explanation 

off  the reported low dissociation levels in alcoholics. Some other possible explanations for 

reportedd low dissociation levels in substance abusers have been mentioned in the literature. 

Patientss with comorbid dissociative disorders typically were early dropouts from substance 

abusee treatment programs (Kolodner & Frances, 1993). Others have suggested that 

dissociativee symptoms in alcoholics may be underreported due to an impairment in reflective 

cognitivee functions or state-dependent effects of alcohol regarding recalling past dissociative 

experiencess (Weingartner et al., 1995). Finally, it is possible that some alcoholics 

misinterprett substance-independent dissociative symptoms as substance-related, resulting in 

loww dissociation levels. Based on present results, we would encourage the further 

examinationn of gender differences in trauma-dissociation relation among alcoholics and other 

substancee abusers. Although no gender effects on DES scores have been reported, 

pathologicall  forms of dissociation reflected in dissociative disorders are female-dominated 

disorders,, whereas alcohol use disorders are male-dominated disorders, leaving open the 

possibilityy that psychological dissociation as response to trauma is more common in women, 

whereass chemical dissociation in response to trauma is more common in men. Sex 

differencess have been reported in adaptive response patterns of traumatized children (Perry et 

al.,, 1995; Chandy et al, 1996). Perry et al. (1995) described two major neuronal response 

patternss important for traumatized children: a sensitized hyperarousal system (more often 

foundd in males) and a sensitized dissociative system (more often found in females). Links 

havee been reported between the type of adaptive response present in the original traumatic 

situationn and the symptoms that will develop (hyperarousal or dissociative), with each 
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responsee type activating a unique combination of neural systems. These latter findings point 

too the importance of neurobiological studies to further investigate gender differences in 

traumaa response patterns, and particularly in the study of the trauma-dissociation relation in 

alcoholics. . 

Finally,, some study limitations should be noted. This is a cross-sectional study based 

onn retrospection, implying temporal ambiguity of cause and effect. The correlational nature 

off  findings precludes drawing any firm causal conclusions. To overcome the reduction of 

statisticall  power due to the complex study design as well as limited sample size, replication 

off  this study in a larger sample, particularly of female alcoholics, is encouraged. Also, the 

DESS is not a diagnostic instrument. Of the existing diagnostic tools to assess dissociation and 

dissociativee disorders, the Structured Clinical Interview for Dissociative Disorders (SCID-D) 

iss probably the most appropriate format. The DDIS has limited utility in identifying 

dissociativee disorders in chemically dependent persons (Steinberg, 1996), since the DDIS 

criteriaa - in contrast to the SCID-D - do not systematically state that symptoms should not be 

relatedd to (withdrawal from) substances. Furthermore, the validity of the trauma reports being 

basedd on self-report, for which no corroborating evidence was sought, cannot be ensured. 

Finally,, though none of the subjects had severe cognitive impairments, memory impairments 

duee to the toxic effects of substances as alcohol and benzodiazepines cannot be ruled out 

completely. . 

7.55 Conclusions 

Likee most previous reports in substance abusers, this study found no childhood abuse-

dissociationn relation in treated alcoholics. It is suggested that low levels of psychological 

dissociation,, particularly in traumatized male alcoholics, are primarily responsible for the 

absencee of a trauma-dissociation link. It is hypothesized that (male) alcoholics are more 

likelyy to respond to trauma with a chemical form of dissociation than with psychological 

formss of dissociation. In future studies trying to sort out contributions of substance-related 

symptoms,, the SCID-D should be the preferred instrument to measure psychological 

dissociation.. In addition, gender differences in dissociative comorbidity among alcoholics 

needd to be studied in greater depth. Finally, neurobiological research strategies and the study 
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off  the perceptions of the functionality of substance use in traumatized alcoholics may shed 

lightt on the notion of chemical dissociation as a defense mechanism. 
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Discussion n 
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Generall  Discussion 

8.11 Introductio n 

Inn this final chapter, the major findings regarding the three central themes of this thesis are 

summarized,, discussed, and placed within the context of recent scientific developments in the 

particularr area of interest. Furthermore, methodological issues that are important for the 

interpretationn and extrapolation of the results are addressed. Finally, suggestions for future 

researchh and possible implications of the results are given. 

8.22 Prevalence of physical and sexual assault histories in treated adult 

alcoholics s 

Aree experiences of physical and sexual abuse frequently reported in a mixed-gender sample 

off  treated alcoholics? In section 8.2.1 the Addiction Severity Index (ASI) as a screening 

instrumentt to assess the prevalence of lifetime physical and sexual assault histories is 

evaluated.. Subsequently (8.2.2), results on prevalence rates of physical and sexual assault in 

ourr sample obtained with the Structured Trauma Interview (STI) are summarized and put into 

perspectivee through comparison with prevalence rates reported in other populations. 

8.2.11 The Addiction Severity Index 

Thee frequency of reported lifetime physical (25%) and sexual assault (17%) experiences 

obtainedd with the (Europ)ASI fall within the range of frequencies reported from recent 

studiess of mixed-gender samples of treatment-seeking alcoholics also utilizing the ASI to 

assesss assault histories: 21% and 33% for physical assault; 6% and 17% for sexual assault 

(Pettinatii  et al., 2000; Rice et al., 2001). However, our findings (presented in Chapters 2 and 

3)) indicate that the single-item format of the ASI is not particularly useful for estimating the 

prevalencee of assault histories in alcoholics admitted to treatment services. Due to a focus on 

assaultt experiences by familial perpetrators (relatives, neighbors, acquaintances), screening 
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withh the ASI is particularly limited for the assessment of abuse in male subjects. This gender 

specificc limitation of the ASI has not been examined previously. Given the preponderance of 

menn admitted to alcohol treatment facilities and our findings indicating significant lifetime 

assault-relatedd distress (Chapter 6), the need for a broader perpetrator screening than 

currentlyy included in the ASI is of clinical importance. Suggestions for improvement of 

sensitivityy of the format of the ASI assault items have been provided in Chapter 3. It should 

bee noted that, in addition to the technical modifications in the ASI format, a more specific 

trainingg of interviewers regarding assessment of assault histories is generally recommended 

too minimize threats to reliability and validity of the used measure (Draijer, 1990; Carlson, 

1997). . 

Too the extent that the validity of the assault reports rests on reliability, the marginal 

test-retestt reliability of the ASI physical and sexual assault items in male veteran alcohol-

and/orr cocaine-dependent patients (Cacciola et al., 1999) requires some discussion. This latter 

studyy showed a decrease in lifetime assault reports between two administrations of the ASI 

withh a test interval of 1 to 3 months. Although there are some indications that men may be 

lesss consistent in self-reports of sexual assault experiences compared to women (Friedrich et 

al.,, 1997; Goodman et al., 1999), the rather poor test-retest reliability of the ASI 

physical/sexuall  assault items is striking. These findings are inconsistent with earlier studies 

supportingg the stability over time and in different conditions of retrospectively obtained 

childhoodd abuse histories (see Brewin et al., 1993 and Maughan & Rutter, 1997). More 

particularly,, good test-retest reliability of childhood abuse items measured before and after 

approximatelyy 3 months of substance abuse treatment has been shown (Bernstein et al., 

1994).. No comparison data are available concerning the stability of lifetime assault reports 

overr time in a substance abusing sample. Clearly, whether substantial post-treatment shifts in 

mood,, symptomatology, or in the subjective meaning of potentially traumatic experiences 

appreciablyy affects recall on the ASI assault items in samples of substance abusers, needs to 

bee evaluated. 

Inn conclusion, since the ASI has become one of the most widely used instruments in the 

internationall  addictions field regarding clinical decision-making, research studies and 

treatmentt outcome evaluations, further research on the validity and reliability of the 

(modified)) ASI assault items is clearly warranted, taking into account possible gender 
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differences.. Regarding the current ASI assault items, ASI users should not only be aware of 

thee underestimation of the frequency of physical and sexual assault reports, but also of a 

possiblee test-retest unreliability of such reports. 

8.2.22 The Structured Trauma Interview 

Inn line with the literature indicating that the use of behavior-specific questions to detect 

traumaa histories produce significantly higher prevalence rates than single-item screening 

questionss (see Draijer, 1990; Briere, 1997; Carlson, 1997), the highest (and presumably more 

accurate)) lifetime assault rates were observed in response to the STI: lifetime physical abuse 

51%,, lifetime sexual abuse 29% (Chapter 3). These data support previous work indicating 

thatt lifetime sexual assault histories are frequently reported in samples of treated adult 

alcoholicss (Murphy et al., 1980; Lammers, 1991; Moncrieff et al., 1996). For lifetime 

physicall  victimization comparison data are lacking. 

Moree importantly, the STI provided clinically relevant data on early victimization 

experiences:: nearly a third (31.6%) of our study participants reported childhood sexual or 

physicall  abuse (Chapter 6). In general, notions of high prevalence of childhood abuse being 

pseudomemoriess have been discounted, since false positive reports are a relatively rare 

phenomenonn compared to false negative reports (Williams, 1995; Widom & Shepard, 1996; 

Widomm & Morris, 1997; Chu et al., 1999; see also Carlson, 1997). Several techniques, 

generallyy acknowledged to enhance accuracy of abuse reports (see Draijer, 1990; Briere, 

1997;; Carlson, 1997), have been incorporated in the STI. In addition, support for the validity 

off  the childhood physical and sexual abuse ratings of the STI has been provided by 

neurobiologicall  research among female borderline patients, showing for example, a strong 

correlationn between sexual and physical childhood trauma and hyperresponsiveness of the 

serotonergicc system (Rinne et al., 2000, in press). Given the lack of a nonalcoholic control 

groupp in our study, our findings (presented in Chapter 6, Table 1) are compared with the 

childhoodd abuse rates from other studies among treated alcoholics. Besides, the observed 

ratess are put into perspective through comparison with prevalence rates reported in other 

populations,, namely psychiatric patients and adults in the general population. 

Thee observed rate for childhood sexual abuse among treated female alcoholics (45%) 

fallss within the range of earlier reported rates in this population (13% to 74%: Hayek, 1980; 
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Wilsnack,, 1984; Covington, 1986; Scherotzki-Hanninger et al., 1986; Lammers, 1991; 

Windlee et al., 1995; Hall, 1996; Horgan et al., 1998). The prevalence rate of 18% for 

childhoodd sexual abuse reports in men is higher than previously reported for male alcoholic 

inpatientss (12%: Windle et al., 1995). Due to our rather restricted operational definition of 

childhoodd physical abuse, observed rates for both women (12%) and men (15%) are low 

comparedd to those earlier reported among treated alcoholics (females 40% to 71%: Downs et 

al.,, 1987; Miller et al., 1987, 1993; Windle etal., 1995; males 13% to 31%: Kroll et al., 1985; 

Schaeferr et al., 1988; Windle et al., 1995). The observed rate for childhood dual abuse for 

menn (5%) is similar to that reported by Windle et al. (1995) among male alcoholic inpatients. 

However,, the dual abuse rate found for women (12%) is low compared to the one (23%) 

earlierr reported among female inpatient alcoholics (Windle et al., 1995). 

Studiess based on samples of psychiatric patients generally report (somewhat) higher 

childhoodd abuse rates than observed in our sample of treated alcoholics (see Herman, 1992a; 

Read,, 1998). Comparison of our childhood abuse rates with those observed in a mixed-

genderr sample of 160 Dutch psychiatric inpatients obtained also with the STI (Draijer & 

Langeland,, 1999) supports this observation: childhood physical or sexual abuse 32% vs. 

42%o,, childhood physical abuse 14% vs. 26%, childhood sexual abuse 24% vs. 34%, and 

childhoodd dual abuse 7% vs. 10%. Community-based studies, however, generally report 

lowerr childhood abuse rates (based on similar definitions of such abuse) than found in our 

samplee of treated alcoholics: childhood sexual abuse 7% to 33% for women, 2.5% to 8% for 

menn (see Langeland & Hartgers, 1998; Bensley et al., 2000; Molnar et al., 2001); childhood 

physicall  abuse 9% to 34% for women (Draijer, 1988; Römkens, 1989; MacMillan et al., 

1997;; Bensley et al., 2000), 11% to 12% for men (MacMillan et al., 1997; Bensley et al., 

2000);; and childhood dual abuse 6.6% for women, 2.2% for men (Bensley et al., 2000). 

Obviously,, increased childhood abuse rates are reported among women and men seeking help 

forr their alcohol problems, relative to those found among women and men in the general 

population. . 

Inn addition to the relatively frequent reports of early physical and sexual victimization, adult 

assaultt experiences were also frequently reported in our sample of treated alcoholics: 

Physicall  assault was reported by 64% of females and 36% of males; sexual assault was 

reportedd by 33%» of females and 5% of males. From a clinical perspective it is important to 
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acknowledgee that childhood physical and sexual abuse reports were strongly associated with 

havingg been victimized during adult life. The significant increase in frequency of reports of 

adultt sexual victimization among subjects reporting childhood physical abuse (a fourfold 

increase)) or childhood sexual abuse (an almost eightfold increase) supports the literature 

indicatingg that revictimization is a rather robust phenomenon, particularly among adult 

womenn (see Roodman & Clum, 2001). Whether childhood physical abuse by itself is related 

too adult sexual victimization or that this relation is an artifact of the co-occurrence between 

childhoodd physical and sexual abuse (in our sample particularly among females), as recently 

shownn in a female sample (Merrill et al., 1999), is not clear. Moreover, for interpretation of 

thee data on adult (re)victimization the nature of our sample is of importance, because alcohol 

problemss may be related to the adult victimization rates. The direction of this relationship, 

however,, remains uncertain (see Testa & Parks, 1996). The only study to date that 

investigatedd the relationship longitudinally, found that alcohol abuse follows from 

victimization,, but does not increase risk of later assault (Kilpatrick et al., 1997). Other data 

supportt the vicious cycle hypothesis assuming that assault and alcohol problems might each 

increasee the risk of experiencing the other (Burnam et al., 1988; Merrill et al., 1999). Studies 

inn this area usually focus on women, therefore, it remains to be elucidated whether there are 

genderr differences regarding the role of alcohol problems in (re)victimization. 

Basedd on our data it can be concluded that histories of both early and more recent 

victimizationn were frequently reported in our sample, regardless of gender. Compared to 

community-basedd rates, the childhood abuse experiences among persons seeking help for 

alcoholl  problems are rather high and warrant routine assessment. In addition, our results on 

thee frequency of multiple trauma exposure argue for a comprehensive pre-treatment trauma 

assessment,, accounting for complex trauma histories. 

8.33 Childhood trauma and alcohol use disorders 

Iss violent victimization in childhood associated with the development of alcohol problems in 

adultt life and is information on childhood trauma, particularly sexual and physical abuse, 

relevantt for understanding the severity of drinking problems in treated alcoholics? In the 
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followingg subsections major findings regarding these two issues are summarized and 

discussed. . 

8.3.11 The relevance of childhood abuse for the development of alcohol use 

disorders s 

Thee key issue addressed in our review (Chapter 4) was whether childhood victimization 

placess persons at increased risk of later alcohol problems when controlling for the effects of 

otherr family pathology or dysfunction. It was argued that conclusions about the relevance of 

childhoodd abuse in the risk of the development of alcohol problems should be drawn 

cautiouslyy given the methodological limitations of the reviewed studies such as small sample 

size,, retrospective assessment of abuse histories implying for instance, possible recall bias 

regardingg childhood abuse in adults with alcohol problems ("effort after meaning"), and the 

potentiall  role of confounders. 

Basedd on our review (published in 1998) we concluded that the evidence was 

insufficientt to draw conclusions about a child abuse-alcoholism relationship in men. At 

present,, more data are available, particularly on the role of childhood sexual abuse in the 

developmentt of problem drinking in men (see for a comprehensive review Simpson & Miller, 

2002).. Three of the four recent methodological more rigorous studies (all cross-

sectional/retrospective)) suggest a relationship between childhood sexual abuse and the 

developmentt of alcohol problems independent of other background family factors (Galaif et 

al.,, 2001; Molnar et al., 2001; Nelson et al., 2002). In contrast, however, results of the fourth 

study,, a population-based study of male twins, suggest that childhood sexual abuse is not 

independentlyy related to the onset of alcohol problems when taking into account other family 

factorss such as parental alcoholism (Dinwiddie et al., 2000). Far less research attention has 

beenn paid to a possible link between childhood physical abuse and later alcohol problems in 

men.. Although two studies found that, compared to childhood sexual abuse, childhood 

physicall  abuse is more strongly related to later alcohol problems in men (Kinzl & Biebl, 

1997;; Bensley et al., 2000), possible confounders of this relationship were not included in the 

analysis. . 

Forr women, the empirical evidence suggested that exposure to childhood physical or 

sexuall  abuse may increase the risk of alcohol problems in adult life (see also reviews of 
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Downss & Harrison, 1998; Moncrieff & Farmer, 1998). Recent retrospective studies almost 

consistentlyy replicated the prior evidence that childhood sexual abuse is associated with a 

substantiall  risk of alcohol problems in women when controlling for background family 

factorss (Sher et al., 1997; Spak et al., 1997, 1998; Dinwiddie et al., 2000; Kendler et al., 

2000;; Galaif et al., 2001; Molnar et al., 2001; Nelson et al., 2002). The role of childhood 

physicall  abuse in the development of problem drinking by women has received much less 

researchh attention. One population-based survey showed that combined childhood sexual and 

physicall  abuse was associated with heavy drinking, whereas childhood physical or sexual 

abusee alone was not (Bensley et al., 2000). Another community-based prospective study 

amongg women with documented histories of sexual victimization in childhood indicated that 

childhoodd physical abuse was a significant predictor of binge drinking behavior but not of 

heavyy alcohol consumption, even after controlling for the effects of parental drinking 

behavior,, negative parental relationship, and childhood sexual abuse characteristics (Jasinski 

ett al., 2000). 

Onn the basis of the currently available retrospective studies and within the 

methodologicall  limitations which also applied to the previously reviewed studies, it can be 

concludedd that childhood physical and sexual abuse are associated with the development of 

alcoholl  problems or alcohol use disorders in adult life in both genders. In this regard, 

childhoodd abuse should be interpreted as a non-specific risk factor. Meta-analytic reviews of 

researchh on childhood abuse effects (mostly sexual abuse) underline the assumption of a 

spectrumm of posttraumatic symptoms rather than a specific child abuse disorder (e.g. Weaver 

&&  Clum, 1995; Neumann et al., 1996; Paolucci et al., 2001). In addition, epidemiological 

researchh indicates that other psychiatric disorders (e.g. depression, PTSD) may bear an even 

strongerr association with childhood abuse than alcohol use disorders (Molnar et al., 2001). 

Nonetheless,, there is compelling and consistent evidence that early sexual traumatization is 

ann independent risk factor for later alcohol problems among women. The consistency of the 

findingss indicates that this type of childhood trauma is, in some way, of importance for the 

developmentt of alcohol problems in women. Findings regarding an independent role of 

childhoodd sexual abuse for developing alcoholism in men have been less consistent, 

indicatingg the need for additional research in this area. Although the available data generally 

showw a higher likelihood of alcohol problems among adults who were physically abused as 

children,, it seems premature to conclude that childhood physical abuse is an independent risk 
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factorr for the development of alcohol use disorders. Future studies should, therefore, include 

thee assessment of childhood physical abuse beside childhood sexual abuse in order to 

enhancee our knowledge regarding the role of this type of abuse in the etiology and 

pathogenesiss of alcohol use disorders in both genders. 

Regardingg the interpretation of the data, to infer from retrospective data alone that 

childhoodd abuse increases the risk of the onset of alcohol use disorders is problematic. Until 

prospectivee research demonstrates that persons with documented histories of childhood abuse 

aree at increased risk of alcohol problems, it cannot be firmly established that childhood abuse 

playss a role in the onset of alcohol use disorders. The reviewed studies demonstrated 

increasedd risk, not causation per se. Although the evidence so far suggests that in most cases 

childhoodd physical or sexual abuse preceded the onset of alcohol problems (Miller et al., 

1993;; Moncrieff et al., 1996; Spak et al., 1997; Nelson et al., 2002), future research needs to 

establishh the temporal sequence of events to be able to make inferences about a possible 

causall  direction. 

Variouss mechanisms have been hypothesized to underlie the childhood trauma-alcoholism 

relationship,, mostly assuming that alcohol use serves as a form of self-medication to mitigate 

negativee psychological consequences of the abuse (see Chapters 1 and 4, as well as reviews 

off  Widom & Hiller-Sturmhofel, 2001 and Simpson & Miller, 2002). As an explanatory 

framework,, "self-medication models" - which can be considered diagnosis or symptom 

specificc modifications of the more general "tension- or stress-reduction" models (see 

Shiftmann & Wills, 1985; Chaudron & Wilkinson, 1988) - are preferred. Specifically the self-

medicationn hypothesis of Khantzian (1985, 1997) is appealing as a possible explanation for 

thee development of alcohol problems in traumatized individuals, because the model is partly 

basedd on knowledge concerning early deprivation in addicts. Some support for self-

medicationn of abuse-related symptoms can be found in the more recent literature (Kessler et 

al.,, 1997b; Epstein et al., 1998; Fleming et al., 1998; Kunitz et al., 1998; Schuck & Widom, 

2001;; Teusch, 2001; De Graaf et al., 2002). For example, Kessler et al. (1997b) reported that 

thee relationship between childhood interpersonal traumas and substance use disorder seems to 

bee indirect and mediated by prior (abuse-related) lifetime comorbid disorders, such as major 

depression,, bipolar disorders, generalized anxiety disorder, panic disorder and conduct 

disorder.. Similar findings have been reported by De Graaf et al. (2002), showing a lack of 
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associationn between childhood trauma and pure substance use disorders, but a strong 

associationn between childhood trauma and psychiatric comorbidity in substance use 

disorders.. In addition, a study among women indicated that the effect of childhood rape on 

alcoholl  abuse severity was mediated by the occurrence of PTSD (Epstein et al., 1998). These 

latterr findings are in line with the more extensive literature suggesting that PTSD, rather than 

thee traumatic exposure itself, might be a causal factor in substance use disorders (see Stewart, 

1996;; Chilcoat & Breslau, 1998; McFarlane, 1998; Stewart et al., 1998; Triffleman, 1998; 

Jacobsenn et al., 2001). Most studies on substance use disorders in subjects with PTSD 

indicatee that PTSD precedes development of substance abuse (see Stewart, 1996; Jacobsen et 

al.,, 2001). 

Overall,, these preliminary findings emphasize the need for further study regarding the 

potentiall  mediating role of trauma-related symptoms in the relationship between childhood 

abusee and later alcohol problems. Khantzian (1997) argues that it is not necessarily a 

psychiatricc condition that is self-medicated. Rather, a range of painful affects and subjective 

statess of distress, which may or may not be associated with a psychiatric disorder, are more 

likelyy the important operatives that govern self-medication, such as for example, agitation, 

anger,, rage, sadness, psychic numbing or insomnia. Regarding future research in this area, 

particularlyy worthwhile may be studies in developmental traumatology that attempt to link 

thee neurobiology of childhood trauma-related negative affect symptoms with the 

neurobiologyy of alcohol use disorders, as suggested by De Bellis (2002). These studies may 

bee critical in elucidating whether abuse-related dysregulations in biological stress response 

systemss which may lead to an increased vulnerability for psychopathology, particularly mood 

andd anxiety disorders (De Bellis & Putnam, 1994; De Bellis et al., 1999; Heim & Nemeroff, 

1999;; Pynoos et al., 1999; Kaufman & Charney, 2001), contribute to a substantially increased 

riskk of developing alcohol use disorders in individuals due to self-medicating primary 

psychiatricc disorders or subjective states of distress with alcohol. Additionally, dysregulated 

biologicall  stress response systems associated with early trauma and neglect can have adverse 

influencess on brain development, in particular in the frontal and prefrontal cortex, which may 

leadd to impaired capacities for self-regulation and a greater incidence of impulsive behaviors 

suchh as alcohol abuse (see e.g. Van der Kolk & Fisier, 1994; Perry & Pollard, 1998; De 

Bellis,, 2001, 2002). Studies in developmental traumatology may produce some further 
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updatess to current influential psychobiological models or typologies of alcoholism (e.g. 

Cloninger,, 1987; Babor et at., 1992; Schuckit et al., 1995b; Cloninger et al., 1996) and 

enhancee our understanding of alcoholism, especially regarding the relevance of 

environmental-relatedd mechanisms in the development of alcohol use disorders (see Higley & 

Bennett,, 1999). 

8.3.22 The relevance of childhood trauma, neglect, and trauma-related distress 

forr the severity of drinking problems 

Doo traumatized individuals who seek alcoholism treatment report more severe alcohol 

problemss than their non-traumatized counterparts? Our study extended previous research 

regardingg this topic by examining associations of a broad spectrum of environmental factors 

andd trauma-related distress with alcohol problem severity in a sample of treatment-seeking 

alcoholicss (Chapter 5). In order to provide useful information for clinical practice, two 

frequentlyy clinically applied severity indices were included, namely the ASI interviewer's 

ratingg of the level of a client's alcohol use problem severity and alcohol dependence severity 

categoriess based on DSM-III-R diagnostic criteria (CIDI). Consistent with the literature (e.g. 

Grant,, 1996), in our consecutive series of 155 treated adult alcoholics the vast majority of 

patientss (n = 150) were dependent on alcohol. Furthermore, the proportions of subjects in the 

mildd (18.7%), moderate (36.7%), and severe (44.6%) dependence categories according to 

DSM-III-RR criteria, are comparable with previously reported rates in treated alcoholics (e.g. 

Caetano,, 1993; Andreatini et al., 1994). Findings indicating no significant gender differences 

inn the severity levels of dependence corroborate one earlier report (Caetano, 1993). 

Noo significant relations between trauma, childhood neglect (operationalized as 

perceivedd parental dysfunction), and trauma-related distress (operationalized as the presence 

off  a DSM-III-R PTSD diagnosis) and the two severity indices of drinking problems were 

observedd in alcoholic men. In female alcoholics, reports of childhood dual abuse were 

associatedd with lower EuropASI alcohol use severity ratings, whereas perceived 

dysfunctioningg of mothers was associated with more severe DSM-III-R dependence levels. 

Basedd on these findings it can be concluded that having information about (childhood) 

traumaa and neglect may not be relevant for understanding drinking problem severity in 

treatedd male alcoholics. For treated female alcoholics, however, both trauma and neglect may 
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bee associated with drinking problem severity, but due to the rather small number of women (n 

== 33) our findings remain speculative. Recently, gender differences in associations between 

childhoodd trauma and drinking problem severity (including both alcohol abuse and 

dependence)) were found in treated addicts mostly reporting primarily alcohol problems 

(Chermackk et al., 2000), stressing the need for further study of this topic in a larger sample. 

Resultss of this latter study suggest that a family history of violence (i.e. a combination of 

moderate/severee childhood physical abuse and interparental violence) has a greater impact on 

thee clinical course of alcohol problems in women compared to men. 

Thee replication in our study of nonsignificant associations of dependence severity 

withh childhood sexual traumatization (Molnar et at., 2001) and childhood physical abuse 

(Krolll  et al., 1985; Schaefer et al., 1988), despite variations in operationalizations of 

dependencee severity across studies, is striking and suggests that alcohol dependence 

symptomss are indeed littl e affected by such experiences. Additionally, no "dose effect 

relationship""  was observed with more intrusive and frequent childhood abuse being 

associatedd with more severe levels of dependence. Thus childhood abuse, while associated 

withh an increased risk of alcohol dependence (particularly sexual abuse in females), seems 

nott to be associated with the severity of the alcohol problems once dependence developed. 

Thiss pattern of findings is similar to the findings regarding affective disorders (also disorders 

withh a large genetic component like alcohol dependence), suggesting that the risk of onset of 

thee disorder is more likely to be associated with major psychosocial stressors than the 

subsequentt course of the illness (Post, 1992; Bernet & Stein, 1998; Harris et al., 1999; 

Kendlerr et al., 2001). Research findings suggest that a more severe course of alcohol 

dependencee is probably related to personal dispositions, such as genetic vulnerability (e.g. 

Yatess et al., 1996; Schuckit & Smith, 2001; Connor et al., 2002), neuroadaptations in brain 

systemss due to the effects of chronic alcohol use (see Schmidt et al., 2000; Schoffelmeer et 

al.,, 2000), age of onset of alcohol problems (Svanum & McAdoo, 1991), and psychiatric 

comorbidityy (Schaefer et al., 1987; Nelson et al., 1996; Hallman et al., 2001). For example, 

early-onsett cases of alcohol use disorders, which are frequently associated with conduct 

problemss or antisocial behavior (e.g. Watson et al., 1997), are often more persistent and 

severee than later-onset cases. In fact, antisocial personality disorder is considered one of the 

mostt significant forms of comorbid psychopathology in treated alcoholics and is related to an 

earlierr onset, a more severe course, and poorer outcomes (see Verheul, 1997). 
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Ourr nonsignificant findings regarding a diagnosis of PTSD and ASI alcohol use 

severityy ratings are consistent with those of Moylan et al. (2001) in treated pregnant drug-

dependentt women. Our negative results regarding comorbid posttraumatic stress disorder and 

dependencee severity could be due to the examination of PTSD as a dichotomous rather than 

ass a dimensional variable, since particularly Cluster D hyperarousal symptoms have been 

linkedd to the degree of alcohol dependence (Stewart et al., 1998). However, whether these 

latterr findings reflect substance-induced intensification of PTSD arousal symptoms or 

intensificationn of the use of alcohol motivated by symptoms of hyperarousal remains to be 

elucidated.. Most likely, with the evolution of alcohol dependence, a vicious circle comes into 

playy where one disorder serves to sustain and/or exacerbate the other (see e.g. Lacoursiere et 

al.,, 1980; Stewart, 1996). It has been suggested that the close resemblance of PTSD arousal 

symptomss with symptoms of the alcohol abstinence syndrome (see Stewart et al. 1998 and 

Jacobsenn et al., 2001) contributes to a more severe course of alcohol dependence in 

traumatizedd individuals with PTSD. Autonomic physiological arousal that occurs in alcohol 

withdrawall  may serve as a conditioned reminder of traumatic events, leading to an increase 

off  PTSD symptoms, which prompts the need for further self-medication through increasing 

usee of psychoactive substances (see e.g. Jacobsen et al., 2001). Noteworthy, preliminary 

researchh on cue reactivity does suggest that exposure to trauma reminders in individuals with 

PTSDD and alcohol dependence leads to a significantly higher increase in drug craving 

("pathologicall  wanting") compared to individuals with PTSD and cocaine dependence 

(Coffeyy et al., 2002). In future research more emphasis should be placed on understanding the 

potentiall  relationship between the PTSD symptoms and the course of alcoholism. 

Clearly,, additional research is needed to elucidate whether childhood trauma, neglect, and 

trauma-relatedd symptoms are relevant for the clinical course of alcohol use disorders. In the 

DSM-IVV the subtyping of dependence according to severity has been replaced by subtyping 

alcoholl  dependence as having developed with or without accompanying tolerance or 

withdrawall  (physiological component), a distinction for which some clinical validity has been 

reportedd (Schuckit et al., 1998b). Further research may address whether there are differences 

inn trauma and neglect histories between alcohol-dependent individuals with and without a 

physiologicall  component. 
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8.44 Childhood trauma and psychiatric comorbidity 

Aree childhood trauma and neglect, in particular physical and sexual abuse, important factors 

inn understanding clinical impairment in treated alcoholics, specifically regarding comorbid 

affectivee and anxiety disorders (including PTSD), suicide attempts and dissociation? Two 

importantt statements concerning the data on psychiatric symptoms need to be made before 

discussingg the results. First, due to practical limitations the data are restricted to Axis I 

syndromes.. However, factors that complicate the psychiatric profile of treated alcoholics are 

thee frequent presence of personality disorders (Axis II) as well as conjoint chronic medical 

illnesss (Axis III) . Therefore, the potential associations between childhood trauma and 

psychiatricc comorbidity discussed below should be viewed as one part of a far more complex 

whole.. Second, the administration of the instruments to assess symptomatology was 

postponedd until 2 to 8 weeks after treatment admission in order to be able to distinguish 

comorbidd psychiatric disorders from alcohol intoxication and withdrawal symptoms. It is 

generallyy acknowledged that many Axis I disorders or symptoms will "clear" after a period of 

abstinence.. For example, in alcohol-dependent patients rates for a diagnosis of major 

depressionn dropped from 67% before admission to 13% in the detoxification period (7 to 10 

dayss after cessation of drinking) (Davidson, 1995). 

8.4.11 The relevance of childhood trauma for comorbid affective disorders, 

anxietyy disorders, and suicide attempts in treated alcoholics 

Iss childhood trauma, especially physical and sexual abuse, relevant for understanding 

comorbidd affective and anxiety disorders as well as suicide attempts in treated alcoholics? 

Previouss investigations, with the exception of Windle et al. (1995), have typically considered 

onlyy one form of abuse, with one gender, and one type of symptom or syndrome rather than a 

rangee of psychiatric disorders. Through the inclusion of a broad range of environmental 

hazards,, severity indicators of childhood abuse, and a broader spectrum of affective and 

anxietyy disorders, our findings (Chapter 6) represent an important advance in specifying the 

relationshipp of childhood trauma and psychiatric comorbidity in treated alcoholics. 

Beforee discussing the significance of childhood physical and sexual abuse histories in 

psychiatricc comorbidity, we will briefly discuss our data regarding the observed prevalence 
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off  comorbid lifetime Axis I symptoms. Comorbid mood and/or anxiety disorders were 

observedd in 62.3% of our patients and 16.8% met criteria for a posttraumatic stress disorder. 

Thiss is in general agreement with the literature about psychiatric comorbidity among 

treatment-seekingg alcoholics (e.g. Hesselbrock et al., 1985; Black et al., 1987; Ross et al., 

1988;; Herz et al., 1990; Tomasson & Vaglum, 1995). Also, the observed rate for suicide 

attemptss (24.5%) is high and in line with previous research (Roy & Linnoila, 1986; Roy, 

2000).. Overall, the anxiety disorders and among them the phobic disorders accounted for the 

mostt frequent diagnoses in our sample. The observed rate for Axis 1 lifetime comorbid mood 

andd anxiety disorders is higher than that reported among individuals with an alcohol use 

disorderr in a community-based study (Regier et al., 1990: 19.4% for anxiety disorders, 13.4% 

forr affective disorders), confirming that treatment-seeking alcoholics have more severe and 

complexx symptom patterns. However, given the preponderance of alcohol-dependent patients 

inn our sample, comparing prevalence rates of individual diagnoses with those observed in 

individualss with a lifetime alcohol dependence diagnosis in the general population may be 

moree revealing. In fact, comparison of our data with those of Kessler et al. (1997a) based on 

assessmentt with the same instrument (CIDI DSM-III-R) demonstrates a more severe clinical 

profilee in treatment-seeking alcohol-dependent males, but not in females: Rates for the 

examinedd individual comorbid diagnoses were consistently higher among the treated male 

alcoholicss than those reported by alcohol-dependent men in the community, except for 

depressionn (22.1% vs. 24.3%) and generalized anxiety (4.9% vs. 8.6%). In contrast, for the 

treatedd female alcoholics, only the observed rates for PTSD (27.3% vs. 26.2%) and 

dysthymiaa (33.3% vs. 20.9%) were (somewhat) higher than reported among alcohol-

dependentt women in the general population. 

Focusingg on the question whether childhood physical/sexual abuse histories are important for 

aa better understanding of other psychiatric symptoms in alcoholics patients, our results can be 

summarizedd as follows: Controlling for the potential confounding effects of other childhood 

adversitiess and adult assault histories, childhood sexual abuse was independently associated 

withh the presence of comorbid social phobia (total sample and male patients), agoraphobia 

(malee patients), and PTSD (male patients). Childhood dual abuse was independently related 

too the presence of PTSD (total sample). Childhood abuse (physical and/or sexual) was not 

relatedd to the presence of comorbid affective disorders nor to suicide attempts, instead for the 
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presencee of these symptoms maternal dysfunctioning was particularly important. And, 

childhoodd sexual abuse and dual abuse independently contributed to the number of comorbid 

diagnosess compared with the other risk factors. Besides, more severe and intrusive forms of 

earlyy sexual abuse as well as multiple traumatization were associated with complex 

comorbidityy patterns, including PTSD, agoraphobia, social phobia, dysthymia, and 

suicidality. . 

Basedd on these findings, reflecting that childhood abuse (particularly sexual abuse and 

combinationss of sexual and physical abuse) may be associated with a complex set of clinical 

features,, one may conclude that these experiences are clinically important. Particularly 

meaningfull  are the findings indicating that childhood abuse reports independently predicted 

thee number of comorbid mood and/or anxiety conditions as well as some individual 

diagnosess (PTSD, social phobia, and agoraphobia) after controlling for the effects of other 

childhoodd stressors and adult victimization experiences. This has not been previously 

demonstratedd in treated alcoholics. Taken together, the present findings seem to confirm an 

abuse-relatedd posttrauma symptom spectrum, particularly with chronic and pervasive trauma 

(Typee II trauma: Terr, 1991) in treated alcoholics and concur with studies suggesting chronic 

orr complex PTSD rather than simple PTSD in individuals exposed to sexual and/or physical 

abusee (e.g. Roth et al., 1997). It may well be that our findings on specific abuse-related 

disorderss do reflect symptom overlap (i.e. panic attacks and avoidance) between PTSD and 

phobicc symptoms rather than the presence of separate disorders (see e.g. Deering et al., 1996; 

Orsilloo et al., 1996). For example, in community samples it has been demonstrated that 

phobicc symptoms are more prevalent in chronic PTSD than in acute PTSD (Davidson et al., 

1991;; Rothbaum et al., 1992). The latter would be in line with suggestions of Van der Kolk 

andd colleagues (1996) to view PTSD and its comorbid conditions as a complex spectrum of 

adaptationss to trauma. However, additional research on symptom patterns in alcoholic 

patientss with PTSD is necessary to confirm this suggestion concerning complexity of clinical 

outcome. . 

Ann important question is how to interpret the distinct clinical profile observed in early 

sexually/physicallyy traumatized alcoholic patients. An explanation for such a distinct pattern 

cann be found in (neuro)biological research demonstrating that genetic predisposition coupled 

withh stress in early, critical phases of development induce biological alterations in stress 
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responsee systems which may increase the risk for an individual to develop mood and anxiety 

disorderss when exposed to further stress (De Bellis & Putnam, 1994; De Bellis et al., 1999; 

Heimm & Nemeroff, 1999, 2001; Pynoos et al., 1999; Heim et al., 2000; Kaufman & Charney, 

2001).. Neurobiological systems that might be altered by traumatic experiences include the 

hypothalamic-pituitary-adrenall  (HPA) axis, the sympathetic nervous system, central 

catecholamines,, serotonin systems, and the endogenous opiates. Alternatively, 

methodologicall  explanations involve the possibility of reporting bias such as for example, 

thatt subjects with lifetime PTSD symptoms and/or mood and anxiety symptoms might 

overreportt traumatic exposure, that the different clinical manifestations found between 

abusedd and nonabused patients may likely be the result of mood state effects, or that reporting 

biass may be present in posttrauma symptoms due to the recall status of abuse histories. The 

notionn of possible mood state effects has generally not been empirically supported (Robins et 

al.,, 1985; Brewin et al., 1993; Fergusson et al., 2000; Edwards et al., 2001). However, in a 

generall  population study, subjects who had recently recalled sexual abuse memories reported 

increasedd posttraumatic distress compared to those with continuous recall or more distant 

recoveryy of abuse memories (Elliott & Briere, 1995). Besides, although the veracity of abuse 

reportss is unknown due to an absence of independent corroborating evidence of these reports, 

evenn if these reports are only subjective perceptions, the present study found a distinct pattern 

off  psychiatric morbidity associated with childhood abuse that might still be of clinical interest 

too those who treat patients with alcohol use disorders. 

Inn addition, whether our findings provide support for the self-medication hypothesis 

remainss unclear, our data do not permit conclusions on causal links between childhood 

traumaa and later psychopathology. It may be noted, however, that the individual diagnoses 

foundd to be specifically associated with childhood abuse usually predate alcohol problems 

(Kushnerr et al., 1990; Schneier et al., 1992; Stewart, 1996; Kessler et al., 1997a; Jacobsen et 

al.,, 2001), findings which at least do not exclude self-medication as a possible mechanism. In 

addition,, in PTSD the use of alcohol and heroin may alleviate intrusive and arousal 

symptoms,, whereas marijuana and benzodiazepines seem to dampen hyperarousal (Bremner 

ett al., 1996; see also Jacobsen et al., 2001); findings supporting the biologically based 

assumptionn of using numbing substances (central nervous system depressants) for self-

medicatingg trauma-related hyperarousal symptoms (Van der Kolk et al., 1985; Kosten & 

Krystal,, 1988; Charney et al., 1993). Prospective studies tracking the temporal relationship 
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betweenn the onset of PTSD, mood disorders, anxiety disorders and alcohol use disorders are 

neededd to unravel the interrelationships between the disorders, whereas neurobiological 

studiess could explore how negative affect symptoms in alcoholics may arise from a common 

vulnerabilityy (see De Bellis, 2002). Clearly, understanding comorbidity of psychiatric 

disorderss requires a rigorous integration of biological, psychological and environmental 

factors. . 

Finally,, our findings indicate that, not only childhood abuse, but also other negative 

childhoodd or adult experiences or circumstances are relevant in understanding psychiatric 

comorbidityy in treated alcoholics. This underscores the need for greater clinical attention to 

thee role of a much broader range of childhood and adult stressors in the evaluation and 

treatmentt of alcoholic patients. 

8.4.22 Childhood trauma and dissociation in treated alcoholics 

Ourr original rationale for conducting this study was based on the hypothesis that severe 

psychologicall  trauma would be linked to higher levels of dissociation in treated alcoholics. 

Dissociationn has long been conceptualized as a reaction to trauma, particularly trauma in 

childhoodd when the capacity for dissociation may be at its highest. The early writings of 

Pierree Janet have underscored the importance of dissociation as a primary psychological 

processs in response to overwhelming experiences (Van der Hart & Horst, 1988; Nemiah, 

1989;; Van der Kolk & Van der Hart, 1989). The relationship between dissociation and 

traumaa is well established, in particular with posttraumatic stress disorder (e.g. Spiegel et al., 

1988;; Carlier et al., 1996; Bremner & Brett, 1997), childhood sexual and physical abuse (e.g. 

Chuu & Dill , 1990; Draijer, 1994; Draijer & Langeland, 1999), disruptions of parental care 

(e.g.. Irwin, 1994; Brodsky et al., 1995; Zlotnick et al., 1995), and lack of parental care (e.g. 

Modestinn et al., 2002), especially maternal neglect (Draijer & Langeland, 1999; Van den 

Boschh et al., in press). However, reviewing the literature on this issue in addicted samples 

resultedd in a somewhat different study aim, namely to assess the relationship of trauma and 

dissociationn in alcoholic patients accounting for potential reasons for an absence of such a 

link.. In Chapter 7 a series of hypotheses were tested assuming that the absence of the relation 

resultss from (1) underreporting of child abuse experiences leading to an underestimation of 

effectt on dissociation, (2) reporting substance-related symptoms on the DES implying 
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psychometricc weakness of the dissociation measure in a population of treated alcoholics, or 

(3)) a low prevalence rate of psychological dissociation in substance abusers due to the 

potentiall  existence of substance abuse as a form of chemical dissociation. 

Basedd on the pattern of findings it was argued that the absence of a trauma-

dissociationn link in our study is not very likely to be due to methodological issues as 

suggestedd in the first two hypotheses: e.g. substantial childhood physical and sexual abuse 

ratess were observed, the DES showed good psychometric properties, and a higher mean DES 

scoree might be expected than that observed (i.e. 11.4) if substance-related symptoms would 

havee contributed to the score. Rather, findings seemed to suggest that in alcoholic patients the 

absencee of a childhood abuse-dissociation relation is likely to be due to a low dissociative 

capacityy or diminished tendency of particularly male alcoholics to use psychological 

dissociation.. Based on gender differences in diagnosed cases of dissociative disorders 

(preponderancee of women) and alcohol use disorders (preponderance of men) and on research 

indicatingg sex and age differences in adaptive response patterns of traumatized children (e.g. 

Perryy et al., 1995; Chandy et al., 1996; Garnefski & Arends, 1998; Perry & Pollard, 1998), it 

iss speculated that chemical dissociation in response to trauma is more common in men, 

whereass psychological dissociation as response to trauma is more common in women. 

Dissociation-relatedd symptoms such as anxiety, somatic complaints, withdrawal, dissociation 

andd disorders such as anxiety disorders, major depression, and dissociative disorders are more 

oftenn found in females, whereas posttrauma hyperarousal-related symptoms (e.g. poor 

impulsee control, aggression, hypervigilance) and disorders such as conduct disorder, attention 

deficitt hyperactivity disorder (ADHD), and adult antisocial personality disorder are more 

oftenn found in males (Perry et al., 1995; Perry & Pollard, 1998). Perry and colleagues argue 

thatt stress may cause those children with externalizing reactive response styles to manifest 

disturbancess in different ways such as more heavy use of alcohol or other psychoactive 

substances,, but not by developing a dissociative disorder. Gender differences in alcohol use 

amongg sexually traumatized adolescents have been reported, with boys exhibiting more 

(extreme)) use of alcohol than girls (Chandy et al., 1996; Garnefski & Arends, 1998). 

Furthermore,, alcohol use disorders are frequently associated with conduct problems or 

antisociall  behavior (e.g. Watson et al., 1997; Kunitz et al., 1998), and in treated male 

alcoholicss childhood conduct problems are frequently reported (Verheul, 1997). It has also 

beenn suggested that dissociative symptoms and antisocial behavior symptoms may be 
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differentt expressions of comparable etiological processes (e.g. Putnam, 1997). Because the 

neurobiologyy of hyperarousal is distinct from the neurobiology of dissociation (Perry et al., 

1995),, neuroimaging studies are needed to further examine gender differences in trauma 

responsee patterns. 

Alternatively,, low dissociation levels as according to the DES may have been due to 

psychometricc weakness of the DES in an alcoholic population. In our study, this hypothesis 

couldd not be fully rejected. Therefore, more attention to the psychometric properties of the 

DESS in alcoholic samples is warranted. Until further research with a diagnostic instrument for 

dissociativee disorders - which may be more sensitive than the self-report DES - has been 

conductedd (see Steinberg, 1997), our findings of low dissociation level should be viewed with 

caution.. Further study of dissociative comorbidity in treated alcoholics using the Structured 

Clinicall  Interview for Dissociative Disorders (SCID-D) (Steinberg, 1994), an interview 

excludingg systematically both intoxication as well as withdrawal effects of substances in 

assessmentt of dissociative symptoms is needed. The use of such a diagnostic tool may 

unravell  whether some alcoholics misinterpret independent dissociative symptoms as 

substance-related,, resulting in a low dissociation level. For example, alcoholic blackouts -

whichh are accepted as a normal part of drinking - have been used by dissociative identity 

disorderr patients as a socially acceptable excuse for or to explain away amnesic symptoms 

(Braun,, 1984). However, usually "blackouts" appeared before these patients started to use 

alcohol.. It should be noted, though, that even with a clinician administered instrument like 

thee SCID-D, it may still be difficult to differentiate independent and substance-related 

dissociativee symptoms in treated alcoholics, particularly in patients with a chronic history of 

alcoholismm who may be unaware of their symptoms because dissociative behaviors may have 

beenn covered up by intoxication for long periods of time (see Kluft, 1985; Boon & Draijer, 

1995). . 

Forr a further differentiation between the hypothesis of measurement problems of dissociation 

andd the chemical dissociation hypothesis, this area of research may benefit from studies 

examiningg dissociation levels and a trauma-dissociation relation in individuals with alcohol 

usee disorders in different treatment settings and in nonclinical samples. Such research may be 

veryy revealing exploring possible gender differences. For example, in alcoholics treated in a 

psychiatricc hospital (including a larger number of females compared to our study), a 
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significantt gender difference has been reported in dissociative symptoms, namely higher rates 

inn women (Cornelius et al., 1995). Studies as such in large mixed-gender samples may also 

evaluatee whether the amount or type of childhood trauma experienced matters regarding the 

reportedd level of dissociation. In our study female and male alcoholics did not experience 

similarr amounts of overall childhood trauma. Consistent with many other studies in different 

populationss (e.g. Nicolai, 1990; Windle et al., 1995; Draijer, 1996; Bensley et al., 2000; De 

Graaff  et al., 2002), women were more likely to report childhood sexual abuse. Evidence for a 

linkk with dissociation is more consistent for sexual abuse than for physical abuse (see 

Putnam,, 1997), a type of trauma more often reported by male subjects. In fact, gender 

differencee in type of trauma is an alternative reason as to why in particular male alcoholics 

mayy report low dissociation levels. In addition, possible gender differences in dissociative 

phenomenaa and trauma-related symptoms could be studied (Gershuny & Thayer, 1999). 

Basedd on the typological model of pathological dissociation, evidence for a subgroup with 

loww dissociative capacity would include a lack of particularly profound psychogenic amnesia 

inn the face of significant childhood trauma (Waller et al., 1996). At present, the DES 

symptomss most frequently reported in male alcohol-dependent patients were included in the 

factorr absorption/imaginative involvement (Wenzel et al., 1996); symptoms which are 

assumedd to represent nonpathological types of dissociation (Boon & Draijer, 1993, 1995; 

Wallerr et al., 1996). Additional research in alcoholic samples may determine the frequency of 

dissociativee symptoms on the three DES subscales (absorption/imaginative involvement, 

amnesia,, depersonalization/derealization) to increase our understanding of low dissociation 

levels.. Besides, the possible existence of two forms of PTSD with respect to (pathological) 

dissociationn has been indicated in a sample of PTSD patients (Putnam et al., 1996). If 

alcoholicc individuals (particularly males) with a PTSD diagnosis do not report having 

experiencedd flashbacks or psychogenic amnesia, but report other avoidance symptoms and 

profoundd hyperarousal symptoms, this would be consistent with low DES scores. 

Obviously,, dissociative comorbidity in substance abuse populations deserves more 

scientificc attention. Although our study did indicate the absence of a trauma-dissociation 

relation,, it should not be interpreted to imply that the role of childhood trauma in dissociation 

amongg treated alcoholics can be discounted. The conservative alpha level used in the analyses 

mightt have caused us to overlook meaningful findings (a relation between extrafamilial 

sexuall  abuse and dissociation), however, the risks of making Type I errors and interpreting 
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minisculee correlations seemed to justify this decision. Furthermore, in a clinical report it has 

beenn argued that individuals with dissociative disorders may be particularly prone to early 

relapsee (Kolodner & Frances, 1993), therefore, the exclusion of early dropouts in our study 

mayy have contributed to an artificially low dissociation level. Studies including larger mixed-

genderr samples using both the DES and a diagnostic interview to assess dissociative 

symptomss are needed to see whether our findings are replicated. Neurobiological research is 

indicatedd to increase our understanding of (the relevance of childhood trauma for) 

dissociativee comorbidity in alcoholics. 

8.55 Methodological issues: internal and external validity of results 

Inn the Chapters 2 through 7 several methodological limitations of the study have already been 

outlinedd such as the cross-sectional nature of the sample, the retrospective assessment of 

abusee histories, the correlational nature of findings, the reduction of statistical power due to 

thee complex study design and limited sample size (particularly of women), as well as more 

specificc methodological remarks regarding the study design and instruments used in 

particularr parts of the study. Some further methodological remarks were made in the 

discussionn of the major findings (sections 8.2 - 8.4). Here, the focus is on the internal and 

externall  validity of the results. 

Thee use of a sample of alcoholic patients limits external validity, because treated 

subjectss are not representative of all individuals with alcohol use disorders. Furthermore, the 

resultss in the present investigation may be specific to the center studied and, therefore, even 

generalizabilityy to other settings or treatment programs may be somewhat limited. The 

treatmentt center in which the study was performed is, however, the sole treatment provider 

forr alcohol use disorders in the regional health catchment area. Data were collected over a 

periodd of 8 months (September 1994 - May 1995) at the following alcohol treatment 

programs:: the outpatient program provided by the Consultation service for Alcohol and 

Drugss (CAD); three inpatient programs for longer residence: the Vrouwenkliniek (women 

only,, this clinic has a supra-regional function), the Heinzestraat (men only), and the Jacob 

Obrechtstraatt (mixed-gender); and, the day-treatment program of the Vrouwenkliniek. Given 

thee regional function of the center and the focus of the included alcohol programs, admission 

biass toward traumatized patients can be neglected. In addition, we found no indication for 
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previouss treatment bias in reporting abuse: childhood abuse reports were unrelated to past 

treatmentt for alcohol problems. These findings are in line with those of a prospective study 

basedd on documented cases of childhood sexual abuse in women, showing that non-recall of 

thee abuse two decades later was unrelated to past treatment for alcohol or drugs (Williams, 

1994). . 

Furthermore,, the primary addiction for which the patients were seeking treatment was 

alcohol.. Compared to alcohol abuse/dependence, hard drug abuse/dependence is more 

stronglyy related to childhood sexual abuse (specifically of a severe nature) (Schafer et al., 

2000)) and lifetime sexual and physical assault (Grice et al., 1995). In addition, higher rates of 

trauma-relatedd distress (PTSD, dissociation) are generally reported in drug abusing samples 

comparedd to samples of alcoholics (e.g. Dunn et al., 1995; Grice et al., 1995). Hence, 

findingss may not directly apply to persons with substance use disorders other than primarily 

alcoholl  problems. 

Alll  subjects were consecutively enrolled in the study according to strict inclusion and 

exclusionn criteria. Although the use of such criteria can optimize internal validity, the results 

off  the study cannot be assumed to apply to excluded patients, i.e. individuals who had severe 

cognitivee impairments as, for example an alcohol amnesic disorder (Korsakoff's syndrome) 

orr dementia associated with alcoholism, and individuals who did not have sufficient 

commandd of the Dutch language. Since study inclusion required persons to remain in 

treatmentt for several weeks, a bias inherent in the methodology is the exclusion of early 

treatmentt dropouts. We do not know whether early treatment dropouts differed from study 

subjectss in their reporting of childhood abuse histories or in having comorbid disorders. 

Becausee early treatment dropout may be related to childhood abuse (Palmer et al., 1995) or 

trauma-relatedd distress (Kovach, 1986; Young, 1990; Kolodner & Frances, 1993), the results 

onn the prevalence of childhood abuse and trauma-related distress of the present investigation 

mayy not apply to alcoholics who drop out of treatment prematurely. The question remains 

whetherr the relationships between these variables are fundamentally different in early 

dropoutss compared to the patients in the study sample. 

Finally,, the question remains whether our sample was representative of the target 

population.. Although our participation rate of 53% has to be considered, analysis of 

differencess between non-participants and participants revealed no major selection bias in 

termss of socio-demographic variables, drinking history, AS I physical and sexual assault 
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reports,, and problem severity in the ASI domains including for instance, severity ratings of 

alcoholl  problems and of psychiatric problems. Although participants and non-participants did 

nott differ in lifetime assault rates, it is not clear whether they differed in childhood abuse 

prevalencee rates. Since outpatients and patients born outside the Netherlands were 

underrepresentedd in the sample, results should be considered with some reservation. 

8.66 Further  research 

Throughoutt this general discussion as well as in the discussions included in Chapters 2 

throughh 7 a number of suggestions for future research have been made. Some important 

remainingg issues are addressed in this section. 

Att present, there are a number of studies available on the prevalence of childhood 

physicall  and sexual abuse histories in non-veteran treatment-seeking female alcoholics. 

However,, information on the prevalence of such histories in non-veteran male alcoholics in 

alcoholismm treatment is sparse. Further studies need to be conducted to investigate the 

prevalencee of childhood physical and sexual abuse in male alcoholics. In addition, our 

researchh indicates that histories of physical and sexual assault are far more prevalent in 

treatment-seekingg alcoholics, especially in men, than are reported on the basis of information 

gatheredd with the most widely used standard instrument in clinical and research settings, i.e. 

thee (Europ)ASI. Until the necessary modifications concerning the assault items included in 

thiss instrument have been made, researchers should attempt to include a more sensitive tool 

forr assessing assault histories. 

Ourr study does suggest a distinct pattern of psychiatric comorbidity associated with 

childhoodd abuse in treatment-seeking alcoholics. Further studies need to be conducted to 

investigatee trauma-related psychiatric comorbidity, including personality disorders in 

inpatientt as well as outpatient populations. Research as such may provide more information 

onn the complexity of clinical outcome associated with early trauma, especially regarding the 

presencee of complex PTSD, since one limitation of our study was the focus on Axis I 

symptoms.. Future comorbidity studies in alcohol treatment samples should explore the 

relationshipp between PTSD and its many comorbid conditions, an issue not addressed in our 

study. . 
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Otherr areas of interest for the study of the prevalence and relevance of childhood 

traumaa for clinical impairment in individuals with an alcohol use disorder may be treatment 

facilitiess other than alcoholism treatment centers as for example, psychiatric hospitals and 

treatmentt settings or programs for childhood abuse survivors. Studies conducted in 

alcoholismm treatment centers are generally limited due to a small number of female 

participants,, a limitation that may be less pronounced in other treatment settings. 

Fromm a clinical perspective, it is important to conduct studies examining whether 

alcoholl  use disorders preceded by childhood trauma are more treatment-resistant as well as 

whetherr trauma-related distress in treatment-seeking alcoholics increases the vulnerability to 

relapse,, as has been suggested in the clinical literature (Root, 1989; Bollerud, 1990; Young, 

1990).. At present, systematic studies on these issues in non-veteran samples of individuals 

whoo seek help for a primary alcohol problem are lacking. 

Finally,, to advance our current understanding of self-medication of trauma-related 

distresss in alcoholics, prospective and longitudinal studies are needed. 

8.77 Clinical implications 

Ourr findings underscore the need for routine assessment of childhood trauma histories in 

womenn and men presenting for the treatment of alcohol use disorders, and for considering the 

informationn on such histories in diagnostic and treatment formulations. In the choice of 

measuress for routine intake assessments and diagnostic evaluations attention should be paid 

too instruments for trauma assessment and for assessment of comorbid conditions, including 

PTSD.. Posttraumatic stress disorder may be underdiagnosed, since standard psychological 

testt batteries usually do not include measures regarding these symptoms (Carlson, 1997). At 

present,, a range of inventories and interviews for trauma(-response) are available (see: 

Stamm,, 1996; Briere, 1997; Carlson, 1997; Draijer, in press). 

Forr patients with both alcohol dependence (or broader substance use disorders) and 

PTSDD no systematic treatment approach of proven efficacy has been developed yet (see e.g. 

Triffleman,, 1998; Jacobsen et al., 2001). It has been argued that existing treatments for men 

whoo typically experienced trauma other than (multiple) childhood abuse (i.e. war trauma or 

criminall  victimization) may not apply to patients who experienced repetitive childhood 

physicall  and/or sexual abuse (Najavits et al., 1998b). Controlled treatment trials for these 



GeneralGeneral discussion 143 3 

comorbidd patients are lacking, though there are some reports on case series or detailed 

clinicall  approaches (see Triffleman, 1998). Nevertheless, there seems to be a consensus in the 

literaturee that an integrated treatment in which substance abuse and PTSD are simultaneously 

addressedd should be preferred (e.g. Brems & Johnson, 1997; Najavits et al., 1997, 1998b; 

Stewartt et al., 1998; Brady et al., 2000). An integration of principles from specialized 

treatmentt approaches developed for populations of substance abusers and nonaddicted 

traumatizedd populations has been suggested (e.g. Najavits et al., 1998b; Triffleman, 1998). It 

is,, however, acknowledged that some existing treatments for both disorders alone may not be 

indicatedd in comorbid cases such as for example flooding- or exposure-based interventions 

forr PTSD due to an additional risk of relapse to substance abuse. 

Inn line with principles in the clinical management of patients with complex PTSD or 

disorderss of extreme stress (DESNOS) (see e.g. Chu, 1998; Van der Hart & Nijenhuis, 1999; 

Draijer,, in press) the emphasis should preferably be on stabilization (management of acute 

intoxication/withdrawall  and psychiatric symptoms) and reduction of symptoms. Significant 

decreasess in PTSD and substance dependence symptoms have been reported in an 

uncontrolledd treatment trial among 17 women with substance use disorders and PTSD or 

DESNOSS based on group therapy with a psychoeducational format using largely cognitive 

andd coping-skills-based interventions without exposure therapy (Najavits et al., 1996; 1998b). 

However,, further work needs to be done regarding the impact of treatment of this population. 

Finally,, since childhood abuse, particularly early sexual victimization, may be a 

significantt risk factor for subsequent problems with alcohol, including substance abuse 

preventionn in treatment programs for young victims of childhood trauma is suggested. 

Alternativee coping mechanisms might be provided to them. 
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AAA Alcoholics Anonymous 
ADHDD Attention Deficit Hyperactivity Disorder 
AIA RR Amsterdam Institute for Addiction Research 
APAA American Psychiatric Association 
CADD Consultation service for Alcohol and Drugs 
CII  Confidence Interval 
CIDII  Composite International Diagnostic Interview 
CDAA Childhood Dual Abuse 
CSAA Childhood Sexual Abuse 
CPAA Childhood Physical Abuse 
CTSS Conflict Tactics Scales 
DESS Dissociative Experience Scale 
DESNOSS Disorders of Extreme Stress Not Otherwise Specified 
DDISS Dissociative Disorders Interview Schedule 
DISS Diagnostic Interview Schedule 
DSMM Diagnostic and Statistical Manual of Mental Disorders 
(Europ)ASII  (European version of the) Addiction Severity Index 
HPAA Hypothalamic Pituitary Adrenal 
ICDD International Classification of Diseases 
MASTT Michigan Alcoholism Screening Test 
m-CPPP meta-Chlorophenylpiperazine 
NDMM Nationale Drug Monitor 
ORR Odds Ratios 
PDQ-RR Personality Diagnostic Questionnaire-Revised 
PSEE Present State Examination 
PTSDD Post Traumatic Stress Disorder 
RDCC Research Diagnostic Criteria 
SADS-LL Schedule for Affective Disorders and Schizophrenia-Lifetime 
SCID-DD Structured Clinical Interview for DSM-III-R Dissociative Disorders 
SDD Standard Deviation 
STII  Structured Trauma Interview 
WHOO World Health Organization 
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Summary y 

Alcoholl  use disorders, i.e. alcohol abuse and dependence do occur frequently. The psychiatric 

criteriaa for these disorders focus on alcohol-related symptoms and problems (e.g. health 

problems,, accidents, problems in social life or at work, tolerance and/or withdrawal 

symptoms).. The amount and frequency of alcohol use are not regarded as decisive in the 

diagnoses.. According to a recent Dutch national survey, about half a million individuals met 

criteriaa for an alcohol use disorder. About three quarters of all individuals with alcohol use 

disorderss are male. In addition to their alcohol problems, alcoholics frequently have other 

psychiatricc problems ("psychiatric comorbidity") such as anxiety, depression, drug abuse and 

antisociall  personality disorder. Besides, alcoholism is associated with increased risk of 

medicall  problems and mortality. 

Onlyy a minority of alcoholics in the general population ever seeks treatment for their 

alcoholl  problems. Compared to untreated alcoholics, treatment-seeking alcoholics have more 

severee alcohol symptoms as well as more other mental disorders. The scientific attention to 

thee phenomenon of comorbid psychiatric disorders among treatment-seeking alcoholics has 

beenn increasing because such comorbid cases have major clinical implications: The severity 

off  both alcohol symptoms and psychiatric symptoms affect the outcome of alcoholism 

treatmentt in a negative way. Several possible explanations for the associations between 

alcoholismm and other psychiatric disorders have been given. There are explanations based on 

aa direct, causal relationship between the disorders, focusing on the question whether the 

psychiatricc problems caused the alcohol problems or vice versa. Alternative explanations are 

basedd on the notion that it concerns different, unrelated disorders that share underlying 

etiologicc factors that increase the risk of developing both disorders such as a common genetic 

predispositionn or environmental factors such as childhood neglect, parental dysfunction, 

parentall  alcoholism, childhood trauma (e.g. sexual and physical abuse, early parental loss), 

witnessingg domestic violence, and adult victimization experiences. 

Thesee explanations are, of course, not mutually exclusive. Indeed, in the literature 

self-medicationn with alcohol of psychological symptoms that are related to previous trauma is 

frequentlyy cited as a possible mechanism for the co-occurrence of alcoholism and other 

psychiatricc disorders. It is speculated that early chronic trauma affects the maturation of the 

systemss in charge of the regulation of psychological and biological processes. This disruption 
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off  these self-regulatory processes makes these individuals vulnerable to develop chronic 

affectt and impuls dysregulation. In particular traumatized individuals with impaired 

capacitiess for self-regulation may seek external ("chemical") self-soothing ways to cope with 

intolerablee feelings (e.g. fears, pain) due to trauma by using psychoactive substances with 

analgesic,, numbing properties such as alcohol. 

Inn this thesis we hypothesize that the risk of both (the severity of) alcohol problems 

andd psychiatric comorbidity among treatment-seeking alcoholics might be increased through 

shared,, environmental factors, in particular childhood trauma. The central question of this 

thesiss is whether childhood traumatization, in particular physical and sexual abuse, is 

frequentlyy reported in treated alcoholics and whether traumatized patients have a more severe 

clinicall  profile with regard to their alcohol problems and psychiatric problems than non-

traumatizedd patients. The thesis' three main issues are: 1) the prevalence of physical and 

sexuall  assault among treatment-seeking alcoholics (Part II); 2) the role of childhood trauma, 

inn particular physical and sexual abuse in the development of alcohol use disorders and in the 

severityy of drinking problems among treated alcoholics (Part III) ; and 3) the role of childhood 

traumaa in comorbid clinical syndromes (Axis I) among treated alcoholics (Part IV). 

PartPart I (Chapter I) provides the scientific foundation for the present study. After a description 

off  definitions and prevalence of alcohol use disorders and of treatment-seeking alcoholics, 

thiss chapter summarizes the knowledge (empirical and theoretical) about associations 

betweenn childhood trauma, alcohol use disorders, and other psychiatric disorders. Based on a 

revieww of the developments in empirical research, implications for the present research are 

described. . 

Thee research described in this thesis is based on a sample of treatment-seeking 

alcoholicss (N=155; 33 women, 122 men). This study was part of a larger research project on 

psychiatricc comorbidity and treatment outcome of a consecutive series of alcoholics and 

gamblerss applying for inpatient or outpatient treatment at the Jellinek Center in Amsterdam, 

Thee Netherlands during September 1994 - May 1995. Research instruments included 

structuredd interviews and questionnaires. 

PartPart II (Chapters 2 and 3) of this thesis addresses the prevalence of lifetime sexual and 

physicall  abuse histories in treatment-seeking alcoholics, focusing on assessment issues 
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regardingg the identification of individuals with such histories. Three different assessment 

methodss were used in order to evaluate the possible influence of different methods on 

observedd prevalence rates. Among the most important findings are the following 

observations:: The single-item screening questions of the most widely used standard clinical 

instrumentt (the Addiction Severity Index: ASI) in the international addictions field are not 

particularlyy useful for estimating the prevalence of lifetime assault histories in treatment-

seekingg alcoholics, especially not in males. Findings indicating an underestimation of 

physical/sexuall  assault histories in male patients due to an exclusive focus of this instrument 

onn assault experiences by familial perpetrators point to the clinical significance of a broader 

perpetratorr screening. In response to multiple behavioral-specific questions histories of early 

andd more recent physical/sexual victimization were more frequently reported, regardless of 

gender.. The findings show that the most accurate estimates for the prevalence of lifetime 

physicall  and sexual assault among alcoholics in treatment are 51% and 29% respectively. In 

conclusion,, the ASI method as a screen for sexual and physical assault histories could be 

improved,, considering that men clearly outnumber women in persons applying for alcohol 

treatment.. In Chapter 3 suggestions for improvements are provided. 

PartPart III  addresses the possible associations between childhood trauma, trauma-related 

distresss and (the severity of) alcohol use disorders. Chapter 4 describes a systematic review 

off  empirical studies in a diversity of populations concerning the relevance of childhood 

sexuall  and/or physical abuse for developing alcohol use disorders later in life. Information 

concerningg the role of other childhood circumstances in the association between childhood 

abusee and alcoholism is analyzed as well. In evaluating results of the available studies, 

severall  methodological limitations are considered. This review shows that prospective studies 

doo not indicate a significant association between childhood sexual or physical abuse and 

alcoholism,, however, these studies have some serious design drawbacks. In contrast, most 

retrospectivee studies do provide support for the notion that childhood sexual or physical 

abusee is related to alcoholism, particularly cross-sectional studies among women employing 

rigorouss methods (e.g. utilizing larger samples, relatively adequate assessment methods for 

alcoholl  problems and childhood abuse, and including several possible confounders). Based 

onn the available studies it is concluded that the empirical evidence is insufficient to draw 

conclusionss about relationships between childhood sexual and physical abuse and alcoholism 
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amongg men. Among women, however, there is a higher likelihood of alcohol problems if 

theyy were sexually or physically abused as children. Some explanations for an association 

betweenn childhood abuse and alcohol problems in line of the self-medication assumption are 

discussedd and some suggestions for future research are presented. 

Inn Chapter 5 the focus is on the question whether traumatized treatment-seeking 

alcoholicss do report more severe alcohol problems than their non-traumatized counterparts. 

Ourr study extends previous research regarding this topic by evaluating associations of a 

broadd spectrum of adverse environmental factors (childhood and adult sexual/physical 

victimization,, early parental loss, witnessing domestic violence, perceived parental 

dysfunction)) and a diagnosis of posttraumatic stress (PTSD) with the severity of drinking 

problemss in a sample of treatment-seeking alcoholics. Findings indicate that the severity of 

drinkingg problems (based on two frequently clinically applied severity indices) in treated 

malee alcoholics is related to neither trauma nor childhood neglect (i.e. perceived parental 

dysfunction).. However, among female alcoholics, both trauma (childhood dual abuse) and 

neglectt (perceived maternal dysfunction) might be associated with drinking problems 

severity,, but replication of results in a larger sample is needed. Based on the findings 

presentedd in Part III of this thesis it is concluded that although childhood abuse (especially 

sexuall  abuse) appears to increase the prevalence of an alcohol use disorder (both abuse and 

dependence),, particularly in women, it does not appear to increase the severity of alcohol 

dependence.. Some possible explanations for these findings are discussed, including that 

childhoodd abuse is associated with alcohol dependence, insensitive to the severity of the 

dependencee or that childhood abuse is related more strongly to less severe levels of alcohol 

problems,, generally underrepresented in clinical samples. 

PartPart IV of this thesis deals with the question whether childhood trauma and neglect, in 

particularr physical and sexual abuse, are important factors for a better understanding of 

comorbidd lifetime Axis I symptoms (i.e. affective and anxiety disorders, suicide attempts) in 

treatedd alcoholics. Chapter 6 reports on psychiatric comorbidity specifically associated with 

childhoodd abuse (i.e. physical abuse only, sexual abuse only, or a combination of physical 

andd sexual abuse), controlling for the potential confounding effects of other negative 

childhoodd experiences (early parental loss, witnessing domestic violence, parental alcoholism 

and/orr dysfunction) and adult victimization experiences. Our findings clearly indicate that 
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childhoodd abuse, more specifically sexual abuse and dual abuse, is an important factor for the 

presencee of comorbid anxiety disorders in treated alcoholics, particularly regarding social 

phobia,, agoraphobia, and PTSD. The findings on the particular importance of childhood dual 

abusee in comorbid PTSD support earlier ones reported in other populations. Contrary to our 

expectations,, childhood physical or sexual abuse is not specifically related to the presence of 

comorbidd affective disorders or suicide attempts. Rather, for these types of comorbid 

psychiatricc distress perceived maternal dysfunctioning in childhood is of particular 

importance.. Among the most important findings in this Chapter is the observation that 

comparedd with the other environmental risk factors, childhood sexual and dual abuse 

contributee independently to a more severe clinical profile (i.e. the variance in the number of 

comorbidd diagnoses), implicating more complex cases in abused versus nonabused alcoholic 

patients.. These findings confirm earlier ones in other clinical populations. In addition, more 

severee and intrusive forms of early sexual abuse as well as early multiple traumatization are 

associatedd with complex symptom constellations, including PTSD, agoraphobia, social 

phobia,, dysthymia and suicidality. Besides, other negative childhood or adult experiences or 

circumstancess are also relevant for a better understanding of psychiatric comorbidity in 

treatedd alcoholics such as major depression, generalized anxiety, PTSD and suicide attempts. 

Overall,, findings point to the need for greater clinical attention to the role of childhood 

stressorss in the evaluation and treatment of alcoholic patients. They underline the importance 

off  routine assessment of childhood trauma and possible trauma-related disorders in 

individualss presenting to alcohol treatment services. 

ChapterChapter 7 describes a study examining trauma and dissociation in treatment-seeking 

alcoholics.. Although there is consistent evidence for a trauma-dissociation relation in general 

populationn samples and in psychiatric patients, contradictory findings on this relation have 

beenn reported among substance abusers. Our study attempts to resolve these inconsistencies 

byy testing a series of hypotheses as to why a trauma-dissociation relation might be absent in 

treatedd alcoholics. Findings suggest that the absence of such a relation in an alcoholic 

populationn is not likely to be due to measurement problems of childhood abuse or 

dissociativee symptoms. Rather, a trauma-dissociation link may not exist in alcoholic patients, 

particularlyy not in men, and these individuals may attempt to modulate their state by using 

alcoholl  or drugs (chemical dissociation) due to a low dissociative capacity or diminished 

tendencyy to use psychological dissociation. Based on gender differences in adaptive response 
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patternss of traumatized children, it is speculated that chemical dissociation in response to 

traumaa is more common in men, whereas psychological dissociation as response to trauma is 

moree common in women. Further research is needed to elucidate whether the absence of a 

trauma-dissociationn relation is characteristic of alcoholics or of men. 

Finally,, in Part V {Chapter 8) the major findings presented in this thesis are discussed in the 

contextt of recent scientific developments. It is concluded that the observed childhood abuse 

ratess among treated alcoholics - i.e. childhood physical abuse 14%, childhood sexual abuse 

24%% and combinations of childhood physical and sexual abuse 7% - are substantially higher 

thann reported among adults in the general population. The prevalence rates regarding 

exposuree to lifetime physical (51%) or sexual (29%) assault in treatment-seeking alcoholics 

stresss the need for a routine, comprehensive pre-treatment trauma assessment. Based on an 

updatee of the empirical literature, it is concluded that childhood physical and sexual abuse are 

-- in some way - associated with the development of alcoholism in adult life in both genders. 

Thee evidence is particularly compelling for early sexual victimization in women. However, 

furtherr prospective research is needed to be able to make more firm statements on this topic. 

Additionall  studies that attempt to link the neurobiology of childhood trauma-related negative 

affectt symptoms with the neurobiology of alcohol use disorders are needed to further 

examinee the potential mediating role of trauma-related symptoms in the childhood abuse-

alcoholismm relationship (the self-medication hypothesis). Such research may be very 

revealingg exploring possible gender differences. In addition, childhood trauma and neglect 

mayy be significant for the clinical course of alcoholism among female alcoholics but not male 

alcoholics.. Further (neuroimaging) studies are needed to examine gender differences in 

traumaa response patterns and to evaluate the potential existence of substance abuse as a form 

off  chemical dissociation in alcoholics, particularly males. Furthermore, the findings stress the 

importancee of childhood trauma (sexual abuse and dual abuse), particularly chronic and 

pervasivee trauma regarding psychiatric comorbidity in treated alcoholics. Compared to 

nonabusedd patients, abused patients in some respects present more complex symptom 

constellations,, suggesting more complicated cases. We, therefore, suggest that in the 

evaluationn and treatment of alcoholic patients childhood stressors and adult victimization 

experiencess as well as trauma-related symptoms should be recognized. Little is known about 

thee treatment of early traumatized alcoholics. As the treatment of choice, the current standard 
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off  care regarding early traumatized patients in general is suggested, including stabilization 

andd reduction of symptoms. 

Throughoutt the thesis, limitations of the study are discussed such as the cross-sectional nature 

off  the sample, the retrospective assessment of abuse histories, the reduction of statistical 

powerr due to the complex study design, restrictions to the generalizability of findings and 

limitedd sample size, particularly of female alcoholics. No indications for selective non-

responsee were found, however, outpatients and patients born outside the Netherlands were 

underrepresentedd in the sample. The results, however, are in line with those earlier reported. 

Inn addition, this study extends previous research in this area by including both female and 

malee alcoholics, by including a broader range of negative childhood circumstances, by 

assessingg symptoms with a diagnostic instrument, and by using multivariate statistical 

techniques. . 

Inn summary, this thesis makes a valuable contribution to our growing understanding 

off  the possible role of early (chronic) traumatization in the development of alcohol problems, 

andd in the severity of alcohol problems and comorbid clinical symptoms in treated alcoholics. 

Itt is the first Dutch study on the prevalence of childhood traumatic exposure and trauma-

relatedd symptoms among a consecutive series of treatment-seeking female and male 

alcoholics.. The findings clearly point to the importance of routine screening for traumatic 

exposuree and of assessment of trauma-related symptoms in treated alcoholics. More 

particularly,, findings highlight the clinical significance of information regarding childhood 

traumaa for a better understanding of part of the symptoms as a reaction to trauma. Further 

researchh is necessary to get a more complete picture of the significance of early 

traumatizationn for clinical outcome among treated alcoholics. 



. . 
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Samenvatting g 

Alcoholproblemenn in de zin van een psychiatrische stoornis in het gebruik van alcohol 

(alcoholmisbruikk en alcoholafhankelijkheid) komen frequent voor. In de criteria voor deze 

stoornissenn wordt de hoeveelheid en de frequentie van het alcoholgebruik niet als 

doorslaggevendd gezien, maar het accent ligt op symptomen en consequenties van een patroon 

vann onaangepast alcoholgebruik (b.v. problemen in het sociaal of beroepsmatig functioneren, 

problemenn met de gezondheid of ongelukken, tolerantie en/of onthoudingsverschijnselen). 

Volgenss een recent landelijk onderzoek voldeed ongeveer een half miljoen Nederlanders aan 

eenn diagnose alcoholmisbruik of afhankelijkheid. Ongeveer driekwart van alle personen met 

eenn stoornis in het gebruik van alcohol is man. Alcoholisten hebben naast hun 

alcoholproblemenn vaak andere psychische klachten ("psychiatrische comorbiditeit") zoals 

angst,, depressie, drugsmisbruik en antisociale persoonlijkheidsstoornis. Daarnaast hebben 

alcoholistenn een veel grotere kans op een aantal ernstige lichamelijke aandoeningen en is de 

levensverwachtingg aanzienlijk korter dan bij mensen zonder deze stoornis. 

Eenn minderheid van de alcoholisten in de algemene bevolking zoekt op enig moment 

hulpp voor hun alcoholproblemen. Degenen die hulp zoeken vertonen ernstiger symptomen 

watt betreft hun alcoholproblemen en psychische problemen dan zij die geen hulp zoeken. 

Vanwegee de complicaties in de behandeling is er in toenemende mate wetenschappelijke 

belangstellingg ontstaan voor het frequent samengaan van alcoholisme en andere psychische 

stoornissen.. Voor deze psychiatrische comorbiditeit worden verschillende verklaringen 

gegeven.. Zo zijn er verklaringen die zijn gebaseerd op een direct causaal verband tussen de 

stoornissen:: psychische problemen zijn de oorzaak van de alcoholproblemen of, omgekeerd, 

alcoholproblemenn veroorzaken psychische problemen. Alternatieve verklaringen gaan uit van 

verschillendee niet direct gerelateerde stoornissen die een onderliggende gemeenschappelijke 

etiologischee factor hebben die het risico op het ontstaan van beide stoornissen verhoogt, zoals 

bijvoorbeeldd een genetische aanleg ("predispositie") of omgevingsfactoren zoals 

verwaarlozingg in de kindertijd, ouderlijk disfunctioneren, ouderlijk alcoholisme, 

traumatiseringg in de kindertijd (b.v. seksueel misbruik, fysieke mishandeling, vroeg verlies 

vann een ouder), het getuige zijn van huiselijk geweld, en victimisering als volwassene. 

Combinatiess van verklaringen zijn ook mogelijk. Zo treffen we in de literatuur als 

verklaringg voor het samengaan van alcoholisme en psychische problemen ook wel aan dat 
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alcoholgebruikk plaatsvindt bij wijze van zelfmedicatie voor symptomen die op zichzelf weer 

hett gevolg zijn van een gemeenschappelijke achtergrond zoals chronische traumatisering in 

dee voorgeschiedenis. De veronderstelling is dan dat vroege chronische traumatisering de 

ontwikkelingg van zelfreguleringsprocessen verstoort, hetgeen de stoornissen in affect- en 

impulsregulatiee zou kunnen verklaren. Bij getraumatiseerde individuen zou met name het 

onvermogenn om heftige, overweldigende emoties te verdragen of te dempen kunnen leiden 

tott het zoeken naar externe mogelijkheden tot verzachting of demping, zoals het gebruik van 

psychoactievee middelen met kalmerende en verdovende eigenschappen zoals alcohol. 

Dee invalshoek van dit proefschrift met betrekking tot psychiatrische comorbiditeit 

onderr alcoholisten die hulp zoeken, is dat gemeenschappelijke omgevingsfactoren, in het 

bijzonderr traumatisering in de kindertijd, het risico op zowel het ontstaan van 

alcoholproblemenn als op het ontstaan van andere psychische problemen kan verhogen. De 

centralee vraagstelling van dit proefschrift is of traumatisering in de kindertijd, in het 

bijzonderr fysieke mishandeling en seksueel misbruik, frequent wordt gerapporteerd door 

alcoholistenn die in behandeling zijn en of getraumatiseerde patiënten ernstiger klachten 

vertonenn wat betreft hun alcoholproblemen en meer psychiatrische problemen hebben dan 

niet-getraumatiseerdee patiënten. De drie belangrijkste thema's in dit proefschrift zijn: 1) de 

prevalentiee van fysiek en seksueel geweld onder alcoholisten in behandeling (Deel II); 2) de 

roll  van trauma in de kindertijd, in het bijzonder fysieke mishandeling en seksueel misbruik, 

inn de ontwikkeling van stoornissen in het gebruik van alcohol en in de ernst van de 

alcoholproblemenn onder alcoholisten in behandeling (Deel III) ; en 3) de rol van trauma in de 

kindertijdd in comorbide klinische syndromen (As I) onder alcoholisten in behandeling (Deel 

IV) . . 

DeelDeel I doet verslag van de theoretische en empirische achtergronden van het onderzoek. 

HoofdstukHoofdstuk 1 bevat een beschrijving van de definities en prevalenties van stoornissen in het 

gebruikk van alcohol en van alcoholisten in behandeling. Tevens geeft dit hoofdstuk een 

chronologischh overzicht van de theorievorming en het wetenschappelijk onderzoek op het 

gebiedd van samenhangen russen vroege traumatisering, alcoholproblemen, en andere 

psychiatrischee stoornissen. Op grond van de ontwikkelingen in empirisch onderzoek worden 

conclusiess getrokken voor het ontwerp van het voorliggende onderzoek. 



Samenvatting Samenvatting 181 1 

Inn dit proefschrift worden gegevens beschreven die zijn verzameld in het kader van 

eenn uitgebreid onderzoek naar psychiatrische comorbiditeit en behandeluitkomst bij alle 

nieuww opgenomen cliënten die zich aanmelden voor een behandeling voor alcohol- of 

gokproblemenn bij de Alcoholklinieken of bij het CAD Alcohoiteam & Reclassering van het 

Jellinekcentrumm in Amsterdam in de periode september 1994 tot mei 1995. In totaal 

participeerdenn 155 cliënten (33 vrouwen en 122 mannen) in de studie. Het voorkomen van 

traumatischee ervaringen, de ernst van de alcoholproblemen en de psychische klachten werd 

onderzochtt aan de hand van gestructureerde interviews en vragenlijsten. 

Inn Deel II staat de prevalentie van ooit ervaren fysiek en seksueel geweld onder alcoholisten 

inn behandeling centraal (Hoofdstukken 2 en 3). De invalshoek in dit deel is de vraag welke 

methodee het meest geschikt is om naar dergelijke ervaringen te vragen. Zo wordt de variatie 

inn de aangetroffen prevalentiecijfers met behulp van drie verschillende methoden beschreven 

enn bediscussieerd. Belangrijke bevindingen zijn onder meer dat de twee vragen waarmee de 

geweldservaringenn worden geïnventariseerd in het meest gebruikte gestandaardiseerde 

intervieww voor verslaafde populaties (Addiction Severity Index: ASI) minder geschikt zijn 

voorr het inventariseren van dergelijke geweldservaringen onder alcoholisten die zich 

aanmeldenn voor behandeling. Onze resultaten wijzen op een duidelijke onderrapportering van 

geweldservaringen,, met name door mannelijke alcoholisten, bij het gebruik van deze vragen. 

Ditt is voor een belangrijk deel het gevolg van de focus van de ASI-vragen op 

geweldservaringenn gepleegd door bekende daders, waardoor geweld gepleegd door minder 

bekendee of vreemde daders onopgemerkt blijft . Deze bevindingen onderstrepen het belang 

vann een bredere screening waarbij ook wordt gevraagd naar ervaringen met geweld gepleegd 

doorr minder bekende en onbekende daders. Bij het gebruik van een methode waarin een 

reekss vragen werd voorgelegd over mogelijke voorvallen met fysiek of seksueel geweld 

werdenn door zowel de vrouwelijke als de mannelijke alcoholisten aanzienlijk meer 

ervaringenn gerapporteerd dan op basis van de ASI-methode: 51% rapporteerde fysiek geweld 

ooitt in het leven en 29% seksueel geweld ooit in het leven. Een belangrijke conclusie is dan 

ookk dat de ASI-methode wat betreft het inventariseren van geweldservaringen op dit punt zou 

moetenn worden verbeterd, zeker als men bedenkt dat de meerderheid van alcoholisten die 

zichh aanmelden voor behandeling man is. In Hoofdstuk 3 worden een aantal suggesties 

gedaann voor een dergelijke verbetering van de ASI-methode. 
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Inn Deel III  is de aandacht gericht op verbanden russen traumatische ervaringen in de 

kinderjaren,, traumagerelateerde klachten en (de ernst van) stoornissen in het gebruik van 

alcohol.. In Hoofdstuk 4 wordt een systematisch overzicht gegeven van empirische studies 

onderr diverse populaties naar de relevantie van seksueel misbruik en/of fysieke mishandeling 

inn de kindertijd voor het ontstaan van alcoholproblemen in het latere leven. Tevens wordt 

aandachtt besteed aan de vraag of het verband tussen seksueel misbruik/fysieke mishandeling 

enn alcoholproblemen wegvalt als met de invloed van andere omgevingsfactoren, zoals 

alcoholismee van een ouder, rekening wordt gehouden. In het evalueren van de uitkomsten 

vann de diverse onderzoeken zijn de sterk uiteenlopende methodologische kwaliteiten van de 

studiess meegenomen. Uit dit empirische overzicht blijkt dat er in prospectieve studies geen 

significantee samenhangen worden gevonden russen fysieke mishandeling of seksueel 

misbruikk in de kindertijd en alcoholisme, maar dit type onderzoek wordt gekenmerkt door 

belangrijkee methodologische beperkingen. De meeste retrospectieve studies laten wel een 

verbandd zien tussen seksueel misbruik of fysieke mishandeling in de voorgeschiedenis en 

alcoholisme,, met name ook de methodologisch sterkere studies onder vrouwen waarin 

gebruikk is gemaakt van aanzienlijke steekproeven en relatief adequate methodes voor het 

vaststellenn van alcoholproblemen en kindermishandeling, en waarin gecontroleerd is voor 

mogelijkee 'confounders' zoals bijvoorbeeld alcoholisme van ouders. Op grond van de 

resultatenn uit de onderzoeken wordt geconcludeerd dat er te weinig gegevens voorhanden zijn 

omm conclusies te trekken over een relatie tussen seksueel misbruik en fysieke mishandeling in 

dee kindertijd en alcoholisme onder mannen. Voor vrouwen daarentegen is de kans op 

alcoholproblemenn groter als zij seksueel misbruikt of fysiek mishandeld zijn als kind. Voor 

dee samenhang tussen kindermishandeling en alcoholproblemen wordt een aantal verklaringen 

opp basis van de gedachte van zelfmedicatie gegeven. Ook worden enkele suggesties gedaan 

voorr verder onderzoek. 

Inn Hoofdstuk 5 ligt het accent op de vraag of onder alcoholisten die hulp zoeken 

degenenn die getraumatiseerd zijn ernstiger alcohol symptomen vertonen dan zij die niet 

getraumatiseerdd zijn. Door te kijken naar verbanden tussen een breder spectrum van 

omgevingsfactorenn (seksuele/fysieke victimisering in de kindertijd of als volwassene, vroeg 

verliess van ouders, het getuige zijn van huiselijk geweld, en subjectief ervaren ouderlijk 

disfunctioneren)) alsmede een diagnose van posttraumatische stress (PTSD) en de ernst van de 

alcoholproblemenn onder alcoholisten die hulp zoeken, gaat onze studie in vergelijking met 
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eerderr onderzoek duidelijk een stap verder. De resultaten suggereren dat onder mannelijke 

alcoholistenn de ernst van de alcoholproblemen (vastgesteld met behulp van twee frequent 

gebruiktee klinische instrumenten) niet gerelateerd is aan traumatische ervaringen of 

verwaarlozingg (in de vorm van het subjectief ervaren disfunctioneren van ouders in de 

kindertijd).. Wat betreft vrouwelijke alcoholisten echter, zou trauma (een combinatie van 

fysiekee mishandeling en seksueel misbruik in de kinderjaren) en disfunctioneren van de 

moederr gerelateerd kunnen zijn aan de ernst van de alcoholproblemen. Replicatie van de 

resultatenn in een grotere groep is nodig om hierover uitsluitsel te geven. Op grond van de 

bevindingenn die zijn gepresenteerd in Deel III van dit proefschrift wordt geconcludeerd dat, 

hoewell  mishandeling in de kindertijd (vooral seksueel misbruik) het risico met name onder 

vrouwenn op het ontstaan van een stoornis in het gebruik van alcohol (misbruik en 

afhankelijkheid)) lijk t te verhogen, dergelijke ervaringen mogelijk niet van invloed zijn op de 

ernstt van alcoholafhankelijkheid onder alcoholisten in behandeling. Mogelijke verklaringen 

voorr deze bevindingen worden bediscussieerd, namelijk dat mishandeling in de kindertijd 

samenhangtt met alcoholafhankelijkheid los van de ernst van de afhankelijkheid, of dat 

kindermishandelingg sterker samenhangt met minder ernstige vormen van alcoholproblemen 

diee men over het algemeen minder vaak aantreft in klinische steekproeven. 

Inn Deel IV staat de vraag naar de klinische relevantie van traumatische ervaringen en 

verwaarlozingg in de kindertijd, en dan met name seksueel misbruik en fysieke mishandeling, 

voorr comorbide klinische syndromen bij alcoholisten in behandeling centraal. In Hoofdstuk 6 

wordtt verslag gedaan van psychische symptomen waaraan seksueel misbruik/fysieke 

mishandelingg in de kindertijd een onafhankelijke, eigen bijdrage levert in vergelijking met de 

invloedd van andere negatieve ervaringen in de kindertijd (vroeg verlies van ouders, het 

getuigee zijn van huiselijk geweld, ouderlijk alcoholisme en/of disfunctioneren) en latere 

ervaringenn met geweld. In het onderzoek blijkt overduidelijk dat de aanwezigheid van 

comorbidee angststoornissen (sociale fobie, agorafobie en posttraumatische stress) binnen 

dezee groep alcoholisten in behandeling vooral gekoppeld is aan het gerapporteerde seksueel 

misbruikk in de kinderjaren en aan combinaties van seksueel misbruik en fysieke agressie. 

Onzee bevindingen bevestigen eerdere resultaten in andere populaties dat vooral de 

combinatiee van fysieke agressie en seksueel misbruik in de kindertijd de meeste 

posttraumatischee stress symptomen te zien geeft. Echter, min of meer tegen onze verwachting 
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inn blijkt fysieke of seksuele mishandeling in de kindertijd niet onafhankelijk van de overige 

invloedenn een eigen bijdrage te leveren aan de aanwezigheid van comorbide 

stemmingsstoornissenn of suïcidaliteit. Voor deze klinische symptomen blijkt met name 

disfunctionerenn van de moeder van belang. Eén van de meest interessante bevindingen in dit 

hoofdstukk is dat vergeleken met de invloeden van andere omgevingsfactoren, zowel seksueel 

misbruikk als combinaties van seksueel misbruik en fysieke mishandeling een eigen bijdrage 

leverenn aan de verklaring van de variantie in het aantal comorbide diagnoses. Hiermee is de 

aanwezigheidd van complexere problematiek in de groep vroeg getraumatiseerde alcoholisten 

bevestigd,, zoals dat reeds in verschillende andere klinische populaties werd vastgesteld. Dit 

geldtt ook voor het verband dat naar voren komt tussen ernstiger en meer indringender 

vormenn van vroege seksuele en meervoudige traumatisering en de aanwezigheid van 

complexee symptoomconstellaties, waaronder posttraumatische stressstoornis, agorafobie, 

socialee fobie, dysthymie en suïcidaliteit. Overigens blijken ook andere negatieve ervaringen 

off  omstandigheden in de kinderjaren of in het volwassen leven van belang voor een 

verklaringg van psychiatrische comorbiditeit bij alcoholisten in behandeling, zoals voor 

depressiee in engere zin, gegeneraliseerde angststoornis, posttraumatische stressstoornis en 

tentamenn suïcide. De bevindingen in dit hoofdstuk onderstrepen het belang van een 

gestandaardiseerdee screening naar traumatische ervaringen in de kindertijd en mogelijk 

traumagerelateerdee klachten bij alcoholisten die zich aanmelden voor behandeling, en het 

belangg van deze informatie voor een behandelplan. 

HoofdstukHoofdstuk 7 betreft een retrospectieve studie naar traumatische ervaringen en 

dissociatiee bij alcoholisten die hulp zoeken. Hoewel in de algemene populatie en in klinische 

populatiess (psychiatrische patiënten) vrijwel consequent een relatie wordt gevonden tussen 

traumatischee ervaringen en dissociatie, zijn dergelijke bevindingen in studies onder 

verslaafdee populaties tegenstrijdig. Daarom hebben we in onze studie een aantal hypothesen 

getoetstt om na te gaan waarom er niet altijd een relatie wordt gevonden onder alcoholisten in 

behandeling.. Onze resultaten suggereren dat de afwezigheid van een trauma-dissociatie 

relatiee in een populatie alcoholisten hoogst waarschijnlijk niet het gevolg is van 

meetproblemenn met betrekking tot het vaststellen van mishandeling/misbruik in de 

kinderjarenn of van dissociatieve symptomen. Eerder zou het kunnen zijn dat er geen trauma-

dissociatiee verband onder alcohol cliënten (met name onder mannen) bestaat omdat 

alcoholistenn in mindere mate beschikken over het vermogen tot psychologische dissociatie en 
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psychoactievee middelen ("chemische dissociatie") gebruiken (bewust of minder bewust) om 

zichh minder onprettig of slecht te voelen. Op grond van sekseverschillen in 

aanpassingspatronenn als reactie op het trauma die gevonden zijn onder getraumatiseerde 

kinderenn wordt gesuggereerd dat chemische dissociatie als reactie op trauma meer voorkomt 

onderr mannen en psychologische dissociatie meer onder vrouwen. Verder onderzoek is nodig 

datt zich richt op de vraag of de afwezigheid van een trauma-dissociatie relatie kenmerkend is 

voorr alcoholisten of voor mannen. 

Tenslottee worden in Deel V (Hoofdstuk 8) de belangrijkste bevindingen in dit proefschrift 

becommentarieerdd in het kader van de huidige stand van zaken van de wetenschap op dit 

terrein.. Geconcludeerd kan worden dat de aangetroffen prevalenties van fysieke 

mishandelingg en seksueel misbruik in de kindertijd - dit is 14% fysieke mishandeling, 24% 

seksueell  misbruik en 7% combinaties van fysieke agressie en seksueel misbruik - onder 

alcoholistenn in behandeling aanmerkelijk hoger zijn dan die welke zijn gevonden onder 

volwassenenn in de algemene bevolking. De gegevens ten aanzien van de geobserveerde 

prevalentiee van ervaren fysieke agressie (51%) en seksueel geweld (29%) ooit in het leven in 

dezee populatie onderstrepen het belang van een routinematige trauma diagnostiek. Op grond 

vann het nu beschikbare ('update') empirische onderzoek is duidelijk dat er een zeker verband 

iss tussen fysieke en seksuele mishandeling en de ontwikkeling van latere alcoholproblemen 

onderr zowel vrouwen als mannen. Verreweg het sterkst komt dit verband naar voren tussen 

vroegee seksuele traumatisering en latere alcoholproblemen onder vrouwen. Afdoende is de 

vraagg naar de mogelijke rol van fysieke en seksuele traumatisering in de kindertijd voor het 

ontstaann van latere alcoholproblemen echter nog niet beantwoord. Daarvoor is prospectief 

onderzoekk nodig. Ook ten aanzien van de vraag hoe samenhangen tussen vroege 

traumatiseringg en latere alcoholverslaving zijn te begrijpen, is verder onderzoek noodzakelijk. 

Watt betreft de vraag naar de mogelijk mediërende rol van traumagerelateerde symptomen ten 

gevolgee van kindermishandeling en het ontstaan van alcoholproblemen (de zelfmedicatie 

hypothese),, verwachten we veel van studies die proberen een link te leggen tussen de 

neurobiologiee van traumagerelateerde negatieve affectsymptomen en stoornissen in het 

gebruikk van alcohol. Daarin zouden ook de tot nu toe onopgehelderde man-vrouw verschillen 

naderr kunnen worden bestudeerd. Traumatisering in de kinderjaren is wellicht van belang 

voorr het verdere klinische beloop van de alcoholproblemen voor vrouwelijke alcoholisten, 
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maarr niet voor mannelijke alcoholisten. Verder (neuroimaging) onderzoek naar 

sekseverschillenn in aanpassingspatronen als reactie op trauma is noodzakelijk, zeker ook om 

eenn beter beeld te krijgen van het voorkomen van middelenmisbruik als een vorm van 

chemischee dissociatie, met name onder mannelijke alcoholisten. Tevens benadrukken de 

bevindingenn de relevantie van vroege traumatisering (met name seksueel misbruik en 

combinatiess van seksuele en fysieke victimisering) voor het beter begrijpen van comorbide 

klinischee symptomen onder alcoholisten in behandeling. Vergeleken met niet-mishandelde 

patiënten,, kunnen mishandelde patiënten ingewikkelde klachtenpatronen presenteren, vooral 

alss er sprake is van chronische en indringende vormen van traumatisering in de 

voorgeschiedenis.. In de evaluatie en behandeling van alcohol cliënten zouden stressoren in de 

kindertijd,, ervaringen met geweld in het volwassen leven en traumagerelateerde symptomen 

dann ook erkenning moeten krijgen. Over de behandeling van vroeg getraumatiseerde 

alcoholistenn is nog maar heel weinig bekend. Vooralsnog is de beste richtlijn voor de praktijk 

dee huidige 'standard of care' voor vroeg getraumatiseerde patiënten in het algemeen: 

interventiess gericht op het herwinnen van enige stabiliteit in het dagelijks leven en op 

symptoomreductie. . 

Inn dit proefschrift zijn op meerdere plaatsen methodologische kanttekeningen geplaatst bij het 

gepresenteerdee onderzoek, zoals de cross-sectionele aard van de steekproef, de retrospectieve 

metingg van ervaringen met geweld, het geringe statistische onderscheidingsvermogen als 

gevolgg van de complexe studieopzet, de beperkingen ten aanzien van de generaliseerbaarheid 

vann de resultaten en de beperkte omvang van de steekproef, met name van vrouwelijke 

alcoholisten.. Er zijn geen aanwijzingen gevonden voor een selectieve non-respons. 

Ambulantee patiënten en patiënten die niet in Nederland zijn geboren zijn echter 

ondervertegenwoordigdd in de onderzoeksgroep. De resultaten zijn evenwel consistent met de 

bevindingenn van eerdere studies en vormen een belangrijke aanvulling op de tot nu toe 

beschikbaree gegevens over de vraag naar de klinische betekenis van traumatisering in de 

kindertijdd bij alcoholisten in behandeling door de meer geavanceerde opzet van de studie: 

mannelijkee en vrouwelijke alcoholisten, inventarisatie van een breder spectrum van 

omgevingsfactoren,, het vaststellen van psychische symptomen (inclusief posttraumatische 

stress)) met een gestructureerd diagnostisch interview, en het gebruik van multivariate 

analysetechnieken. . 
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Samenvattendd kan worden gesteld deze studie meer zicht geeft op de mogelijke rol 

vann vroege (chronische) traumatisering in het ontstaan van alcoholproblemen, en in de ernst 

vann de alcoholproblemen en comorbide klinische syndromen onder alcoholisten in 

behandeling.. Het is voor het eerst dat onder een Nederlandse, willekeurige steekproef 

vrouwelijkee en mannelijke alcoholisten de prevalentie van traumatische ervaringen in de 

kindertijdd en traumagerelateerde symptomen vastgesteld zijn. De gegevens pleiten heel 

nadrukkelijkk voor een routinematige traumadiagnostiek in de vorm van een trauma- of 

geweldsanamnesee en de vaststelling van traumagerelateerde symptomen bij alcoholisten die 

zichh aanmelden voor behandeling. Met name het begrijpen van een deel van de symptomen in 

reactiee op trauma is relevant voor de behandeling. Verder onderzoek is nodig om een 

completerr beeld te krijgen van de klinische betekenis van vroege traumatisering bij 

alcoholistenn in behandeling. 
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