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Abstract 

Previous studies have reported that individuals suffering from substance abuse are 

more likely to be exposed to traumatic events and are at higher risk for developing PTSD. 

The objective of the study was to examine if there was a difference between the types of 

trauma substance abusers experience compared to a control group, PTSD rates were also 

examined and main associations of substance abuse and depression with PTSD were 

assessed. Additionally, interaction effects were examined. Participants in this study were 

substance abusers on a waiting list to seek treatment for at Teigur (N=51). Participants in the 

control group were students from Reykjavík University (N=111). The DASS-21 

questionnaire was used to assess depression, anxiety and stress among participants, the LEC-

5 questionnaire was presented to examine different trauma types and PCL-5 questionnaire 

measured PTSD symptoms. Substance abusers reported a significantly higher prevalence of 

trauma types, namely; sexual abuse, physical assault, assault with a weapon and severe 

human suffering than the control group. In the substance abusers group, 75% met the criteria 

for PTSD in compared to 15 % in the control group. The prevalence of depression and 

anxiety was significantly higher among substance abusers. Additionally, Factorial ANOVA 

showed a main association between substance abuse and PTSD as well as between depression 

and PTSD. Interaction effects were not significant.  Results indicate that substance abusers 

experience more violent trauma than the control group and PTSD is prevalent among these 

individuals. Therefore, it is important to provide them with the support that takes these facts 

into account.  

Keywords:  Trauma, PTSD, substance abuse, depression  

 

Útdráttur 

 Rannsóknir hafa sýnt fram á að einstaklingar sem glíma við fíkniefnavanda eru 

líklegri til að lenda í áföllum og eru í meiri áhættu á að þróa með sér áfallastreituröskun. 

Markmið rannsóknarinnar var að skoða muninn á því hvernig tegundir áfalla fíklar lenda í 

miðað við samanburðarhóp. Algengi áfallastreituröskunar var skoðað sem og megináhrif 

fíknar og þunglyndis við áfallastreituröskun. Einnig voru samvirkniáhrif skoðuð. 

Þátttakendur rannsóknarinnar voru fíklar á biðlista eftir meðferð á Teigi (N = 51). 

Samanburðarhópurinn samanstóð af nemendum frá Háskólanum í Reykjavík (N = 111). 

Spurningalistinn Dass-21 var notaður til að mæla þunglyndi, kvíða og streitu, LEC-5 

spurningarlistinn var notaður til þess að mæla áföll og PCL-5 til þess að mæla 

áfallastreituröskun. Niðurstöður sýndu að algengi á áföllum svo sem; kynferðisofbeldi, 

líkamlegri árás, árás með vopni og alvarleg mannleg þjáning var marktækt hærra hjá 

fíknihóp. Áfallastreituröskun mældist hjá mun fleirum í fíknihóp (75%) miðað við 

samanburðarhóp (15%). Marktækur munur var á milli hópa á þunglyndi og kvíða. 

Fjölþáttadreifigreining sýndi fram á megináhrif á milli fíknar og PTSD sem og þunglyndis á 

PTSD. Ekki komu fram marktækar niðurstöður á samvirkniáhrifum. Niðurstöður 

rannsóknarinnar benda til þess að fíklar upplifi ofbeldismeiri áföll og er áfallastreituröskun 

algengur sjúkdómur meðal hópsins, því þurfi að veita fíklum viðeigandi stuðning sem tekur 

tillit til þessara þátta.  
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Prevalence of various trauma types and the concurrence of addiction and mental disorders on 

PTSD. 

 

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-V) 

trauma is an emotional response which occurs when a person experiences a critical event that 

is interpreted as life-threatening, the person suffers severe physical injury, a threat to one’s 

life or individuals close to them, or witnesses a death (American Psychiatric Association, 

2013). A Traumatic Event is defined by the American Psychiatric Association (Norris, 1992)  

as an event “that is outside the range of usual human experience and that would be markedly 

distressing to almost anyone” (p. 250). According to Breslau & Davis (1987) and Solomon & 

Camino (1990), it is an event that an individual perceives as shocking, regardless of its form. 

Examples of traumatic events are; serious accidents, physical assault, abuse, rape, coming 

close to being killed, near-drowning, attempted suicide, robbery, severe childhood neglect, 

humiliation or persecution by others (Martin, Cromer, DePrince, & Freyd, 2013).  

The prevalence of trauma varies significantly between studies, ranging from 1% in 

studies guided by DSM-3 to remarkably higher rates of exposure demonstrated in recent 

studies (Mills et al., 2011; Perkonigg, Kessler, Storz, & Wittchen, 2000). The change in 

diagnostic criteria through the years might be responsible for this increase. In a study on 

college students, 67% of participants had experienced at least one traumatic event over the 

course of their life (Bernat, Ronfeldt, Calhoun, & Arias, 1998). Additionally, results 

demonstrated a difference in trauma prevalence as well as trauma types between genders. 

Brosky & Lally (2004) found that in a clinical sample of adolescence 75% of females 

reported having been exposed to a traumatic event, as appose to 51.3% of males. Sexual and 

physical abuse were the most common traumatic events among women, with 27.6% reported 

having experienced such abuse. Men were more likely to have experienced physical assault, 

serious accidents and or witness serious assaults or death. This was consistent with Norris´s 
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(1992) findings a community sample of adults was studied. Results showed that 69% of 

participants had at least experienced one traumatic event, with women more exposed to 

sexual assault and men more exposed to physical assault. Taken together, these studies of 

trauma indicate that the prevalence of trauma is around 70% and higher among women.  

Poor psychological outcomes are often related to exposure to traumatic events, such 

as depression, anxiety, stress, dissociation and posttraumatic stress disorder (PTSD) (Martin 

et al., 2013). PTSD is an anxiety disorder that can develop after an individual is exposed to a 

traumatic event (American Psychiatric Association, 2013). With time passing, emotions 

regarding the trauma increase and get more intense. According to DSM-V criteria for PTSD, 

individuals need to experience the traumatic event directly, witness it or be indirectly 

exposed to the event. Re-experiencing the traumatic event is a common dissociative PTSD 

symptom, while in others it is the individual’s mood and negative cognitions that causes the 

most distress. Physiological reactivity when exposed to triggering events is a common PTSD 

symptom, leading to avoidance behavior towards stimuli associated with the traumatic event 

(American Psychiatric Association, 2013).  

There is a substantial variability in PTSD prevalence depending on populations, the 

type of the traumatic event and community context. A meta-analysis concerning PTSD 

(1990-2010) showed a 17% prevalence one year after the trauma (Santiago et al., 2013).  

Other studies report prevalence ranging from 8-9% depending on event types, age, gender 

etc. (American Psychiatric Association, 2013; Kilpatrick et al., 2013). Women report a higher 

prevalence of PTSD than men (McLean, Asnaani, Litz, & Hofmann, 2011). Studies outside 

of America (Europe, Asia, Africa etc.) report a lower PTSD prevalence rate, ranging from 0,5 

to 1,0% (American Psychiatric Association, 2013). Evidence suggests that individuals with 

severe mental illnesses are exposed to high rates of interpersonal trauma (e.g., sexual assault 
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and physical abuse) and therefore report higher PTSD prevalence rates than those in 

community samples (Mueser et al., 2001).  

In recent years PTSD among survivors of sexual assault has gained great 

acknowledgment in the literature of PTSD (American Psychiatric Association, 2013). 

Victims of sexual assault have one of the highest rates of PTSD. Ranging from one-third to 

more than one-half of those exposed developing the disorder (American Psychiatric 

Association, 2013). Studies report a higher prevalence of sexual assault among women than 

men (Coker et al., 2002; Nolen-Hoeksema, 2001; Pereda, Guilera, Forns, & Gómez-Benito, 

2009).  

A study on physical assault and assault with a weapon among cocaine users reported 

that 61.5% of participants had been attacked with a weapon and 33% had experienced 

physical assault at least once (Brady, Byrne, & Dansky, 1999). Half of those who had 

experienced physical assault met the diagnostic criteria for PTSD. 

Prior studies have reported that individuals diagnosed with PTSD were 80% more 

likely to be suffering from another psychiatric disorder (depression, anxiety, substance abuse 

etc.). Half of those diagnosed with PTSD had three or more additional diagnoses (American 

Psychiatric Association, 2013; Howgego et al., 2005; Schillaci et al., 2009). Studies on 

veterans have revealed a comorbidity with PTSD and mood disorders (i.e., depression and 

anxiety) (Schillaci et al., 2009). PTSD numbing and arousal symptoms can though overlap 

with depression symptoms like loss of interest, restricted range of effect etc.  

Among men diagnosed with PTSD, alcohol abuse is the most common comorbidity, 

with depression and anxiety disorders being the second (Jacobsen, Southwick, & Kosten, 

2001). Among women, depression and other anxiety disorders have the highest rates of 

comorbidity, followed by alcohol abuse or dependence. Studies of individuals that seek 

treatment for substance use disorder (SUD’s) show that prevalence of PTSD among those 
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individuals is high and studies have reported this comorbidity to be common (Brady, Back, & 

Coffey, 2004; Jacobsen et al., 2001). A few hypothesizes have been proposed to try and 

explain the common comorbid between PTSD and SUD’s: The self-medication theory and 

the theory that substance abuse precedes PTSD. The self-medication theory which suggests 

that individuals abuse substances to cope with the symptoms of PTSD has gained the most 

support (Najdowski & Ullman, 2009). Substance abuse may temporarily relieve PTSD 

symptoms. It has been suggested that it can also exaggerate PTSD symptoms and possibly 

make them worse, which leads to chronic PTSD and increased drinking in the future 

(Najdowski & Ullman, 2009).  

  Leeies, Pagura, Sareen, & Bolton (2010) studied the prevalence rates for self-

medication among individuals diagnosed with PTSD. Results showed that 21% of individuals 

used alcohol, drugs or both to self-medicate distress and PTSD symptoms (14% used drugs, 

7% used alcohol). There was a significant difference in self-medication between genders, 

with men being more likely to engage in self-medication. The hypothesis that substance 

abuse precedes PTSD suggests that individuals develop PTSD because of their substance 

abuse (Jacobsen et al., 2001). Support for this theory comes from research indicating that 

individuals with drug addiction repeatedly place themselves in dangerous situations which 

leads to increased exposure to physical and psychological trauma (Jacobsen et al., 2001). The 

literature has also suggested that these two hypotheses interact, that the theory of substance 

abuse preceding PTSD can be considered a part of the self-medication theory.  

Few studies have focused on Icelandic individuals with PTSD and SUD’s. This is an 

important matter to study in order to gain information and knowledge about what treatment is 

best suited for this group of individuals and how profound this comorbidity is in Iceland. It is 

also important to try and see if PTSD preceded the substance abuse or not, with the aim of 

understanding where it would be appropriate to step in to prevent these disorders from 
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developing. Furthermore, it is interesting to look at trauma types and see if there are specific 

traumatic events that are more likely to result in PTSD among the Icelandic population. It is 

important to study this matter in smaller national samples as it can have severe negative 

effect both on the individual and the society when it goes unnoticed. Studies have shown that 

substance abuse and PTSD have a bi-directional relationship. Victims of traumatic 

experiences sometimes abuse substances to self-medicate form PTSD symptoms, however, 

substance abusers often place themselves in dangerous situations which increase their risk of 

experiencing trauma and developing PTSD (Jacobsen et al., 2001). Thus, the first hypothesis 

put forward in this current study is that prevalence of trauma and PTSD is higher among 

substance abusers. Secondly, it is hypothesized that the prevalence of violent trauma types is 

higher among substance abusers. Finally, it is hypothesized that an additional psychiatric 

disorder and substance abuse is associated with PTSD rates.   

Method 

Participants  

The experimental group consisted of a clinical sample from Landspitali - The 

National University Hospital of Iceland (N = 51). Participants were on a waiting list for a 

treatment at Teigur, a clinical department at the hospital for individuals who suffer from 

SUD’s. The requirements for treatment other than to suffer from SUD’s are to meet a 

diagnostic criterion for another mental illness. The control group was a convenience sample 

of students from Reykjavik University (N = 111). Table 1 presents descriptive statistics for 

gender and participants age. 
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Table 1 

The mean-, minimum-, and maximum-, age of participants and gender ratio. 

 

 

 

 

 

To prevent homogeneity in the control group, data were collected from two 

departments: Department of Psychology and Department of Preliminary Studies. Psychology 

students received 10% course credit for taking part in the study. 

Instruments and measures  

The Life Event Checklist for DSM-5 (LEC-5) was used to evaluate trauma among 

participants (see Appendix B). LEC-5 is a self-report measure that assesses exposure over the 

course of a lifetime to events that may be perceived as traumatic (Blevins, Weathers, Davis, 

Witte, & Domino, 2015; Silverstein, Lee, Witte, & Weathers, 2017). The checklist consists of 

a 17-item list of potentially traumatic events that are known to cause PTSD. For each event, 

responders specify to which degree they have experienced a particular trauma; if it happened 

to them, if they witness it, learned about it from others, if it was work related, they were 

unsure, or the answer did not apply to them (Blevins et al., 2015; Silverstein et al., 2017). 

After filling out the list, responders were asked to identify the event that bothered them the 

most at that point in time and answer questions about that particular event (Silverstein et al., 

2017). Internal consistency was good ( = .86). The Icelandic translation of LEC-5 was done 

by Berglind Guðmundsdóttir, Ingunn Hannsdóttir, Agnes B. Tryggvadóttir & Guðlaug 

Friðgeirsdóttir (2015).  

  Control group Substance abusers 

N 

Men 38 31 

Women 73 20 

Age (years) Mean 25 (20-46) 38 (19-75) 
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The Posttraumatic Stress Disorder Checklist (PCL-5) was used to measure PTSD 

symptoms (see Appendix C). It is a self-report measure which is known to have good 

psychometric properties and is widely used (Blevins et al., 2015; Bovin et al., 2016). The 

checklist reflects the DMS-5 diagnostic criteria for PTSD and consists of 20 items that 

correspond to PTSD symptoms. Participants reported how much each PTSD symptom had 

bothered them over the course of the past month using a 5-point scale (1 = not at all, 5 = 

extremely). Scores are summed up and provide a continuous measure of the severity of PTSD 

symptoms for the whole disorder as well as symptom clusters (Blevins et al., 2015; Bovin et 

al., 2016). A cut-off score to screen PTSD has not been established, however, Bovin et al 

(2016) examined the diagnostic efficiency of PCL-5 scores to screen for PTSD in 

veterinarians. They found scores of 31 to 33 had the most efficient quality for diagnosing 

PTSD. In this study scores 33 and higher on PCL-5 were used as cut-off scores since there 

were no Icelandic studies on cut-off scores for this checklist. For this study, the Icelandic 

version of PCL-5 was used, translated by Berglind Guðmundsdóttir, Ingunn hannsdóttir, 

Agnes B. Tryggvadóttir & Guðlaug Friðgeirsdóttir (2015). Internal consistency was excellent 

( = .112) which is consistent with previous studies (Blevins et al., 2015; Bovin et al., 2016). 

The Depression, Anxiety and Stress Scales (Dass-21) is a 21-item self-report 

questionnaire that measures depression, anxiety, and stress (see Appendix D). It identifies 

and discriminates between features of depression, physical arousal, psychological tension, 

and agitation, both in clinical and non-clinical samples (Bagge et al., 2012). The 21-items are 

scored on a 4-point scale where zero stands for “did not apply to me at all” and three stands 

for “applied to me very much, most of the time”. Higher scores suggest regular 

symptomatology. Each scale (depression, anxiety, stress) has seven items that comprise their 

symptoms (Bagge et al., 2012). Internal consistency was excellent for the three subscales; 

depression, anxiety and stress ( = .85, .88, .90) which is consistent with previous studies 
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(Antony & Bieling, 1998; Bagge et al., 2012). Icelandic translation of the questionnaire was 

done by Pétur Tyrfingson (2007). 

Procedure  

Data were collected from January – March in 2017. The experiment was conducted at 

Teigur and Reykjavík University. The data collection for the experimental group was done by 

a research assistant at Landspitali that had no therapeutic connection to the patients. The data 

for the control groups were collected at Reykjavik University where the study was presented 

in class. Participants received information about the aim of the study, and read the informed 

consent and where participant learned that full anonymity was guaranteed. If they wished to 

proceed they answered the questionnaires. If any explanation was needed the researcher was 

there to answer any questions participants might have.  

Questionnaires were presented in this particular order; DASS21, LEC-5, PCL-5, 

printed on paper and answered with a pen. When a participant had completed the 

questionnaire, they returned it to an empty box. The procedure took approximately 30 

minutes. The study was approved by the Health Research Ethics Committee at Landspitali 

(No. 53/2016). 

Design and Data Analysis 

 The present study was of a cross-sectional design, the purpose was to examine 

differences between experimental and control group on trauma types, PTSD, depression, and 

anxiety. The dependent variable was PTSD and the independent variables were substance 

abuse, trauma, trauma types, depression, and anxiety. 

The statistical software SPSS (version 24) was used to perform data analysis. 

Independent t-tests were used to examine mean score differences between groups on LEC-5, 

PCL-5. and DASS-21. A chi-square test was performed to estimate differences between 

groups on trauma, PTSD, depression, and anxiety. It was also used to examine the difference 
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between genders on the prevalence of total trauma, each traumatic event, and PTSD. In all 

2x2 tables, the assumption that no expected value should be less than 5 was met. In larger 

tables the assumption that all expected counts should be greater than 1 and no more than 20% 

should be less than five was not always met, however, in those cases the fishers exact test 

was significant (p < .001). 

A factorial analysis of variance (FANOVA) was used to examine main and 

interaction effects of substance abuse and depression on PTSD (2 x 2 x 2).  

A criterion of α = .05 was used in significance tests. A Kolmogorov-Smirnov (K-S) 

test was used to examine the assumption for normality for PCL-5, LEC-5, and Dass-2, the 

Levene’s test was used to assess the assumption of homogeneity of variances.  

Results 

To observe the first hypothesis put forward in this study, a chi-square test was 

performed to examine the difference between substance abusers and the control group in 

experiencing traumatic events. There was a significant association between groups and 

whether individuals had experienced the traumatic event(s) or not, χ2 (1) = 5.94, p < .001. In 

the control group, 76.8% of participants had experienced one or more traumatic event 

compared to 94.7% of the substance abusers. Mean scores for each group on the LEC-5 

questionnaire were examined with an independent t-test which indicated a significant 

difference, t(135) = -2.46, p < .05. Substance abusers scored on average 33.5 (SD = 16.2) on 

the questionnaire and the control group 25.3 (SD = 17.8). These results support the 

hypothesis that substance abusers had experienced more trauma than the control group. 

 An independent t-test was used to examine if there was a significant difference in the 

number of different trauma types the groups experienced on average. The results were 

significant t(51) = -5.07, p < .001, with substance abusers experiencing five different 
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traumatic events on average (SD = 2.9) and the control group experiencing two different 

traumatic events on average (SD = 2).  

A K-S test showed that the assumption for normality for LEC-5 was met. The 

Levene’s test reported that the assumption of homogeneity of variances was also met F(1, 

135) = 1.44, p = .232  

 Gender differences were observed to see if women experienced traumatic events more 

frequently than men and vice versa. An independent t-test reported that trauma prevalence 

was not significantly different between men and women across the whole sample, t(135) = -

.42, p = .675. 

When looking at specific traumatic events, a chi-square test showed an association 

between substance abusers and the control group with gender for four of the most common 

traumatic events, results are presented in Table 2.  

Table 2 

Prevalence of trauma types among men and women in each group as well as total prevalence 

for each group.  

Trauma types Control group Substance abusers 

 Women Men Total Women Men Total 

Physical assault  

 

23% 42% 29% 63% 65% 64% 

Assault with a weapon  4 % 16% 8% 16% 43% 31% 

Sexual assault  

 

20 % 5% 15% 53 % 28% 37% 

Severe human suffering 

 

3% 8% 4% 37% 41% 39% 

 

In the traumatic event of physical assault, there was a significant association between 

men and women in the substance abusers group and the control group, χ2 (1) = 16.92, p < 

.001. Between groups, more men in the substance abusers group had experienced physical 
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assault than men and women in the comparison group. In the substance abusers group, more 

women had experienced physical assault than both women and men in the comparison group. 

In the traumatic event Assault with a weapon there was a significant association 

between men and women in the substance abusers group and control group, χ2 (1) = 14.52, p 

< .001. There was quite a large difference between groups where substance abusers had a 

much higher prevalence of the traumatic event assault with a weapon than the control group 

(see Table 2). The proportion of men in the control group who had experienced assault with a 

weapon was the same as for women in the substance abusers group.  

A significant association between substance abusers and the control group as well as 

gender on sexual assault was also found χ2 (1) = 9.60, p = .002. As Table 2 presents, 

substance abusers had a higher prevalence of sexual assault than the control group. In both 

substance abusers group and the control group, more women experienced sexual assaults than 

men. Additionally, the prevalence of sexual assault was higher among men in the substance 

abusers group than women in the control group.  

There was a significant association between groups and gender on the trauma type 

Severe human suffering, χ2 (1) = 30.54, p < .001. As can be seen in Table 2, the difference 

between the groups was quite large, were substance abusers had a higher prevalence than the 

control group. In both groups, men have experienced more severe human suffering than 

women.  

These results indicate that more substance abusers experience violent types of trauma 

than the control group, which supports the second hypothesis put forward in this study.  

A difference in mean scores on the PCL-5 scale, which measures symptoms of PTSD, 

was estimated with an independent t-test, which showed a significant difference between 

groups, t(149) = -8.772, p <.001. The control group scored on average 14.6 on PCL-5 (SD = 

17) and the mean scores for the substance abusers group were 42.5 (SD = 18). Furthermore, 
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an independent t-test did not show a significant difference in mean scores on PCL-5 between 

men and women over the sample as a whole t(149) = -.164, p = .868.  

In order to examine how many participants in each group developed PTSD after being 

exposed to a traumatic event(s), a chi-square test was performed. There was a significant 

difference between the substance abusers group and the control group, χ2(1) = 7.72, p = .005. 

As Figure 1 present, the prevalence of PTSD after one or more traumatic event was higher 

among substance abusers than the control group, which supports the first hypothesis put 

forward in this study.  

 

Figure 1 The prevalence of PTSD after one or more traumatic event(s) among substance 

abusers and the control group 

 The K-S test rejected the null hypothesis of a normal distribution for PCL-5, indicating 

that the assumption was violated. The Levene’s test reported that the assumption of 

homogeneity of variance was met F(1, 149) = .32, p = .568.  

Difference between groups on depression was observed using a chi-square test, which 

showed a significant association between substance abusers and control group on depression, 

χ2(1) = 45.992, p < .001. In the substance abusers group, 48% of individuals experienced 

moderate to extreme depression compared to 3.7% of individuals in the control group. Mean 

75%

15%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Substance abusers Control group

P
re

v
el

an
ce



PTSD AMONG SUBSTANCE ABUSERS 

 

16 

scores for each group on the DASS-21 depression scale were compared with an independent 

t-test which showed a significant difference t(158) = -9.28, p < .001. The mean score for 

substance group was 12.6 (SD = 5.4) and 3.8 (SD = 5.6) for the control group.  

 A chi-square test showed a significant association between substance abusers and the 

control group on anxiety, χ2(1) = 57.168, p < .001. In the substance abusers group, 58.8% of 

participants experienced moderate to extreme anxiety compared to 5.5 % of individuals in the 

control group. Dass-21 anxiety mean scores were calculated using an independent t-test 

which showed a significant difference between substance abusers group and control group 

t(73) = -9.40, p < .001. The mean score for anxiety in the substance abusers group was 9.9 

(SD = 4.9) and 2.8 (SD = 3.3) for the control group. 

 K-S test showed that the assumption of normal distribution was violated on DASS-21. 

The Levene’s test indicated that the assumption for homogeneity of variance was met F(1, 

155) = 2.84, p = .09. 

Factorial ANOVA was conducted to determine main effects of substance abuse and 

depression on PTSD as well as interaction effects. The results showed a significant main 

effect for substance abuse F(1, 143) = 12.4, p < .005 and depression F(1, 143) = 24.3, p < 

.000 on PTSD.   Substance abuse explained 32% of the total variance for PTSD while 

depression explained 34%. Substance abuse and depression explained 48% of the total 

variance for PTSD. Thus, the interaction effects between substance abuse and depression on 

PTSD were not significant F(1, 143) = 2.42, p = .122. This partly supports the third 

hypothesis put forward in this study. 

Discussion 

The primary purpose of this study was to examine if there was a difference between 

substance abusers and the control group on the types of trauma the two groups had 

experienced. The results showed that on average substance abusers experienced different 
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types of traumatic events, and more substance abusers had experienced violent trauma, such 

as; physical assault, sexual assault, assault with a weapon, and severe human suffering than 

the control group. The results do not take into account that individuals may have experienced 

one type of traumatic event more than once, as the LEC-5 questionnaire does not provide that 

feature. There was a big difference between groups on the traumatic event severe human 

suffering. Researchers found it difficult to interpret what those statistic reports meant, as the 

concept is very subjective. The results indicate that a large proportion of substance abusers 

were experiencing sexual assault, physical assault, and an assault with a weapon, all of which 

can be interpreted as severe human suffering. As the result showed that substance abusers 

experienced more assault of any kind than the control group, the concept of severe human 

suffering might be more familiar to them than to the control group. They might relate to the 

feeling of severe human suffering more than the control group.  

On the traumatic event assault with a weapon, there was a quite large prevalence 

difference between groups, with more substance abusers experiencing this traumatic event 

than the control group. One reason for that might be the environment that is inherent with 

substance abuse, where the handling of weapons may be more commonplace.    

There was a significant association among genders between groups on sexual assault. 

Interestingly, there were more men that experienced sexual assault in the substance group 

than women in the control group. The results of previous studies have reported that in general 

women experience more sexual assault than men, making this an interesting result which 

should be studied further. One reason for this high proportion of sexual assault against men in 

the substance abuse group could be that sex is sometimes forced upon these individuals to 

pay for substances. Studying this gender difference further could contribute to the same goal 

as this one; to acquire information regarding problems that adhere the substance abuse 

disease and use that information to develop treatments that take them into account.  
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The substance abusers group showed a significantly higher PTSD prevalence rate for 

those who had experienced at least one traumatic event compared to the control group. In the 

control group, 77% of participant had experienced at least one traumatic event, only 15% of 

them developed PTSD. This low rate of PTSD compared to the prevalence of trauma in the 

group may be because individuals in the control group were more fit to cope with the trauma 

that happened to them. They might be more resilient than substance abusers group, which 

might be the reason for why some people abuse substances and others do not. The substance 

abusers may have started using drugs or alcohol to cope with PTSD after being exposed to a 

traumatic event because of their loss of resilience. In the substance group, 95% had 

experienced at least one traumatic event and 75% of those participants developed PTSD. The 

self-medication theory hypothesizes that individuals use drugs or alcohol to self-medicate 

their PTSD symptoms (Jacobsen et al., 2001). Individuals who end up in the world of 

addiction are at higher risk of being exposed to traumatic event, so this can become a vicious 

cycle; starting using drugs to self-medicate PTSD symptoms from a traumatic event, being 

exposed to the world of drug addiction and abusing substances then causes you to experience 

more trauma, which increases PTSD symptoms (Jacobsen et al., 2001). 

The prevalence of depression and anxiety was higher among the substance abusers 

than the control group, however, those results might not come as a surprise as participants in 

the substance abusers group were individuals on a waiting list for treatment that is only for 

substance abusers that were suffering from another psychiatric disease.  

There was a significant main association of substance abuse on PTSD, indicating that 

those who abuse substances score higher on PTSD than those who do not, independent of 

whether or not participants are depressed or not. This is consistent with previous studies, for 

example, Brady et al (2004) and Jacobsen et al (2001) who reported that individuals who 

seek treatment for SUD’s show a high prevalence of PTSD rates. The literature provides 
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evidence indicating that using substances can increase the symptoms of PTSD, make them 

worse and they can become chronic (Najdowski & Ullman, 2009). Depression was also found 

to have significant main effects on PTSD rates. Those who suffered from moderate to 

extreme depression scored higher on PTSD than those who did not experience depression, 

independent of whether individuals abused substances or not. According to the American 

Psychiatric Association (2013), Howgego et al (2005) and Schillaci et al (2009), 80% of 

those who suffer from PTSD have an additional psychiatric disorder, such as depression. The 

interaction between substance abuse and depression on PTSD was not significant, indicating 

that the effect of depression on PTSD was not different between groups. Suggesting that an 

individual does not have to abuse substances in order for depression to effect PTSD 

symptoms.  

The present study had a few limitations, the substance abusers were older than the 

control group. This might create a bias concerning the number of traumatic events they 

experience and PTSD rate. Older participants had lived longer than younger participants and 

had more life experience, which creates more time to experience trauma. Additionally, the 

study had a convenience sample which had a homogenous bias that could have affected 

results. The K-S tests for PCL-5 and DASS-21 were significant and therefore the assumption 

of a normal distribution was violated, which has to be taken into consideration when 

interoperating the results. The gender ratio of the sample was unequal which could cause bias 

results when looking at gender differences in trauma and PTSD. Thus, it is important to 

examine the differences between men and women on PTSD as it has been a popular subject 

for discussion in the field of psychology in recent years. People have been debating if there 

should be a different PTSD treatment for men and women.  
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The study was a cross-sectional design and therefore it was not possible to assume 

causality. Making it impossible to predict if a substance abuser used drugs because of PTSD 

symptoms or if it was because of substance abuse that PTSD developed.  

The study also had strengths that made it capable to draw meaningful conclusions. 

The substance abusers group were from the treatment center Teigur were the requirements 

were to have stopped the consumptions of substances, making them more capable to be aware 

of their answers than if participants were still abusing substances. Another requirement for 

treatment is to have a diagnosis for a mental disorder, the fact that participants were on a 

waiting list for a treatment there indicates that they wanted to get help and therefore were 

possibly more willing to open up about their problems. The study had high internal validity 

as 162 individuals participated in the study. The instruments used in this study are known to 

have good psychometric properties. Using PCL-5 questionnaire to measure PTSD symptoms 

and LEC-5 to measure trauma, was also an advantage as the questionnaires are consistent 

with the most recent diagnostic criteria reported in DSM-V. 

 In conclusion, substance abusers report a higher prevalence of trauma and the 

difference is significant, however, this difference is not so profound, 77% of participants in 

the control group experience traumatic event(s) vs. 95% of participants in the substance 

abusers group. Thus, when observing the PTSD result the difference is quite large, a much 

higher proportion of substance abusers developed PTSD after a traumatic event than the 

control group. The explanations for this are unknown, however, it could possibly be the lack 

of coping skills in the substance abusers group, the control group could have been more 

resilient or that individuals in the substance abusers group experienced more trauma than 

individuals the control group (e.g., the same traumatic event more than once). On average, 

substance abuser experience more traumatic events and have a higher prevalence rate on each 

trauma type studied in this research.  
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Future research on this matter in Iceland is crucial to design a treatment tailored to 

mental health issues affecting substance abusers. Bringing attention to the large prevalence of 

PTSD among these individuals is one element of many in bringing awareness to the problem. 

It is important to dig deeper and study the underlying factors of the development of PTSD 

among substance abusers and seek an explanation for this big prevalence difference between 

them and the control group. Also, to look at all possible factors that can contribute to PTSD 

development and find similarities or patterns among these individuals. This could possibly be 

community factors that could be fixable, for example, why would an individual have used 

drugs to self-medicate from PTSD symptoms due to childhood neglect rather than seek help? 

A possible reason could be the lack of access to professional help in the community or social 

support. That is somewhat a community issue that is fixable. Even if it is not fixable, 

studying the trauma types substance abusers experience and acknowledging similar factors 

among them could contribute to developing a treatment that addresses these underlying 

factors of PTSD. 
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Appendix A 

Instruction sheet 

 

Kynningarbréf til þátttakenda í rannsóknarhópi 
 

 

Algengi áfalla og áfallasögu meðal fólks sem sækir þjónustu á  

Teigi fíknigeðdeild 

 
 

 

Kæri viðtakandi,  

Teigur fíknigeðdeild leitar eftir þátttakendum í rannsókn á algengi áfalla og áfallastreitu. 

Rannsóknin hefur fengið leyfi siðanefndar Landspítala og hefur verið tilkynnt til 

Persónuverndar. Verkefnið er hluti af BSc ritgerð við sálfræðisvið Háskólans í Reykjavík.  

 

Markmið rannsóknar 

Að kanna algengi áfalla og áfallastreitu meðal þeirra sem sækja meðferði á Teigi 

fíknigeðdeild Landspítala. Rannsóknin er sú fyrsta sem kannar algengi meðal þessa hóps 

hérlendis en erlendar rannsóknir benda til hærra algengis áfalla og áfallastreitu samanborið 

við algengi í samfélaginu öllu. Upplýsingarnar munu nýtast til að auka skilning á þeim hóp 

sem sækir meðferð á Teigi með það að markmiði að þróa enn frekar meðferðina.  

 

Þátttakendur 

Öllum einstaklingum eldri en 18 ára sem mæta í undirbúningshóp á Teigi fíknigeðdeild 

Landspítala verður boðið að taka þátt og vera í rannsóknarhópi. Í samanburðarhópi verða 

nemendur við Háskólann í Reykjavík. 

 

Hvað felst í þátttöku?  

Þátttakendur eru beðnir að fylla út spurningalista þar sem spurt er um sögu um áföll, einkenni 

áfallastreitu og tilfinningalega líðan. Einnig er óskað eftir bakgrunnsupplýsingum, s.s. aldri 

og kyni. Ekki er óskað eftir neinum persónugreinanlegum upplýsingum um þátttakendur. 

Áætlað er að það taki um 10 mínútur að svara spurningalistunum. 

 

 

Trúnaður við þátttakendur 

Upplýsingar sem safnast í rannsókninni verða varðveittar í læstum gagnagrunni á Geðsviði 

Landspítala sem einungis rannsakendur hafa aðgang að. Engar persónugreinanlegar 

upplýsingar verða skráðar og því verður ekki hægt að rekja upplýsingarnar til einstakra 

þátttakenda.  
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Áhætta og ávinningur 

Engin líkamleg áhætta fylgir þátttöku í rannsókninni. Áhætta af þátttöku felst helst í því að 

spurningarnar gætu valdið þér vanlíðan, en minnt er á að þú getur sleppt að svara einstaka 

spurningum eða hafnað þátttöku í rannsókninni er án þess að það hafi áhrif á þjónustu þína á 

Teigi. Ef þú upplifir aukna vanlíðan í kjölfar þátttöku stendur þér til boða viðtal við Ástdísi 

Þorsteinsdóttur sálfræðing, s: 543 4911. 

Ekki verður greitt fyrir þátttöku í rannsókninni og þátttakan mun ekki hafa nein áhrif á þá 

meðferð eða þjónustu sem þú færð á Teigi eða á öðrum meðferðarstofnunum.  

 

Nánari upplýsingar veitir ábyrgðarmaður rannsóknarinnar: 

Brynja Björk Magnúsdóttir lektor við Háskólann í Reykjavík og  sálfræðingur á  geðsviði Landspítala – 

Háskólasjúkrahúsi, v/Hringbraut, 101 Reykjavík, sími: 543 4062, 543 1000, netfang: brynjabm@lsh.is 

Rannsóknin er unnin með samþykki Siðanefndar Landspítala og tilkynning hefur verið send til Persónuverndar. 

Ef þú hefur spurningar um rétt þinn sem þátttakandi í vísindarannsókn getur þú snúið þér til Siðanefndar 

Landspítala, Rauðarárstíg 10, 105 Reykjavík. Sími: 543 7465,  tölvupóstfang: sidanefnd@landspitali.is 
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Appendix B 

 

Erfiðir eða streituvaldandi atburðir LEC-5 

 
Hér að neðan eru erfiðir eða streituvaldandi atburðir sem fólk upplifir stundum. Fyrir hvern atburð 

merktu við reitina til hægri til að gefa til kynna: (a) hann kom fyrir þig persónulega; (b) þú varðst vitni 

að honum þegar hann kom fyrir einhvern annan; (c) þú fékkst vitneskju um að hann hafði komið fyrir 

náinn fjölskyldumeðlim eða vin; (d) þú upplifðir hann sem hluta af starfi þínu (t.d. 

sjúkraflutningamaður, lögregla, her eða aðrir sem mæta fyrstir á vettvang); (e) þú ert ekki viss ef þetta á 

við, eða (f) á ekki við um mig. 

 

Gættu þess að hafa allt líf þitt í huga (æskuna sem og fullorðinsár) þegar þú ferð yfir listann. 

Atburður Kom 

fyrir 

mig 

Varð 

vitni 

að 

Fékk 

vitneskju 

um 

Hluti 

starfs 

míns 

Ekki 

viss 

Á 

ekki 

við 

1. Náttúruhamfarir (t.d. flóð, fellibylur, 

hvirfilbylur, jarðskjálfti) 

      

2. Eldur eða springing       

3. Samgönguslys (t.d. bílslys, sjóslys, 

lestarslys, flugslys) 

      

4. Alvarlegt slys í vinnu, heima eða í frítíma       

5. Komast í snertingu við eitruð efni (t.d. 

hættuleg efni, geislun) 

      

6. Líkamlegt ofbeldi (t.d. verða fyrir árás, 

kýld/ur, slegin/n, sparkað í eða barin/n) 

      

7. Árás með vopni (t.d. vera skotin/n, 

stungin/n, ógnað með hnífi, byssu eða 

sprengju) 

      

8. Kynferðislegt ofbeldi (nauðgun, 

nauðgunartilraun, þvingun til hvers konar 

kynferðislegra athafna með valdi eða hótun 

um skaða) 

      

9. Önnur óvelkomin eða óþægileg kynferðisleg 

reynsla 

      

10. Stríð eða nálægð við stríðshrjáð svæði (í 

hernum eða sem almennur borgari) 

      

11. Frelsissvipting (t.d. mannrán, numin á 

brott, gíslataka, stríðsfangi) 

      

12. Lífshættuleg veikindi eða meiðsli       

13. Alvarleg mannleg þjáning        

14. Skyndilegt ofbeldisfullt dauðsfall (t.d. 

morð, sjálfsvíg) 

      

15. Skyndilegt dauðsfall af völdum slyss       

16. Alvarlegir áverkar, skaði eða andlát sem 

þú ollir einhverjum öðrum 

      

17. Annar mjög streituvaldandi atburður eða 

reynsla 

      

VINSAMLEGAST FYLLTU ÚT ANNAN HLUTA Á NÆSTU BLAÐSÍÐU 
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Annar hluti: 

 

A. Ef þú hefur upplifað fleiri en einn atburð í fyrsta hluta, hugsaðu um þann atburð sem þú telur 

vera versta atburðinn, sem í þessum spurningalista þýðir sá atburður sem truflar þig mest í dag. 

Ef þú hefur aðeins upplifað einn af atburðunum í fyrsta hluta, notaðu þá þann atburð sem versta 

atburðinn. Vinsamlegast svaraðu eftirfarandi spurningum um versta atburðinn (merktu við alla 

valmöguleika sem eiga við). 

 

2. Hvað er langt síðan hann átti sér stað? _____________ (vinsamlegast áætlaðu ef þú ert ekki viss) 

3. Hvernig upplifðir þú hann? 

____ Hann kom fyrir mig 

____ Ég varð vitni að honum 

____ Ég fékk vitneskju um að þetta hefði komið fyrir náinn fjölskyldumeðlim eða vin 

____ Ég var endurtekið að upplifa smáatriði um hann sem hluta af starfi mínu (t.d. 

sjúkraflutningamaður, lögreglan eða aðrir sem fyrstir eru á vettvang) 

____ Annað, vinsamlega lýstu:  

4. Var líf einhvers í hættu? 

____ Já, mitt eigið líf 

____ Já, líf einhvers annars 

____ Nei 

5. Slasaðist einhver alvarlega eða lést 

____ Já, ég slasaðist alvarlega 

____ Já, einhver annar slasaðist alvarlega eða lést 

____ Nei 

6. Fól hann í sér kynferðislegt ofbeldi? ____ Já ____ Nei 

7. Ef atburðurinn fól í sér dauðsfall náins fjölskyldumeðlims eða vinar, var það sökum einhvers konar 

slyss eða ofbeldis eða var það af eðlilegum orsökum? 

____ Slys eða ofbeldi 

____ Eðlilegar orsakir 

____ Á ekki við (atburðurinn fól ekki í sér dauðsfall náins fjölskyldumeðlims eða vinar) 

8. Samanlagt hversu oft hefur þú upplifað svipaðan atburð álíka streituvaldandi eða nærri því jafn 

streituvaldandi og versta atburðinn? 

____ Aðeins einu sinni 

____ Oftar en einu sinni (vinsamlegast tilgreindu eða áætlaðu fjölda skipta sem þú hefur upplifað 

þetta ____) 

Höfundar: Weathers, Blake, Schnurr, Kaloupek, Marx, & Keane  (2013).  

Þýðendur: Berglind Guðmundsdóttir, Ingunn Hansdóttir, Agnes B.Tryggvadóttir og Guðlaug Friðgeirsdóttir (2015). 
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Appendix C 

Einkenni áfallastreitu - PCL-5  

Leiðbeiningar: Hér að neðan er listi yfir vandamál sem fólk upplifir stundum eftir mjög streituvaldandi reynslu. 

Vinsamlega lestu vandlega yfir hvert vandamál með versta atburðinn í huga og dragðu hring utan um tölu til 

hægri til að gefa til kynna hversu mikið hvert vandamál hefur truflað þig síðastliðinn mánuð.  

Síðastliðinn mánuð, hversu mikið truflaði eftirfarandi þig: Ekki 

neitt 

Lítið Miðlungs Töluvert Mjög 

mikið 

1. Endurteknar, truflandi og óvelkomnar minningar um hina 

streituvaldandi reynslu? 

0 1 2 3 4 

2. Endurteknir truflandi draumar um hina streituvaldandi 

reynslu? 

0 1 2 3 4 

3. Skyndilega liðið eða hegðað þér eins og streituvaldandi 

reynslan sé raunverulega að gerast aftur (eins og þú sért að 

endurupplifa hana)? 

0 1 2 3 4 

4. Komast í mikið uppnám þegar eitthvað minnti þig á hina 

streituvaldandi reynslu? 

0 1 2 3 4 

5. Fá sterk líkamleg viðbrögð þegar eitthvað minnti þig á 

streituvaldandi reynsluna (t.d. hraður hjartsláttur, 

öndunarerfiðleikar, svitna)? 

0 1 2 3 4 

6. Forðast minningar, hugsanir og tilfinningar tengdar 

streituvaldandi reynslunni? 

0 1 2 3 4 

7. Forðast ytri áminningar um hina streituvaldandi reynslu (t.d. 

fólk, staði, samtöl, athafnir, hluti eða aðstæður)? 

0 1 2 3 4 

8. Eiga í erfiðleikum með að muna mikilvæga hluta 

streituvaldandi reynslunnar? 

0 1 2 3 4 

9. Hafa sterk neikvæð viðhorf um sjálfa/n þig, annað fólk eða 

heiminn (t.d. hugsanir eins og: Ég er slæm/ur, það er 

eitthvað alvarlegt að mér, engum er treystandi, heimurinn er 

hættulegur)? 

0 1 2 3 4 

10.  Ásaka sjálfa/n þig eða einhvern annan um hina 

streituvaldandi reynslu eða það sem gerðist í kjölfar hennar? 

0 1 2 3 4 

11.  Hafa sterkar neikvæðar tilfinningar eins og ótta, hrylling, 

reiði, sektarkennd eða skömm? 

0 1 2 3 4 

12.  Missa áhuga á athöfnum sem þú áður hafðir gaman af? 0 1 2 3 4 

13.  Finnast þú vera fjarlæg/ur eða úr tengslum við annað fólk? 0 1 2 3 4 

14.  Eiga í erfiðleikum með að upplifa jákvæðar tilfinningar (t.d. 

að vera ófær um að finna hamingju eða væntumþykju 

gagnvart fólki sem er þér nákomið)? 

0 1 2 3 4 

15.  Pirringur, reiðiköst og árásargjörn hegðun. 0 1 2 3 4 

16.  Taka of oft áhættu eða gera hluti sem gætu valdið þér 

skaða? 

0 1 2 3 4 

17.  Vera ofurárvökul/l eða vakandi fyrir umhverfinu eða á 

verði? 

0 1 2 3 4 

18.  Vera viðbrigðin/n eða bregða auðveldlega? 0 1 2 3 4 

19.  Eiga erfitt með einbeitingu? 0 1 2 3 4 

20.  Vandi við að sofna eða sofa? 0 1 2 3 4 
*Posttraumatic stress disorder checklist for DSM-5 (PCL-5).  

Höfundar: Weathers, Litz, Keane, Palmieri, Marx og Schnurr (2013).  

Þýðendur: Berglind Guðmundsdóttir, Ingunn Hansdóttir, Agnes B.Tryggvadóttir og Guðlaug Friðgeirsdóttir (2015). 
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Appendix D 

Tilfinningaleg líðan (Depression Anxiety Stress Scales; DASS) 

DASS21      

Depression Anxiety Stress Scale 

 

Lestu hverju fullyrðingu og dragðu hring um tölu 0, 1, 2 eða 3 sem segir til um hve vel hver 
fullyrðing átti við í þínu tilviki síðustu vikuna. Það eru engin rétt eða röng svör. Eyddu ekki 
of miklum tíma í að velta fyrir þér hverri fullyrðingu. 

 

0 = Átti alls ekki við mig 
1 = Átti við mig að einhverju leyti eða stundum 
2 = Átti töluvert vel við mig eða drjúgan hluta vikunnar 
3 = Átti mjög vel við mig eða mest allan tímann 

 

Höfundar: Lovibond, P. F., & Lovibond, S. H. (1995). Íslensk þýðing: Pétur Tyrfingsson (2005) 

1 Mér fannst erfitt að slappa af.  0 1 2 3 

2 Ég fann fyrir munnþurrki.  0 1 2 3 

3 Ég virtist alls ekki geta fundið fyrir neinum góðum tilfinningum.  0 1 2 3 

4 Ég átti í erfiðleikum með að anda (t.d. allt of hröð öndun, mæði 
án líkamlegrar áreynslu).  

0 1 2 3 

5 Ég gat ekki byrjað á neinu.  0 1 2 3 

6 Ég hafði tilhneigingu til að bregðast of harkalega við aðstæðum.  0 1 2 3 

7 Mér fannst ég vera óstyrk(ur) (t.d. að fæturnir væru að gefa sig).  0 1 2 3 

8 Mér fannst ég eyða mikilli andlegri orku.  0 1 2 3 

9 Ég hafði áhyggjur af aðstæðum þar sem ég fengi hræðslukast 
(panik) og gerði mig að fífli.  

0 1 2 3 

10 Mér fannst ég ekki geta hlakkað til neins.  0 1 2 3 

11 Ég komst auðveldlega í uppnám.  0 1 2 3 

12 Mér fannst erfitt að ná mér niður.  0 1 2 3 

13 Ég var hrygg/hryggur og þunglynd(ur).  0 1 2 3 

14 Ég þoldi ekki þegar eitthvað kom í veg fyrir að ég héldi áfram við 
það sem ég var að gera.  

0 1 2 3 

15 Mér fannst ég nánast gripin(n) skelfingu.  0 1 2 3 

16 Ég gat ekki fengið brennandi áhuga á neinu.  0 1 2 3 

17 Mér fannst ég nánast einskis virði.  0 1 2 3 

18 Mér fannst ég frekar hörundsár.  0 1 2 3 

19 Ég varð var við hjartsláttinn í mér þó ég hefði ekki reynt á mig 
(t.d. hraðari hjartsláttur, hjartað sleppti úr slagi).  

0 1 2 3 

20 Ég fann fyrir ótta án nokkurrar skynsamlegrar ástæðu.  0 1 2 3 

21 Mér fannst lífið varla þess virði að lifa því.  0 1 2 3 


