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captivity, the symptom picture is far more complex. 

Brown (1994) explains the distinction between acute and 

chronic traumatic experiences. An acute traumatic 

experience is the static traumatic episode, a life 

threatening sharply intrusive event that destroys the 

existing meaning structures. A chronic traumatic 

experience is the normalization of repeated traumatic 

events that are unpredictable, inconsistent, and 

threatening; or dangerous circumstances, events and 

relationship patterns. Symptoms associated with this 

chronic trauma are major depression, anxiety, and what 

Kardiner termed "physioneurosis", a holding of 

traumatic memory within the body, or a constant 

physiological and mental state of readiness for 'fight 

or flight'. It is very common in victims of sexual 

abuse and assault to find 'hysterical' symptoms 

appearing in the body; "hysteria is the combat neurosis 

of the sex war" (Herman, 1992, Pg. 32). Chronic trauma, 

according to Herman, is the cause of enduring 

personality changes. Personality changes and 

alterations in self perception, consciousness, 

relationships, systems of meaning (schema) and affect 

regulation are included in the constellation of 

symptoms of trauma. 

The symptomatology of trauma described in the 

literature reviewed is better summarized in terms of a 
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spectrum of symptoms. These can be conceptualized as 

ranging from mild to brief stress response 

symptomatology, to the more complex, which covers an 

overlapping a range of parallel diagnoses, rather than 

trying to fit trauma into a single diagnosis. The 

symptoms of trauma are not always verbalized; the story 

of trauma often presents itself as cluster of symptoms 

that both call attention to the 'secret' of trauma, and 

simultaneously deflect attention away from the origins 

(Brown, 1994) . The most common of these are depression, 

anxiety , intrusion, avoidance or denial, suicide/self 

harm, constriction of affect or 'numbing', 

dissociation, somatization and substance abuse . As 

cited in the literature, victims often feel powerless, 

angry, guilty and shamed; often they have difficulty 

with boundaries, have a distortion of consciousness, 

and often unconsciously repeat behaviors similar to the 

original trauma. 

Chemical Dependency and Trauma, After separately 

reviewing the symptomatology of chemical dependency and 

trauma, there appears to be some similar types of 

symptoms. Whether this is the result of similar types 

of experiences, similar types of individuals, a 

coincidence that the symptoms are similar but are 

independent, or are related has not been clearly 

determined. As has been noted in the literature so far, 
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there are those individuals who possess diagnoses from 

both spectrums of symptomatology. These individuals are 

then "dually diagnosed". Treatment for these 

individuals is delivered separately and/ or dually, 

often without clear data informing the process as to 

relationship between these two symptomatological groups 

(Browne & Wolfe, 1994). An association is made in the 

literature as to there being a relationship , but some 

have framed it differently. 

Brown (1994) discusses the violence and emotional 

trauma that is part of the system of chemical 

dependency in family systems. She says: "Alcoholism 

almost always involves both acute traumatic events and 

the chronic conditions of everyday life" (Pg. 347). 

Brown (1994) draws similarities between the 

symptomatology of trauma and alcoholism . This parallels 

the "central dialectic" referred to by Herman (1992). 

The alcoholic and the individuals in the family system 

develop the same intra and interpersonal cognitive and 

behavioral response system of being controlled by the 

'secret' of alcoholism. Yet they deny the reality of 

the alcoholism at the same time. This is yet another 

rendition of the intrusion and avoidance relationship 

previously described by Horowitz and Herman. Brown also 

reframes the adult children of alcoholics who become 

alcoholics as being retraumatized by their own 



addictions; a rendition of compulsion repetition 

previously described by Chu. 
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The presence of trauma symptomatology with 

chemical dependency symptomatology is verified in a 

study by Brown, Recupero and Stout (1995) examining 

prevalence rates of PTSD in inpatient substance abuse 

treatment. They found even in their small sample (n=20) 

that there was a significant number of individuals 

presenting for substance abuse treatment who qualified 

for a PTSD diagnosis based on two measures of stress. 

Further, women were more likely to present with PTSD 

than men, and it more often as a result of physical 

abuse/assault or sexual abuse/assault. This is 

congruent with Herman's findings regarding emergency 

room visits (Herman, 1986). Brown, et al (1995) found 

that the patients who qualified for PTSD used inpatient 

and repeat treatment for substance abuse, more than 

patients who did not qualify for PTSD. 

Dissociation in chemical dependents is often the 

cause of relapse and treatment failure according to 

Kolodner and Frances (1993). Once an individual becomes 

abstinent, the intrusion of painful and retraumatizing 

memories occurs. In severe cases the person can 

experience a dissociative switch to an alter who has 

not accepted the chemical dependency diagnosis and is 

unaware of the relapse . Indeed the person could not 
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remember even taking the first drink of the relapse. 

This latter case also occurs in chemical dependents who 

are not dissociative, which is why the symptoms of 

dissociation in substance abusers are often missed and 

the client is revictimized which in turn impairs 

treatment efforts. Kolodner and Frances (1993) urge 

professionals to screen for dissociation among 

chemically dependent clients. Kovach (1986) points to 

covert anxiety in women who are in substance abuse 

treatment, particularly among women who present with 

incest and PTSD symptomatology. Kovach urges assessment 

for anxiety to formulate effective treatment planning. 

The study by Breslau, Davis, Andreski and Peterson 

(1991) researched the prevalence of traumatic events 

and the subsequent development of PTSD symptomatology. 

The authors found that the two most commonly occurring 

comorbid diagnoses were major depression and chemical 

dependency. They also confirm that the development of 

symptomatology associated with trauma is more common 

than previously thought and is a function of the 

individual's experience of the event(s). This is based 

on the presence of pre-existing disorders and 

particularly anxiety disorders. Regarding the 

relationship between chemical dependency and trauma 

symptomatology, Breslau, et al, (1991) differ with 

Brown (1994): 
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"Preexisting substance abuse or family history of 
drinking or drug problems did not increase the 
vulnerability to PTSD following trauma. Early drug use, 
like other early conduct problems , as well as drinking 
and drug problems in parents or siblings, increased the 
probability of exposure to traumatic events and, 
indirectly, the risk for PTSD in predisposed persons . " 
(Pg. 222) 

There are studies that suggest that chemical 

dependency is part of the dialectic of trauma, in that 

trauma and chemical dependency can become antecedents 

of one another (Brown & Wolfe, 1994; Saladin, et al, 

1995; Miller, et al , 1987). To further define this 

dialectic or relationship, Stephanie Brown (1994), 

citing Bean-Bayog (1986), explains that the disease of 

alcoholism is both an adjustment response to traumatic 

experiences and the pathology of which produces acute 

and chronic trauma. Futhermore, alcoholism is also the 

"secondary trauma that reinforces further defensiveness 

and traumatic response" (Pg. 349). In a study utilizing 

data from Helzer , et al (1987), Cottler, et al (1992) 

found that substance use predisposed individuals to 

exposure to traumatic events, and that there were 

differences between the types and severity of the 

traumatic events and the type of substances used. What 

is even more interesting and relevant to this study, is 

that Cottler's study was based on a sample from the St. 

Louis National Institute of Mental Health (NIMH) 

Epidemiologic Catchment Area (ECA) project. In that 

study the selection was from the general population 
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selected to approximate the demographics of the nation 

in 1980, and was not based on substance use, 

posttraumatic stress disorder (PTSD), or experience in 

combat theatre of war. It did include women. 

Saladin, et al ( 1995 ) and Miller, Downs, Gondoli 

and Kiel (1987), report that the majority of women they 

studied did not use or abuse, alcohol or drugs, prior 

to their first victimization. Saladin, et al found in 

comparing women receiving treatment for PTSD and 

substance abuse, with women receiving treatment for 

PTSD only, that the dual diagnosis women evidenced a 

greater average number of avoidance and arousal 

symptoms. Brady, Killeen, Saladin, Dansky & Becker 

(1994) in a previous and similar study, found that 

women with posttraumatic stress disorder (PTSD) scored 

higher on the Addiction Severity Index, were more 

likely to have a comorbid affective disorder, to be 

victims of physical and sexual abuse, particularly in 

childhood, and to be noncompliant with aftercare. This 

agrees with literature regarding veterans cited 

earlier. Saladin, et al (1995) concur with Cottler, et 

al (1992); within the dual diagnosis group there was 

greater association between alcohol abuse and arousal; 

and opiate/cocaine abuse and reexperiencing; and no 

difference between groups on avoidance. Saladin, et al 

(1995) also agree with Miller, et al (1987); women with 
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symptomatology of both trauma and chemical dependency 

endorse greater severity of symptoms and polysubstance 

abuse , and report greater exposure and severity of 

trauma experienced. 

Further, Miller, et al, report that sexual abuse 

is more of a discriminating variable than substance 

abuse between groups of women who present with both 

symptoms of trauma and chemical dependency versus 

traumatic symptomatology only. Miller , et al (1987) 

suggest that the relationship between the development 

of chemical dependency and trauma symptomatology is 

'spurious'; that they may have similar symptomatology 

but be unrelated , and that such other factors as 

Breslau , et al (1991) suggested may predispose or 

contribute to the development of traumatic 

symptomatology. Saladin , et al (1995) state that it may 

be the severity of the victimization that is associated 

with dual symptomatology rather than a relationship 

between trauma and chemical use or abuse per se. 

Brown and Wolfe (1994} agree that the appearance 

of an association or relationship between 

symptomatology of trauma and chemical dependency is 

confusing and complex . They suggest the issue is open 

to debate as to whether symptomatology of trauma 

predispos.es one to chemical dependency , or 

symptomatology of chemical dependency predisposes one 


