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Abstract
Background: The phenomenon of substance use, abuse and dependence is a serious problem
with psychological, social, physical and economic impact. The co existence of two disorders,
known as co morbidity or dual diagnosis and the relationship between a psychiatric disorder and
substance dependence is complicated and many scientists support that psychopathology often
forms the ground for the development of dependence. The aim of the study was to explore
substance use in individuals with Post Traumatic Stress Disorder (PTSD) and investigate whether
the severity of PTSD is related to Substance Use Disorder (SUD) as well as the severity of drug
addiction.
Method and material: A cross sectional, correlational study with the use of 3 research
instruments: The Treatment Demand Indicator (T.D.I.), the Addiction Severity Index (ASI) for
measuring the severity of substance dependence and the Post Traumatic Stress Diagnostic Scale
P.D.S. for the diagnosis of PTSD. The sample consists of 33 individuals, chosen by the members
of a therapeutic program for drug dependence which combines inpatient and outpatient
therapeutic interventions. The statistical analyses was performed by using the statistical
program SPSS.
Results: The results showed that a percentage of 40.6% of drug depended people reported
symptoms of PTSD and
were diagnosed with PTSD. From those, the level of impaired
functioning showed that
(23%) had a medium problem and the other (77%) had a serious
impaired functioning level. A significant positive relationship between PTSD and severity of drug
problems was found. The results showed that there was a statistically positive significant
correlation between the PTSD symptom severity and the level of dependency from drugs
(r=0.678, p-value=0.011). This finding shows that the higher the level of dependency, the higher
the PTSD symptom severity index. Also the results showed that there was a significant
correlation suggesting that those suffering from PTSD presented a bigger problem with drugs
(Χ2=18.945, p-value<0.001). Therefore, those participants who had an acute problem in the level
of severity of drug abuse were also suffering from PTSD (78%) and those who had a medium
problem were not suffering from PTSD (90%).
Conclusions: More investigation is needed to determine the relationship between the two
disorders (PTSD and SUD) in order to find out which one precedes the other. In addition, it is
important to investigate how one disorder affects the development of the other and how they
affect, if they do, the therapeutic progress and development of the person.
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Introduction

T

he phenomenon of the co existence of
two disorders, known as co morbidity
or dual diagnosis, of individuals
suffering from Post Traumatic Stress Disorder
(PTSD) and Substance Use Disorder (SUD) is
an issue that worries professionals as it
concerns care, therapy, rehabilitation and
the
relationship
between
the
two
disorders.(1) The coexistence of substance
dependence and post traumatic stress
disorder is common between substance users
(35-50%) (2-4). In most cases, one disorder
makes the other worse, increasing in this
way the possibility of relapse and decreasing
the chances for the social rehabilitation of
these people.
Despite improvements in substance use
therapy, individuals with current PTSD
continue to exhibit increased disability and
poorer functioning over the 2-year follow-up.
These findings highlight the importance of
assessing multiple outcomes. (5)
PTSD is an anxiety disorder that can
develop after exposure to one or more
traumatic events that threatened or caused
great physical harm. It is a severe and
ongoing emotional reaction to an extreme
psychological trauma.This stressor may
involve someone's actual death, a threat to
the patient's or someone else's life, serious
physical injury, an unwanted sexual act, or a
threat to physical or psychological integrity.
According to the Diagnostic and
Statistical Manual of Mental Disorders (DSMIV) definition, the person has each of the
following key symptoms for over a month,
which result in decreased ability to function
at different levels, for example, at work or
in their social life (e.g. work, social life): (a)

Intrusion, for example, flashbacks and
nightmares, (b) Avoidance, expressed in
denial to talk about it or remember it, (c)
Arousal, for example, insomnia and anger(6)
Based on National Co morbidity Surveys
(NCS), the life time prevalence of PTSD in
the general population is 8% (7). A
percentage of 20% to 50% of people will
eventually develop symptoms consistent with
PTSD diagnosis following exposure to a
traumatic event (8,9).
SUD is a term that encompasses both
dependence on and abuse of drugs usually
taken voluntarily for the purpose of their
effect on the central nervous system (usually
referred to as intoxication or "high") or to
prevent or reduce withdrawal symptoms.
These mental disorders form a subcategory
of the substance-related disorders (6).
Substance abuse is the compulsion to use
drugs despite the negative consequences e.g.
legal, physical, social, and psychological
caused by the substance. The DSM-IV term is
“substance use disorder” with substance
abuse presented as a milder form and
substance dependence as a more severe one.
In a national United States of America
(U.S.A.) sample, (7) It was found that the
rates of substance use were 35% for men and
18% for women respectively in lifetime. The
rate was higher in whites than blacks or
Hispanics.
According to the European Monitoring
Centre for Drug and Drug Addiction (EMCDDA)
(10) in a general Cypriot population survey
carried out in 2006 among Greek speaking
adults (15-64 years old), the life prevalence
for cannabis was 6.6%. The lifetime
prevalence for ecstasy was 1.6%, following
cannabis use.
In 2007, the problematic
opioid users aged 15-64 were estimated to be
between 1.6 and 3.9. per 1000 inhabitants.
The total number of problematic drug users
in Cyprus was estimated to be between 15912541.
In Europe, estimations to the adult
population (15-64 years old) show for
cannabis a lifetime prevalence of at least 71
million (22% of European adults) and for
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cocaine a lifetime prevalence of at least 12
million (3.6% of European adults). The
problematic opioid use is between one and
six cases per 1000 adult population
(10).Studies in the USA report a very high
percentage of co morbidity of psychiatric
and substance use disorders (79%)(11) and
even higher in Greece, up to 90, 3% (12).
Post traumatic stress disorder is related to
the disorder of substance use, abuse and
dependence and the correlation between the
two disorders is high. Among people with
substance use disorder, PTSD is common.
Specifically, the relevant percentage for
individuals with opioid use disorder is 33.2%
(5).
Clinical observation about the possible
co existence and interaction of the two
disorders has led to the development of
research in the 80’s. Keane et al. (13) were
one of the first research teams that
identified high rates of problems with
alcohol and other drug abuse in treatmentseeking combat returns with PTSD.
Studies (14,15) demonstrated that co
morbidity of substance and alcohol use
among the veterans with PTSD diagnosis
fluctuated from 64-84%. Later studies
supported this result and found that patients
with PTSD and SUD perceived their two
disorders
as
functionally
correlated,
(7,16,17). A Back et al. (18) study found that
there is a high correlation between PTSD and
people addicted to cocaine. The 42% in this
study(18) and 21% in similar studies (19)
satisfied the criteria for a PTSD diagnosis and
in the general population this percentage is
only 7,8%, a difference that causes many
concerns. Clinical studies also showed high
rates of PTSD among people in treatment for
heroin
dependence
(life-time 14-29%,
current: 20-31%). These rates are higher than
those
observed
among
the
general
population - life time: 1-8%, current: 1-4% (5)
There is also a debate in the literature
on whether PTSD precedes SUD or if it
increases the risk for significant drug abuse
or
dependency
(7,20).
Alternative
explanations suggest that a substance using
lifestyle may predispose such individuals to
trauma exposure and subsequent PTSD or

that drug use increases susceptibility to PTSD
following a traumatic exposure (20).
In the question as to whether PTSD and
SUD share common causes (20), 24, 3% of
those who were addicted had a history of
PTSD compared to the 9, 6% of those who did
not
make
use
of
psychoactive
substances.(20) The possibility of starting on
drugs was 29, 1% for patients with a history
of PTSD compared to 11, 9% of those who did
not have a PTSD diagnosis(20) . Identical
twins were studied in order to explore the
genetic effect on PTSD and SUD and it was
found that genetic influence is responsible
for 15, 3% for the PTSD, SUD and alcohol
consumption and 20% for PTSD specifically. It
was also found that for all the 3 disorders
there are common environmental factors and
specific for each phenotype, suggesting that
alcohol and drug dependence have different
etiological elements as well as important
common
genetic
and
environmental
contributions.
Other researchers (17, 21) explored the
severity of drug use and PTSD and found that
PTSD
symptomatology
has
a
strong
correlation with the severity of drug use,
showing that psychological discomfort
because of the trauma may be an important
factor for serious drug abuse. Although drug
use may reduce the negative effects of
trauma, severe abuse may trigger the
appearance of PTSD symptoms and increase
discomfort. Therefore, if PTSD if left
untreated, SUD may develop severely in time
and lead to worse treatment results for drug
abuse (22).
Methodology
Aim of the study
The aim of this study was to answer the
questions which are based on the available
literature and clinical observation:
1. Is there a relation between SUD and PTSD?
2. Does addiction severity differ between
individuals with co morbidity and those with
substance use disorder only?
3. Is the level of severity of PTSD related to
the level of severity of addiction?
Design
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This is a cross-sectional co relational
design with the use of two samples: one with
PTSD – SUD co morbidity and one with SUD
without PTSD.
Sample
The sample was drawn from a substance
use therapeutic program based on the model
of therapeutic communities in Cyprus. The
inclusion criteria were to have treatment
and be free of substances and the exclusion
criteria were the age below 18 years and
over 70 years old and a diagnosis of psychotic
disorder,
brain
trauma
or
organic
psychosyndrome. Forty people participated
in the therapeutic program; all of them
fulfilled the criteria of participating in the
research. After a personalized informative
meeting,
35
people
agreed
their
participation in the research. Eventually,
two of those people did not complete the
questioners. The 33 people consisted the
researcher’s sample (N=33).
Permission to conduct the study was
obtained from the Ministry of Health. As this
study was a part of a BSc final project a
supervisory
committee
reviewed
and
approved the protocol. The participants
signed an informed consent. The anonymity,
confidentiality and protection of personal
data were assured.
Research instruments
 Treatment Demand Indicator T.D.I.
The Treatment Demand Indicator (TDI) is
one of the five key epidemiological
indicators which contribute to the overall
aim of providing objective, reliable and
comparable information at a European level
concerning drug and drug addiction. It was
designed on November 1996 and it consists of
categorical and numerical questions related
to socio-demographic information, drug use
and high risk behaviors (23).
 Addiction severity index (ASI)
The ASI was originally developed in the
USA (24) in 1980 and it was modified for use
in Europe and renamed to European
Addiction Severity Index (EuropASI) (25).
The EuropASI is a 30 item questionnaire
that is used for research and diagnostic
purposes and evaluates 7 domains: the

medical condition, occupation and financial
support network, substance use, legal
condition, family and social relations, as well
as the psychiatric condition. The participant
is given a score on each of these domains so
as to develop a “severity profile” which
means the severity of substance use. At the
same time, the instrument can be used for
re-evaluation and the effectiveness of any
therapeutic intervention. The test-retest in
the first reliability study was found to be
0.89. (24)
 Post Traumatic Stress Diagnostic Scale
This was the main instrument of the
study that was used for the differentiation of
the participants into two groups. PDS is a 49
item scale designed for the diagnosis and the
symptom severity of the PTSD as it is
reflected in the DSM-IV. The PDS consists of 6
factors: the exposure to the traumatic event,
avoidance, arousal, symptom duration /
delayed onset and functioning (26).
The reliability of the scale is reported by
the author for the 17 items with a Cronbach
alpha on .92, indicating a high internal
consistency and the test-retest reliability
provided good support for the interval
consistency and stability. The convergent
validity was examined by correlating the
symptom severity score with other scales
that measure psychological constructs
associated with PTSD. Correlation between
the PDS and the scales measuring associated
constructs (N=230) are as follows:
Beck Depression Inventory (BDI) =.79
State index of state – trait Anxiety Inventory
(STAI) =.73
Trait Index of State – Trait anxiety Inventory
=.74
Impact of Event scale intrusion index=.80
and Avoidance index =.66 (27)
For the purpose of this study, the PDS
was translated and back translated in the
Greek language.
Data collection
The data was collected in 2007 and the
first evaluation consisted of the information
included in the participant’s medical record.
Personal data were collected from the
EuropASI and TDI questioners which were
used according to the evaluation schedule of
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the therapeutic program. The TDI provided
information
about
the
demographic
characteristics of the individuals as well as
information for the substance use and the
ASI confirmed the diagnosis of SUD. The
second step was to administer all the P.D.S
for the diagnosis of PTSD. The sample was
divided into 2 groups: the group N consisting
of individuals suffering from co morbidity of
PTSD and SUD and the group O consisting of
individuals with SUD and absence of PTSD.l
Results
The sample consisted of 30 (90.9%) men
and 3 women (9.1%). Their age was between
19 to 51 years old (M=26.2, SD=6.5).
Regarding their living conditions, 25
participants (75.8%) were living with their
parents and the rest with a spouse, partner
Gender
Male
Female
Living with:
parents
spouse or children
other
Residence
Permanent residence
Temporary facility
Education
Elementary
Gymnasium
Lyceum
Training school
College
University
Employment
Unemployed
Permanent job
Temporary job
Student

or a friend. Most of them (29 or 87.9%) were
living on a permanent residence and the
others were staying in a temporary facility or
were homeless. 20 participants were living in
the city (60.6%) 2 in a refugee camp (6.1%)
and 11 in a village or a suburb (33.3%). The
majority did not work (20 persons or 60.6%),
7 had a permanent job (21.2%), 3 were
students (9.1%) and 4 had a temporary job
(12.1%). The highest educational status was
gymnasium (13 or 39.4%), followed by
lyceum (9 or 27.3%), 5 participants had
technical school education (15.2%), 4 were
college graduates (12.1%), 1 completed the
elementary school and 1 was a university
graduate (3%). 14 participants (42.4%) gave
up school before graduation.
These results are presented in table 1.

N (33)

%

30
3

90.9%
9.1

25
4
4

75.8%
12.1%
12.1%

29
4

87.9%
12.1%

1
13
9
5
4
1

3%
39.4%
27.3%
15.2%
12.1%
3%

20
7
4
3

60.6%
21.2%
12.1%
9.1%

Table 1: Demographic characteristics of the sample

Substance use
The mean age for asking first time help
was 23.7 years (SD= 6.9). The youngest age

when substance use began was 12 years old
and the oldest 40 years old. It is also
interesting that 11 participants had various

Co morbidity of Post-Traumatic-Stress Disorders and Substance Use Disorder
pp: 107-117
E-ISSN:1791-809X

111
www.hsj.gr

Health Science Journal® All Rights Reserved

HEALTH SCIENCE JOURNAL ®

VOLUME 5, ISSUE 2 (2011)

ways of using (injections, smoking, sniffing)
and they usually began with cannabis.
Regarding their high risk behavior, 23 of the
participants (69.7%) used injections and 15 of
those or (65.2%) have used the same needle
and syringe. The level of substance use
severity for the 33 participants was between
4 to 8 according to the ASI score, with a M=
5.4 and SD=1.3. The results also showed that
the risk of alcohol abuse is 2.2 (SD=1.5) in a
0 -7 scale.
Post traumatic stress disorder (PTSD):
The results showed that 13 persons (40.6%)

Main substance use
Heroin
Cocaine
Cannabis
Main administration route
Injection
Smoking/ Inhalation
Sniffing
Level of severity from alcohol
abuse
No problem (0-1)
Slight problem (2-3)
Medium problem (4-5)
Serious problem (6-7)
Acute problem (8-9)
Level of severity from drug abuse
No problem (0-1)
Slight problem (2-3)
Medium problem (4-5)
Serious problem (6-7)
Acute problem (8-9)
Level of PTSD symptom severity
score
Slight problem (1-10)
Medium problem (11-20)
Severe problem (21-35)
Acute problem (36-51)

reported symptoms of PTSD. From those, the
level of impaired functioning showed that 3
people (23%) had a medium problem and the
other 10 (77%) had a serious impaired
functioning level. The symptom severity
score was between 11- 45, M= 30.5 and SD=
10.7.The severity index was: 1-10 mild, 1120 medium, 21-35 severe, 36-51 acute
problems. The rest 20 participants (59.4%) of
the 33, which was the sample, did not suffer
from PTSD. These results are presented in
the table 2.

Frequency
(number of participants)

Percentage

24
6
3

72.9%
18.2%
9.1%

22
6
5
Frequency (participants)

66.7%
18.2%
15.2%
Percentage

13
15
4
1
0
Frequency (participants)
0
0
20
9
4
Frequency (participants)

39.4%
45.5%
12.1%
3%
0%
Percentage
0%
0%
60.6%
27.3%
12.1%
Percentage

0
2
6
5

0%
6.1%
18.2%
15.2%

Table 2: Substance use and level of drug, alcohol use and PTSD symptom severity
Correlation studies
The sample was divided into 2 groups
according to the previous analyses: those
suffering from SUD only (N=20, group O) and

those suffering from SUD and PTSD (N=13,
group N).
1. Correlation between the PTSD (symptom
severity score) and the level of dependency
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from drugs. The aim for this analysis was to
find if there is a correlation between the
level of PTSD severity symptoms and the
level of drug dependency in group N.
The Pearson correlation coefficient was
used and a statistically significant relation
was accepted if the p-value is lower from the
level of significance α=5%. The results
showed that there was a statistically positive
significant correlation between the PTSD
symptom severity and the level of
dependency from drugs (r=0.678, pvalue=0.011). This means that the higher the
level of dependency, the higher the PTSD
symptom severity index.
2. Correlation between the PTSD (symptom
severity score) and the level of alcohol
dependency. The aim for this analysis was to
find if the persons in group N apart from
being dependent on drugs, there is a
correlation between the level of PTSD
severity symptoms and the level of alcohol
dependency. In this case, the Pearson
correlation coefficient showed that there is
no
statistically
significant
correlation
between the PTSD symptom severity and the
level of dependency from alcohol (r=0.515,
p-value=0.072).
3. Those who are suffering from PTSD may
present higher levels of dependency related
to those who are not suffering from PTSD
In this case correlations between the O
and N group were applied. One way to do
this was to use the score of severity of drug

abuse as a continuous variable and compare
the two groups with a t-test for two
independent samples. The results showed
that there was a statistically significant
difference between the two groups (t=4.9, pvalue<0.001), where the N group presented a
higher degree of severity of dependency on
drugs in relation to group O. More
specifically, the mean of the N group is 6.54
(SD= 1.3) and the mean of the O group is
4.65 (SD=0.7) and this shows that PTSD is
significantly related to the level of drug
dependency.
Another way to examine this correlation
was to divide the drug dependency severity
index in categories (no problem, slight
problem etc) and examine if there were
more persons in each category, suffering
from PTSD. It was examined if PTSD was
related to the various levels of dependency.
This test was performed with chi-square (Χ2)
and the results showed that there was a
significant correlation suggesting that those
suffering from PTSD presented a bigger
problem
with
drugs
(Χ2=18.945,
pvalue<0.001). Therefore, those participants
who had an acute problem in the level of
severity of drug abuse were also suffering
from PTSD (78%) and those who had a
medium problem were not suffering from
PTSD (90%). These results are presented in
table 3.

PTSD
Yes

Total
No

Level of dependency from drugs
Medium problem

2

18

20

Serious problem

7

2

9

Acute problem

4

0

4

13

20

33

Total

Table 3: Relationship between the level of drug dependency and PTSD

4. Those participants suffering from PTSD are
more dependent on alcohol:
To test this hypothesis a t-test for 2
independent variables was used and the

results showed that there was no significant
difference between the 2 groups regarding
alcohol dependency (t=1.5, p-value=0.142)
which means that PTSD is not related to the
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level of alcohol dependency. The researchers
also used the severity index categories to see
if PTSD was related to the various levels of
alcohol dependency by using the chi-square
test (Χ2). The results showed again that there
was no significant relation between PTSD and
the level of alcohol dependency (Χ2=2.134,
p-value=0.545).
5. Those participants with high level of drug
and alcohol dependency severity index, have
a higher degree of impaired functioning.
According to the study the participants
belonged either to the medium or severe
level of impaired functioning. The t-tests
showed no significant difference between
the functioning and the level of drug
dependence.
(t=2.1,
p-value=0.055).
Concerning
the relation between the
severity of alcohol dependency and impaired
functioning the t-test showed that the group
with the serious impaired functioning (M=3.4,
SD= 1.8) had a significantly higher degree of
alcohol dependency compared to those with
alcohol dependency is only 0.7 and SD= 0.6.
(t=2.5, p-value=0.027)
6. Those participants with a high severity
index in drug and alcohol dependency have a
higher PTSD symptom index.
This hypothesis was tested with the
ANOVA and it showed that the scores differ
significantly between the groups with
medium, severe and acute problems with
drugs
(F=7.971,
p-value=0.009).
More
specifically, those with acute problems
seemed to have a higher degree of PTSD
severity
symptoms
(M=42.5,
SD=2.6)
compared to those with medium problems
(N=25.5, SD=9.2). The Analysis of Variance
was also used to see if the scores of those
with a higher PTSD symptom index differed
significantly in groups with medium, severe
and acute problems with drugs, however the
results did not support this hypothesis
(F=1.947, p-value=0.1931).
7. There is a relation between the main
substance of use and the existence of PTSD
in users:
This hypothesis was tested with chisquare (Χ2) and the results showed that there
was no correlation between the main
substance used and the fact that a user may
suffer from PTSD (Χ2=0.190, p-value=0.909).

Discussion
The results of this study support the
hypothesis of co morbidity of Substance Use
Disorder- SUD and Post Traumatic Stress
Disorder-PTSD (r=0.678, p-value= 0.001).
These show that indeed there is a
statistically significant difference between
the two groups, where those individuals with
SUD who are also suffering from PTSD, suffer
a higher degree of dependency compared to
those with no history of PTSD. It is therefore
supported that if a person is using substances
like narcotics, and at the same time presents
symptoms of PTSD, the addiction problems
and the dependency on drugs are much
greater. These findings agree with other
studies who found that there is a tendency of
individuals with PTSD to score higher in the
ASI instrument suggesting that this disorder
may increase the risk for significant abuse or
dependency on substances (2,7,20).
The 40.6 percentage of co morbidity in
this study is similar to other studies
supporting a co morbidity percentage of 2555% (14,16,18,28,29). Within treatmentseeking samples of SUD patients, current
PTSD rates range from approximately 33-50%.
(2-4). However, there are reports with lower
percentages like 24, 3%
(20) and even
lower with 21.% (30).
Especially, the results of this study are
the same with another survey (2) which
showed that 38.5% suffer from PTSD.
Reynolds et al, also, found that the groups
with PTSD had higher ASI score than the non
PTSD group. (2) The two studies had similar
samples. Both of them had small samples
which were taken from therapeutic programs
with the same exclusion criteria. Also, the
samples had similarities regarding the
demographic
characteristics,
mainly
regarding gender, with men being more than
women, and employment, with high
percentages
of
unemployed
persons.
According to the European annual report,
opioid users report higher rates of
unemployment
and
lower
levels
of
educational
attendance
than
other
clients.(10). The average age is not
significantly different. Also, the A.S.I.
instrument was used in both studies.
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As regards to gender issues, the majority
of the sample were men and is similar to
other studies (29) , (16), (2), supporting the
international view(10) that women are less
likely to begin substance use. On average
men outnumber women opiod clients by
three to one with higher proportions of men
found in Cyprus, Greece, Bulgaria, Italy,
Malta, Portugal, Spain and France (10).
However, although it would have been very
interesting, the small women sample did not
allow for more statistical analyses to detect
gender differences in PTSD and SUD.
Most of the participants live with their
family and this can be explained by the
strong bonds of the traditional Cypriot family
which supports its members during the whole
span of their adult life, although this may
create another kind of dependency for the
addicted person – a dependence on their
family members.
It is also found that the most common
substance used is cannabis (90.9% of the
sample) which is in agreement with the
European Monitoring Center for Drugs and
Drug Addiction – Annual Report 2008.
Regarding their high risk behavior, 65.2% of
our sample, have used the same needle and
syringe which is lower compared to other
studies where this percentage reaches
almost the 97% (31). The level of severity of
substance use according to ASI is between 4
and 8 which means that the participants
present a medium to severe problem
regarding substance use. These results can
be considered normal given that the sample
is drawn from a program offering therapeutic
interventions to already addicted individuals.
For the same reason the lower level of
severity of alcohol abuse is expected, since
this kind of dependency was detected as a
secondary problem, or in the framework of a
multiple substance use.
As regards to the severity of the
symptoms of the PTSD and the level of
dependency on drugs and /or alcohol, it is
found that the more severe the symptoms of
PTSD, the higher the level of dependency
and vice versa. This finding supports other
studies (17,21)which point out that violent
trauma and psychological malaise is related
to the severity of dependency. Evidence
from numerous studies supports the notion

that a positive correlation exists between
symptoms of PTSD and severity of SUD
symptoms.(28,29).
The
symptom
severity
score
of
individuals with PTSD was not correlated
with the level of alcohol dependence, which
contradicts the findings of other studies by
(32,33). The explanation for this finding is
that alcohol consumption was not the main
problem of the selected sample, since it was
drawn from a drug addiction treatment
center where alcohol is not included.
Therefore, the analysis in this study was
performed for alcohol use as a secondary
problem, since the focus and main problem
was addiction on drugs.
Limitations of the study
The research used a relevantly small
sample, mainly due to the fact that the
number of people in therapy for drug
addiction is small and secondly because the
research concerned only one center. In
Cyprus there is only one more therapy center
dealing with this group of people. However,
it is rather difficult to access these centers.
Due to the small sample repentant
researches would have to take place in orso
as reach a more holistic view of this aspect.
Conclusions – Suggestions
The
coexistence
of
substance
dependence and post traumatic stress
disorder between substance users in this
study is 30 to 55%. In most cases, one
disorder makes the other worse, increasing
in this way the possibility of relapse and
decreasing
the
chances
for
social
rehabilitation of these people. This finding
illustrates that it is important to investigate
more and determine the relationship
between the two disorders (PTSD and SUD) in
order to find out which one precedes the
other, if there is such a case. In addition, it
is important to investigate how one disorder
affects the development of the other and
how they affect, if they do, caring, the
therapeutic progress and the development of
the person. The study has also shown the
need for investigating the existence of Post
Traumatic Stress Disorder among people in
the
therapeutic
programs
for
drug
dependence.
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