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Summary
Background: Opiate Agonist Treatment (OAT), also referred to as Methadone Maintenance
Treatment (MMT), has been the cornerstone of medically assisted treatment for people
with an opiate use disorder for over five decades. OAT has been shown to retain people in
treatment, and reduce the significant harms caused by harmful heroin use, in particular,
the health related problems caused by drug injecting behaviour and blood borne viruses
such as Human Immunodeficiency Virus (HIV). Despite the success of OAT in reducing illicit
opiate use, research shows that polydrug use remains relatively high among people in OAT.
Research also shows that children who grow up in dysfunctional homes are at an increased
risk of childhood maltreatment and the development of substance use disorders and
mental health disorders such as post-traumatic stress disorder (PTSD) in adulthood.
However, the relationships between adverse childhood experiences (ACEs) and PTSD on
the outcomes of substance use treatment are not fully understood. The present study aims

to address this issue.

Aims: The main aim of the study is to investigate the relationship between ACEs, PTSD,
current drug use, HIV risk taking behaviour, physical health, psychological well-being,
criminality, and social functioning, among adults attending addiction treatment services.
The study also explores whether there are gender differences in the number of ACEs and

the levels of PTSD between males and females attending OAT services.

Methods: This study makes use of an observational cross-sectional design. Data for this
research study was collected in 2019 from among the original 131 subjects who attended
one of the six participating opiate addiction treatment centres for the Healthy Addiction
Treatment Recovery Model (HAT) research study in 2017, a study designed to measure
treatment outcomes among people in OAT. The data collected included measures for the
number of ACEs, the level of PTSD and six outcomes of OAT, current drug use, HIV risk
taking behaviour, physical health, psychological well-being, criminality, and social
functioning. Extensive descriptive analyses were conducted and inferential analyses such
as correlations, Chi sq. and multiple regression models were statistically explored. This

study received ethical approval from the researcher’s university.



Results: The average age of the participants was 43 years and the mean length of time
spent in their current treatment was 11 years. The average age at which people left school
was 15 years and the level of unemployment at 77%, was very high among the cohort.
Criminality and HIV risk taking behaviour, was very low among the participants. The mean
score for PTSD was 30, with 40% of participants returning scores of >33 indicating a
diagnosis of PTSD may be appropriate. The average number of ACEs among the cohort was
4 from a maximum of 10 ACEs and a strong positive correlation was found between the
number of ACEs and PTSD. Three predictor variables were identified for psychological well-
being, (ACEs, general health, and PTSD) with PTSD emerging as the strongest predictor,
explaining 54% of the variance in psychological well-being. PTSD was also identified as a
significant predictor of social functioning, and physical health. Chi Sq. analysis between the
ten ACE factors and those people scoring above and below a PTSD cut-off score of 33, found
a significant association between nine of the ten ACE factors, with the strongest association
found between PTSD and childhood emotional neglect. The regression modelling for the
PTSD showed that four of the ACE factors significantly predicted PTSD, with ‘emotional
neglect’ emerging as the strongest predictor followed by ‘growing up in a ‘household with

someone who abused alcohol or used street drugs’.

Conclusion: The findings supported OAT as an effective harm reduction treatment
approach in reducing heroin use, HIV risk taking behaviour and criminality among people
in OAT. However, evidence was not shown to support OAT in improving mental, physical
health and social functioning outcomes among people attending the services. The results
suggest that the psychological and mental health needs of this sample of people in OAT are
not being fully addressed within the current treatment modality. The results also suggest
that given the relationship between PTSD and historical ACEs, psychological well-being and
general health, the prevalence of PTSD among this sample may explain the length of time
people remain in treatment. Therefore, historical trauma needs to be addressed if service
users are to fully recover from opiate addiction. Furthermore, given, that the mean age of
participants was 43 years, emotional neglect may be a chronic form of ACE, which affects

people’s ability to recover from PTSD and harmful substance use.
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Chapter 1: Introduction

1.1 Introduction

The World Health Organisation (WHO), reports that an estimated 62 million people use
opioids worldwide, with approximately 36 million people experiencing drug use disorders
in 2019 (WHO, 2021a). In Western Europe, Degenhardt et al. (2013), estimated over 1.31
million people were using opioids in 2010. Whereas, in 2022 the European Monitoring
Centre for Drugs and Drug Addiction (EMCDDA) reported that one million Europeans used
heroin or another illicit opioid in the prior year (EMCDDA, 2022). Despite the fact that the
prevalence of opioid use is lower than that of other illicit drugs, opioids contribute the
greatest share of drug related harms throughout Europe (EMCDDA, 2022). Ireland has one
of the highest rates of heroin use in the European Union (EU), estimated to be 8 in 1,000
adults (Darker et al., 2016), with opioids drugs considered responsible for the largest
number of drug related deaths worldwide. Opiates are the drugs most implicated in drug
related deaths in Ireland with over 21,000 of potential life years lost in 2016 alone (Health
Research Board, 2019). The incidents of opiate involvement in accidental deaths through
drug related poisoning in Ireland reduced by 15% between the years 2008 to 2017 (Evans
et al., 2021) and while the number of drug deaths from accidental poisoning has remained
relatively stable over this ten-year period, the overall number of non-poisoning deaths have
steadily increased by 10% with psychological trauma now accounting for 48% or 197 of all
non-poisoning mortality (Evans et al., 2021). Harmful substance use, particularly among
people living in large urban disadvantaged areas has increased enormously over the past
20 years (Irish College of General Practitioners, 2018). The standard treatment for people
with an opiate addiction in Ireland is through the administration of an opiate agonist, either
methadone or buprenorphine/naloxone, labelled Opiate Agonist Treatment (OAT).
Methadone is a full opiate agonist while buprenorphine is combined with naloxone to form
a partial agonist and administered under the brand name Suboxone (Delargy et al., 2019).
This introductory chapter will present an overview of OAT, some of the key benefits for

people receiving this medical intervention and some of the drawbacks of long-term drug



treatment. Other key factors relating to OAT will also be discussed including retention in

treatment, mental health, social functioning, criminality, and trauma.

The Methadone Treatment Protocol (MTP), a harm reductionist approach to problematic
opiate use, was introduced in Ireland in 1998 with the primary aim to provide an
appropriate pharmacological response to the increasing number of drug related deaths and
high rates of HIV infections among the growing number of people with an opiate use
disorder, particularly in socially deprived areas of Dublin City (Health Service Executive,
2010; Irish College of General Practitioners, 2018). The protocol details the provision of
opiate agonists to addicted individuals through specialised treatment centres and
community pharmacies throughout Ireland. Treatment involves patients attending a
specialised treatment centre or a community specialist general practitioner (GP) and
pharmacy to receive a prescribed opiate agonist such as methadone or suboxone. Current
estimates suggest that over 10,000 people in Ireland receive a medically prescribed opiate
agonist with approximately 60% of patients attending specialist treatment centres mainly
in Dublin City and county and the remaining 40% attending specialist GPs both in Dublin

and across the twenty-six counties within the Republic of Ireland (Delargy et al., 2019).

Among the key benefits of OAT is the retention in long-term treatment, considered a core
objective of OAT by the clinical staff involved (Delargy et al., 2019). Retention in treatment
provides the individual with a medical grade opioid, consequently enabling the person to
eliminate the craving and withdrawal symptomology characteristic of long-term heroin use,
therefore, removing the motivation to seek illicitly sourced opioid drugs on the street. The
additional benefit for the person is that the agonist is provided free of charge by the drug
treatment service or licenced community pharmacy. In a study among people attending six
OAT services in North Dublin, Comiskey et al. (2018) found that on average, people
attending these services remained in treatment for over 7 years, indicating a high retention
rate and treatment compliance. This finding was supported by Mayock et al. (2018) among
a sample of people in OAT in South County Dublin, with retention rates exceeding 10 years.
Retention in treatment enables the clinical staff to monitor and provide medical support

for the related harms caused through injecting behaviour, such as abscesses, a cause of
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septicaemia and other blood borne viruses (BBV). According to Delargy et al. (2019), the
MTP has proven its effectiveness in supporting the retention of people in treatment while
also reducing both human immunodeficiency virus (HIV) and hepatitis C virus (HCV)
transmission and improving the overall health and social functioning of people with an
opiate use disorder (OUD). A view which was also supported by the results from the
Research Outcome Study In Ireland (ROSIE) (Comiskey et al., 2009), National Treatment
Outcomes Research Study (NTORS) in Great Britain (Gossop, 2015), and the Australian

Treatment Outcome Study (Darke et al., 2015; Ross et al., 2005).

In Ireland the prescription of opiate agonists for people with an OUD has contingencies and
legal restrictions attached for those who can prescribe and supply the medications. The GP,
whether practicing in a specialist addiction treatment centre or private practice, is required
to complete a specialist training programme before they are licenced to prescribe the
medication (Delargy et al., 2019). The clinical guidelines for GP’s recommend that “at least
one random drug test is taken per month” from all patients in OAT (Health Service
Executive, 2016, p. 32). Furthermore, a contingency management incentive allows a person
to take their methadone away for in-home consumption for up to a maximum of six days
(excluding holidays). This is conditional on the person being “free of cocaine and non-
prescribed opiates” and is at the discretion of the prescribing GP (Health Service Executive,
2016, p. 21). The type of agonist (methadone or suboxone) and the dosage a person is
prescribed is decided by the GP. According to Delargy et al. (2019), the MTP “has been the
mainstay of harm reduction services in Ireland” for the past twenty years, providing a
network of specially trained GPs “within a structured framework of training, quality
assurance and remuneration” (Delargy et al., 2019, p. 1). However, the challenges for the
medical profession include “the negative attitude of patients around service delivery”, the
stigma associated with methadone treatment and “the rates of fatal overdose” (Delargy et

al., 2019, p. 1).

A criticism of the current service is the lack of power a client can exert in the decision-
making process for their recovery journey. A qualitative study among twenty-five long-term

methadone-maintained people in South Dublin by Mayock et al. (2018) reported that
3



methadone treatment has had a positive impact on their lives, bringing stability and
normality and the “ability to fulfil their roles as family members, parents and friends”
(Mayock et al., 2018, p. 3). However, OAT only stabilises the person on an opiate substitute,
therefore, people are maintained in addiction services potentially for years or even
decades. This reality for people in OAT has prompted some service users to refer to
methadone colloquially as “liquid handcuffs” to indicate the routine nature of OAT (Mayock
et al., 2018, p. 3). Furthermore, the MTP is confined within the medico-pharmacological
treatment framework for drug dependency, with minimal input from the
psychotherapeutic community (Delargy et al., 2019). Although treatment for heroin
addiction using opiate agonists dates back to the 1920s, records from this period on the
effectiveness of this treatment were inconclusive based on the lack of published material
(Joseph & Woods, 2018). It was not until Dole and Nyswander (1965) published the results
of a clinical trial involving twenty two opiate addicted patients that methadone was first
identified as a potential treatment for an opiate use disorder (OUD). The authors reported
that methadone was found to eliminate both the craving to consume heroin and the severe
withdrawal symptoms of heroin addiction, concluding that through methadone
maintenance treatment (MMT) people “should be able to live a normal life” (Dole &
Nyswander, 1965, p. 84). A phenomenon observed by Dole and Nyswander (1965) was that
several patients suffering with severe emotional stress exhibited symptoms similar to drug
withdrawal, even though they were sufficiently medicated. By providing reassurance to the
patients without further medication the symptoms of general malaise, nausea, and
sweating abated, however, the authors suggested that the effectiveness of methadone
treatment can vary “with changes in psychological and metabolic states” of the individual

(Dole & Nyswander, 1965, p. 83) .

Co-occurring mental health issues with substance use disorders are common among people
who use illicit drugs (Kreek, 2011). The term dual diagnosis (DD) refers to the co-occurrence
of a substance use disorder (SUD) and psychiatric disorders within the same individual and
is considered to be a major health problem (Abou-Saleh, 2004; Wise et al., 2001). Drake

and Mueser (2000) argue that patients with dual diagnosis in mental health services receive
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no treatment for their substance use because of the challenges in accessing services.
Additionally, in instances where substance use treatment is provided to people with DD, it
is not tailored to the needs of the individual (Drake & Wallach, 2000). During intake for the
Australian Treatment Outcome Study (ATOS), Ross et al. (2005) found that up to 80% of
people seeking treatment for heroin dependence had at least “one other psychiatric
disorder, most commonly mood disorders, anxiety and anti-social personality disorder”
(Ross et al., 2005, p. 411), furthermore, high rates of Post-Traumatic Stress Disorder (PTSD)
and borderline personality disorder (BPD) were also reported (Ross et al., 2005). Drake and
Wallach (2000), suggest that evidence from studies show that DD can result in a range of
negative outcomes for the affected person, including relapse, social and behavioural
dysfunction, and homelessness. Additionally, research suggests that combining treatment
for mental health and harmful substance use interventions offer a greater opportunity for
successful treatment outcomes (Abou-Saleh, 2004; Tiet & Mausbach, 2007; Wise et al.,
2001).

For many people, the aetiology of substance misuse begins during adolescence and early
adulthood. Comiskey et al. (2018) found in their study the youngest person to use heroin
was just 12 years and the mean age for first use was 20 years with a standard deviation of
t 6 years. The psychological theorist Eric Eriksson suggests that role confusion in
adolescence can lead an individual to identify with, and become like, others in their social
environment (Erikson, 1969). Children who grow up in socially dysfunctional households,
and among parents with substance use issues are at greater risk of developing a range of
health-related problems including, depression, anxiety, obesity, and substance use
disorders in adulthood (Dube et al., 2003; Von Cheong et al., 2017). Additionally, world
mental health surveys show that childhood adversities are known predictors of PTSD, a
chronic stress related disorder that can have long-term implications for the affected
individual, including substance use disorders (Bishop et al., 2017; Jacobsen et al., 2001;
McLaughlin et al., 2017; McLean et al., 2014). Research has shown that people who suffer
from multiple incidents of childhood adversity, including physical, verbal, and sexual abuse

are ten times more likely to inject drugs (Felitti et al., 1998; Harris, 2020). Furthermore,



Mayock et al. (2018), reported that many participants in OAT spoke about their own poor
mental health “with participants frequently making reference to lifelong mental health

problems that sometimes spanned from childhood” (Mayock et al., 2018, p. 7).

The concept of substance misuse as a brain disorder (Welch et al., 2010), within a
biomedical paradigm, has been a consistent philosophical position of drug treatment
services for many decades (Drake & Wallach, 2000). Engel (1977) argued for the need of a
new medical model, suggesting conditions that are not biologically based disorders
resulting from psychological rather than neurophysiological dysfunction should be
excluded from mental illness and “are more appropriately handled by nonmedical
professionals” (Engel, 1977, p. 129). Furthermore, while acknowledging the major
contribution the biomedical model has made, Engel (1978) argued that sticking
dogmatically to the sole promotion of the biomedical model deflects scientific interest
away from health-related problems that do not entirely conform to biological models.
According to Khantzian (2012), “suffering is at the heart of addictive disorders” (Khantzian,
2012, p. 274). The self-medication hypothesis proposes that people consume drugs to
alleviate the effects of their psychological suffering (Khantzian, 1997). People who have
suffered from traumatic experiences often turn to drugs as a way of self-medicating the
severe intrusions and arousal symptoms that can have a significant negative effect on their
lives (Khantzian, 1997). Therefore, treatments that combine both biological and
psychosocial applications have been among the most effective treatment approaches
where the individual has both a substance use disorder and psychological dysfunction

(Aarons et al., 2008; Khantzian, 2003).

This current study focuses on investigating the relationship between childhood adversity,
PTSD, and treatment outcomes among a population of urban people attending OAT using
cross-sectional observational data. This study has taken into account the current gap in the
literature in relation to the association between childhood adversity, PTSD, current drug
use, HIV risk taking behaviour, psychical health, psychological well-being, crime, and social
functioning of people in OAT. Further investigation of these links which will be discussed in

chapter two.



1.2 The current study

The overarching aim of the present study is to measure the scores of six treatment outcome
domains; current heroin use, current drug use, HIV risk taking behaviour, general health,
psychological well-being, criminality, and social functioning, among 131 people who
attended opiate agonist treatment between April and October 2017. Moreover, this study
will investigate whether there is an association between adverse childhood experiences
(ACEs), PTSD, and treatment outcomes among people in long-term OAT. This will be
explored within an Irish context. A narrative literature review will also be conducted to
explore the relationship between ACEs, PTSD, and treatment outcomes among people in
an opiate-maintained treatment services. There has been previous research which
attempted to investigate the experiences of people in treatment, however, there has been
minimal research on the relationships between ACEs, PTSD, and the treatment outcome
domains of current drug use, HIV risk taking behaviour, physical health, psychological well-
being, criminality, and social functioning. Given international and national priorities for the
treatment of co-occurring harmful substance use and psychological dysfunction within
addiction services, an understanding of the relationship between these variables may assist
in the design of intervention programmes tailored to the specific needs of the individual in
treatment. The specific aims of the current study, the objectives and the research

predictions are discussed in Chapter four.

1.3 Background for the investigation of trauma and ACEs among people in OAT

A study by Comiskey et al. (2019), referred to as the Healthy Addiction Treatment Recovery
(HAT) study provided the background to the current study. This research involved
guantitatively measuring treatment outcomes among 131 services users in six addiction
treatment centres in North Dublin. During the data collection process clients openly talked
about their personal experiences of trauma and abuse as both children and adults, with
some people implicating early life trauma for their current drug addiction; this data was
not collected as part of the HAT study. Following completion of the HAT data collection
phase, the research team discussed their personal recollections and comments by the

participants during the interviews with the principal investigator. Following the debrief
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meeting, it was agreed that a follow-up quantitative study was required to investigate the
anecdotal information provided by service users and to examine whether there are
associations between past trauma and treatment outcomes among people in OAT. The
findings from the HAT research identified the potential need for trauma informed
interventions among people in OAT (Comiskey et al., 2019). The Substance Abuse and
Mental Health Services Administration in the United States (SAMHSA), has stated that, “The
need to address trauma is increasingly viewed as an important component of effective
behavioural health service delivery” (SAMHSA, 2014, p. 2). Within the Irish national drug
strategy, trauma has also been prioritised, evident from the following strategic statements,
“Personal trauma or life difficulties are associated with risk taking and resultant harm and
very particular, targeted programmes may offset these risks and reduce the possibility of
future harms” (Department of Health, 2017, p. 25). However, these risk factors are not
always apparent, “even those who may not be identified as being at risk may develop

substance use problems given certain conditions” (Department of Health, 2017, p. 25).

1.4 Chapter Conclusions

This chapter provided an introduction of the key variables of interest for the current study;
ACEs, PTSD, and the treatment outcome domains specified in Section 1.2. The rationale
and aim for investigating the association between childhood adversity, PTSD, and
treatment outcomes among people in treatment for an opiate use disorder, was presented
along with the overarching aim of the study. A brief background of the study and the data
for analyses were also provided. The next section will provide an overview of the

dissertation.

1.5 Overview of dissertation

Chapter 2: An overview of trauma, ACEs, and associated factors.

Chapter two provides an overview of addiction and a review of the functional associations
between trauma and substance use disorders. This chapter will also provide a definition of
trauma, an overview of what is meant by adverse childhood experiences and the link with

PTSD. A review of the philosophical position of OAT within drug treatment services will also



be explored. The chapter will conclude with a presentation of the theoretical framework
for the current research. The conceptual framework is the biopsychosocial model proposed
by Engel (1977), which attempts to provide a paradigm that can offer a broader explanation
for the limitations in the theoretical perspective of the biomedical model for recovery from

harmful substance use.

Chapter 3: A narrative literature review on the relationship between ACE’s, PTSD, and
outcomes among people in Opiate Agonist Treatment

Chapter three presents the narrative literature review on the relationships between ACEs,
PTSD, and treatment outcomes of people in OAT. The chapter discusses the ten eligible
studies which met the inclusion criteria and which helped inform the current study. The
Introduction, Method, Results and Discussion (IMRAD) format was adopted for reporting

the results.

Chapter 4: Methodological and ontological approaches

The philosophical framework adopted in this study was the postpositivist paradigm.
Chapter 4 details the research methodology of this study. Also provided is information on
the study’s design, the data collecting settings, power analysis, participants, the
psychological instruments and measures, methodological procedures, ethical
considerations, and the statistical analyses that were conducted. The role of the researcher

is also discussed.

Chapter 5: Demographic descriptions of participants, treatment outcomes, PTSD and ACEs
This chapter describes the participants that took part in the study. Detailed descriptive
information is presented on education, employment, relationships, family status, and
current substance use, broken out by gender. A descriptive finding on the participants
overall health status and psychological wellbeing is also presented by gender. Finally, the
chapter concludes with a descriptive analysis of ACEs, and PTSD, with some basic inferential

statistical gender differences between males and females.



Chapter 6: Correlational and inferential modelling of treatment outcomes, PTSD and ACE
factors.

This chapter presents the findings of the correlation analyses and multivariate multiple
regression analysis. The correlational findings informed the selection of the independent
factors for multiple regression modelling. The regression modelling was performed for five
outcome variables; current poly drug, HIV risk taking behaviour, general health,
psychological well-being, and social functioning. Criminality was not included due to the
very low incident rate. The chapter continues by presenting the modelling of PTSD, from

among the ten ACE factors.

Chapter 7: Explanatory qualitative analysis

This chapter presents the findings of the explanatory thematic analysis. The selection of
the participants and the inclusion criteria for analysis is presented in detail and followed by
the process stages of the analysis. The results are presented through two global themes;
critical events and trauma response. Each global theme is presented through four
subthemes and the chapter concludes with a summary of the key findings from the

investigation.

Chapter 8: Reflective journey during data collection

This chapter presents the researcher’s reflective journey during data collection for this
research study. The journey is presented in a chronological order and describes some of
the challenges in following up and conducting primary research among people in addiction
services. The chapter includes the researcher’s response to reflective questions on
methadone maintenance treatment based on participants comments during data
collection. The chapter concludes with details of some of the exceptionally difficult and
challenging stories that participants shared during the interviews which were documented

in the researchers notes and journals.

Chapter 9: Discussion and conclusion
Chapter nine provides a detailed discussion of the findings from the study. The chapter

begins by restating the aims and research questions of the study, presenting the key
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findings from the analysis, and providing details on how the findings relate to the current
available literature. This is followed by a summary of overall findings within an empirical
context, proposals for future research and a discussion on the strengths and limitations of
this study. The chapter is completed with a conclusion of the overall study and

recommendations for treatment providers based on the findings of the study.
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Chapter 2: Overview of addiction, adverse childhood experiences, trauma,

and factors associated with treatment outcomes.

2.1 Introduction

This chapter introduces the concept of addiction, trauma, ACEs, and harmful substance use.
The definitions of addiction, trauma and the functional associations between these
variables are presented. This is followed with an overview of ACEs, what they are and the
association between ACEs and health outcomes. The philosophical position of the current
medically assisted treatment approach for opiate addiction is also presented. The chapter
is completed with a section on the application of the biopsychosocial model, which is the

theoretical framework for the study.

2.2 Defining addiction

Throughout recent history, addiction has been defined in many ways with multiple partially
overlapping definitions within medical practice (Goodman, 1990), even the distinction
between the terms ‘addiction’ and ‘dependence’ have been the subject of broad discussion
(West, 2013). Writing for the European Monitoring Centre for Drugs and Drug Addiction
(EMCDDA), West (2013) presents ten definitions of substance addiction. The view of
addiction by the American Society of Addiction Medicine is a “chronic disease of brain
reward, motivation, memory and related circuitry” (West, 2013, p. 22), and supported by
genetic evidence and neurobiological changes in the brains of both animals and humans
(ASAM, 2011; Bell et al.,, 2014). The American Heritage Dictionary views addiction as a
learned behaviour, eliciting “compulsive physiological and psychological need for a habit-
forming substance or the condition of being habitually or compulsively occupied with or
involved in something” (West, 2013, p. 22). These two differing views demonstrate a lack

of consensus among stakeholder organisations of a clear paradigm for addiction.

There are two main nomenclatures that define substance use disorders, the WHO

publishers of the International Classification of Diseases (ICD), and the American Psychiatric

Association (APA) publishers of the Diagnostic and Statistical Manual of Mental Disorders

(DSM) (Hasin et al., 2006). According to Saunders (2017), the updated 11 version of the
12



ICD (ICD-11), has moved away from the broad term substance use disorder and uses the
term substance dependence as the central diagnosis for addiction to drugs. The ICD-11
manual provides a coding tool with codes for each individual substance, for example, code
6C43.27 refers to opioid dependence and code 6C41.27 refers to cannabis dependence
(WHO, 2022a). The current ICD-11 description of substance dependence is a strong internal
motivation to use a drug substance, which results in impaired ability to control the use of
the substance, therefore, reducing the priority given other activities over persistence
substance use despite the negative consequences (WHO, 2022a). In contrast to the ICD-11,
the DSM'’s version 5 (DSM-5), retains the term ‘substance use disorder’ which implies that
substance use disorders are a form of disease and recovery is possible through
interventions within a biomedical paradigm (Robinson & Adinoff, 2018). According to the
DSM-5 criteria, a SUD involves patterns of symptoms that are caused by using a substance
or substances, therefore, creating a powerful desire to continue consuming the substance
despite the harmful effects and unsuccessful efforts to cut down or control the substance
use behaviour (Saunders, 2017). In contrast to the chronic brain disease concept, Griffiths
(2017), argues that any form of addiction should be defined by their similarities rather than
their differences. Adding that it is the similarities between the components of addictive
behaviour that “are the key to a behaviour being labelled addiction” (Griffiths, 2017, p.
1718). Griffiths (2005b), suggests that addictions always result from an interplay between
multiple factors which include a person’s biological disposition, their psychological
makeup, and their social environment. Given that the term ‘disorder’ is used extensively
throughout the literature as evidenced through the use of ‘substance use disorder’ and
‘opiate use disorder’ the current study will use the DSM-5 definition for dependence on a

drug substance as a disorder.

2.2.1 Modelling addictive behaviour

Modelling and treating addictive behaviour can be extremely challenging for both research
commentators and treatment services. According to Hyman and Malenka (2001), “The
defining characteristic of substance addiction is compulsive, out-of-control drug use despite

the serious negative consequences” (Hyman & Malenka, 2001, p. 685). In his general theory
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of addictions, Jacobs (1986) suggests that all addictions follow three phases; the discovery
that an addictive behaviour can alleviate negative effect, the positive reinforcing effects of
a particular addictive behaviour become learned over time, and continuing to engage in
the addictive behaviour to relieve negative effect despite the adverse consequences. The
EMCDDA published a comprehensive report, highlighting the multifaceted nature of
addiction modelling, through differing theoretical perspectives; Automatic processing
theories, Goal focussed theories, Reflective choice theories, Identity theories, Integrative
theories, and Biological theories, demonstrating the complex nature of this topic (West,

2013).

Uusitalo et al. (2013) present addiction through two fundamentally opposing views; the
disease model and the choice model. The disease model of addiction portrays the addict
“as a victim of disease”, therefore, lacking the control or personal responsibility for their
addiction (Uusitalo et al., 2013, p. 33), although this view is not universally supported
(Heather et al., 2018). Volkow and Koob (2015) suggest that neuroplasticity changes
resulting from prolonged substance use and the effectiveness of medically assisted
treatment provides evidence to support the disease model (Hall et al., 2015). In contrast
to the disease model, the choice model “views the addicts as agents”, thus making their
own rational choices whether to engage in addictive behaviours or not (Uusitalo et al.,
2013, p. 34). Proponents of the choice model suggest that there is a body of evidence
demonstrating that addictive behaviours involve voluntary and intentional actions that are
often influenced by financial, legal and familial concerns (Henden et al.,, 2013). In
supporting the choice model, Heyman (2013) proposes that substance addiction has the
highest rate of remission of all psychiatric disorders and most addicted individuals

voluntarily stop using drugs.

The adaptive model of addiction suggests that addiction is a consequence of interpersonal
and intrapersonal stresses resulting from adult immaturity and a failure to achieve life
goals, of economic, social, and personal independence (Miller & Giannini, 1990). Therefore,
economic, social, and interpersonal problems including deprivation can lead an individual

to engage in problematic substance use (Alexander, 1987). Khantzian (1997), however,
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posits that for many people, substance use is a response to traumatic events, including
childhood trauma, which have occurred in the person’s life. The author suggests that
“drugs of abuse” help to relieve psychological suffering, thus providing the affected person

with some measure of emotional regulation (Khantzian, 1997, p. 232).

Griffiths (2005a) proposes that there are six components common to all forms of addiction
within a biopsychosocial framework: Salience (‘when an activity becomes the dominant
factor in anindividual’s life’), Mood modification (‘the physiological arousal or tranquillising
effect an individual experiences from engagement in the behaviour’), Tolerance (‘where
increasing amount of an activity or substance is required to produce a previous effect’),
Withdrawal symptoms (‘the unpleasant feelings or physical effects which occur when the
activity is discontinued), Conflict (‘resulting from adverse consequences of the activity,
both within the individual themselves (intrapsychic conflict) and/or with those around
them (interpersonal conflict)’), Relapse (‘when an individual returns to engaging in an
activity after a period of abstention’). The six components of addiction demonstrate that
“addiction is a multifaceted behaviour that is strongly influenced by contextual factors that
cannot be encompassed by any single theoretical perspective” (Griffiths, 2005b, p. 195).
Kim and Hodgins (2018), suggest that behavioural and substance use addictions are “two
sides to the same coin” (Kim & Hodgins, 2018, p. 2), proposing a component model for the
treatment of addiction. The components model for addictions treatment (see Figure 4.3.2)
presents an alternative framework of treatment within a biopsychosocial model

structurally broader than the biomedical approach.

15



Motivational enhancement - Goal-setting

Mindfulness & acceptance-based approaches,
5 Urgency
distress tolerance
Cognitive & behavioral self-control, working Deficits in self-control
memory training, problem solving

Cognitive and behavioral expectancy challenge Expectations and
interventions, coping skills training motives

Community reinforcement approach components, Deficits in social
communication skills training support

uoIssaidxa uonoIppy

Stimulus control, attentional bias retraining,

: Compulsivit
contingency management P Y

Intervention possibilities Component

Figure 2.1: Component model of addiction treatment: Reproduced from Kim and Hodgins
(2018)

The component treatment framework is structured around five psychosocial intervention
possibilities that can enhance an individual’s motivation to change their behaviour and are
expressed through five components of addiction. The components may vary among and
between different individuals. However, for the individual to achieve their desired
treatment ‘expression’, the goal setting components need to be resolved (Kim & Hodgins,
2018). The authors argue that motivation to change needs to be addressed first if treatment
is to be successful. For example, if the addicted individual has deficits in self-control,
motivational enhancement through cognitive and self-control therapy can assist the person
to overcome this potential barrier and increase the probability of achieving their desired

treatment outcome (see Figure 4.3.2).

This section had shown addiction to be a complex and multifaceted condition without a
clear consensus for the modelling and treatment of addictive behaviours. However, there
appears to be general agreement that treating people with substance use addictions, which
enable the affected person to live a fulfilling life, requires a broader approach than the

application of a single biomedical paradigm.
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2.3 Adverse Childhood Experiences

Adverse Childhood Experiences (ACEs) are events that occur in a child’s life which have a
negative influence during childhood and may have a lifelong impact on a person’s mental
health (Vink et al., 2019). ACEs have been linked to risky health behaviours, chronic health
conditions, low life potential and early death (Centers for Disease Control and Prevention,
2016). Frampton et al. (2018) found that individuals who had experienced at least four ACEs
were almost six times more likely to drink excessively than were those who reported no
ACEs. Previous research studies have reported the link between ACEs and the development
of PTSD (Brockie et al., 2015; Felitti et al., 1998; Jones et al., 2021; Messman-Moore &
Bhuptani, 2017). An examination of epidemiological data from the World Mental Health
Survey (n= 27,071) by MclLaughlin et al. (2017) concluded that a differential link exists
between childhood adversities and PTSD (McLaughlin et al., 2017). According to Nurius et
al. (2015), evidence suggests that chronic stressors early in life not only impact the
developmental stage of the person but also increase the risk of additional stressors that
can overwhelm an individual’s coping mechanism. Childhood trauma resulting from
physical or emotional abuse have been liked to an increased risk of developing a range of
addictive disorders in later life including, mental health disorders, harmful substance use,

gambling, shopping, and video games (He et al., 2022; Lee et al., 2020; Thege et al., 2017).

The original ACE study was conducted in California by Kaiser Permanente and the Centers
for Disease Control and Prevention (CDC) between 1995 and 1997 (Felitti et al., 1998). The
results obtained from 8,506 participants found a clear “dose response relationship” (Felitti
et al., 1998, p. 251) between the number of ACEs and the risk of developing a range of
negative health problems. These health problems include; depression, alcoholism,
substance addiction; and more, across the lifespan of the individual (Felitti et al., 1998).
Furthermore, 37 studies reviewed by Hughes et al. (2017), found that multiple ACEs are the

risk factors most strongly associated with violence, mental illness, and substance use.
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2.4 Defining trauma/PTSD

By way of introduction to this section, it is important to clarify the conceptual stance of the
current study in terms of a definition of trauma. According to a systematic review by
Krupnik (2019), there does not appear to be a consensus on the definition of trauma in the
current literature. Trauma could be defined as an event where a person is exposed directly
or indirectly to a critical incident such as actual or threatened death, serious physical injury
or sexual violence which result in PTSD, where the affected person reexperiences the
traumatic event in their normal day to day life (APA, 2013). PTSD can have a debilitating
impact on the individual, overwhelming and threatening events that can leave an imprint
in the brain which may lead to prolonged psychological distress by, re-experiencing the
traumatic event through nightmares and flashbacks, insomnia, and avoiding people, places

and reminders of the traumatic event (Karl et al., 2006; Yehuda, 2002).

The US National Centre for PTSD, emphasising the neurobiological impact of PTSD, classify
the condition “as a mental health problem that some people develop after experiencing or
witnessing a life-threatening event, like combat, a natural disaster, a car accident, or sexual
assault” (National Center for PTSD, 2019, para. 1). The American Psychiatric Association
(APA) defines PTSD as an emotional illness classified as a trauma and stressor-related
mental health disorder (APA, 2013; Friedman et al., 2011). However, Brewin (2013)
suggests that the International Classifications of Disease (ICD-11) approach differs
somewhat to that of the DSM-5; the DSM-5 expanded the range of symptom criteria from
17 in the DSM-IV to 20 in the DSM-5 (Friedman et al., 2011). Whereas the ICD-11 requires
evidence for the combination of one symptom of re-experiencing, one act of avoidance and
one heightened sense of threat for a diagnosis of PTSD (Brewin, 2013). As a result “having
two definitions of PTSD introduces an element of confusion and uncertainty” (Brewin, 2013,

p. 558) into a condition where consistency is already lacking (Maercker & Perkonigg, 2013).

Widening the concept of trauma, Shapiro (2017) proposes a definition that blurs the
distinction between trauma and adversity as “any event that has had a lasting negative

effect upon self and psyche” (Shapiro, 2017, p. 39 as cited in Krupnik, 2019). Based on
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studies of childhood adversity, McLaughlin (2016) argues that trauma should be considered
as a distinct category from adversity as this distinction would provide a better explanation
for trauma-specific psychopathology in the absence of adversity. The current study will
utilise the PTSD Checklist for DSM-5, (PCL-5), an instrument based on the DSM-5
classification of PTSD. Research studies have shown the PCL-5 to have good reliability and
internal consistency (Bovin et al., 2015; Walker et al., 2002). Based on this, the current
study will follow the DSM-5 definition of PTSD as direct or indirect exposure to a critical

incident (APA, 2013; A. Pai et al., 2017).

2.4.1 PTSD and substance use

PTSD can cause great psychological distress to the affected person and can become chronic
over time if the condition is not treated effectively (Bisson, 2007; Shalev et al., 2017).
Furthermore, people who have experienced a traumatic event resulting in PTSD may turn
to alcohol or drugs to self-medicate their PTSD symptoms (Hawn et al., 2020), accordingly,
what may have begun as an acute condition can become chronic over time (Simpson et al.,
2020). When combined with a substance use, PTSD can cause even greater psychological
distress to the affected person (Jacobsen et al., 2001). Brown et al. (2013), propose that
approximately 35%-45% of people in substance use treatment have a life diagnosis of PTSD,
and individuals with co-occurring SUD and psychopathology have poorer treatment
outcomes and more likely to drop out of treatment (Coffey et al., 2016; H. E. Ross et al.,
1997). Other researchers estimate that prevalence rates for PTSD and SUD lie somewhere

between 11% and 41% (van Dam et al., 2012).

Four main hypotheses have sought to explain the correlations between PTSD and
substance use disorders in terms of their functional relationship. These are the self-
medication, high risk, susceptibility, and common factors hypotheses (Brady et al., 2015).
Firstly; PTSD may be responsible for the development of SUD. Stewart et al. (1998), propose
that traumatised individuals may begin to abuse alcohol in an attempt to self-medicate
their PTSD symptoms, intrusions, arousals, or avoidance. Secondly, intoxication could
directly increase an individual’s likelihood of experiencing a traumatic event, heightening

their risk of developing PTSD. Thirdly, chronic substance use may increase anxiety levels
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inducing a hyperarousal state, therefore, leaving the individual susceptible to the
development of PTSD. Fourthly, substance use could worsen PTSD symptomology by
prolonging PTSD symptoms and preventing the habituation to the traumatic experiences.
Moreover, the person who uses the substance may confuse and misinterpret substance

withdrawal, which further exacerbates PTSD symptomology (Stewart, 1996).

The self-medication hypothesis proposes that for some individuals, the ethology of
problematic substance use is not driven by the desire to seek pleasure but is an attempt to
mediate painful feelings and self-sooth unmanageable psychological and emotional
distress (Khantzian, 1997; Suh et al., 2008). Khantzian (1997), infers that drug choice of the
individual may be related to their internal emotional states. For example, opiates can have
a calming and normalising impact on an individual which can dampen and counteract the
disorganising effects of anger and rage. While central nervous depressants, such as alcohol
and benzodiazepines create the illusion of relief because they act to mediate the self-
feelings of isolation which can lead to depression (Khantzian, 1997). A study by Suh et al.
(2008) conducted among 512 participants partially confirmed the Khantzian (1997)
paradigm “that specific psychological characteristics are associated with the drug of
choice”, further suggesting that individuals disposed to suppressing their emotions were
more likely to use alcohol (Suh et al., 2008, p. 525). Moreover, Khantzian (2003) has further
suggested that problematic substance use may be an adaptive behaviour resulting from
developmental deficiencies which disrupt emotional dysregulation and behaviour dating

back to childhood (Schiffer, 1988).

2.5 Philosophical position of drug treatment services

These apparently conflicting views of addiction are reflected in the differing positions for
the effective treatment of substance addiction. Comiskey (2019), presents these differing
positions as abstinence-based philosophy and the harm-reductionist philosophy. The
former, abstinence-based philosophy traces its aetiology to the 12-step programme
developed by the founders of Alcoholics Anonymous (AA), Bill Wilson and Robert Smith in
1935 (Kurtz & White, 2003; McElrath, 1997). The central concepts of the AA philosophy, of
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recovery through complete abstinence were refined and redefined in the 1950s as the
Minnesota Model (MM). The MM uses a systematic approach through multidisciplinary
teams with the “blending of professional and trained non-professional recovering staff”
(Anderson et al., 1999, p. 107; McElrath, 1997). The MM suggests that addiction is an
incurable disease, therefore, the sufferer will always be in recovery. Thus the involvement

of family and the ongoing social support from recovering peers represent central

components of the programme (Anderson et al., 1999).

In more recent years, the harm-reductionist philosophy has emerged as an alternative form
of treatment for substance addiction, which, according to Futterman et al. (2004) “Has
been one of the most fruitful developments in the theory and technique of substance abuse
treatment” (Futterman et al., 2004, p. 3). Unlike the abstinence-based approach, which
requires refraining from substance use during treatment, harm reduction accepts active
drug users into treatment with a focus on reducing the harms caused by their substance
use. The International Harm Reduction Association (IHRA), defines harm reduction as
“policies, programs and practices that aim primarily to reduce the adverse health, social
and economic consequences of the use of legal and illegal psychoactive drugs without
necessarily reducing drug consumption” (Comiskey, 2019, p. 14). The Irish Government’s
National Drug strategy, ‘Reducing Harms Supporting Recovery’, recognises that not all
people who use substances want to, or can, become abstinent before entering treatment
(Department of Health, 2017). The emphasis, therefore, is on reducing the harms caused

by unhealthy substance use (Marlatt, 1996).

People with an Opiate Use Disorder (OUD), “characterised by the persistent use of opioids
despite the adverse consequences” (Blanco & Volkow, 2019, p. 1760) are particularly
vulnerable to adverse health related problems, including overdose, premature death, HCV
and HIV infection, criminality, and other harms related to injecting drugs. Research has
shown that people in treatment, with or without the requirement for abstinence have
better outcomes including a reduction in a range of health related problems (Comiskey et

al., 2009; Gossop et al., 2003; Teesson et al., 2015).

21



While recovery from addiction is the objective of both philosophical approaches, the
meaning of recovery can be significantly different from the perspective of the individual
(Nordfja et al., 2010). The harm reductionist approach would appear to be more in keeping
with the United Nations Universal Declaration of Human Rights, which, under Article 25 (i)
outlines the right of all individuals to appropriate medical and social care (United Nations,
2019). Futterman et al. (2004) proposes that the differing positions should be consolidated,
arguing that “if the two theories could be integrated, a broader spectrum of patients could
be served in a coherent and individualised fashion” opening up a wider pathway to recovery
and therefore, providing a greater benefit to society as a whole (Futterman et al., 2004, p.

3).

These treatment philosophies appear to present a binary choice of treatment modalities to
people suffering from the effects of harmful substance use. However, the choice itself is
based on availability of services rather than on the needs of the individual service users
(Henwood et al., 2014; McKeganey et al., 2004). A more pragmatic philosophical approach
to substance use treatment could recognise that abstinence may be the final destination
on the road to recovery and the harm reductionist approach could provide the pathway
(Lushin & Anastas, 2011), allowing both philosophical positions to form a continuum,
therefore, offering a more robust approach to substance use treatment (Futterman et al.,

2004).

2.6 Outcomes of Opiate Agonist Treatment

This section will review several outcomes of Opiate Agonist Treatment. As discussed in
Chapter one, OAT follows the harm reductionist philosophy with the primary aim of
retaining people in treatment to reduce and potentially eliminate the use of illicit opiates,
particularly heroin, therefore, reducing the harms caused by problematic use among
people with an OUD. However, the secondary outcomes of retention in treatment can have
broader implications for the individual, their family, friends and society in general by
reducing substance related mortality and the spread of BBVs (Des Jarlais, 2017; Langendam

et al., 2001). Darke et al. (1992), highlighted that one of the major problems for evaluating
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research among people in medically assisted treatment for opiate addiction “has been the
non-comparability of research findings” (Darke et al., 1992, p. 773). Different studies focus
on specific domains and outcome variables, and the criteria for ‘success’ within these
domains, differ between studies. For example, Darke et al. (1992) proposes that drug use
and criminality are very well represented in the literature as outcome variables (Hassan &
Le Foll, 2019; Vogel et al., 2011), whereas outcome variables such as employment and
psychological well-being are equally important outcomes of treatment. Simpson and Marsh
(1986), suggest that the reasons why people relapse are well reported, however, there is a
lack of understanding of recovery due to the complex and long-term nature of treatment

(Worley, 2017).

The Opiate Treatment Index (OTI), was developed as an instrument to resolve some of
these issues for both researchers and treatment providers (Darke, Ward, Hall, et al., 1991).
The instrument consists of six independent outcome domains; current drug use, HIV risk
taking behaviour, physical health, psychological well-being, criminality, and social
functioning (including employment). These outcome domains reflect the important
dimensions for assessing opiate treatment programmes for both evaluating people in long-
term treatment and comparing different patient populations in different treatment
modalities (Gonzalez-Saiz & Garcia-Valderrama, 2012). The next sections will discuss in turn

the six treatment outcome domains of the OTI.

2.6.1 Substance use

Reducing and eliminating problematic drug use, particularly heroin use, is a primary aim of
substance use treatment and OAT has been shown to be highly effective (Mattick et al.,
2009). However, polydrug use remains high among patients (Bertschy, 1995; Magura et al.,
1998). The drug use domain within the OTI examines the individuals reported drug
consumption behaviour within the last 28 days for eleven different substances. The
participant is not required to estimate their average usage which according to Gregson and
Stacey (1980) can lead to grossly under reported consumption. Del Boca and Darkes (2003),
suggest that social context, including social desirability and setting, may be contributory

variables to how a person responds when asked about their own alcohol consumption.
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2.6.2 Social functioning

Social functioning can be described as the ability to engage with life and fulfil interpersonal
roles which develop, perpetuate, and foster, important social relationships with family,
friends, and people within the wider social environment, including potential employers
(Van Reekum et al., 2020). The social functioning domain within the OTI measures the social
integration of an individual, including employment status, residential stability, and inter-
personal conflict with friends and family. Among the challenges faced by people who use
psychoactive drugs are discrimination, societal stereotyping, and social exclusion
(Buchanan, 2004; March et al., 2006; Von Hippel et al., 2017). Problematic drug use can
lead to family breakdown, homelessness, incarceration, and low employability (Buchanan,
2004; March et al., 2006; Stein et al., 1998). Empirical research has shown that employment
and drug use are related, and that employment for an individual is also seen as a measure
of social inclusion (Simpson et al., 1997; Storti et al., 2011). Homer et al. (2008) argue that
methamphetamine abuse, and by implication other psychoactive substances, causes
neurological damage to areas of the medial frontal cortex of the brain associated with
social cognitive functioning which can lead to deficiencies in decision making abilities
(Amodio & Frith, 2006). Interestingly Sun et al. (2015), reporting the results of a systematic
review, found that the social functioning of service users improved from 26.4% at baseline
to 41.6% after six months of treatment. Furthermore, a significant difference was found for
family relationships improving from 37.9% at treatment entry to 59.6% at six months and
to 75.0% at 12-month follow-up, showing the positive impact that treatment can have on

the patient’s quality of life (Morgan et al., 2003).

2.6.3 Psychological well-being

The relationship between opioid use and psychopathology has been reported by multiple
researchers and is considered a robust finding within the literature (Grant et al., 2004;
Khantzian & Treece, 1985; Woody et al., 1983). Among a sample of 222 heroin users, Darke
and Ross (1997) found that 60% met the criteria for a lifetime anxiety disorder, whilst a
depressive disorder was diagnosed in 41% of the sample. Furthermore, Rounsaville et al.

(1982) reported a life-time prevalence of a psychotic disorder for 87% of subjects in OAT.
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Mortality among people who use drugs has been found to be considerably higher than
what is found in the normal population within similar age characteristics (McDonald et al.,
2021; Pavarin & Fioritti, 2018). According to WHO (2021b) the link between suicide and
mental health disorders, particularly depression, is well proven in developed countries.
Furthermore, research studies have also reported that anxiety disorders and depression
(Robinson & Deane, 2022; Williams et al., 2021) and the comorbidity particularly with
depression and substance use disorders are considered major risk factors for suicide (Darke
& Ross, 2002; Kazour et al., 2016; Pavarin et al., 2021). Teesson et al. (2005) identified high
rates of depression at treatment intake among both women and men and those with
depression were also more likely to suffer with PTSD. The OTI includes the General Health
Questionnaire-28 (GHQ-28) (Goldberg & Hillier, 1979) to measure the psychological
wellbeing of the individual. The GHQ-28 was developed to measure non-psychotic
psychopathology and provides a global measure for somatic symptoms, anxiety, social

dysfunction and severe depression (Goldberg et al., 1997).

2.6.4 Physical health

A primary goal of health care for people with chronic conditions is to optimise their
functioning and well-being in their everyday life (Stein et al., 1998). Therefore, the OTI
includes a measure to report on the physical health of people in OAT and is considered an
essential treatment outcome for people with histories of excessive substance use,
particularly heroin, given the medical morbidity associated with injecting drug behaviour
(Darke, Ward, Hall, et al., 1991). Poor physical health is a common characteristic of people
who enter drug treatment services (Friedmann et al., 2003; Joe et al., 2019). Harmful
substance use has been associated with liver disease, cardiovascular disease, pulmonary
disease, and neurological disorders (Benson & Bentley, 1995; Thylstrup et al., 2015). While
risky drug injecting behaviours have long been associated with the transmission of life
threatening viral infections (Blackard & Sherman, 2021), needle exchange programmes
have somewhat curtailed the spread of BBV and bacterial infections (Cooper et al., 2012;
Hrycko et al., 2022; Kaplan, 1994). Physical health concerns have also been shown to be

motivators for people to enter drug treatment services (O'Toole et al., 2006). The general
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health section of the OTI has a symptom checklist which gives an indication of a person’s

general health and a checklist for the major organ systems of the body.

2.6.5 Criminality

The Criminality Scale within the OTl is divided into four crime areas: property crime, drug
dealing, fraud, and crimes involving violence. The relationship between criminal behaviour
and drug use, especially violence, burglary, robbery, and drug dealing are well documented
in the literature (Dobinson & Ward, 1985; Guimardes et al., 2017; Thomson, 1999).
Furthermore, studies show elevated levels of drug use offences among prison populations,
particularly in the US, with over half of all federal prisoners incarcerated due to a drug
charge (West & Sabol, 2008). Similarly in Canada, drug offences have contributed to a 33%
growth in the prison population since the early 1970’s (Grant, 2009). Harrison and Gfroerer
(1992) suggest that the prohibitive cost of illicit drugs is a significant motivator for an
addicted individual to engage is property theft, while selling drugs appears to be the most
prevalent criminal behaviour among drug addicted people (Harrison & Gfroerer, 1992;
Menard et al., 2001). Among the most common types of criminal behaviours reported
among People Who Inject Drugs (PWID) are drug dealing, property crime, fraud and
violence (Dobinson & Ward, 1985; Resignato, 2000).

2.6.6 HIV Risk-taking Behaviour

The HIV Risk-taking Behaviour Scale (HRBS) within the OTI is designed to measure the
potential likelihood of contracting or transmitting HIV and other BBV’s. The sharing of drug
injecting paraphernalia and engaging in unprotected sexual intercourse can put the
individual at risk of contracting and transmitting BBVs, such as the HIV, HVC and Hepatitis
B (HBV) (Crofts & Aitken, 1997; Crofts et al., 1994). Two predominant areas of concern exist
in relation to the spread of BBV infections among the wider the population; needle use
behaviour and sexual behaviour (Darke et al., 1992). A prolonged history of injecting drug
behaviour has been shown to predict whether a person will contact HIV (Robertson et al.,
1988; Smyth et al., 1998). A longitudinal study among 82 intravenous drug users (IDU) in
Dublin City which began in 1985 and followed up the same cohort 25 years later found that

51 people had died and 26 of these people had died for HIV related diseases (O’Kelly &
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O’Kelly, 2012). The second area for concern of the transmission of BBVs is unprotected
sexual intercourse, particularly when one of the sexual partners is an IDU, therefore,
presenting a dual risk of contracting a BBV (Booth et al., 2000; Neaigus et al., 2013). The
current study will use the HRBS to measure both drug injecting behaviour and sexual

behaviour among people in OAT.

2.7 Theoretical framework: Biopsychosocial model

The concept of addiction has evolved from a substance-based activity to account for a wide
range of obsessive behaviours, including gambling, smartphone use, shopping and eating
disorders (Griffiths, 2005a; Kim & Hodgins, 2018; West, 2013). Given the multifaceted
nature of addiction and the level of commonalities that exist among excessive behaviours,
many commentaries argue that a biopsychosocial approach provides a more complete
explanation for, and the etiology of, addictive behaviours than the traditional biomedical
approach (Griffiths, 2005a; Kim & Hodgins, 2018; Kovac, 2013; Lende & Smith, 2002).
Childhood maltreatment and growing up in a dysfunctional household have been shown to
be risk factors for harmful substance use in adulthood (Barahmand et al., 2016; Clemens et
al., 2019). Children growing up in social environments with a parent or parents dependent
on alcohol or drugs are at an increased risk of intergenerational substance use (Henry et
al., 2018; Hoffmann & Cerbone, 2002) and childhood maltreatment (Straussner & Fewell,
2018) which can lead to PTSD and psychological disorders in later life (McLaughlin et al.,
2017). Therefore, the social environment a person has grown up within can have a major
influence on a person’s mental and physical health in their adult life (Harris, 2020; Mulia et

al., 2008; Von Cheong et al., 2017).

The biopsychosocial model developed by George Engel in 1977 is a broad approach to
understanding human behaviour and disease within a biomedical, psychological, and social
context (see Figure 2.2) (Engel, 1977). Engel (1978) argued that despite its success the
biomedical model has served to entrench views on the separation of mind and body,
dualism, whilst promoting the biomedical model as the primary explanation for “all aspects

of health and disease” (Engel, 1978, p. 177). The biomedical model refers to the physical
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body, whereas a psychosocial model is primarily focussed on mental health factors and the
social functioning of the individual (Borrell-Carrié et al., 2004; George & Engel, 1980).
Borrell-Carri6 et al. (2004) propose that the biopsychosocial model provides both a clinical
care and practical guide within a philosophical framework, incorporating both, the
biomedical and psychosocial models as “a way of understanding suffering, disease and
illness” (Borrell-Carri6 et al., 2004, p. 576). The approach provides health professionals with
a method to understand how human suffering is impacted by multiple levels of

organisation from societal to molecular structures.

A challenge for the biopsychosocial approach is that, unlike the traditional biomedical
model which views illness within the framework of measurable biological variables, the
biopsychosocial approach which includes biological, psychological, and social dimensions
are difficult to implement within modern biomedical dominant health care systems (Farre

& Rapley, 2017; Wade & Halligan, 2017).

Biological

/

Psychological | ¢z Social

Figure 2.2: The Biopsychosocial Model

The influences of the biomedical model are still strongly dominant in addiction treatment,
where the condition is viewed by some commentators as a chronic brain disease (Leshner,
1997; West, 2013). Lende and Smith (2002) suggest that evolutionary theory supports the
biopsychosocial model through biological mechanisms (mesolimbic dopamine),

developmental psychology (attachment and internal systems of self-regulation) and social
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phylogeny (social dependence) as processes underlying addiction. In a study involving
gamers and non-gamers Weinstein (2010) reported that the psycho-physiological
mechanisms found in computer game addictions, stress coping mechanisms, emotional
reactions, sensitisation, and reward, induce similar long-term changes in the dopamine
reward pathway as substance use. Furthermore, Kim and Hodgins (2018), posit that the
biomedical model does not explain the multifaceted nature of addiction in that behavioural
and substance use addictions share similar risk factors. Additionally, Wade and Halligan
(2017) argue that despite the evidence supporting the validity of the biopsychosocial
approach in treating chronic disease there is little evidence to show the application of the
model in healthcare systems. The authors further argue that with the need to improve
“patient-reported outcomes” and “reduce healthcare costs” calls for the implementation of

the biopsychosocial modes are growing (Wade & Halligan, 2017, p. 995).

2.8 Chapter Conclusions

The aim of the current study is to investigate the relationship between ACEs, PTSD, and
treatment outcomes among people in OAT. This chapter presented some of the definitions
of addiction and modelling of addictive behaviours. The chapter also provided an
explanation of ACEs, a definition of PTSD and an overview of the functional relationship
between PTSD and SUD. This was followed by a review of the philosophical position of drug
treatment services and an overview of the six treatment outcomes variables investigated
within the current study. Finally, the biopsychosocial model was presented as the
theoretical framework for this study and was reviewed within the context of addiction

treatment.

The next chapter will present the findings of a systemised narrative review of the current

literature on, ACEs, PTSD, and treatment outcomes of people in OAT.
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Chapter 3: Narrative review on the role of ACEs and PTSD on treatment

outcomes among people in OAT

3.1 Introduction

This chapter presents a narrative review on the relationships between ACEs, PTSD, and
treatment outcomes among people in medically assisted treatment for an opioid use
disorder. In chapter two, the relationship between these factors was discussed, in
particular the associations between ACEs, substance use, PTSD and mental health disorders
among people in OAT. This review is presented using the Introduction, Method, Results and
Discussion (IMRAD) format. The IMRAD format is used when presenting and reporting
systemised narrative reviews in the social sciences (Sollaci & Pereira, 2004). The aim of the
review is to identify studies that investigate the relationship between adverse childhood
experiences/childhood maltreatment, trauma related psychological disorders and a broad
range of treatment outcomes, with particular emphasis on, current heroin use, current
polydrug use, HIV risk taking behaviour, general health, psychological well-being,
criminality, and social functioning among people in medically maintained treatment for an

OubD.

3.1.1 Limits and scope

A limitation included in the search was all participants were attending medically assisted
treatment for an OUD. Although the studies of interest were all quantitative in nature, no
further limits were applied, such as time range and types of study, as the researcher wanted
to capture all relevant studies from across different periods and distinct types of
methodology. However, to be included the review, all the studies must measure all three
variables of interest, i.e., the studies must measure the outcomes of OAT, traumatic

childhood experiences and PTSD among people in treatment for an OUD.

3.2 Methodology
An initial comprehensive search of four selected computer databases; PsycINFO, CINAHL,
Medline and EMBASE was performed. Additional records were subsequently identified

through a search of two other databases; the Web of Science, and the Applied Social
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Science Index and Abstracts (ASSIA). All searches were conducted using the key search
terms listed in the Table 3.2, covering all years, and was performed on the 4t of May 2022.
Only quantitative studies were included as the key inclusion criteria states that all studies
must measure all of the key variables, see below. Articles were included for the current

analysis if they met the following criteria:

1. Participants were 18 years of age or older and in medically assisted treatment for
an OUD.

2. Studies included all the variables of interest: ACEs, PTSD, and the outcomes of OAT.

Table 3.2: Narrative Review Keywords

Database | Keywords

PsycINFO | "Medication-Assisted Treatment" OR "Methadone Maintenance" OR Opiate* OR
heroin* OR methadone* OR opioid* OR Fentany* OR Oxycodone* OR
Buprenorphine OR Hydrocodone OR morphine* OR Vicodin OR OxyContin OR
suboxone OR codeine OR tramadol) N3 (treat* OR detox* OR maintain* OR
rehab* OR substitut*)) AND (Child* OR teen* OR adolesc* OR school-age* OR
youth* OR minor* OR infancy OR infant*) N3 (abus* OR neglect* OR advers* OR
violence* OR trauma OR maltreat* OR battered) OR “Adverse Childhood Event*”

CINAHL ((Opiate* OR heroin* OR methadone* OR opioid* OR Fentany* OR Oxycodone*
OR Buprenorphine OR Hydrocodone OR morphine* OR Vicodin OR OxyContin OR
suboxone OR codeine OR tramadol) N3 (treat* OR detox* OR maintain* OR
recover*) ) OR Opiate* OR heroin* OR methadone* OR opioid* OR Fentany* OR
Oxycodone* OR Buprenorphine OR Hydrocodone OR morphine* OR Vicodin OR
OxyContin OR suboxone OR codeine OR tramadol) N3 (treat* OR detox* OR
maintain* OR recover* OR rehab* AND "Adverse Childhood Experiences" OR
“Adverse Childhood Event*” OR ( Pediatric* OR paediatric* Child* OR teen* OR
adolesc* OR school-age* OR youth* OR minor*) N3 (abus* OR neglect* OR
adverse* OR violence* OR trama* OR maltreat*) ) OR AB ( “Adverse Childhood
Event*” OR (Child* OR teen* OR adolesc* OR school-age* OR youth* OR minor¥*)
N3 (abus* OR neglect* OR adverse* OR violence* OR trama* OR maltreat*

EMBASE 'opiate substitution treatment'/exp OR Opiate* OR heroin* OR methadone* OR
opioid* OR Fentany* OR Oxycodone* OR Buprenorphine OR Hydrocodone OR
morphine* OR Vicodin OR OxyContin OR suboxone OR codeine OR tramadol)
NEAR/3 (treat* OR detox* OR maintain* OR recover* OR rehab* OR substitut*))
AND 'child abuse'/exp OR 'childhood adversity'/exp OR 'childhood trauma'/exp OR
(Child* OR teen* OR adolesc* OR school-age* OR youth* OR minor* OR infancy
OR infant*) NEAR/3 (abus* OR neglect* OR advers* OR violence* OR trauma OR
maltreat* OR battered) OR Adverse Childhood Event*
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Table 3.2 (continued): Narrative Review Keywords

Database | Keywords

MEDLINE | Opiate* OR heroin* OR methadone* OR opioid* OR Fentany* OR Oxycodone* OR
Buprenorphine OR Hydrocodone OR morphine* OR Vicodin OR OxyContin OR
suboxone OR codeine OR tramadol) N3 (treat* OR detox* OR maintain* OR
rehab* OR substitut* AND “Adverse Childhood Experiences” OR Child* OR teen*
OR adolesc* OR school-age* OR youth* OR minor* OR infancy OR infant*) N3
(abus* OR neglect* OR advers* OR violence* OR trauma OR maltreat* OR
battered) OR “Adverse Childhood Event*” AND post-traumatic stress disorder OR
stress disorder* OR PTSD* OR complex trauma*

ASSIA “Methadone Maintenance Treatment” AND "Adverse Childhood Experiences"
AND “Traum™*”

Web Of “Methadone Maintenance Treatment” OR "Heroin addiction treatment" OR

Science “Opioid Maintenance Treatment” AND "Childhood abuse" OR "Childhood neglect"

OR "Adverse Childhood events"

3.3 Quantitative synthesis results

Of the 170 articles identified, ten studies met the inclusion criteria, as indicated in the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement,
Figure 3.3 below. The PRISMA diagram is a search process widely used for Systematic
Reviews and Meta-Analyses (Moher et al. 2009). After the removal of duplicates, the
exclusion process started with the 147 studies. The records were then screened based on
title and abstract with 60 articles not meeting the eligibility criteria, thus 87 articles were
selected for a full text review. Four systematic reviews were returned through the database
searches, however, none of the four studies met all the inclusion criteria outlined earlier
and were not included in the quantitative synthesis. Two of the systematic review studies
(Edwards et al., 2022; Pilarinos et al., 2022) did not specifically measure ACEs or trauma
and the review by (Best et al., 2015) was focused on paediatric patients. The systematic
review by Santo et al. (2021) did meet the inclusion criteria for ACEs and PTSD, however
the study population were people with an OUD and entering OAT, and not currently

attending treatment at the time of the review.

Of the 87 studies included for full text review 77 were excluded with reasons;

1. ACEs and/or trauma not quantitatively measured, n= 34
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Incorrect Population or Setting, n= 14

No outcome of treatment, n=12

Review, report or dissertation, n=8

Wrong study design, n=8

Full text not available, n=1

Data extraction was conducted on the remaining ten studies as shown in the Table 3.3.1

below.
e
. o Additional records identified
Records identified through .
. . through Web of Science and
comprehensive searching. R
s (n = 134) ASSIA
T (n=36)
L
E
§ l l
[}
3
Records after 23 duplicates removed.
(n= 147)
l
= Records
s excluded on title
R d d. >
§ ecoEni iir%e ne 1 and abstract.
& (n=60)
)

Full text articl o Full text articles
> ull text articles assessed for excluded with
= eligibility. ’ reasons
= ! .
e (n=87) (n=77)

w
N’
°
= Studies included in quantitative
= synthesis.
= (n=10)

Figure 3.3: Study selection process using PRISMA.
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Table 3.3.1: Summary of eligible studies

Author Design Participants | Methods Key significant findings on Conclusions relative to
(year), Country OAT, ACEs, and trauma. the research question
1. Hien et al Cross- 96 Survey-based data Nearly 30% of the women A physically violent event
(2000), USA sectional participants | collection reported a history of childhood | preceded the
(49 female, | Univariate analysis, sexual abuse (CSA) in participants’ SUD.
47 male) in frequencies, comparison to just 2% of men. Associations were shown
early percentages, means No gender difference was between ACEs PTSD and
methadone | and SDs. noted on childhood physical substance use
treatment Correlations, t -tests abuse which was reported by
and chi square tests | 25% of the sample. Sixty
used to identify percent of the sample reported
potential covariates a violent event before the
included in the onset of substance use
analyses of disorder. Participants with
covariance current PTSD revealed
(ANCOVAs) significantly more ongoing
cocaine use at 3 months post-
admission however no gender
interaction was noted.
2. Schiff et al Cross- 416 females | Screening interviews | This study investigated the Associations were shown
(2002), USA sectional in and background prevalence of PTSD among between childhood sex
methadone | information. Survey- | women who experienced IPV abuse, PTSD and polydrug
treatment based data collection | who had suffered from CSA. No | use, and depression
interviewed, | Univariate analysis difference was found on
378 females | used for descriptive polydrug use between women
eligible for statistic frequencies, meeting the criteria for PTSD,
data percentages, means (p =.1), however more post-
analysis and SDs. traumatic symptoms were

Chi-square tests for
categorical variables
and t-test and

confidence intervals

found among polydrug users
than non-polydrug users (p
=.05%). Suggesting the severity
of the symptoms was similar for
both groups. However, women
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Author Design Participants | Methods Key significant findings on Conclusions relative to
(year), Country OAT, ACEs, and trauma. the research question
for continuous who were current polydrug
variables users had a higher average
depressive symptom (p =.05%*).
CSA was reported by 45.8% of
the sample, however, while
there was no difference
between those reporting CSA
and those who did not, women
with a history CSA had a higher
average of depressive
symptoms than did women
with no CSA history (p < .01**).
3. Engstrom et al | Cross- 416 females | Screening interviews | The mean age of the Associations were shown
(2008), USA sectional and | in and background participants was 39.9 years between childhood sex
longitudinal methadone | information. Survey- | More than one-quarter of the abuse, crack cocaine and
treatment based data collection | participants (28.6%) met the cannabis use,
for more Univariate analysis DSM-IV diagnostic criteria for psychological distress,
than 3 used for descriptive PTSD. While 19.5% experienced | and PTSD
months statistic frequencies, | psychological distress. The most

percentages, means
and SDs. Odds ratio,
confidence intervals
and p values, in
bivariate and
multivariate logistic
regression

used drug was marijuana,
reported by 25.0% followed by
crack cocaine (23.8%). The
authors suggest that the
relationship between childhood
sexual abuse (CSA) and intimate
partner violence (IPV) can be
mediated by financial
independence, psychological
distress and being widowed.
CSA was significantly associated
with PTSD and psychological
distress.
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Author Design Participants | Methods Key significant findings on Conclusions relative to
(year), Country OAT, ACEs, and trauma. the research question
4. Engstrom et al | Cross- 416 females | Screening interviews | The report found that after Childhood sexual abuse
(2012), USA sectionaland | in and background adjusting for confounders, involving force and family
longitudinal methadone | information. Survey- | women who were victims of was a predictor of PTSD
treatment based data collection | childhood sex abuse (CSA), and psychological distress
involving force and family were
Univariate analysis not at a greater lifetime risk of
used for descriptive IPV. However, CSA involving
statistic frequencies, | force and family was found to
percentages, means be the strongest predictor of
and SDs. Odds ratio, psychological distress
confidence intervals (OR=4.36) and CSA involving
and p values in force and family was associated
logistic regression with greater risk of PTSD,
modelling. almost doubling the likelihood
ratio (OR=2.18).
5. Schiff et al Cross- 104 females | Survey-based data 54.2% reported symptoms that | High prevalence of PTSD
(2010), Israel sectional and collection accede the DSM-IV criteria for was found among female
longitudinal Univariate analysis PTSD. Among childhood victims of childhood
used for descriptive victimized women PTSD is distress and continued
statistics frequencies, | associated with more frequent | heroin use was more
percentages, means use of heroin. Logistic frequent among women
and SDs. Chi square regression showed that having | with PTSD
and logistic PTSD was significantly
regression reported associated with more frequent
associations and odds | use of heroin at 1 year follow-
ratio with confidence | up with the likelihood of
intervals and p frequent heroin use much
values. higher among women with
PTSD.
6. Vogel, et al Cross- 193 Survey-based data Almost half of the participants Benzodiazepine use was
(2011), sectional psychiatric collection reported prolonged use of found to be highest
Switzerland patients in benzodiazepine in the past five | among people with a
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Author Design Participants | Methods Key significant findings on Conclusions relative to
(year), Country OAT, ACEs, and trauma. the research question
opiate Univariate analysis years. The odds ratio for history of childhood
agonist used for descriptive prolonged use of trauma and with a
treatment statistics, benzodiazepine between those | comorbid psychiatric
frequencies, and with and without childhood disorder. PTSD was shown
percentages. trauma was significantly in 3% of the participants.
Correlations used changed for those with a
Kendall’s Tau-b. Chi- psychiatric family history,
square and Fisher’s however there were no gender
exact tests for associations. The authors
categorical variables | reported that psychiatric
and Mann—-Whitney- | comorbidity may form an
U-tests for intervening variable between
continuous variables | childhood trauma and
Logistic regression prolonged benzodiazepine use.
odds ratio and
confidence intervals
for associations
between lifetime and
prolonged BZD
7. Peles et al Cross- 124 Survey-based data The age at onset of sexual Between group analysis
(2014), Israel sectional collection abuse was significantly younger | found an MMT group had

patients, 76
in
methadone
treatment
(MMT) and
48 in
treatment
for sexual
abuse (SA)

Univariate analysis
used for descriptive
statistical
frequencies,
percentages, means
and SDs.

Chi square, and
Fisher exact tests for
categorical variables.
Pearson’s
correlations and

for the Sexual Abuse (SA)
group compared to the
Methadone Maintenance
Treatment (MMT) group (p
=.03*, however fewer of the SA
group experienced sexual
abuse and violence than the
MMT group. Furthermore, the
rate of complex PTSD did not
relate to the age of 1% sexual
abuse. Obsessive Compulsive

higher levels of childhood
adversity, OCD, SUD, and
PTSD than a SA group
without an OUD.
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Author Design Participants | Methods Key significant findings on Conclusions relative to
(year), Country OAT, ACEs, and trauma. the research question
analysis of variance Disorder (OCD) was significantly
(ANOVA) for higher among the MMT group
continuous variables. | (p <.001***). While the average
number of adverse life advents
(severe disease, severe financial
problems, divorce, and
criminality), other than sexual
and substance abuse was
significantly lower for the SA
group.
8. Larance et al Cross- 1487adults, | Survey-based data Participants reported childhood | High levels of childhood
(2018), Australia | sectional 705 male collection maltreatment (76%) and maltreatment were
and 782 Univariate analysis elevated levels of lifetime reported with lifetime
female used for descriptive comorbid mental health comorbid mental health

statistical
frequencies,
percentages, means
and SDs.

Inferential analysis
employed, t tests,
Mann-Whitney U,
Odds ratio,
confidence intervals
and p values

disorders including depression
(61%) and PTSD (44%). There
were complex patterns of
substance use, including
prominent levels of overdose
and multiple drug
dependencies. A large minority
of participants reported the
onset of comorbid mental
health disorders prior to age 18
years: one in three reported
early onset of cannabis
dependence (33%); one in four
reported early onset of PTSD
(27%); and one in five reported
early onset of alcohol
dependence (23%). The mean
age of heroin dependence was

disorders, PTSD, and
multiple drug
dependencies
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Author Design Participants | Methods Key significant findings on Conclusions relative to
(year), Country OAT, ACEs, and trauma. the research question
21 years, while fewer males
developed heroin dependence
within the first year than
females (OR 0.68), however
males was slower than females
to seek treatment
9. Hassan et al Cross- 356 Secondary data study | The main findings, 332 with The prevenance of PTSD
(2019), USA sectional OUD (93.3%) used two or more | was higher among people
study of Statistical polydrug substances. PTSD was | using more than one drug
secondary comparisons using highly prevalent in individuals substance. However the
data multivariate binary using multiple substances and severity of childhood
logistic regression significantly different from treatment was not
and the results were | individuals using only one significantly different
presented using p polydrug substance (p =.01*). between people with a
values, odds ratios, The prevalence range of PUD and those without a
confidence intervals, | childhood maltreatment scores | PUD.
means and standard | across those with polydrug use
deviations and disorder was 21.8% to 59.5%.
proportions How the results showed no
difference in childhood
maltreatment severity or
prevalence between the two
groups of individuals with or
without Polydrug Disorder
(PUD).
10. Struble et al Cross- 50 African Survey-based data The IDU group were more likely | No significant differences
(2022), USA sectional pilot | American collection to report PTSD and bi-polar that | were reported for ACEs
study subjects Univariate analysis the non-IDU group. PTSD and depression/

used for descriptive
statistical
frequencies,

Differences between the two
groups on ACE’s, PC-PTSD-5,
and DASS-21 scores were
reported as minimal.

anxiety/stress between
intravenous and non-
intravenous drug users.
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Author
(year), Country

Design

Participants

Methods

Key significant findings on
OAT, ACEs, and trauma.

Conclusions relative to
the research question

percentages, means
and SDs.

Due to the small
sample size of this
pilot study, results
were presented
using effect size
estimates, Cohen’s d
for continuous data
and Cohen’s h
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3.3.2 Critical analysis of eligible studies

This section will provide a critical analysis of the ten eligible studies. Studies are reported
based on study design, methodology, key findings, and limitations provided by the
authors of each of the studies. A summary of the study’s overall findings is supplied
followed by a focus on the key variables for the current study and the factors for
treatment outcomes, ACEs, and PTSD. As discussed earlier, the studies are eligible for
inclusion because they included the key variables and are observed populations who are
in treatment for an opiate use disorder. PTSD was not always measured by a clinically
trained professional in the studies discussed below, however, the studies did include or
supply a validated measure of PTSD. Although many of treatment outcomes varied
between the different studies psychological issues emerged as an outcome across all ten
studies. The number of ACEs reported by the participants did present a limitation which
will discussed in chapter 9. Divergent measures have been used to assess psychological

well-being including depression and PTSD which are discussed for each study below.

1. Hien et al. (2000) - USA

Hien and associates oversaw a longitudinal study design conducted at two time points;
baseline (at treatment entry) and at three month follow-up. Ninety six opiate dependent
people participated, all of whom were enrolled within six months of starting methadone
maintenance treatment. The aim of the study was to determine levels of treatment
adherence compared to the frequency of violence and PTSD and to evaluate childhood
physical and sexual abuse.

Data was gathered through a semi-structured interview on lifetime trauma, drug use
and psychiatric well-being. Demographic information encompassed a variety of lifetime
traumatic events, including frequency of homelessness, adulthood interpersonal
violence, child and adult loss, sexual abuse, rape, serious physical accidents, and witness
to murder. Psychiatric well-being was measured using the DSM-IV Substance Abuse,
Comorbidity Version (SCID-SAC) questionnaire, (Spitzer et al., 1993; revised by Nunes et
al., 1996) which was specifically developed to detect mood and anxiety disorders among

people with substance use issues based on their self-report. The measure also included
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a module to evaluate for lifetime PTSD based on the DSM-IV criteria for PTSD. Lifetime
traumatic events were measured by the Traumatic Events Questionnaire (Fullilove et al.,
1993; modified by Hien & Scheier, 1996), a structured assessment of the persons
exposure to specific traumatic life events, including traumatic childhood events. Drug
use history was collected with the 61 item Drug Use Questionnaire (DUQ), (Hien & First,
1991). For each drug type, questions were asked to understand the individuals drug
consumption, the age of first use and the duration of use. The outcome measures for
treatment adherence included retention in treatment rates and weekly toxicology

screening tests for drugs and alcohol.

Among the main findings from the study was almost 30% of the women reported a
history of childhood sexual abuse which was statistically different from men (2%). No
gender difference was reported for physical abuse in childhood with close to 25% of the
sample reporting a positive history of physical abuse. Interestingly, of the 58 participants
reporting a history of trauma, the first traumatic event preceded the onset of SUD. The
prevalence of PTSD among participants was 19.8%; although not statistically significant,
a higher proportion of women (25.5%) met the DSM-IV criteria for PTSD, than men
(12.8%). Multivariate analysis with gender and PTSD as the independent variables, and
polydrug use as the covariate at both treatment entry and 3 month follow-up, found a
statistically significant main effect for PTSD (p <.001). Moreover, bivariate analyses
found that PTSD predicted higher overall rates of polydrug use at 3 month follow-up.
The overarching conclusion of the study proposes that lifetime trauma and PTSD can
impede the addiction treatment progress and service providers need to consider PTSD

as a commonly occurring disorder in within this population.

A limitation of this study was it did not find evidence to support the relationship
between PTSD and the treatment drop-out rates found in other studies, such as
motivational level, reason for seeking treatment, or the number of earlier admissions. A
further limitation was the overlap and interpretability between PTSD and depressive
disorders. Not every subject with depression had PTSD, although almost every person

with PTSD also had a depressive disorder.

42



The aim of this study was to determine levels of treatment adherence, PTSD, and
childhood physical and sexual abuse among a population in OAT, therefore eligible for

inclusion in this review.

2. Schiff et al. (2002) - USA

Schiff et al. utilised a cross-sectional study design among a random sample of 416
females in treatment for an opiate use disorder. The aim of the study was to examine
associations among intimate partner violence (IPV), depression, PTSD, childhood sexual
abuse (CSA) and current drug use among a cohort of women in a methadone treatment

program.

Eligibility for the study required participants to be between the age of 18 and 55,
enrolled in a methadone program, had lived, or living with a person described as a

regular sexual partner who they shared economic resources and/or childcare with.

The main outcomes measured included the Revised Conflict Tactics Scales (CTS2),
(Straus et al.,, 1996), which measured; physical assault, injury, sexual coercion,
psychological aggression, and negotiation. Depression and psychological distress were
measures by the 53-item Brief Symptom Inventory (BSI) (Derogatis, 1993; Derogatis &
Savitz, 1999). The level and severity of PTSD was measured using the Posttraumatic
Stress Diagnostic Scale (PDS), (Foa, 1995). The PDS scale is a 49 item self-report
instrument based on the DSM-IV criteria for PTSD which measures the severity of the
PTSD symptoms and the presence of PTSD. Drug use was assessed using an eight-point
Likert scale by recording participant responses to frequency of substance use over the
past 6 months for different drug types, including heroin, cocaine, and cannabis. Sexual
abuse before the age of 18 was measured using the Childhood Sexual Abuse Interview

(CSAl), (Finkelhor, 2010; supplemented with questions by Suzanne Sgroi, 1982).

A number of hypotheses were tested and results reported on accordingly. One
hypothesis proposed that women in treatment and currently abused by their intimate
partner will report higher levels of current polydrug use and injection drug use than non-

abused women. The results showed that 60% of the total sample reported using multiple
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illicit drugs on at least one occasion during the past 6 months. Although the physically
abused women reported higher drug use than the non-abused women the difference
was not statistically significant. A second hypothesis asked whether women in treatment
and using poly drugs or injecting drugs, will have more depressive symptoms, PTSD, and
psychological distress than women who did not use poly drugs. However no significant
difference between polydrug use and PTSD among the women was found. However, a
significant difference was found between those who injected drugs and those who did
not inject drugs on the number of Post Traumatic Symptoms (PTS) (p< .050). A third
hypothesis proposed that women in treatment with a history of childhood sexual abuse
would sufferer more depressive symptoms, PTSD, and psychological distress than
women who were not sexually abused in childhood, however no statistical difference
was shown between the two groups. Although, women sexually abused in childhood
had significantly higher depressive symptoms (p <.001) and significantly higher
psychological distress (p <.001) than women who did not suffer sexual abuse in

childhood.

A limitation which should be noted is that it is based upon cross-sectional data which
restricts the ability to infer causal relationships. The population ethnicity and
comparisons between cultural differences were not reported on, therefore,
comparisons to other studies may not be generalisable. A significant number of the
women participating in the study had been abused by an intimate partner, this variable
was not controlled for in any of the analysis, therefore, the results reported for

depression and PTSD may not be comparable to other treatment modalities.

This study examined associations between IPV, depression, PTSD, childhood sexual
abuse and current drug use among a cohort of women in a methadone treatment

program. Therefore, included in this review.

3. Engstrom et al. (2008) - USA
This research conducted by Engstrom and colleagues is based on the same data as the

study by Schiff et al. however, the aim of the study is somewhat different and therefore
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the findings of the study present evidence on the mechanisms of risk between childhood
sexual abuse and IPV and the potential mediation of PTSD and global psychological

distress.

The study design is cross-sectional among a randomly selected population of women in
methadone maintenance and described in detail in Schiff et al. (2022) above. The
measures included the Childhood Sexual Abuse Interview (CSAI), (El-Bassel et al., 1998;
Finkelhor, 2010; Sgroi, 1982) which is conducted among adults and respectively gathers
self-reported sexual experiences that occurred prior to the age of 15 years. As also
discussed above, the Revised Conflict Tactics Scale (CTS2), (Straus et al., 1996) was used
to measure experiences of partner violence; the 49-item PTS accessed the diagnosis
criteria and severity for PTSD, (Foa, 1995); the 53-item BRS instrument, (Derogatis,
1993), addresses overall psychological and drug use was measured using the Drug Use
and Risk Behaviour Questionnaire, (El-Bassel et al., 1998) an eight-point Likert scale for
drug use in the past 6 months. Additionally, the Multidimensional Scale of Perceived
Social Support (MSPSS), (Zimet et al., 1988) measured overall social support from family,

friends and a significant other.

The demographic findings of the sample reported a mean age of 39.9 years with most
either Latina/Hispanic (47.8%) or Black/African American (30.8%), and with an average
annual income of $10,143. The mean years in education was 11 years and most of the
women were single or never married (46.6%). A substantial proportion (78.8%) had one
intimate partner, and more than half (52.9%) reported a lifetime of homelessness. The
prevalence of childhood sexual abuse was reported by 57.9% of women. Findings from
the inferential analysis reported childhood sexual abuse was significantly associated
with PTSD (OR = 1.95, p <.010) and with psychological distress (OR=3.26, p <.050).
Women with a history of childhood sexual abuse were 2.5 times more likely to report a

lifetime history of IPV (p =.007).

A limitation discussed by the authors is that study is it is based upon cross-sectional data

which restricts the ability to infer causal relationships between the multiple variables
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measured including social support, mental health problems, PTSD, childhood sexual
abuse and substance use. Additionally, the relationships between the many covariates,
such as the relationship between PTSD and reduced social support, may limit an
interpretation to fully understand the complex connections of childhood sexual abuse.
Given 90% of the participants were either Latina or African American women, the

findings may not be representative of the general population in the US.

The study presented evidence on the mechanisms of risk between childhood sexual
abuse and IPV, PTSD and global psychological distress, therefore, eligible for inclusion in

this review.

4. Engstrom et al. (2012) - USA

The study conducted by Engstrom, and colleagues (2012) also draws on data reported
and discussed from Schiff et. al (2000) and Engstrom et al (2008). The purpose of this
study was to examine the relationships between (CSA) characteristics and the presence

of force and involvement of the family, IPV, PTSD and mental health issues.

The study design was cross-sectional in nature, with the data for all variables collected
at baseline except for the IPV 12-month variable. The outcome measures previously
mentioned in the 2008 article were Childhood Sexual Abuse Interview (CSAI), (El-Bassel
et al., 1998; Finkelhor, 2010; Sgroi, 1982) and the Posttraumatic Stress Diagnostic Scale
(PDS), (Foa, 1995). Univariate analyses were conducted to obtain descriptive statistics
for the sample and bivariate and multivariate analyses involved logistic regression
analyses the relationship between CSA characteristics and each of the dependent
variables of interest. The aims of the statistical analysis were broken down into three
hypotheses. Hypothesis 1, Women whose reported CSA histories involving both force
and family will have the greatest risk of lifetime and recent IPV. Hypothesis 2; Women
whose reported CSA histories involving both force and family will have the greatest risk
of PTSD. Hypothesis 3; Women whose reported CSA histories involving both force and

family will have the greatest risk of overall psychological distress.
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On average, the women were in methadone treatment for 9.3 years, with 63.8% of the
sample reporting polydrug use. A main finding from this study showed that CSA was
associated with increased risk of PTSD and overall psychological distress A significant
relationship was reported between childhood sexual abuse involving force and family
and PTSD (p =.017) with a doubling of the odds ratio, however, no other CSA experiences
were associated with PTSD. A further finding showed that CSA involving force and family
was significantly associated with greater overall risk of psychological distress at the

bivariate level (p <.001).

Some of the limitations of this study population have been reported in the 2008 study
above, which include the reliance on self-reports and retrospective recall data for some
of the key variables. Furthermore, the use of the cross-sectional data for associations
with PTSD and psychological distress limit the causal inferences that can be drawn from

the study’s findings.

This study investigated the relationships between childhood sexual abuse characteristics
and the presence of force and involvement of the family, IPV, PTSD and mental health

issues, therefore, eligible for inclusion in this review.

5. Schiff et al. (2010) - Israel
Schiff and associates conducted a one-year longitudinal study among 104 female service
users attending one of four methadone clinics in Israel. The aim of the study was to

investigate the association between PTSD and heroin use in a 1-year follow-up.

Heroin use was analysed at two time points; one year prior to interview (time one) and
the day of the interview (time 2) and determined from computerised urine analysis data.
Self-report data on PTSD and history of trauma was gathered using the 49 item PTS
questionnaire previously presented above (see 2. Schiff, 2002). Demographic data on
age, years in education, and marital and parental status was also collected. Bi-variate
analysis using Chi square was conducted for the associations between PTSD and illicit
drug use. Logistic regression was used to examine the relationships between PTSD and

heroin use one year at follow-up, while controlling for both heroin use at time one and

47



background traumatic events. The authors reported that a history of childhood sexual
abuse was shared by all the participants in this study with 66.3% of the women also

reporting non-sexual assault at some point in their lives by a relative or a stranger.

The main finding showed that having PTSD was significantly associated with more
frequent heroin use. The results found a high prevalence of PTSD among the women
(54.2%), and the use of heroin was significantly higher between those with PTSD and
those without PTSD (p =.002). Furthermore, a similar significant pattern of association
for heroin use was also shown between the PTSD groups at one-year follow-up (p =.042).
Additionally, age was found to be negatively associated with heroin use, with younger
women using less heroin than older women (p =.045). Finally, a significant association
was also found for the number of traumatic events, excluding childhood sexual events

and frequency of heroin use at one year follow-up (p =.035).

This study had some limitations which should be noted. The study is based on a sample
from four methadone clinics in Israel and although the sample size represented 12% of
people in methadone treatment, the number of people interviewed was just 104 female
service users and may not be representative of the population in treatment for an OUD.
Additionally, given that all the participants were affected by CSA, direct associations
between CSA and heroin use cannot be made. Therefore, results on the associations
between of PTSD and illicit drug use may be influenced by the high prevalence of
childhood sexual abuse among this sample. The study did not assess depression or more
general psychological well-being; therefore, depression may have been a factor
associated with PTSD. Another limitation is that other illicit substances such as cocaine
and alcohol were not examined, given the elevated level of polydrug use among people
in treatment reported by other studies, the presence of other substances may have been
a confounding factor for reduced heroin use amongst some participants. Finally,
although data was collected from four clinics for this study, there was no analysis
undertaken between the service users in the different clinic to learn whether attending

a particular clinic may have been a factor in heroin use.
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This study investigated the associations between PTSD and heroin use, depression, and

childhood sexual abuse, therefore, eligible for inclusion in this review.

6. Vogel et al. (2011) - Switzerland

The paper by Vogel et al. conducted among 193 people in OAT investigates the misuse
of benzodiazepine (BZD) among people in treatment for an OUD. BZD use has been
associated with poor treatment outcomes, including psychosocial functioning,
continuing polydrug use, psychiatric comorbidities, and drug-related deaths. The aim of
the paper is to examine the factors associated with BZD use particularly traumatic

childhood experiences.

The study is cross-sectional and was conducted in two outpatient treatment centres in
Basel. Data is based on participants self-reported responses on two questionnaires. A
majority of the participants were males (66.3%) and 38.9% of people had been attending
the treatment centre for over 10 years. Adverse childhood experiences were collected
using the 28-item Childhood Trauma Questionnaire (CTQ). Urinalysis data was compared
with self-reported use of BZD for comparison purposes. Prolonged use of BZD was
defined as regular use several times a week, for longer than two months. Chi square
tests and Fisher exact tests were used to test associations between binary and
categorical data. Mann-Whitney-U tests were used to test continuous variables. Logistic
regression was used to assess lifetime and prolonged use of BZD and valuables including

psychiatric family history and traumatic childhood experiences.

The main findings of the study showed that the prevalence of BZD was extremely high
with only 29 participants (15%) reporting no lifetime use of BZD. Another key finding
showed 67% of the sample reported moderate to severe scores in at least one sub-
category of traumatic childhood experiences. Furthermore, women were more likely
than men to have higher overall CTQ scores with more moderate to severe scores for
emotional abuse (p <.001), physical abuse (p <.01) and sexual abuse (p <.01). Prolonged
BZD users were shown to have higher CTQ scores and more moderate to severe scores

for emotional abuse and physical abuse than those with no prolonged use of BZDs. The
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findings from logistic regression modelling showed that traumatic childhood
experiences were significantly related to prolonged BZD use (p <.001). Although
psychiatric comorbidity was high among participants (70%), PTSD was reported by just
5 participants. Additionally, ACEs may be a consequence of family psychiatric history;
regression modelling for BZD use with and without childhood experiences changed the

odds ratio for family psychiatric history from 2.3 to 2.7.

A limitation of this study is that the retrospective assessment of traumatic childhood
experiences may be prone to recall bias. According to the authors, retrospective studies
may be more prone to false negative cases, rather than false positive cases. The
definition of prolonged use of BZDs in this study does not correspond to the ICD-10 or
DSM-IV criteria of dependence. Several participants reported no use of BZD, however
urinalysis suggested that BZD was present in their urine samples, which may be a
consequence of contamination with other street drugs, which were not analysed as part
of this study. Another limitation is that the study sample were predominantly male,
therefore may not generalisable to a broader population in OAT.

The focus of this study was on lifetime benzodiazepine, childhood maltreatment and

comorbid psychiatrist disorders, including PTSD, therefore eligible for this review.

7. Peles et al. (2014) - Israel

The study by Peles et al (2014), compared two groups of women, 68 women in
methadone treatment (MMT) and 48 women with no history of opiate addiction with a
history of childhood sexual abuse (SATC) on a range of psychological well-being
measures including PTSD. The aim of the study was to evaluate the prevalence of
obsessive-compulsive disorder (OCD) among two groups of women with and without a

history of drug addiction who had been sexually abused in their childhood.

This study utilised a between groups design among 116 women from two patient groups
in Tel Aviv, Israel. Data was collected through a structured interview and the outcome
measures included; the Modified Addiction Severity Index (ASI) Questionnaire, (for

current and historical substance dependence), (McLellan et al., 1984); the PTSD-Sexual
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Abuse (an adjusted version of the Clinician-Administered PTSD Scale (CAPS) for sexual
abuse trauma), (Blake et al., 1990); the Life Events Inventory Questionnaire (a 15-item
instrument that reports on the number of adverse events experienced by the person,
excluding sexual events and substance use); the Dissociative Experiences Scale (DES),
(aninstrument to identify dissociative pathology and severity of dissociative symptoms),
(Bernstein & Putnam, 1986; Carlson & Putnam, 1993); and the Yale—Brown Obsessive
Compulsive Scale (Y-BOCS) (with subscales to measure the severity of obsessions and
compulsions), (Goodman, Price, Mazure, et al., 1989; Goodman, Price, Rasmussen, et
al., 1989). Multivariate ANOVA tests were used for continuous variables, Chi-Squared
and Fisher exact tests for categorical variables and Pearson’s correlation coefficients
were used for linear correlations. The opiate-maintained group provided a urine sample

on the morning of the interview.

The findings showed that the MMT group (mean age=42.9 years) were statistically older
than the SATC group (mean age= 36.0 years) and the MMT group spent statistically
longer in treatment, 8 years compared to 1.2 years (p <.001) for the SATC group. The
level of OCD among the MMT group was almost double that of the SATC group (p <.001).
The mean number of adverse events, which included, criminal involvement, death of a
close friend and severe financial problems was also statistically higher for the MMT
group (p <.001). Curiously the rate of complex PTSD was statistically much higher in the
SATC group than the MMT group. Furthermore 78.6% of the SATC women reported
having both PTSD-Sexual Abuse and OCD which was statistically significant when
compared with the MMT group (p <.001). It is also worth noting that 70% of the SATC
group reported their sexual abuse occurs before the age of 13 years and 84.2% reported
that the perpetrator of the sexual abuse was a family member. Finally, the study also
noted that among the SATC group sexual abuse which took place at a later age >12 years,
was predictive of a higher rate of psychiatric disorders, OCD, DES, and complex PTSD

rather than if the sexual abuse occurred before the age of 13 years.

Additional limitations of this study are that the questionnaires used to collect the

information from the SATC patients were self-reported, while those of the MMT patients
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were obtained through one-to-one interviews due to the difference in education levels
of patients within the MMT group. Therefore, child sexual abuse was measured
differently in the two groups which may have affected the results. The authors noted;
substantial differences between the two groups on age, the level of education, the
treatment duration period, and the small sample size has limitations that might affect

the results.

The focus of this study was on polydrug use, childhood maltreatment and psychological

well-being and PTSD among people in OAT, therefore, eligible for inclusion in this review.

8. Larance et al. (2018) - Australia

The overall objective of the study conducted by Larance and colleagues (2018) was to
examine the demographic and clinical predictors of pace for the transition from heroin
use to dependence and to the initiation of treatment seeking behaviour. The specific
aims were firstly, to examine the time taken from the age of first exposure to heroin, to
the first use of heroin, to the development of heroin dependence and from dependence
to treatment-seeking by gender and secondly, to examine the demographic and clinical

predictors of these events.

The study design is cross sectional in nature, however, the sample consisted of 1,149
heroin-dependent individuals recruited from a case-control study in Sydney, Australia.
The participants, 705 males and 44 females, were recruited from 34 OAT centres and
took part in a face-to-face structured interview. The socio-demographic data collected,
included age, gender, educational attainment, and parental status/dependent children.
Childhood maltreatment, specifically, physical abuse and sexual abuse was assessed
using the Christchurch Health and Development Study assessment questionnaire,
(Fergusson et al., 1989). The clinical characteristics of the sample were assessed using
Semi-Structured Assessment of the Genetics of Alcoholism-Australia (SSAGA-0Z),
(Bucholz et al., 1994; Hesselbrock et al., 1999) a DSM-VI validated diagnostic instrument
for substance dependence, conduct disorder, depression, and PTSD. Data analysis for

comparisons between the groups were computed using odds ratios (OR) with 95%
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confidence intervals. Means, standard deviation (SD) and parametric tests of
significance were used for normally distributed continuous data, for skewed data, non-

parametric Mann-Whitney-U test, medians, and Inter-Quartile Ratio’s (IRQ) were used.

The primary outcomes in this study were the transitions from first heroin use to heroin
dependence, and from heroin dependence to treatment seeking. The results showed
that participants reported elevated levels of social disadvantage including, low
educational attainment, problematic family environments with prominent levels of
childhood maltreatment. Participants also reported important levels of comorbid
mental disorders, including depression (61%) and PTSD (44%). Early onset PTSD was
reported by 26.9% of participants. The median age of first use of heroin was 18 years
with a median age of heroin dependence of 21 years, however, there was a significant
association with gender, with women reporting a median age for heroin dependence of
20 years (p =.005). Opioid overdose was reported by 59% of people and 39% reporting
three or more overdoses episodes requiring medical treatment. Emotional abuse in
childhood was reported by 52% of participants with 49% reporting physical abuse and
48% having experienced sexual abuse. The study found there were multiple drug
dependencies among the sample in particular cannabis (58%), stimulants (52%), and
alcohol (41%). Treatment seeking behaviour started at a median age of 24 years, with
women seeking treatment at 23 years, significantly different to males (p <.001).
Childhood and adolescent experiences were identified as important predictors of risk in
this study. After controlling for confounders, the risk characteristics shown for
transitioning from awareness to dependence included; experiencing more forms of
childhood maltreatment, having dependent children, and first taking heroin at an older

age.

Limitations of this study included the assumption by the authors that reports of opioid
use and dependence, equate to heroin use and dependence given the sample had long
histories of heroin use at the time of interview. All age of onset variables were collected

through retrospective assessment and may therefore be subject to recall bias.
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While the study did not focus on the relationship between ACEs, PTSD, and treatment
outcomes; it did measure and report on these three variables, supplying detailed
analysis which showed, elevated levels of childhood treatment, high rates of current
drug use and higher levels of PTSD among people in OAT, therefore, included in this

review.

9. Hassan and Le Foll (2019) - USA

The study by Hassan and colleagues examined the use of poly drugs among individuals
with OUD. The purpose of the study was to examine associations between childhood
maltreatment, and a range of psychological disorders including mood disorders, anxiety
disorders, personality disorders, and PTSD among individuals with polydrug use disorder

(PUD).

The study is a retrospective cross-sectional design using a random sample of data taken
from the third wave of the National Epidemiologic Survey on Alcohol and Related
Disorders in the USA. The sample of 356 included only individuals diagnosed with an
OUD, including both illicit and licit opiates in the 12 months prior to the onset of this
study. The sample was segmented into a non-PUD group (n= 152) and those with PUD
(n=204). The PUD group was split into PUD users using 1 substance (OUD+1, n= 111)
and PUD users using 2 or more polydrug substances, (OUD +2, n= 93). The clinical
diagnosis of OUD, psychological disorders, including PTSD, and demographic
information was gathered through a semi-structured interview, using the Alcohol Use
Disorder and Associated Disabilities Interview Schedule (AUDADIS-5), (Grant et al.,
2015). Childhood abuse and neglect was collected on 19 questions adapted from two
validated Likert scales from The Conflict Tactics Scale (CTS), (Straus, 1979) and the
Childhood Trauma Questionnaire (CTQ), (Bernstein et al., 1994). Statistical comparisons
between the groups were performed using multivariate binary logistic regression and
the results were presented using p values, odds ratios, confidence intervals, means and

standard deviations.
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Of the 332 participants with OUD (93.3%) two or more polydrug substances were used,
in addition to opioids, in the past year. PTSD was highly prevalent in individuals using
multiple substances and significantly different from individuals using only one polydrug
substance (p =.010). The OUD + 2 group had a higher percentage of males (62.3%) and
34.2% of the group had a diagnosis of PTSD in the past year compared with 16.5% of the
OUD only group and 19.6% of the OUD + 1 group. Furthermore, over a quarter of the
OUD + 2 group had at least three classes of substance use disorders, including OUD,
within the same period. Alcohol use disorder was the most prevalent PUD (68.4%),
followed by cannabis use disorder (50.9%) and sedative use disorder (41.1%). The
prevalence range of childhood maltreatment scores across the PUD groups was 21.8%
to 59.5%. The results showed no difference in childhood maltreatment severity or
prevalence between the two groups of individuals with or without PUD. Furthermore,
there were no statistically significant differences in the childhood maltreatment scores
or each type of maltreatment between any of the three groups. Additionally, the OUD +
2 group were found to have a high childhood maltreatment severity mean score (35.1)
than the OUD only group (32.6), however, no significant difference was found between
the mean scores for emotional abuse, physical abuse, sexual abuse, physical neglect, or

emotional neglect.

Limitations of this study which should be considered include the cross-sectional design
does not allow for causal inferences and the retrospective design may also be subject to
recall and information bias. Additionally, the relatively small group sample sizes could

have impacted the results, in particular the association with childhood maltreatment.

The focus of this study is on polydrug use, childhood maltreatment and psychological
well-being including PTSD. The results informed on the relationship between PTSD and
polydrug use, a primary outcome of OAT. Furthermore, the authors concluded that
multiple substance use disorders are associated with PTSD symptomology, and
childhood maltreatment may be a precursor of many types of substance use and mental

health disorders. Therefore, this study in eligible for inclusion in this review.
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10. Struble et al. (2022) - USA

The purpose of this pilot study by Struble et al. (2022) was to explore the differences of
injection drug rates (IDU) among a population of African Americans in OAT programs.
The study was guided by a framework influenced by factors, including social networks
and risk-taking characteristics, along with mental health symptoms, needle phobia, and

injection perception variables.

The study design is cross-sectional among a purposeful sample of 50 participants, 58%
of whom were male from an opioid treatment program in Detroit, USA, with injection
the preferred method of drug consumption for 16 of the participants. The Depression,
Anxiety, and Stress Scales-21, (DASS-21), (Brown et al., 1997) was used to explore these
emotional states with the past week symptoms Cronbach a’s ranging from 0.84 to 0.94).
For social network influences, three questions were routinely collected at the clinic
about substance use and injection histories among the participant’s parents, siblings,

spouse/partners, and close friends.

Data was collected using self-report. The measures included a demographic
questionnaire for age, education, and drug use characteristics. The Adverse Childhood
Experiences (ACE) (Felitti et al., 1998) questionnaire was administered to assess
childhood traumatic events. The Primary Care PTSD Screen (PC-PTSD-5), (Prins et al.,
2016) assessed trauma-related symptoms in the past month. The DASS-21 was used to
investigate the individual’s emotional state and a sub-scale of the Phobic Stimuli
Response Scale, (Cutshall & Watson, 2004) was used to measure needle phobia
symptomology. Social network influences were collected which relate to substance
misuse history among parents, siblings, partner, family, and close friends. Due to the
small sample used in the study the results were reported using Cohen’s d effect size

measurements for continuous data and Cohen’s h.

The results found that the IDU group was more likely to report PTSD and bi-polar
disorder (BPD) than the non-IDU group (h =.45). Differences between the two groups on

ACE’s, PC-PTSD-5, and DASS-21 scores were reported as minimal. However, the IDU
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group were more likely to have a partner (h =0.87) and/or close friend (h =0.36) who

injected opioid drugs than were the non-IDU group.

As mentioned, the small sample size of this research is a limitation which prevented
multivariable and gender analyses. Data was also gathered using self-reports on
whether the participant had received a diagnosis of PTSD, therefore, subject to recall
bias. Furthermore, this study excluded participants who had been in OAT longer than
one year and may not reflect the prevalence of PTSD and IDU found in the wider

population in OAT, specifically people in long-term treatment.

The focus of this short study was on drug injecting behaviour, social influences ACEs and

psychological well-being, including PTSD, therefore eligible for including in this review.

3.4 Discussion

The ten studies discussed above supplied evidence for the relationships between
childhood sexual abuse, PTSD, and outcomes of methadone maintenance treatment.
Three of the studies (Engstrom et al., 2012; Engstrom et al., 2008; Schiff et al., 2002),
reported findings from the same sample of female subjects in the USA, while Schiff et
al. (2010) also reported on female only subjects. Continued drug use was the treatment
outcome most reported across the different studies and the related associations with
PTSD and mental health problems. Larance et al. (2018) reported complex patterns of
substance use, including prominent levels of overdose and multiple drug dependencies
among participants with lifetime comorbid mental health disorders including
depression, and PTSD. The study by Vogel et al. (2011) found that almost half of the 193
psychiatric patients reported prolonged use of benzodiazepine in the past five years,
with those who experienced childhood trauma having a significantly greater odds of
prolonged use if they came from a family with a history psychiatric problem.
Furthermore, emotional abuse, emotional neglect, physical neglect was significantly
associated with prolonged benzodiazepine use with no differences observed between
males and females. Larance et al. (2018) included measures for demographic variables

for social functioning and childhood physical, emotional, and sexual abuse. The authors
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found elevated levels of social disadvantage including, low educational attainment,
problematic family environments with important levels of childhood, physical,

emotional, and sexual abuse among the 1,149 participants.

Most of the studies presented in this chapter confirmed the high prevalence of PTSD
among people in OAT. The prevalence of PTSD varied from between 28.6% (Engstrom et
al., 2008) and 54.2% (Schiff et al., 2010), suggesting that PTSD is an important risk factor
interfering with the recovery of people in treatment. The adverse childhood experiences
reported by the studies tended to focus on childhood sex abuse (CSA). Engstrom et al.
(2012) identified CSA as a predictor of psychological distress and with a strong
association to PTSD (Engstrom et al., 2008). Additionally, this finding was indirectly
supported by Peles et al. (2014) who reported that there was not a significant difference

on age of first sexual abuse between CSA women in OAT and women not in OAT.

Schiff et al. (2010) found that women with a history of CSA did not differ significantly on
PTSD from those without a history of CSA, however, sexually abused women did differ
significantly on the number of PTSD symptoms. The comorbidity between substance
misuse and psychological distress was reported by most of the studies discussed.
Larance et al. (2018) reported that a large minority reported the onset of comorbid
mental health disorders before the age of 18 years, with 61% of participants reporting
prominent levels of comorbid mental disorders, including depression. Furthermore, the
early onset of cannabis dependence was reported by almost a third of participants with
25% reporting early onset of PTSD (Larance et al.,, 2018). Hassan and Le Foll (2019),
reported that PTSD is highly prevalent in individuals with OUD which could influence

polydrug use, therefore, recommending the screening for PTSD in cases of polydrug use.

As presented in Section 3.3.1, all of the studies had a number of limitations which were
reported by the authors for each study. In general, the treatment outcomes that were
measured, while well-defined, were narrow in scope. For example, none of the studies
measured physical health, social functioning, or criminality. A further limitation was the

paucity of reporting on gender differences. Four studies investigated female only
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participants, therefore, there was a gender imbalance across the review. Although six of
the studies surveyed both male and females, reporting on gender differences within the
studies was extremely limited. Many studies focused on CSA as the adverse childhood
experience with three of the studies measuring a range of different childhood
experiences. However, only two of the studies supplied any in-depth reporting of the

link between ACE’s, PTSD, and treatment outcomes.

The overarching research question which the current study aims to answer is what are
the relationships between ACEs, PTSD, and treatment outcomes; current drug use, HIV
risk taking behaviour, physical health, psychological well-being, criminality, and social

functioning, among people in OAT.

The next chapter will provide a detailed description of the methodical approach used

to answer the research question.
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Chapter 4: Methodological considerations and study design

4.1 Introduction

Research has been described as a systematic enquiry or investigation, where the data
collected are elucidated to make something clear or understandable (Mackenzie &
Knipe, 2006). The choice of paradigm sets out the way knowledge is interpreted and lays
down the intent and “expectations for the research” (Mackenzie & Knipe, 2006, p. 2).
This chapter outlines the aims, the philosophical paradigm, the research design, and the
methods employed within the current study. This project is constructed within the
postpositivist paradigm; the reasons for applying this paradigm to the current study are
discussed in detail following a presentation of the studies aims. The methodological
components; ethics, role of the researcher, study design, data collection, management,
security, and quality control are also discussed. In addition to the quantitative part of
the study a qualitative analysis of the responses from participants to the quantitative
guestions asked during the interviews was also conducted. The chapter concludes with
a presentation of the quantitative data analysis plan (SAP) and a presentation of the

explanatory qualitative analysis plan.

4.2 Aims and research questions.

The aim of the study is to investigate the relationship between adverse childhood
experiences, trauma, and treatment outcomes among people in OAT in Ireland. Earlier
research on OAT within an Irish context has primarily focused on the importance of harm
reduction and the success of the methadone protocol in maintaining people in
treatment (Irish College of General Practitioners, 2018; Mayock et al., 2018). However,
there appears to be a dearth of previous research into the impact of childhood trauma
on people in OAT and the relationship of trauma on successful treatment outcomes
among people with an OUD in Ireland. The narrative review presented in chapter three
found a high prevalence of PTSD and childhood maltreatment among people in OAT.
However, the studies did not investigate family dysfun