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ABSTRACT

Objective: The aim of the present study was to determine sociodemographic and clinical characteristics, substance use 
patterns, psychosocial traumas, and gender differences among adolescent inpatients at an addiction treatment center.

Method: Participants were 105 adolescents consecutively admitted and hospitalized at the Children and Adolescent Alcohol 
and Drug Dependency Research Treatment and Training Center of Bakirkoy Prof Dr. Mazhar Osman Training and Research 
Hospital for Psychiatry, Neurology, and Neurosurgery between February and December 2017. Kiddie-Schedule for Affective 
Disorders and Schizophrenia, present and lifetime version, Hamilton Anxiety and Depression Rating Scales, Conners-Wells’ 
Adolescent Self-Report Scale, Adolescent Dissociative Experiences Scale, Childhood Trauma Questionnaire, Addiction Profile 
Index-Practitioner Form, and Inventory of Parents and Peer Attachment were administered to all participants.

Results: Of all cases, 31.4% were girls. Criminal history, a diagnosis of conduct disorder, substance use in the family, emotional 
abuse, and heroin use were frequently revealed. Among the girls, the substance use period was shorter and ecstasy use, 
traumatic experiences, diagnosis of post-traumatic stress disorder (PTSD) and severity of comorbidities were prominent; among 
the boys, synthetic cannabinoid use was more prevalent. While synthetic cannabinoid and alcohol use were frequent among 
the cases with a diagnosis of attention deficit hyperactivity disorder, heroin use was prominent among cases with depression 
diagnosis and ecstasy use among cases with PTSD.

Conclusion: Among children and adolescents, substance use trends, childhood traumatic experiences, and severity of 
comorbidities may differ according to gender. It is important to take these differences into consideration in the treatment process.
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INTRODUCTION

In a global perspective, addiction is seen to begin at an 
early age, and rates of substance use are higher among 

younger users (1). In substance use disorder (SUD), 
particularly the risk of substance use in adolescence is 
known to be increased; therefore, prevention of 
smoking, alcohol consumption, and substance use 
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during adolescence is of considerable importance (2). 
In Turkey, epidemiological studies as well as data 
regarding substance use in children and adolescents 
who have dropped out of education are very limited. A 
study by Ogel et al. (3) reported that 72% of children 
living on the street were using substances, mostly 
solvents (paint thinner), followed by marijuana and 
alcohol. Among the factors increasing the risk of 
substance use were academic failure, absenteeism, 
frequent changes in society, location, and environment, 
weak neighborhood connections, and economic 
deprivation (4).

The family environment is quite important in 
shaping a child’s future behaviors. Accordingly, 
parents’ alcohol or substance use, child neglect, a 
broken family, or the experience of fighting within the 
family are among the factors increasing the risk of 
substance use (4,5).

Coexistence of SUD and psychiatric diseases in 
adults is common and well documented. However, for 
children and adolescents, the number of population-
based studies is low. Comorbidities can increase the 
substance-use risk in adolescence, and substance use 
may cause new psychiatric disorders such as cognitive 
disruptions or psychosis. Of the adolescents presenting 
at treatment centers for SUD, 60-80% show conduct 
disorder, 30-50% attention deficit hyperactivity 
disorder (ADHD), and 24-50% major depression. 
Depression, ADHD, and other disruptive conduct 
disorders as well as social phobia and general anxiety 
disorder in late adolescence are known to increase the 
SUD risk (6). It has been reported that adolescents 
displaying post-traumatic stress disorder (PTSD) 
initially try to treat themselves first with cigarettes, 
alcohol, and cocaine, and over time more commonly 
with heroin (7). Previous studies have shown persons 
with SUD to have experienced more frequent 
childhood abuse. In individuals with SUD with a 
history of childhood trauma, more psychiatric stress 
and comorbidity were found (8,9). Childhood sexual 
abuse most often causes depression, self-harm, suicide 
attempts, PTSD, SUD, borderline personality 
disorders and its characteristics, dissociative disorders, 
and a higher incidence of intravenous substance use, 
and may also lead to early smoking behavior. This 
situation has been claimed to arise from the attempt to 
cope with the trauma and overcome mood and 
emotional dysregulation. Childhood abuse can lead to 
loneliness, helplessness, a feeling that no one will 
come to one’s help, and chaos, and the adolescent may 
turn to substance use in order to cope with these 

problems (10). Negative childhood experiences can 
also affect attachment security, which again may 
predispose the adolescent to substance use (11). 
Individuals with secure attachment are more 
successful in creating social relations and have more 
trust in themselves and others; therefore, when under 
stress, they seek social support. If persons under stress 
turn to substances instead, their lack of this trait might 
be due to insecure attachment. A study in Turkey 
found adolescent substance users to be most frequently 
of the dismissive-avoidant type of the insecure 
attachment style (48%) (12).

The number of inpatient treatment centers for 
addicted children and adolescents in Turkey is very 
low. The evaluation of the patient population 
presenting to those few centers generates important 
and up-to-date data about substance use patterns and 
risk factors in the country. Aim of this study is to 
assess  the  soc iodemographic  and c l in ica l 
characteristics,  substance use patterns,  and 
psychosocial traumas of the applicants at the inpatient 
unit of the Child and Adolescent Substance Abuse 
Treatment and Education Center (CEMATEM) and 
compare them by sex. Our hypothesis assumes 
substance use to be more severe in males than in 
females, while traumatic experiences and the number 
and severity of psychiatric comorbidities are expected 
to be greater in girls than in boys.

METHOD

Participants
The research was carried out with 105 consecutive 
patients under the age of 18 presenting at the 
CEMATEM of Bakirkoy Prof. Dr. Mazhar Osman 
Training and Research Hospital for Psychiatry, 
Neurology, and Neurosurgery in Bakirkoy (Istanbul, 
Turkey) between February and December 2017 who 
were hospitalized with a diagnosis of SUD. Excluded 
were patients with psychotic disorder, bipolar disorder 
in an active phase, or with a diagnosis of autism 
spectrum disorder, and persons with mental deficiency 
of a degree that prevented them from answering the 
questions in the clinical interview, illiterate patients, 
and individuals who did not agree to participate.

Procedure
After the researcher explained the purpose of the 
research and the tests to be administered, a voluntary 
consent form was received. Data regarding 
sociodemographic characteristics and substance use 



Dusunen Adam The Journal of Psychiatry and Neurological Sciences 2020;33:190-202192

were recorded in a sociodemographic data form 
prepared by the researchers. Psychiatric diagnoses 
were reviewed by the researcher using the Kiddie-
Schedule for Affective Disorders and Schizophrenia 
for School-Age Children – Present and Lifetime 
version (K-SADS-PL). Hamilton Anxiety and 
Depression Rating Scales and the Addiction Profile 
Index – practitioner form were administered. All 
participants were requested to complete the Conners-
Wells Adolescent Self Report Scale, Childhood 
Trauma Questionnaire, the Adolescent Dissociative 
Experience Scale, and the Inventory of Parent and 
Peer Attachment. For this research, approval from the 
ethics committee of Prof. Dr. Mazhar Osman Training 
and Research Hospital for Psychiatry, Neurology, and 
Neurosurgery in Bakirkoy was received on February 2, 
2017, decision no: 600.

Measures
Kiddie-Schedule for Affective Disorders and 
Schizophrenia for School-Age Children – Present and 
Lifetime Version (K-SADS-PL): This semi-structured 
interview form was developed to measure past and 
present psychopathologies in children and adults 
according to DSM-IV diagnostic criteria (13). A validity 
and reliability study for the Turkish version was carried 
out by Gokler et al. (14).

Hamilton Depression Rating Scale (HAM-D): 
Developed by Hamilton, this scale is designed to 
measure the severity of depression (15). A validity and 
reliability study for the Turkish version was done by 
Akdemir et al. (16). It is also used in adolescents aged 
12-18 (17). 

Hamilton Anxiety Rating Scale (HAM-A): The 
HAM-A was developed by Hamilton to determine a 
person’s anxiety level and symptom distribution. The 
validity and reliability in Turkish was studied in 1998 
(18). The scale can also be used between the ages of 6 
and 17 years (19). 

Conners-Wells Adolescent Self Report Scale 
(CASS): The validity and reliability of the CASS (20), 
which is used to measure behavioral problems, in 
particular the severity of ADHD symptoms, for the 
Turkish version has been confirmed by Kaner et al. 
(21). The instrument consists of 6 subscales: family 
problems, emotional problems, conduct problems, 
cognitive problems/attention deficit, anger control 
problems, and hyperactivity. In addition, if required, 2 
more sections can be used, the ADHD index developed 
on the basis of DSM-IV and the DSM-IV symptom 
subscale.

Childhood Trauma Questionnaire (CTQ-28): This 
instrument is a self-report form used to assess the 
existence of past emotional, physical, or sexual abuse 
and emotional or physical neglect and if existing, the 
severity of negative experiences (22). The short form 
contains 28 items. A validity and reliability study for the 
Turkish version has been done by Sar et al. (23).

Addiction Profile Index – Practitioner Form for 
Adolescents (API-A): The API-A is a self-report scale 
consisting of 37 questions and 5 subscales to be used in 
adolescents. This instrument was developed and its 
validity and reliability assessed by Ogel et al. (24).

Adolescent Dissociative Experience Scale 
(A-DES): This scale was developed to assess 
dissociative symptoms in children aged 11-17 years 
(25). The instrument was adapted to Turkish by 
Zoroglu et al. (26).

Inventory of Parent and Peer Attachment: This 
scale, developed by Armsden and Greenberg (27), 
determines if a person has a secure attachment pattern. 
Validity and reliability of the Turkish version have been 
studied by Gunaydin et al. (28).

Statistical Analysis
Statistical analysis was carried out using PASW version 
18. Descriptive statistics were used to analyze 
sociodemographic data. For categorical characteristics, 
two-group distribution was measured with the chi-
square test of independence. When comparing scale 
scores between two groups, for normally distributed 
variables independent-samples t-test and for non-
normally distributed values Mann-Whitney U test were 
used. In comparing more than 2 groups, we used one-
way ANOVA for normally distributed data and 
Kruskal-Wallis test for non-normally distributed 
values. A value of p<0.05 was considered statistically 
significant. To avoid type I errors that may confound 
the measurement process, Bonferroni correction was 
performed in the Mann-Whitney U tests carried out to 
establish in which pair of groups the differentiations 
found to be significant by Kruskal-Wallis test had 
occurred. According to the Bonferroni correction, the 
significance level is divided by the number of groups to 
be compared; thus, a threshold value for significance of 
the comparisons of p<0.017 was determined.

RESULTS

A total of 105 children and adults were enrolled in our 
study. Sociodemographic data are shown in Table 1. 
Mean age of male participants (17±1.00) was 



Yildiz et al. Substance use patterns, psychosocial traumas, psychiatric comorbidities, and gender differences among adolescent inpatients... 193

significantly higher than the females’ mean age 
(16.6±1.13) (t[103]=-2.581, p=0.011).

The mean age at first substance use for all patients in 
the study was 12.8±1.5 years (minimum: 9, maximum: 
15). To assess the existence of a difference between girls 
and boys in the continuous variables regarding 
substance use, independent-samples t-test was used for 
normally distributed data and Mann-Whitney U test 
for non-normally distributed values. Accordingly, 
mean age at first substance use in girls was 13.2±1.3 
years and in boys 12.5±2 years. In our sample, 73.3% 
(n=77) had experienced life on the street. The number 
of nights spent on the street was higher in males 
(71.72±252 days) than in females (14.64±43.77 days) 
(U=895, z=-2.047, p=0.041). The total period of 
substance use was shorter in girls (1154±556 days) than 
in boys (1579±720 days) (t[103]=-3.005, p=0.03). The 
last use of substance was determined to be on average 
37.58±74 days before admission in females and 
10.53±17 days in males (U=707.5, z=-3.342, p=0.001). 
Though not statistically significant, the number of 
substances tried by boys was greater than in girls. 

Multiple substance use was present in 34.3% of cases. 
Multiple drug use was higher in females (48.5%) than in 
males (27.8%) (χ2=4.306, p=0.038). The scores on the 
API-A subscale “impact on life” were higher in girls 
(9.09±2.0) than in boys (8.03±2.2) (U=866, z=-2.245, 
p=0.025).

The first substances used by our cases were 
inhalant/solvent (33.3%, n=35), cannabis (25.7%, 
n=27), synthetic cannabinoids (19%i n=20), ecstasy 
(13.3%, n=14), heroin (6.7%, n=7), and cocaine (1.9%, 
n=2). The substance of choice in the study group was 
heroin (43.8%, n=46), synthetic cannabinoids (28.6%, 
n=30), and ecstasy (14.3%, n=15), followed by 
inhalant/solvent (4.8%, n=5), cannabis (2.9%, n=3), 
cocaine (2.9%, n=3), and methamphetamine (2.9%, 
n=3). Comparing the first substances used by sex, 
ecstasy as the first drug was significantly higher in 
girls (p=0.001, Fisher’s exact test). Regarding the 
substance of choice, boys were significantly more 
likely to choose synthetic cannabinoids (χ2=8.949, 
p=0.003), while in girls the choice of ecstasy was 
significantly more prevalent (p=0.005, Fisher’s exact 
test).

The most commonly seen type of psychosocial 
trauma in our sample was emotional neglect (34%), 
followed by physical abuse (33%). Of our cases, 28.6% 
(n=30) had been exposed to multiple psychosocial 
traumas. The mean number of traumatic experiences in 
females (1.61±1.3) was significantly higher than in 
males (0.86±1.0) (U=793, z=-2.869, p=0.004). Similarly, 
a history of sexual abuse was significantly more 
commonly seen in females than in males (χ2=30.373, 
p<0.001). The first sexual abuse happened after 
substance abuse in 9.5% of cases and before substance 
use in 6.7%.

The substance of choice of patients with a history of 
sexual abuse was ecstasy in 58.8% of cases (n=10) 
(p=0.003, Fisher’s exact test), and 58.8% of participants 
with history of sexual abuse (n=10) were multiple 
substance users (χ2=5.421, p=0.020). The total CTQ-28 
score and the emotional and sexual abuse subscores in 
girls were significantly higher than in males (Table 2).

The most commonly seen comorbidity was conduct 
disorder (78.1%, n=82), followed by ADHD (72.4%), 
major depression (61.9%), alcohol abuse (22.9%), 
oppositional defying disorder (20%), and PTSTD 
(14.3%). Of all comorbidities, only PTSD was 
significantly higher in girls (39.4%) than in boys (2.8%) 
(p<0.001, Fisher’s exact test).

In our sample, we found a self-harm rate of 60% 
(n=63). Self-injurious behavior was determined in 

Table 1: Sociodemographic characters of the study group

n (%)

Sex

 Female 33 (31.4)

 Male 72 (68.6)

Educational status

 Only literate 4 (3.8)

 Completed primary school 26 (24.8)

 Completed middle school 73 (69.5)

 High school graduate 2 (1.9)

Family type

 Nuclear family 74 (70.5)

 Extended family 1 (0.9)

 Separated family 21 (20)

 In social care 9 (8.6)

Migration background 64 (61)

Previous legal issues 69 (65.7)

Family members using
psychoactive substances 59 (56.2)

Mean SD

Age 1.07 (min: 13, max: 18)

 Female 16.9 1.13

 Male 16.6 1.0

17
SD: Standard deviation
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69.7% of ADHD cases (n=52) (χ2=10.870, p=0.001). 
To identify a possible difference in CTQ-28 and 
A-DES scores of self-harmers and non-self-injurious 
participants, normally distributed data were evaluated 
with t-test, non-normally distributed values with 
Mann-Whitney U test. Accordingly, patients with self-
injurious behavior scored significantly higher in the 
emotional abuse and physical neglect subscales of 
CTQ-28 (U=971.500, z=-2.332, p=0.02 and U=1030, 
z=-2.002, p=0.045). In cases with self-injurious 
behavior, the A-DES subscale absorption was found 
significantly higher (t(103)=-2.023, p=0.046). The age 
at first substance use was significantly lower in the 
cases with self-harming behavior compared to the 
non-self-injurious patients (U=961.5, z=-2.238, 
p=0.025).

HAM-D scores in girls were significantly higher 
than in boys (U=831.5, z=-2.472, p=0.013). In cases 
diagnosed with depression, emotional neglect was seen 
in 46.2% (n=30); in patients with no diagnosis of 
depression, the rate was 22.5% (n=9) (χ2=5.934, 
p=0.015). The substance of choice was heroin in 35.4% 
of depressive cases (n=23) (χ2=4.920, p=0.027). In our 
sample, 39% (n=41) had a history of suicide attempts. 
The rate of past suicide attempts in girls was 72.7% 
(n=24), significantly higher than in males (23.6%) 
(χ2=22.936, p<0.001). A history of suicide attempt was 
significantly elevated in cases diagnosed with depression 
(50.8%) (χ2=9.850, p=0.002).

In cases with ADHD, the substance of choice was 
synthetic cannabinoids (35.5%, n=27), but a 

remarkable 81.6% (n=62) was using alcohol (χ2=6.522, 
p=0.011 and χ2=4.404, p=0.036, respectively). CASS 
scores for the subscales emotional problems, conduct 
problems, anger control problems, attention deficit, 
and impulsivity were higher in girls than in boys 
(Table 3).

In 86.7% of cases with PTSD (n=13), a history of 
sexual abuse was found (p<0.001, Fisher’s exact test). 
A history of attempted suicide was reported by 80% of 
PTSD cases (n=12) (χ2=12.331, p<0.001). The most 
common substance of choice in the PTSD group was 
ecstasy (40%, n=6) (p=0.007, Fisher’s exact test). To 
investigate differences in the scores of cases according 
to the presence of PTSD, normally distributed data 
were assessed by independent sample t-test, non-
normally distributed values by Mann-Whitney U test. 
In the PTSD group, the insecurity scores on the 
attachment inventory were significantly lower 
(p=0.034), while their HAM-A and HAM-D scores, 
CTQ-28 total score and subscores for emotional 
abuse and sexual abuse were significantly higher 
(p<0.001, p<0.001, p=0.001, p=0.002, p<0.001, 
respectively). The differentiation of scores according 
to the presence of PTSD is shown in Table 4, the 
differences in CTQ-28 scores according to most 
common substances of choice in the study group are 
presented in Table 5.

Girls’ HAM-A scores (9.48±5.9) were significantly 
higher than boys’ (6.22±5.0) (U=806, z=-2.643, 
p=0.008). The A-DES scores also differed significantly 
between girls and boys (Table 2). The A-DES scores 

Table 2: Comparison of A-DES and CTQ-28 scores by sex

Instrument Groups Mean SD t df p

A-DES Female 3.5 2.21 2.038 103 0.044

Male 2.69 1.8

CTQ-28 Female 48.36 19.45 791.5 -2.739 0.006

Male 38.24 12

 -Emotional abuse Female 10.52 5.13 757.5 -3.015 0.003

Male 7.76 3.5

 -Physical abuse Female 7.88 4.3 1133.5 -0.404 0.686

Male 7.35 3.6

 -Physical neglect Female 7.70 3.5 1086 -0.736 0.462

Male 6.93 2.5

 -Emotional neglect Female 11.76 5.4 1044.5 -0.995 0.320

Male 10.61 5

 -Sexual abuse Female 10.45 7.13 646 -4.642 <0.001

Male 5.57 1.63
A-DES: Adolescent Dissociative Experience Scale, CTQ-28: Childhood Trauma Questionnaire, SD: Standard deviation
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were statistically significantly differentiated depending 
upon the substance of choice being synthetic 
cannabinoid, ecstasy, or heroin (KWH(2)=6.302, 
p=0.043). According to Bonferroni-corrected Mann-
Whitney U-test results used to establish which groups 
had created this difference, scores for patients whose 
substance of choice was ecstasy (x=60.43) were higher 
than for participants with a preference for heroin 
(x=40.78) (U=200, z=-2.429, p<0.017).

The attachment inventory scores were also 
significantly differentiated by the substance of choice 
being synthetic cannabinoid, ecstasy, or heroin 
(KWH(2)=6.091, p=0.048). According to Bonferroni-
corrected Mann-Whitney U-test results used to 
establish which groups had created this difference, 
scores for patients whose substance of choice was 
ecstasy (x=30.63) were higher than for participants with 
a preference for heroin (x=30.63) (U=197.5, z=-2.472, 
p<0.017).

DISCUSSION

Of the 105 adolescents in our study, 31% were female 
and 69% male. Being of the male sex is known to be a 
risk factor for SUD (29). While our study is consistent 

with the literature, this may be related with the higher 
number of girls compared to boys among inpatients at 
the CEMATEM clinic.

A high number of cases were found to have 
psychoactive substance use in the family (56.2%). Apart 
from a genetic factor in families with psychoactive 
substance, deficient parenting and the frequent 
occurrence of neglect and abuse constitute a risk for the 
children to develop substance use. Epigenetic 
mechanisms are also thought to be involved (30).

An experience of life on the street was found in 
73.3% of participants, which is consistent with findings 
from studies indicating that homelessness constitutes a 
risk for psychiatric patients to develop depression and 
SUD (31).

The rate of past suicide attempts in our study was 
high (39%), a situation frequently seen especially 
jointly with depression and PTSD. Some studies found 
a rate of 40% for attempted suicide in SUD. 
Comorbidities like depression, anxiety disorder, and 
PTSD have also been found to increase the risk for 
attempted suicide, alongside other factors such as 
impulsivity in SUD, bipolar affective disorder, a 
history of abuse, multiple substance use, cocaine use, 
and the presence of ADHD (32,33).

Table 3: Comparison of CASS subscale scores by sex

Instrument Groups Mean SD t df p

CASS-cognitive problems Female 11.06 7.5 0.460 103 0.647

Male 10.35 7.3

CASS-emotional problems Female 13.64 7.8 2.952 103 0.004

Male 9.21 6.8

CASS-conduct problems Female 16.39 7.4 3.067 103 0.003

Male 11.94 6.6

CASS-anger control problems Female 16.79 9.3 2.553 103 0.012

Male 12.62 8.0

CASS-hyperactivity problem Female 9.82 4.9 1.971 103 0.051

Male 7.75 5.0

CASS-DSM-ADHD Female 14.61 8.4 1.888 103 0.062

Male 11.56 7.4

CASS-DSM-attention deficit Female 11.21 6.9 2.199 103 0.030

Male 8.29 6.0

CASS-DSM-impulsivity and hyperactivity Female 10.48 6.5 2.783 103 0.006

Male 7.01 5.6

U Z p

CASS-family problems Female 12.06 9.6 908.5 -1.932 0.053

Male 8.21 7
CASS: Conners-Wells Adolescent Self Report Scale, SD: Standard deviation
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The total duration of substance use in girls was 
significantly shorter than in boys. Studies also 
emphasize that girls develop addiction faster than 
boys and progress more quickly (34). The result that 
females, whose state deteriorates more quickly, seek 
treatment faster than boys is to be expected. As a 
starter drug, our study more commonly found 
cannabis and lighter fuel, an inhalant/solvent. These 
substances are easy to obtain and cheap, and in 
addition, a popular, albeit false, belief suggesting that 
cannabis does not cause addiction may encourage its 
use (35). In girls, the use of ecstasy as a starter drug 
was significantly higher than in boys. While some 
studies did not find a sex-specific difference in ecstasy 
use or even found greater use in males (36), others 
reported more common ecstasy use in girls than in 
boys (37). A possible explanation might be the greater 

trauma risk of girls and the choice of ecstasy as a 
means of self-medicating trauma-induced symptoms. 
Our patients’ most common substances of choice were 
heroin and synthetic cannabinoids. Generally, studies 
with adolescents found marijuana and solvents to be 
used more frequently than heroin as the substance of 
choice (38,39). The frequent appearance of heroin use 
in our study may have been due to the fact that 
candidates for inpatient treatment are often heroin 
addicts applying for substitution therapy. The 
increasing choice of synthetic cannabinoids may also 
be related with its easy availability and low cost as well 
as with the increased use observed over the past years. 
In our study, males were significantly more likely than 
girls to choose synthetic cannabinoids. The literature 
indicates that the general user profile for synthetic 
cannabinoids is dominated by males in their 20s (40).

Table 4: Comparison of A-DES, Inventory of Parents and Peer Attachment, CASS, HAM-A, HAM-D, CTQ-28, and API-A 
scores between cases with and without PTSD

PTSD positive PTSD negative

Mean SD Mean SD p value

A-DES 4.00 2.3 2.30 1.8 0.018 (t[103]=-2.397)

Attachment inventory 53.80 18.5 64.03 11.3 0.055 (t[15.807]=2.070)

 -Trust subtype 18.20 8.5 23.01 5.2 0.034 (U=441, z=-2.118)

 -Alienation subtype 18.73 6.8 21.38 4.9 0.072 (t[102]=1.818)

 -Communication subtype 16.87 6.4 19.64 5.6 0.129 (U=504, z=-1.519)

CASS emotional 15.80 7.6 9.73 7.0 0.003 (t[103]=-3.057)

CASS conduct 16.27 6.3 12.86 7.2 0.088 (t[103]=-1.721)

CASS cognitive 13.60 7.8 10.07 7.2 0.085 (t[103]=-1.741)

CASS anger 18.93 9.2 12.81 8.2 0.010 (t[103]=-2.607)

CASS hyperactivity 11.47 5.8 7.89 4.7 0.011 (t[103]=-2.605)

CASS DSM ADHD 16.53 8.5 11.84 7.4 0.030 (t[103]=-2.200)

CASS attention deficit 13.13 6.7 8.50 6.2 0.010 (t[103]=-2.623)

CASS impulsivity 12.67 6.2 7.30 5.7 0.002 (t[103]=-3.258)

CASS family 13.80 11.1 8.69 7.3 0.118 (U=504.5, z=-1.564)

HAM-A 12.93 5.3 6.30 5.0 <0.001 (U=246, z=-3.938)

HAM-D 10.50 4.9 5.24 4.7 <0.001(U=273, z=-3.698)

CTQ-28 55.20 20.7 39.12 13.2 0.001 (U=324, z=-3.217)

 -Emotional abuse 12.27 5.6 8.02 3.7 0.002 (U=347, z=-3.047)

 -Physical abuse 7.80 3.6 7.47 3.8 0.358 (U=581.5, z=-0.919)

 -Physical neglect 7.93 4.2 7.04 2.7 0.663 (U=629.5, z=-0.435)

 -Emotional neglect 12.47 6.4 10.72 5.0 0.395 (U=582.5, z=-0.851)

 -Sexual abuse 14.60 7.7 5.86 1.4 <0.001(U=198, z=-5.420)

API-A 7.69 1.4 7.00 2.4 0.097 (t[103]=-1.673)
A-DES: Adolescent Dissociative Experience Scale, API-A: Addiction Profile Index, CTQ: Childhood Trauma Questionnaire, CASS: Conners-Wells Adolescent Self Report 
Scale, HAM-A: Hamilton Anxiety Rating Scale, HAM-D: Hamilton Depression Rating Scale, PTSD: Post-Traumatic Stress Disorder, SD: Standard deviation
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Compared to preferential heroin users, patients 
choosing ecstasy were found to have higher CTQ-28 
and A-DES scores and lower attachment inventory 
points. The incidence of sexual abuse was higher in 
ecstasy users than in patients not using that drug. 
Studies have pointed out that ecstasy increases 
serotonin release and causes euphoria, increasing 
interaction and communication but also the 
inclination towards certain sexual behaviors that may 
create situations involving the risk of sexual abuse, 
which is therefore frequently seen together with 
ecstasy use (41,42). As ecstasy increases the 
susceptibility for trauma, it may also increase the 
trauma-related risk of dissociation. One study 
observed distinctive dissociative symptoms and 
changes in body perception due to ecstasy that have 
also been seen in schizophrenia (42). The same study 
also compared the effect of ecstasy with the effects of 
cannabis and cocaine. Considering that our findings 
resulted from comparisons according to the most 
common substances of choice, from the perspective of 
generalizability it may be considered useful to repeat 
similar research with larger samples including users of 
other preferred psychoactive substances. We also need 
more work on attachment style in relation to 
substances of choice.

The number of sufferers from psychosocial trauma 
in our sample was high, which is in line with the 
literature (8,9). We found that in 9.5% of cases, the 
first sexual abuse happened after substance use. This is 
consistent with the high-risk hypothesis suggesting 
that substance use renders the adolescent more open 
and inclined towards risky and traumatic incidents 
(7). Emotional neglect and physical abuse were 
frequently found in our study. Previous studies with 
individuals suffering from SUD observed a high level 
of emotional neglect and sexual and physical abuse 
during childhood (8,43). In our research, the number 
of traumatic incidents in females was significantly 
greater than in males, in line with the literature, 
finding the rates of exposure to trauma in females with 
SUD (77-81%) higher than in males (54-69%) (44). 
CTQ-28 total score and scores for the CTQ-28 
subscales emotional abuse and sexual abuse were 
higher in girls. Data in the literature regarding 
differences in emotional abuse by sex are fairly limited, 
leaving more need for research in this field. In our 
study, we found significantly more multiple substance 
use and especially ecstasy use in the group identified 
with sexual abuse. In victims of childhood sexual 
abuse, cigarette and substance use could be observed 
very early in adolescence; this situation is known to 

Table 5: Kruskal-Wallis test results for Childhood Trauma Questionnaire total and subscale scores by substance of
choice in the study group 

Instrument Substance(s) of choice Mean rank df χ2 p Groups with significant difference*

CTQ-28 Synthetic cannabinoid (30) 46.03 2 10.546 0.005 Ecstasy and heroin (U=152, p=0.001)

Ecstasy (15) 65.20

Heroin (46) 39.72

Emotional abuse Synthetic cannabinoid (30) 46.28 2 8.651 0.013 Ecstasy and heroin (U=169, p=0.003)

Ecstasy (15) 63.00

Heroin (46) 40.27

Physical abuse Synthetic cannabinoid (30) 47.22 2 0.194 0.908

Ecstasy (15) 43.77

Heroin (46) 45.93

Physical neglect Synthetic cannabinoid (30) 48.80 2 3.548 0.170

Ecstasy (15) 54.40

Heroin (46) 41.43

Emotional neglect Synthetic cannabinoid (30) 46.50 2 4.47 0.107

Ecstasy (15) 58.20

Heroin (46) 41.70

Sexual abuse Synthetic cannabinoid (30) 42.23 2 10.276 0.006 Ecstasy and heroin (U=203, p=0.005)

Ecstasy (15) 62.30 Synthetic cannabinoid and ecstasy

Heroin (46) 43.14 (U=122.5, p=0.005)
CTQ: Childhood Trauma Questionnaire, *: Bonferroni correction applied after Mann Whitney U test; p<0.017
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arise in the attempt to cope with negative emotions 
and emotional imbalance created by the trauma (10). 
Some studies have postulated a relation between 
sexual abuse and subsequent cannabis and cocaine use 
(45), while others have emphasized the fact that 
particularly ecstasy impairs judgement and encourages 
risky sexual relationships (46).

As in the literature, conduct disorder was the 
most common psychiatric comorbidity in our SUD 
cases (6). In females, depression, the severity of 
ADHD, and anxiety and dissociation scores were 
higher than in males. The literature also reports that 
substance-addicted females more commonly suffer 
from psychiatric conditions (especially mood and 
anxiety disorder) than males (47,48). This may be the 
reason why females scored higher on the API-A 
scales measuring the effect of substance use on daily 
life.

In clinical samples, depressive disorders as 
comorbidities of SUD vary between 20 and 50%. The 
reasons for this frequent association may include joint 
neurobiological sensitivities and the self-treatment 
hypothesis (6,49). Depression was found in 61.9% of 
our patient population. The elevated rate in our study 
may be due to the selection of a sample of hospitalized 
patients rather than outpatients. In our study, the rate 
of emotional neglect was significantly higher in SUD 
cases with depression. Other studies also demonstrated 
that persons having experienced emotional neglect 
more frequently exhibited introjective disorders like 
depression, PTSD, and anxiety disorder (50). In our 
sample, depressive patients significantly more often 
chose heroin. In the general literature, we find a past 
history of major depression in 20-25% of heroin 
addicts and a current history of major depression in 
15% (51).

The prevalence of ADHD in our study was 72.4%. 
Other research reported an ADHD history of close to 
50% in SUD (6). The high SUD comorbidity in ADHD 
has been said to be related with impulsivity, social 
problems, less supportive families, genetic causes, and 
negative role modeling as well as with the adjustment 
of emotional dysfunction (52,53). CASS scores in girls 
were found to be higher than in boys. In what sense 
girls with ADHD differ from boys regarding substance 
use cannot be answered to any great extent from 
existing studies. Our finding might be explained with 
girls requiring more severe complaints of ADHD to 
develop SUD. In our research, individuals with ADHD 
used significantly more synthetic cannabinoids and 
alcohol as their substance of choice. Alcohol use is 

known to start at an earlier age with ADHD. A study 
with adults found rates of alcohol use in persons with 
ADHD between 21 and 53% (54). Some persons with 
ADHD, even if they knew that cannabis damages 
cognitive and neurocognitive functions, reported to 
have achieved self-medication of their ADHD 
symptoms (52). A study published in 2017 found 
patients to have the impression that cannabis had a 
therapeutic effect on negative mood in ADHD (53). 
CASS scores were significantly higher in persons with 
self-injurious behavior than in persons not showing 
this behavior. Recent reviews have repeatedly 
confirmed ADHD to be a risk factor for self-harm and 
suicide. Apart from the ADHD components 
hyperactivity and impulsivity, comorbidities are also 
among the factors increasing the self-harming risk 
(55).

In the literature, the PTSD rates in girls with SUD 
are higher than in males (44), matching our study 
results. In the PTSD group, past sexual abuse is 
significantly prevalent. The CTQ-18 subscores for 
sexual and emotional abuse are also found to be 
increased. Sexual abuse during childhood has been 
shown to be related with PTSD in adolescence (10). 
Considering the high emotional abuse scores, other 
types of abuse might also be related with the 
development of PTSD. In our study, the most 
common substance of choice in the PTSD group was 
ecstasy. In the literature, different indications for 
substance choice in PTSD can be found. Some studies 
found common use of opioids in the PTSD group, 
suggesting that this situation might be related with 
the dysregulation of the opioid system in PTSD and 
an attempt at self-medication, while other studies did 
not find such a relation (56). Evidently, this area is in 
need of further study. Attachment in the PTSD group 
is more insecure. Studies have reported secure 
attachment to be related with low PTSD symptoms 
(57). ADHD scale scores were also higher in the PTSD 
group. The common comorbidity of ADHD and 
PTSD found in these studies seems remarkable. The 
relation between these two diagnoses might be 
considered bidirectional. As risk-taking behavior and 
impulsivity are greater in ADHD, the affected 
individuals are more exposed to traumatic events. At 
the same time, similar genetic and environmental risk 
factors shared by these two diagnoses increases their 
association (54). In addition, traumas create changes 
in the neural pathways that affect cognitive processes 
causing ADHD such as executive functions, working 
memory, emotional and impulse control, and the 
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inhibitory network, and they increase the disposition 
towards ADHD symptoms. Indeed, sometimes 
overlapping or coinciding symptoms may confound 
the diagnoses of PTSD and ADHD (58). A-DES scores 
in the PTSD group were significantly elevated. 
Previous studies also found dissociation scale scores 
in PTSD quite high, which shows the importance of 
adding a dissociative subtype to PTSD in the DSM-5 
(59).

In cases displaying self-injurious behavior, A-DES 
scores were increased as well. Studies in adolescents 
also found more common self-injurious behavior in 
dissociative cases and identified a high level of 
dissociation as an independent risk factor for self-
harming (60). Self-harming cases are found to start 
substance use younger; emotional abuse and physical 
neglect are often encountered. In the literature, self-
injurious behavior has been determined as an 
independent risk factor for addiction (61). Other 
studies reported self-harming to be related to 
childhood traumas, determining a correlation 
especially with sexual and emotional abuse and 
physical neglect (62).

There was a highly relevant difference in the 
numbers of girls and boys enrolled in the study due to 
the greater bed capacity in the male ward of 
CEMATEM. This should be kept in mind when 
interpreting the sex differences in our study. Another 
limitation was the absence of a control group of 
normal healthy youths. Furthermore, the results may 
have been affected by the retrospective anamnesis of 
symptoms regarding comorbidities and traumas and 
the failure to carry out family interviews; trauma-
related dissociative symptoms may have impacted on 
the results, too. It is also important to consider that 
the study was done with adolescents presenting to our 
treatment center and being hospitalized of their own 
accord, which is not representative for the general 
population. In addition, the evaluation of score 
differences according to substance of choice was based 
on the most commonly preferred substances in the 
study group, which does not represent the general 
population, but still offers important insights. It will 
be useful to repeat this research with a larger sample 
including users of other psychoactive substances of 
choice.

In our study, we have tried to examine the 
sociodemographic and clinical characteristics and 
substance use patterns of adolescents hospitalized at 
an inpatient center for substance addicts and to 
compare them by sex. A family history of alcohol and 
substance use, a history of multiple trauma and 

emotional neglect, criminal history, conduct disorder 
and a diagnosis of ADHD are encountered very 
frequently. In girls, despite a shorter duration of 
substance use, we found more multiple substance use, 
a more extensive history of traumatic experiences and 
sexual abuse, PTSD diagnoses and greater severity of 
psychiatric diseases. While synthetic cannabinoids 
were dominant as the substance of choice in boys, 
ecstasy was dominant in girls. Depressive adolescents 
tended more to choose heroin, whereas synthetic 
cannabinoid and alcohol use were more commonly 
found in adolescents with ADHD and ecstasy use in 
participants with comorbid PTSD. These results 
demonstrated that substance use patterns may vary 
according to sex as well as in relation to comorbidities. 
It is therefore of great importance to take these aspects 
into consideration when planning the treatment 
process. Considering the increasing incidence of 
substance use in children and adolescents, we realize 
the need for more studies in this area with bigger 
samples.

Contribution Categories Author Initials

Category 1

Concept/Design D.Y., O.Y., A.C.

Data acquisition D.Y., O.Y., A.C.

Data analysis/Interpretation D.Y., O.Y.

Category 2
Drafting manuscript D.Y., O.Y., A.C.

Critical revision of manuscript D.Y., O.Y.

Category 3 Final approval and accountability D.Y., O.Y., A.C.

Other
Technical or material support N/A

Supervision O.Y.

Ethics Committee Approval: For this study, approval from the 
ethics committee of Prof. Dr. Mazhar Osman Training and Research 
Hospital for Psychiatry, Neurology, and Neurosurgery in Bakirkoy 
was received on February 2, 2017, decision no. 600. Our research is 
in conformity with all ethical principles laid out in the Declaration of 
Helsinki from 1964 and later amendments.

Informed Consent: Verbal and written consent was obtained from 
all patients.

Peer-review: Externally peer-reviewed.

Conflict of Interest: There is no conflict of interest between the 
authors.

Financial Disclosure: No financial support was received for this 
study.

Note: This work was given as an oral presentation at the 29th 
National Congress for Children and Adolescent Mental Health and 
Diseases.



Dusunen Adam The Journal of Psychiatry and Neurological Sciences 2020;33:190-202200

REFERENCES

1. Tuncoglu T. Prevalence of substance use: In Police Directorate 
General, Department for the Prevention of Smuggling and 
Organized Crime (KOM). EMCDDA 2012 National Report 
(2011 Data): Reitox National Focal Point. Turkey: New 
Developments and Trends, Selected Topics. Ankara: Turkish 
National Monitoring Center for Drugs and Drug Addiction, 
2012, 50-54. (Turkish)

2. Jordan CJ, Andersen SL. Sensitive periods of substance abuse: 
Early risk for the transition to dependence. Version 2. Dev Cogn 
Neurosci 2017; 25:29-44.

3. Ogel K, Yucel H, Aksoy A. Characteristics of Street Children in 
Istanbul. Yeniden Scientific Research Reports 2004. Istanbul: 
Publication No. 7 (Turkish)

4. Kaminer Y, Winters KC. Clinical Manual of Adolescent 
Substance Abuse Treatment. Arlington VA: American 
Psychiatric Publishing Inc, 2011.

5. Skeer M, McCormick MC, Normand SL, Buka SL, Gilman SE. A 
prospective study of familial conflict, psychological stress, and 
the development of substance use disorders in adolescence. Drug 
Alcohol Depend 2009; 104:65-72.

6. Robinson ZD, Riggs PD. Cooccurring Psychiatric and Substance 
Use Disorders. Child Adolesc Psychiatr Clin N Am 2016; 25:713-
722.

7. Haller M, Chassin L. Risk pathways among traumatic stress, 
posttraumatic stress disorder symptoms, and alcohol and drug 
problems: a test of four hypotheses. Psychol Addict Behav 2014; 
28:841-851.

8. Medrano MA, Hatch JP, Zule WA, Desmond DP. Psychological 
distress in childhood trauma survivors who abuse drugs. Am J 
Drug Alcohol Abuse 2002; 28:1-13.

9. Somer E, Altus L, Ginzburg K. Dissociative psychopathology 
among opioid use disorder patients: exploring the “chemical 
dissociation” hypothesis. Compr Psychiatry 2010; 51:419-425.

10. Hornor G. Child sexual abuse: consequences and implications. J 
Pediatr Health Car 2010; 24:358-364.

11. Lindberg MA, Zeid D. Interactive pathways to substance abuse. 
Addict Behav 2017; 66:76-82.

12. Tari Comert I, Ogel K. Attachment styles of adolescent 
substance users. Addicta: The Turkish Journal on Addictions 
2014; 1:26-40.

13. Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P, 
et al. Schedule for Affective Disorders and Schizophrenia for 
School-Age Children-Present and Lifetime Version (K-SADS-
PL): initial reliability and validity data. J Am Acad Child Adolesc 
Psychiatry 1997; 36:980-988.

14. Gokler B, Unal F, Pehlivanturk B, Kultur, EC, Akdemir D, Taner 
Y. Reliability and validity of Schedule for Affective Disorders and 
Schizophrenia for School Age Children – Present and Lifetime 

Version – Turkish Version (K-SADS-PL-T). Turk J Child 
Adolesc Ment Health 2004; 11:109-116. (Turkish)

15. Williams JB. A structured interview guide for the Hamilton 
Depression Rating Scale. Arch Gen Psychiatry 1988; 45:742-
747.

16. Akdemir A, Orsel S, Dag I, Turkcapar MH, Iscan N, Ozbay 
H. Clinical use and the reliability and validity of the Turkish 
version of the Hamilton Depression Rating Scale (HDRS). 
Psikiyatri Psikoloji Psikofarmakoloji (3P) Dergisi 1996; 4:251-
259. (Turkish)

17. Tutkunkardas MD, Kilincaslan A. Pharmacotherapy of child 
and adolescent depression: a review. Journal of Mood Disorders 
2011; 1:34-45. (Turkish)

18. Yazici M, Demir B, Tanriverdi N, Karaagaoglu E, Yolac P. 
Hamilton Anxiety Rating Scale: interrater reliabilty and validity 
study. Turk Psikiyatri Derg 1998; 9:114-117. (Turkish)

19. Clark DB, Donovan JE. Reliability and validity of the Hamilton 
Anxiety Rating Scale in an adolescent sample. J Am Acad Child 
Adolesc Psychiatry 1994; 33:354-360.

20. Conners CK, Wells KC, Parker JD, Sitarenios G, Diamond 
JM, Powell JW. A new self-report scale for assessment of 
adolescent psychopathology: factor structure, reliability, validity, 
and diagnostic sensitivity. J Abnorm Child Psychol 1997; 25:487-
947.

21. Kaner S, Buyukozturk S, Iseri E, Ak A, Ozaydin L. Conners-
Wells’ Adolescent Self-Report Scale-Long Form: evaluation 
psychometric properties for Turkish adolescents. Klinik 
Psikiyatri Dergisi 2011; 14:71-84. (Turkish)

22. Bernstein DP, Fink L, Handelsman L, Foote J, Lovejoy M, Wenzel 
K, et al. Initial reliability and validity of a new retrospective 
measure of child abuse and neglect. Am J Psychiatry 1994; 
151:1132-136.

23. Sar V, Ozturk E, Ikikardes E. Validity and Reliability of the 
Turkish Version of Childhood Trauma Questionnaire. Turkiye 
Klinikleri 2012;32:1054-1063. (Turkish)

24. Ogel K, Evren C, Karadag F, Gurol TD. The development, 
validity, and reliability of the Addiction Profile Index (API). 
Turk Psikiyatri Derg 2012; 23:264-273. (Turkish)

25. Armstrong JG, Putnam FW, Carlson EB, Libero DZ, Smith 
SR. Development and validation of a measure of adolescent 
dissociation: the Adolescent Dissociative Experiences Scale. J 
Nerv Ment Dis 1997; 185:491-497.

26. Zoroglu SS, Sar V, Tuzun U, Tutkun H, Savas HA. Reliability 
and validity of the Turkish version of the adolescent dissociative 
experiences scale. Psychiatry Clin Neurosci 2002; 56:551-556.

27. Armsden GC, Greenberg MT. The inventory of parent and peer 
attachment: Individual differences and their relationship to 
psychological well-being in adolescence. J Youth Adolesc 1987; 
16:427-454.

28. Gunaydin G, Selcuk E, Sumer N, Uysal A. The psychometric 
evaluation of the short form of Inventory of Parent and Peer 



Yildiz et al. Substance use patterns, psychosocial traumas, psychiatric comorbidities, and gender differences among adolescent inpatients... 201

Attachment. Turkish Psychological Articles 2005; 8:13-23. 
(Turkish)

29. Hollen V, Ortiz G. Mental health and substance use comorbidity 
among adolescents in psychiatric inpatient hospitals: prevalence 
and covariates. J Child Adolesc Subst Abuse 2015; 24:102-112.

30. Kepple NJ. Does parental substance use always engender risk 
for children? Comparing incidence rate ratios of abusive and 
neglectful behaviors across substance use behavior patterns. 
Child Abuse Negl 2018; 76:44-55.

31. Reilly JJ, Herrman HE, Clarke DM, Neil CC, McNamara CL. 
Psychiatric disorders in and service use by young homeless 
people. Med J Aust 1994; 161:429-432.

32. Rodríguez-Cintas L, Daigre C, Braquehais MD, Palma-
Alvarez RF, Grau-López L, Ros-Cucurull E, et al. Factors 
associated with lifetime suicidal ideation and suicide attempts 
in outpatients with substance use disorders. Psychiatry Res 
2018; 262:440-445.

33. Marshall BDL, Galea S, Wood E, Kerr T. Longitudinal 
associations between types of childhood trauma and suicidal 
behavior among substance users: a cohort study. Am J Public 
Health 2013; 103:e69-e75.

34. Greenfield SF, Back SE, Lawson K, Brady KT. Substance abuse in 
women. Psychiatr Clin North Am 2010; 33:339-355.

35. Turan R, Yargic I. The relationship between substance abuse 
treatment completion, sociodemographics, substance use 
characteristics, and criminal history. Subst Abus 2012; 33:92-98.

36. von Sydow K, Lieb R, Pfister H, Höfler M, Wittchen HU. Use, 
abuse and dependence of ecstasy and related drugs in adolescents 
and young adults-a transient phenomenon? Results from a 
longitudinal community study. Drug Alcohol Depend 2002; 
66:147-159.

37. Wu P, Liu X, Pham TH, Jin J, Fan B, Jin Z. Ecstasy use among 
US adolescents from 1999 to 2008. Drug Alcohol Depend 2010; 
112:33-38.

38. Ogel K. Epidemiology of substance use disorders. Turkiye 
Klinikleri Dahili Tip Bilimleri Dergisi 2005; 1:61-64. (Turkish)

39. Yuncu Z, Aydin C, Coskunol H, Altintoprak E, Bayram AT. A 
sociodemographic evaluation of cases applying to a child and 
adolescent dependency centre during a period of two years. 
Journal of Dependence 2006; 7:31-37. (Turkish)

40. Mills B, Yepes A, Nugent K. Synthetic Cannabinoids. Am J Med 
Sci 2015; 350:59-62.

41. Jansen KL, Theron L. Ecstasy (MDMA), methamphetamine, and 
date rape (drug-facilitated sexual assault): a consideration of the 
issues. J Psychoactive Drugs 2006; 38:1-12.

42. van Heugten-Van der Kloet D, Giesbrecht T, van Wel J, Bosker 
WM, Kuypers KP, Theunissen EL, et al. MDMA, cannabis, and 
cocaine produce acute dissociative symptoms. Psychiatry Res 
2015; 228:907-912.

43. Langeland W, Hartgers C. Child sexual and physical abuse and 
alcoholism: a review. J Stud Alcohol 1998; 59:336-348.

44. Sacks JY, McKendrick K, Banks S. The impact of early trauma 
and abuse on residential substance abuse treatment outcomes for 
women. J Subst Abuse Treat 2008; 34:90-100.

45. Khoury L, Tang YL, Bradley B, Cubells JF, Ressler KJ. Substance 
use, childhood traumatic experience, and posttraumatic stress 
disorder in an urban civilian population. Version 2. Depress 
Anxiety 2010; 27:1077-86.

46. Klitzman RL, Pope HG Jr, Hudson JI. MDMA ("Ecstasy") abuse 
and high-risk sexual behaviors among 169 gay and bisexual men. 
Am J Psychiatry 2000; 157:1162-1164.

47. Grella CE. From generic to gender-responsive treatment: 
changes in social policies, treatment services, and outcomes 
of women in substance abuse treatment. J Psychoactive Drugs 
2008; 327-343.

48. Back SE, Contini R, Brady KT. Substance Abuse in Women: 
Does Gender Matter. Psychiatric Times 2007; 24:48-54.

49. Regnart J, Truter I, Meyer A. Critical exploration of co-occurring 
Attention-Deficit/Hyperactivity Disorder, mood disorder and 
Substance Use Disorder. Expert Rev Pharmacoecon Outcomes 
Res. 2017; 17:275-282.

50. Naughton AM, Cowley LE, Tempest V, Maguire SA, Mann 
MK, Kemp AM. Ask Me! self-reported features of adolescents 
experiencing neglect or emotional maltreatment: a rapid 
systematic review. Child Care Health Dev 2017; 43348-360.

51. Strain EC. Assessment and treatment of comorbid psychiatric 
disorders in opioid-dependent patients. Clin J Pain 2002; 18:S14-
27.

52. Jensen PS, Yuki K, Murray D, Mitchell JT, Weisner T, Hinshaw 
S, et al. Turning points in the lives of youth of with/without 
adhd: are they linked to changes in substance use? J Atten Disord 
2018; 22:38-48.

53. Mitchell JT, Weisner TS, Jensen PS, Murray DW, Molina 
BSG, Arnold LE, et al. How Substance Users With ADHD 
Perceive the Relationship Between Substance Use and Emotional 
Functioning. J Atten Disord 2018; 22:49-60.

54. Evren C, Umut G, Bozkurt M, Evren B, Agachanli R. Mediating 
role of childhood emotional abuse on the relationship between 
severity of ADHD and PTSD symptoms in a sample of male 
inpatients with alcohol use disorder. Psychiatry Res 2016; 
239:320-324.

55. Evren C, Umut G, Evren B. Relationship of self-mutilative 
behaviour with history of childhood trauma and adult ADHD 
symptoms in a sample of inpatients with alcohol use disorder. 
Atten Defic Hyperact Disord 2017; 9:231-238.

56. Hassan AN, Le Foll B, Imtiaz S, Rehm J. The effect of post-
traumatic stress disorder on the risk of developing prescription 
opioid use disorder: Results from the National Epidemiologic 
Survey on Alcohol and Related Conditions III. Drug Alcohol 
Depend 2017; 179:260-266.

57. Woodhouse S, Ayers S, Field AP. The relationship between adult 
attachment style and post-traumatic stress symptoms: A meta-
analysis. J Anxiety Disord 2015; 35:103-117.



Dusunen Adam The Journal of Psychiatry and Neurological Sciences 2020;33:190-202202

58. Sanderud K, Murphy S, Elklit A. Child maltreatment and ADHD 
symptoms in a sample of young adults. Eur J Psychotraumatol 
2016; 7:32061.

59. Lyssenko L, Schmahl C, Bockhacker L, Vonderlin R, Bohus M, 
Kleindienst N. Dissociation in psychiatric disorders: a meta-
analysis of studies using the Dissociative Experiences Scale. Am 
J Psychiatry 2018; 175:37-46.

60. Tolmunen T, Rissanen ML, Hintikka J, Maaranen P, Honkalampi 
K, Kylmä J, Laukkanen E. Dissociation, self-cutting, and 

other self-harm behavior in a general population of Finnish 
adolescents. J Nerv Ment Dis 2008; 196:768-771.

61. Moran P, Coffey C, Romaniuk H, Degenhardt L, Borschmann R, 
Patton GC. Substance use in adulthood following adolescent self-
harm: a population-based cohort study. Acta Psychiatr Scand 
2015; 131:61-68.

62. Glassman LH, Weierich MR, Hooley JM, Deliberto TL, Nock MK. 
Child maltreatment, non-suicidal self-injury, and the mediating 
role of self-criticism. Behav Res Ther 2007;45:2483-2490.


