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Abstract

Posttraumatic Stress Disorder (PTSD) very often occurs
accompanied with other psychiatric disorders such as:
Alcohol and Drug abuse, Personality Disorder, General
Anxiety Disorder, Obsessive Compulsive Disorder,
Schizophrenia etc. Sometimes it might be a problem for
clinicians to differ PTSD symptoms from symptoms of
coexisting psychic disorders.

The aim of this study was to present the most common
PTSD coexisting psycho-disorders.

This research was conducted during the period from
April 1998 to October 1999.

Participants were divided in two groups each containing
30 examinees. The first group consisted of 30 partici-
pants with symptoms of PTSD only while the second
group included participants who suffered from both
PTSD and other psychic disorders (co-morbidity). Both
groups were quite similar regarding participants’ gender
and age.

The scientific tools used in the research were: Standard
Psychiatric Interview, Harvard Trauma Questionnaire
(HTQ), Hamilton Anxiety Rating Scale, Hamilton
Depression Rating Scale, and Drug and Alcohol Abuse
Checklist.

Our research results are indicating that PTSD symptoms
are most common in middle-aged persons, regardless of
their gender and age. We have found following coexist-
ing psychic disorders: personality disorder 46.6% (from
which 13.3% is permanent personality disorder after the
traumatic experience); depression 29.9% (depression
without psychotic symptoms 23.3% and depression with
coexisting psychotic symptoms 6.6%); drug abuse 13.3;
alcohol abuse 6.7% and dissociative (conversion) disor-
der 3.3%.

The results of our work are suggesting that co-morbid
psychic symptoms have significant regressive influence
on PTSD course and prognosis.

Key words: PTSD, co-morbidity, depression, personali-
ty disorder

Introduction

Posttraumatic Stress Disorder (PTSD) represents a
delayed response to the stress events or situations these
are threatening or catastrophic in their nature. PTSD is

likely to cause pervasive distress in almost every person.
Typical (crucial) symptoms of PTSD are: episodes of the
traumatic experience recurrence induced by the memory
(flashback), nightmares, lack of positive feelings and
emotional emptiness, isolation from other people, anhe-
donia and avoidance of activities and situations remind-
ing of trauma. Anxiety and depression are commonly
associated with above mentioned symptoms and signs, as
well as with not rare suicidal ideas.

Regardless of the trauma type, PTSD is frequently asso-
ciated with other psychic disorders including different
substance abuse, depression and personality disorder (co-
morbid symptomatology). Concerning the actiology of
PTSD co-morbidity, we have to take in consideration two
aspects: type of trauma and type of personality.

It is still unclear which disorder is primary one, and
which is secondary according to their occurrence.
Depressive, antisocial and substance abuse factors are
considered as factors of high risk for the development of
PTSD during the exposure to trauma, but also, the same
characteristics can appear as a function of PTSD symp-
toms through the person’ try to overcome the stress. This
becomes the objective of many studies. There is a corre-
lation between the exposure to war trauma and the occur-
rence of drug and alcohol abuse (1). Possible explana-
tions for such high percentage of PTSD and drug and
alcohol abuse co-morbidity are neurobiological factors
(disorder in adrenergic system and opiate system in
PTSD). Adrenergic activity suppression, caused by the
consumption of alcohol, central depressors, marihuana or
psychoactive substances, should provide temporary relief
to those who suffer from intrusive and hyper arousal
symptoms. In this manner, deficit of opioids is regulated
through self-medication by heroin, methadone and other
psychoactive substances (2, 3). Many authors have inves-
tigated neurotransmitter alterations (serotonin and cate-
cholamine) in CNS, as well as opioid deficit as a cause of
alcohol and drug abuse (4, 5, 6).

High co-morbidity percentage makes the treatment
choice more difficult because clinicians have to decide
whether to treat that associated disorder before or after
the treatment of PTSD.

There are certain scientific dilemmas according to the
differentiation between pure and co-morbid PTSD forms
from the prognostic and therapeutic point of view.
Further researches have to be performed in order to
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obtain the clarification of these scientific dilemmas
regarding the aetiology and personal constellation as fac-
tors influencing the appearance of pure or co-morbid
PTSD form.

Methodology

Type of research

The research was performed at the Psychiatric Clinic in
Sarajevo. According to its type it was epidemiological,
retrospective-prospective and analytic-descriptive.

Sample

Subjects chosen for this research were patients of
Psychiatric Clinic - Department for Stress Related
Disorders. All of them had expressed psychopathology of
PTSD and co-morbid disorders. Examinees were divided
in two homogenous groups according to their gender and
age (majority was between 20 and 40 years of age). The
first group consisted of 30 examinees with PTSD symp-
toms only while the second one had 30 examinees with
both PTSD and other psycho- disorders’ symptoms.

This research was conducted during the period from
April 1998 to October 1999.

Research tools

The tools of our research were: Standard Psychiatric
Interview, Harvard Trauma Questionnaire (HTQ),
Hamilton Anxiety Rating Scale, Hamilton Depression
Rating Scale, and Drug and Alcohol Abuse Checklist.
Working diagnosis was free from psychiatrists’ subjec-
tivism and done according to the structured clinical inter-
view that was based on DSM-IV criteria, ICD-10 criteria
and HTQ questionnaire. Final diagnosis was established
after both criteria were completely fulfilled (7, 8).

Results

Relevant research data were analysed and adequately sta-
tistically processed.

Table 1 Age according to the patients’ gender

Demographic characteristics of examined patients

The predominant age of patients ranged from 25 to 44
years with 18 examinees (60%) in the first group and 15
examinees (50%) in the second group of patients. On the
second place was group aged 45-64 years, with 10 exam-
inees (33.3%) from the first group and 20 (66.6%) from
second group of patients. Only 7 patients were younger
than 24 years - 1 (6.6%) from the first group and 5
(16.6%) from the second group of patients.

X2-test value is suggesting that there is no significant dif-
ference between the groups according to their gender and
age.

Overview of co-morbid symptoms related to PTSD

All types of psychic disorders associated with PTSD are
presented in Tables 2 and 3.

As it is presented in Table 2 and Table 3 the most com-
mon psychic disorder associated with PTSD is personal-
ity disorder-from group F 60.3 (emotionally unstable per-
sonality disorder, impulsive type) in 7 male patients
(23.3%). The same disorder was not observed among
female patients.

These two Tables are presenting PTSD co-morbid disor-
ders as follows: the most common is personality disorder
46.6% (14 male patients), while among female patients it
was not recorded (0%); on the second place is depres-
sion-depressive episodes without psychotic symptoms (F
32) in 8 patients (26.6%) from which 5 males (62.5%)
and 3 females (37.5%); on the third place is drug abuse
(F 10) in 4 male patients only (13.3%); on the fourth
place is alcohol abuse (F11) in 2 male patients only
(6.7%) and the last one - dissociative disorder (F 44) in
only one female patient (3.3 %).

Discussion

PTSD rarely occurs in its pure form and it is usually man-
ifested combined with other serious psychic disorders.
Co-morbid PTSD form incidence is relatively high.

Age
Up to 24 years 25-44 years 45-64 years Total

Gender Groupl | GroupIl | Groupl | GroupIl | GroupI | GroupIl | Groupl | Groupll
Male 2 (100) 5 (100) 13(72.2) | 14(93.3) 6 (60.0) 17 (85.0) | 21(70.0) | 26 (86.6)
Female 0 (0) 0 (0) 5(27.8) 1(6.7) 4 (40.0) 3 (15.0) 9 (30.0) 4(13.4)
Total 2 (6.6) 5(16.6) 18 (60.0) | 15(50.0) | 10(33.3) | 20(66.6) | 30 (100) 30 (100)

X2=15.107 p=0.0091

X2m = 1.845p=0.397

X2f=1.034 p=0.5963
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Table 2 Types of psychic disorders associated with PTSD
Diagnosis

Gender | F10 F11 F32.0 | F32.2 | F32.3 | F33.3 | F44.7 | F60.3 |F60.31| F60.4 | F62.0 | Total
Male 4 (100) |2 (100)| 3 (60.0) | 1 (50.0) | 1 (100)| 1 (100)| 0 (0) |7 (100)|2 (100)|1 (100)|4 (100)|26(86.6)
Female | 0(0) | 0(0) [2(40.0)[1(50.0)] 0(0) | 0(0) [1(100)] 0(0) | 0(0) | 0(0) | 0(0) [4(13.4)
Total 4(13.3)|2(6.7)|5(16.6)| 2(6.7) [1(3.3)|1(3.3) [1(3.3)[7(23.3)[2(6.7)| 1(3.3) |4 (13.3)|30 (100)

X2=4.021 p=0.134
Table 3 Types of psychic disorders associated with PTSD

Diagnosis

Gender F10 +F11 F32 F33 F44 F60 F62 Total
Male 4 (100) 2 (100) 5(62.5) 1 (100) 0 (0) 10 (100) 4 (100) 26 (86.6)
Female 0 (0) 0 (0) 3(37.5) 0 (0) 1 (100) 0 (0) 0 (0) 4 (13.4)
Total 4(13.3) 2 (6.7) 8 (26.6) 1 (3.3) 1 (3.3) 10 (33.3) | 4(13.3) | 30(100)

X2=4.021 p=0.134

According to our research results and adequate literature
data it may be noticed that PTSD is equally present in
both genders, mostly in persons aged between 25 and 45
years (Table 1). Similar results considering demographic
characteristics may be observed in previous researches
dealing with the same medical problem (9).

Many publications, like those describing Vietnam
Veterans’ psychic disorders, are indicating a high psychic
PTSD co-morbidity in this population. Mc Fall et al.
studied the other diagnosis predictions (PTSD co-mor-
bidity) in a broader Vietnam Veteran population (accord-
ing to the different stress event) collected from the clini-
cal and non-clinical resources. The results are indicating
that PTSD combined with dissociative disorders may be
best explained in the war context and in relation to the
other diagnostic psycho-combinations. It was noticed
that high risk special tasks, as well as exposure to the
bizarre deaths were more notable than other stressful
experiences regarding other diagnostic psycho-combina-
tions (9).

As it is presented in Tables 2 and 3 we have found the fol-
lowing psycho disorders associated with PTSD: person-
ality disorder in 46.6% patients from which (F 60.3)
Borderline personality disorder 23.3%, (F 62.0) person-
ality disorder after catastrophic event 13.3%, personality
disorder- impulsive types (F 60.31) 6.7% and (F 60. 41)
3.3%. It is important to emphasize that there was no
women among patients with personality disorders. On
the second place is depression in 29.9% of patients:
depression without psychotic symptoms (F 32) was
found in 26.6% of patients and depression with psychot-
ic symptoms (F 33) in 3.3% of patients. In this group of
patients there were two times more female than male
patients. On the third place is drug abuse (F 10) in 13.3
% of patients - males only, following by the alcohol
abuse (F 11) in 6.7% of patients - males only.
Dissociative disorders (F 44) are on the last place,

recorded in 3.3% of patients - females only.

Our research results are similar to those found in the rel-
evant scientific references. Many authors have explored
PTSD with coexisting disorder. A group of authors has
found PTSD associated with personality disorder -
impulsive type in 10% of patients (10). Other authors
have recorded PTSD associated with Borderline person-
ality disorder as a frequent medical problem, in up to
69.5% of patients. They have also found PTSD associat-
ed with other psycho-disorders: severe depression, obses-
sive-compulsive disorder, social and specific phobias.
These authors have concluded that patients suffering
from Borderline personality disorder are prone to devel-
op PTSD and other psycho-disorders twice as much than
patients without this type of personality disorder (10, 11).
In our research we have found that, among all personali-
ty disorders, Borderline type is the most frequent (found
in 23.3% of patients). Numerous literature data have
pointed out co-morbidity of severe depression associated
with PTSD - found in 50% of patients (12, 13, 14). A
group of authors have concluded that the health recovery
is six months longer in cases of PTSD with co-morbidity
(15). PTSD associated with depression (found in 50% of
patients), as well as PTSD associated with other psycho-
disorders (anxiety, affective, drug and alcohol abuse) has
been elaborated by the group of authors in their research
(16). Mollica et al. have explored relations between trau-
ma and PTSD symptoms in Cambodian refugees and
have discovered that 39% of patients has PTSD with
depression (among them 25% with invalidity). They have
discovered a greater risk for invalidity development in
patient with co-morbid PTSD, irrespective of age, trauma
or previous health status. Same authors have found PTSD
co-morbid with depression in 49% of patients emphasiz-
ing pre and post-migrational risk (17).

Many authors have explored functioning level in patients
with PTSD and major depression and have concluded
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that co-morbidity is characterized by more the severe
symptoms than PTSD without co-morbidity (18).

As it is listed in the results of our research, according to
the frequency, PTSD associated with drug abuse is on the
third place (13.3%) while alcohol co-morbid with PTSD
is on the fourth place (6.7%). These co-morbidity types
were observed among males only. A group of authors
have had similar findings during their study and they
have emphasized the presence of high risk for the addic-
tion development during the treatment of different psy-
chic disorders what should be taken in permanent con-
sideration (19). Some authors have found even 60-80%
of drug and alcohol abuse among clinically treated
Vietnam Veterans (20, 21).

Drug abuse that has occurred after the attempts of self-
medication, with heroin, methadone and cocaine, has
been reviewed by many authors (11).

Conclusion

Our research has revealed the following PTSD co-mor-
bidity:

e Personality disorder 46.6% (1/3 permanent
personality disorder),

e Depression 29.9%, (1/4 associated with psy-
chotic symptoms),

e Drug abuse 13.3%,

e Alcoholism 6.7%,

e Dissociative disorders 3.3%.

Our research findings are indicating that co-morbid
symptoms have significant regressive influence on the
PTSD course and prognosis.

Sazetak

Postraumatski stresni poremecaj (PTSP) i komporbiditet

Posttraumatski stresni poremecaj (PTSP) je Cesto pracen prisustvom drugih psihic¢kih oboljenja kao: zloupotreba
droga i alkohola, depresija, poremecaj licnosti, generalizirani anksiozni poremecaj, opsesivno-kompulzivni
poremecaj, shizofreni poremecaj i sl. Ovo donekle predstavlja klinicki problem u razlu€ivanju cistih simptoma
PTSP u odnosu na istovremeno postojanje i drugih psihickih poremecaja.

Cilj rada je prikazati najceSc¢e psihicke poremecaje koji se javljaju uz PTSP.

Od aprila 1998. do oktobra 1999. godine, analizirali smo dvije grupe ispitanika podijeljenih na po 30: prva grupa je
formirana od pacijenata sa simptomima PTSP, a druga od ispitanika sa PTSP i nekim drugim psihickim
poremecajem (komorbiditetna). Podjednako su zastupljena oba spola unutar obje grupe bez bitnije prevalencije
dekadnog zivotnog doba. Od instrumenata istrazivanja koriSten je standardni psihijatrijski intervju, HTQ,
Hamiltonove skale: za depresiju i za anksioznost, Check lista na ovisnosti. Od simptoma komorbiditetne grupe evi-
dentirali smo sljedece poremecaje: poremecaj licnosti sa 46,6 % od ¢ega je najvise (13,3%) sa trajnim poremecajem
licnosti nakon traumatskog iskustva; depresija sa 29,9%; (depresija bez psihoti¢nih simptoma 26.6%, 1 3,3% depre-
sija sa psihotiénim simptomima; zloupotreba droga sa 13,3%; zloupotreba alkohola sa 6,7 % i disocijativni (kon-
verzivni poremecaj) sa 3,3%. Psihicke poremecaje sa PTSP imaju ¢eSc¢e osobe srednje Zivotne dobi, bez obzira na
spolnu, dobnu, edukativnu, braénu situaciju.

Komorbiditeti imaju signifikantno regresivni uticaj na tok i prognozu PTSP.

Kljucéne rijeci: PTSP, komorbiditet, depresija, poremecaji licnosti

60 Bosnian Journal of Basic Medical Sciences 2 (1-2) 2002.



References

1. Quimette, P. C. et al., (1998): Course and Treatment of Patients with both Substance Use and posttraumatic stress
Disorders. Addict Behav. Nov-Dec; 23 (6): 785-95. Review

2. Yehuda, R. (1999): Linking the Neuroendocrinology of Post-Traumatic Stress Disorder with Recent
Neuroanatomic Findings. Semin. Clin. Neuropsychiatry. Oct; 4 (4): 256-265

3. Bremner, J. D. (1999): Alterations in Brain Structure and Function Associated With Post-traumatic Stress
Disorder. Semin. Clin. Neuropsychiatry. Oct; 4 (4): 249-255

4. Stewart, S. H. et al., (1998): Functional Associations among Trauma, PTSD and Substance Related Disorders.
Addict Behav. Nov-Dec; 23 (6): 797-812

5. Chilcoat, H. D, et al., (1998): Posttraumatic Stress Disorder and Drug Disorders; Testing Causal Pathways. Arch.
Gen. Psychiatry. Oct; 55 (10): 913-7.

6. Pitman, R. K., et al., (1999): Psycho-physiological Alterations in Post-traumatic Stress Disorder. Semin. Clin.
Neuropsychiatry. Oct; 4 (4):234-241

7. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-
IV). Washington, D. C.: A. P. A., 1994.

8. International Classification of Diseases, X edition. Geneva: World Health Organisation, 1994.

9. Mc Fall, M. et al., (1999): Analysis of Violent Behaviour in Vietham Combat Veteran Psychiatric Inpatients with
Posttraumatic Stress Disorder. J. Trauma Stress. Jul; 12 (3): 501-17

10. Brady, K. T. (1997): Posttraumatic Stress Disorder and Co-morbidity: Recognizing the Many Faces of PTSD. J.
Clin. Psychiatry. 58 Suppl. 9: 12-5

11. Zimmerman, M., Mattia, J. I. (1999): Axis I Diagnostic Co-morbidity and Borderline Personality Disorder.
Compr. Psychiatry. Jul-Aug; 40 (4): 245-52

12. Mellman, T. A., Randolph, C. A., Brawman-Mintzer, O., Flores, L. P., Milanes, F. J. (1998): Phenomenology and
Course of Psychiatric Disorders Associated with Combat-Related Posttraumatic Stress Disorder. Am. J.
Psychiatry. Nov; 149 (11):1568-74

13. Palmer, I. P. (1999): Posttraumatic Stress Disorder. J. R. Soc. Med. Apr; 92 (4): 214.

14. Freedman, S. A. et al., (1999): Predictors of Chronic Posttraumatic Stress Disorder. A Prospective Study. Br. J.
Psychiatry. Apr; 174: 353-9

15. Engdahl, B. E., Speed, N., Eberly, R. E. Schwartz, J., (1999): Co-morbidity of Psychiatric Disorders and
Personality Profiles of American World War II Prisoners of War. J. Nerv. Ment. Dis. Apr; 179 (4): 181-7

16. Dow, B., Kline, N., et al., (1997): Antidepressants Treatment of Posttraumatic Stress Disorder and Major
Depression in Veterans. Ann. Clin. Psychiatry. Mar; 9 (1): 1-5

17. Blanchard, E. B., Buckley, T.C., Hickling, E. J., Taylor, A. E., (1998): Posttraumatic Stress Disorder and Co-mor-
bid Major Depression: is the Correlation an Illusion? J. Anxiety Disord. Jan-Feb; 12 (1): 21-37

18. Bleich, A., Koslowsky, M., Dolev, A., Lerer, B. (1997): Post-traumatic Stress Disorder and Depression. An
Analysis of Co-morbidity. Br. J. Psychiatry. May; 170: 479-82

19. Mollica, R. F., Mc Innes, K., Poole, C., Tor, S., (1998): Dose-Effect Relationships of Trauma to Symptoms of
Depression and Posttraumatic Stress Disorder among Cambodian Survivors of Mass Violence. Br. J. Psychiatry.
Dec; 173: 482-8

20. Shalev, A. Y., et al., (1998): Prospective Study of Posttraumatic Stress Disorder and Depression Following
Trauma. Am. J. Psychiatry. May; 155 (5): 630-7

21.Brown, P. J., Stout, R. L., Gannon-Rowley, J. (1998): Substance Use Disorder-PTSD Co-morbidity. Patients'
Perceptions of Symptom Interplay and Treatment Issues. J. Subst. Abuse Treat. Sept-Oct; 15 (5): 445-8

22. Quimette, P. C. et al., (1998): During Treatment Changes in Substance Abuse Patients with Posttraumatic Stress
Disorder. The Influence of Specific Interventions and Program Environments J. Subset. Abuse Treat. Nov-Dec;
15 (6):555-64

23. Dansky, B. S. et al., (1998): Untreated Symptoms of PTSD among Cocaine-Dependent Individuals. Changes over
Time. J. Subst. Abuse Treat. Nov-Dec; 15 (6): 499-504.

24. Zimmerman; M., Mattia, J. I. (1999): Axis I Diagnostic Co-morbidity and Borderline Personality Disorder.
Compr. Psychiatry. Jul-Aug;40 (4): 245-52

25. Coftey, S. F., et al., (1998): Screening for PTSD in a Substance Abuse Sample: Psychometric Properties of a
Modified Version of the PTSD Symptom Scale Self-Report. Posttraumatic Stress Disorder. J. Trauma Stress. Apr;
11 (2): 393-9

26.Najavits, L. M., et al., (1998): "Seeking Safety": Outcome of New Cognitive-Behavioural Psychotherapy for
Women with Posttraumatic Stress Disorder and Substance Dependence. J. Trauma Stress. Jul; 11 (3): 437-56.

Bosnian Journal of Basic Medical Sciences 2 (1-2) 2002. 61





