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ABSTRACT

The present study compared rates of trauma exposure and PTSD among three groups of women at high
trauma risk: those with substance use disorders (SUD) and schizophrenia (n=42), those with SUD and
severe, nonpsychotic depression (n=38), and those with SUD and no other DSM-IV Axis I condition
(n=37). We hypothesized that exposure to traumatic stressors and current diagnosis of PTSD would be
more common in women with schizophrenia and SUD, when compared to the other two groups. Results
indicate that women with schizophrenia and SUD had a more extensive trauma history than women
with SUD only, and were also more likely to have PTSD. Women with schizophrenia had a fourfold
greater likelihood of meeting criteria for current PTSD than were women with severe, nonpsychotic
depression when potential confounds of age, race, education, severity of trauma history, and childhood
trauma exposure were controlled. These results lend support to the possibility that women with
psychosis have an elevated vulnerability to PTSD symptomology when exposed to life stressors that is
distinct from the vulnerability associated with coexisting nonpsychotic SMI. The psychological sequelae
of trauma are substantial and should be addressed in women seeking treatment for schizophrenia and
problematic substance use.

Published by Elsevier Ireland Ltd.

1. Introduction

Research indicates that individuals with schizophrenia have a
fourfold greater likelihood of developing a substance use disorder
(SUD) in their lifetimes than the general population, with 47% of
individuals with schizophrenia in a large-scale population-based
study reporting lifetime SUD comorbidity (Regier et al., 1990).
Among individuals with coexisting schizophrenia and SUD (Picken
and Tarrier, 2011; Tarrier and Picken, 2011), and particularly
among women with these coexisting disorders (Gearon et al.,
2003), traumatic life events are alarmingly common. Research
suggests that 96% of women with schizophrenia and SUD have
been exposed to at least one traumatic event in their lives (Gearon
et al.,, 2003). Childhood trauma and victimization are particularly
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common in this group and may contribute to the later develop-
ment of psychosis (Read et al., 2005; Varese et al., 2012). Research
has demonstrated that trauma exposure rates for women with
coexisting schizophrenia and SUD are markedly higher than those
reported for women in the general population (51%; Kessler et al.,
1995) and for the general population of individuals with schizo-
phrenia (64%; Resnick et al., 2003). Furthermore, women with
schizophrenia and SUD have significantly higher interpersonal
victimization rates than men with coexisting schizophrenia and
SUD (Brunette and Drake, 1997).

Given that co-existing SUDs are very common in women with
schizophrenia (Buckley et al., 2009) and that rates of trauma
exposure are high for women with schizophrenia and SUD
(Gearon et al.,, 2003), it is important to better understand the
ways in which trauma exposure affects the lives of such indivi-
duals. Previous literature has identified numerous negative clinical
and functional outcomes associated with trauma exposure among
adults with serious mental illness, including unstable living
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conditions, poor quality of life related to social and occupational
functioning, the presence of self-harming behaviors and suicid-
ality, risky sexual behaviors, poor neurocognitive functioning, and
increased severity of psychotic symptoms (for a review, see
Grubaugh et al., 2011). Additionally, research has suggested that
girls' response to traumatic life events differs from that of boys,
supporting the conduct of gender specific research on the sequelae
of trauma exposure (Read et al., 2001).

The development of PTSD is another common clinical outcome
associated with trauma exposure in women with schizophrenia
and SUD (Gearon et al., 2003). Women in the general population
have higher rates of PTSD than men (Kessler et al., 1995), women
with SUD are also at heightened risk for PTSD (Dansky et al., 1996),
and individuals with schizophrenia and SUD have greater PTSD
symptom severity than individuals with schizophrenia alone
(Scheller-Gilkey et al., 2004). Thus, women with SUD and schizo-
phrenia are most likely at higher risk for PTSD than women with
only one of these two disorders and men with both disorders. It is
less clear, however, whether there is diagnostic specificity for this
finding. Although previous research has contrasted PTSD rates
between individuals with mood disorders featuring psychosis
symptomology versus schizophrenia (Neria et al.,, 2002; Mueser
et al., 2001), no research to date has investigated whether women
with schizophrenia have similar rates of PTSD to women with non-
psychotic mental health disorders featuring similar functional
impairments. Furthermore, we do not know whether women with
schizophrenia, SUD, and trauma exposure differ in their risk of
developing PTSD when compared to individuals with other types
of SMI diagnoses, SUD, and trauma exposure.

The present study compares rates of trauma exposure and PTSD
among three groups of women at high risk for interpersonal
victimization and other traumatic stressors: those with SUD and
schizophrenia, those with SUD and severe, chronic nonpsychotic
depression, and those with SUD and no other Axis I condition.
Our primary hypothesis is that exposure to traumatic stressors
and current diagnosis of PTSD will be more common in women
with schizophrenia and SUD, when compared to women with
SUD and severe depression and to women with SUD only. To our
knowledge, trauma exposure and PTSD rates of these participant
groups have not yet been directly compared. Furthermore, the
relationship between schizophrenia and PTSD is explored by
investigating whether women with schizophrenia and SUD are
more likely to have PTSD than women with severe depression
and SUD.

2. Methods
2.1. Participants

Baseline data for all participants were collected for a larger, longitudinal study
of trauma history among women with schizophrenia and SUD (Gearon et al., 2003).
For the present study, a subsample of participants from the larger dataset were
divided into 3 groups; (1) women with schizophrenia and SUD (SC group),
(2) women with severe, non-psychotic depressive disorders and SUD (DP group),
and (3) women with SUD in the absence of other Axis I disorders (SU group). Forty-
six individuals from the larger dataset (11 with bipolar disorder, one with a primary
diagnosis of non-PTSD anxiety disorder, and 34 with no current SUD) were
excluded to create the participant subgroups for the present analyses. All other
inclusion and exclusion criteria described herein were features of the larger,
longitudinal study.

All participants included in analyses (N=117) met DSM-IV criteria for current
illicit alcohol and/or drug abuse or dependence. Drug abuse or dependence within
the three months prior to data collection was considered “current.” All were
receiving outpatient mental health treatment at inner-city community-based
clinics affiliated with the University of Maryland or the Veterans Administration
Medical Center in Baltimore and were stable psychiatrically. Inclusion criteria for all
groups included an age range of 18-65 years; exclusion criteria were mental
retardation and a documented history of seizure disorder or head trauma with loss
of consciousness.

The study participants in the SC group were 42 women with DSM-IV diagnoses
of either schizophrenia (n=28) or schizoaffective disorder (n=14). The study
participants in the DP group were 38 women with Diagnostic and Statistical Manual
of Mental Disorders: Fourth Edition (DSM-IV; American Psychiatric Association,
1994) diagnosis of a non-psychotic, recurrent major depression. Women who were
working at least part-time (i.e., 25% of full time) were excluded, in order to include
only individuals with the most severe form of nonpsychotic depressive disorder. A
history of psychotic symptoms was an additional exclusion criterion for the DP
group. The study participants in the SU group were 37 women with DSM-IV
diagnoses of current alcohol and/or illicit drug abuse or dependence. Additional
exclusion criteria for the SU group were (1) a current diagnosis of an Axis I disorder
(apart from SUD), (2) a history of Axis I disorder (apart from SUD), and (3) a history
of psychiatric hospitalization.

2.2. Procedures

A partial HIPAA waiver was obtained for purposes of recruitment to conduct
chart reviews. Medical records of all new intakes at the community mental health
centers were reviewed once per week to determine preliminary eligibility, includ-
ing diagnosis of SMI and current SUD. Therapists of potential participants were
then asked whether their client was sufficiently psychiatrically stable to provide
informed consent. All potential subjects participated in a standardized informed
consent process with trained recruiters and were advised at the time that a Federal
Certificate of Confidentiality would protect the information they provided. All
assessments and procedures were reviewed and approved by the university and
the VA Maryland Health Care System institutional review board.

Each participant was administered a four-hour assessment battery over a two-
day period. All research interviewers were women who had masters or doctoral
degrees in a mental health discipline. Clinical interviewers were trained by a
licensed clinical psychologist, using reading materials, training tapes, and live
supervision. Interviewers approved for conducting the assessments attended
weekly group supervision sessions where videotaped assessments were reviewed
and discussed. Ongoing inter-rater reliability was maintained by obtaining con-
sensus on ratings of symptom intensity and severity as well as diagnosis for
randomly selected study participants during weekly supervision sessions.

2.3. Assessment measures

2.3.1. Psychiatric diagnosis and symptom assessment

Information about current diagnosis and psychiatric history was obtained using
the Structured Clinical Interview for DSM-IV Axis [ Disorders (SCID-I; First et al.,
1994). Information from the SCID-I, participant self-report, medical records, and
information from treatment providers was used to establish Axis I diagnoses. The
inter-rater reliability rating (kappa) for the SCID diagnoses, based on ratings of 21
randomly selected cases, was greater than 0.80. Individuals whose psychotic
symptoms were substance-induced were excluded from the original study.

A version of the Clinician-Administered PTSD Scale (CAPS; Blake et al., 1995),
modified for use with individuals with schizophrenia (Gearon et al., 2004), was
used to establish current PTSD diagnosis. The CAPS is the most widely-used
clinician-administered interview that assesses PTSD diagnostic criteria; it is
currently considered the “gold standard” assessment tool for PTSD (Keane et al.,
2007). Gearon et al. (2004) adapted the CAPS for use with people with schizo-
phrenia by changing the language of the questions to be at an 8th-grade reading
level, inserting additional behavioral definitions and anchors, and providing
examples relevant to the life experiences of this patient population. Each of the
17 DSM-IV PTSD symptoms is rated on a scale of 0, low, to 4, high, for both
frequency and intensity. PTSD symptom severity is computed by summing the
frequency and intensity scores for the 17 items. The modified version of the CAPS
used in the present study has demonstrated sufficient convergent validity through
comparison to Structured Clinical Interview for DSM-IV-based PTSD diagnosis (First
et al,, 1994) and the Impact of Events Scale (Horowitz et al., 1979), as well as
acceptable interrater and test-retest reliability (Gearon et al., 2004). In the present
study, a diagnosis of PTSD was determined by using a cut-off of 45 or higher for the
sum total severity (frequency-+intensity) of symptoms. Analysis of the psycho-
metric properties of this empirically-derived CAPS scoring rule have been found it
to be lenient (i.e., unlikely to generate false negatives), valid, and reliable (Weathers
et al,, 1999).

Current (past week) symptoms of psychosis were established with the Positive
and Negative Syndrome Scale (PANSS; Opler et al., 1986). The PANSS is a widely-
used symptom rating interview, which includes 30 items rated by the interviewer
on a scale of 1 (absent) to 7 (extreme). The scale provides ratings on subscales of
positive psychotic symptoms, negative psychotic symptoms, and general psycho-
pathology, as well as a full scale score. The full scale score was used to describe this
study sample.

2.3.2. Lifetime trauma history assessment
Lifetime trauma history was assessed with the Traumatic Life Events Ques-
tionnaire (TLEQ, Kubany et al., 2000). This instrument covers a range of commonly-
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assessed childhood and adulthood traumatic events. Evidence indicates that the
reliability over time of self-reports of trauma in childhood and adulthood by a
subsample of the current sample of women with SUDs and schizophrenia is quite
satisfactory (Gearon et al., 2004). Other studies have similarly demonstrated good
reliability for the reports of sexual and physical abuse by people with serious
mental illness, including events occurring in childhood (Goodman et al., 1999;
Mueser et al., 2001; Fisher et al., 2011) and adulthood (Goodman et al., 1999;
Mueser et al., 2001).

24. Statistical analysis

One-way ANOVA and chi-square tests were performed to assess diagnostic
group differences on demographic and clinical variables. Group comparisons on
multiple trauma exposure variables were made using global chi-square tests.
Because multiple tests were conducted, a statistically significant result was defined
as a p-value less than 0.01 for these analyses. The global tests were followed by
pair-wise post-hoc chi-square tests. Logistic regression was performed on the SMI
subsample (DP and SC participants) to predict the outcome of current CAPS PTSD
diagnosis (yes/no), employing several clinical and demographic covariates.

3. Results
3.1. Demographics and psychiatric information

Table 1 provides the demographic information for the three
participant groups. The majority of participants in all three
diagnostic groups were African American, and groups did not
significantly differ by race/ethnicity, age, monthly income, or
education. Group differences were found on marital status and
PANSS score. See Table 1 for between-group comparisons.

Each participant needed to meet DSM-IV criteria for current
substance abuse or dependence to be included. In the full sample,
50% of participants met current substance abuse or dependence
criteria for multiple (two or more) substances, and groups did not
significantly differ (see Table 1). For those meeting criteria for abuse
or dependence on a single substance, cocaine was the most
commonly-cited drug of choice in all groups. There were no
significant differences in relative preference for subclasses of sub-
stances (alcohol, cocaine, opiates, sedatives, and polysubstance)
among the three groups, 5* (8, N=117)=12.04, p=0.15.

3.2. Prevalence of trauma exposure and PTSD

All participants reported at least one lifetime traumatic event.
The diagnostic groups significantly differed in the number of event
types they had experienced, F (2,114)=5.085, p=0.008. Post-hoc
tests demonstrated that the SU group (M=6.81, S.D.=2.66)
reported experiencing significantly fewer trauma event categories
than both the SC group (M=8.43, S.D.=3.72) and the DP group
(M=9.18, S.D.=3.35); the SC and DP groups did not significantly
differ from one another. The proportions of women experiencing

Table 1
Demographics for the sample, N=117.

particular types of trauma in childhood and adulthood are pro-
vided in Table 2. Notably, the three groups did not differ in their
endorsement of any adulthood trauma categories, with the excep-
tion of the category “having your life threatened.” Both SMI groups
were significantly more likely to report a childhood sexual and/or
physical abuse history than the SU group (see Table 2).
Twenty-eight percent (33/117) of the full sample met criteria
for PTSD at the time of assessment. Forty-eight percent (20/42) of
the SC group, 29% (11/38) of the DP group, and 5% (2/37) of the SU
group met criteria for current PTSD, »? (2, N=117)=17.33,
p < 0.001. Post-hoc pairwise comparisons indicate that the SU
group was significantly less likely to meet criteria for PTSD than
the SC group, »? (1, n=79)=17.45, p < 0.001, and the DP group,
2* (1, n=75)=7.25, p=0.007. Current PTSD rates of the two SMI
groups did not significantly differ, * (1, n=80)=2.93, p=0.087.

3.3. Predictors of current PTSD diagnosis

Logistic regression was used to assess the relative odds of
meeting criteria for PTSD between the SC group versus DP group,
controlling for demographic and clinical covariates. The covariates
were selected a priori according to risk factors for PTSD identified
in existing research (Vogt et al., 2007), and included age, race,
education, number of trauma categories endorsed (as a proxy of
severity of trauma history), and childhood trauma history. Parti-
cipants were categorized as having a childhood trauma history if
they reported either childhood physical abuse or sexual abuse on
the TLEQ. Participants were categorized as “low trauma experi-
ence” if they endorsed 5 or fewer trauma categories and were
categorized as “high trauma experience” if they endorsed 6 or
more trauma categories. These two categories were created using
a median split for the childhood trauma variable on the sample of
participants included in the regression.

Women with schizophrenia and SUD were approximately four
times more likely to meet criteria for PTSD than women with
severe, chronic depression and SUD. Race was also a significant
predictor; Caucasian participants were more likely to meet criteria
for PTSD than African American participants. See Table 3 for
results.

4. Discussion

Our primary hypothesis was that trauma exposure and current
PTSD would be more common for women with schizophrenia and
SUD, when compared to women with SUD and severe, nonpsy-
chotic depression and women with SUD only. This hypothesis was
partially supported. Women with schizophrenia and SUD were
more likely than women with SUD only to have PTSD, and also had

Demographic and clinical variables Schizophrenia/substance

use disorder (n=42)

Depressive disorder/substance
use disorder (n=38)

Substance use x F p
disorder (n=37)

Mean age in years + S.D.
% Male
% African American

41.02+6.78
92.9 (39/42)
92.9 (39/42)

% Caucasian 7.1 (3/42)

% Mixed race 7.1 (3/42)

% Other? 71 (3/42)

Mean years of education + S.D. 11.09 + 1.92

% Never married 71.4 (30/42)**

Mean income, past month + S.D.
% Meet criteria for polysubstance abuse/dependence
Mean PANSS total score + S.D.

570.80 + 331.24
52.4 (22/42)
7110 + 14.75

39.63 + 8.47 3730 + 6.47 260  0.078
78.9 (30/38) 89.2 (33/37) 3.65 0.161

78.9 (30/38) 89.2 (33/37) 3.65 0.161

211 (8/38) 10.8 (4/37)

211 (8/38) 10.8 (4/37)

211 (8/38) 10.8 (4/37)

11.76 + 1.78 1146 + 157 144 0241

52.6 (20/38)* 811 (30/37)" + 7.30 0.026
497.89 + 322.46 567.11 + 594.54 034 0710
39.5 (15/38) 56.8 (21/37) 245 0.294
5342+ 11.85" + 43.41 + 9.63f 47.72  0.000

Significant results are in bold. For statistically significant comparisons, groups with the same superscript do not significantly differ.
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Lifetime exposure to traumatic events in a sample of 42 women with substance use disorders (SUD) and schizophrenia, 38 women with SUD and SMI depression, and 37
women with SUD and no other Axis I diagnosis.

Type of trauma Percent of group exposed (number of participants) Va p
Schizophrenia/substance use disorder Depressive disorder/substance use disorder Substance use disorder
(n=42) (n=38) (n=37)

Any traumatic event 100 (42/42) 100 (38/38) 100 (37/37)

Childhood trauma
Sexual abuse 59.5 (25/42)* 57.9 (22/38)* 27.0 (10/37)** 10.21 0.006
Physical abuse 50.0 (21/42)* 44.7 (17/38)* 13.5 (5/37)" " 12.81 0.002
Either CSA or CPA 69.0 (29/42)* 68.4 (26/38)* 324 (12/37)*" 13.64 0.001
Both CSA and CPA  40.5 (17/42)* 34.2 (13/38)* 81 (3/37)" 11.18 0.004
Witness violence 69.0 (29/42) 65.8 (25/38) 43.2 (16/37) 6.28 0.043

Adulthood trauma
Sexual abuse/rape 64.3 (27/42) 55.3 (21/38) 32.4 (12/37) 8.35 0.015
Domestic assault 78.6 (33/42) 86.8 (33/38) 67.6 (25/37) 4,05 0.132
Death of loved one  85.7 (36/42) 81.6 (31/38) 83.8 (31/37) 0.25 0.882
Life-threatening 50.0 (21/42) 50.0 (19/38) 32.4(12/37) 5.50 0.240
illness
Robbed with weapon 54.8 (23/42) 60.5 (23/38) 56.8 (21/37) 0.28 0.871
Loved one ill, etc. 35.7 (15/42) 44,7 (17/38) 32.4 (12/37) 1.31 0.520
Life threatened 571 (24/42)* "+ 76.3 (29/38)* 37.8 (14/37)" * 11.34 0.003
MVA 40.5 (17/42) 60.5 (23/38) 43.2 (16/37) 3.68 0.159
Stranger assaulted 42.9 (18/42) 36.8 (14/38) 24.3 (9/37) 3.05 0.218

Significant results are in bold. For statistically significant comparisons, groups with the same superscript do not significantly differ.
CSA is childhood sexual abuse; CPA is childhood physical abuse; MVA is motor vehicle accident.

Table 3

0Odds ratios and 95% confidence intervals for the odds ratio for having PTSD (per unit increase for continuous predictors or for having a characteristic versus not for

dichotomous predictors.).

Characteristic PTSD diagnosis (yes versus no)
0dds ratio 95% CI Va P

Age (years) 0.98 0.91-1.06 0.16 0.69
Caucasian race (reference: African American) 9.33 1.53-56.80 5.87 0.02
Education (years) 1.08 0.81-1.44 0.28 0.60
Number of trauma types experienced (reference: 1-5 types) 0.28 0.04-1.83 1.75 0.19
Childhood sexual and/or physical abuse (reference: no) 2.61 0.58-11.72 1.56 0.21
Specific SMI diagnosis (reference: depression) 4.32 1.33-14.06 5.90 0.02

a more extensive trauma history. However, rates of trauma
exposure and PTSD among women with schizophrenia and
women with severe depression did not differ. This is new informa-
tion, as no previous research has compared PTSD rates of women
with psychosis-spectrum disorders versus non-psychotic disorders
who have similar functional impairment (Neria et al., 2002;
Mueser et al., 2004). Both SMI groups experienced greater child-
hood trauma exposure than the group of women with only SUD.
This is in keeping with a sizeable literature indicating that child-
hood trauma experiences are linked to the development of myriad
mental health issues in adulthood (Hovens et al., 2010; Varese et
al., 2012), although the current study did not establish temporality
of trauma experiences and development of psychotic or depressive
symptoms and thus is not able to assess the role of childhood
trauma in the development of these symptoms.

Although the rates of trauma exposure and PTSD in the two
SMI groups did not differ, women with schizophrenia had a
fourfold greater likelihood of meeting criteria for current PTSD
than women with severe, nonpsychotic depression when potential
confounds were controlled. These results lend support to the
possibility that individuals with psychosis have an elevated
vulnerability to PTSD symptomology when exposed to life stres-
sors. Another interpretation of current study findings is that
exposure to traumatic life events plays a causal role in the
development of both PTSD and psychosis symptoms. The present

study design was such that causal risk factors for the development
of psychosis could not be assessed. However, we note that a
growing body of empirical research has addressed this hypothe-
sized connection between trauma and psychosis, finding compel-
ling evidence to support a causal relationship (Morrison et al.,
2003; Read et al., 2005; Varese et al., 2012).

The Caucasian women in this study were more likely to meet
criteria for PTSD than were African American women. This finding
runs counter to PTSD research in the general population, in which
minority racial status is associated with higher rates of PTSD
(Brewin et al., 2000). Targeted research on the intersection of race,
ethnicity, gender, and mental health conditions in the develop-
ment of PTSD is needed, particularly because race may be a proxy
risk factor (Vogt et al., 2007). A better understanding of the causal
risk factors for which race may act as a proxy is needed, in order to
unpack this apparent difference in response to traumatic
experiences.

In keeping with findings in the present study, research has
suggested shared environmental risk factors between the develop-
ment of psychosis and PTSD symptoms (Morrison et al., 2003; Read
et al,, 2001). Shared psychological processes, for example emotion
regulation strategies (Livingston et al., 2009) and negative schemas of
the self and the world (Garety et al., 2001) have also been noted in
the literature. Furthermore, it is plausible that psychotic symptoms
can indirectly place some at risk for the development of PTSD. For



844 J.M. Aakre et al. / Psychiatry Research 220 (2014) 840-845

example, paranoia, social anhedonia, and other common features of
psychotic disorders commonly lead to social isolation and resulting
lack of social support. Poor social support after exposure to a
traumatic event increases risk of developing post-traumatic stress
symptoms (Brewin et al., 2000; Stevens et al., 2013); thus, symptoms
of psychosis can indirectly increase vulnerability to PTSD (Mueser et
al,, 2002).

Childhood trauma exposure and PTSD rates were very high in
both of the SMI groups, suggesting the importance of assessing
trauma history in and providing trauma-informed care to women
with SMI. For many women with these co-occurring disorders, the
treatment of psychotic symptoms (West et al., 2005) and proble-
matic substance use (Buckley et al., 2009) eclipse the treatment of
PTSD and other clinically-significant reactions to trauma. In these
cases, the chronicity of posttraumatic reactions may be further
prolonged, contributing to maladaptive coping responses,
increased patterns of substance use, and revictimization in this
already vulnerable population. The growing evidence of the
relationship between trauma history and severity of other mental
health issues (Grubaugh et al., 2011), along with the results of this
current study, reveal a need to make trauma-informed care a
priority. Skillful assessment of trauma and abuse history, although
an often-neglected component of mental health care provided to
individuals with psychosis, is an essential first step (Read et al.,
2007). Several interventions have been developed and tested to
treat PTSD in individuals with coexisting SMI (Harris, 1996;
Mueser et al., 2008; Frueh et al., 2009) and there is emerging
evidence that PTSD treatments with an empirical base in the
general population are also efficacious for individuals with coex-
isting PTSD and SMI (Van den Berg and van der Gaag, 2012). There
is a great need to disseminate and implement these treatments,
and to address barriers to the provision of PTSD treatment for
individuals with coexisting SMI (Frueh et al., 2006).

This study featured numerous strengths, including the use of
strictly-defined diagnostic groups, and the inclusion of only
women with severe, chronic depressive disorders in the depressed
group in order to reduce the confounding influence of functional
disability level. Despite several strengths of this study, there are
also several limitations. First, this study uses retrospective self-
reports of childhood abuse for which corroborating information
was not available. Although research supports the reliability of
such reports from individuals with SMI, based on temporal
stability of reporting (Fisher et al., 2011), it is not possible to state
with complete confidence that these data are accurate. Secondly,
the sample size was small. Third, all three groups were assessed
for PTSD using a version of the CAPS that was validated for use
with individuals with schizophrenia. Finally, information on the
index trauma upon which the CAPS was scored were not available
in the dataset, and are thus not presented here.

The present study offers evidence of exceedingly high rates of
lifetime exposure to traumatic experiences and PTSD in women
with serious mental illness and coexisting SUD. In addition,
women with schizophrenia and SUD appear to experience parti-
cularly high rates of PTSD. The present data add strength to the
contention that the psychological sequelae of trauma must be
assessed and addressed in women seeking treatment for schizo-
phrenia and problematic substance use. Such women will be well-
served by the conduct and application of research on the integra-
tion of treatments for these interconnected mental health issues,
and by widespread delivery of trauma-informed care.
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