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Abstract 

Childhood trauma and posttraumatic stress disorder (PTSD) are highly comorbid with 

substance use. This co-occurrence may be explained by increased levels of positive 

urgency and negative urgency (i.e., impulsive actions in response to intense 

positive/negative emotions) in those with trauma exposure and/or PTSD. This study 

aimed to clarify how childhood trauma subtypes, PTSD symptom clusters, and urgency 

relate to substance use/problems, and whether urgency facets mediate the relationship 

between specific PTSD symptom clusters and substance use/problems. A sample of 299 

participants (Mage = 27.39, SD = 12.46; 61.5% female) was recruited from the University 

of New Brunswick and through a crowdsourcing platform. In hierarchical regressions, 

PTSD avoidance symptoms emerged as a significant predictor of nicotine problems and 

polysubstance use. CTQ physical neglect predicted cannabis problems, nicotine and 

alcohol use frequency, and polysubstance use. Negative urgency predicted alcohol use 

frequency, while positive urgency predicted polysubstance use. In mediation analyses, 

negative urgency fully mediated the relationship between PTSD avoidance, intrusion, 

and hyperarousal symptoms and alcohol problems. Positive urgency partially mediated 

the association between all PTSD symptom clusters and polysubstance use. Clinically, 

these findings suggest that PTSD symptoms are implicated especially in alcohol 

problems and polysubstance use, but that contributors to this substance use pattern are 

distinct. Negative urgency appears to be a target of intervention for individuals with 

PTSD symptoms and alcohol problems, while positive urgency may be more important 

for individuals with PTSD symptoms who experience polysubstance use.   

Keywords: childhood trauma, PTSD, impulsivity, negative urgency, positive 

urgency, substance use 
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   1 

Childhood Trauma, PTSD, and Substance Use: The Mediating Role of Positive and 

Negative Urgency 

Both substance use and problematic use of substances are highly prevalent in 

Canada (Health Canada, 2023a). In 2021, 15.6% of individuals reported having engaged 

in past-year hazardous drinking behaviours, characterized by consuming five or more 

(males) or four or more (females) alcoholic beverages within one sitting at least once a 

month. Daily tobacco use was reported by 11.8%, and daily use of cannabis by 6% of 

Canadians (Health Canada, 2024; Statistics Canada, 2024). The use of substances can 

have wide-ranging impacts, with individuals often experiencing a decrease in both 

physical and mental health (Schulte & Hser, 2013), as well as impairment in their day-

to-day functioning (Scott et al., 2013). Many report experiences of psychological 

distress, often paired with symptoms of mental health disorders (Aas et al., 2021). 

Moreover, higher unemployment rates (Nolte-Troha et al., 2023), financial challenges 

(McAlaney et al., 2020), and adverse effects on family relationships (Ólafsdóttir, 2020) 

often emerge because of substance use. In addition, during the COVID-19 pandemic, 

individuals who were actively engaged in the use of substances also had an increased 

risk of experiencing complications and adverse COVID-related health outcomes 

(Baillargeon et al., 2021), demonstrating the wide-ranging consequences of substance 

use.  

Use of substances and substance use disorders (SUDs) do not form a unitary 

concept and must, therefore, be distinguished from one another. SUDs expand past the 

sole use of substances in that affected individuals must display a minimum of two out of 

11 criteria defined by the Diagnostic and Statistical Manual of Mental Disorders (5th 

ed.; DSM-5; Halpern et al., 2018). Some criteria include social impairments, such as 



 

   2 

neglect of important responsibilities at home, school, or one's workplace. Others involve 

uncontrolled and risky use of substances, leading to potential physical (e.g., health) and 

legal (e.g., driving under the influence) consequences. Among individuals who use 

substances, 12% are estimated to have a SUD (Halpern et al., 2018). Close to 6 million 

Canadians (21.6%) have, at some point in their lives, met the criteria for a SUD, with 

alcohol use disorder accounting for the most prevalent SUD among diagnosed 

individuals (Statistics Canada, 2015). Nearly 20% of Canadians diagnosed with SUDs 

also present with mental health disorders (Health Canada, 2023b). Trauma-related 

disorders, such as posttraumatic stress disorder (PTSD), have frequently been linked to 

increased substance use behaviours (Khoury et al., 2010). Among SUD patients, more 

than one-third (36.6%) meet the criteria for past-month PTSD (Gielen et al., 2012). 

Conversely, alcohol or drug use disorders affect almost one-half (46.4%) of individuals 

with PTSD (Pietrzak et al., 2011). 

Although the association between trauma, trauma-related disorders, and SUDs is 

well researched, the underlying mechanisms are not well understood. The role of 

positive and negative urgency (i.e., impulsive actions in the face of positive and negative 

emotions) within these relationships also needs to be further explored. Moreover, how 

specific types of PTSD symptoms (i.e., re-experiencing, numbing) relate to urgency and 

substance use has not been the focus of empirical research. Specifically, this literature 

review will provide an overview of the literature on childhood trauma and PTSD, as well 

as positive and negative urgency.  

Childhood Trauma 

Childhood trauma can have long-standing consequences for survivors. It is 

commonly conceptualized using Bernstein and colleagues' (1994) categorization into 
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physical, emotional, and sexual abuse, as well as physical and emotional neglect. The 

conceptualization into five subtypes resulted from difficulties in separating the 

consequences of specific types of trauma from the overall experience of childhood 

maltreatment, as most research until then had focused only on a unitary 

conceptualization of trauma (Bernstein et al., 2003). This conceptualization also 

differentiates between abuse and neglect. Abuse is defined by the existence of a 

physical, sexual, or emotional threat to an individual's integrity (Haim-Nachum et al., 

2024), while neglect involves a substantial lack of caregiver involvement and is 

frequently associated with omission or failure to provide for the child’s physical or 

emotional needs (Rebbe, 2018). 

Although many studies utilize the Childhood Trauma Questionnaire (CTQ; 

Bernstein et al., 1994) to examine the different facets of childhood trauma, some 

researchers have instead opted to examine broader negative life experiences, which can 

be captured with measures such as the Adverse Childhood Experience (ACE) 

Questionnaire (Felitti et al., 1998). This measure captures a wider range of traumatic 

experiences (e.g. parental separation, witnessing domestic violence) that have been 

associated with negative long-term outcomes (Felitti, 2019a). An important distinction 

to make is that while the CTQ focuses exclusively on traumatic events, the ACE refers 

to stressful childhood events that have the potential to be traumatic but are not inherently 

so, such as parental divorce or living with someone with depression (Carsley & Oei, 

2020; Felitti, 2019b; Felitti et al., 1998). As the ACE is comprised of 13 categories, it 

allows for the assessment of a wide range of negative experiences and may therefore be 

more beneficial for public health research (Xu et al., 2023). However, the questionnaire 

records instances of negative events dichotomously (yes vs. no), neglecting crucial 
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nuances of severity and frequency (Lacey & Minnis, 2019). In contrast, the CTQ 

measures each item on a five-point Likert scale ranging from never true (1) to very often 

true (5; Hagborg et al., 2022), allowing for a more nuanced investigation (Xu et al., 

2023). Massullo and colleagues (2023) have suggested that differences in the prevalence 

of trauma may be due to the use of different measuring tools. A systematic review 

examining a total of 363 trauma-related measures found that most questionnaires 

measure symptoms and responses to trauma (49.9%), followed by measures assessing 

the sole exposure to specific traumatic events (38.2%). These findings suggest that 

researchers should be thoughtful when deciding on an assessment tool and only develop 

new scales if they add novelty to existing measures (Tolchin et al., 2023).  

Prevalence 

According to the World Health Organization (WHO), nearly 400 million 

children, aged five years and under, frequently endure physical and/or psychological 

abuse from primary caregivers (WHO, 2024a). In Canada, more than half of the general 

population (59.7%) reports having experienced some form of childhood mistreatment 

before the age of 15 (Bader & Frank, 2023). The prevalence of trauma may be higher in 

certain populations. A meta-analysis conducted by Zhang and colleagues (2020) 

examined the prevalence of different childhood trauma types among substance-using 

populations throughout different geographical locations. In North America, emotional 

abuse (45.0%) was the most frequently reported type of trauma, followed closely by 

emotional neglect (44.0%), physical abuse (44.0%), sexual abuse (41.0%), and physical 

neglect (39.0%), respectively. However, the prevalence of each trauma subtype changes 

slightly when extending the focus to non-clinical populations. In a sample of university 

students, the weighted prevalence of each trauma subtype, drawn from a meta-analysis, 
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revealed that emotional neglect (30.0%) and emotional abuse (27.0%) were also the 

most frequent forms of trauma, followed by physical abuse (15.9%), sexual abuse 

(12.1%), and physical neglect (8.4%; Hamilton et al., 2024). However, values overall 

were lower than in the sample by Zhang and others (2020), implying that childhood 

trauma may be less prevalent in those without SUD.  

Emotional forms of trauma are commonly the most reported in Western 

countries. Bader and Frank (2023) reported a 32.4% lifetime prevalence of non-physical 

maltreatment (measured as emotional abuse, intimate partner violence, and emotional 

neglect) in the Canadian population. Out of these individuals, 98.7% reported 

experiences of emotional abuse. Sole experiences of physical maltreatment were 

reported the least (4.1%). Interestingly, a study conducted using a Chinese 

undergraduate sample found physical neglect to be the most prevalent (11.9%), followed 

by emotional neglect (8.5%; Wang et al., 2018). Emotional abuse, however, was the 

lowest (3.2%) subtype reported, demonstrating cultural differences in the prevalence of 

trauma.  

Impacts 

Neurological, Psychological, and Physical Changes. Adverse impacts of 

childhood trauma often include heightened responses to stress, which may contribute to 

its comorbidity with mental disorders and SUDs (Dye, 2018). Studies show significant 

alterations of the hypothalamic-pituitary-adrenal (HPA) axis and permanent sensitization 

of stress responses due to childhood trauma, which have been linked to subsequent 

depressive symptoms (Heim et al., 2008). Moreover, childhood adversity, particularly 

experiences that involve feeling threatened, has been connected to a reduction in cortical 

and subcortical thickness and volume, affecting the brain's ability to prioritize and 
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respond to salient stimuli (Peverill et al., 2023). These significant brain structure 

alterations may be responsible for heightened responsivity to future threats, for example, 

cued by angry facial expressions (Peverill et al., 2023; Pollak & Sinha, 2002) and risk of 

developing psychological disorders (Huang et al., 2021a). 

Data indicates that childhood trauma can significantly elevate the risk of mental 

disorders in adulthood (McKay et al., 2021), including depression and anxiety (Wang et 

al., 2018). Moreover, high CTQ scores have been found to increase the risk for PTSD 

onset and severity later in life (Yehuda et al., 2001). Additionally, childhood trauma may 

heighten suicidal ideation and attempts (Friestad et al., 2012), as well as aggression 

(Matsuura et al., 2009). Further, physical adversities, including increased risk of 

developing a chronic health condition (Mock & Arai, 2011), reduced quality of sleep, 

and decreased overall physical health (Beilharz et al., 2019), are all linked to childhood 

trauma experiences.  

 Emotion Regulation. Notably, early childhood trauma can significantly change 

an individual's ability to process and regulate emotions (Marusak et al., 2014). The 

concept of emotional regulation comprises a number of processes that allow a person to 

face emotions in a controlled way, even when they are unusually intense (Ford, 2005). 

Gross and Ford (2024) describe this process in two steps: 1. An emotion is assessed as 

either positive or negative, and 2. This assessment activates a goal to change this 

emotion.  

Emotion regulation can be separated into two strategies: cognitive reappraisal 

and expressive suppression. Cognitive reappraisal refers to the conscious reinterpretation 

of a situation that elicits emotions to change said emotions (Gross & Ford, 2024), while 

expressive suppression indicates hiding a behavioural display of an experienced emotion 



 

   7 

(e.g., not crying when feeling sad; English, 2024; Gross & Ford, 2024). In individuals 

with childhood trauma, expressive suppression is commonly found as a maladaptive 

strategy of coping. Experiences of traumatic childhood events have repeatedly been 

linked to a less frequent use of cognitive reappraisal and heightened use of expressive 

suppression (Gruhn & Compas, 2020; Miu et al., 2022). Importantly, individuals who 

frequently use cognitive reappraisal report higher levels of positive emotion and lower 

levels of negative emotion, while those who exhibit emotional suppression experience 

less frequent positive emotion but increased negative emotion (Gross & John, 2003). 

Research suggests that individuals who have experienced childhood trauma have higher 

levels of emotional dysregulation. In individuals with alcohol use disorder, emotion 

dysregulation is positively correlated with both CTQ scores as well as high anxiety 

(Zaorska et al., 2020). Studies have found positive associations between the intensity of 

childhood trauma and increased anxiety levels, which are linked by emotional 

dysregulation. Moreover, all subtypes of childhood trauma, as assessed by the CTQ, 

have been associated with an insecure attachment style later in life (Erozkan, 2016), 

which, in turn, may be responsible for greater difficulties in regulating emotions 

(Ozeren, 2022).  

Posttraumatic Stress Disorder (PTSD) 

 PTSD is the most severe and debilitating mental illness that can arise from 

exposure to trauma (Schincariol et al., 2024). The disorder commonly develops 

following one or more potentially traumatic experiences that are experienced or 

witnessed and are perceived as potentially life-threatening or serious in nature (Eilers & 

Rosner, 2021). Most survivors of traumatic events recover on their own; however, some 

experience significant psychological consequences, among which PTSD is the most 
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prevalent (Schincariol et al., 2024). Regarding traumatic childhood events, exposure has 

been positively linked to the development of PTSD over the lifespan (da Silva et al., 

2024). Studies examining the link between CTQ scores and PTSD severity found 

significant relationships between all childhood trauma subscales and PTSD (Price et al., 

2017). In some cases, the risk levels for developing PTSD after experiencing trauma in 

children are comparable to those of veterans who have served time in the military 

(Tamir et al., 2025).  

According to the DSM-5 (APA, 2013), the diagnosis of PTSD for individuals six 

years and older is comprised of the following overarching diagnostic criteria, all linked 

to one or more traumatic event(s): 

A. Exposure to actual or threatened death, major injury, or sexual violence.  

B. Intrusion symptoms.  

C. Stimuli-avoidance.  

D. Adverse changes in cognition and mood.  

E. Changes in arousal and reactivity.  

F. The period of the disturbance is longer than 1 month. 

G. Clinically substantial distress or impairment in areas of functioning caused 

by the disturbance. 

H. The disturbance was caused by the event, not the physiological effects of a 

substance or a medical condition. 

Specifically, symptoms of PTSD can be categorized into four distinct clusters: 

intrusion/re-experiencing, avoidance, negative cognitions and mood, and hyperarousal. 

Intrusion/re-experiencing symptoms can manifest in many ways. Individuals often 

experience distressing dreams, flashbacks (i.e., vivid recollections of an event), or 
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psychological distress reactions following reminders of the traumatic event (APA, 

2013). During dissociative flashbacks, for example, individuals lose their awareness of 

time so that they feel as if they are experiencing the traumatic event again rather than 

just remembering it (Ehlers et al., 2004).  

Avoidance refers to the active efforts made to avoid internal (e.g., memories) and 

external (e.g., places, people) reminders linked to the traumatic event (APA, 2013). This 

symptom cluster has been a major focus in PTSD treatment because of its pivotal role in 

the onset and maintenance of the condition (Sylvia et al., 2024), as it disrupts the 

processing of the event and prevents learning to live with the memories (Badour et al., 

2012). 

Negative cognitions and mood are another important cluster in the presentation 

of PTSD. Symptoms often include negative beliefs about oneself and the external 

environment (e.g., "No one can be trusted"), self-blame regarding the occurrence of the 

traumatic event, or a constant presence of negative emotions paired with an inability to 

experience positive ones (APA, 2013). Emotions that are often experienced under this 

symptom cluster include shame and guilt (Lee et al., 2001). 

Lastly, hyperarousal symptoms involve irritability and aggression, reckless 

behaviour, hypervigilance, heightened startle response, poor concentration, and sleep 

disturbances (APA, 2013). Research shows that individuals who are high in this cluster 

experience less overall improvement in PTSD symptoms compared to those who are 

lower in hyperarousal (Schell et al., 2004). People suffering from PTSD may have an 

increased perception of danger, even when they are conceptually safe (WHO, 2024b).  

Among these symptom clusters, negative alterations in cognitions and mood and 

hyperarousal are the most prevalent, as evidenced by multiple validation studies of the 
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PTSD Checklist for DSM-5 (PCL-5; Blevins et al., 2015; Morrison et al., 2021; Van 

Praag et al., 2020). Some of these symptom clusters involve symptoms that are added to 

the typical human experience, such as flashbacks and hyperarousal, while others include 

a reduction in typical behaviour, such as avoidance and numbing. It is unclear, however, 

how these types of symptoms relate to trauma outcomes and substance use comorbidity.   

Prevalence 

The Government of Canada (2025) recently reported that approximately 8% of 

adults exhibit moderate to severe symptoms of PTSD, with the highest prevalence 

observed among individuals aged 18 to 24. However, as only a fraction of those affected 

will seek support, only 5% of Canadian adults have been diagnosed with the disorder 

(Government of Canada, 2025).  

Exposure to at least one traumatic event is necessary to meet the diagnostic 

criteria for PTSD (i.e., Criterion A; APA, 2013). On a global level, 69.7% of individuals 

worldwide have been exposed to one or more traumatic events during their lives. Out of 

those exposed to trauma, the lifetime prevalence of the disorder was 5.6% (Koenen et 

al., 2017). Experiencing a traumatic event does not automatically lead to the onset of 

PTSD. A study conducted among a sample of Chinese students aged 7 –17 found that, of 

the 6,027 participants, 34.3% had been exposed to a traumatic event. Approximately 

one-third of these individuals met the criteria for PTSD (Yuan et al., 2023). Researchers 

suggest resilience, which is the ability to recover from adverse experiences through 

behavioural and psychological mechanisms and return to a state of equilibrium (Wu et 

al., 2013), to be a protective factor regarding the onset of PTSD after trauma exposure 

(Wrenn et al., 2011). For example, in a sample of firefighters, resilience acted as a direct 

buffer between traumatic stress and PTSD symptoms. Thus, those with high levels of 
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resilience were more likely to overcome hardship and be protected from developing 

PTSD (Lee et al., 2014). Resilience may be developed through a number of factors, both 

biological (e.g., genetic, neurotransmitters) and experiential, such as frequent exposure 

to stressful experiences that do not cause significant harm and managing to cope with 

those experiences successfully, and social support (Liu et al., 2018; Rutter, 2012). 

Trajectory 

For some individuals, PTSD symptoms can last a lifetime, especially for 

individuals who are unresponsive to treatment (Galatzer et al., 2013); however, some 

individuals with PTSD can experience natural remission of symptoms without treatment 

(Morina et al., 2014). Santiago and colleagues (2013) conducted a systematic meta-

analysis to examine the different trajectories of PTSD symptomatology. Roughly one-

third showed a natural remission within three months of symptom onset, while 40% 

displayed chronic PTSD symptoms. A meta-analysis from Morina and colleagues (2014) 

found worse outcomes if PTSD was diagnosed more than five months after the traumatic 

event, leaving half of the affected individuals with chronic (three years later) symptoms. 

Further, participants whose trauma followed a natural disaster experienced significantly 

higher remission rates (60%) than those whose PTSD was connected to a physical illness 

(31.4%; Morina et al., 2014).   

 The trajectory of the disorder is often determined by whether the experienced 

trauma was intentional or non-intentional. Intentional trauma is defined as harm caused 

deliberately by another human (i.e., physical assault; Matthieu & Ivanoff, 2006). 

Treatment outcomes are poorer and natural remission rates are significantly lower in this 

category, with PTSD symptoms increasing over time (11.8% in the first month to 23.3% 

12-month post-event). Contrastingly, non-intentional trauma, often caused by 
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environmental factors (i.e., natural disasters; Camargo et al., 2025), is associated with a 

significant decrease in PTSD symptoms over time (30.1% in the first month to 14.0% 12 

months later; Santiago et al., 2013). 

 Regarding PTSD symptom clusters, a study assessing treatment outcomes in 

veterans with PTSD revealed that, over time, all clusters showed significant 

improvement (Phelps et al., 2018). However, the extent and timing of symptom 

attenuation varied across symptom groups. Hyperarousal and numbing exhibited the 

largest changes from intake to post-treatment, while reductions in avoidance and 

intrusion symptoms were smaller in magnitude. Interestingly, significant improvements 

in intrusion symptoms continued between post-treatment and the 3-month follow-up, 

while avoidance, numbing, and arousal symptoms showed no further reductions during 

this time. Therefore, intrusion symptoms showed slower initial progress, followed by a 

more sustained improvement during follow-up, which may be attributable to emotional 

processing changes. Moreover, a study assessing the impact of stellate ganglion block 

(injection of a local anesthetic near the stellate ganglion to temporarily reduce overactive 

fight-or-flight responses) found significant reductions in the symptom clusters of 

hyperarousal and re-experiencing/intrusion compared to mood and cognition and 

avoidance (Blakey et al., 2024). These findings suggest that different clusters may 

respond uniquely to certain treatments, highlighting the importance of tailoring 

treatment approaches based on which cluster expression is highest in an individual. 

However, a review article by Melani and others (2024), which aimed at investigating 

whether different evidence-based psychotherapies have specific impacts across the four 

PTSD symptom clusters, found that all clusters improved equally across all tested 

therapies. The authors suggest that this may be explained by the network theory 
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(Borsboom, 2017), where PTSD symptoms are highly interrelated, and improvements in 

one cluster may impact other symptoms. 

Impacts of PTSD on the Individual 

 Like childhood trauma, PTSD can have seriously debilitating impacts on a 

person, including, but not limited to, a decreased quality of life (Miller et al., 2024), 

lower physical and mental health (Asnaani et al., 2014), as well as problems in intimate 

relationships (Taft et al., 2011). Importantly, the probability of acquiring at least one 

additional mental disorder is nearly 80% in those diagnosed with PTSD (Qassem et al., 

2020). A study examining the effects of PTSD and childhood abuse on sexual distress 

and satisfaction, by comparing three groups of women (i.e., 1st group: participants had 

PTSD and were sexually abused before the age of 18, 2nd group: participants had no 

PTSD but were sexually abused as minors, 3rd group: participants had no mental 

disorder and were free of abusive experiences) found sexual functioning and impairment 

to be significantly lower in the first group compared to the other two, showing that the 

presence of PTSD has more of an impact on sexual functioning rather than the 

experience of abuse itself (Bornefeld-Ettmann et al., 2018). Besides negatively affecting 

an individual's quality of life or overall functioning, trauma can also lead to other 

adversities, including the increased use of substances.   

Childhood Trauma, PTSD, and Substance Use 

 A large body of research has revealed a significant link between childhood 

trauma and subsequent substance use (e.g., Brady & Back, 2012; Zhang et al., 2020). A 

longitudinal study assessing substance use trajectories among adolescents has found 

significant effects of ACEs on substance use, escalating over time (Rogers et al., 2021). 

Coinciding, Bomysoad and Francis (2020) found that the risk of developing a SUD 
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increased substantially with greater exposure to ACEs. Specifically, exposure to just one 

ACE increased the risk of developing a SUD by five times and exposure to four or more 

ACEs by nearly 16 times. Other researchers have proposed that childhood trauma may 

not be directly responsible for the onset of SUDs but may lead to adverse outcomes such 

as depression, which may then lead to the use of substances (He et al., 2022). Further, 

findings by Huang and colleagues (2021b) reveal that the age of first-time drug use is 

lower in individuals who score high on the CTQ, particularly for physical and emotional 

abuse. Specifically, their findings show that in methamphetamine-using patients, each 

numeric increase on the emotional abuse subscale was associated with an earlier onset of 

drug use initiation by 0.69 years. A meta-analysis by Halpern and others (2018) revealed 

that physical abuse during childhood can increase the risk for SUD later on by 74%, and 

experienced sexual abuse by 73%. Surprisingly, forms of neglect were not found to be 

linked to a higher risk for SUD. Notably, gender was discovered to have a moderating 

effect, indicating that, compared to men, women who experienced childhood trauma 

were at higher risk of SUD (Halpern et al., 2018). Additional findings also show that 

when comparing a clinical sample of adults presenting with co-occurring SUD and 

mental health conditions to individuals from primary health care settings, those with 

comorbid disorders have a substantially higher prevalence of childhood trauma (i.e., 

95% vs. 64%; Wu et al., 2010). Interestingly, Schimmenti and others (2022) reported 

that certain forms of childhood trauma may be associated with the use of particular 

substances. For example, the use of substances that depress the nervous system (i.e., 

heroin and sedatives) was connected to physical and emotional abuse during childhood. 

Contrastingly, following childhood sexual abuse, individuals were more likely to use 
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substances that produce stimulating or perception-altering effects, such as LSD or 

methamphetamine. 

 PTSD and SUDs often occur concurrently (Tripp et al., 2019). Co-occurrence of 

PTSD with SUDs, such as alcohol use disorder, has been linked to an 11-fold increase in 

the risk of acquiring additional mental conditions (e.g., major depressive disorder, 

generalized anxiety disorder), as well as lower functioning, overall quality of life, and 

significantly higher suicidal ideation as indicated by prior suicide attempts (Norman et 

al., 2018). Research examining the prevalence of childhood trauma in a sample of 

women with SUD and comorbid PTSD revealed that 9 in 10 women had experienced at 

least one type of traumatic childhood event, according to the CTQ (Lotzin et al., 2019). 

In a sample of veterans with alcohol use disorder, the presence of PTSD was reported by 

20.3% of participants, and conversely, the prevalence of alcohol use disorder in veterans 

with PTSD was 16.8% (Norman et al., 2018).  

Few studies have investigated whether some PTSD symptom clusters are more 

related to substance use than others. A study by Sullivan and Holt (2008), examining a 

sample of women whose PTSD stemmed from exposure to intimate partner violence, 

revealed that individuals who engage in drug use have higher symptoms of avoidance, 

numbing, and arousal than those who use alcohol only and nonusers, but that arousal 

symptoms were the only symptom cluster that was significantly different between 

women who used drugs and the alcohol only and nonuser group. It is important to note, 

however, that this study was conducted before the new DSM-5 conceptualization of 

PTSD, so that negative alterations in cognitions and mood were not included in the 

analysis. Further, past research reports higher hyperarousal and avoidance symptoms in 

those experiencing comorbid PTSD and SUD compared to PTSD-only individuals 
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(Saladin et al., 1995). Yet again, this study does not assess the newest addition of 

negative mood symptoms to the diagnosis of PTSD. Newer research shows that 

symptoms of emotional numbing and re-experiencing symptoms are linked to nicotine 

use disorder above all other clusters of PTSD (Trautman et al., 2015). A more 

comprehensive study by Livingston and others (2021) found that in veterans returning 

from deployment, risky use of drugs was linked to hyperarousal symptoms, while 

symptoms of avoidance seemed to be more associated with future risky alcohol 

consumption. Additionally, their study investigated the link between PTSD cluster 

symptoms and specific substances. For example, intrusion symptoms, such as persistent 

nightmares related to the trauma, were predictive of opioid use, while dissociative 

flashbacks were predictive of stimulant use, possibly explained by the urge to control or 

lessen those symptoms of intrusion. Livingston and colleagues' (2021) study is one of 

the only thorough investigations conducted on the link between PTSD symptom clusters 

and SUDs. The minimal literature available is suggestive of more pronounced 

associations between arousal symptoms and substance use, but the research on the 

association between PTSD clusters and specific use of substances is in its infancy and 

worthy of further exploration.  

Although PTSD and SUDs are distinguishable in many apparent ways, a review 

by Maria-Ríos and Morrow (2020) has examined the shared neuropsychiatric 

mechanisms that may drive the intense emotional and motivational responses seen in 

both conditions. The authors suggest that the reliance on environmental triggers is a key 

similarity, as SUDs cannot develop without exposure to addictive substances, and PTSD 

cannot develop without the experience of one or more traumatic events (APA, 2013). 

Moreover, they identify the self-medication hypothesis proposed by Khantzian (1997) as 
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the most commonly recognized explanation for the association between SUD and PTSD 

(Maria-Ríos & Morrow, 2020). This hypothesis posits that individuals use substances to 

alleviate distress, leading to addiction, and that the substance they use is specific to their 

disorder (e.g., stimulants used by individuals with depression, who are low on energy; 

Khantzian, 2003).  

 Coinciding with previously mentioned alterations of the HPA axis following 

childhood trauma, De Bellis and Zisk (2014) report significant alterations in brain 

regions and biological stress systems involved in reward processing, emotional 

regulation, and stress response, putting individuals at significant risk for developing both 

SUDs and PTSD. Additionally, research highlights overlap in brain circuits shared by 

PTSD and SUD, particularly involving the ventral tegmental area and its connections to 

the amygdala (involved in fear and stress processing), hippocampus (involved in the 

mnemonic aspects of stress responses) and prefrontal cortex (involved in emotion 

regulation; Henigsberg et al., 2019), supporting the frequent co-occurrence of the 

disorders.  

Importantly, co-occurrence of PTSD and SUD has been linked to a number of 

adversities, compared to those with only one of the disorders, such as worsened 

treatment outcomes (i.e., failed treatment or dropout; McCauley et al., 2012) or 

amplified drug cravings (Renaud et al., 2021). Research examining the impact of PTSD 

severity on substance use relapse in the first 30 days after residential treatment for SUD 

revealed that, overall, more than one-third of individuals relapsed within 30 days post-

treatment, and that PTSD severity was linked to more substance-using days (Weiss et 

al., 2024). These findings highlight the importance of consciously identifying and 

addressing both disorders, as neglecting either may diminish treatment outcomes and 
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lead to greater long-term adversity. One of the mechanisms that may explain the 

comorbidity between trauma, PTSD, and SUDs, as well as the impact of trauma on 

functioning, is the role of transdiagnostic factors, such as positive and negative urgency. 

Positive and Negative Urgency 

 The first comprehensive conceptualization of impulsivity was proposed by 

Whiteside and Lynam (2001). Prior to their research, the concept lacked common 

consensus on the definition of impulsivity, and it was often referred to as a unitary 

construct. Barratt (1993), who developed one of the first measures of impulsivity, 

namely, the Barratt Impulsiveness Scale (Barratt, 1959), referred to impulsivity as a 

concept that simply encompassed “acting without thinking” (Barratt, 1993, p. 40). He 

described the impulsive person as someone who is driven by action rather than by 

careful consideration, has trouble sitting still or focusing, is "happy-go-lucky," and 

enjoys taking risks (p. 42). In contrast, Whiteside and Lynam (2001) proposed that 

impulsivity was composed of four distinct factors that were to be understood not as 

impulsive behaviours but as facets that lead to impulsive behaviours. The four facets 

proposed were urgency (first only negative urgency, and later encompassing also 

positive urgency; Cyders et al., 2007), (lack of) premeditation (i.e., the tendency to 

contemplate and evaluate the repercussions of an action before executing it), (lack of) 

perseverance (i.e., the capacity to maintain focus on a task that is boring or challenging), 

and sensation seeking (i.e., a disposition to engage in and seek thrilling activities and a 

willingness to explore novel experiences that might include risk). Cyders and Smith 

(2007) proposed that impulsive responses to positive emotions were missing in the 

original conceptualization by Whiteside and Lynam (2001) and, based on research 

demonstrating that risky decision making such as hazardous drinking can be used to 
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enhance positive emotions, revised the conceptualization to add the dimension of 

positive urgency to the commonly used UPPS (now UPPS-P) impulsive behaviour scale 

(Lynam et al., 2006; Whiteside et al., 2005). The two personality characteristics that 

reflect emotion-driven tendencies to act impulsively are thus referred to by Cyders and 

Smith (2008) as positive and negative urgency: the disposition to act rashly in response 

to intense positive emotion and to intense negative emotion, respectively. 

 Both positive and negative urgency have been associated with adverse outcomes 

from the engagement in risky behaviours (Cyders & Smith, 2008). For example, 

research has repeatedly found both urgency traits to be linked to risky sexual behaviours 

(e.g., sexual intercourse without a condom; Curry et al., 2017; Deckman & DeWall, 

2011; Zapolski et al., 2009). Regarding the mechanisms underlying positive urgency, 

Zapolski and others (2009) suggest that the experience of intense sexual attraction may 

decrease an individual's ability to act in ways that align with their long-term goals or to 

make decisions that protect their health. In contrast, researchers are unsure why negative 

urgency is linked specifically to risky sexual behaviours (Derefinko et al., 2014); 

however, some suggest it may be the outcome of maladaptive coping strategies (Curry et 

al., 2017). Moreover, research has found negative urgency to be a significant predictor 

of binge-eating behaviour and the severity of binge-eating disorder, possibly leading to a 

perceived sense of regained control, stemming from reduced negative emotions or to a 

direct link between binge eating and the feeling of being in control over one's own 

behaviours (Wonderlich et al., 2024). 

While the two facets of urgency are conceptually close, they can be distinguished 

by the functions they serve. Positive urgency may in part be related to maladaptive 

behaviours, because it is used to enhance already present positive emotions (Cyders et 



 

   20 

al., 2007). Contrastingly, negative urgency often leads to harmful behaviours that are 

aimed at reducing or coping with negative emotions (Adams et al., 2012). Lynch and 

others (2001) suggest that to alleviate intense negative affect, individuals will often rely 

on emotion inhibition and avoidance strategies, leading to risky behaviours such as 

substance use (Kaiser et al., 2012).  

 Negative urgency was demonstrated to be associated with risky behaviour 

through emotional dysregulation (Schreiber et al., 2012). Emotion dysregulation can 

predict engagement in impulsive behaviours such as risky sex (Messman-Moore et al., 

2010), alcohol overconsumption (Messman-Moore et al., 2014), and deliberate self-harm 

(Gratz & Tull, 2009). Moreover, researchers have found that the process of emotional 

avoidance may lead to smartphone dependence due to negative urgency, while a lack of 

emotional awareness may lead to smartphone dependence through positive urgency 

(Cho & Kim, 2025). One explanation for the link between emotion regulation and 

urgency may be a neural overlap in brain regions such as the dorsal anterior cingulate 

gyrus, which is associated with both impulsivity (Brown et al., 2006) and emotion 

perception (Phillips et al., 2003; Schreiber et al., 2012). For instance, Golchert and 

others (2017) revealed that distinct patterns of functional connectivity between areas of 

the anterior cingulate cortex and other brain regions are connected to different facets of 

impulsivity. The authors suggest that some of these brain areas overlap with the default 

mode network, which plays a key role in future-oriented thinking (Xu et al., 2016). 

Certain connections may therefore indicate a reduced ability to think ahead, contributing 

to impulsive behaviours such as in positive urgency (Golchert et al., 2017). Regarding 

emotion regulation, Giuliani and colleagues (2011) discovered that cognitive reappraisal, 

an emotion regulation strategy, is negatively correlated with dorsal anterior cingulate 
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cortex volume, as often seen in individuals with mood disorders. According to the 

researchers, this reduced volume may be linked to not using effective emotion-

regulating strategies, rather than to consistently high levels of negative emotion.  

Cho and Kim (2025) suggest that the link between emotion dysregulation and 

impulsivity leads to a loop of bidirectional influence, so that the two variables may 

initiate and maintain aspects of one another. This means that some aspects of emotion 

dysregulation may increase impulsive behaviours, which in turn further disrupt 

emotional regulation. Additionally, a nine-week longitudinal study by Fisher-Fox and 

colleagues (2024), aimed at examining whether positive and negative urgency predict 

changes in emotion dysregulation in a sample of adolescents, revealed significant 

increases in emotional dysregulation over time when individuals presented with high 

negative urgency, supporting the notion that negative urgency may influence an 

individual's ability to regulate their emotions over time (Cyders et al., 2008). In contrast, 

positive urgency had no such effect on emotional processes. In line with this concept, 

urgency (both facets) may exist in part because intense emotional states have been 

connected to a significant decrease in inhibitory control and thoughtful decision making 

(Billieux et al., 2010). Individuals high in urgency may then act impulsively without 

considering long-term consequences, creating a vicious cycle where rash decisions lead 

to adverse outcomes that, in turn, may generate more negative emotions, thus increasing 

urgency-based actions. As such, positive and negative urgency may account for the 

association between trauma/trauma-related disorders and substance use.   

Childhood Trauma, PTSD, and Urgency 

 Studies have shown significant associations between childhood trauma, trauma-

related disorders such as PTSD, and different facets of impulsivity. Kim and Choi 
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(2020) found that childhood trauma was predictive of both higher positive and negative 

urgency scores, as well as lack of premeditation and perseverance. Interestingly, the 

researchers found that childhood trauma had an indirect effect through PTSD on the 

dimension of positive and negative urgency, so that individuals with childhood trauma 

were, in part, higher in urgency because they also exhibited PTSD symptoms. Current 

literature indicates that exposure to traumatic events may heighten physiological 

reactivity to negative affect and trauma-related cues, resulting in increased impulsivity 

(Kim & Choi, 2020; Weiss et al., 2015).  

As mentioned in the section on childhood trauma, childhood trauma may 

significantly impact an individual's ability to regulate their emotions (Marusak et al., 

2014), which may in turn heighten impulsive behaviours. The bond between a child and 

their caregiver is crucial in the child's ability to correctly identify and regulate their 

emotions (Waters et al., 2009). Children who are exposed to abuse often grow up in 

settings that invalidate and punish emotional expression (Price et al., 2017), leading 

directly to functional and emotional impairment in adulthood (Cloitre et al., 2005). Thus, 

Dvir and others (2014) suggest that childhood trauma and emotion dysregulation may 

not only be linked directly but also be mediated through disrupted attachment to 

caregivers and other important individuals. Findings by Swaminath (2023) reveal an 

indirect association between childhood maltreatment and suicidal ideation through a 

pathway involving anxious attachment, alexithymia (i.e., difficulty distinguishing and 

articulating one's emotions; Nemiah, 1982), and negative urgency. Swaminath (2023) 

also reported a multitude of pathways between maltreatment and negative urgency, 

including paths through both anxious and avoidant attachment, as well as alexithymia 

alone. Notably, alexithymia was shown to influence suicidal ideation indirectly through 
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negative urgency, emphasizing the role of this impulsivity dimension in the relationship 

between emotional processing and suicidality. These findings highlight the wide range 

of adversities childhood trauma may elicit, especially in relation to disrupted attachment 

and urgency.  

Weiss and others (2015) found a significant positive correlation between 

symptoms of PTSD, both facets of urgency and risky action taking. Furthermore, 

positive and negative urgency fully mediated the link between PTSD and risk-taking, 

signifying that the link between PTSD and hazardous behaviours may be elicited 

through difficulties in regulating behaviours when faced with high levels of emotions. 

Similarly, a longitudinal study by Goncharenko (2022), utilizing data from the ABCD 

study, which followed more than 10,000 nine- and ten-year-olds from the United States 

for over ten years, found a link between early childhood trauma and both positive and 

negative emotion-driven impulsivity subsequently. Adding to this link, some research 

suggests that the timing of trauma, specifically during childhood, may have differential 

outcomes on impulse control. Dixon and colleagues (2024) report that maltreatment 

during early childhood was predictive of greater difficulties in controlling impulses 

compared to trauma experienced during adolescence. Overall, although the literature 

highlights associations between experiences of childhood trauma and higher urgency 

scores, recent findings such as those of Kim and Choi (2020) appear to suggest that 

childhood trauma might be associated with higher positive and negative urgency scores 

because those with childhood trauma also exhibit more PTSD symptoms. 

When considering whether certain PTSD symptom clusters interact differently 

with positive and negative urgency, the literature is exceptionally limited. In a study by 

Bainter and colleagues (2024), positive urgency emerged as a robust predictor of re-
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experiencing symptoms, while negative urgency was strongly associated with all other 

PTSD symptoms. However, when controlling for depression, positive urgency predicted 

all three clusters measured in this study (i.e., avoidance, hyperarousal, and re-

experiencing), while negative urgency was linked only to avoidance. Roley and others 

(2017) found negative urgency to be linked to all four clusters of PTSD symptoms. 

Extending past urgency, their findings also revealed that high sensation seeking was 

associated with lower levels of avoidance, negative alterations in cognition and mood, 

hyperarousal and reactivity, suggesting that this facet of impulsivity may act as a 

protective factor in PTSD symptomatology. Additionally, lack of perseverance was 

associated with a greater presence of intrusive symptoms.  

Using a different approach, Armour and others (2016) conducted an evaluation 

of six opposing models of PTSD symptoms as conceptualized in the DSM-5, some 

including factors such as anhedonia and dysphoric arousal, and their association with 

anger and impulsivity facets. The best fit for the data was found for the seven-factor 

Hybrid model (i.e., intrusion, avoidance, negative alterations in cognitions and mood, 

anhedonia, anxious arousal, externalizing behaviours, and dysphoric arousal; Armour et 

al., 2015), offering the best portrayal of PTSD symptoms according to the DSM-5. 

Using the total score on the UPPS (Whiteside & Lynam, 2001) to measure impulsivity, 

the authors found that all symptom clusters, except for re-experiencing symptoms and 

avoidance, were linked to overall impulsivity, with externalizing symptoms (i.e., 

irritability/anger and self-destructive/reckless behaviour) and dysphoric arousal (i.e., 

difficulty sleeping and difficulty focusing) showing the strongest correlations with 

impulsivity. In the context of the four clusters used in this current study, both symptom 

clusters would be classified within the symptom cluster of hyperarousal. Although 



 

   25 

Armour et al. (2016) offer valuable insights into the link between PTSD symptoms and 

impulsivity, their research fails to account for positive and negative urgency as distinct 

facets of urgency and does not align with the four-cluster model used by the DSM-5. 

Given this vast limitation in research, there is a crucial need to better understand how 

PTSD symptom clusters are related to positive and negative urgency, particularly 

considering their contributing role in psychological disorders such as PTSD and SUDs.  

Urgency and Substance Use  

Positive and negative urgency have been consistently tied to elevated substance 

use behaviours (e.g., Robinson et al., 2014; Smith & Cyders, 2016; Stautz & Cooper, 

2014). Given that urgency levels in childhood predict later addictive behaviours (Guller 

et al., 2014), these traits pose as key targets in substance use research. Furthermore, high 

levels of negative urgency have been linked to poorer outcomes following SUD 

treatment (Hershberger et al., 2017), which suggests that it is also an important 

therapeutic target in substance use treatment.  

Especially in young adults, positive urgency is strongly, positively correlated 

with alcohol consumption (Cyders et al., 2010; Stautz & Cooper, 2014). In a meta-

analysis by Stautz and Cooper (2013), positive urgency showed the largest associations 

with alcohol consumption, but both positive and negative urgency were linked to 

problematic alcohol use, indicating that positive urgency may be associated with 

excessive alcohol consumption during events that are associated with positive emotions 

(Cyders et al., 2010), such as one's 21st birthday (Whitt et al., 2019). In addition, positive 

urgency may be associated with social drinking motives, which are less associated with 

problematic alcohol use (Entezari et al., 2015). However, in a sample of college 

students, positive urgency was linked to increased alcohol-related issues, indirectly 
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impacted by cognitive preoccupations related to alcohol (Regan et al., 2022). 

Coincidingly, in another study using a sample of first-year university students, positive 

urgency predicted involvement in illicit drug use, even after controlling for additional 

variables, such as other impulsivity facets or having used substances at the beginning of 

university (Zapolski et al., 2009). One explanation for this may be Gray's (1970) system 

of behavioural activation, in which some people are especially responsive to reward-

predicting signals in their environment, suggesting that those high in positive urgency 

may be particularly sensitive to rewards (Regan et al., 2022). However, negative 

urgency is of equal importance and demonstrates robust correlations with the use of 

alcohol (VanderVeen et al., 2016).  

Although most research has focused on alcohol, urgency may also be associated 

with the use of other substances. Negative urgency was found to predict solitary 

cannabis use (Waddell et al., 2023), which may be explained through maladaptive 

coping (Okey et al., 2022) or reductions in negative emotions, further reinforcing use 

(Waddell et al., 2023). Both urgency facets also emerged as strong predictors (compared 

to all other facets of impulsivity) of non-medical opioid use (Littlefield et al., 2024). In a 

sample of adults in medication-assisted opioid treatment, those high in negative urgency 

experienced elevated opioid cravings and were more likely to have used illicit 

substances, putting individuals at higher risk for relapse and overdose (Gonçalves et al., 

2023). A study investigating processes through which urgency may influence 

adolescents to use substances has highlighted peer norms towards substance use as a key 

mechanism in this relationship (Stautz & Cooper, 2015). Specifically, perceived peer 

approval of substances emerged as a moderator, indicating that those high in both 
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urgency traits are more likely to use substances when they believe that their peers use 

substances heavily. 

Notably, when examining the literature on the relationship between urgency and 

substance use, negative urgency often emerges as the strongest predictor of substance 

use behaviours (e.g., Willie et al., 2022). While positive urgency has also been shown to 

predict substance use (e.g., Zapolski et al., 2009), the particularly strong link between 

negative urgency and substance use risk may be explained by a desire to alleviate 

negative emotions, as negative urgency emerged as the only predictor of substance use 

coping motives and was found to have indirect effects on substance use through both 

enhancement and coping motives (Adams et al., 2012). Zorrilla and Koob (2019) 

suggest that negative urgency contributes to addictive behaviours under a framework of 

emotion dysregulation and negative reinforcement, by intensifying the impulse to self-

medicate during states of withdrawal or negative emotions and by adversely affecting 

executive cognitive control prior to use.  

 A mechanism that may further explain the strong relationship between negative 

urgency and substance use is the dual process theory, in which decision-making is the 

result of thinking as a (1) quick and instinctive process and (2) a slow and deliberate one 

(Bellini-Leite, 2022). Although impulsivity involves a general tendency to act on 

stimuli, reflective processes may help regulate these actions through cognitive functions, 

including executive working memory (Gunn & Finn, 2015). Findings indicate that 

negative urgency is linked to lower executive working memory capacity, suggesting 

weaker behavioural regulation abilities in those high in this impulsivity trait (Gunn & 

Finn, 2015), which in turn has been shown to predict increased substance use (Grenard 

et al., 2008). While urgency traits have been consistently linked to substance use and 
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SUDs, research suggests that the mechanisms through which they interact may be 

influenced and enhanced by other factors, such as childhood trauma or PTSD. 

Childhood Trauma, PTSD, Urgency, and Substance Use  

The current literature suggests unique links in the relationship between traumatic 

experiences and substance use, enhanced through positive and negative urgency (e.g., 

Mirhashem et al., 2017; Price et al., 2017). As discussed, both childhood trauma and 

PTSD, as well as trait urgency are related to the onset and continuation of problematic 

substance use behaviours (e.g., Brady & Back, 2012; Smith & Cyders, 2016) and, given 

that high urgency appears to result as a consequence of experienced trauma, it is 

theoretically and empirically consistent with a model proposing that this impulsivity trait 

may play a mediating role in the relationship between childhood trauma, PTSD, and 

substance use. Mediation examines the impact of a third variable on the relationship 

between two other variables (MacKinnon et al., 2007) in that an antecedent variable 

(i.e., trauma/trauma-related disorders) influences a mediating variable (i.e., urgency), 

consequently affecting an outcome variable (i.e., substance use). A number of studies 

have offered evidence toward this relationship.  

Wardell and others (2016) reported childhood adversity to be a substantial 

predictor of both positive and negative urgency. When including heavy drinking 

frequency in the model, negative urgency and childhood maltreatment both emerged as 

predictors of alcohol issues. In contrast, only negative urgency predicted cannabis use. 

More so, only negative urgency emerged as a significant mediator in the relationship 

between childhood maltreatment and both alcohol and cannabis problems, even after 

accounting for frequency of use. Thus, negative emotions may be of particular 

significance in the manifestation of impulsive behaviours such as substance use (Wardell 
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et al., 2016). In addition, Junglen and colleagues (2019) conducted two studies aimed at 

assessing whether negative urgency and PTSD mediated the association between 

emotional abuse and SUDs in a sample of adults receiving detoxification services. Their 

overall findings showed, for emotional trauma, a serial mediation through PTSD 

symptoms and negative urgency, suggesting that emotional trauma is associated with 

substance use because those high in emotional abuse have higher PTSD symptom 

severity, which in turn increases negative urgency scores. 

Purpose of the Study 

To address existing gaps in the literature, the current study examined the role of 

both self-reported childhood trauma and PTSD symptoms in the problematic use of 

various substances, extending beyond previous studies by incorporating both trauma 

variables and their subtypes and examining their impact across multiple substances. 

Furthermore, the mediating role of positive and negative urgency in this relationship was 

examined.  

Specifically, I hypothesized that: 

H1. Both childhood trauma and PTSD would be positively correlated with 

substance use/problems. Emotional abuse and neglect would exhibit the strongest 

positive correlations with substance use variables as compared to all other CTQ 

subscales. 

H2. Both positive and negative urgency would be positively correlated with 

substance use/problems. The strength of the correlation for positive urgency and 

substance use would be higher in magnitude than for negative urgency and 

substance use. Conversely, negative urgency would be more strongly associated 
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with substance use problems than positive urgency. Only negative urgency would 

be associated with childhood trauma and PTSD symptoms. 

H3. In a regression model including PTSD symptom clusters, subtypes of 

childhood trauma and positive and negative urgency, PTSD symptoms and 

negative urgency would be predictive of substance use/problems.  

H4. Negative urgency would mediate the relationship between PTSD 

symptoms and substance use.  

Given that previous research has rarely examined the impact of trauma/PTSD on 

specific types of substances used beyond alcohol (and occasionally cannabis), no 

hypotheses were formed on which specific substances might be most related to urgency 

and trauma-related variables. Furthermore, given that little research has examined how 

specific PTSD symptom clusters are associated with substance use and urgency, no 

specific hypotheses were formulated regarding which PTSD symptom types might be 

most related to urgency and substance use.  

Method 

Participants 

 Participants stemmed from two populations. Students (n = 201) in psychology 

courses at the University of New Brunswick (UNB), Saint John campus, were recruited 

through SONA, an online research platform used to recruit student participants. To 

increase diversity in the sample with respect to trauma and substance use histories, 

additional participants (n = 98) were recruited via Prolific, a crowdsourcing platform. To 

participate in this study, participants had to be at least 18 years of age for UNB and at 

least 19 years of age for Prolific. No other inclusion or exclusion criteria were stipulated. 

A G*Power analysis (Faul et al., 2009) for multiple regression with an α = .05, a 
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medium effect size of f2 = 0.15, and power set at .80 had indicated that a total sample 

size of N = 114 was required to detect statistical significance. Participants predominantly 

identified as women (61.5%), Caucasian (76.6%), and most had at least some college or 

university education (71.2%). The mean age was 27.39 years (SD = 12.46; see 

demographic descriptives in Table 1).  

Measures 

Demographics 

 A demographics questionnaire (see Appendix A), generated for the purpose of 

this study, was administered to collect basic demographic data, such as age, gender, and 

level of education. 

Childhood Trauma Questionnaire – Short Form (CTQ–SF) 

The CTQ–SF (Bernstein et al., 2003; see Appendix B) is a self-report measure 

used to evaluate childhood maltreatment and traumatic childhood experiences. The 

questionnaire is comprised of 28-items across five subscales, assessing various types of 

abuse and neglect, including emotional abuse (five items; e.g., “People in my family said 

hurtful or insulting things to me”), physical abuse (five items; e.g., “I got hit or beaten so 

badly that it was noticed by someone like a teacher, neighbour, or doctor”), sexual abuse 

(five items; e.g., “Someone tried to touch me in a sexual way, or tried to make me touch 

them”), emotional neglect (five items; e.g., “I felt loved”, reversed item), and physical 

neglect (five items; e.g., “My parents were too drunk or high to take care of the family”). 

A 5-point Likert scale, with 1 denoting “never true” and 5 denoting “very often true,” is 

used to gather whether, and to what extent, participants agree with each statement. Items 

2, 5, 7, 13, 19, 26, and 28 are scored reversely. Overall, greater scores are indicative of 

higher levels of childhood trauma. Prior research has indicated adequate to excellent 
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internal reliability, with Cronbach’s α ranging from α = .66 on emotional neglect to α = 

.94 on sexual abuse (Forde et al., 2011) and α = .85 overall (Wang et al., 2022). The 

scale demonstrates convergent validity with other measures of negative childhood 

experiences, such as the Revised Childhood Experiences Questionnaire (rs = .31–.81; 

Kongerslev et al., 2019). In the current study, Cronbach’s α ranged from good to 

excellent (α = .76 for physical neglect to α = .94 for sexual abuse, and an α = .87 for the 

CTQ total). 

Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5)  

 The PCL-5 (Weathers et al., 2013a; see Appendix C) is a 20-item questionnaire 

commonly used to assess for self-reported past-month symptoms of PTSD. Items can be 

grouped into four clusters, following the categorization used by the DSM-5, which 

include re-experiencing symptoms (items 1–5; e.g., In the past month, how much have 

you been bothered by: “Repeated, disturbing, and unwanted memories of the stressful 

experience?”), avoidance symptoms (items 6–7; e.g., “Avoiding memories, thoughts, or 

feelings related to the stressful experience?”), negative alterations in cognitions and 

mood symptoms (items 8–14; e.g., “Having strong negative feelings such as fear, horror, 

anger, guilt, or shame?”) and hyperarousal symptoms (items 15–20; e.g., “Feeling jumpy 

or easily startled?”). Individuals are asked to rate how much they have been disturbed by 

each symptom in the past month, using a 5-point Likert scale ranging from 0 (not at all) 

to 4 (extremely).  

There are three ways to administer the PCL-5. The first does not assess Criterion 

A (i.e., being a victim or witness of death, serious injury, or sexual violence) but 

instructs participants to think of their worst traumatic event. The second methodology 

involves a brief assessment of Criterion A, using examples of events that meet criteria 
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and asking respondents to name their most traumatic event, to then evaluate a posteriori 

whether it is applicable. Third, an expanded assessment of Criterion A can be conducted 

using the Life Events Checklist for DSM-5 (LEC-5; Blevins et al., 2015; Weathers et al., 

2013b). Because the current study focused on PTSD symptoms rather than the diagnosis 

of PTSD, the first option was utilized. Overall, the questionnaire presents excellent 

internal consistency (Cronbach’s α = .95; Blevins et al., 2015; Wortmann et al., 2016), 

high convergent validity with other measures of PTSD (rs = .74–.85; Blevins et al., 

2015), and good test-retest reliability at approximately 30-day intervals (r = .84; Bovin 

et al., 2016). The PCL-5 showed excellent internal reliability in the current study, 

ranging from α = .81 on avoidance and α = .91 on intrusion. The overall reliability was 

excellent as well, with a Cronbach’s α = .96. 

Short Urgency, Premeditation, Perseverance, Sensation Seeking, and Positive 

Urgency Impulsive Behaviour Scale (S-UPPS-P)   

The S-UPPS-P (Cyders et al., 2014; Lynam, 2013; see Appendix D) is a 20-item 

self-report questionnaire, comprised of five subscales used to measure distinct 

dimensions of impulsivity. Subscales include negative urgency (e.g., “Sometimes when I 

feel bad, I can’t seem to stop what I am doing even though it is making me feel worse”), 

positive urgency (e.g., “I tend to lose control when I am in a great mood”), lack of 

perseverance (e.g., “Unfinished tasks really bother me”, reversed item), lack of 

premeditation (e.g., “I like to stop and think things over before I do them”, reversed 

item), and sensation seeking (e.g., “I would like to learn to fly an airplane”) and entail 

four items each. Greater levels of impulsivity are reflected by higher scores, with items 

1, 4, 5, 7, 12, and 19 being reverse-coded. Participants are asked to indicate how much 

they can relate to each item on a 4-point Likert scale ranging from 1 (strongly agree) to 
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4 (strongly disagree). For the purpose of the current study, participants completed the 

full measure, but only the positive and negative urgency subscales were examined.  

All subscales have shown good internal reliability, ranging from α = .70 for 

positive urgency to α = .77 for lack of perseverance (Wang et al., 2020). Moreover, the 

questionnaire has shown good convergent and discriminant validity with other measures, 

such as negative correlations between positive urgency and the Brief Self-Control Scale 

(r = −.82; Pechorro et al., 2021; Tangney et al., 2004). Internal reliability for negative 

and positive urgency in this study was excellent, respectively, α = .80 and α = .88.  

Tobacco, Alcohol, Prescription Medication, and Other Substance Use (TAPS) Tool 

 The TAPS tool (McNeely et al., 2016; see Appendix E) is a measure developed 

to detect problematic substance use using a two-stage process divided into TAPS-1 and 

TAPS-2 and comprised of 31 items overall. TAPS-1 is a brief four question measure that 

asks participants how often they have used certain substances including nicotine, 

alcohol, cannabis, and prescription medications for non-medical reasons (e.g., opioids, 

sedatives) within the past 12 months (e.g., “In the PAST 12 MONTHS, how often have 

you used any prescription medication just for the feeling, more than prescribed or that 

were not prescribed to you?”). Responses include five options and can range from 

“never” to “daily or almost daily”, with responses other than “never” indicating a 

positive screen. If participants received a positive screen on the TAPS-1, they were 

directed to the TAPS-2, which entails a more detailed assessment of problematic 

substance use over the past three months to better understand the severity and scope of 

their use (e.g., “In the PAST 3 MONTHS, has anyone expressed concern about your use 

of marijuana?”). For tobacco and other drugs, TAPS-2 scores can vary from 0 to 3, 

whereas for alcohol, they can range from 0 to 4. To detect disordered use, a cut-off score 
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of 2 is suggested, having demonstrated good sensitivity (i.e., correctly identifying 

individuals with substance use disorders; e.g., 90% for tobacco) and specificity (i.e., 

correctly identifying individuals without substance use disorders; e.g., 77% for tobacco). 

Risky use can be assessed using a cut-off of 1, showing good sensitivity (e.g., 84% for 

alcohol) and adequate specificity (72% for alcohol; Schwartz et al., 2017). In the current 

study, a cutoff score of 1 was used for each of the substances (alcohol, nicotine, 

cannabis, and prescription drugs) to indicate substance use problems.  

Addiction Severity Index (ASI)  

 The ASI (McLellan et al., 1992; see Appendix F) is a comprehensive measure 

used to assess the extent to which an individual uses alcohol and other substances. For 

the purpose of this study, a modified version of the ASI was used to focus solely on the 

frequency of use of eight substances (nicotine, sedatives, alcohol, cannabis, cocaine, 

amphetamines, opioids, hallucinogens). Frequency of use is reported on a 5-point Likert 

scale ranging from “never” to “daily/almost daily”. To assess polysubstance use, a 

variable was computed representing the number of different substances used in the past 

year, with possible scores ranging from 0 (no use) to 8 (use of all substances). 

Procedure 

 This study was approved by the University of New Brunswick’s Ethics Board 

(file # 2024-169, see Appendix G). The study was advertised on SONA, via posters 

distributed around the UNB campus, and through short presentations at the beginning of 

available psychology classes, as well as on Prolific, a crowdsourcing agency. The study 

was made accessible on Qualtrics (https://www.qualtrics.com), an online survey 

software, using links or QR codes. Upon accessing the survey, participants were asked 

to review a digital consent form (see Appendix H), explaining the study's aims, 

https://www.qualtrics.com/
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individual’s right to withdraw at any point, and confidentiality protocols. To proceed 

with the study, participants were asked to check a box, indicating their informed consent 

and willingness to participate. The survey consisted of six questionnaires, shown in a 

randomized order to reduce the possibility of order effects, and took about 15 minutes to 

finish. Once completed, participants were provided with an online debriefing form. This 

page once again contained the researcher's contact information as well as addiction and 

mental health supports (see Appendix I). UNB students were given the option to enter 

their student email into a separate survey to receive half a bonus mark. Participants 

recruited through Prolific were compensated at the rate of $18 CAD per hour for 

completing the study. 

Results 

 All data analyses were conducted using version 29 of the Statistical Package for 

the Social Sciences (SPSS). An alpha level of p < .05 was applied to all data analysis, 

unless stated otherwise. Given that Bonferroni corrections for multiple tests were 

deemed to have the potential to be overly conservative (VanderWeele & Mathur, 2019), 

a p-level of < .001 was applied to all correlational analyses. A p-level of < .05 was used 

to assess the significance of the regression analyses.  

Data Cleaning and Conditioning   

Before conducting any analyses, data cleaning and conditioning were performed. 

Participants (n = 29) who completed the survey in under 6 minutes were removed from 

the dataset, as this posed an unrealistic time frame for completion (the median 

completion time was 11.8 minutes). Univariate outliers were examined, using z scores 

above or below 3. Variables that had univariate outliers were the CTQ total (n = 4), CTQ 

physical neglect subscale (n = 1), CTQ sexual abuse subscale (n = 9), and CTQ physical 
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abuse subscale (n = 8). Univariate outliers were winsorized (i.e., they were assigned a 

value one unit above or below the next closest within-range value, depending on 

whether the outlier was positive or negative in value, respectively; Tabachnick & Fidell, 

2013). In this project, all outliers were identified at the upper end of the distribution. 

Given that some scales used in this study (e.g., CTQ sexual abuse) measured traumatic 

events, the presence of outliers was expected. 

Multivariate outliers were checked for using Mahalanobis distances, calculated 

by using all variables included in the hierarchical regression analyses (14 predictors). 

After examining whether values exceeded the critical Chi-square value of 31.26, four 

additional participants had to be excluded from the data set, following statistical 

procedures as proposed by Tabachnick and Fidell (2013). Ultimately, after collecting an 

initial sample of 334 participants, the final sample size totalled N = 299.  

Next, assumptions of multiple regression were examined. Multicollinearity was 

assessed using the Variance Inflation Factor (VIF), with values above 10 indicating 

serious violations of independence. VIF values ranged from 1.03 to 4.12 and were 

therefore acceptable. Frequency histograms, as well as skewness and kurtosis values, 

were utilized to assess the normality of the distribution. The examination of frequency 

histograms suggested a deviation from normality on some variables. Variables with a 

stronger deviation from normality were CTQ sexual abuse and CTQ physical abuse, 

which were expected given that most participants in non-clinical samples report lower 

abuse scores, leading to a positive skew. According to the Central Limit Theorem, 

distributions of means will be normal, even when some of those variables are not 

(Tabachnick & Fidell, 2019). Given that the distribution of the CTQ variables in the 
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sample was consistent with those expected in the general population, and the current 

sample was large, no data transformations were conducted.   

Scatterplots were generated during the regression analyses and used to examine 

linearity, homoscedasticity, and independence of residuals. Visual examination of the 

scatterplots indicated a linear relationship between all dependent variables and 

predictors, as depicted by an oval shape of the distribution. As the data was spread 

evenly along the line of regression, the assumption of homoscedasticity was met as well. 

Lastly, given that data points were randomly scattered without a clear pattern, the 

assumption of independence of residuals was satisfied. 

Descriptives and Preliminary Analyses  

Childhood Trauma, PTSD, and Urgency 

Mean levels of reported childhood abuse and neglect in the current sample were 

similar to those typically found in the general population, although some subscales 

showed slightly higher mean scores than in other samples (Xie et al., 2021). Emotional 

abuse was highest (M = 10.97, SD = 5.49), followed by emotional neglect (M = 10.95, 

SD = 5.02), and physical neglect (M = 7.92, SD = 3.30). Means for physical abuse and 

sexual abuse were lowest (M = 7.15, SD = 3.45, M = 6.55, SD = 3.53; respectively). On 

the CTQ overall, participants reported mean scores of 43.54 (SD = 16.40; see Table 2).  

Examining average scores of reported PTSD symptom clusters on the PCL-5, 

means were as follows: alterations in cognition and mood (M = 17.12, SD = 7.33), 

hyperarousal symptoms (M = 13.83, SD = 6.04), intrusion symptoms (M = 11.64, SD = 

5.50), and avoidance symptoms (M = 5.51, SD = 2.56). On average, participants reported 

total PCL-5 scores of 48.10 (SD = 19.42). Such scores are similar to those reported in 

other community samples, albeit slightly higher in the current study (Krüger-Gottschalk 
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et al., 2017). Finally, on average, participants exhibited lower S-UPPS-P positive 

urgency (M = 7.69, SD = 3.05) than negative urgency (M = 9.86, SD = 3.02), which is 

consistent with the literature (Um et al., 2018). 

Using independent-samples t-tests, gender differences across childhood trauma, 

as well as PTSD overall, were examined. Women reported significantly higher scores on 

the PCL-5 than men (M = 49.61, SD = 19.56; M = 43.66, SD = 17.93; respectively), 

t(289) = 2.58, p = .010. Contrastingly, there were no significant differences on the CTQ 

total (women: M = 42.98, SD = 16.50; men: M = 42.60, SD = 14.57), t(289) = 0.21, p 

= .831. However, women had, on average, lower positive urgency scores than men 

(women: M = 7.31, SD = 2.88; men: M = 8.08, SD = 3.12), t(289) = -2.10, p = .037. 

Given these gender differences, gender was included as a covariate in subsequent 

regression analyses. 

Comparing participants recruited from Prolific to those recruited from UNB, 

Prolific participants scored significantly higher on the CTQ overall (Prolific: M = 47.33, 

SD = 16.69; UNB: M = 41.70, SD = 16.00), t(297) = –2.82, p = .01. However, no 

significant group differences emerged on the PCL-5 total scores, (Prolific: M = 48.21, 

SD = 18.40; UNB: M = 48.04, SD = 19.94), t(297) = –0.07, p = .942. No significant 

differences emerged for positive and negative urgency between the university and 

Prolific samples. Sample origin was not used as a covariate in the subsequent analyses, 

but age and education level were.  

Substance Use Prevalence  

Problematic use of substances was quite prevalent in the sample, especially 

alcohol (see Table 2). A total of 58.5% (n = 175) of participants met criteria for 

problematic alcohol use. For nicotine, 24.1% (n = 72) of participants met criteria for 
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problematic use, and 22.4% (n = 67) met the cut-off score for problematic cannabis use. 

However, given that problematic use of prescription opioids, stimulants, and sedatives 

was infrequent (1.7%, n = 5; 2.7%, n = 8; 4.0%, n = 12, respectively), no further 

analyses were conducted on those substances. On average, participants reported having 

used 2.35 (SD = 1.27) substances within the past 12 months.  

To examine gender and sample source group differences across substance use 

problems, independent-samples t-tests were conducted. Women reported significantly 

fewer nicotine problems (M = 0.59, SD = 1.08) than men (M = 0.96, SD = 1.24), t(289) = 

–2.66, p = .008. Moreover, compared to men (M = 1.94, SD = 1.21), women reported 

significantly less problematic alcohol usage (M = 1.49, SD = 1.07), t(289) = –3.30, p 

= .001. However, no significant gender differences emerged for cannabis problems 

(women: M = 0.61, SD = 0.90; men: M = 0.79, SD = 1.03), t(289) = –1.55, p = .121. 

Additionally, comparing the two recruitment samples, UNB students reported 

significantly fewer nicotine problems (UNB: M = 0.59, SD = 1.08; Prolific: M = 1.60, 

SD = 1.59), t(297) = –8.59, p < .001, and fewer alcohol problems (UNB: M = 1.49, SD = 

1.07; Prolific: M = 2.48, SD = 1.41), t(297) = –7.66, p < .001. UNB participants also had 

significantly lower cannabis-related problems (UNB: M = 0.61, SD = 0.90; Prolific: M = 

0.97, SD = 1.12), t(297) = –2.87, p = .004. Finally, participants in the Prolific group 

reported higher polysubstance use (M = 2.85, SD = 1.48) than UNB students (M = 2.04, 

SD = 1.00), t(256) = –5.23, p < .001. 

Bivariate Correlations 

To examine H1 and H2, a series of Pearson’s r correlations was conducted. To 

test H1, correlations were used to assess whether childhood trauma (measured by the 

five childhood trauma subscales on the CTQ and the overall score) and PTSD (measured 
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by the PCL-5 total score and symptom clusters) were positively related to substance 

use/problems (measured respectively by the TAPS1 and TAPS2). A number of 

statistically significant correlations between the main variables of interest were found. 

Small positive correlations were present between the total CTQ score and TAPS nicotine 

problems (r = .26, p < .001), cannabis problems (r = .23, p < .001), and alcohol 

problems (r = .20, p < .001). Furthermore, small positive correlations were found 

between CTQ physical neglect and TAPS alcohol, nicotine, and cannabis problems (r 

= .21 p < .001; r = .23, p < .001; r = .23, p < .001; respectively), as well as between CTQ 

emotional neglect and TAPS alcohol, nicotine, and cannabis problems (r = .19, p < .001; 

r = .25, p < .001; r = .22, p < .001; respectively). Additionally, weak positive 

correlations were found between CTQ physical abuse and TAPS nicotine problems (r 

= .20, p < .001). No other significant correlations were found to be statistically 

significant at p < .001 between CTQ subscales and substance use problems.  

Regarding substance use frequency, the total CTQ score was only associated 

with increased nicotine use frequency (r = .20, p < .001). In addition, small positive 

correlations were found between CTQ physical neglect and nicotine, as well as alcohol 

use frequency (r = .21, p < .001, r = .19, p < .001, respectively). No other statistically 

significant correlations at p < .001 were found between the CTQ and substance use 

frequency. Moderate positive correlations were also found between the total CTQ score 

and polysubstance use (r = .32, p < .001) as well as all CTQ subscales and 

polysubstance use (r ranging from .25 to .30, p < .001), excluding CTQ sexual abuse 

(see Table 3a).  

Statistically significant correlations were also found between PTSD variables and 

substance use/problems. The PCL total was positively associated with nicotine problems 
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(r = .20, p < .001). In addition, small positive correlations were found between the PCL-

5 avoidance symptom cluster and TAPS nicotine problems (r = .19, p < .001). The PCL-

5 hyperarousal symptom cluster was positively associated with TAPS nicotine problems 

(r = .23, p < .001) and TAPS cannabis problems (r = .20, p < .001). Moreover, moderate 

positive correlations were found between the total PCL-5 score and polysubstance use (r 

= .35, p < .001) as well as all PCL-5 subscales and polysubstance use (r ranging 

from .28 to .36, p < .001; see Table 3b). No significant correlations at p < .001 were 

found between the PCL-5 variables and substance use frequency.   

Bivariate correlations were also used to examine H2 and test whether both 

positive and negative urgency (measured by the UPPS-P positive and negative urgency 

scores) were positively associated with substance use/problems (measured by the 

TAPS), as well as with childhood trauma and PTSD (CTQ and PCL-5, respectively). 

Statistically significant correlations emerged for both urgency facets and substance use 

variables. Small positive correlations were found between S-UPPS-P negative urgency 

and TAPS nicotine problems (r = .19, p < .001), as well as negative urgency and TAPS 

alcohol problems (r = .24, p < .001). Furthermore, small positive correlations were 

observed for negative urgency and alcohol use frequency (r = .23, p < .001), as well as 

negative urgency and polysubstance use (r = .28, p < .001). Small to moderate positive 

correlations were also found between the S-UPPS-P positive urgency and TAPS alcohol 

problems (r = .20, p < .001) and polysubstance use (r = .31, p < .001). However, positive 

urgency was not significantly correlated with alcohol, nicotine and cannabis frequency 

(see Table 3a).  

Concerning correlations with trauma variables, both S-UPPS-P urgency variables 

were weakly to moderately positively correlated with all CTQ subscales and its total 
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score (positive urgency: r = 23- .33; negative urgency: r = .21- .41). The highest 

correlations were found between emotional abuse and positive (r = .30, p < .001) and 

negative (r = .41, p < .001) urgency. Further, the PCL-5 total score was moderately 

positively associated with both negative (r =.53, p < .001) and positive (r = .39, p 

< .001) urgency. All PCL-5 subscales were significantly correlated with positive and 

negative urgency. Correlations were stronger between PCL-5 clusters and negative 

urgency (r = .39-.52) than positive urgency (r = .25-.41). Hyperarousal and alterations in 

mood and cognition were the most associated with both negative (r = .51 and r = .52, 

respectively) and positive urgency (r = .41 and r = .36, respectively, See Table 3a and 

3b). 

Hierarchical Multiple Regressions 

 To assess H3, seven hierarchical multiple regression analyses were conducted to 

examine the extent to which childhood trauma subtypes, PTSD symptoms clusters, and 

positive/negative urgency predicted substance use and substance use problems. It was 

hypothesized that in a regression model including said variables, PTSD symptoms and 

negative urgency would be predictive of substance use/problems. 

 All regression models followed the same pattern, with demographic variables 

(i.e., age, gender, and level of education) added in Block 1. Block 2 included the five 

CTQ subscales (i.e., physical abuse, sexual abuse, emotional abuse, and physical and 

emotional neglect), as well as the four PCL-5 symptom clusters (i.e., intrusion, 

avoidance, negative alterations in mood and cognition, and hyperarousal). Finally, Block 

3 included the S-UPPS-P negative and positive urgency facets to assess how much those 

traits explained variance in substance use/problems above and beyond trauma-related 

variables. Dependent variables included problematic use of nicotine, alcohol, and 
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cannabis (as measured by the TAPS), frequency of nicotine, alcohol, and cannabis, as 

well as polysubstance use (as measured by the ASI).  

The first dependent variable tested was nicotine problems. Overall, the final 

model was significant, F(14, 283) = 4.92, p < .001, and accounted for 19.6% of the 

variance in problematic nicotine use. The demographic variables entered in Block 1 

significantly contributed to the model, F(3, 294) = 11.39, p < .001, explaining 10.4% of 

the variance in nicotine problems. Block 2, which included CTQ and PCL-5 variables, 

also significantly improved the model, F (9, 285) = 3.48, p < .001, and accounted for an 

additional 8.9% of the variance in nicotine problems. Finally, Block 3, which added 

positive urgency and negative urgency, did not significantly contribute to the model, 

F(2, 283) = 0.49, p = .615.  

In the final model, age emerged as the only significant predictor among 

demographic variables, β = .20, p = .002, indicating that nicotine-related problems 

increased with age. PTSD avoidance symptoms were also a significant predictor, β 

= .20, p = .018, suggesting that greater avoidance symptoms were associated with higher 

nicotine problems. Additionally, several predictors exhibited a statistical trend toward 

significance, including PTSD intrusion symptoms (β = −.21, p = .051), hyperarousal 

symptoms (β = .19, p = .062), and physical neglect (β = .14, p = .098). All remaining 

predictors, including gender, education level, other PCL-5 symptom clusters, CTQ 

variables, and urgency traits, were not significant in the final model (see Table 4a). 

The next hierarchical regression focused on the dependent variable of alcohol 

problems. Overall, the final model was significant, F(14, 283) = 4.97, p < .001, and 

explained 19.7% of the variance in alcohol-related problems. Block 1 was significant, 

F(3, 294) = 13.76, p < .001, accounting for 12.3% of the variance. Block 2, which added 
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the CTQ and PCL-5 variables, significantly improved the model, F(9, 285) = 2.13, p 

= .027, and explained an additional 5.5% of the variance in alcohol problems. Finally, 

Block 3 included positive urgency and negative urgency and significantly improved the 

model, F(2, 283) = 3.35, p = .036, accounting for 1.9% of the variance. 

Within this final model, age emerged as a significant predictor of alcohol 

problems, β = .34, p < .001, again, indicating that older individuals reported greater 

alcohol-related problems. No other predictors reached statistical significance. However, 

physical neglect (β = .15, p = .062), as well as negative urgency, approached 

significance, β = .13, p = .077. All remaining variables were not significant predictors in 

the final model (see Table 4a). 

Finally, the third dependent variable within the substance use problem category 

was cannabis problems. Overall, the final model was significant, F(14, 283) = 2.46, p 

= .003, and explained 10.8% of the variance in cannabis-related problems. The 

demographic variables entered in Block 1 significantly contributed to the model, F(3, 

294) = 3.53, p = .015, accounting for 3.5% of the variance. Block 2 (CTQ and PCL-5 

variables) significantly improved the model, F(9, 285) = 2.47, p = .010, and accounted 

for an additional 7.0% of the variance in cannabis problems. Finally, Block 3 included 

positive urgency and negative urgency but did not significantly contribute to the model, 

F(2, 283) = 0.61, p = .544, accounting for an additional 0.4% of the variance.  

In the final model, physical neglect emerged as a significant predictor of 

cannabis problems, β = .17, p = .049, indicating that higher levels of physical neglect 

were associated with greater cannabis-related problems. Hyperarousal symptoms 

approached significance, β = .19, p = .084. No other predictors were significant within 

the final model. 
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Four more regression analyses were conducted with substance use frequency 

variables and polysubstance use entered separately as the dependent variables. The first 

dependent variable was nicotine use frequency in the past 12 months. The overall model 

significantly predicted frequency of use, F(14, 283) = 3.02, p < .001, explaining 13.0% 

of the total variance. Block 1, containing only demographic variables, significantly 

contributed to the model, F(3, 294) = 7.37, p < .001, explaining 7.0% of the variance in 

nicotine use frequency. Block 2, including the CTQ and PCL-5 variables, also 

significantly improved the model, F(9, 285) = 3.46, p < .001, and accounted for an 

additional 5.7% of the variance in nicotine use frequency. Finally, Block 3, which 

included positive urgency and negative urgency, did not significantly contribute to the 

model, F(2, 283) = 0.43, p = .649, accounting for an additional 0.3% of the variance.  

Within the final model, significant predictors of nicotine frequency included 

increased age (β = .20, p = .004) and physical neglect (β = .20, p = .016), such that older 

age and higher levels of physical neglect were both associated with more frequent 

nicotine use. All other predictors were non-significant. 

The second dependent variable was alcohol use frequency in the past year. The 

full model was significant, F(14, 283) = 6.50, p < .001, and accounted for 24.3% of the 

variance in frequency of drinking. The demographic variables entered in Block 1 

significantly contributed to the model, F(3, 294) = 20.46, p < .001, explaining 17.3% of 

the variance in alcohol use frequency. Additionally, the CTQ and PCL-5 variables 

entered in block 2 significantly improved the model, F(9, 285) = 6.37, p < .001, and 

accounted for an additional 3.9% of the variance in heavy alcohol use frequency. 

Finally, Block 3 included positive urgency and negative urgency and significantly 
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contributed to the model, F(2, 283) = 5.95, p = .003, accounting for 3.2% of the 

variance.  

In the final model, problematic alcohol use frequency was significantly 

associated with older age (β = .38, p < .001), higher levels of physical neglect (β 

= .23, p = .003), and greater negative urgency (β = .21, p = .004). All other predictors 

were non-significant. 

Cannabis use frequency within the past year was examined next. The overall 

model was statistically significant, F(14, 283) = 2.18, p = .009, and explained 9.7% of 

the variance in cannabis use frequency. In the first block, demographic variables 

significantly predicted cannabis use frequency, F(3, 294) = 4.38, p = .005, accounting 

for 4.3% of the variance. The inclusion of the CTQ and PCL-5 variables in Block 2 did 

not result in a statistically significant improvement of the model, F(9, 285) = 2.48, p 

= .067, although this block accounted for an additional 5.2% of the variance. In the final 

step, the addition of positive urgency and negative urgency did not significantly 

contribute to the model, F(2, 283) = 0.45, p = .639, accounting for an additional 0.3% of 

the variance.  

For cannabis use frequency, no significant predictors emerged in the final model. 

However, avoidance symptoms (β = .18, p = .056), hyperarousal symptoms (β 

= .20, p = .068), and education level (β = .12, p = .077) exhibited a statistical trend. 

Finally, polysubstance use was assessed. The full model was significant, F(14, 

242) = 5.78, p < .001, and accounted for 25.0% of the variance in polysubstance use. 

Demographic variables entered in Block 1 explained a significant proportion of 

variance, F(3, 253) = 4.82, p = .003, accounting for 5.4%. The addition of CTQ and 

PCL-5 variables in Block 2 substantially improved the model, F(9, 244) = 6.02, p 
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< .001, accounting for an additional 17.4% of the variance in polysubstance use. Finally, 

Block 3 added positive urgency and negative urgency and significantly improved the 

model, F(2, 242) = 3.54, p = .031, accounting for an additional 2.2% of the variance.  

 For this dependent variable, several significant predictors emerged in the final 

model. Avoidance symptoms were the strongest predictor, β = .25, p = .008, however, 

physical neglect (β = .19, p = .025) and positive urgency (β = .18, p = .016) were also 

significant. Education level just reached significance (β = .13, p = .050), while 

hyperarousal symptoms followed a statistical trend toward significance, β 

= .20, p = .090.  

Mediation Analyses 

 Several bootstrapping mediation analyses using the PROCESS macro by Hayes 

(Model 4; 2022) with 5,000 samples were conducted to test H4 and, thus, assess the role 

of positive and negative urgency as mediators in the relationship between PTSD 

symptom clusters and the problematic substance use categories (i.e., alcohol, nicotine, 

cannabis) of the TAPS. The independent variables in the mediation analyses consisted of 

each PTSD symptom cluster that was significantly correlated with any problematic 

substance use category. The 95% confidence intervals (CIs) were generated to examine 

direct and indirect effects. Effects are significant when the CI does not include 0. A 

nonsignificant direct relationship between the independent variable and the dependent 

variable in the presence of a significant indirect relationship through a mediator 

indicates a full mediation effect. When both a direct and an indirect relationship are 

significant, this indicates partial mediation (Ledermann et al., 2025). Table 5 

summarizes the results of the mediation analyses presented below. 



 

   49 

 The first analysis assessed the relationship between the PTSD hyperarousal 

symptom cluster and cannabis problems, with negative and positive urgency as possible 

mediators. This was the only significant correlation between cannabis problems and any 

of the four PTSD symptom clusters. A relationship emerged between hyperarousal 

symptoms and negative urgency (B = .254 [SE = .025], 95% CI [.2048, .3032]), 

indicating that individuals with higher PTSD hyperarousal symptoms exhibited higher 

negative urgency. Similarly, the relationship between hyperarousal symptoms and 

positive urgency was significant (B = .205 [SE = .027], 95% CI [.1529, .2582]), 

suggesting that individuals with higher hyperarousal scores are more likely to also score 

high in positive urgency. Lastly, the relationships between negative urgency and 

cannabis problems (B = .247 [SE = .024], 95% CI [-.0226, .0720]) and positive urgency 

and cannabis problems (B = .119 [SE = .022], 95% CI [-.0322, .0561]) were non-

significant. While a direct relationship from the PTSD hyperarousal symptom cluster to 

cannabis problems emerged (B = .224 [SE = .011], 95% CI [.0014, .0433]), no 

significant indirect relationship through negative urgency (effect = .006 [SE = .006], 

95% CI [-.0064, .0197]) or positive urgency (effect = .003 [SE = 0.004], 95% CI 

[-.0065, .0119]) was found. 

 Subsequently, the link between hyperarousal symptoms, urgency, and alcohol 

problems was assessed. Here, the relationship between hyperarousal symptoms and 

negative urgency (B = .254 [SE = .025], 95% CI [.2048, .3032]), as well as hyperarousal 

symptoms and positive urgency (B = .255 [SE = .027], 95% CI [.1529, .2582]), was 

significant. Furthermore, the relationship between negative urgency and alcohol 

problems was significant (B = .067 [SE = .028], 95% CI [.0113, .1228]), while the 

relationship between positive urgency and alcohol problems was not (B = .031 [SE 
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= .026], 95% CI [-.0207, .0835]). Additionally, there was no direct relationship between 

hyperarousal symptoms and alcohol problems (B = .006 [SE = .013], 95% CI 

[-.0189, .0305]). However, a significant indirect relationship through negative urgency 

was found (effect = .017 [BootSE = .008], 95% CI [.0022, .0344]), whereas the indirect 

relationship through positive urgency was non-significant (effect = .007 [SE = .006], 

95% CI [-.0058, .0192]). This indicates that negative urgency fully mediates the 

relationship between PTSD hyperarousal symptoms and alcohol problems.  

 Next, for the analysis focusing on PTSD intrusion symptoms and alcohol 

problems, a relationship between the intrusion symptom cluster and negative urgency (B 

= .237 [SE = .029], 95% CI [.1807, .2939]), as well as positive urgency (B = .192 [SE 

= .030], 95% CI [.1321, .2509]) was found, indicating that individuals with greater 

intrusion symptoms exhibited higher scores for both negative and positive urgency. 

Further, the relationship between negative urgency and alcohol problems was significant 

(B = .066 [SE = .028], 95% CI [.0118, .1207]), while the relationship between positive 

urgency and alcohol problems remained non-significant (B = .031 [SE = .026], 95% CI 

[-.0207, .0830]). There was no direct relationship between intrusion symptoms and 

alcohol problems (B = .009 [SE = .013], 95% CI [-.0170, .0345]) but a significant 

indirect relationship through negative urgency was found (effect = .016 [BootSE 

= .008],  95% CI [.0019, .0325], reflecting a full mediation by negative urgency in the 

relationship between PTSD intrusion symptoms and alcohol problems. No significant 

indirect relationship through positive urgency was observed (effect = .006 [BootSE 

= .006], 95% CI [-.0057, .0179]). 

 To assess the final significant correlation between a PTSD symptom cluster and 

alcohol problems, a mediation analysis was conducted between avoidance symptoms 
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and alcohol problems. Avoidance symptoms were associated with both facets of urgency 

(negative urgency: B = .462 [SE = .023], 95% CI [.3382, .5856]; positive urgency: B 

= .297 [SE = .067], 95% CI [.1655, .4282]). Moreover, the relationship between 

negative urgency and alcohol problems was significant (B = .062 [SE = .029], 95% CI 

[.0075, .1168]), whereas the relationship between positive urgency and alcohol problems 

was non-significant (B = .033 [SE = .026], 95% CI [-.0188, .0840]). A direct 

relationship between avoidance symptoms and alcohol problems was not found (B 

= .030 [SE = .027], 95% CI [-.0234, .0840]). In addition, a significant indirect 

relationship through negative urgency was identified (effect = .029 [BootSE = .015], 

95% CI [.0023, .0612]), suggesting full mediation through negative urgency but not 

through positive urgency (effect = .010 [BootSE = .010], 95% CI [-.0075, .0307]). 

 Regarding nicotine problems, the first mediation analysis examined the 

relationship between PTSD hyperarousal symptoms and nicotine problems. A 

relationship between hyperarousal symptoms and the two urgency facets was found 

(negative urgency: B = .254 [SE = .025], 95% CI [.2048, .3032]; positive urgency: B 

= .206 [SE = .027], 95% CI [.1529, .2582]). Moreover, the relationship between 

negative urgency and nicotine problems (B = .024 [SE = .029], 95% CI [-.0327, .0805]) 

and positive urgency and nicotine problems (B = .031 [SE = .027], 95% CI 

[-.0222, .0837]) was not significant. A direct relationship between hyperarousal 

symptoms and nicotine problems was observed, (B = .031 [SE = .013], 95% CI 

[.0061, .0562]), while no significant indirect relationship through negative urgency 

(effect = .006 [BootSE = .007],  95% CI [-.0085, .0204]) or positive urgency (effect 

= .006 [BootSE = .006], 95% CI [-.0051, .0190]) was found. 
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The next analysis focused on the relationship between PTSD intrusion symptoms 

and nicotine problems. Here, a relationship between intrusion symptoms and negative 

urgency was observed (B = .237 [SE = .029], 95% CI [.1807, .2939]). Similarly, the 

relationship between intrusion symptoms and positive urgency was significant (B = .192 

[SE = .030], 95% CI [.1321, .2509]). Finally, the relationships between negative urgency 

and nicotine problems (B = .046 [SE = .028], 95% CI [-.0102, .1015]) and positive 

urgency and nicotine problems (B = .039 [SE = .027], 95% CI [-.0138, .0927]) were 

both non-significant. A direct relationship between intrusion symptoms and nicotine 

problems was not observed (B = .006 [SE = .013], 95% CI [-.0205, .0324]). Further, no 

significant indirect relationship through negative urgency (effect = .011 [BootSE 

= .007], 95% CI [-.0036, .0252]) or positive urgency (effect = .008 [BootSE = .006], 

95% CI [-.0031, .0195]) was found. 

 For the analysis conducted on the relationship between PTSD avoidance 

symptoms and nicotine problems, the relationship between avoidance symptoms and 

negative urgency (B = .461 [SE = .063], 95% CI [.3382, .5856]), as well as positive 

urgency, was significant (B = .297 [SE = .067], 95% CI [.1655, .4282]). No significant 

relationship was found between negative urgency and nicotine problems (B = .030 [SE 

= .028], 95% CI [-.0258, .0855]) and positive urgency and nicotine problems (B = .039 

[SE = .026], 95% CI [-.0129, .0918]). A direct relationship between avoidance 

symptoms and nicotine problems was observed (B = .062 [SE = .028], 95% CI 

[.0068, .1162]), whereas no significant indirect relationship through negative urgency 

(effect = .014 [BootSE = .014], 95% CI [-.0126, .0413]) or positive urgency (effect 

= .012 [BootSE = .009], 95% CI [-.0044, .0315]) was found. In sum, although avoidance 
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symptoms and nicotine problems are related, it is not due to underlying positive or 

negative urgency scores.  

 When assessing PTSD negative alterations in mood and cognition and nicotine 

problems, a relationship with negative urgency was observed (B = .212 [SE = .021], 

95% CI [.1716, .2522]). Moreover, the relationship between PTSD negative alterations 

and positive urgency was significant (B = .150 [SE = .023], 95% CI [.1062, .1946]). 

Additionally, there was no relationship between negative urgency and nicotine problems 

(B = .031 [SE = .029], 95% CI [-.0274, .0885]) and positive urgency and nicotine 

problems (B = .037 [SE = .027], 95% CI [-.0155, .0901]). Also, no direct relationship 

between negative alterations in mood and cognition and nicotine problems was found (B 

= .017 [SE = .011], 95% CI [-.0038, .0375]). Similarly, there was no significant indirect 

relationship through negative urgency (effect = .007 [BootSE = .006], 95% CI 

[-.0059, .0183]) or positive urgency (effect = .006 [BootSE = .005], 95% CI 

[-.0028, .0149]). 

 Lastly, the relationship between polysubstance use and all PTSD symptom 

clusters was assessed, given that these correlations were all significant. In the first 

analysis examining PTSD intrusion symptoms and polysubstance use, a relationship 

between the intrusion symptom cluster and negative urgency was observed (B = .254 

[SE = .030], 95% CI [.1939, .3136]). Likewise, the relationship between intrusion 

symptoms and positive urgency was significant (B = .206 [SE = .031], 95% CI 

[.1441, .2677]). The relationship between positive urgency and polysubstance use was 

also significant (B = .080 [SE = .031], 95% CI [.0190, .1403]). However, the 

relationship between negative urgency and polysubstance use was non-significant (B 

= .037 [SE = .032], 95% CI [-.0254, .0998]). Moreover, there was a direct relationship 
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between intrusion symptoms and polysubstance use (B = .039 [SE = .015], 95% CI 

[.0089, .0689]). Finally, a significant indirect relationship through positive urgency was 

also found (effect = .016 [BootSE = .008], 95% CI [.0024, .0325]) but not through 

negative urgency (effect = .009 [BootSE = .008], 95% CI [-.0066, .0265]). In sum, 

positive urgency partially mediated the relationship between PTSD intrusion symptoms 

and polysubstance use.  

 When examining PTSD avoidance symptoms and polysubstance use, a 

significant link between avoidance symptoms and negative urgency (B = .502 [SE 

= .502], 95% CI [.3691, .6356]) was found. Also, the symptom cluster was significantly 

related to positive urgency (B = .296 [SE = .071], 95% CI [.1557, .4370]). Moreover, 

positive urgency was linked to polysubstance use (B = .091 [SE = .030], 95% CI 

[.0319, .1500]), whereas negative urgency was not (B = .021 [SE = .032], 95% CI 

[-.0413, .0833]). Furthermore, a direct relationship between avoidance symptoms and 

polysubstance use (B = .120 [SE = .032], 95% CI [.0583, .1826]) was found. 

Additionally, the indirect effect from avoidance symptoms to polysubstance use through 

positive urgency was significant (effect = .027 [BootSE = .013], 95% CI [.0058, .0569]), 

suggesting partial mediation through positive urgency. However, the indirect effect 

through negative urgency was not significant (effect = .011 [BootSE = .016], 95% CI 

[-.0210, .0431]). 

When assessing PTSD negative alterations in cognition and mood and 

polysubstance use, a relationship emerged between these PTSD symptoms and negative 

urgency (B = .217 [SE = .022], 95% CI [.1737, .2597]), as well as positive urgency (B 

= .163 [SE = .023], 95% CI [.1166, .2084]). While negative urgency was not 

significantly related to polysubstance use (B = .023 [SE = .033], 95% CI 
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[-.0412, .0870]), positive urgency was (B = .079 [SE = .031], 95% CI [.0189, .1391]). 

Moreover, the direct relationship between negative alterations and polysubstance use 

was significant (B = .037 [SE = .012], 95% CI [.0138, .0603]). Also, positive urgency 

significantly mediated the relationship between negative alterations in mood and 

cognition and polysubstance use (effect = .013 [BootSE = .006], 95% CI [.0019, .0259]), 

while negative urgency did not (effect = .005 [BootSE = .007], 95% CI [-.0086, .0198]). 

These findings indicate partial mediation by positive urgency in the relationship between 

PTSD negative mood alterations and polysubstance use.  

Finally, the last correlation between PTSD hyperarousal symptoms and 

polysubstance use was examined. Hyperarousal symptoms were associated with both 

negative urgency (B = .263 [SE = .026], 95% CI [.2120, .3147]) and positive urgency (B 

= .210 [SE = .028], 95% CI [.1559, .2643]). Additionally, positive urgency significantly 

predicted polysubstance use (B = .071 [SE = .030], 95% CI [.0115, .1312]) but negative 

urgency did not (B = .015 [SE = .032], 95% CI [-.0480, .0784]). A significant direct 

effect of PTSD hyperarousal symptoms on polysubstance use was also observed (B 

= .055 [SE = .014], 95% CI [.0272, .0831]). The indirect effect of hyperarousal on 

polysubstance use was significant through positive urgency (effect = .015 [BootSE 

= .008], 95% CI [.0017, .0312]) but not through negative urgency (effect = .004 [BootSE 

= .009], 95% CI [-.0127, .0218]), indicating partial mediation for positive urgency (see 

Table 5 for a summary of direct and indirect mediation effects).  

Discussion 

 The purpose of the current study was to examine the role of childhood trauma 

subtypes, specific PTSD symptom clusters, and urgency in the problematic use of 

substances, as well as to investigate whether positive urgency and negative urgency 
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contribute to the relationship between PTSD-related variables and substance use. While 

data was collected on a variety of substances, including prescription medications and 

illicit substances, analyses focused only on alcohol, nicotine, and cannabis use frequency 

and problems (as well as polysubstance use), as the use of other substances was 

infrequent within this sample.  

Although previous research has established links between trauma-related 

variables and substance use, few studies have examined how underlying urgency facets 

may contribute to these relationships, and even fewer have broken down the variable of 

PTSD into specific PTSD symptom clusters. Specifically, to the author’s knowledge, 

this study was the first to examine the relationship between PTSD symptom clusters and 

substance use through urgency. Importantly, PTSD has consistently been linked to 

greater substance use severity, increased relapse rates, poorer treatment outcomes, and 

reduced quality of life (Norman et al., 2018; Renaud et al., 2021; Weiss et al., 2024), 

highlighting the clinical relevance of this research. Furthermore, given that high urgency 

traits have been linked to impulsive decision-making, particularly in the context of 

problematic substance use, further examination of these traits within a trauma-related 

framework may inform interventions aimed at reducing substance use behaviours by 

targeting positive and negative urgency.  

 Participants were recruited from undergraduate psychology classes at the 

University of New Brunswick as well as through Prolific, an online participant 

recruitment tool which has been shown to produce reliable data, in particular when 

assessing substance use (Douglas et al., 2023; Stanton et al., 2022). Regarding 

problematic substance use in the sample, alcohol was the most common, with nearly one 

out of every two participants (58.5%) meeting criteria for problematic alcohol use. 
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Problematic nicotine and cannabis use were reported by 24.1% and 22.4% of 

participants, respectively. Compared to previous studies using the TAPS tool in non-

clinical populations, the prevalence of problematic alcohol and cannabis use in the 

current sample was slightly higher, whereas nicotine use was marginally lower 

(Schwartz et al., 2017). The Canadian Alcohol and Drugs Survey (Health Canada, 2023) 

reported that among those who had consumed alcohol in the past year, 21% experienced 

alcohol-related harms. Additionally, according to the Canadian Cannabis Survey (2024), 

12% of all past-year cannabis users had impaired control. It can therefore be concluded 

that the prevalence of substance use problems in the current sample was high, especially 

in the Prolific sample, which showed significantly higher use of nicotine, alcohol and 

cannabis compared to the UNB sample.  

 With respect to childhood trauma, emotional forms of trauma were the most 

prevalent, with emotional abuse and emotional neglect showing the highest mean scores, 

followed by physical neglect, physical abuse, and sexual abuse. This prevalence aligns 

closely with previous research using the CTQ in Western samples, which reports a 

higher prevalence of emotional forms of childhood trauma relative to other trauma types 

(Hagborg et al., 2022). When assessing PTSD symptom clusters, negative alterations in 

mood and cognition, and hyperarousal emerged as the most prevalent PTSD symptom 

clusters, followed closely by intrusion symptoms. PTSD avoidance symptoms were 

reported the least in the current sample. These findings are consistent with previous 

literature using the PCL-5 (Krüger-Gottschalk et al., 2017), suggesting that sample 

characteristics in the current study align closely with the existing research.  
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H1: Correlations Between Childhood Trauma/PTSD and Substance Use 

 The first hypothesis stated that childhood trauma and PTSD would be positively 

correlated with substance use/problems, with emotional abuse and neglect being most 

strongly associated with substance use variables. This hypothesis was formulated on the 

basis of existing research indicating that both childhood trauma and PTSD are associated 

with an increased risk of substance use and SUDs (e.g., Rogers et al., 2021; Zhang et al., 

2020) and that emotional forms of childhood trauma are most prevalent in western 

countries, posing as a significant risk factor in the onset of substance use and substance 

use problems, particularly by adversely impacting emotion regulation (Huang et al., 

2021b; Zhang et al., 2020). However, this hypothesis was only partially supported. 

Overall, childhood trauma and PTSD were positively related to some substance use 

variables, but the strongest correlations were found for emotional and physical neglect, 

rather than emotional abuse, which was not significant at p <.001. Additionally, 

relationships between trauma-related variables were generally stronger with the 

dependent variable of polysubstance use than those for frequency of use and problematic 

use of the assessed substances.  

While the CTQ total was weakly associated with the problematic use of alcohol, 

nicotine and cannabis, only emotional and physical neglect were significantly linked to 

the problematic use of these substances. Significant correlations between the CTQ and 

substance use frequency were limited to the CTQ total and nicotine and cannabis 

frequency. Regarding the PCL-5 variables, overall PTSD severity was linked only to 

nicotine problems, while for PTSD symptom clusters, significant correlations were 

found only between the avoidance symptom cluster and nicotine problems, as well as the 

hyperarousal symptom cluster and nicotine and cannabis problems. No significant 
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associations with substance use frequency was found. The stronger link between 

childhood trauma/PTSD and substance-related problems, rather than frequency of use, 

may be explained by the fact that problematic use is reflective of greater severity and 

risk, whereas use frequency alone does not automatically reflect substance-related 

problems. PTSD has been linked to increased coping motives for alcohol intake, 

associated with more severe patterns of consumption (Luciano et al., 2022). As such, 

trauma and trauma-related disorders may be indicative of more problem-related 

substance use as individuals attempt to self-medicate symptoms (Hawn et al., 2020). 

While some research has demonstrated incremental increases in substance use severity 

with rising levels of childhood trauma and PTSD (Khoury et al., 2010), little to no 

research has examined associations between the frequency of substance use and levels of 

childhood trauma/PTSD. Instead, the focus of interest often lies on more severe types of 

substance use, including SUDs.  

Notably, both childhood trauma and PTSD showed their strongest associations 

with polysubstance use, suggesting that traumatic experiences and trauma-related 

disorders might especially be linked to a broader use of multiple substances than any 

single substance. Similarly, a recent study found that individuals engaging in 

polysubstance use presented with greater clinical complexity involving PTSD 

comorbidity and recent overdose events than individuals using only alcohol (Ellis et al., 

2023). In addition, Clark and colleagues (2023) reported that youth who use multiple 

substances display a higher count of serious traumatic events qualifying for a PTSD 

diagnosis as compared to those using a single substance and non-users. Therefore, the 

current findings suggest that trauma exposure, as well as PTSD, may especially increase 

the risk of substance-related problems and polysubstance use.  
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The unexpected association between physical neglect and problematic substance 

use that emerged in the current study may be explained by several factors. Prior research 

has found that physical neglect may be associated with detrimental substance-related 

outcomes, comparable to other forms of childhood maltreatment (Smith et al., 2005). 

Furthermore, physical neglect has been linked to greater withdrawal symptoms and 

substance-related cravings during rehabilitation, suggesting an association between 

physical neglect and substance use severity (Francke et al., 2013). Peviani and 

colleagues (2024) reported that physical neglect may lead to increased delay 

discounting, meaning that individuals prefer smaller, immediate rewards to larger, 

delayed ones. They argue this may be the result of chronic caregiver-related material 

deprivation (e.g., limited access to adequate nutrition or medical care) imposing 

cognitive strain that leads to a bias toward instant rewards. The increased attraction to 

immediate rewards may lead an individual to use substances, as these often have 

immediate rewarding effects through the dopaminergic system (Joutsa et al., 2015). 

Furthermore, it is well established that interpersonal forms of trauma are more likely to 

be associated with substance use than non-interpersonal trauma (such as natural 

disasters; Bhuptani et al., 2024), but it has been proposed that this is the case because 

interpersonal trauma has a component of betrayal, where an individual depends on a 

caregiver for support (Delker & Freyd, 2014). It is possible that trauma forms that 

involve neglect (emotional, physical) are more associated with betrayal than abuse 

(physical, sexual), as these may not always be perpetrated by the primary caregiver. 

These findings may explain why trauma forms that involve neglect were more 

associated with substance use problems than trauma forms that involve abuse in the 

current study.  
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           As stated previously, trauma symptoms, particularly PTSD, were more strongly 

associated with polysubstance use than use/problematic use of specific substances. 

Findings by Kearns and others (2019) showed that trauma-exposed individuals who used 

both alcohol and marijuana within one month, rather than the sole use of either 

substance, displayed significantly greater levels of PTSD symptomatology, negative 

alterations in mood and cognition, as well as hyperarousal symptoms. These links may 

be explained by the additive self-medication model linking PTSD to polysubstance use. 

This model proposes that individuals with more severe or persistent PTSD symptoms 

may combine various substances with similar pharmacological effects to support coping 

with said symptoms (Kearns et al., 2019). As such, polysubstance use may be a marker 

of the severity of PTSD symptoms in individuals who have been exposed to trauma.  

H2: Correlations Between Urgency, Substance Use, and Childhood Trauma/PTSD 

The second hypothesis predicted that both positive and negative urgency would 

be positively correlated with substance use/problems, with correlations being stronger in 

magnitude for positive urgency and substance use, and for negative urgency and 

substance use problems. Moreover, it was hypothesized that only negative urgency 

would relate to childhood trauma and PTSD. Overall, H2 was partially supported. 

Negative urgency was positively associated with problematic use of nicotine and 

alcohol, but also with frequency of alcohol use and polysubstance use. Contrastingly, 

positive urgency was correlated only with alcohol problems and polysubstance use, but 

not with frequency measures. Therefore, both urgency traits showed some positive 

associations with substance use/problems. Moreover, contrary to this hypothesis, 

positive urgency was not more strongly correlated with substance use frequency than 

negative urgency. Negative urgency, however, showed associations with more types of 
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substance use problems (alcohol, nicotine) than positive urgency (alcohol only), offering 

some support to H2.  

Consistent with prior published work, other researchers have identified negative 

urgency as a predictor of various substance use outcomes across a number of substances 

(Kaiser et al., 2012). The link between negative urgency and both substance use and 

substance-related problems may be explained by a desire to cope and alleviate negative 

emotions (Adams et al., 2012). Specifically, negative urgency is defined as the tendency 

to act impulsively in response to strong negative emotions (Cyders & Smith, 2008). 

Given that the urgency trait has been linked to emotion dysregulation (Schreiber et al., 

2012) and lower behavioural regulation abilities (Gunn & Finn, 2015), those high in the 

impulsivity trait may turn to substances to self-medicate said emotions during states of 

distress (Zorrilla & Koob, 2019).  

To the knowledge of this author, no study has previously examined the 

relationship between urgency and polysubstance use. However, from a neurobiological 

perspective, negative urgency has been linked to impairments in top-down cortical 

control over the basal ganglia and amygdala, resulting in diminished inhibitory control 

over potentially harmful behaviours when experiencing adverse emotions. In turn, such 

alterations may increase incentive-driven behaviours and make it easier for individuals 

to develop unhealthy habits, such as the use of multiple substances, as emotional triggers 

interfere with careful decision-making (Zorrilla & Koob, 2019). Furthermore, Moody 

and others (2017) discovered that those using more than one substance discount delayed 

monetary rewards more frequently than monosubstance users, indicating greater 

impulsive decision making and bias toward immediate reinforcement, aligning with 

concepts linked to negative urgency, such as enhancement motives and prioritizing 
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short-term goals over long-term goals (Zapolski et al., 2009). Together, these 

mechanisms may offer some explanation as to why negative urgency was linked not 

only to substance use problems but also to polysubstance use in the current study.  

Additionally, in the current study, positive urgency was significantly associated 

with alcohol problems. Previous studies offer support for this finding. In a sample of 

first-year university students, positive urgency was the only impulsivity trait that 

predicted increases in both drinking quantity and greater adversities linked to alcohol 

consumption (Cyders et al., 2009). Cyders and others (2010) extended these findings by 

experimentally inducing a positive mood in undergraduate students. Following the onset 

of a positive mood, individuals high in positive urgency not only consumed greater 

amounts of beer in a controlled setting but also experienced more negative outcomes 

from risky actions. Given that in both studies the effects of positive urgency emerged 

above and beyond other impulsivity traits, it can be inferred that positive urgency 

proposes a unique risk factor for greater alcohol consumption and for adverse 

consequences arising from risky behaviours during states of positive affect. While it did 

not emerge in this study, positive urgency has also been established to predict 

problematic use of substances other than alcohol (Zapolski et al., 2009), indicating that 

its effect may not be limited to alcohol only. 

Notably, a novel finding in the current study was the strong association of 

positive urgency with polysubstance use. Overall, little research has been done to 

examine the link between urgency facets and polysubstance use. Some research has 

shown negative urgency to be a predictor of the number of substances ever tried (Kaiser 

et al., 2012; Randle et al., 2025). Surprisingly, Stephenson and others (2022) found, 

using a latent class analysis, that having high levels of both urgency traits was linked to 
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a lower chance of being classified in a high polysubstance use group, in a sample of 

participants with severe alcohol use disorder. To the author's knowledge, no other 

studies on the association between either positive or negative urgency and polysubstance 

use have been conducted. 

Positive urgency, because it involves acting rashly under intense positive 

emotion, might increase substance use in part because the urgency trait is associated 

with risky action taking through motives of emotional enhancement and reductions in 

thoughtful decision making (Billieux et al., 2010; Cyders et al., 2007). Polysubstance 

use may elicit feelings of euphoria, for example, in individuals who consume alcohol 

before consuming cannabis, as it increases plasma THC levels and thus potentiates 

excitement (Lukas & Orozco, 2001). Moreover, substance use, either simultaneously or 

with some time apart, increases onsets of dopamine release in the brain, making the use 

of drugs feel particularly rewarding, ultimately leading to cravings and repeated use 

(Volkow et al., 2011). As such, positive urgency may be linked to polysubstance use 

because the use of multiple substances may assist in enhancing positive emotions and act 

under a mechanism of reward-seeking, further driven by a lack of reflective action-

taking.  

Examining impulsivity as an overall concept, Whalen and colleagues (2025) used 

a latent class analysis to identify impulsivity profiles across a number of substance use 

outcomes, including polysubstance use. Their findings demonstrated that individuals 

grouped within a class with features of reward and sensation-seeking exhibited high 

levels of polysubstance use, coinciding with characteristics found in those with high 

positive urgency, and thus offering some support for the current findings. Furthermore, 

Zapolski and others (2009) found incremental increases in illegal drug use (e.g., LSD, 



 

   65 

heroin, cocaine) over a period of nine months that were predicted by positive urgency 

scores. Given that individuals high in positive urgency tend to act in a manner that is less 

goal and health-oriented (Zapolski et al., 2009), this finding could imply a higher 

willingness to experiment with different substances. It is important to note, however, 

that some of the studies cited above define polysubstance use as the total number of 

substances used at the same time rather than the total number of substances used overall 

in the same year, which limits comparisons with the current study.  

Contrary to H2, positive urgency showed consistent positive correlations with 

both childhood trauma and PTSD, when it was proposed that only negative urgency 

would be associated with trauma-related variables. Although several studies have 

associated primarily negative urgency with childhood trauma and PTSD (e.g., Junglen et 

al., 2019; Mirhashem et al., 2017), other work indicates that childhood trauma and 

PTSD are associated not only with negative urgency, but also with positive urgency. For 

instance, in a clinical sample of psychiatric patients, Kim and Choi (2020) found that 

childhood trauma was associated with both positive and negative urgency, while Weiss 

and others (2015) reported that PTSD symptoms predicted both urgency facets among 

trauma-exposed inpatients with SUD. Similar findings have also been reported in non-

clinical samples, where PTSD symptom severity predicted both positive and negative 

urgency in undergraduate students (Mahoney et al., 2024).  

The discrepant findings, indicating associations with only negative urgency in 

some studies but both positive and negative urgency in others, may be explained by 

differences in sample characteristics and measurement approaches across studies. 

Several studies where only negative urgency emerged come from high-severity 

substance use contexts, such as detoxification samples and/or from research examining 
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only negative urgency in the first place (e.g., Junglen et al., 2019). In such contexts, 

individuals may be experiencing high levels of distress from withdrawal paired with 

trauma-related symptomatology. Negative urgency may be more pronounced in such 

populations and, thus, show stronger associations with childhood trauma and PTSD. In 

contrast, studies using mixed or less severe clinical samples may be more likely to 

capture both urgency facets, ultimately allowing both to emerge in relation to trauma-

related variables. Moreover, literature suggests that traumatic childhood experiences and 

PTSD may play a key role in the development of both emotion dysregulation and 

emotion-driven impulsivity, which could help explain why both urgency facets were 

related to trauma variables in the current sample (Kim & Choi, 2020).  

Importantly, the magnitude of association in the current sample was stronger for 

PTSD symptoms and urgency than for childhood trauma and urgency. This pattern is 

consistent with research demonstrating that childhood trauma does not always result in 

trauma-related symptoms, including PTSD (Yuan et al., 2023). Multiple studies reveal 

that the relationship between childhood trauma and urgency is largely indirect or present 

conditionally through symptoms of PTSD (e.g., Junglen et al., 2019; Kim & Choi, 

2020). Therefore, it is logical that childhood trauma would show weaker associations 

with urgency than PTSD symptoms. 

H3: Regression Models of Childhood Trauma, PTSD, and Urgency Explaining 

Substance Use/Substance Use Problems 

 Thirdly, it was hypothesized that in regression models including childhood 

trauma variables, PTSD symptom clusters, and positive/negative urgency, PTSD 

symptoms and negative urgency would uniquely predict substance use/problems. Seven 

multiple regression analyses were conducted with alcohol, nicotine, and cannabis 
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problems, alcohol, nicotine and cannabis use frequency and polysubstance use as 

outcome variables. Partial support emerged for this hypothesis. Consistent with H3, 

negative urgency was a significant predictor of alcohol use frequency, while in contrast 

to this hypothesis, it did not explain a significant portion of the variance in nicotine, 

alcohol and cannabis problems and was not predictive of nicotine and cannabis use 

frequency. These results are partially consistent with prior work linking negative 

urgency to alcohol use. Kaiser and colleagues (2012) reported negative urgency as a 

significant predictor of weekly average alcohol consumption in addition to alcohol use 

disorder. Moreover, in a more recent study by Hallihan and others (2023), negative 

urgency was not associated with the amount of alcohol consumed over the past 30 days 

but with drinking-related consequences and coping motives. Thus, although negative 

urgency predicted alcohol use frequency but not problems in the current sample, 

research indicates that negative urgency is in fact more predictive of alcohol related 

problems than frequency of use. It is possible that shared variance (i.e., 

multicollinearity) with trauma-related variables that were entered in earlier blocks of the 

regression model accounted for the limited significant findings for negative urgency, as 

it was entered in the last block. Specifically, negative urgency was moderately correlated 

with the PCL-5 total score (r =. 526). Negative urgency overlaps to some degree with 

certain PTSD symptom clusters in that both are associated with emotion dysregulation 

and maladaptive coping under distress (Billieux et al., 2010; Ouhmad et al., 2023), so 

that they may account for variance in substance use variables that the impulsivity trait 

would otherwise explain. 

Surprisingly, positive urgency, but not negative urgency, was a unique predictor 

of polysubstance use, supporting the idea of enhancement-driven substance use under 
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positive affect as discussed above. While the conceptualization of polysubstance use in 

the current study encompassed the use of multiple substances over a period of 12 months 

rather than within a single sitting, qualitative research indicates that individuals often 

combine substances in the moment to enhance or prolong euphoria, intensify pleasurable 

experiences and potentiate the subjective effects of one substance using another based 

on their expectations of specific substance combination effects (Boileau-Falardeau et al., 

2022). Extending these insights to the current study, it is possible that individuals high in 

positive urgency experiment with multiple substances during a specific period of time, 

because experimenting with new substances or switching substances itself provides 

feelings of excitement, enhancing reward experiences. 

 With regard to childhood trauma and PTSD symptom clusters, H3 was partially 

supported in that one PCL-5 variable (avoidance) was predictive of some substance use 

problems and polysubstance use but not substance use frequency. Furthermore, 

extending beyond what was expected, some CTQ subtypes also emerged as predictors. 

Specifically, PTSD avoidance symptoms were predictive of greater nicotine problems 

even after accounting for childhood trauma subtypes. Similarly, in a model with 

polysubstance use as the outcome variable, PTSD avoidance symptoms were a strong 

predictor, along with CTQ physical neglect. CTQ physical neglect was also a unique 

predictor of cannabis problems, and nicotine and alcohol use frequency. No other PTSD 

symptom cluster or CTQ subtypes were predictive of substance use/problems. 

Prior literature has found significant associations between PTSD avoidance 

symptoms and heavy substance use (e.g., Baschnagel et al., 2008; McDevitt-Murphy et 

al., 2010). Consistent with these findings, Baschnagel and others (2008) found that, 

particularly in men with a significant trauma history, PTSD avoidance symptoms were 
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associated with increased nicotine dependence, coinciding with the result that, in the 

current study, avoidance symptoms emerged above and beyond all other PTSD symptom 

clusters in predicting nicotine-related problems. The authors concluded that individuals 

high in avoidance may use nicotine because it acts as a cognitive or emotional 

distraction, pulling attention away from upsetting thoughts or feelings and redirecting it 

toward the rewarding effects of nicotine use and associated behaviours. Hereby, the use 

of substances may operate as an avoidance strategy by acting as a cognitive and 

emotional distraction, redirecting attention toward euphoria associated with the use of 

the substance, away from adverse emotions (Baschnagel et al., 2008). Furthermore, this 

symptom cluster includes elements of emotional numbing. As a result, individuals high 

in avoidance symptoms may be more likely to use substances in an attempt to numb 

adverse emotions or to escape distressing internal experiences linked to the traumatic 

event (McDevitt-Murphy et al., 2010), aligning with the self-medication hypothesis 

(Khantzian, 1997), such that substances are used to self-medicate trauma-related 

symptoms.  

Moreover, individuals who engage in polysubstance use of alcohol and cannabis 

have been found to exhibit higher levels of PTSD, negative cognition and hyperarousal 

symptoms than those using alcohol only (Kearns et al., 2019). While not entirely 

reflective of findings in the current study, these results suggest that more severe PTSD 

symptomatology and distress linked to the disorder may promote broader substance 

involvement, further aligning with the self-medication framework. Lastly, individuals 

with PTSD show high levels of emotional avoidance, comparable to levels in those with 

avoidant personality disorder, linked to significant difficulties in emotion regulation. 
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Thus, avoidant symptoms and behaviours may indirectly affect substance use through 

emotion regulation difficulties (Vigfusdottir et al., 2025).  

The result that the PTSD avoidance symptom cluster was the only significant 

predictor in this current sample, however, is only partially consistent with prior research. 

In many studies, both avoidance and hyperarousal symptoms are significantly associated 

with different substance use outcomes. For example, in a study by Dworkin and 

colleagues (2018), those who had alcohol use disorder also exhibited higher levels of 

avoidance symptoms, while those with drug use disorder portrayed increased levels of 

hyperarousal symptoms. Similarly, Patel et al. (2021) found that PTSD hyperarousal 

symptoms accounted for the link with substance use frequency and related problems, 

while avoidance symptoms showed a unique association with cannabis use outcomes. 

Notably, hyperarousal and avoidance symptoms did approach significance for cannabis 

use frequency in the current study. Therefore, it is possible that the pattern observed in 

prior literature may still be present but was not detected due to a small effect size or 

overlap with other variables. 

 Consistent with the findings of this study, previous research has found 

associations between childhood physical neglect and substance use (Dubowitz et al., 

2019). However, physical neglect is typically examined alongside other CTQ subscales, 

with findings indicating that physical neglect, together with other types of childhood 

trauma, is associated with outcomes such as alcohol and nicotine dependence (e.g., 

Elliot et al., 2014). However, Martinotti and others (2009) found that individuals who 

are polysubstance dependent report higher levels of both emotional and physical 

childhood neglect, as well as greater impulsivity and aggression than those using only 

one substance. These findings are consistent with the idea that early neglect may 
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adversely impact self-regulation abilities, potentially contributing to polysubstance use 

as a maladaptive regulation strategy. Additionally, while physical neglect is often 

reflective of unmet material needs and lack of caregiving (Front & Berger, 2015), 

polysubstance use has been linked to unmet health care needs (Lorvick et al., 2018). 

Thus, it may be that these factors amplify one another and lead to a more complex 

pattern of substance use. Moreover, childhood neglect has been associated with greater 

development of internalizing symptoms (Hildyard & Wolfe, 2002). Therefore, it is 

possible that emotional and behavioural problems associated with neglect are further 

drivers of substance use. 

H4: Urgency as a Mediator in the Relationship Between PTSD Symptoms and 

Substance Use Problems 

 The final hypothesis predicted that negative urgency would mediate the 

relationship between PTSD symptom clusters and substance use outcomes. This 

hypothesis was partially supported. Negative urgency was a full mediator in the 

relationship between the PTSD hyperarousal, intrusion, and avoidance symptom clusters 

and alcohol problems. Specifically, this suggests that these PTSD symptoms are 

associated with problematic alcohol use because individuals with high levels of such 

symptoms are also high in negative urgency. However, negative urgency did not mediate 

any other relationships between PTSD symptom clusters and cannabis or nicotine 

problems. Partially supporting these findings, prior research in a sample of trauma-

exposed inpatients with SUD found that both negative and positive urgency fully 

mediated the relationship between lifetime PTSD symptoms and risky actions (measured 

by the risky behaviour criterion for borderline personality disorder in the DSM-5; Weiss 

et al., 2015). Furthermore, Junglen and colleagues (2019) reported that childhood 
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emotional abuse was linked to SUD indirectly through PTSD symptom severity and 

negative urgency in a serial mediation model. However, to the author's knowledge, this 

is the first study that examined urgency as a mediating factor between individual PTSD 

symptom clusters and substance use/problems.  

 Negative urgency, amongst other impulsivity traits, has been associated with 

alcohol dependence and alcohol-related problems (Coskunpinar et al., 2013). Alcohol 

use in particular has been consistently linked to coping drinking motives related to all 

PTSD symptom clusters (Dixon et al., 2009; Hawn et al., 2025), suggesting that 

problematic drinking behaviours may function to manage distress elicited by the 

disorder. For example, Ferrie and others (2023) found an indirect mediation effect 

through the motive of using alcohol to cope in the relationship between PTSD severity 

and alcohol use frequency and problems. Moreover, amongst individuals high in 

negative urgency, drinking may not only be driven by wanting to cope with distress but 

also by emotional enhancement motives and strong positive expectancies about 

alcohol’s effects (Anthenien et al., 2016). Taken together, these findings indicate that 

negative urgency may have emerged as a mediator in the current study because PTSD-

related symptoms of hyperarousal, intrusion and avoidance may increase motivation for 

coping-related substance use, in the presence of negative urgency. Moreover, emotion 

dysregulation may be a driving factor underlying the current findings. Research 

examining difficulties with emotion regulation in trauma-exposed inpatients with SUD 

reported substantial problems in emotion regulation predicted by emotional avoidance 

and shame beyond the contribution of PTSD symptoms (Vigfusdottir et al., 2025). These 

results further extend the current findings by suggesting that it is not the mere presence 

of PTSD symptoms that drives problematic substance use, but rather the underlying 
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difficulties in regulating intense emotions and impulsive actions in response to 

distressing emotional states. 

 In addition, one PTSD symptom cluster (i.e., hyperarousal) was directly 

associated with the problematic use of cannabis, and PTSD hyperarousal and avoidance 

symptoms were directly related to nicotine problems. However, the indirect effect via 

positive and negative urgency remained non-significant, indicating that urgency facets 

did not account for these associations. The presence of a direct effect, however, suggests 

that other mechanisms may influence the link between these PTSD symptom clusters 

and cannabis and nicotine problems. For example, research shows that in a sample of 

veterans, sleep motives fully mediate the relationship between PTSD and cannabis use 

disorder, such that cannabis is used to improve sleep quality in individuals diagnosed 

with PTSD (Metrik et al., 2016). Additionally, another study by Farrelly and colleagues 

(2024) found a significant indirect relationship between PTSD symptoms and cannabis 

use frequency and problems through trauma-related coping motives, which might have 

emerged in the current study if substance use motives had been assessed. For nicotine, 

some researchers have reported a reverse relationship between nicotine use disorder and 

PTSD risk, mediated through withdrawal symptoms, suggesting that smokers may 

experience an increased PTSD risk after trauma exposure (Ibrahim et al., 2022). Thus, 

while urgency facets did not mediate the relationship between PTSD symptom clusters 

and cannabis and nicotine problems, other variables, such as the ones mentioned above, 

may instead explain the associations between PTSD symptoms and substance use. 

 An explanation as to why alcohol emerged as the only problematic substance use 

outcome mediated through negative urgency may be that findings on negative urgency 

and cannabis/nicotine problems are often less consistent than for alcohol. For example, a 
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study found that negative urgency significantly mediated the relationship between 

depressive symptoms and alcohol and cannabis use in a community sample (Um et al., 

2018). In contrast, research by Dora and others (2026) reported that cannabis use was 

largely unrelated to participants’ reported moods and was not affected by urgency. 

Findings for nicotine are also mixed. Some research indicates that negative affect (a 

concept sharing some similarity to negative urgency) has an indirect effect on the 

relationship between PTSD symptoms and nicotine dependence (Mahaffey et al., 2016), 

whereas some other studies attribute the link not to negative urgency but other factors, 

such as withdrawal (Ibrahim et al., 2022). Given these inconsistencies, it could be that 

the composition of the current sample, as well as differences across tools used to assess 

substance use, have led to discrepant findings.  

Surprisingly, positive urgency, but not negative urgency, partially mediated the 

relationship between all PTSD symptom clusters and polysubstance use. Building on the 

abovementioned interpretations of the existing literature, this finding may suggest that 

polysubstance use is not only driven by an attempt to regulate PTSD-related distress, but 

also by enhancement-oriented action taking, which often occurs in conjunction with high 

levels of positive urgency (Cyders et al., 2010). Additionally, research has identified 

emotion dysregulation as a factor linking PTSD to self-harm behaviours, further 

promoting polysubstance use (Ellis et al., 2023; Rossi et al., 2019). Moreover, the 

aforementioned concept of betrayal trauma may offer some further explanation for the 

mediation findings. Delker and Freyd (2014) found that betrayal trauma was associated 

with problematic substance use, through difficulty evaluating risk and self-

destructiveness. As such, negative urgency may be most relevant to the avoidance of 

adverse emotional states through potentially self-destructive behaviours such as 
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substance use, which could help explain why negative urgency fully mediated the 

relationships between hyperarousal, intrusion, and avoidance symptom clusters and 

alcohol problems. In contrast, positive urgency may be more related to polysubstance 

use, as exploring the use of multiple substances may be more reflective of a difficulty in 

ascertaining risk when exposed to potentially rewarding situations. 

Overall, these findings indicate that negative urgency plays an important role in 

individuals with co-occurring PTSD symptoms and alcohol problems, while positive 

urgency appears to be of notable significance in the association between PTSD 

symptoms and polysubstance use. 

Limitations 

 Despite its novel contribution to the literature, this study has some limitations. 

First, this study used a cross-sectional design, which prevents drawing causal 

conclusions. Thus, the directionality of the relationship between variables of interest 

remains unknown, and it is not possible to conclude that childhood trauma leads to 

PTSD, which then leads to higher urgency levels, followed by substance use. Therefore, 

future studies should implement a longitudinal design that includes these variables, so 

that causal inferences can be made. More specifically, while some longitudinal data 

exists on the causal relationship between childhood abuse and adolescent PTSD 

symptoms and that trauma though abuse in adolescents leads to substance use that 

subsequently increase PTSD symptoms (Lawrence et al., 2025), to the author's 

knowledge, no longitudinal study has simultaneously examined the role of specific 

PTSD symptom clusters and urgency facets in substance use outcomes,  using non-

clinical populations. Second, while the aim was to recruit a more general sample from 

non-clinical populations, the current sample was predominantly female (i.e., 61.5%) and 
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Caucasian (76.6%), with some post-secondary education, limiting this study's 

generalizability to more diverse samples (i.e., different ethnicities, less education, etc.). 

Moreover, problematic use of illicit substances was infrequent in this sample, limiting 

findings to more commonly used legal substances (alcohol, cannabis, nicotine), which is 

also a limitation of past research.  

In addition, childhood trauma was assessed using the CTQ, which does not 

capture traumatic experiences across the lifespan and focuses primarily on emotional, 

physical, and sexual forms of childhood maltreatment, while PTSD was examined using 

the PCL-5 rather than using a clinical diagnostic interview, which identifies the exact 

type of traumatic event experienced. Given that non-interpersonal forms of trauma are 

less associated with substance use than interpersonal trauma (Bhuptani et al., 2024), this 

additional information may have allowed more refined conclusions on the role of PTSD 

symptoms, urgency and substance use. Including a more comprehensive assessment of 

exposure to types of traumatic events and their timing would allow for a better 

differentiation of trauma subtypes in relation to urgency and substance-related outcomes. 

Lastly, this study relied primarily on self-report measures, which can be subject to 

subjective biases and intentional nondisclosure. However, the use of such instruments 

has been shown to provide accurate estimates of the constructs measured, particularly in 

addiction research (Del Boca & Noll, 2002). Specifically, research has indicated high 

agreement between objective measures of illicit drug use, such as urinalysis, and self-

report data (Bharat et al., 2023), indicating that self-report measures can provide 

accurate estimates of substance use. 
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Implications 

 Substance use and its consequences affect a large body of Canadians and 

individuals worldwide (e.g., Health Canada, 2023a). Furthermore, few affected 

individuals access treatment (Mathias et al., 2025) and success rates are often mitigated 

by high dropout and relapse rates (Megranahan et al., 2024). As such, this thesis offered 

valuable insights into the trauma-substance use relationship and these empirical findings 

further our understanding of those affected by such experiences. A major strength of this 

study is its novel contribution to the PTSD-substance use literature. In particular, this 

study examined which individual PTSD symptom clusters are most relevant to specific 

substance use outcomes, while also clarifying the role of both positive and negative 

urgency within these relationships. Moreover, this study examined not only PTSD 

symptom clusters but also childhood trauma subtypes in a non-clinical population, 

filling notable gaps in the literature. 

Results of this study hold clinical relevance by highlighting potential treatment 

targets for individuals with substance use problems who also experience PTSD 

symptoms. Specifically, the PTSD avoidance symptom cluster was significantly 

associated with substance use in several analyses, suggesting that avoidance symptoms 

may be an important clinical target. Symptoms of avoidance have been commonly 

associated with the maintenance of PTSD, particularly in those who are strongly reactive 

to trauma cues, as it prevents mechanisms of adaptive coping and, as such, slows down 

natural recovery processes (Pineles et al., 2011). Thus, an individual may proceed to rely 

on other coping strategies, including the use of substances, to manage trauma-related 

distress.  
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 Moreover, given that both positive and negative urgency were significant in 

relation to substance use problems in this study, emotion-driven impulsivity may be a 

critical target in those who present with comorbid PTSD and substance use problems. In 

fact, prior research has documented cognitive behavioural therapy (CBT) and dialectical 

behaviour therapy (DBT) as effective interventions in reducing both positive and 

negative urgency, particularly in individuals with SUDs (Cavicchioli et al., 2023; 

Peckham et al., 2018). Key elements of these treatments include the modification of 

maladaptive thoughts and behaviours for CBT (Serafini et al., 2023) and acceptance and 

change-based strategies to reduce emotion dysregulation and impulsivity for DBT 

(Lynch et al., 2006). While several studies have recommended combined treatment 

approaches that simultaneously address negative urgency, trauma-related symptoms, and 

substance use (e.g., Hallihan et al., 2023), no research has directly evaluated 

interventions specifically designed to reduce urgency among individuals with PTSD and 

SUD. The findings emerging from the mediation analyses suggest that negative urgency 

may be especially relevant in the relationship between PTSD and alcohol problems, and 

positive urgency may play a more important role in the relationship between PTSD 

symptoms and polysubstance use. Thus, future work should examine whether 

interventions focusing respectively on negative and positive urgency may reduce 

substance use behaviours in those experiencing PTSD symptoms. 

 A strength of the current study was a focus on several substance-related 

variables, including frequency and problematic use of several substances, but also the 

examination of polysubstance use. Polysubstance use has consistently been associated 

with increased mortality rates from unintentional poisoning, higher relapse rates, and 

lower mental and physical health (Konefal et al., 2022; Pan et al., 2022; Timko et al., 
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2018) but is rarely examined in relation to childhood trauma, PTSD and urgency. 

Furthermore, given that positive urgency was related to polysubstance use, it is vital that 

clinicians carefully evaluate polysubstance use patterns in trauma-affected individuals 

and consider positive urgency as a target of intervention. Particularly, interventions 

targeting impulsive decision-making (i.e., using multiple substances) in the context of 

positive emotions, rather than just aiming to reduce PTSD symptoms, may prove useful. 

In sum, the current body of research highlights the complexity of the relationships 

between trauma-related variables, urgency and substance use and demonstrates that both 

positive and negative urgency play a role in explaining the established relationship 

between childhood trauma, PTSD symptoms and substance use. 

 Future research should assess PTSD symptoms, urgency and substance use over 

extended periods of time. For example, participants could complete baseline 

questionnaires and multiple follow-up interviews to examine how urgency-targeted 

interventions may affect substance use behaviours after receiving a PTSD diagnosis. 

Moreover, PTSD should be assessed not as an overall score but individual symptom 

clusters, as each may link differently to both urgency and substance use risk. 
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Table 1  

Descriptives for Demographic Variables 

Variable M  SD Min Max % n 

Age (in years) 27.39 12.46 18 76   

Gender       

 Men     35.8 107 

 Women     61.5 184 

 Other     2.7 8 

Ethnicity       

  White/Caucasian     76.6 229 

  Non-white     23.4 70 

Primary Occupation        

  Employed     30.8 92 

  Unemployed      2.0 6 

  Student     62.5 187 

  Retired     2.0 6 

  Other     2.3 7 

Education       

  High school or less      28.4 85 

  Some college/university     35.1 105 

  University/college     36.1 108 

Marital Status        

  Single/never married     71.6 214 

  Married/common law     25.8 77 

  Separated/divorced     2.7 8 

Note. N = 299. 
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Table 2 

Descriptives for Study Measures 

Variable M  SD Min Max % n 

CTQa-Total 43.54 16.40 25 99  299 

CTQ Emotional Neglect 10.95 5.02 5 25  299 

CTQ Physical Neglect 7.92 3.30 5 20  299 

CTQ Sexual Abuse 6.55 3.53 0 20  299 

CTQ Emotional Abuse 10.97 5.49 5 25  299 

CTQ Physical Abuse 7.15 3.45 0 19  299 

PCL-5b-Total 48.10 19.42 0 94  299 

PCL-5 Intrusion 11.64 5.50 0 25  299 

PCL-5 Avoidance  5.51 2.56 0 10  299 

PCL-5 Alterations in Mood and Cognition 17.12 7.33 0 33  299 

PCL-5 Hyperarousal 13.83 6.04 0 28  299 

S-UPPS-Pc Positive urgency 7.69 3.05 4 16  299 

S-UPPS-P Negative urgency 9.86 3.02 4 16  299 

ASId Polysubstance Use 2.35 1.27 1 8  258 

TAPSe Problematic Alcohol Use 1.65 1.14 0 4  299 

TAPS Problematic Cannabis Use 0.68 0.96 0 3  299 

TAPS Problematic Nicotine Use 0.74 1.16 0 3  299 

TAPS Problematic Alcohol Use Met     58.5 175 

TAPS Problematic Cannabis Use Met     22.4 67 

TAPS Problematic Nicotine Use Met     24.1 72 

Note. a CTQ = Childhood Trauma Questionnaire; b PCL-5 = PTSD Checklist for DSM-5; 
c S-UPPS-P = Short Urgency, Premeditation, Perseverance, Sensation Seeking, and 

Positive Urgency Impulsive Behavior Scale; d ASI = Addiction Severity Index; e TAPS = 

Tabacco, Alcohol, Prescription medication, and other Substance use Tool. N = 299.
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Table 3a     

Correlations Between Childhood Trauma, Urgency and Substance Use Variables     

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

1. S-UPPS-Pa 

negative 

urgency 

-               

2. S-UPPS-P 

positive 

urgency 

.589** -              

3. CTQb total .406** .333** -             

4. CTQ 

emotional 

neglect 

.370** .237** .878** -            

5. CTQ 

physical 

neglect 

.294** .236** .807** .725** -           

6. CTQ sexual 

abuse 

.212** .292** .551** .295** .318** -          

7. CTQ 

physical abuse 

.240** .234** .737** .544** .481** .325** -         

8. CTQ 

emotional 

abuse 

.410** .303** .884** .743** .640** .337** .577** -        

9. TAPS-2c 

number of 

cannabis 

problems 

.171* .141 .230** .216** .232** .116* .180* .164* -       

10. TAPS-2 

number of 

alcohol 

problems 

.242** .200** .204** .191** .206** .130* .119 .152* .198** -      



 

   

1
2
6

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

11. TAPS-2 

number of 

nicotine 

problems 

.192** .183* .260** .249** .232** .170* .199** .177* .284** .245** -     

12. TAPS-1 

cannabis use 

frequency 

.134 .099 .187* .168* .179* .094 .152* .141 .862** .157* .298** - -    

13. TAPS-1 

alcohol use 

frequency 

.230** .138 .117* .151* .191** .021 .059 .048 .196** .739** .296** .166* -   

14. TAPS-1 

nicotine use 

frequency 

.158* .138 .201** .172* .210** .128 .160* .134 .253** .256** .807** .276** .315** -  

15. ASId 

polysubstance 

use 

.280** .307** .322** .286** .297** .129 .253** .280** .460** .248** .548** .478** .287** .566** - 

Note. *p < .01. ** p < .001.   
a S-UPPS-P = Short Urgency, Premeditation, Perseverance, Sensation Seeking, and Positive Urgency Impulsive Behaviour Scale; b CTQ = Childhood Trauma 

Questionnaire; c TAPS = Tobacco, Alcohol, Prescription medication, and other Substance Use Tool; d ASI = Addiction Severity Index.  
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Table 3b   

Correlations Between PTSD, Urgency and Substance Use Variables   

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1. S-UPPS-Pa 

negative 

urgency 

-              

2. S-UPPS-P 

positive 

urgency 

.589** -             

3. PCL-5b 

total 

.526** .394** -            

4. PCL-5 

intrusion 

.432** .345** .911** -           

5. PCL-5 

avoidance 

.392** .250** .801** .765** -          

6. PCL-5 

alterations in 

mood and 

cognition 

.515** .362** .941** .787** .690** -         

7. PCL-5 

Hyperarousal 

.508** .407** .904** .740** .616** .802** -        

8. TAPS-2c 

number of 

cannabis 

problems 

.171* .141 .169* .142 .144 .129 .195** -       

               

               

               



 

   

1
2
8

 

               

               

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

9. TAPS-2 

number of 

alcohol 

problems 

.242** .200** .162* .146* .154* .139 .155* .198** -      

10. TAPS-2 

number of 

nicotine 

problems 

.192** .183* .197** .115 .192** .183* .226** .284** .245** -     

11. TAPS-1 

cannabis use 

frequency 

.134 .099 .107 .057 .123 .072 .152* .862** .157* .298** -    

12. TAPS-1 

alcohol use 

frequency 

.230** .138 .065 .039 .039 .054 .092 .196** .739** .296** .166* -   

13. TAPS-1 

nicotine use 

frequency 

.158* .138 .133 .078 .127 .119 .159* .253 .256** .807** .276** .315** -  

14. ASId 

polysubstance 

use 

.280** .307** .354** .284** .318** .320** .361** .460** .248** .548** .478** .287** .566** - 

Note. *p < .01. ** p < .001.   
a S-UPPS-P = Short Urgency, Premeditation, Perseverance, Sensation Seeking, and Positive Urgency Impulsive Behaviour Scale; b PCL-5 = 

PTSD Checklist for DSM-5; c TAPS = Tobacco, Alcohol, Prescription medication, and other Substance Use Tool; d ASI = Addiction Severity 

Index. 
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Table 4a 

Final Model of Hierarchical Multiple Regressions Assessing the Predictive Power of Trauma and Urgency Variables on Substance Use 

Problems 

 TAPS-2 Nicotine Problems TAPS-2 Alcohol Problems TAPS-2 Cannabis Problems 

Predictors ΔR2 β ΔR2 β ΔR2 β 

Block 1 .104***  .123***  .035*  

    Age  .202**  .337***  .035 

    Gender  .083  .070  .062 

    Education level  .061  -.021  .101 

Block 2 .089***  .055*  .070**  

    CTQ physical neglect   .135  .151  .169* 

    CTQ emotional neglect  .020  -.051  .021 

    CTQ physical abuse  .040  -.055  .043 

    CTQ emotional abuse  -.098  .027  -.092 

    CTQ sexual abuse  .064  .017  .021 

    PCL-5 intrusion  -.208  .130  .011 

    PCL-5 avoidance  .204*  .065  .085 

    PCL-5 negative 

    alterations in mind and  

    cognition 

 -.002  -.092  -.164 

    PCL-5 hyperarousal  .193  -.035  .187 

Block 3 .003  .019*  .004  

    Positive urgency  .052  .054  .002 

    Negative Urgency  .016  .132  .074 

Total R2 .196  .197  .108  

N 298  298  298  

Note. *p < .05. **p < .01. ***p < .001. 
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Table 4b 

Final Model of Hierarchical Multiple Regressions Assessing the Predictive Power of Trauma and Urgency Variables on Substance Use 

Frequency  
 TAPS-1 Nicotine Use 

Frequency 

TAPS-1 Alcohol Use 

Frequency 

TAPS-1 Cannabis Use 

Frequency 

Polysubstance Use 

Predictors ΔR2 β ΔR2 β ΔR2 β ΔR2 β 

Block 1 .070***  .173***  .043**  .054**  

    Age  .195**  .384*  .066  .090 

    Gender  .086  -.038  .027  .028 

    Education level  .014  .038  .115  .127* 

Block 2 .057*  .039  .052  .174***  

    CTQ physical neglect   .203*  .234**  .119  .193* 

    CTQ emotional  

    neglect 

 -.097  -.031  -.019  -.028 

    CTQ physical abuse  .041  -.045  .043  .057 

    CTQ emotional abuse  -.052  -.123  -.016  -.054 

    CTQ sexual abuse  .039  -.064  .026  -.048 

    PCL-5 intrusion  -.131  .083  -.156  -.144 

    PCL-5 avoidance  .128  -.033  .175  .251** 

    PCL-5 negative 

    alterations in mind and  

    cognition 

 -.045  -.047  -.152  .014 

    PCL-5 hyperarousal  .158  -.013  .199  .189 

Block 3 .003  .032**  .003  .022*  

    Positive urgency  .018  .016  -.019  .183* 

    Negative Urgency  .051  .207**  .073  -.017 

Total R2 .130  .243  .097  .250  

N 298  298  298  257  

Note. *p < .05. **p < .01. ***p < .001. 
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Table 5 

Summary of Mediation Analyses 

Relationship Direct Indirect Partial Full 

  PUa NUb   

Hyperarousal 

→ Cannabis 

Problems 

✓ — — — — 

Hyperarousal 

→ Alcohol 

Problems 

— — ✓ — ✓ 

Intrusion → 

Alcohol 

Problems 

— — ✓ — ✓ 

Avoidance → 

Alcohol 

Problems 

— — ✓ — ✓ 

Hyperarousal 

→ Nicotine 

Problems 

✓ — — — — 

Intrusion → 

Nicotine 

Problems 

— — — — — 

Avoidance → 

Nicotine 

Problems 

✓ — — — — 

Negative 

Alterations in 

Mood and 

Cognition → 

Nicotine 

Problems 

— — — — — 

Intrusion → 

Polysubstance 

use 

✓ ✓ — ✓ — 
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Relationship Direct Indirect Partial Full 

  PUa NUb   

Avoidance → 

Polysubstance 

use 

✓ ✓ — ✓ — 

Negative 

Alterations in 

Mood and 

Cognition → 

Polysubstance 

use 

✓ ✓ — ✓ — 

Hyperarousal 

→ 

Polysubstance 

use 

✓ ✓ — ✓ — 

Note.a Positive urgency; b Negative urgency. 
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Appendix A 

Demographics Questionnaire (Self-Developed) 

The following questionnaire is used to collect demographic information. 

What is your age (in years)?  

 

What gender do you most closely identify with?  

 Female  

 Male     

Trans man 

Trans woman 

 Non-binary 

 Prefer not to say 

How would you describe your ethnicity? (Select all that apply)  

 Black/African Canadian (or American) 

 East Asian/Pacific Islander 

 Hispanic/Latinx 

 Indigenous/ Native Canadian (or American) / Metis  

 Middle Eastern / North African 

 White 

 Other 
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What is your current primary occupation?  

 Student 

 Part Time or Full Time Employed  

 Unemployed 

 Retired  

 Other 

What is your Marital Status? 

 Single (never married)  

 Separated/Divorced 

 Married /Common Law  

 Widowed  

What is the highest level of education that you have completed?  

 Primary 

 High School 

 Some College/ Some University 

 College 

 Undergraduate University Degree 

 Graduate University Degree  
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Appendix B 

Childhood Trauma Questionnaire (CTQ-SF; Bernstein et al., 2003) 

This is a copyrighted instrument and therefore the items cannot be listed. 
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Appendix C 

Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5; Weathers et al., 

2013a) 

Instructions: Below is a list of problems that people sometimes have in response to a 

very stressful experience. Keeping your worst event in mind, please read each problem 

carefully and then select one of the numbers to the right to indicate how much you have 

been bothered by that problem in the past month.  

In the past month, how much were you bothered by: 0 1 2 3 4 

1. Repeated, disturbing, and unwanted memories of the stressful 

experience? 

0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful experience were 

actually happening again (as if you were actually back there reliving 

it)? 

0 1 2 3 4 

4. Feeling very upset when something reminded you of the stressful 

experience? 

0 1 2 3 4 

5. Having strong physical reactions when something reminded you 

of the stressful experience (for example, heart pounding, trouble 

breathing, sweating)? 

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings related to the stressful 

experience? 

0 1 2 3 4 
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7. Avoiding external reminders of the stressful experience (for 

example, people, places, conversations, activities, objects, or 

situations)? 

0 1 2 3 4 

8. Trouble remembering important parts of the stressful experience? 0 1 2 3 4 

9. Having strong negative beliefs about yourself, other people, or the 

world (for example, having thoughts such as: I am bad, there is 

something seriously wrong with me, no one can be trusted, the world 

is completely dangerous)? 

0 1 2 3 4 

10. Blaming yourself or someone else for the stressful experience or 

what happened after it? 

0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger, guilt, 

or shame? 

0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being 

unable to feel happiness or have loving feelings for people close to 

you)? 

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you 

harm? 

0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 
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20. Trouble falling or staying asleep? 0 1 2 3 4 
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Appendix D 

Short Urgency, Premeditation, Perseverance, Sensation Seeking, and Positive 

Urgency Impulsive Behavior Scale (S-UPPS-P; Cyders et al., 2014; Lynam, 2013) 

 Agree 

Strongly 

Agree 

Some 

Disagree 

Some 

Disagree 

Strongly 

1. I generally like to see things through 

to the end. (R) 

 

1 2 3 4 

2. My thinking is usually careful and 

purposeful. 

 

1 2 3 4 

3. When I am in great mood, I tend to 

get into situations that could cause me 

problems. 

1 2 3 4 

4. Unfinished tasks really bother me. (R) 1 2 3 4 

5. I like to stop and think things over 

before I do them. (R) 

1 2 3 4 

6. When I feel bad, I will often do things 

I later regret in order to make myself 

feel better now. 

1 2 3 4 

7. Once I get going on something I hate 

to stop. (R) 

1 2 3 4 

8. Sometimes when I feel bad, I can’t 

seem to stop what I am doing even 

though it is making me feel worse. 

1 2 3 4 

9. I quite enjoy taking risks. 1 2 3 4 

10. I tend to lose control when I am in a 

great mood. 

1 2 3 4 

11. I finish what I start. 1 2 3 4 

12. I tend to value and follow a rational, 

“sensible” approach to things. (R) 

1 2 3 4 

13. When I am upset I often act without 

thinking. 

1 2 3 4 

14. I welcome new and exciting 

experiences and sensations, even if they 

are a little frightening and 

unconventional. 

1 2 3 4 

15. When I feel rejected, I will often say 

things that I later regret. 

1 2 3 4 

16. I would like to learn to fly an 

airplane. 

1 2 3 4 
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17. Others are shocked or worried about 

the things I do when I am feeling very 

excited. 

1 2 3 4 

18. I would enjoy the sensation of skiing 

very fast down a high mountain slope. 

1 2 3 4 

19. I usually think carefully before 

doing anything. (R) 

1 2 3 4 

20. I tend to act without thinking when I 

am really excited. 

1 2 3 4 
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Appendix E 

Tobacco, Alcohol, Prescription Medication, and Other Substance Use (TAPS) Tool 

(McNeely et al., 2016) 

Tobacco/nicotine 

TAPS 1 

In the PAST 12 MONTHS, how often have you used any nicotine product? (0 days→ 

skip pattern, >0 days→ TAPS 2) 

TAPS 2 

1. In the PAST 3 MONTHS, did you smoke a cigarette or e-cigarette containing 

tobacco? (no=0, yes=1) 

2. In the PAST 3 MONTHS, did you usually smoke more than 10 cigarette or vape 

more than 10 times each day? (no=0, yes=1) 

3. In the PAST 3 MONTHS, did you usually smoke or vape within 30 minutes after 

waking (no=0, yes=1) 

Tobacco score ______ (0-3) 

Alcohol 

TAPS 1 

In the PAST 12 MONTHS, how often have you had 5 or more drinks (men)/4 or more 

drinks (women) containing alcohol in one day? (0 days → skip pattern, >0 days → 

TAPS 2) 

TAPS 2 

1. In the PAST 3 MONTHS, did you have a drink containing alcohol? (no=0, 

yes=1) 
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2. In the PAST 3 MONTHS, did you have 5 or more drinks containing alcohol in a 

day? (no=0, yes=1) 

3. In the PAST 3 MONTHS, have you tried and failed to control, cut down or stop 

drinking (no=0, yes=1) 

4. In the PAST 3 MONTHS, has anyone expressed concern about your drinking? 

(no=0, yes=1) 

 Alcohol score ______ (0-4) 

Cannabis 

TAPS 1 

In the PAST 12 MONTHS, how often have you used marijuana? (never= skip pattern, 

less than monthly or more, TAPS 2) 

TAPS 2 (Cannabis)  

1. In the PAST 3 MONTHS, did you use marijuana (hash, weed)? (no=0, yes=1) 

2. In the PAST 3 MONTHS, have you had a strong desire or urge to use marijuana 

at least once a week or more often? (no=0, yes=1) 

3. In the PAST 3 MONTHS, has anyone expressed concern about your use of 

marijuana? (no=0, yes=1) 

Cannabis score ______ (0-3) 

 

 

 

Prescription Medication (Opioids, Sedatives, Stimulants) 

TAPS 1 
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In the PAST 12 MONTHS, how often have you used any prescription medication just 

for the feeling, more than prescribed or that were not prescribed to you? (0 days→ skip 

pattern, >0 days→ TAPS 2) 

 

TAPS 2 (Prescription Medication: Opioids)  

1. In the PAST 3 MONTHS, did you use a prescription opiate (narcotic) pain 

reliever (for example, Percocet, Vicodin) not as prescribed or that was not 

prescribed for you? (no=0, yes=1) 

2. In the PAST 3 MONTHS, have you tried and failed to control, cut down or stop 

using an opiate pain reliever? (no=0, yes=1) 

3. In the PAST 3 MONTHS, has anyone expressed concern about your use of an 

opiate pain reliever? (no=0, yes=1) 

Opioid score ______ (0-3) 

TAPS 2 (Prescription Medication: Sedatives)  

1. In the PAST 3 MONTHS, did you use a medication for anxiety or sleep (for 

example, Xanax, Ativan, or Klonopin) not as prescribed or that was not 

prescribed for you? (no=0, yes=1) 

2. In the PAST 3 MONTHS, have you had a strong urge to use medications for 

anxiety or sleep at least once a week or more often? (no=0, yes=1) 

3. In the PAST 3 MONTHS, has anyone expressed concern about your use 

medication for anxiety or sleep? (no=0, yes=1) 

Sedative score ______ (0-3) 

TAPS 2 (Prescription Medication: Stimulants)  
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1. In the PAST 3 MONTHS, did you use a medication for ADHD (for example, 

Adderall, Ritalin) not as prescribed or that was not prescribed for you? (no=0, 

yes=1) 

2. In the PAST 3 MONTHS, did you use a medication for ADHD (for example, 

Adderall, Ritalin) at least once a week or more often? (no=0, yes=1) 

3. In the PAST 3 MONTHS, has anyone expressed concern about your use 

medication for ADHD? (no=0, yes=1) 

Stimulant score ______ (0-3) 
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Appendix F 

Addiction Severity Index (ASI; McLellan et al., 1992) 

Please answer these questions regarding your own usage of alcohol and drugs. Please 

indicate if you have never used the substance, used the substance within the past year, in 

the past 30 days, or daily or almost daily. Prescribed refers to if you use the substance 

with a doctor’s prescription. 

  

  

Never 

Less 

Than 

Once a 

Year 

Past 

Year 

Past 

30 

Day 

Daily/Almost 

Daily 

Prescribed? 

Alcohol ☐ ☐ ☐ ☐ ☐ ☐ 

Nicotine (e.g., 

cigarettes, e-

cigarettes) 

☐ ☐ ☐ ☐ ☐ ☐ 

Opioids (e.g., 

Heroin, Oxy, 

Dilaudid, Fentanyl, 

T3/4s) 

☐ ☐ ☐ ☐ ☐ ☐ 

Sedatives (e.g., 

benzos, nerve pills, 

sleeping pills) 

☐ ☐ ☐ ☐ ☐ ☐ 
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Cocaine (e.g., 

freebase, powder, 

crack) 

☐ ☐ ☐ ☐ ☐ ☐ 

Amphetamines (e.g., 

crystal meth, speed, 

ice, Adderall) 

☐ ☐ ☐ ☐ ☐ ☐ 

Cannabis (e.g., 

plant, oil, shatter, 

edible, hash) 

☐ ☐ ☐ ☐ ☐ ☐ 

Hallucinogens (e.g., 

ecstasy, MDMA, 

PCP, LSD) 

☐ ☐ ☐ ☐ ☐ ☐ 
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Appendix G 

Research and Ethics Board Approval 

As Chair of the University of New Brunswick (UNB) Research Ethics Board (REB), I 

have reviewed your ethics application for the project entitled “Childhood Trauma and 

Substance Use in an Undergraduate Population: Revisiting the Role of Impulsivity” 

which has been assigned the file number REB 2024-169. On the basis of the review, I 

consider your project to be eligible for delegated review, since any risk to participants 

that might exist appears not to exceed the “minimal risk” outlined in the Tri-Council 

Policy Statement, 2nd edition (TCPS2). I am also pleased to inform you that, in my 

opinion, your project is in compliance with TCPS2 and the University Policy on 

Research Involving Humans (UPRIH). Accordingly, please consider this E-mail to 

represent official notification of REB approval of your project. This REB approval 

is in effect from October 14, 2024 to October 14, 2027. 

NOTE 1:  In the “Contact Information” section on Page 2 of your Informed Consent 

document, would you please insert the assigned REB Project number into your phrase 

“This project has been reviewed by the University of New Brunswick Research Ethics 

Board and is on file as REB 2024-169.”? Then, would you please email to me (cc to 

<ethics@unb.ca>) a copy of that modified document for our records?  There is no need 

to send a revised version of the whole application.  

If you require an official hardcopy letter of this approval to satisfy a funding body, 

please inform the UNB Research Ethics Board office <ethics@unb.ca> as soon as 

possible.   If the funds for this research project are held until REB approval, then please 

inform UNB Fredericton’s Office of Research Services of this approval in order to 

release your funds. 
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Please note that, in the future, if you find that you must make any changes to your 

protocol, those changes must be considered and approved by the REB before they are 

implemented.  Please submit the REB Case Modification Request form, available online 

through the Research Ethics page of the Office of the VP (Research). 

Also please note that you are obliged to advise the REB of any adverse event(s) that 

occur during this approval period. An adverse event includes — but is not limited to — a 

complaint, a change or unexpected event that alters the level of risk for the researcher or 

participants, or a situation that requires a substantial change in approach to a participant 

or participants. 

Finally, Annual Reports for this project are due on the 15th of January each year, 

provided that this date is at least six months after the date of this project approval. Final 

reports are due 90 days after project completion.  Form templates for both of these 

reports can be found on our website at https://www.unb.ca/research/vp/ethics.html. 
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Appendix H 

Informed Consent Form 

INFORMED CONSENT  

Title of the study: Childhood Trauma and Substance Use in an Undergraduate 

Population: Revisiting the Role of Impulsivity  

Investigator(s): Julia Scherf, honours student, Department of Psychology, University of 

New Brunswick, julia.scherf@unb.ca 

Supervisor(s): Dr. Caroline Brunelle, Professor, Department of Psychology, University 

of New Brunswick, cbrunell@unb.ca 

Please read the following information carefully before agreeing to participate in 

this research study.  

Purpose of the Study 

This study is being conducted to better understand the factors contributing to the 

relationship between experiencing negative childhood events and substance use. We are 

especially interested in how this affects an individual’s response to positive and negative 

life events.   

This study is open to any University of New Brunswick student.  

Participation 

Your participation in this study is voluntary. Should you wish to withdraw from the 

study at any point, you are free to do so. The study will take approximately 15 minutes 

to complete, and you will be asked about your childhood experiences, substance use 

behaviours and how you respond to positive and negative life events. Any information 

provided by you throughout the study will be strictly confidential. You will not provide 

your name or contact information. The unidentified data will be stored on an encrypted 

mailto:cbrunell@unb.ca
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and password protected USB stick, locked in the primary researcher’s office. Any 

information that you provide will be only used for the purposes of this study. No 

individuals will be singled out or identified in this study when reporting the findings. 

Depending on where the findings are published, the unidentified data could be accessed 

by other researchers for review and quality control purposes before publication. Only the 

data pertaining to the specific analyses would be provided and answers to demographics 

questions would NOT be provided to avoid re-identification of participants. Data cannot 

be withdrawn once it is made publicly available.  

Qualtrics 

The study will be completed online via Qualtrics, an online survey platform. Qualtrics 

provides information on the confidentiality of the data here: Privacy Statement - 

Qualtrics   

 Data from Qualtrics is stored on Canadian servers in Toronto, Ontario.   

Compensation 

Students enrolled at the University of New Brunswick will be awarded one half of a 

bonus point towards their final grade in the participating course. Speak with your 

professor if you wish to receive half a bonus point without completing the study by 

submitting additional course work. Participants will be directed to a separate survey to 

enter personal information required for bonus points assignments, which will not be 

linked to survey responses. You are free to skip any question(s) on the questionnaire(s). 

You may discontinue your participation in the study at any time without penalty.   

Risks & Benefits 

The benefits of participating in this study are to contribute to enhanced knowledge on 

the relationship between childhood experiences and substance use. However, some of 

https://www.qualtrics.com/privacy-statement/
https://www.qualtrics.com/privacy-statement/
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the questions could be potentially mildly distressing. Remember that you can skip any 

question and should you believe that you require access to mental health or addiction 

support, you can consult the resources below. This list will also be shown in the 

“debriefing” after you complete the survey.   

CANADA RESOURCES:  

Mental Health & Substance Use Resources. If you are in an emergency, dial 911 

Wellness Together Canada: https://wellnesstogether.ca/en-CA 

Wellness Together Canada: If you are in distress, text WELLNESS to 741741  

National Suicide Prevention Hotline: 1-800-273-8255 

If you require referrals to services, dial 211.  

New Brunswick Suicide Prevention CHIMO Helpline: 1-800-667-5005 

New Brunswick Regional Addiction Centers: 

https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddi

ctionCenters.html 

Contact Information  

This study is being conducted by Julia Scherf (julia.scherf@unb.ca) under the 

supervision of Dr. Caroline Brunelle (506-648-5797, cbrunell@unb.ca), in the 

Psychology Department at the University of New Brunswick, Saint John. 

Note: If you wish to be notified of the results when this study is completed, please email 

the investigators of this study at your convenience.   

This project has been reviewed by the Research Ethics Board of the University of New 

Brunswick and is on file as REB#2024-169. Participants who wish to discuss this study 

with someone who is not directly involved in the research can contact Dr. David 

Coleman, Chair of the ethics committee at (506) 453-5189, dcoleman@unb.ca  

https://wellnesstogether.ca/en-CA
https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddictionCenters.html
https://www2.gnb.ca/content/gnb/en/departments/health/Addiction/NewBrunswickAddictionCenters.html
mailto:cbrunell@unb.ca
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By clicking the box below, I confirm that I have read the information on the 

INFORMED CONSENT FORM and volunteer to participate in this study. 
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Appendix I 

Debriefing Form  

Thank you for participating in the current study! The purpose of the study was to 

examine how a person responds to both positive and negative situations explain why 

individuals who have experienced traumatic childhood experiences are more likely to 

use different substances. If that is the case, how impulsively a person responds to these 

situations may become a target of intervention or prevention for substance use.  

Please do not hesitate to reach out to one of the researchers (julia.scherf@unb.ca or 

cbrunell@unb.ca)  if you have questions about this project or wish to receive a summary 

of the findings.  

Should you believe that you would benefit from mental health support, please do not 

hesitate to contact the CHIMO helpline (1-800-667-5005, 24/7).

mailto:julia.scherf@unb.ca
mailto:cbrunell@unb.ca
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