
The University of Southern Mississippi The University of Southern Mississippi 

The Aquila Digital Community The Aquila Digital Community 

Faculty Publications 

2-1-2013 

The Relative and Unique Contributions of Emotion Dysregulation The Relative and Unique Contributions of Emotion Dysregulation 

and Impulsivity to Posttraumatic Stress Disorder Among and Impulsivity to Posttraumatic Stress Disorder Among 

Substance Dependent Inpatients Substance Dependent Inpatients 

Nicole H. Weiss 
Jackson State University 

Matthew T. Tull 
University of Mississippi Medical Center 

Michael D. Anestis 
University of Southern Mississippi, Michael.Anestis@usm.edu 

Kim L. Gratz 
University of Mississippi Medical Center 

Follow this and additional works at: https://aquila.usm.edu/fac_pubs 

 Part of the Psychology Commons 

Recommended Citation Recommended Citation 
Weiss, N. H., Tull, M. T., Anestis, M. D., Gratz, K. L. (2013). The Relative and Unique Contributions of 
Emotion Dysregulation and Impulsivity to Posttraumatic Stress Disorder Among Substance Dependent 
Inpatients. Drug and Alcohol Dependence, 128(1), 45-51. 
Available at: https://aquila.usm.edu/fac_pubs/17098 

This Article is brought to you for free and open access by The Aquila Digital Community. It has been accepted for 
inclusion in Faculty Publications by an authorized administrator of The Aquila Digital Community. For more 
information, please contact Joshua.Cromwell@usm.edu. 

https://aquila.usm.edu/
https://aquila.usm.edu/fac_pubs
https://aquila.usm.edu/fac_pubs?utm_source=aquila.usm.edu%2Ffac_pubs%2F17098&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/404?utm_source=aquila.usm.edu%2Ffac_pubs%2F17098&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:Joshua.Cromwell@usm.edu


The Relative and Unique Contributions of Emotion
Dysregulation and Impulsivity to Posttraumatic Stress Disorder
among Substance Dependent Inpatients

Nicole H. Weiss,
Jackson State University Department of Psychology 1325 J.R. Lynch Street Jackson, Mississippi,
USA, 39217

Matthew T. Tull*,
University of Mississippi Medical Center Department of Psychiatry and Human Behavior 2500
North State Street Jackson, Mississippi, USA, 39216

Michael D. Anestis, and
Florida State University Department of Psychology 1107 West Call Street Tallahassee, Florida,
USA, 32306

Kim L. Gratz
University of Mississippi Medical Center Department of Psychiatry and Human Behavior 2500
North State Street Jackson, Mississippi, USA, 39216

Abstract
BACKGROUND—Despite elevated rates of posttraumatic stress disorder (PTSD) among
substance use disorder (SUD) patients, as well as the clinical relevance of this co-occurrence, few
studies have examined psychological factors associated with a PTSD-SUD diagnosis. Two factors
worth investigating are emotion dysregulation and impulsivity, both of which are associated with
PTSD and SUDs. Therefore, this study examined associations between PTSD and facets of
emotion dysregulation and impulsivity within a sample of trauma-exposed SUD inpatients.

METHODS—Participants were an ethnically diverse sample of 205 SUD patients in residential
substance abuse treatment. Patients were administered diagnostic interviews and completed a
series of questionnaires.

RESULTS—Patients with PTSD (n = 58) reported significantly higher levels of negative urgency
(i.e., the tendency to engage in impulsive behaviors when experiencing negative affect) and lower
sensation seeking, as well as higher levels of emotion dysregulation and the specific dimensions of
lack of emotional acceptance, difficulties engaging in goal-directed behavior when upset,
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difficulties controlling impulsive behaviors when distressed, limited access to effective emotion
regulation strategies, and lack of emotional clarity. Further, overall emotion dysregulation
emerged as a significant predictor of PTSD status, accounting for unique variance in PTSD status
above and beyond facets of impulsivity (as well as other relevant covariates).

CONCLUSIONS—Results suggest that emotion dysregulation may contribute to the
development, maintenance, and/or exacerbation of PTSD and highlight the potential clinical utility
of targeting emotion dysregulation among SUD patients with PTSD.

Keywords
emotion; emotion regulation; impulsivity; posttraumatic stress disorder; traumatic exposure;
substance use disorders

1. INTRODUCTION
Posttraumatic stress disorder (PTSD) is characterized by re-experiencing, avoidance,
emotional numbing, and hyperarousal symptoms following exposure to a traumatic event
(American Psychiatric Association, 2000). The lifetime prevalence of PTSD in the general
population is 6.8% (Kessler et al., 2005); however, heightened lifetime (36-50%) and
current (25-42%) prevalence rates of PTSD have been found among patients with a
substance use disorder (SUD; Brady et al., 2004a). A PTSD-SUD diagnosis is associated
with a range of negative clinical outcomes and maladaptive behaviors, including greater risk
for SUD treatment dropout (Brady, 2001; Ford et al., 2007), quicker relapse following SUD
treatment (Hien et al., 2000; Najavits et al., 2007), more severe substance use patterns within
community (Cottler et al., 1992) and treatment-seeking (Najavits et al., 2007) samples, and
higher rates of risky and self-destructive behaviors among patient (Najavits et al., 2007) and
community (Plotzker et al., 2007) samples. Despite this, few studies have examined the
psychological factors associated with a PTSD-SUD diagnosis. Two factors worth
investigating are emotion dysregulation and impulsivity, both of which are associated with
PTSD (e.g., Kotler et al., 2001; Tull et al., 2007) and heightened among SUD patient (Fox et
al., 2007, 2008; Moeller and Dougherty, 2002; Patton et al., 1995) and community (Allen et
al., 1998; Patton et al., 1995) samples.

Emotion dysregulation is a multi-faceted construct involving: (a) a lack of awareness,
understanding, and acceptance of emotions; (b) the inability to control behaviors when
experiencing emotional distress; (c) a lack of access to adaptive strategies for modulating the
duration and/or intensity of aversive emotional experiences; and (d) an unwillingness to
experience emotional distress as part of pursuing meaningful activities in life (Gratz and
Roemer, 2004). Previous studies using non-clinical or community samples have found that
PTSD symptom severity is associated with overall emotion dysregulation and the specific
dimensions of lack of emotional acceptance, difficulties engaging in goal-directed behavior
and controlling impulsive behavior when upset, limited access to emotion regulation
strategies, and lack of emotional clarity (Ehring and Quack, 2010; Tull et al., 2007). Similar
associations were observed among cocaine dependent patients in residential SUD treatment
(McDermott et al., 2009).

Theoretical literature also highlights the role of emotion dysregulation in the development
and maintenance of PTSD among individuals with a SUD. Consistent with negative
reinforcement (Baker et al., 2004) and self-medication (Brady et al., 2004a) models of
substance abuse, substances may be used to manage PTSD-related symptoms and associated
distress following a traumatic event. The use of this particular maladaptive emotion
regulation strategy may be more likely among individuals with a SUD. In addition to having
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familiarity with and access to substances, individuals with (vs. without) a SUD have been
found to exhibit higher overall emotion dysregulation (Fox et al., 2007, 2008). Notably,
however, although substance use may result in the immediate (short-term) reduction of
PTSD-related symptoms and emotional distress, it is likely to have paradoxical
consequences in the long-term, preventing exposure to corrective information and
interfering with emotional processing (Foa and Kozak, 1986). Thus, using substances to
regulate emotions will likely exacerbate PTSD symptoms and emotion dysregulation in the
long-term, increasing motivations to use substances as an avoidant regulation strategy
(Hayes et al., 1996).

Research also provides preliminary support for an association between impulsivity and
PTSD. Although several definitions for impulsivity have been proposed (Cloninger et al.,
1993; Eysenck and Eysenck, 1977), recent literature suggests that impulsivity is best defined
as a multi-faceted construct consisting of four dimensions: (a) Urgency (the tendency to act
impulsively when experiencing negative affect); (b) (lack of) Premeditation (failure to
reflect on the consequences of an act before engaging in that act); (c) (lack of) Perseverance
(an inability to focus or follow through on difficult or boring tasks); and (d) Sensation
Seeking (the tendency to enjoy and pursue activities that are exciting and an openness to
trying new experiences; Whiteside and Lynam, 2001). Previous studies have demonstrated
an association between some of these dimensions of impulsivity and PTSD (Aidman and
Kollaras-Mitsinikos, 2006; Joseph et al., 1997; Kotler et al., 2001; Oquendo et al., 2005).
For example, Kotler et al. (2001) reported that individuals with PTSD (vs. individuals with
other anxiety disorders and matched controls) exhibited significantly higher scores on a
measure of impulsivity (Impulsivity Control Scale; Plutchik and van Praag, 1989) that
assessed behaviors consistent with the impulsivity dimensions of (lack of) premeditation
(i.e., spur of the moment behaviors) and (lack of) perseverance (i.e., lack of patience).
Furthermore, Joseph et al. (1997) found that trauma-exposed individuals with heightened
PTSD symptom severity (vs. those with lower levels of PTSD symptoms) exhibited greater
impulsivity, as assessed by the Impulsiveness subscale of the Eysenck Impulsiveness
Questionnaire (Eysenck and Eysenck, 1978) which examines behaviors consistent with the
impulsivity dimension of (lack of) premeditation.

Despite preliminary evidence for an association between PTSD and certain facets of
impulsivity, studies examining the precise nature and direction of this association are
limited. Consequently, it is not clear if impulsivity contributes to PTSD, PTSD leads to
greater impulsivity, or both. For example, there is evidence that impulsivity may increase
risk for traumatic exposure (Jang et al., 2003), contributing to the development (and, in the
case of repeated traumatic exposure, exacerbation) of PTSD symptoms (see Cottler et al.,
1992). However, it also possible that particular symptoms of PTSD (e.g., hyperarousal and
re-experiencing symptoms) may deplete self-regulatory resources (see Baumeister, 2003),
limiting resources available to control impulsive behaviors. Indeed, evidence suggests that
symptoms of hyperarousal (e.g., sleep difficulties, irritability) are positively associated with
impulsivity (Medeiros et al., 2005; Stanford et al., 1995). Furthermore, several models of
impulsivity posit (directly or indirectly) a relationship between impulsivity and arousal
(Barratt and Patton, 1983; Eysenck and Eysenck, 1985), suggesting that the heightened
physiological arousal observed among individuals with PTSD (e.g., Gerardi et al., 1994)
may contribute to the impulsivity observed within this population (Joseph et al., 1997).

Although no studies have examined facets of impulsivity among individuals with co-
occurring PTSD-SUD, literature suggests that impulsivity may be particularly elevated
among individuals with a SUD and co-occurring PTSD. Theoretical literature highlights the
likely bi-directional nature of the SUD-impulsivity relation, with substance abuse posited to
be both a risk factor for and consequence of impulsivity (Hirschtritt et al., 2012). Moreover,
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research provides strong support for a robust association between facets of impulsivity and
SUDs in general. For example, individuals with a SUD have been found to discount the
value of delayed rewards (choosing smaller immediate rewards over larger delayed rewards;
Madden et al., 1997) and fail to inhibit extraneous responding (Fillmore and Rush, 2002).
Likewise, SUD patients have been found to exhibit significantly higher levels of several
facets of impulsivity than non-SUD controls, including negative urgency, lack of
premeditation, and lack of perseverance (Verdejo-García et al., 2007). Finally, Lejuez et al.
(2007) found multiple aspects of impulsivity to be significantly positively correlated with
cocaine dependence and past year cocaine use among SUD patients.

The goal of this study was to extend extant research by (a) examining differences in emotion
dysregulation and impulsivity (assessed as multi-faceted constructs) between SUD patients
with (vs. without) current PTSD, and (b) exploring the unique contributions of emotion
dysregulation and impulsivity dimensions to PTSD within this population. Consistent with
past findings of an association between PTSD and most of the impulsivity and emotion
dysregulation dimensions examined here (e.g., Joseph et al., 1997; Kotler et al., 2001;
McDermott et al., 2009), we hypothesized that SUD patients with (vs. without) current
PTSD would report greater emotion dysregulation (overall and across all specific
dimensions other than lack of emotional awareness) and higher levels of all four facets of
impulsivity. Given the absence of research examining the unique contributions of
impulsivity and emotion dysregulation to PTSD among SUD patients and the limited
theoretical literature with regard to the convergence and divergence of the impulsivity and
emotion dysregulation constructs (which are considered distinct yet overlapping constructs;
Schreiber et al., 2012), no a priori hypotheses were made regarding the unique associations
between emotion dysregulation and impulsivity dimensions and PTSD.

2. Method
2.1. Participants

Participants were 205 SUD patients consecutively admitted to a residential SUD treatment
facility in Mississippi. In terms of racial/ethnic background, 56% of participants self-
identified as White, 36% as Black/African American, 4% as Native American, 2% as
Latino/Latina, and 2% as “other.” See Table 1 for additional demographic characteristics of
this sample.

2.2. Measures
2.2.1. Clinical Interviews—The Clinician-Administered PTSD Scale (CAPS; Blake et
al., 1990) was used to assess for current PTSD. We chose to use the CAPS to assess PTSD
because of its advantages over the Structured Clinical Interview for DSM-IV Axis I
Disorders (SCID-IV; First et al., 1996). With regard to the assessment of PTSD, the SCID-
IV lacks explicit rating descriptors, provides primarily dichotomous information, and does
not assess different components of PTSD symptom severity (Blake et al., 1995). The CAPS,
on the other hand, is a structured diagnostic interview that treats PTSD symptom severity as
a multidimensional construct. Specifically, the CAPS assesses the frequency and intensity of
all 17 DSM-IV PTSD symptoms. Frequency items are rated from 0 (never or none/not at all)
to 4 (daily or almost every day or more than 80%). Intensity items are rated from 0 (none) to
4 (extreme). The CAPS has adequate interrater reliability, internal consistency, and
convergent validity with the SCID-IV and other established measures of PTSD (Weathers et
al., 2001). We utilized the Item Severity ≥ 4 rule, which requires that at least one
reexperiencing, three avoidance, and two hyperarousal symptoms have a severity rating
(frequency + intensity) of ≥ 4 to establish PTSD.
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The SCID-IV was used to assess for current Axis I disorders (with the exception of PTSD).
Given evidence for an association between both emotion dysregulation and impulsivity and
a variety of Axis I disorders (see Gratz and Tull, 2010; Whiteside and Lynam, 2001), the
number and presence of co-occurring current substance use, mood, and anxiety disorders
were examined as potential covariates.

All interviews were administered by post-baccalaureate or doctoral-level clinical assessors
trained by the principal investigator (MTT). All interviews were reviewed by a PhD level
clinician (MTT or KLG), with diagnoses confirmed in consensus meetings. The
collaborative, iterative process used to reach final diagnoses precludes calculation of
reliability coefficients for SCID-IV and CAPS diagnoses. Despite this limitation, it is
important to note that diagnostic discrepancies were found in <5% of cases (overall
agreement was approximately 95%).

2.2.2. Measure of Emotion Dysregulation—The Difficulties in Emotion Regulation
Scale (DERS; Gratz and Roemer, 2004) is a 36-item self-report measure that assesses
individuals’ typical levels of emotion dysregulation across six domains: nonacceptance of
negative emotions, difficulties engaging in goal-directed behaviors when distressed,
difficulties controlling impulsive behaviors when distressed, limited access to emotion
regulation strategies perceived as effective, lack of emotional awareness, and lack of
emotional clarity. The DERS has been found to demonstrate good test-retest reliability and
adequate construct and predictive validity (Gratz and Roemer, 2004; Gratz and Tull, 2010).
Items were recoded so that higher scores indicate greater emotion dysregulation, and a sum
was calculated. Internal consistency in this sample was good for the total score (α=.89) and
adequate for all subscales (αs=.76–.87).

2.2.3. Measure of Impulsivity—The UPPS Impulsive Behavior Scale (UPPS; Whiteside
et al., 2005) is a 45-item self-report measure that assesses four distinct facets of impulsivity:
(lack of) perseverance, negative urgency, (lack of) premeditation, and sensation seeking.
Participants rate the extent to which each item applies to them on a 4-point Likert-type scale
(1=rarely/never true, 4=almost always/always true). Scores are provided for each of the four
dimensions of impulsivity. The four scales have been found to have good convergent
validity and good discriminant validity from each other (Cyders and Smith, 2007; Smith et
al., 2007). Internal consistency in this sample was adequate to good (αs=.79–.92).

2.3. Procedure
All procedures were reviewed and approved by the University of Mississippi Medical
Center's Institutional Review Board. Data were collected as part of a larger study examining
predictors of residential SUD treatment dropout. To be included in the study, participants
were required to have (a) obtained a Mini-Mental Status Exam (Folstein et al., 1975) score
of ≥ 24; and (b) exhibited no current psychotic disorders (per the SCID-IV). Eligible
participants were recruited for this study no sooner than 72 hours after entry in the facility.
Those who met inclusion criteria were provided with information about study procedures
and associated risks, following which written informed consent was obtained. All patients
participated in this study within their first two weeks of treatment.

The study took part in two sessions conducted on separate days. In the first session,
participants were interviewed with the SCID-IV and CAPS. In the second session,
participants completed a battery of questionnaires that included the UPPS and DERS.
Participants received $15 for each session.
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3. RESULTS
3.1. Preliminary Analyses

According to the CAPS, 28% (n=58) of participants met criteria for current PTSD. A series
of independent sample t-tests and chi-square analyses were conducted to explore the impact
of demographic factors and the severity of current psychopathology in general (i.e., number
of co-occurring mood disorders, anxiety disorders [with the exception of PTSD], and SUDs)
on PTSD status in order to identify potential covariates for the analysis examining the
unique contributions of impulsivity and emotion dysregulation to PTSD status (see Table 1).
Given the small number of participants in several of the income, marital status, education,
and racial/ethnic categories, these variables were collapsed into dichotomous variables of
over (52%) versus under (48%) $10,000 per year; single (70%) versus in a committed
relationship/married (30%); high school diploma or less (62%) versus education beyond
high school (38%); and White (56%) versus Non-White (44%). No differences in most
demographic variables emerged as a function of PTSD status (see Table 1). However,
women exhibited significantly higher rates of PTSD than men. Furthermore, the number and
presence of co-occurring current mood and anxiety disorders was significantly greater
among SUD patients with (vs. without) PTSD.

3.2. Primary Analyses
Multivariate analyses of covariance (MANCOVAs) were first conducted to examine
between-group (PTSD vs. non-PTSD) differences in the dimensions of impulsivity and
emotion dysregulation (controlling for the number of co-occurring substance use, mood, and
anxiety disorders). With regard to the impulsivity dimensions, SUD patients with (vs.
without) a current PTSD diagnosis were found to report significantly higher levels of
negative urgency and significantly lower levels of sensation seeking. No significant group
differences were found for lack of premeditation or lack of perseverance (see Table 2). With
regard to differences in emotion dysregulation, SUD patients with (vs. without) PTSD
reported significantly greater emotion dysregulation overall and across all specific
dimensions of emotion dysregulation with the exception of lack of emotional awareness (see
Table 2).

Analyses were also conducted with each separate mood and anxiety disorder entered as a
covariate. MANCOVA results did not change (impulsivity Wilks’ Lambda=.94,
F[4,194]=3.17, p<.05, and emotion dysregulation Wilks’ Lambda=.87, F[7,191]=4.00, p<.
001), with the exception of difficulties engaging in goal-directed behaviors when distressed
(F[1,197]=3.68, p=.06) and lack of emotional clarity (F[1,197]=0.90, p=.34) which were
found to no longer be significant.

Next, to identify unique associations between specific impulsivity dimensions and emotion
dysregulation and current PTSD, a logistic regression analysis was conducted with PTSD
status serving as the dependent variable. Impulsivity dimensions associated with PTSD at a
univariate level (i.e., negative urgency and sensation seeking) and overall emotion
dysregulation were entered simultaneously as independent variables. Specifically, given (a)
the theoretical relevance of overall emotion dysregulation to PTSD (Tull et al., 2007); (b)
past research highlighting the unique contribution of overall emotion dysregulation to
PTSD, above and beyond other putative mechanisms (McDermott et al., 2009); (c) strong
empirical and theoretical support for using the overall DERS score (unlike the UPPS, which
does not generate a total score; Gratz and Tull, 2010); and (d) findings of strong
intercorrelations between the DERS subscales within both nonclinical (e.g., Gratz and
Roemer, 2004) and clinical (e.g., McDermott et al., 2009) samples, we included the overall
emotion dysregulation score (vs. separate subscale scores) in the logistic regression model.
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The overall model accounted for 23% of the variance in PTSD status and correctly classified
29% of PTSD participants and 93% of non-PTSD participants (with an overall correct
classification rate of 75%). Emotion dysregulation emerged as a reliable predictor of PTSD
status (β=.03, SE=.01, OR=1.03, Wald=14.16, p<.001, 95% CI=1.02-1.05), accounting for
unique variance in PTSD status above and beyond that associated with negative urgency
(β=.02, SE=.03, OR=1.02, Wald=0.40, p>.05, 95% CI=0.97-1.07) and sensation seeking
(β=-.05, SE=.02, OR=0.95, Wald=6.62, p=.01, 95% CI=0.91-0.99). (Given findings of a
strong correlation between the emotion dysregulation dimension of difficulties controlling
impulsive behaviors when distressed (DERS-IMPULSE) and the UPPS negative urgency
subscale (r = .64, p < .001), as well as theoretical evidence suggesting that these subscales
measure similar constructs (Cyders and Smith, 2008), analyses were also conducted with the
DERS-IMPULSE items removed from the overall DERS score. Results remained the same
(in direction and level of significance) when the DERS-IMPULSE items were removed from
the DERS score.)

Findings did not change when controlling for gender and number of mood and anxiety
disorders. The final model including the covariates accounted for 36% of the variance in
PTSD status and correctly classified 48% of PTSD participants and 92% of non-PTSD
participants (with an overall correct classification rate of 80%). Further, both sensation
seeking (p<.05) and overall emotion dysregulation (p<.01) remained reliable unique
predictors of PTSD status with the covariates in the model (see Table 3). Finally, we reran
analyses with each separate mood and anxiety disorder associated with PTSD (see Table 1)
entered in the first step of the regression analysis (vs. the summed scores representing total
number of mood and anxiety disorders). Results did not change. Sensation seeking (β=-.05,
SE=.02, OR=0.95, Wald=4.70, p=.03, 95% CI=0.91-1.00) and overall emotion
dysregulation (β=.03, SE=.01, OR=1.03, Wald=7.89, p=.005, 95% CI=1.01-1.05) remained
reliable unique predictors of PTSD status above and beyond each separate mood and anxiety
disorder associated with PTSD in this sample.

4. DISCUSSION
Consistent with previous literature (Ehring and Quack, 2010; McDermott et al., 2009; Tull
et al., 2007), findings demonstrated that SUD patients with (vs. without) PTSD reported
greater overall emotion dysregulation and the specific dimensions of lack of emotional
acceptance, difficulties engaging in goal-directed behavior and controlling impulsive
behaviors when distressed, lack of access to effective emotion regulation strategies, and lack
of emotional clarity. Results also extend extant literature by demonstrating that emotion
dysregulation contributes unique variance to co-occurring PTSD among SUD patients when
accounting for the number of mood and other anxiety disorders (or separate mood and
anxiety disorders found to be associated with PTSD) and trait impulsivity. Findings are
consistent with theoretical literature highlighting the role of emotion dysregulation in PTSD
(Cloitre, 1998) and highlight potential targets for the treatment of PTSD among SUD
patients. Specifically, SUD patients with PTSD may benefit from learning more adaptive
ways of responding to their emotions. For example, the process of mindfully observing
emotions as they occur in the moment and labeling them objectively may promote emotional
awareness and clarity. Similarly, learning to observe and describe internal and external
experiences non-judgmentally may increase willingness to experience unpleasant emotions
and decrease secondary emotional reactions to such emotions. Additionally, the process of
mindfully observing emotions and associated action urges may help clients view emotions
and behaviors as separate from one another, facilitating behavioral control in the context of
emotional distress (for a review, see Gratz and Tull, 2010).
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Results also speak to the complex association between PTSD and impulsivity, providing
evidence for higher levels of negative urgency and lower levels of sensation seeking among
SUD patients with (vs. without) PTSD. Although the finding of lower sensation seeking
among patients with PTSD is contrary to hypotheses, it is not without support in the
literature (Solomon et al., 1995). For example, research suggests that individuals high in
sensation seeking are better able to adjust to stressful situations and report lower levels of
PTSD and other psychiatric symptoms following exposure to stressful events (i.e., a pre-
traumatic factor; Solomon et al., 1995). Furthermore, findings of a negative association
between sensation seeking and PTSD are consistent with literature emphasizing the central
role of avoidance in PTSD (Foa et al., 1989; Salters-Pedneault et al., 2004). Although the
PTSD avoidance criteria describe the avoidance of stimuli associated with the traumatic
event, there is evidence to suggest that individuals with PTSD may also be motivated to
avoid other activities that bring about increased arousal. For instance, individuals with
PTSD exhibit high levels of anxiety sensitivity (Taylor et al., 1992) which, in turn, may
prompt the avoidance of not just traumatic memories and cues, but any arousal-inducing
experience. Thus, the avoidance that accompanies PTSD may inhibit sensation seeking
tendencies. Providing support for the robust nature of this association, sensation seeking was
the only facet of impulsivity to remain uniquely associated with PTSD when controlling for
emotion dysregulation and other relevant covariates. Together, these findings suggest a more
complex association between impulsivity and PTSD than hypothesized, with the strength
and direction of this association varying across different impulsivity domains.

Our finding of higher levels of negative urgency among patients with (vs. without) PTSD is
consistent with past findings of heightened rates of impulsive behaviors among individuals
with PTSD (e.g., McDevitt-Murphy et al., 2009) and suggests the utility of teaching SUD
patients with PTSD skills for tolerating extreme emotional states without immediate action.
For example, distress tolerance skills (most notably found in dialectical behavior therapy
[DBT]; Linehan, 1993) may reduce engagement in rash actions by enabling the patient to
focus on engaging in more adaptive actions. Likewise, the Seeking Safety (Najavits, 2002)
skills of grounding and “red and green flags” (i.e., identifying signs of danger and safety for
PTSD and substance abuse) may assist patients in persisting through intense negative
emotions, as well as identify and manage high-risk situations for impulsive behaviors.
Furthermore, mindfulness skills focused on observing and describing emotions and
participating in present moment activities even in the context of distress, may help patients
maintain goal-directed behavior in the context of negative affect.

Interestingly, and contrary to hypotheses and past research (Joseph et al., 1997), findings did
not reveal a significant association between PTSD and the impulsivity facets of lack of
premeditation and perseverance, suggesting that PTSD-SUD patients do not differ from their
non-PTSD counterparts in the tendency to reflect on the consequences of behaviors before
acting or persisting in goal-directed behaviors despite boredom and/or fatigue. Overall,
findings suggest that although patients with PTSD may reflect on the consequences of their
behaviors in general, they may not do so when experiencing extreme negative affect, or may
simply discount the negative consequences of these behaviors in those moments (in favor of
immediate positive consequences, such as emotional relief). Future studies investigating the
effect of decision-making under different affective states among PTSD-SUD patients are
needed.

In evaluating the implications of our findings, it is important to take into account several
limitations. First, the cross-sectional and correlational nature of the data precludes
determination of the precise nature and direction of the relationships examined here.
Prospective, longitudinal investigations of the relationships examined here are needed. It
will also be important to examine more complex models that explore the moderating and/or
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mediating role of emotion dysregulation and impulsivity domains in PTSD among SUD
patients. A second limitation is the exclusive reliance on a self-report measure of emotion
dysregulation, responses to which may be influenced by an individual's willingness and/or
ability to report accurately on emotional responses. Future studies would benefit from the
use of non-self-report (e.g., behavioral, physiological) measures of emotion dysregulation.
Third, our findings may not generalize to other SUD populations or non-SUD clinical
populations. Research should also examine the moderating role of SUD treatment status and
level of care in the associations between co-occurring PTSD and both emotion dysregulation
and impulsivity dimensions.

Despite limitations, results highlight the importance of examining whether PTSD-SUD
patients may benefit from empirically-supported treatments that have been demonstrated to
reduce PTSD symptoms and emotion dysregulation, such as DBT (Steil et al., 2011) and
Skills Training in Affect and Interpersonal Regulation/Prolonged Exposure (Cloitre et al.,
2002). Although empirically-supported treatments for PTSD-SUD patients are available
(Seeking Safety [Najavits et al., 1998] and Concurrent Treatment of PTSD and Cocaine
Dependence [Brady et al., 2004b]), they do not directly target emotion dysregulation. It will
be important to examine the extent to which these treatments address emotion dysregulation
among PTSD-SUD patients and whether outcomes for these treatments can be improved
through by incorporating emotion regulation skills training.
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