1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
Addict Res Theory. Author manuscript; available in PMC 2016 November 01.

-, HHS Public Access
«

Published in final edited form as:
Addict Res Theory. 2015 ; 23(2): 148-155. doi:10.3109/16066359.2014.949696.

Drinking motives among heavy-drinking veterans with and
without posttraumatic stress disorder

Meghan E. McDevitt-Murphy, Jordan A. Fields", Christopher J. Monahan®, and Katherine L.
Bracken*
Department of Psychology, University of Memphis, Memphis, TN, USA

Abstract

Objective—This study examined patterns of drinking motives endorsed by heavy drinking
veterans who either did or did not meet criteria for posttraumatic stress disorder (PTSD).

Method—Data were collected from 69 veterans of Operations Enduring Freedom or Iragi
Freedom (OEF/OIF) who had screened positive for hazardous drinking. The sample was 91.3%
male and 65.2% Caucasian. Based on a structured interview, 58% of the sample met criteria for
PTSD.

Results—The PTSD group scored higher than the non-PTSD group on scales measuring
drinking to cope with anxiety and depression and similarly to the non-PTSD group on scales
measuring social, enhancement and conformity motives. Coping and social motives were
significantly correlated with adverse alcohol consequences. Overall, the PTSD group showed
stronger relations between coping scales and aspects of alcohol misuse, relative to the non- PTSD
group.

Conclusion—These findings suggest first, that among heavy drinking OEF/OIF veterans there is
a high base rate of PTSD. Second, coping motives are frequently reported in this population, and
they seem to be related to a more severe pattern of alcohol-related consequences. These findings
underscore the importance of assessing the interplay between PTSD and substance abuse in
trauma-exposed samples.
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Introduction

Posttraumatic stress disorder (PTSD) is frequently comorbid with alcohol misuse (Stewart,
1996). Combat veterans are at high risk for both, and for their co-occurrence (Ouimette,
Ahrens, Moos, & Finney, 1997; Rona et al., 2009). This was evident among Vietnam
veterans (Kulka et al., 1990) and several studies of Operation Enduring Freedom and
Operation Iraqi Freedom (OEF/OIF) veterans have also reported high rates of co-occurring
PTSD symptoms and alcohol misuse. One reported that 39% of the sample screened positive
for either PTSD or alcohol related problems (Erbes et al., 2007). In a sample of veterans
presenting to Veterans Affairs’ Medical Center primary care clinic, 39% screened positive
for PTSD and 26% screened positive for alcohol misuse (McDevitt- Murphy et al., 2010). In
the Millennium Cohort Study, a large epidemiological study of military service personnel
with OEF/OIF combat deployments, combat deployments and PTSD were associated with
increased risk for alcohol misuse among military personnel (Jacobson et al., 2008).

The apparent association between PTSD and alcohol misuse in veterans is consistent with
research across a broad array of populations suggesting that PTSD increases risk for
hazardous drinking, perhaps even relative to other mood and anxiety disorders (McDevitt-
Murphy, Murphy, Monahan, Flood, & Weathers, 2010). It has been postulated that drinking
among individuals with PTSD is negatively reinforced by the reduction of negative affect, a
process referred to as self-medication (Brady & Sinha, 2005; Brown & Wolfe, 1994;
Khantzian, 1997). The self-medication explanation posits that persons with PTSD are at risk
for substance abuse as a result of attempts to cope with their distressing symptoms (Breslau,
Davis, & Schultz, 2003; Chilcoat & Breslau, 1998). This model has intuitive appeal and has
received support in the literature. Several studies suggest that the onset of PTSD precedes
substance abuse onset (Chilcoat & Breslau, 1998; Shipherd, Stafford, & Tanner, 2005), and
that patients report self-medication as a motive (Bremner, Southwick, Darnell, & Charney,
1996; Brown, Stout, & Gannon-Rowley, 1998). Additionally, lab studies have found strong
relationships between PTSD-related distress and substance craving in response to trauma-
cue exposure (Coffey et al., 2002; Coffey, Stasiewicz, Hughes, & Brimo, 2006; Saladin et
al., 2003). The combination of comorbid PTSD and substance use disorder (SUD) has been
associated with a more severe and persistent course of both disorders (Brady, Killeen,
Saladin, Dansky, & Becker, 1994; Ouimette, Ahrens, Moos, & Finney, 1998).

Drinking motives and PTSD

Individuals’ motives or reasons for drinking have been assessed and classified. This work
suggests that there is a diverse group of reasons why individuals drink, which are relevant to
drinking at both hazardous and non-hazardous levels. Building on the work of Cox and
Klinger (1988), Cooper et al.’s (1995) motivational model asserts that people drink alcohol
in order to modulate positive and negative emotions and that positively reinforced drinking
and negatively reinforced drinking are distinct phenomena. Cooper developed the Drinking
Motives Questionnaire (DMQ); Cooper et al., 1992). Results from a factor analysis of the
DMQ suggested that individuals’ reasons for drinking may be classified using four
categories: enhancement (drinking for positive internal effects), social (drinking to increase
positive social activity), coping (drinking to reduce negative affect related to anxiety or

Ad(dict Res Theory. Author manuscript; available in PMC 2016 November 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

McDevitt-Murphy et al. Page 3

depression) and conformity (drinking to avoid social rejection), resulting in the revised
version of the DMQ (Cooper et al., 1994). The DMQ-R was further modified by Blackwell
and Conrod (2003) to accommodate a five-factor model of drinking motives with drinking to
cope with anxious feelings and drinking to cope with depressive feelings reflected as
separate scales (Grant et al., 2007). The DMQ (in these various iterations) has been the most
widely used measure of drinking motives in the literature.

Generally, coping motives for drinking are associated with worse drinking outcomes, in
terms of alcohol related problems (Kuntsche, Knibbe, Gmel, & Engels, 2005). Research also
indicates that drinking maintained by negatively reinforced motives has a stronger
relationship to alcohol related problems than drinking maintained by positive ones (Martens,
Ferrier, & Cimini, 2007). In one study, greater alcohol problem severity was associated with
increased drinking in negative affective situations, whereas less severe hazardous drinking
was associated with increased drinking in positive affective situations (Cunningham, Sobell,
Sobell, Gavin, & Annis, 1995).

While no studies have reported on group differences between individuals with PTSD and
those without, in terms of drinking motives, a few studies have examined the role of coping
motives for drinking as a mediator of adverse consequences of alcohol use among
individuals with PTSD. These studies have suggested that drinking to reduce the distress
associated with anxious and depressive feelings accounts for unique variance in alcohol
related consequences. Typically these studies have focused on “drinking to cope” and have
found that coping motives mediate the relationship between PTSD symptoms and alcohol
misuse (Kaysen et al., 2007; Ullman, Filipas, Townsend, & Starzynski, 2005). Thus, it is
coping-driven drinking itself that leads to the greater problem severity among those with
PTSD. This literature has tended to focus on female survivors of sexual assault trauma.
There have been no studies of self-reported drinking motives among combat veterans with
PTSD, although a related concept, alcohol related expectancies, has been explored in
relation to PTSD. A measure of PTSD-related alcohol expectancies (Norman, Inaba, Smith,
& Brown, 2008) was tested in a sample of veterans and differentiated between those with
and without PTSD as well as those with and without alcohol use disorders (Norman et al.,
2008).

The present study

The purpose of the present study was to explore the differences in drinking motives between
heavy-drinking OEF/OIF veterans who either did or did not meet criteria for PTSD. The
focus on OEF/OIF veterans was intentional, given this group of veterans differs from other
veteran cohorts (e.g. Persian Gulf, Vietnam, Korea) in a number of ways. For instance,
according to a report by the RAND Corporation (Tanielian & Jaycox, 2008), veterans of
current conflicts are likely to have served longer and more frequent deployments than in past
wars, and the survivability of wounds sustained in combat is higher than in the past. As a
result, veterans are returning home with significant physical and psychological injuries in
unprecedented numbers, including PTSD, depression, traumatic brain injuries, spinal cord
injuries and amputations (Tanielian & Jaycox, 2008). Although research that directly
examines group differences between veterans is somewhat lacking, at least one study
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suggests there are significant differences between OEF/OIF veterans, Persian Gulf veterans
and Vietnam veterans with regard to age, gender, marital status, employment status, rates of
incarceration, exposure to combat atrocities, substance abuse, violent behaviour and rates of
disability due to PTSD (Fontana & Rosenheck, 2008). Furthermore, a system-wide study of
veterans who received treatment through the Veterans Health Administration in 2004
revealed that, for veterans with a diagnosis of PTSD, the association between substance use
disorders and mortality was most pronounced for the youngest age group, which largely
consisted of OEF/OIF veterans (Bohnert et al., 2012), providing further evidence for group
differences among veterans of differing wartime eras. Examining factors such as PTSD,
alcohol use, alcohol-related consequences and drinking motives in a strictly OEF/OIF
veteran sample allows for the opportunity to better identify risk factors and treatment targets
within this population. For the present study, we hypothesised that PTSD would be
associated with drinking to cope motives, and that veterans who met criteria for PTSD
would show significantly higher levels of drinking to cope with both depressive and anxious
feelings. We also explored the relations between PTSD symptoms and drinking motives, and
the relations among drinking motives and characteristics of alcohol use, including quantity
and frequency of alcohol use, frequency of heavy episodic drinking and alcohol-related
consequences.

Method

Participants

The sample was comprised of 69 Operation Enduring Freedom and Operation Iragi Freedom
(OEF/OIF) veterans seeking health care at Memphis Veterans Affairs Medical Center
facilities. The majority of participants (A=63; 91.3%) were male and the mean age of
participants was 32.2 years. A majority of the sample identified as Caucasian (65.2%, /7=45)
or African American (27.5%, 7=19). The number of OEF/OIF deployments veterans
reported ranged from 1 to 4 (M=1.48, SD=0.70), and veterans reported spending an average
of 14.82 months (SD=8.56) in a combat zone. The criterion for inclusion in the study was a
score of at least 8 on the Alcohol Use Disorders Identification Test (AUDIT: Babor, Higgins-
Biddle, Saunders, & Monteiro, 2001), which is suggestive of hazardous drinking.

Measures

Clinician Administered PTSD Scale (CAPS)—The CAPS (Blake et al., 1995) is a
semi-structured clinical interview assessing the 17 symptoms of PTSD based on DSM-IV-
TR criteria. Interviewers rate the frequency and intensity of each PTSD symptom on
separate 5-point scales ranging from 0 to 4. These item ratings can be used to compute a
total severity score (by adding all the frequency and all the intensity items). In addition to
total PTSD severity, we computed a severity score for each of the DSM symptom clusters:
reexperiencing (criterion B), avoidance and emotional numbing (criterion C), and
hyperarousal (criterion D) and also separate scores for avoidance and numbing, given
considerable evidence that these function as two distinct constructs (King, Leskin, King, &
Weathers, 1998; Mansfield, Williams, Hourani, & Babeu, 2010). The CAPS can also be used
to derive a PTSD diagnosis. The most widely used diagnostic rubric for the CAPS is referred
to the Frequency-1/Intensity-2 (F1/12) scoring rule. When used in this manner, items with a
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frequency score of at least 1 and an intensity score of at least 2 are rated as positive
(suggesting the symptom is present). If there is a positive rating for symptoms consistent
with the DSM-IV algorithm of 1 re-experiencing symptom (cluster B in DSM), 3 avoidance/
numbing symptoms (cluster C) and 2 hyperarousal symptoms (cluster D), the participant is
said to meet criteria for PTSD. The CAPS has shown good internal consistency in a sample
of combat veterans (Blake et al., 1995) and internal consistency in our sample was excellent
(a=0.94).

Timeline Follow Back (TLFB)—The TLFB (Sobell & Sobell, 1996) is a calendar-based
assessment method used to obtain a participants’ report of their alcohol use over the past
month. Guided by an interviewer, participants report the number of standard drinks
consumed on each day for the past 30 days. The TLFB has shown good psychometric
properties in a sample of psychiatric outpatients with schizophrenia or major mood disorders
demonstrating 30-day test-retest correlations ranging from 0.73 (heavy drinking days) to
1.00 (total drinks) (Carey, Carey, Maisto, & Henson, 2004).

Drinker Inventory of Consequences (DrlnC)—The DrInC (Tonigan & Miller, 2002)
is a 50-item self-report measure assessing adverse consequences related to alcohol abuse in
five domains: Interpersonal, Intrapersonal, Physical, Social Responsibility and Impulse
Control. Each item includes a lifetime score where the participant can endorse whether or
not a given consequence has ever occurred (rated dichotomously), as well as a frequency
rating for the past three months. The past three months elicits responses from participants on
a 4-point Likert scale that ranges from (0) “Never” to (3) “Daily or almost every day”. In a
sample of alcohol abusing adults, the DrInC showed good internal consistency reliability at
0.93 (Blume, Schmaling, & Marlatt, 2006). Analyses in this investigation used ratings from
the past three months, which showed an overall Cronbach’s alpha of 0.91.

Modified Drinking Motives Questionnaire-Revised (DMQ-R)—The Modified
DMQ-R (Grant et al., 2007) is a 28-item measure of reasons for drinking, with each item
loading onto one of five subscales: social, coping-anxiety (refers to drinking to cope with
anxiety), coping-depression (refers to drinking to cope with depression), enhancement, or
conformity. Participants are asked to consider their motives for drinking alcohol and to
indicate on a 5-point scale ranging from 1 (never) to 5 (almost always) how often they drink
for each motive listed. In a sample of undergraduate students, the modified DMQ-R showed
adequate internal consistency reliability with subscale internal consistencies ranging from
0.66 to 0.91 (Grant et al., 2007). Although most of the research on the DMQ-R has been
conducted with young adults, a recent investigation of the DMQ-R in a general adult sample
with a mean age of 53 years old showed internal consistency coefficients in the range of 0.69
to 0.90 (Crutzen & Kuntsche, 2013). Curiously the DMQ-R showed subpar test- retest
reliability coefficients in that study, all were less than 0.7, with the Conformity scale
showing particularly limited stability (=0.46). Importantly, Crutzen and Kuntsche
investigated the factor structure of the DMQ-R in their sample and found that the 4-factor
structure that has been reported in young adult samples was replicated among adults.

Internal consistency for the subscales in our sample ranged from 0.78 (conformity) to 0.96
(coping-depression). We also investigated the internal consistency separately by PTSD group
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Procedure

and found that the coefficients were similar for all of the DMQ scales, with the exception of
Enhancement (alpha=0.59 for the PTSD group and 0.85 for the non-PTSD group). With the
exception of the enhancement scale for the PTSD group, all of the alpha values were in the
range of 0.75 to 0.96.

Data for this investigation came from a sample of participants from a brief intervention
study. Veterans were primarily recruited through the OEF/OIF Combat Veterans shared
medical appointment (“Combat clinic”), a specialty clinic for OEF/OIF veterans which is the
first visit to the Memphis VAMC for OEF/OIF veterans, irrespective of the presenting
problem. Participants were invited to complete a screening packet containing the AUDIT
during their clinic visit and if they screened positive on the AUDIT, they were invited to
participate in the full brief intervention study. A small number of participants were recruited
via posted signs and flyers throughout the medical center and they were screened over the
phone. Participants who screened positive and who expressed interest were scheduled for a
baseline appointment with a trained research assistant with subsequent visits to occur later.
All data for this investigation were collected at the baseline assessment following an
informed consent procedure.

Data analysis plan

Results

As a preliminary step, all variables were checked for skewness and kurtosis. The
distributions for several of the drinking measures were skewed, and scores on these variables
were transformed for the analyses. Following the recommendation of Tabachnick and Fidell
(2001), outliers were corrected to one unit above the highest non-outlier value. We
conducted t-tests to compare the PTSD and non-PTSD groups on five DMQ-R subscales.
Next, we computed correlation coefficients to assess the relations among the DMQ-R
subscales and the different PTSD severity scores. We also computed correlation coefficients
to assess the strength of the relations between the DMQ-R subscales and various indicators
of alcohol misuse severity, including several TLFB indices as well as DrInC scores.

Using the F1/12 scoring rule (described in the “Method” section) for the Clinician
Administered PTSD Scale, 58% (A=40) of the sample met criteria for PTSD. The mean total
severity score on the CAPS for the sample was 51.60. The mean number of drinks per week
reported by participants was 17.06 (SD=21.37) and mean number of drinking days per week
was 2.60 (SD=2.10). This level of consumption would place the average participant at
approximately the 91st percentile, meaning that on average, participants in this study
reported drinking more alcoholic drinks in a week than 91% of similarly aged men,
according to a nationally representative sample (Chan, Neighbors, Gilson, Larimer, &
Marlatt, 2007). Participants reported an average of 5.62 (SD=7.49) heavy drinking episodes
(defined as 5 or more drinks on one occasion for a man and 4 or more drinks on one
occasion for a woman) throughout the month. Table 1 displays descriptive data for the main
study variables, separated by PTSD status. £test results are also provided in the table. There
were no differences between the PTSD and non-PTSD groups on the TLFB drinking
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variables related to quantity or frequency of alcohol use, or heavy episodic drinking. The
PTSD and non-PTSD groups differed on two aspects of alcohol-related consequences: Total
Consequences and Impulse Control, with the PTSD group showing a higher mean score for
both. £Tests for the 5 DMQ-R subscales showed that the PTSD and non-PTSD groups did
not differ on social, enhancement or conformity motives. As expected, the PTSD group had
significantly higher mean scores on Coping-Anxiety and Coping-Depression compared to
the non-PTSD group.

We examined correlations between CAPS-derived PTSD severity scores and drinking
motives subscales. In the full sample, only the coping motives scales were correlated with
any PTSD severity indices. Coping-Anxiety was correlated significantly with every aspect of
PTSD severity, ranging from a correlation of /=0.35 (p=0.003) for the avoidance symptoms
of cluster C to r=0.49 (p<0.001) for hyperarousal (D symptoms). Similarly, Coping-
Depression was significantly correlated with every aspect of PTSD severity, ranging from
r=0.41 for Avoidance to r=0.56 (p<0.001) for hyperarousal and for total severity. No other
DMQ-R subscales were significantly correlated with any aspect of PTSD severity for the full
sample. We also investigated these relationships separately by PTSD status and these
findings are presented in Table 2. For the PTSD group, total PTSD severity, avoidance/
numbing and hyperarousal were all significantly correlated with Coping-Depression and
Coping- Anxiety motives. Of the 3 non-coping DMQ-R subscales, only Enhancement
showed any relationship to any PTSD symptoms, and it was significantly correlated with
hyperarousal. For the Non-PTSD group, total PTSD severity, B symptoms and D symptoms
were all significantly correlated with Coping-Depression and Conformity motives. The
correlation between hyperarousal symptoms and Coping-Anxiety also approached
significance (p=0.053). No other significant relationships emerged for the non-PTSD
participants.

We examined correlations between DMQ-R scores and indicators of alcohol misuse severity
for the full sample and also separately by PTSD/Non-PTSD status. For the full sample,
drinking frequency was significantly correlated with Coping-Anxiety motives (r=0.273;
p=0.023) and total DrInC score, Interpersonal and Impulse Control consequences were
correlated all with all of the DMQ-R subscales, except for Conformity. Table 3 displays
correlations between DMQR scores and various aspects of alcohol misuse severity, including
quantity and frequency of alcohol use and alcohol-related consequences, separated by PTSD
status. These results show that coping motives were significantly correlated with drinking
frequency for the PTSD group and that none of the drinking motives scores were
significantly correlated with drinking frequency, quantity or heavy episodic drinking for
non-PTSD participants. With regard to alcohol-related consequences, the PTSD group
showed significant, positive correlations between Coping-Anxiety, Coping-Depression and
Social motives and three DrinC scales (Total, Interpersonal and Impulse Control). The
PTSD group also showed a significant correlation between Enhancement motives and
Impulse Control consequences and between Social motives and Physical consequences. For
the Non- PTSD group, Coping-Anxiety, Enhancement and Conformity motives were all
significantly correlated with Total consequences. Enhancement motives were correlated with
Impulse Control consequences and Coping-Anxiety motives were correlated with Social
Responsibility motives. Given that Coping-Anxiety and Coping-Depression were
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significantly correlated with frequency of alcohol consumption as well as three DrInC
scales, we conducted regression analyses to assess whether these coping motives scales
explained unique variance in DrinC scores. In four separate hierarchical regressions
predicting Total DrInC score and DrInC-Interpersonal consequences, the B coefficients for
Coping-Anxiety and Coping-Depression were not statistically significant. However, for a
regression predicting Impulse Control consequences, the Coping-Depression subscale was
significant when added to the model after controlling for drinking frequency (Anc (1,
37)=4.054; p=0.301; p=0.05), suggesting that Coping-Depression predicted unique variance
in Impulse Control consequences beyond that explained by drinking frequency. A
hierarchical regression which entered Coping-Anxiety as a predictor of Impulse Control
consequences following drinking frequency did not show the same pattern, and the
coefficient for Coping-Anxiety was nonsignificant.

Discussion

The purpose of the present investigation was to examine whether heavy-drinking OEF/OIF
veterans with PTSD endorsed a different pattern of drinking motives than did veterans not
meeting criteria for PTSD, and to examine the relations among drinking motives, alcohol
misuse severity and PTSD symptoms in a sample of veterans. There has been no prior
research looking at drinking motives related to PTSD among OEF/OIF veterans, although
some prior research on other traumatised populations (Kaysen et al., 2007; Ullmann et al.,
2005) led us to hypothesise that veterans who met criteria for PTSD would be more likely to
endorse drinking motives suggestive of self-medication (specifically coping related motives)
and that coping motives would be correlated with more severe patterns of alcohol misuse.
Consistent with our predictions, veterans in this study who met criteria for PTSD were more
likely to endorse coping motives (related to both anxiety and depression) for drinking than
were non- PTSD veterans. This is noteworthy given that the non-PTSD participants were all
combat-exposed and typically demonstrated some symptoms of PTSD short of the
diagnostic threshold. In this sample, the PTSD group did not show a higher level of alcohol
consumption or heavy episodic drinking, and PTSD severity was not correlated with these
alcohol consumption variables.

This sample was comprised entirely of individuals classified as hazardous drinkers using the
AUDIT, so the absence of a relationship between PTSD and alcohol consumption may have
been due to a restriction in range in those variables. Although most prior studies have found
relationships between PTSD and alcohol consumption, there have been other studies
reporting no significant association in samples of Vietnam and Persian Gulf War veterans
(Shipherd et al., 2005; Miller, Vogt, Mozley, Kaloupek, & Keane, 2006). Interestingly the
PTSD and Non-PTSD groups differed with respect to the consequences of alcohol use. The
PTSD group had a higher mean score for total alcohol-related consequences and for Impulse
Control consequences, suggesting a tendency to drink in a riskier manner, despite similar
levels of consumption to non-PTSD veterans.

PTSD severity was correlated with the coping motives scales. This suggests that while in the
present sample PTSD severity was not associated with the amount of alcohol consumed, it
may be associated with the situations in which alcohol is consumed. Veterans with PTSD
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endorsed higher levels of coping motives than non-PTSD veterans, providing some support
for the idea that the relation between PTSD and alcohol misuse may be due, at least in part,
to self-medication. It is also important to point out, however, that the PTSD participants
endorsed similar levels of other motives to non- PTSD participants, suggesting that these are
also important determinants of drinking among veterans with PTSD. Taken together, this
pattern suggests that treatment efforts directed at reducing alcohol misuse among persons
with PTSD should address the coping function of alcohol use, but should not focus
exclusively on this function.

Within the full sample, all of the PTSD severity scores were related to both aspects of
coping motives for drinking and none of the severity scores were associated with any other
motives. However, we examined the matrix of relationships among PTSD and Non-PTSD
participants separately because it is important to understand the relations among PTSD
symptoms and drinking motives for veterans who have diagnosable PTSD. For these
veterans, coping motives were associated with total PTSD severity, emotional numbing and
hyperarousal symptoms. It was somewhat surprising that reexperiencing symptoms were not
significantly related to any aspect of drinking motives for PTSD veterans, given that
substance abuse is conceptualised as a method of blocking out unwanted memories. On the
whole, prior studies have more frequently reported associations between the reexperiencing
and hyperarousal symptoms and substance abuse, and less frequently found avoidance and
numbing symptoms to be significantly related to substance use/abuse (Simons, Gaher,
Jacobs, Meyer, & Johnson-Jiminez, 2005; Stewart, Conrod, Samoluk, Pihl, & Dongier,
1999; Read, Brown, & Kahler, 2004). Another curious finding was that conformity motives
showed several significant relationships with PTSD symptoms (total severity, reexperiencing
and hyperarousal symptoms) for Non-PTSD veterans, but not PTSD veterans. It bears
mentioning that the items on the coping scales of the DMQR are not specific to PTSD
symptoms. It would be interesting to examine in a future study the extent to which the
DMQR coping scales correlate the measure of PTSD-alcohol expectancies (Norman et al.,
2008).

On the whole, the drinking motives showed stronger relations to alcohol misuse severity for
PTSD veterans, relative to Non-PTSD veterans. Coping-Anxiety, Coping- Depression and
Social motives were all related to several aspects of drinking consequences for PTSD
veterans, but showed few significant relations to consequences for Non- PTSD veterans. For
PTSD veterans, the two Coping motives scales were significantly correlated with frequency
of drinking. Coping motives were also correlated with Interpersonal consequences and
Impulse Control consequences. Regression analyses suggested that Coping-Anxiety did not
explain unique variance in alcohol-related consequences, however, when controlling for
alcohol use frequency. Coping-Depression motives did explain unique variance in Impulse
Control consequences, even after controlling for drinking frequency. This suggests that,
while motives reflecting drinking to cope with anxiety and with depression seemed to show
similar patterns generally, they may contribute to drinking-related impulsivity differently.
That is, it may be that the phenomena of depression, itself, is associated with impulsivity
that is heightened while drinking whereas drinking to cope with anxiety results in increased
impulsivity by virtue of higher levels of alcohol consumption. Interestingly, social motives
were not correlated with alcohol consumption, but were correlated with several aspects of

Ad(dict Res Theory. Author manuscript; available in PMC 2016 November 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

McDevitt-Murphy et al. Page 10

alcohol-related consequences. This finding suggests that drinking with friends may result in
worse decision-making in the context of alcohol, irrespective of the amount of alcohol
consumed.

The cross-sectional nature of this study limits causal interpretations, however these findings
lead to some hypotheses that may be tested in future studies. Specifically, we might predict
that PTSD symptoms lead to a more hazardous pattern of alcohol use, if not higher
consumption levels, and that this is mediated by drinking motives. A prior study of trauma
survivors found that the relation between dysphoria symptoms (which included anger,
depression and arousal) was fully mediated by drinking to cope, while trauma-specific
symptoms (which included intrusion, avoidance, dissociation and self-perception) were
partially mediated by drinking to cope, suggesting that factors other than coping motives
were also at play (Kaysen et al., 2007). However, another prior study suggests that
individuals’ drinking motives may be independent of trauma exposure (and may pre-date
exposure), and that pre-trauma drinking motives may influence which trauma survivors are
at highest risk for hazardous drinking later (Beseler, Aharonovich, & Hasin, 2011). Another
limitation we wish to point out is that we used only a single measure of drinking motives
and it is possible this population of heavy drinkers might engage in alcohol use for reasons
not assessed by the DMQ-R.

A strength of this study is the use of thorough assessment methods, including a gold-
standard structured interview measure of PTSD and a detailed measure of alcohol
consumption. This study had some notable limitations. Primary among them, the limited
number of female veterans in the sample precluded an examination of the role of gender.
Another potentially important limitation of the study is small sample size, which limited our
ability to detect significant relationships. Future research should use longitudinal methods to
determine order of onset of PTSD and alcohol misuse in conjunction with drinking motives.
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Table 1

PTSD symptom severity, alcohol consumption, alcohol consequences and drinking motives, separately by
PTSD diagnostic status.

PTSD (n=40) Non-PTSD (n=29)

M (SD) M (SD) t-Statistic (df)

PTSD

CAPS total severity 70.18 (16.57) 2596 (13.02)  4(67)=-11.93**
Alcohol consumption

Drinks per week 18.01 (24.11) 15.75 (17.21) t(67)=-0.43

Drinking days per week 2.55 (2.18) 2.68 (2.00) £(63)=0.24

Heavy drinking episodes ~ 5.93 (8.00) 5.21(6.84) t(67)=-0.15
Alcohol-related consequences

Total consequences 10.98 (10.31) 6.44 (5.10) £(60.24)= -2.40"

Physical 2.58 (2.66) 2.17 (1.93) £(66.45)=0.28

Interpersonal 2.45 (2.72) 1.07 (0.92) £(65.80)=-1.90

Intrapersonal 1.88 (2.38) 0.86 (1.25) £(65.89)=-1.15

Impulse control 3.23(3.30) 1.79 (1.68) (60.95)= -2.36 *

Social responsibility 1.18(1.72) 0.55 (0.74) £(65.75)= -1.02
Drinking motives

Social 2.71(1.19) 2.66 (0.80) 1(66.66)= -0.20

Coping-Anxiety 2.93 (1.16) 2.12(0.87) t(67)=-3.16""

Coping-Depression 2.83 (1.30) 1.71(0.86) £(66.54)= —4.30 "

Enhancement 2.48 (1.20) 2.42 (0.81) 1(66.67)=-0.25

Conformity 1.25 (0.47) 1.14 (0.35) t(67)=-1.12

“Heavy” drinking episodes were defined as 5 or more drinks for a man, or 4 or more drinks for a woman on a single occasion.
*
p<0.05;

*A
p<0.01.
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