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Abstract 
Fides Schückher (2020): Alcohol use disorder in socially stable women 
receiving outpatient treatment – Individual characteristics of importance 
for onset age and treatment outcome. Örebro Studies in Medicine 223. 

Socially stable women with alcohol use disorder (AUD) are seldom studied 
separately and are often marginalized in treatment of substance abuse. The 
overall aim of this thesis was to examine variables of importance in rela-
tion to age at onset of AUD and treatment outcome. 

Study I, which included 338 men and women being treated for AUD, 
showed that women had a significantly later onset and shorter duration in 
excessive alcohol use as well as less weekly pure alcohol intake than men. 
Participants with earlier onset of excessive alcohol use reported signifi-
cantly more psychiatric symptoms and more immature personality traits 
than those with later onset.  

Study II-IV included 75 women with AUD receiving outpatient treat-
ment. Of the participants, 68% reported a history of childhood maltreat-
ment. Emotional abuse and their mother’s alcohol and/or substance prob-
lems were independent predictors of earlier age at onset of AUD. In Study 
III treatment outcome was measured as a change in alcohol consumption. 
A more positive change, especially with regard to abstinence, was found in 
women who did not report childhood abuse. Study IV showed that, at 12-
month follow up, most of the participants had reached their end-of-
treatment goal either abstinence or low-risk drinking. However, those 
with a goal of abstinence at the end of treatment showed significantly less 
risk drinking than those with low-risk drinking as a goal. The most im-
portant predictor of abstinence at the 12-month follow up was having 
abstinence as an end –of –treatment goal.  

These results indicate the importance of identifying and addressing 
childhood trauma in treating socially stable women with AUD. Focusing 
on motivational changes during treatment may also be of importance, 
especially in patients with relapses, as abstinence still is the most stable 
treatment option. 

Keywords: AUD, women, childhood maltreatment, onset age, treatment 
outcome, goal of treatment.  

Fides Schückher, School of Medical Sciences. Örebro University, SE-70182 
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Definitions 
Abstinence is defined as not using alcohol at all. 
Addiction is a general expression of substance misuse. 
Alcohol problems is a general expression for problematic alcohol drinking 
habits.  
Alcohol use disorder (AUD): The combination of alcohol abuse and alcohol 
dependence is often described as AUD. In this thesis, alcohol abuse and 
alcohol dependence are defined according to the Diagnostic and Statistical 
Manual of Mental Disorders, fourth edition (DSM-IV). 
Childhood abuse includes physical, sexual and emotional abuse. 
Childhood maltreatment includes physical and emotional neglect, as well as 
physical, sexual and emotional abuse. 
Childhood trauma is used synonymously with childhood maltreatment. 
Drug addiction is defined as a persistent use of drugs other than alcohol.  
End of treatment is defined as the time that the patient and/or therapist 
considered the treatment completed or the time the patient discontinued 
treatment. 
Multiple trauma is defined as the occurrence of more than one form of 
childhood maltreatment.   
Onset age of AUD mentioned in Studies II–IV is defined as the age at which 
the participant first fulfilled the DSM-IV criteria for AUD based on self-
reporting and clinical records at the start of treatment. 
Onset age of excessive alcohol use mentioned in Study I, is based on self-
report at treatment start. 
Risk-drinking for women is defined in Sweden as consumption of >108 
grams of alcohol per week.  
Socially stable women is defined as women with a high degree of stability 
in their work, family and housing, without excessive social and psychiatric 
burdens.  
Substance use disorder is defined as a persistent use of drugs (including 
alcohol) according to the DSM-IV. 
12-month follow up is defined as follow up 12 months after the patient
ceased treatment.
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Preface 
I have worked as a consultant for 17 years at the Kajsa Centre, a treatment 
unit for socially stable women seeking treatment for alcohol use disorder 
(AUD). During this time, I have met a large number of women having 
alcohol problems with and without psychiatric comorbidities. Some have 
shown great shame, whereas others have denied their problems with alcohol 
and often required several readmissions to the unit before they could face 
their problem. Many women have worked intensively to reach the goal of 
low-risk drinking or abstinence. I have met women who stated that they 
actually have received a new life after treatment, making me and the 
therapists in the unit proud of having been part of these results. Because of 
my knowledge of the difficulties for patients to control their alcohol 
consumption, I have also regarded abstinence if only for a few years as a 
good outcome. Some women, however, are unable to stop consuming 
alcohol, despite support from their families and communities, resulting in 
an increase in social and family problems. I have wondered why some 
women are able to make changes while others have more difficulties.  

During my years working as both a consultant and cognitive behavioural 
therapist in the Kajsa Centre, I have been presented with the medical history 
of many patients, including their childhood history, and have been surprised 
to find that many of these women have managed to create a socially 
integrated life despite a problematic childhood and later development of 
AUD. A question that has arisen during my years at the Kajsa Centre is the 
high number of women who develop AUD at older ages (40 years and 
above). I also found that many women at the Kajsa Centre report a high 
prevalence of alcohol problems among their close relatives. 

This thesis focuses on socially stable women with AUD seeking 
outpatient treatment. These patients are usually studied, integrated into 
groups containing a larger proportion of men or women with more 
pronounced social and mental health problems (e.g., homelessness) and 
drug addiction. Therefore, less is known about this specific group.  

Socially stable women are frequently marginalized in addiction 
treatments. Because they are regarded as functioning well in society, with 
employment and family, they are normally referred to primary care for their 
AUD problems. Despite these positive factors, these women still experience 
multiple problems of psychiatric and psychosocial origin. They also feel a 
high pressure from family, working group and society in general, with high 
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degrees of shame and guilt and low self-esteem. One goal of everyday 
clinical practice is to identify factors that enhance sobriety in these patients.
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1. Background 

1.1 History 
Humans have a long history of alcohol consumption, with the earliest 
reports of alcoholic beverages from ~8000 BCE, when people began to live 
in communities and grow crops. Research on the contents of 
Tutankhamen's tomb (1322 BCE) showed that he drank both red and white 
wines 1. In ancient Greece, alcohol was used at religious ceremonies in 
honour of the god Dionysus. During the same time, the Greeks had already 
begun discussing the advantages and disadvantages of alcohol and methods 
of preventing problematic drinking 1. During the early Roman era, women 
were forbidden to drink wine because alcohol was thought to contribute to 
increased sexual desire, but in later Roman times, it became common for 
women to drink wine 2. 

Alcohol consumption was high in Sweden during the 19th century, and 
several political decisions were made to limit consumption. Most women in 
pre-industrial society during this time had a restrictive attitude towards 
alcohol. Between 1917 and 1955, the so-called counter book (motbok) was 
introduced, which limited the amount of alcohol that a customer could 
purchase 3. Single Swedish women could get a book that permitted a small 
allocation of alcohol, while married women were not given their own book. 

Since the 1950s, alcohol consumption by women has increased in most 
Western countries and has become more similar to that of men 4-6. Countries 
with greater gender equality have smaller gender differences in alcohol 
consumption, which can be explained in part by increases in income and 
social independence for women 7. 

Because of the increased alcohol consumption by women in recent 
decades, it is important to examine whether specific vulnerabilities in 
women are associated with alcohol consumption. The first goal of this thesis 
is to assess how specific risk factors previously identified in research and 
clinical practice in women with AUD, such as mental health, personality 
and childhood trauma, affect the age at onset of AUD and treatment 
outcome in socially stable women. The second goal is to determine the 
factors that predict abstinence 12 months after the end of treatment in these 
women. 
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1.2 Epidemiology
Alcohol is an important risk factor for population health worldwide. 
Globally, alcohol use is reported as the seventh leading risk factor for 
premature death and disability-adjusted life years (DALYs). However, 
among people between the ages of 15 and 49 years, alcohol use is the 
primary risk factor 8. In 2016, the harmful use of alcohol was responsible 
for 5.3% of all deaths and 5.1% of all DALYs worldwide. Causes of death 
associated with alcohol consumption include injuries (28.7%), 
gastrointestinal diseases (21.3%), cardiovascular diseases (19%), infectious 
diseases (12%), and cancers (12%) 9.  

In 2016, 5.1% of the global population had AUD, including 8.6% of 
men and 1.7% of women, with the highest regional rates in Europe (men 
14.8%, women 3.5%) and the Americas (men 11.5%, women 5.1%). In 
Sweden, the prevalence of AUD was 11% (men 14.7%, women 7.3%), and 
the prevalence of alcohol dependence (AD) was 5.1% (men 6.4%, women 
3.8%) 9. 

1.3 Definitions 
The terms used in this thesis include risk-drinking and alcohol use disorder 
(AUD), which includes alcohol abuse and alcohol dependence (AD).  

1.3.1 Risk-drinking 
The amount of alcohol that can be consumed without harmful health effects 
remains unclear, and countries have independently introduced different 
guidelines to define risk-drinking 10. In Sweden, risk-drinking is defined as 
>108 g/week of alcohol for women and >168 g/week of alcohol for men or
>48 g/occasion for women or >60 g/occasion for men. Risk-drinking is also 
defined as more than nine standard drinks/week for women and more than 
14 per week for men. Binge drinking is defined as four or more standard 
drinks per occasion for women and five or more for men. One standard 
drink contains 12 g pure alcohol and corresponds to 12 cl wine, 33 cl beer 
or 4 cl spirits 11. The WHO does not recommend an acceptable low-risk 
drinking level but rather advises that “less is better” 10. This definition is 
also the subject of an ongoing debate in Sweden 12. In this thesis risk-
drinking for women is defined as >108 g/week alcohol and low-risk
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drinking as ≤108 g/week alcohol. Abstinence is defined as not drinking any 
alcohol.  
 

1.3.2 Definition of AUD according to the DSM-IV  
In this thesis, AUDs (alcohol abuse and AD) are defined according to the 
Diagnostic and Statistical Manual of Mental Disorders 13. Alcohol abuse is 
defined as a repeated pattern of high risk-drinking that causes problems not 
only for the alcohol-consuming individual but also for other people and for 
society (Table 1). AD is characterized by compulsive alcohol use with a 
chronic relapsing course, preoccupation and loss of control over drinking, 
and the development of tolerance and dependence (Table 2) 14. The 
combination of alcohol abuse and AD is often described as AUD. 
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Table 1 
DSM-IV criteria for alcohol abuse 

   

(A) A maladaptive pattern of drinking, leading to clinically significant
impairment or distress, as manifested by at least one of the following
occurring within a 12-month period:

1) recurrent use of alcohol resulting in a failure to fulfill major role
obligations at work, school, or home (e.g., repeated absences or poor
work performance related to alcohol use; alcohol-related absences,
suspensions, or expulsions from school; neglect of children or
household).

2) recurrent alcohol use in situations in which it is physically hazardous
(e.g., driving an automobile or operating a machine when impaired by
alcohol use).

3) recurrent alcohol-related legal problems (e.g., arrests for alcohol-
related disorderly conduct).

4) continued alcohol use despite having persistent or recurrent social or
interpersonal problems caused or exacerbated by the effects of alcohol
(e.g., arguments with spouse about consequences of intoxication).

(B) never met criteria for alcohol dependence.
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Table 2 
DSM-IV criteria for alcohol dependence 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

A maladaptive pattern of drinking, leading to clinically significant 
impairment or distress, as manifested by three or more of the 
following occurring at any time in the same 12-month period: 
 

1) tolerance, as defined by either of the following: 
a. a need for markedly increased amounts of alcohol to achieve 
intoxication or desired effect. 
b. markedly diminished effect with continued use of the same amount 
of alcohol. 
 
2) withdrawal, as manifested by either of the following: 
a. the characteristic withdrawal syndrome for alcohol. 
b. drinking (or using a closely related substance) to relieve or avoid 
withdrawal symptoms.  
 
3) drinking in larger amounts or over a longer period than was 
intended. 
 
4) there is a persistent desire or unsuccessful efforts to cut down or 
control drinking. 
 
5) a great deal of time is spent in activities necessary to obtain, to use, 
or to recover from the effects of drinking.  
 
6) important social, occupational, or recreational activities are given 
up or reduced because of drinking. 
 
7) continued drinking despite knowledge of having a persistent or 
recurrent physical or psychological problem that is likely to have been 
caused or exacerbated by the substance. 
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2. Women and AUD

2.1 Closing the gender gap 
In most Western countries, the difference in alcohol consumption between 
men and women has been narrowing, particularly in more recent birth 
cohorts 15-17. The male to female ratio for any alcohol use decreased from 
2.2 to 1.1 during the 20th century 16. A further indication of decreasing 
gender differences is found in Iceland, where the male to female ratio of 
AUD decreased from 4.2 in 1983 to 1.5 in 2007 18. The Nordic countries 
have the smallest gender differences in drinking behaviour 19, which may 
result from increased alcohol consumption among women relative to men, 
especially in younger cohorts of women 15-17. An additional explanation for 
the decreasing gender gap is an increase of alcohol consumption among 
women later in life 4-6.  

Increased levels of alcohol consumption among women may be due to 
increased social gender equality. At present, more women are employed and 
financially independent, and their drinking norms have become more 
permissive 16, 20, 21.  

2.2 AUD during the lifespan 
Women typically begin consuming alcohol during adolescence and increase 
consumption through their mid-20s. Alcohol consumption typically 
decreases in the third decade of life, when women take on adult roles and 
responsibilities; this phenomenon of decreasing alcohol consumption with 
age is called maturing out 14, 22, 23. When women are in a relationship 
involving children, they are less likely than their male counterparts to 
consume alcohol 24. At the ages of 25–45 years, women consume the lowest 
amounts of alcohol during their lifetimes 4. After their mid-thirties, their 
consumption of alcohol gradually increases 22. Changes in employment and 
marital status, loss of parental role and menopause are risk factors for 
increased alcohol consumption, particular to the middle-age years 25. For 
example, stress and depression that can accompany menopause are 
associated with the onset or worsening of established AUD 26. Alcohol use 
in older people, age ≥55 years, is linked to social engagement, isolation, 
illness, loss and maintaining identity 27. After reaching retirement age, 
alcohol consumption declines 22, but social factors such as loss of a spouse 
or reduced family support can trigger increased consumption 14.  
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The variation in alcohol consumption during the lifespan is reflected in 
the onset age of AUD. Heavy alcohol drinking (>14 drinks weekly for 
women and >21 drinks weekly for men) is more prevalent in older people 
(age 55–79 years) than in younger individuals 28. Few individuals develop 
AD in old age, but this group has a high rate of persistence in their 
dependence 23. 

 

2.3 Onset age of AUD 
An early-onset age of AUD is a risk factor for long-lasting alcohol problems. 
Examining personality and life history characteristics of individuals with 
different AUD onset ages could lead to the identification of specific needs 
requiring different treatment approaches. Multiple typological models for 
AD describe an early onset of AD (≤25 years) as a combination of heredity, 
severe psychopathology, high levels of criminality, and poor response to 
treatment (type II/type B). Late-onset AD (type I/type A) patients, with onset 
age >25 years, are thought to be influenced by environmental factors and 
psychosocial stressors 29, 30. 

Recent research has assessed the onset of AUD during the transition 
between late adolescence and young adulthood and the persistent course of 
AUD. The highest prevalence and incidence rates of AUD are seen in men 
and women age 18–25 years 31, 32. By age 30, most people who had AUD 
onset at ages 18–25 years have experienced a time-limited rather than a 
recurrent or persistent course of the disorder 32, 33. Women progress faster 
towards recovery than men 32, and nearly 40% of men and 65% of women 
with AUD desist by age 29 years 33, 34. Men who desisted by age 29 years 
exhibited few pre-morbid risk factors 34, whereas women whose AUD 
symptoms desisted continued to exhibit impairments in health and 
functioning 33. Men and women with an adolescent onset and persistent 
course of AUD showed losses in psychosocial functioning and an increased 
severity of AUD 33, 34. Women with AUD had more psychiatric problems 
and psychosocial impairments than women without AUD 33.  

Age at onset can also be interpreted in terms of psychological and 
physiological changes that are part of an individual’s aging process 35. 
Women generally have a later onset of AUD than men 30, 36. Among people 
age ≥55 years with AUD, 71% of the women and 12% of the men reported 
onset at ≥40 years 37. Patients with a later onset age (>45 years) are described 
as drinking less alcohol, undergoing less detoxification, and having a better 
prognosis (high rate of abstinence after 12 months) 38. They also showed 
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less intoxication, depression and anxiety than those with earlier onset of 
AUD 39. One review reported that stress, role/identity loss and friends’ 
approval of drinking were associated with increasing risk of late-onset AUD 
(age ≥50 years) 40. By contrast, the frequency of suicidal thoughts was higher 
in people with early (<25 years) and very late (≥45 years) age at onset than 
in people with an onset age between 25 and 44 years 36. Cognitive 
impairments in AUD did not differ across onset ages, but people with AUD 
perform worse than people without AUD 41.  

In summary, typological models may be of use when studying AUD. 
Several binary models have been described, most of them using a cut-off age 
of around 25 years between early and late onset. Fewer recent studies have 
assessed older adults with late-onset AUD (age ≥50 years) 40. Recent 
research on risk factors associated with AUD has focused on both the age 
at onset and the course of AUD.       

2.4 Sex and gender differences 
Many aspects of AUD vary by sex and gender, such as alcohol metabolism, 
alcohol-related somatic disorders, progression towards AUD, drinking 
patterns and social stigmatization. 

Alcohol is metabolized differently based on sex. Women have lower 
alcohol dehydrogenase (ADH) activity than men. ADH is an enzyme that 
metabolizes alcohol in the gastric mucosa. Women also have relatively less 
body water and more total body fat than men. When body weight is 
considered, women have higher alcohol concentrations than men when 
consuming equivalent quantities of alcohol 42-44.  

Several differences in the neurobiology and endocrinology of men and 
women affect the effects of alcohol in individuals 20, 24, 43, 45. For example, 
alcohol can change sex hormone levels through the hypothalamus and 
gonads. In females, alcohol is associated with increased testosterone and 
estradiol levels. Induced high estradiol levels may increase the risk of breast 
cancer. Estradiol also contributes to lower risks of withdrawal-induced 
seizures and delirium tremens in women than in men 24.      

Women are more susceptible than men to alcohol-related somatic 
problems despite shorter duration and lower levels of alcohol consumption 
in women 24. These alcohol-related physical problems include liver, 
cardiovascular, gastrointestinal and brain diseases 20, 24, 42, 44. AUD in women 
is also associated with irregular menstrual cycles, decreased fertility, and 
increased spontaneous abortion 24. The median age of alcohol-related 
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mortality in women is 24 years lower than their median life expectancy; the 
difference in men is 15 years 46.  

The development of AUD in women is often described as having a later 
onset age of alcohol use and a faster progression from risk-drinking to AD 
and treatment-seeking, a phenomenon called the telescoping effect 47-49. This 
telescoping effect, however, has not been replicated in other studies 50, 51. 
Because the telescoping effect is less evident in younger cohorts 44, this 
discrepancy might be attributable to differences in the characteristics of 
study populations 44, 50.  

Women experience more social sanctions when drinking alcohol than 
men 52. Disparities in gender roles may contribute to differences in drinking 
behaviour, in that alcohol consumption is considered part of the male, but 
not the female, gender role 21, 52. Women generally drink in a more 
controlled manner than men. They prefer to drink in smaller groups, such 
as with a friend or partner, or by themselves at home, and to consume 
mainly wine or beer 24. Women more often reported that a man was the 
most harmful drinker close to them, whereas men usually reported another 
man. Women with AD are more likely than men with AD to have a family 
member or be married to someone with the same problem 53. 
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3. Risk factors
This chapter focuses on specific risk factors that may be associated with 
AUD and its treatment in women, including childhood maltreatment, 
psychiatric comorbidity, personality traits and parental influences. 

3.1 Childhood maltreatment 

3.1.1 Definitions of childhood maltreatment 
Childhood maltreatment has been associated with various mental health 
impairments during the lifespan. The definitions of childhood maltreatment 
used in this thesis are those described by the U.S. Centers for Disease 
Control and Prevention (CDC), to encourage uniform terminology and data 
collection related to childhood maltreatment 54. Childhood maltreatment is 
defined as any act or series of acts of abuse or neglect by any caregiver 
(including parents) that cause harm, potential harm or threat of harm to a 
child, even if the harm is unintended. A caregiver is defined as a person who 
has a custodial role in the child’s life. In addition to parents, this definition 
includes teachers, relatives and babysitters, among others. 

Childhood abuse involves physical, sexual and emotional (or 
psychological) abuse. Childhood neglect includes physical and emotional 
neglect. Childhood maltreatment includes all five forms of abuse and 
neglect.  

Physical abuse is defined as any intentional physical action by a caregiver 
that results in harm or potential harm to a child. Among others, it includes 
hitting, kicking, punching, beating, stabbing, biting and pushing.  

Sexual abuse comprises any completed or attempted sexual interaction with 
a child by a caregiver. It involves sexual acts and intentional touching and 
non-contact sexual abuse, e.g., filming a child in a sexual manner. 

Emotional abuse is defined as any action by a caregiver that impairs a 
child’s emotional development and makes the child feel worthless, unloved, 
unwanted, endangered or valued only to meet the needs of others. 
Emotional abuse includes blaming, intimidating, terrorizing and isolating. 
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Physical neglect is defined as the caregiver failing to provide adequate 
nutrition, hygiene, shelter or safety. 

Emotional neglect is defined as the caregiver failing to provide for a child’s 
basic emotional needs. The caregiver might ignore the child, be emotionally 
non-responsive or deny adequate access to health care. 

Unlike sexual and physical abuse, emotional abuse and neglect are often 
overlooked in research and in the clinic, despite the impact these 
maltreatments can have on brain development, neuroendocrine function, 
and physical and mental health. Emotional abuse and neglect may be 
overlooked because of difficulties in identifying and recognizing these 
conditions and because they might not be considered criminal acts 55.  

Most studies on childhood maltreatment are based on retrospective self-
reports by adults or parental reports. These methods have inherent biases 
caused by the current mental state of the participant and/or because the 
participant might be in denial. Official statistics on childhood maltreatment 
are often under-reported 56, 57. Although self- or parental reports might 
better approximate reality than official reports from agencies, they still 
likely underestimate childhood maltreatment, particularly sexual abuse 56. 

3.1.2 Epidemiology of childhood maltreatment 
Data from the National Epidemiologic Survey on Alcohol and Related 
Conditions (NESARC), a nationally representative sample of the adult 
population of the United States, indicate that the rates of physical, sexual 
and emotional abuse of children are 18%, 11% and 8%, respectively. The 
rates of physical and emotional neglect were reported to be 24% and 9%, 
respectively, and 30% of the NESARC respondents experienced at least one 
type of abuse or neglect 58. In 2016, a national survey in Sweden explored 
childhood maltreatment among pupils ranging from the last year in primary 
school to high school. This survey used a more broad-based definition of 
caregiver than normal and asked about experiences of childhood 
maltreatment by any adult. The survey showed that 44% of these pupils 
had been exposed to some form of childhood maltreatment, with 24% 
subjected to physical abuse and 16% to emotional abuse. As many as 14% 
of the girls, but only 2% of the boys, reported sexual abuse by an adult. 
One percent had experienced physical neglect, and 5% had experienced 
emotional neglect 59. 
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In high income countries, girls are at higher risk of sexual abuse than 
boys 56, 59, whereas the rates of other types of maltreatment are similar in 
both genders 56. Other studies from high income countries, however, have 
found that significantly more women than men reported a history of sexual 
and emotional abuse, whereas significantly more men than women reported 
a history of physical abuse and neglect 59-61. In low-income countries, the 
rates of sexual abuse, infanticide and neglect are higher in girls than in boys, 
whereas the rates of physical abuse are higher in boys 56.  

Children are often exposed to more than one type of maltreatment 56. In 
the 2016 Swedish national survey, 17% of all pupils reported at least two 
forms of maltreatment, and half of these reported experiencing three or 
more types. Girls report more frequent exposure to multiple forms of abuse 
than boys 59.  

Sociodemographic factors predicting childhood maltreatment in families 
include poverty, low educational level, substance use problems, low social 
status, mental health problems and a caregiver’s own exposure to childhood 
maltreatment 56, 59.  

3.1.3 Childhood maltreatment and mental health 
Childhood maltreatment is associated with an increased risk for mental 
health disorders in adult women. The combination of physical and 
emotional abuse and neglect in childhood doubles the likelihood of adverse 
mental health outcomes 62. Women develop more internalizing disorders 
(e.g., depression, anxiety), while men develop more externalizing disorders 
(e.g., substance use disorders, aggression, acting out) 56, 61. In women, 
different types of childhood maltreatment are associated with depression 56,

61-63, anxiety disorders 62-64, post-traumatic stress disorder, and suicidal
behaviour 56, 62, 63. An earlier onset of mental health problems, suicide
attempts, rapid cycling and an increased number of depressive episodes in
patients with bipolar disorders are associated with a history of childhood
trauma in both sexes 65. The risk of developing an eating disorder is three-
fold higher in individuals with than without a history of physical or
emotional abuse or neglect 62. Childhood abuse and neglect have also been
associated with cluster A (e.g., paranoid, schizoid, schizotypal) and cluster
B (e.g., antisocial, histrionic, borderline, narcissistic) personality disorders
(PDs) 58.
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3.1.4 Childhood maltreatment and AUD 
Childhood maltreatment has been associated with AUD and substance use 
disorder (SUD) 56, 62, 66. Several studies indicate that childhood maltreatment 
increases the risks of alcohol and drug problems in adulthood, whereas 
other that adjusted for family characteristics and parental alcohol use report 
decreased associations 56, 62. The most consistent findings are that the 
associations of childhood maltreatment with AUD and SUD are especially 
strong in women 56, 61, 66, 67.  

In a large population-based twin study, women with AD reported a 
higher frequency of childhood maltreatment than women without a history 
of AD (physical abuse 27% vs 11%, sexual abuse 23% vs 8%, emotional 
neglect 49% vs 29%) 68. A mixed-sex cohort study that compared AD 
participants in outpatient treatment with healthy controls found that rates 
of childhood maltreatment were significantly higher in the AD group than 
in the control group (physical abuse 39% vs 15%, emotional abuse 48% vs 
7%, sexual abuse 21% vs 6%, emotional neglect 57% vs 21%, physical 
neglect 28% vs 10%) 69. In a mixed-gender inpatient group consisting of 
alcohol-dependent patients, 73% of women reported exposure to childhood 
maltreatment compared with 47% of men. More women than men reported 
having been exposed to more than one type of childhood maltreatment. For 
example, 42% of the women and 27% of the men reported experiencing at 
least two types of childhood maltreatment 70. 

In women, AUD is associated with all of the different types of childhood 
trauma 67, 71. Most studies have focused on childhood sexual and physical 
abuse 66. Women who have experienced childhood sexual abuse report more 
lifetime AD and alcohol-related consequences than non-abused women 72. 
Childhood sexual and physical abuse is associated with an earlier onset age 
for AUD 68, 73 and a faster transition from non-problematic to hazardous or 
severe drinking 74, 75. By contrast, another study could not find an 
association with a telescoping effect 76. The association between 
independently stressful events occurring over the past year and greater 
alcohol consumption was also greater in women with than without a history 
of sexual and physical abuse 77.  

Recent research has focused on childhood emotional abuse and neglect 
acting as risk factors for AUD. Severe AD was more strongly associated 
with emotional abuse and neglect than other types of maltreatment 69, 78. 
Emotional, sexual and physical abuse and neglect also predicted the 
persistence of AD 79.  
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 A study of mixed-gender inpatients in a detoxification ward also found 
that women, but not men, were seven times more likely to be victimized in 
adulthood if they had a history of childhood maltreatment 80. The number 
of reported types of childhood maltreatments increased the risk of having 
more psychopathological comorbidities and suicide attempts 70. 

In summary, these results indicate a high frequency of childhood 
maltreatments in society in general. This frequency is even higher in women 
with AUD, suggesting that childhood maltreatment may increase the risk of 
developing AUD.  

3.2 Psychiatric comorbidity 
Women with AUD are more likely to have comorbid psychiatric disorders 
than men 24, 70. Women have reported higher rates of anxiety and depressive 
disorders, whereas men with AUD have reported higher rates of 
externalizing disorders (e.g., conduct disorder, antisocial PD, attention 
deficit hyperactivity disorder) 24, 43, 44, 81. After controlling for socio-
demographic factors and gender differences in psychiatric comorbidities, 
AD was found to be associated with externalizing disorders only in women 
53. Early-onset anxiety disorders and depression are stronger predictors of
AUD in women than in men 24. Women in an inpatient alcoholic unit have
reported a higher frequency of major depressive disorder (MDD) than men
(23% vs 10%), as well as higher rates of any anxiety disorder (53% vs
29%), post-traumatic stress disorder (PTSD) (36% vs 16%) and having
attempted suicide (27% vs 6%) 70. In women with AUD, MDD (15%) and
a specific phobia (16%) were the most common mood and anxiety
disorders, respectively 82. Women also reported more frequent use of alcohol
to reduce stress and negative emotions than men 44. Depressive symptoms
have been shown to precede the development of AUD in women, whereas
men more often report AUD before being depressed 42, 44. Traumatic events
or PTSD also precede SUD in women. Eating disorders, especially the
purging subtype of bulimia nervosa, are a common comorbidity among
women with AUD 42, 81. This finding may not be gender specific because men
have a lower incidence of eating disorders than women 42.

Childhood maltreatment, AD and psychiatric disorders are associated 
with each other. The odds ratio of developing any psychiatric disorder, is 
much higher (OR = 9.79) in individuals with AD and a history of childhood 
maltreatment than in individuals with AD without a history of childhood 
maltreatment 83.   
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3.3 Personality traits and personality disorders 
Certain personality traits and PDs are associated with AUD. The 
characteristics of impulsivity, sensation-seeking and disinhibition overlap 
and cluster together, and are consistently related to an increased risk of 
AUD and alcohol-related problems. Women generally score lower on 
ratings of these characteristics than men 52.  

The temperament and character of an individual’s personality can be 
described in seven basic dimensions 84. Temperament is defined as automatic 
emotional reactions to events in life and is partly heritable and stable over 
a person’s lifetime. Temperament is often measured using the self-rated 
Cloninger’s Temperament and Character Inventory (TCI), which has four 
subscales measuring temperament: Novelty-Seeking, Harm Avoidance, 
Reward Dependence and Persistence. An individual’s character refers to 
self-concepts and differences in goal setting and values. These aspects of 
character are expected to influence controlled choices. An individual’s 
character is, to some extent, influenced by learning in sociocultural 
contexts, with a gradual maturation occurring during an individual’s 
lifetime. Character is usually measured using the three TCI subscales of Self-
Directedness, Cooperativeness and Self-Transcendence 84. 

Patients with AUD were found to score significantly higher on Novelty-
Seeking and Harm Avoidance than normal controls 85-87. A high score on 
the Novelty-Seeking subscale was associated with frequent exploratory 
activity and approach to novel stimuli, and a high Harm Avoidance score 
was associated with being fearful, pessimistic, shy and easily fatigued 88. 
Novelty-Seeking is regarded as a risk factor for SUD. A possible 
interpretation of this correlation is that high Novelty-Seeking scores are a 
risk factor for SUD, whereas high Harm Avoidance scores appear to channel 
individuals with high Novelty-Seeking towards alcoholism 86. In studies of 
inpatients, relapse is predicted by a low score on the Persistence subscale 89-

91 and high scores on the Novelty-Seeking subscale 91. Patients with high 
Persistence, Self-Directedness and Cooperativeness scores have shown 
better treatment outcome 92. Women with AUD score significantly higher 
on Neuroticism (i.e., increased susceptibility to negative emotions) and 
Harm Avoidance than men with AUD. Men score higher on 
Venturesomeness (i.e., risk-taking) and Sensation-Seeking than women 93.  

Patients with comorbid PD experience more severe AUD 94 and have 
lower rates of treatment retention 95 than patients without comorbidities. 
The causal structure between PD and AUD is unknown. They may share an 
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underlying genetic or environmental domain, have a specific causal pathway 
between each other or may actually be a single diagnostic entity 96.  

 The prevalence of PD among people with AUD is high in both clinical 
and population-based settings. The wide variation in prevalence rates across 
studies may be due to differences in study design, type of setting and 
assessment tools, but these rates have been estimated to be close to 50% 96. 

The comorbidity of AUD and PD varies based on gender. In an inpatient 
treatment sample, the most frequent PDs in women with AUD were 
obsessive (32%), borderline (32%), paranoid (15%) and avoidant (14%). 
Women have significantly higher rates of histrionic and borderline PD than 
men, whereas men are more often diagnosed with antisocial and narcissistic 
PD 94. This finding agrees with another inpatient sample, in which 
significantly more women scored high on avoidant, self-defeating and 
borderline scales than men 97. The frequency of alcohol-related problems is 
higher in patients with than without antisocial PD, although women were 
less likely to have antisocial PD than men 52, 94.  

3.4 Parental influences 
Multiple genetic and environmental factors contribute to AUD 98. The 
heritability of AUD is 40–60% 5, 68, 99, with no gender differences 99. A recent 
meta-analysis of twin and adoption studies reported a modest but 
statistically significant shared environmental influence on risk for AUD, 
also with no gender differences 99.  

A family history of alcoholism is a stronger predictor of alcoholism in 
women than in men 24, 53, 100. Regardless of the gender of the offspring, 
maternal AUD has a greater impact than paternal AUD 98, 100. The risk of 
AUD in offsprings is 40% higher if they are related to female alcoholics 98. 
A study of drinking motives showed that the motives of mothers and fathers 
had an equal influence on their sons, whereas the motives of fathers 
influenced their sons more than their daughters 101. Children with alcoholic 
mothers have more impaired relationships with siblings, friends and 
classmates than other children 102. Both parents having AUD also increases 
the risk for externalizing psychopathology in their children. 
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4. Treatment

4.1 Interventions

4.1.1 Psychological and psychosocial interventions 
The Swedish National Board of Health and Welfare recommends the 
following psychological and psychosocial treatments for AUD: motivational 
enhancement therapy, cognitive behavioural therapy with relapse 
prevention, community reinforcement approaches and 12-step facilitation 
counselling group and social behaviour network therapy 103. Responses to 
treatment by subjects enrolled in current behavioural therapy practices and 
mutual help groups like Alcoholics Anonymous do not differ by gender 44. 

4.1.2 Pharmacotherapy 
The Swedish National Board of Health and Welfare recommends three 
drugs for AUD treatment and the maintenance of abstinence: disulfiram, 
acamprosate, and naltrexone 103. 

Disulfiram is an aldehyde dehydrogenase inhibitor, which prevents 
relapse by producing aversive effects after drinking alcohol 45, 104. Disulfiram 
is effective only when the dosage is controlled and may be useful only in 
highly motivated patients 105. Relatively little information is available about 
the effectiveness and safety of this drug in women with AUD 45.  

Acamprosate is a glutamate system modulator that is effective in the 
maintenance of abstinence, whereas the opioid antagonist naltrexone is 
regarded as more effective in preventing heavy drinking 105. Acamprosate is 
equally effective and safe for men and women, whereas findings with 
naltrexone are mixed. Naltrexone has been shown to work better in men, 
but other studies have not found any gender differences 44, 45.  

Nalmefen is structurally similar to naltrexone and is an alternative when 
the aim is to reduce alcohol consumption rather than to reach abstinence. 
To date, however, there has been limited scientific evidence and clinical 
experience with this agent 103.  
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4.2 Natural remission 
Of the individuals who have demonstrated patterns of risky drinking, 66–
75% become abstinent or exhibit stable moderate drinking without seeking 
treatment 106. Women who experience natural recovery report lower 
pressure to change their drinking behaviour than men, but these women 
have more health problems, report greater dissatisfaction in several life 
domains, and withhold their alcohol problems more often from others prior 
to recovery 107. 

 

4.3 Treatment use 
Women are less likely than men to seek treatment for AUD. For example, 
25% of men but only 15% of women reported seeking treatment for AUD 
during their lives. However, no differences were observed between men and 
women with severe AUD 108. An European study showed similar results, 
with 15% of women and 19% of men seeking treatment for AUD 109. 
Women seeking treatment for substance abuse (including AUD) in a clinical 
setting describe more severe dependence, are younger, have more children 
living at home, have less education and income and are less likely to be 
married than men seeking treatment. These women also have more mental 
and physical problems and are more likely to have experienced childhood 
maltreatment than men 20, 110-112. Women describe greater barriers to 
accessing treatment, less social support, and more social shame and stigma 
than men 20.  

Women more often seek treatment through general psychiatric care or 
primary care 44, 111, which can lead to poorer treatment outcome for AUD 
111. The interval between drinking initiation and treatment entry is also 
shorter in women than in men 51, 113. 

Treatment initiation, treatment completion and time spent in treatment 
do not vary based on gender; however, factors predicting outcome do vary 
between men and women. Among women with SUD, a diagnosis of AUD 
predicts initiation, whereas those with more mental health problems are less 
likely to begin treatment 110. By contrast, based on the NESARC study, 
women with AUD and comorbid psychiatric disorders are more likely to 
seek help than women without a comorbid disorder 82.  

Women with high incomes, those referred for legal reasons 110 and older 
women with high life satisfaction 114 are more likely than other women to 
complete treatment. Failure to complete treatment has often been associated 
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with severe dependence and unemployment 110. Women with AUD spend 
more time in treatment than women with SUD. Furthermore, a longer 
treatment period was associated with a general feeling of loss of control, 
individual treatment sessions, older age, satisfaction in their marital 
relationships, and having partners with AUD 110, 115.  

 

4.4 Treatment outcome 
Few gender differences have been found in studies of treatment outcome 112, 

116, but when gender differences are found, women have better outcome 
than men 112. When adjusting for basal alcohol consumption, length of 
treatment and employment, being female predicts a better drinking outcome 
1 year after treatment initiation and a drinking progress closer to abstinence 
during the following 20 years 117.  

Relapse can be interpreted as a process, rather than an outcome, in which 
individuals fluctuate between relapse and remission. Time spent in 
remission or relapse can predict outcome 118. Although relapse rates do not 
differ between men and women, negative mood, childhood abuse, alcohol-
related self-efficacy and poorer coping strategies predict relapse in women 
112, 119. Interpersonal conflicts, negative emotional states and marital stress 
as causes for relapse are reported more often by women than by men. Being 
present with friends or a romantic partner using alcohol increases the risk 
of relapse in women, whereas family support is related to a more successful 
recovery 112.  

Earlier experiences and social and sociodemographic factors are better 
predictors of treatment outcome in women than in men. These factors 
include income level, educational level, number of children at home, 
religiosity, history of sexual trauma and family history of SUD 120. One 
study found that AUD treatment outcome were worse in women than in 
men who had higher educational level or were working, whereas outcome 
were better in women who had children or were living with a spouse with 
AUD 121. Substance-related burden and treatment completion also predict 
outcome. Women who completed treatment had a nine-fold higher 
probability of being abstinent 7 months after the end of treatment than 
women who did not complete treatment, whereas men had only a three-fold 
higher probability. Women with more psychiatric symptoms and those who 
felt a lack of control in their lives were less likely to be abstinent 120.  
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4.4.1 Treatment outcome and comorbid psychiatric and personality disorders 
Comorbid psychiatric disorders have been shown to negatively affect 
treatment outcome, mostly with no gender differences 112, 116, 119. Other 
studies, however, found that comorbid psychiatric disorders had no impact 
on drinking outcome 122 and that outcome were better in women but not in 
men 123.  

High Novelty-Seeking and Self-Transcendence scores combined with low 
Reward Dependence and Cooperativeness scores were associated with 
relapse after treatment in both men and women. Patients with AUD and 
comorbid PD are more likely to terminate treatment prematurely. Patients 
with PD who complete treatment, however, have outcomes similar to those 
without PD 95.  

4.4.2 Treatment outcome and childhood abuse 
Several studies have found no association between childhood abuse and 
treatment outcome for SUD, including AUD 124, 125. Two studies have found 
that sexual and/or physical abuse was not associated with drinking 
outcome, but was associated with psychiatric outcome 126 and global 
functioning 127 at 1-year follow up. When childhood abuse predicted poorer 
drinking outcome, there were no gender differences 128. A study of patients 
undergoing inpatient alcohol treatment found that poorer drinking outcome 
were associated with a history of childhood sexual abuse in both men and 
women, but this association disappeared when adjusting for other variables 
129. A study assessing all forms of childhood abuse (sexual, physical,
emotional) in homeless addicted women reported more severe outcome in
psychological functioning and substance abuse among these abused women 130.

4.4.3 Treatment outcome and goal of treatment 
The established goal in AUD treatment has been abstinence. However, 
many individuals with AD wish to continue drinking alcohol but at a more 
controlled or low-risk level and therefore avoid seeking treatment. Other 
drinking goals have been proposed, such as “low-risk drinking” (US Food 
and Drug Administration, FDA) 131. This can be an important alternative in 
the treatment of AUD and has also been found to yield better outcome than 
previously expected 131-133.    

Abstinence remains the safest choice for individuals with AUD, both in 
the short- and long-term 114, 131, 134, 135. Patients with a goal of abstinence at 



FIDES SCHÜCKHER  Alcohol use disorder in socially stable women   
 

33 
  

the start of treatment had better outcome at the end of treatment 135, 12 
months later 116, and up to 5 years later 136 than patients with a goal of non-
abstinence. A goal of abstinence at the end of treatment was a better 
predictor of outcome at 1-year follow up than a goal of abstinence at 
admission 134, 137. 

 

4.5 Women-only versus mixed-gender programs 
In the early 1980s, there were discussions regarding the advantages and 
disadvantages of gender-specific AUD treatment 138. Women with SUD have 
been included in studies of treatments designed for men, but these 
treatments often fail to address the specific needs of women 81, 138, including 
exposure to trauma, co-occurring psychiatric disorders, physical health, and 
relationships with children and intimate partners 44. Men in mixed-gender 
groups may also develop a traditional dominance, which can negatively 
affect women 112. Women-only programs were developed to encourage 
women to seek treatment at an earlier stage in their addiction and to make 
it easier for socially stable women to seek help 138.  

Comparisons of women-only and mixed-gender treatments have yielded 
divergent results. One review found no differences in outcome 112, whereas 
others found better outcome for women in women-only than in mixed-
gender programs 20, 44. Specific subgroups of women were found to benefit 
from women-only treatment, including women with children, those with co-
occurring psychiatric diagnoses or exposure to trauma, and women in the 
criminal justice system. Participants in women-only programs reported 
greater satisfaction and feelings of safety 20, 44, 112, and had increased 
continuity of care after end of treatment 44 than women in mixed-gender 
programs. The greatest benefits of women-only treatments may not be 
substance-related outcome, but rather improvements in psychosocial 
wellbeing, psychiatric and physical health, and pregnancy outcomes 20. 
Further research is needed on different subpopulations of women, including 
older women, women who have problems with combinations of alcohol and 
prescribed drugs, and women with AUD and comorbid eating disorders 112. 
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5. Summary 
In summary, studies have shown that the gender gap in alcohol 
consumption is closing, due largely to increased alcohol consumption by 
women. Although there are many similarities concerning AUD in men and 
women, gender differences have been observed. Earlier age of AUD onset in 
both men and women was associated with greater severity of AUD, higher 
rates of comorbidity with psychiatric disorders, and more losses in 
psychosocial function. However, women who desisted from AUD before 
age 29 years continued to exhibit impairment in health and functioning, 
whereas men did not. Variables associated with AUD in women included 
psychiatric symptoms, especially depression and anxiety; personality traits, 
especially Harm Avoidance; childhood maltreatment; parental alcohol and 
substance use problems; and treatment goals. These variables may also have 
negative effects on treatment outcome. Socially stable women with AUD 
seeking outpatient treatment are normally not studied alone but more often 
with men or with women with more social, psychiatric and drug problems. 
This thesis aims to enhance knowledge about this specific group of women.  
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6. Aims 

6.1 Overall 
The overall aim of this thesis was to augment the scientific knowledge on 
women with AUD who live in socially stable circumstances. This thesis 
describes and analyses sociodemographic factors, personality 
characteristics, psychiatric symptoms, childhood maltreatment, 
psychological functioning and alcohol-related measures. The overall aim 
also includes an examination of possible associations between the 
aforementioned factors and the age at onset of AUD and treatment 
outcome, as well as the identification of predictors for abstinence at 12-
months after the end of treatment.  
 

6.2 Study I 
The first aim of Study I was to investigate the importance of the age at onset 
of AUD with regard to psychiatric symptoms and personality 
characteristics. An additional aim was to investigate whether gender may 
interact with age at onset of excessive alcohol use in relation to psychiatric 
symptoms and personality characteristics. 

 

6.3 Study II 
The primary aim of Study II was to investigate whether exposure to different 
types of childhood maltreatment was associated with the age at onset of 
AUD among socially stable women seeking treatment for AUD. An 
additional aim was to study whether exposure to more than one type of 
maltreatment was linked to the age at onset of AUD. We also examined the 
parental impact on the age at onset of AUD. 

 

6.4 Study III 
The aim of Study III was to investigate whether a history of childhood abuse 
was associated with the degree of change in alcohol consumption in socially 
stable women undergoing treatment for AUD at an addiction centre 
focusing on women.  
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6.5 Study IV 
The aim of Study IV was to examine predictors that may affect abstinence 
at 12-month follow up in socially stable women seeking treatment for AUD.  

  



FIDES SCHÜCKHER  Alcohol use disorder in socially stable women   
 

37 
  

7. Materials and methods 
This thesis is based on four quantitative studies. Study I is based on data 
from the Gothenburg Alcohol Research Project (GARP), and Studies II, III 
and IV are based on data from the Kajsa Centre project in Örebro County. 
An overview of the studies is presented in Table 3.  

 
Table 3. Overview of Studies I–IV in this thesis 

 

7.1 Settings 

7.1.1 Gothenburg Alcohol Research Project (GARP) 
The Gothenburg Alcohol Research Project (GARP) is an ongoing 
longitudinal study that examines the relationship between alcohol 
consumption and health among socially stable women and men with AUD. 

 Study I 
 

Study II Study III Study IV 

Study  
design 

Cross-sectional  
cohort  
 

Cross-sectional 
cohort 

Prospective,  
longitudinal  
cohort 

Prospective,  
longitudinal  
cohort 
 

Participants n = 338, men = 
252, women = 
86 
data from GARP 
 

n = 75, data from  
Kajsa project 

n = 75/59/57, 
data from Kajsa 
project 
 

n = 57, data from  
Kajsa project 

Data  
collection 

Structured  
interview: ASI 
Self-rating scales:  
SCL-90, TCI 

Structured  
interview: ASI, 
MINI 
Self-rating scales:  
CTQ-SF 

Structured 
interview: ASI, 
MINI 
Self-rating scales:  
AVI-R-2, CTQ-SF 

Structured 
interview: ASI, 
MINI 
Self-rating scales:  
AVI-R-2, CTQ-SF,  
OQ-45.2 
 

Data  
inclusion 

Treatment start Treatment start Treatment start 
End of treatment 
12 m f/u  
 

Treatment start 
End of treatment 
12 m f/u 

Primary  
outcome 

Early/late onset  
 

Age at onset 
 

Alcohol  
consumption  
 

Abstinence  

Main  
statistical 
method 

ANOVA Multivariable 
linear  
regression  

Non-parametric 
tests 

Univariable and 
multivariable  
logistic regression  
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The project focuses on psychobiological risk factors for developing, 
maintaining and predicting treatment outcome in patients with AUD. These 
patients were recruited from three treatment settings. Two of these study 
settings offer traditional 12-step treatment, one via outpatient treatment 
only and the other via inpatient treatment at the beginning and outpatient 
treatment afterwards. The third setting is a community outpatient treatment 
centre that offers psychodynamic therapy and relapse prevention both as 
individual and group therapy.  

7.1.2 Kajsa Centre 
Studies II, III and IV were performed at the Kajsa Centre, a treatment unit 
in Örebro County. The unit provides outpatient treatment for socially stable 
women with AUD, who are 25 years and older. The Kajsa Centre was 
founded to reduce the stigmatization of women seeking treatment and to 
facilitate help earlier in the development of AUD.  

At the Kajsa Centre, all patients are offered individually tailored 
treatment options based on recommendations from the Swedish National 
Board of Health and Welfare 103. During the first session, the patient is 
assessed with special emphasis on alcohol-related problems. The patients 
can continue with weekly individual sessions based on cognitive 
behavioural methods. These sessions include discussions about motivation, 
psychosocial problems and the function of alcohol in their present situation. 
Individual and group sessions focusing on relapse prevention are also 
available. A short period of inpatient detoxification can be offered. During 
the course of treatment, the patients also receive medical and, if necessary, 
psychiatric examinations by a physician. The unit also provides 
pharmacotherapy, psychotherapy and neuropsychiatric examination if the 
need arises. The treatment duration depends on the patient’s own wishes 
and needs in combination with the therapist’s assessment. 

In the Kajsa Centre setting, a longitudinal study was performed with the 
aim of increasing knowledge of AUD in socially stable women. The project 
focused on the impact of sociodemographic factors, childhood maltreat-
ment, personality characteristics, psychiatric symptoms and psychological 
functioning on the onset age of AUD and treatment outcome. 
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7.2 Procedure 

7.2.1 GARP 
Data for Study I were collected at the beginning of treatment, between 2004 
and 2010. The participants had to meet the DSM-IV inclusion criteria for 
alcohol abuse or AD 13. Patients were excluded if they had ongoing illicit 
drug dependence or severe psychiatric comorbidity. The participants were 
asked by the treatment staff to participate, and those who provided 
informed consent were interviewed by the researchers regarding their 
alcohol consumption and other important aspects of their lives. Patients 
were also administered several psychological and psychiatric self-rating 
tests. The project was approved by the Regional Ethical Review Board at 
the University of Gothenburg (No: 487-03).    

 

7.2.2 Kajsa Centre 
Patients were recruited between 2012 and 2015, and data were collected 
until 2017. Women fulfilling the DSM-IV criteria for alcohol abuse or AD 
13 were asked to participate by their treatment counsellor. Patients were 
excluded if they had ongoing illicit substance abuse or dependence. The 
Regional Ethical Review Board of Uppsala approved the study protocol 
(2012/020).  

The participants who provided informed consent were interviewed by the 
researcher or an additional interviewer (a student at the psychology 
program at Örebro University) at the start and end of treatment, and 12 
months after the end of treatment. At all three time points, the patients were 
administered several self-rating tests. 

Study II included only data from the start of treatment, whereas Studies 
III and IV included data recorded at the start of treatment, the end of 
treatment and at 12-month follow up.  

 

7.3 Participants 

7.3.1 GARP participants 
The sample consisted of 404 patients. Sixty-six patients were excluded for 
comorbid drug dependence (n = 11) and unfilled questionnaires (n = 55). 
The remaining study population was 338 patients (men; n = 252; women; 
n = 86; alcohol abuse; n = 33, alcohol dependence; n = 305). The 
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participants had a mean age of 48.1 years (range 21–71 years), 56% were 
cohabitating, the average level of education was 11 years, and 86% were 
employed. The majority of the analysis included 293 participants because 
of missing data on single questions in measurements. An attrition analysis 
showed no differences in mean age, age at onset or years of excessive alcohol 
consumption between those who fully responded to the instruments and 
those who did not. 

The participants were divided into two groups based on median age at 
onset of excessive alcohol consumption and differences affecting the onset 
ages of excessive alcohol use in men and women. Early onset was defined 
as age ≤35 years for men and ≤40 years for women, and late onset as ages 
>35 and >40 years, respectively. 

 

7.3.2 Kajsa Centre participants 
Of the 149 participants eligible for inclusion during the recruitment period, 
59 declined to participate, five dropped out of treatment before data 
collection, six were not invited to participate as a result of administrative 
errors, and four women did not complete the study questionnaires. The final 
study population consisted of 75 subjects, 69 being treated for AD and six 
for alcohol abuse. The participants had a mean age of 50.5 years (range 25–
72 years). Of the sample, 51% were cohabitating, the average level of 
education was 12.5 years, and 76% were employed. The median treatment 
time for the participants was 8 months (range, 1-36 months). At the end of 
treatment, 79% (n = 59) of the participants had completed the 
measurements. At the 12-month follow up, the completion rate was 76% 
(n = 57). (Figure 1).  

Attrition analyses showed that the participants who completed the 
measures at the end of treatment were significantly older (52.3 ± 10.9 years 
vs 43.6 ± 12.1 years, p = 0.007), and had a longer median duration of AUD 
(6 years [range, 0–32 years] vs 2 years [range, 0-30 years], p = 0.037) and a 
longer median treatment duration (9 months [range, 3–36 months] vs 4 
months [range, 1–24  months], p = 0.03) than patients who did not complete 
all measurements. At the 12-month follow up, there were no differences 
between participants who completed the study and those who dropped out.  
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Figure 1. Flow-chart of inclusion process and follow ups. 
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7.4 Instruments 

7.4.1 Addiction Severity Index (ASI) 
The ASI, a structured interview guide, was used in all four studies. It 
includes information from different life domains, such as family and social 
relationships, education, work, somatic and psychiatric symptoms, use of 
alcohol or other drugs, and legal problems. As a measurement, the ASI has 
good reliability and validity 139-141. 

 In Studies I–IV, the following domains of the interview were used: family 
relations, years of education and employment, and psychiatric symptoms. 
Study I also included questions about alcohol use, including the duration of 
excessive alcohol consumption. In Study I, the “period of time” variable 
was extended from the original 30 days in the ASI to 90 days because this 
time period was regarded as better describing the participant’s life situation.  
Questions were also added about weekly alcohol consumption during the 
previous year and the DSM-IV criteria of AD.  

In study II-IV, in addition to questions about parental alcohol and 
narcotic problems, a question about parental problems with prescribed 
drugs was added. This was obtained by the question ”Did your father 
and/or mother have severe problems with alcohol, narcotics and/or 
prescribed drugs”. An extra question was added about the participants’ own 
drinking goals which was dichotomized (abstinence/no abstinence) at the 
start and end of treatment and at 12-month follow up. This was obtained 
by the following question “What is your continued attitude towards your 
alcohol consumption”. An additional question about the participants’ views 
regarding the extent to which their alcohol habits had changed was also 
included at end of treatment and at 12- month follow up. They were asked 
“To what extent have you been able to change your alcohol use habits?” 
The answer was dichotomized to no /some change or as large change. 

7.4.2 Mini International Neuropsychiatric Interview (MINI) 
The MINI was performed to diagnostically assess psychiatric disorders 
according to the DSM-IV. This measurement has good psychometric 
properties, including high sensitivity and specificity, and good correlation 
with other instruments measuring psychiatric disorders 142, 143. In Studies II, 
III and IV, the domains of AUD and SUD were assessed. The age of AUD 
onset was defined as the age at which the participant first fulfilled the DSM-
IV criteria of AUD based on self-reporting and clinical records.  



FIDES SCHÜCKHER  Alcohol use disorder in socially stable women   
 

43 
  

7.4.3 Symptom Checklist 90 (SCL-90) 
The Symptom Checklist 90 (SCL-90), a self-administered measurement of 
90 items that assess physical and mental health symptoms during the 
previous 30 days, was used in Study I. In this instrument, the time interval 
was changed from the original 30 days to 90 days for the same reasons as 
the ASI in Study I. Each item was rated on a 5-point Likert scale, ranging 
from 0 (never) to 4 (very much). The items were combined into nine 
subscales: Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, 
Depression, Anxiety, Hostility, Phobic anxiety, Paranoid Ideation and 
Psychoticism, and a global index called the Global Severity Index (GSI). The 
SCL-90 has good psychometric properties concerning reliability and validity 
in Swedish populations 144. 

 

7.4.4 Temperament and Character Inventory (TCI) 
Study I also included the TCI, which describes the intensity of seven basic 
personality dimensions according to temperament and character theory 88. 
Temperament refers to automatic affective reactions to life events and is 
fairly heritable and stable throughout life. It comprises four subscales: 
Novelty-Seeking, Harm Avoidance, Reward Dependence and Persistence. 
Character refers to self-image and individual differences in goals and 
evaluations, which affect voluntary choices. Character is to some extent 
influenced by sociocultural learning and matures during life. Character 
includes the following subscales: Self-Directedness, Cooperativeness and 
Self-Transcendence. The instrument is based on 238 true/false statements. 
The test has shown good psychometric properties, with Cronbach’s alpha 
in most of the subscales between 0.75 and 0.84 (except Reward Depen-
dence, 0.62 and Persistence, 0.56) 145, 146. 

 

7.4.5 Childhood Trauma Questionnaire-Short Form (CTQ-SF) 
The Childhood Trauma Questionnaire-Short Form (CTQ-SF) was used in 
Studies II–IV. The CTQ-SF consists of 28 statements and captures five forms 
of childhood trauma: emotional abuse, physical abuse, sexual abuse, 
emotional neglect and physical neglect. All items were evaluated on a 5-
point Likert scale from 1 (never true) to 5 (very often true). For each 
subscale, a cut-off score for moderate-to-severe childhood trauma was used 
to determine whether or not the participant had a history of trauma. 
Validation was based on a reference group of Swedish female university 
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students 147. The CTQ-SF has shown good reliability and validity, except 
for physical neglect, which had a Cronbach’s alpha of 0.65 and was non-
homogeneous 147, 148. In Study II, all forms of abuse and neglect were 
evaluated. In Studies III and IV, only three forms of abuse (emotional, 
physical and sexual) were evaluated.  

7.4.6 Alcohol Habits Inventory-Revised 2 (AVI-R-2) 
The Alcohol Habits Inventory-Revised 2 is an instrument that focuses on 
subjective causes of drinking and alcohol-related complications 149, 150. 
Studies III and IV used only the questions concerning high alcohol 
consumption, which are the same items as in the Alcohol Use Disorder 
Identification Test 151. The weekly amount of alcohol intake was calculated 
using the frequency and the number of drinks  

7.4.7 Outcome Questionnaire (OQ-45.2) 
The Outcome Questionnaire (OQ-45.2), which was designed to follow 
three central domains (symptom distress, interpersonal functioning, and 
social performance) in mental health during treatment and to relate these 
domains to treatment outcome, was used in Study IV. The participants in 
Studies II–IV completed this questionnaire at the beginning of treatment, at 
the end of treatment and after a 12-month follow up. All 45 statements in 
the OQ-45.2 have five answer choices, ranging from 0 (never true) to 4 (very 
often true). The total score ranges between 0 and 180, with higher scores 
indicating a greater degree of distress. Total scores and subscale scores can 
be dichotomized, with scores above the cut-off indicating symptoms of 
clinical significance. This test has shown good reliability and validity, with 
high sensitivity to changes during treatment 152, 153.    

7.5 Statistics 
Categorical variables were reported as numbers and percentages and were 
compared using the Chi-square test or Fisher’s exact test, as appropriate. 
Continuous variables were reported as mean, standard deviation (SD), 
median, minimum and maximum. Normally distributed variables were 
compared using two-sample t-tests, and non-normally distributed variables 
were compared using Mann–Whitney U-tests.  
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Study I: Analysis of variance ANOVA was used to compare subscales on 
the SCL-90 and the dimensions of TCI as dependent variables and gender 
and early/late-onset age as covariates. 
Study II: A multivariable stepwise linear regression model was used. 
Sensitivity analyses and interaction analyses of collinearity were also 
performed. 
Study III: The Wilcoxon signed-rank test, Exact McNemar’s test, Mann–
Whitney U-test and Mantel-Haenszel Chi-square test were used for 
comparisons of intra-group and inter-group changes in alcohol 
consumption. 
Study IV: Univariable and multivariable logistic regression analyses were 
performed to identify factors predictive of abstinence at 12-month follow 
up. The significance level in the univariable logistic regression analyses  
was adjusted to 0.01 to reduce the risk of type I errors in multiple 
comparisons.

All other tests were two-sided, with a significance level of 0.05. 
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8. Ethical considerations
Participation in all studies was voluntary, and all participants provided 
informed consent. The participants were informed that they could withdraw 
from the study at any time without affecting their ongoing treatment. The 
protocol of each project was approved by the Regional Ethical Boards of 
the University of Gothenburg (Study I) and Uppsala University (Studies II–
IV). Study I was based on the GARP project, and the personal identity 
numbers used by the project were replaced with study-specific identification 
numbers that were anonymized to the researchers. The participants in 
Studies II–IV were patients at the Kajsa Centre. Personal data were stored 
according to the General Data Protection Regulation (2016/679) and were 
only accessible to researchers involved in the project. The participants 
received a study identification number that was used in datasets.  

In a clinical setting, patients can feel pressured into study participation if 
they are asked by their treating physician. One of the researchers in the 
studies performed at the Kajsa Centre was the clinical psychiatrist to some 
of the participants. To avoid this conflict of interest during enrolment, 
facility staff other than the researchers asked all eligible patients to 
participate in the project. In some cases, the structured interview was 
performed by an additional interviewer to further minimize overlap of 
researcher and clinical psychiatrist roles. 

Participation in the studies did not bring any immediate benefit to the 
patients. The interviews at the start of treatment, end of treatment and 12-
month follow up were extensive and focused on several potentially sensitive 
subjects (e.g., childhood trauma). The topics included in the interviews 
could be perceived as intrusive, but the interviews and self-assessment scales 
could provide patients an increased understanding of their own problems.  
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9. Results

9.1 Study I 
This study examined excessive alcohol consumption based on gender and 
onset age. As expected, the age at onset of excessive alcohol consumption 
was significantly lower in the early than in the late-onset group (26.6 ± 6.4 
years vs 46.6 ± 7.5 years, p = 0.001). Median duration of excessive alcohol 
use was also longer in the early than in the late-onset group (14.0 years 
[range, 0–43 years] vs 7.0 years [range, 0–30] years, p = 0.001).  

The rate of employment was significantly lower (79.1% vs 88.0%, p = 
0.043), the mean age at onset significantly older (39.8 ± 11.5 years vs 35.8 
± 12.3 years, p = 0.011), the duration of excessive alcohol consumption 
significantly shorter (5.0 years [range, 0–43 years] vs 10.0 years [range, 0–
40 years], p = 0.001), and the median pure alcohol intake per week 
significantly lower (399 ml [range, 85–2506 ml] vs 560 ml [range, 55–5040 
ml], p = 0.001) in women than in men. Within the early-onset group, the 
rate of employment was significantly lower in women than in men (73% vs 
89%, p < 0.02), whereas, within the late-onset group the rate of 
cohabitation was lower in women than in men (45% vs 64%, p < 0.03). 

The early-onset group reported significantly more distress in all subscales 
of the SCL-90 than the late-onset group. In addition, the scores on the Harm 
Avoidance and Self-Transcendence subscales of the TCI were significantly 
higher in the early-onset than in the late-onset group, whereas the scores on 
Self-Directedness, Cooperativeness and Reward Dependence were 
significantly lower in the early-onset than in the late-onset group (Tables 4 
and 5).  

There were few differences between men and women. Men scored 
significantly higher on depression and anxiety symptoms than women, 
whereas women had significantly higher scores on Persistence than men. 
Only Self-Transcendence showed an interaction between gender and onset. 
In the early-onset group, women reported significantly higher Self-
Transcendence scores than men (M= 55.8 vs 49.9, p = 0.01; t test) and than 
women in the late-onset group (M = 55.8 vs 47.3, p = 0.001; t test) (Tables 
4 and 5).  
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Table 4. Comparison of data from Symptom Checklist-90 (SCL-90) 
between early/late onset of excessive alcohol drinking and between men and 
women. Data are presented as Mean (SD), test statistics from ANOVA with 
early/late onset, gender as covariates. 
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9.2 Study II 
In this study, 68% of the participants reported at least one type of childhood 
trauma, and 48% reported more than one type. About 20% met the 
threshold for one subtype of trauma and about 15% experienced two types. 
The percentage of participants experiencing three, four and five subtypes of 
trauma were 11%, 12% and 11%, respectively. Emotional neglect was 
reported by 52% of participants, followed by emotional abuse (40%), 
physical abuse (37%), physical neglect (35%), and sexual abuse (19%). 

This study found that fewer patients with a history of emotional abuse 
were cohabitating (36.7% vs 60%, χ2 = 3.921, p = 0.048), and they more 
often reported having experienced depression than participants without a 
history of emotional abuse (80.0% vs 57.8%, χ2 = 4.000, p = 0.046). In 
addition, fewer patients with than without physical neglect were cohabiting 
(34.6% vs 59.2%, χ2 = 4.102, p = 0.043). Women with a history of 
emotional abuse (33.3 % vs 11.4%, χ2 = 5.327, p = 0.021), physical abuse 
(32.1% vs 13.0%, χ2 = 3.929, p = 0.047) and sexual abuse (50.0% vs 
13.3%, Fisher’s exact test, p = 0.002) were significantly more likely to have 
a mother with a history of alcohol and/or substance use problems. 
Moreover, subjects with a history of physical neglect were significantly 
more likely to have a father with alcohol and/or substance use problems 
(57.7% vs 29.2 %, χ2 = 5.758, p = 0.016). 

The mean age at AUD onset was 43.1 ± 12.7 years. Onset of AUD was 
significantly earlier, by 7–10 years, in patients with a history of emotional 
abuse (38.0 ± 13.4 years vs 46.6 ± 12.0 years, p = 0.003, t = 3.032), sexual 
abuse (34.6 ± 10.8 years vs 45.1 ± 12.4 years, p = 0.005, t = 2.908) and 
multiple trauma (39.6 ± 12.7 years vs 46.5 ± 12.0 years, p = 0.018, t = 
2.423) than those without these experiences. There were no significant 
differences in age of AUD onset in patients subjected to the other types of 
childhood maltreatments. Onset of AUD was significantly earlier in patients 
with mothers who had alcohol and/or substance use problems than among 
those without mothers with such problems (35.2 ± 10.4 years vs 45.5 ± 12.3 
years, p = 0.004, t = 2.979). This association was not observed in patients 
having fathers with alcohol and/or substance use problems. Multivariate 
linear regression analysis showed that a history of emotional abuse (beta = 
-7.44, SE = 2.83, adjusted p = 0.010) and a mother with alcohol and/or
substance use problems (beta = -7.87, SE = 3.45, adjusted p = 0.026) were
significant independent predictors of an earlier age of AUD onset. These
two predictors explained 18.9% of the variance in age at AUD onset.
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9.3 Study III 
In Study III, patients were dichotomized as having or not having at least one 
of three types of childhood abuse (emotional, physical and sexual). This 
change was motivated by the small sample size and because Study II found that 
childhood abuse had a more severe impact than childhood neglect (Figure 2). 
 
 
Figure 2. Flow-chart of inclusion process and follow up in relation to 
childhood abuse (emotional, physical, sexual). 
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About 51% of the patients described a history of childhood emotional, 
physical and/or sexual abuse, with 23%, 11% and 17% meeting the criteria 
for one, two and three types of abuse, respectively. Groups were defined as 
those with or without a history of childhood abuse. Sociodemographic 
factors, psychiatric symptoms, parental alcohol/substance use problems and 
alcohol-related variables did not differ between these two groups. Age at 
onset of AUD was earlier in patients with than without a history of 
childhood abuse (40.2 ± 13.8 years vs 46.2 ± 10.9 years, p = 0.042), but 
treatment duration did not differ significantly. 

At the end of treatment, both groups showed significant intra-group 
improvements in grams of pure alcohol consumed per week and risk-
drinking, but there were no significant inter-group differences. About 32% 
of the abused patients and 11% of the non-abused patients did not abstain 
from risk-drinking. At the 12-month follow up, both groups showed 
significant reductions in grams of pure alcohol consumed per week and risk-
drinking, compared with baseline, but the non-abused group showed 
significantly greater improvements than the abused group in both grams of 
pure alcohol consumed per week (p = 0.001) and risk-drinking (p < 0.01). 
At the 12-month follow up, 37% of the abused group but 0% of the non-
abused group reported risk-drinking (p < 0.001). 

    The group with a history of childhood abuse showed no significant 
improvements in abstinence at the end of treatment and at the 12-month 
follow up compared with the start of treatment. The group without a 
history of childhood abuse showed significant intra-group improvements at 
both endpoints. The percentage of abstinent individuals differed 
significantly in the non-abused and abused groups at both the end of 
treatment (39% vs 13%, Fisher’s exact test, p = 0.035) and at the 12-month 
follow up (56% vs 13%, Fisher’s exact test, p = 0.002; Table 6).  



FIDES SCHÜCKHER  Alcohol use disorder in socially stable women   
 

53 
  

Table 6. Intra- and inter-group comparisons of change in alcohol consump-
tion between the start and end of treatment and at 12-month follow up, as 
measured according to three outcome measures1 

 

9.4 Study IV  
Similar to Study III, patients in Study IV were dichotomized as having or 
not having the three forms of abuse (emotional, physical and sexual), with 
abuse having the same definitions as in Study III. 

At the 12-month follow up, 75.9% of the participants reported large 
improvements in their alcohol habits, including 33.3% who reported 
abstinence and 47.4% who reported low-risk drinking. By contrast, only 
19.3% reported risk-drinking.  
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Univariable analysis showed that significant predictors of reported 
abstinence at the 12-month follow up were not having a history of 
childhood abuse (odds ratio [OR], 8.13; 95% confidence interval [CI], 
2.22–29.75; p = 0.002) and the participant’s own goal of abstinence at 
the end of treatment (OR, 15.17; 95% CI, 3.45–66.69, p < 0.001).  

A significantly higher percentage of the participants without than with a 
history of childhood abuse reported abstinence at the 12-month follow up 
point (56% vs 13%, p = 0.002). More participants without than with a 
history of childhood abuse had a goal of abstinence from drinking at the 
end of treatment (58.3% vs 25.0%, Fisher’s exact test, p = 0.023). Of those 
patients who had a goal of abstinence at the end of treatment, 62% reported 
reaching this goal at the 12-month follow up. In comparison, 61% of those 
who had low-risk drinking as an end-of-treatment goal reported reaching 
this goal at the end of follow up. However, a significantly lower percentage 
of participants with abstinence than with low-risk drinking as an end-of-
treatment goal reported risk-drinking at the 12-month follow up evaluation; 
5% compared to 29% (p < 0.001). 

Other factors examined, including sociodemographic factors, alcohol-
related measures, psychiatric problems, psychological functioning, goal at 
the start of treatment and changed alcohol habits, did not predict abstinence 
at 12-month follow up. 

A stepwise logistic regression analysis that included variables at the start 
of treatment with p-values <0.10 on univariate analyses (i.e., childhood 
abuse, paternal alcohol/substance use problems, years of AUD) showed that 
not having experienced childhood abuse was the only independent predictor 
of abstinence at 12-month follow up (OR = 8.13; 95% CI, 2.22–29.75; p = 
0.002) with an area under the curve (AUC) of 0.74. Paternal 
alcohol/substance problems did not reach the significance level (p= 0.052).  

Moreover, a stepwise logistic regression model of variables registered 
both before and at the end of treatment showed that abstinence as an end 
of treatment goal was the only independent predictor of abstinence at 12 
months (OR = 15.17; 95% CI, 3.45–66.69; p < 0.001; AUC = 0.80).  



FIDES SCHÜCKHER  Alcohol use disorder in socially stable women  55 

10. Discussion

10.1 Scientific considerations 
This thesis examines gender disparities in age of AUD onset, psychiatric 
symptoms and personality. Although there were many similarities between 
men and women, we also found important gender differences. Women were 
older than men at age of onset and progressed faster from excessive drinking 
to seeking treatment, in agreement with previous studies 24, 44, 48. In this 
participant population, the women showed what has been called a 
telescoping effect.  

There were more differences between subjects with early and late onset 
of excessive alcohol consumption than there were between genders. The 
Study I participants with earlier age of onset had significantly more 
psychiatric symptoms and more personality trait problems than those with 
later onset, despite the participants being socially stable individuals. This 
finding, of more psychiatric symptoms in subjects who were younger at 
onset of excessive alcohol consumption, was in line with a study in 
inpatients 38 but contrasted with a study that found no differences in 
psychiatric symptoms between early, late and very late-onset groups 
36. This discrepancy may be due to differences in study populations, 
in that participants in the latter study were from a specialized inpatient 
detoxification unit for elderly patients. People with an earlier age of onset 
and with more severe problems may not live to an older age, or their 
psychiatric or personality problems may gradually diminish with age. 
The results of Study I contribute to evidence supporting the relationship 
between early onset of AUD and severe psychiatric symptoms, even 
among socially stable participants. 

Although the Study I scores for Self-Directedness and Cooperativeness 
were within the normal range, these scores were significantly lower in the 
early than in the late-onset group. Lower scores may suggest more immature 
personality traits, including difficulties in regulating behaviour based on 
goals and in perceiving, tolerating and accepting other individuals. The 
findings from Study IV highlight the impact of chosen treatment goals on 
treatment outcome. Having a goal of abstinence at the end of treatment 
resulted in significantly lower rates of risk-drinking at the 12-month follow 
up than a goal of low-risk drinking. This finding agrees with results showing 
that low scores on Self-Directedness, Cooperativeness and Persistence were 
associated with poorer treatment outcome 92.  
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Study II examined the childhood environmental factors that influenced 
the age of AUD onset in socially stable women seeking treatment for AUD. 
Women who had experienced emotional abuse, sexual abuse, multiple types 
of childhood maltreatment, or had a mother with alcohol and/or substance 
use problems were 7–10 years younger at onset of AUD than those without 
these factors. Emotional abuse and a mother with alcohol and/or substance 
use problems were independent predictors of an earlier onset of AUD.  

Studies II–IV highlighted the importance of childhood maltreatment, 
especially emotional abuse, in socially stable women with AUD. Childhood 
maltreatment was associated with an earlier age at AUD onset and less 
effective treatment outcome, as shown by alcohol consumption. Moreover, 
childhood abuse was an important variable associated with treatment 
outcome at 12-month follow up. These findings should be viewed in the 
light of studies that have yielded conflicting results on the association 
between childhood maltreatment and AUD 56, 62. The most consistent 
finding suggests, however, that such an association is especially strong for 
females 56, 61, 67. 

 Childhood maltreatment can lead to a child becoming sensitized to 
threatening stimuli because of their experience with anger and negative 
emotions in the family setting. This experience may also explain their risk 
for developing anxiety and aggression. Such children also exhibit difficulties 
in recognizing and understanding others’ emotions, which are important 
skills for social interactions. Difficulty in recognizing and understanding 
others’ emotions can increase the risk for depressive or aggressive 
behaviours. Childhood maltreatment can lead to reduced responsiveness to 
reward relative to non-abused individuals. Reduced reward responsiveness 
can be an additional risk factor for depression 57.  

Childhood maltreatment can lead to the development of psychological 
suffering, which can be associated with pathological drinking outcome. 
Whether this pathway is causal remains unknown. People with a history of 
childhood maltreatment may use alcohol as a coping strategy; alternatively, 
their alcohol use can be mediated by other conditions like depression or by 
multiple pathways 66, 69, 78.  

Studies III and IV showed good treatment outcome, as determined by 
alcohol consumption, in participants with no history of childhood abuse 
(e.g., emotional, physical, sexual), especially at the 12-month follow up. 
Although women with a history of childhood abuse may show and maintain 
improvement during the course of treatment, they may also have trouble 
maintaining these effects once treatment is completed, perhaps because of a 
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loss of support by the treatment team. People with a history of childhood 
maltreatment often experience less social support during their lifetimes than 
non-maltreated individuals, which could partially explain their high rates of 
psychiatric problems. High levels of social support have been shown to 
decrease the amount of psychopathology to the same levels as in non-
maltreated children or adults 57. Examining whether a focus on social 
support improves treatment outcome in women with AUD and a history of 
childhood maltreatment is important.   

The most substantial change after treatment in Study III was the 
proportion of abstainers, in that there was no statistically significant 
improvement in the abused group at the end of treatment or at 12-month 
follow up. The group without childhood abuse had statistically significant 
improvements, with a high proportion of abstainers. Study IV also showed 
that significantly fewer women with than without a history of childhood 
abuse reported a goal of abstinence at the end of treatment. Women with a 
history of childhood maltreatment may use alcohol as a coping strategy to 
reduce the psychopathological effects of earlier trauma. They may therefore 
find it difficult to completely abstain from alcohol because they will lose a 
coping strategy that they have learned to use to meet the challenges in life. 
This interpretation suggests that abstinence is a bigger step for women with 
than without a history of childhood maltreatment.  

In the Kajsa Centre studies (Studies II–IV), the overall prevalence of 
childhood maltreatment (including abuse and neglect) was in line with other 
studies of women with AUD 70, 78.  

Among the participants in Studies II–IV, 20% had a mother and 39% 
had a father with substance use problems, especially alcohol. Studies II and 
IV demonstrated the parental impact on the development of AUD and how 
parental substance use problems may predict treatment outcome. The 
findings from Study II add to evidence showing that maternal but not 
paternal alcohol and/or substance use problems predict earlier onset of 
AUD. These findings are also in agreement with studies showing that 
maternal AUD has a greater impact on female offspring than paternal AUD 
98, 100. By contrast, one study found that parental AUD had only a modest 
effect on offspring after controlling for genetic and environmental factors 
154. The impact of maternal alcohol and/or substance use problems on the
age of AUD onset in women may be explained by the stronger influence of
mothers, based on their dominant roles as caregivers. Also, daughters may
identify with their mothers and copy their drinking behaviour. This is in line
with other studies 100, 155. The association of paternal alcohol and/or
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substance use problems with abstinence in women after 12 months of follow 
up (Study IV) could be explained by the wish of the participants to distance 
themselves from the problems of their fathers. This interpretation also 
requires further investigation.  

Study IV highlighted the importance of having a goal of abstinence by 
the end of treatment on follow up outcome. Treatment may enhance a 
patient’s ability to define abstinence as a goal. In this female population, a 
goal of abstinence at the end of treatment significantly predicted abstinence 
at the 12-month follow up. This finding is in line with previous studies 134,

137, whereas other studies have found that a goal of abstinence at the start 
of treatment was a predictor of treatment outcome 116, 135, 136. 

 Although both groups in Study IV largely reached their goals by the 12-
month follow up, risk-drinking at follow up was more frequent in the group 
with an end-of-treatment goal of low-risk drinking rather than abstinence. 
In agreement with other work 131, this finding suggests that a goal of 
abstinence remains the safest drinking-related outcome. Factors like low 
self-esteem, self-efficacy and coping strategies can also affect treatment 
outcome and goals, but this topic is beyond the scope of this thesis. 

Psychologic functioning at the start and end of treatment (i.e., psychiatric 
symptoms of distress, interpersonal relations and social roles) did not affect 
abstinence at the 12-month follow up (Study IV). Although surprising, this 
finding may arise from the study population, which consisted of socially 
well-adjusted women; nonetheless, it agrees with previous studies 156, 157. 

10.2 Methodological considerations 

10.2.1 General considerations 
All four studies were quantitative and naturalistic in origin. Study I 
consisted of a mixed-gender population with a cross-sectional approach, 
whereas Studies II–IV consisted of women only. Study II used a cross-
sectional approach, and Studies III and IV used a longitudinal and 
prospective approach. A cross-sectional design prevents examination of 
causal relationships, but the prospective designs of Studies III and IV 
permitted an association over time.  

As the overall aim of this thesis was to study treatment-seeking socially 
stable women with AUD, we concentrated on patients in a women-only 
treatment unit (Studies II–IV). Although the mixed-gender population in 
Study I could provide information about gender differences, we chose not 
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to integrate data from the Kajsa Centre and the GARP populations, partly 
because different rating scales were used and the treatment environments 
differed. Because this work focused on a homogeneous group, its findings 
may not be applicable to other populations. 

    The studies relied partly on retrospective assessments, for example, of 
alcohol consumption and childhood maltreatment, and such assessments 
have inherent risks of recall bias and subjectivity. Self-reports of childhood 
maltreatment have a high likelihood of underestimating what happened 56, 
but the interviews and questionnaires used are well-established instruments 
with good psychometric properties. 

In Studies II–IV, we examined environmental factors such as parental 
alcohol and/or substance use problems and childhood maltreatment, but we 
cannot rule out the effects of other environmental or genetic factors on the 
results. AUD is approximatively 50% heritable, with no gender differences. 
Environmental factors contribute to the familial accumulation of AUD 99. It 
was not possible to examine other environmental and heritable risk factors 
with these data. 

 

10.2.2 Specific considerations 
Study I consisted of a large clinical sample that enabled investigation of 
clinical issues. This study was the only one in this thesis with a mixed-gender 
population. It consisted of fewer women than men, a common phenomenon 
in clinical studies of AUD. The makeup of this study population is also in 
line with a lower proportion of women seeking treatment for AUD 108, 109. 
The sample size of women was nonetheless sufficient to find gender 
disparities, but the occurrence of type 2 errors cannot be entirely ruled out. 

A limitation of this study was the selection of the age cut-off to define 
early versus late onset of excessive alcohol consumption. The cut-off was 
based on a median split per gender, which can make it difficult to compare 
results across studies. This cut-off procedure, however, does account for 
gender disparities in the age at onset of excessive alcohol use. 

Study II consisted of treatment-seeking women. A limitation was the 
relatively small sample size (n = 75). However, this sample size is in line 
with similar clinical studies concerning women and AUD 69, 70. The study 
moreover had enough statistical power to show significant predictors of age 
at AUD onset. We used binary variables instead of summary scores for the 
different childhood maltreatments, with the results remaining significant 
using a correlation analysis of the continuous variable summary scores. We 
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also controlled for collinearity of the two independent predictors, emotional 
abuse and maternal alcohol and/or substance use problems, of earlier age at 
AUD onset. 

Studies III and IV were limited by the small sample size and dropout 
rates of 21% by the end of treatment and 24% at the 12-month follow up. 
Dropout rates of this size are common in clinical studies. Furthermore, 
power analyses in both studies showed that the samples were sufficient in 
size. Also, in Study IV the significance level in the univariable logistic 
regression was adjusted to p = 0.01 to prevent the risk of false positive 
results (type I errors) due to multiple comparisons. 

Attrition analyses at the end of treatment showed that the women who 
stayed in the study were older, had longer duration of AUD, and were 
treated for a longer period of time. This may suggest that younger patients 
with shorter duration of AUD were more likely to drop out from the study. 
There were, however, no differences between the participants who 
completed the study and those who dropped out at 12 months. 

10.3 Clinical implications 
Men consumed more pure alcohol per week than women (Study I), which 
is in line with other studies 24. The alcohol consumption of women can be 
mistaken as low and insignificant despite their susceptibility to alcohol-
related problems, which can lead to less attention given to their AUD. This 
discrepancy is important to keep in mind when women express concern 
about their alcohol consumption when seeking help.  

Women scored significantly higher on the Persistence personality trait 
than men, which could indicate increased endurance in treatment and fewer 
relapses. Previous studies report few or no gender differences in treatment 
outcome, but measurements of differences showed better outcome in 
women 112. Because comparatively few women seek treatment 112, it could 
be important to facilitate opportunities for women to seek help for AUD. 

The findings from this thesis indicate that patients with earlier onset of 
AUD could benefit from additional support that focuses on psychiatric 
symptoms and personality characteristics. As previously discussed, certain 
personality traits could negatively affect the outcome of AUD treatment and 
impede the relationship between therapist and patient. Helping these types 
of patients focus on their sense of helplessness, find long-term goals and 
work towards acceptance may be important.     
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In Study I, women in the late-onset group scored significantly lower on 
Self-Transcendence than women in the early-onset group. A low degree of 
Self-Transcendence indicates that an individual is more controlling, 
unimaginative and materialistic, and has difficulty adapting, particularly 
with advancing age 88. This personality trait could be an additional 
explanatory variable for the development of late-onset AUD in women and 
could inform treatment strategies to ease adaption problems caused by 
environmental circumstances.  

The findings from Studies II–IV highlight the clinical importance of 
sexual, physical and emotional abuse in the treatment of women with AUD. 
Reduced levels of trust and emotion regulation are more likely in individuals 
with than without a history of childhood abuse. Reduced trust and emotion 
regulation could impair the relationship between patient and counsellor and 
the treatment outcome of women with AUD 158. Additional support for 
emotion regulation and trust during counselling could improve treatment 
results. As previously discussed, more social support in the form of an 
extended follow up may be necessary in women with a history of childhood 
abuse.  

Although participants largely reached their goals at the 12-month follow 
up, the group with an end-of-treatment goal of abstinence reported less risk-
drinking than the group with a goal of low-risk drinking. This finding 
demonstrates the importance of motivation during treatment. Individuals 
who have more difficulties maintaining low-risk drinking, may be helped by 
motivational interventions, to set abstinence as a goal. 

Because maternal alcohol and/or substance use problems pose a risk for 
AUD in offspring, it is also important to offer support to women who are 
parents themselves.  
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Summary in Swedish 
Studier visar att skillnaden mellan mäns och kvinnors alkoholkonsumtion 
har minskat de senaste decennierna. Kvinnors ökande alkoholkonsumtion 
är en bidragande orsak. En förklaring kan vara en ökad jämlikhet mellan 
könen, där kvinnor oftare arbetar utanför hemmet, är mer finansiellt 
oberoende än tidigare och att dryckesnormerna för kvinnor har blivit mer 
tillåtande. Faktorer som kan påverka kvinnors alkoholproblematik och 
behandlingsutfall är bland annat psykiatriska tillstånd, framför allt 
depression och ångest, personlighetsegenskaper, barndomstrauman, 
föräldrars missbruksproblem samt eget behandlingsmål. 

Alkoholbrukssyndrom hos kvinnor med en stabil social situation, vilket 
innefattar arbete, familj och bostad, studeras sällan. Oftast studeras de 
tillsammans med män med alkoholbrukssyndrom och/eller kvinnor med 
mer uttalade sociala, psykiatriska och drogrelaterade problem. Denna 
avhandling avser att utöka kunskapen kring denna specifika och växande 
grupp. 

Det övergripande syftet med avhandlingen var att studera socialt stabila 
kvinnor som sökte behandling för sitt alkoholbrukssyndrom med avseende 
på övergrepp i barndomen, sociodemografiska faktorer, psykiatriska 
symtom, personlighetsvariabler, psykologiskt fungerande och alkohol-
relaterade mått. Dessa faktorer sattes i relation till debutålder i 
alkoholbrukssyndrom och till behandlingsutfall. Vidare undersöktes vilka 
faktorer som skulle kunna förutsäga nykterhet ett år efter avslutad 
behandling. 

Avhandlingen består av fyra kvantitativa studier. Den första studien 
baseras på data vid behandlingsstart från Gothenburg Alcohol Research 
Project (GARP) som undersökte socialt stabila män och kvinnor i 
behandling för alkoholbrukssyndrom. Studie II-IV utgår från data som är 
insamlad på Kajsamottagningen i Örebro, en mottagning för socialt stabila 
kvinnor med alkoholbrukssyndrom. Deltagarna i Kajsa-studien undersöktes 
vid behandlingens början, behandlingsavslut och 12 månader efter avslutad 
behandling. Deltagarna i GARP och Kajsa-studien intervjuades med ASI 
(patienter från Kajsamottagningen även med MINI) och deltagarna fick 
även besvara ett antal olika självskattning formulär. 

Resultaten från studie I visade att kvinnor som sökte behandling för 
alkoholbrukssyndrom hade en senare debut av hög alkoholkonsumtion, en 
kortare tid av missbruk samt konsumerade mindre mängd ren alkohol 
jämfört med män i samma situation. Individer med en tidigare debut av hög 
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alkoholkonsumtion uttryckte mer psykiska besvär jämfört med individer 
med senare debut och beskrev symptom tydande på en mer omogen 
personlighet. Kvinnor med en senare debut av hög alkoholkonsumtion 
beskrev sig som mer kontrollerande, fantasilösa och materialistiska jämfört 
med kvinnor med tidigare debut i hög alkoholkonsumtion.  

Av de kvinnor som deltog i Kajsa-studien rapporterade 68 % att de varit 
utsatta för någon form av barndomstrauma (emotionella, fysiska eller 
sexuella övergrepp, emotionell eller fysisk försummelse) och 48 % hade 
varit utsatta för mer än ett trauma. Studie II visade att patienter som varit 
utsatta för emotionella eller sexuella övergrepp i barndomen samt de som 
rapporterade två eller fler trauman, hade signifikant lägre debutålder i 
alkoholbrukssyndrom (7-10 år tidigare) jämfört med de utan respektive 
trauma. Patientens debutålder var även signifikant lägre (ca 10 år) om 
mamman hade alkohol- eller drogproblem. Att ha varit utsatt för 
emotionella övergrepp i barndomen eller att ha en mamma med alkohol- 
eller drogproblem var oberoende prediktorer för en tidigare debut av 
alkoholbrukssyndrom.  

I studie III undersöktes eventuella skillnader i behandlingsutfall vid 
alkoholbrukssyndrom för kvinnor som varit utsatta för övergrepp i 
barndomen (emotionella, fysiska, sexuella) eller ej. Behandlingsutfallet 
mättes som förändring i alkoholkonsumtion från start till behandlings-
avslut samt vid 12 månaders uppföljning. Vid behandlingsavslut 
förbättrades bägge grupperna signifikant utan någon skillnad avseende 
konsumtion av ren alkohol per vecka och riskdrickande. Däremot var 
signifikant färre nyktra i gruppen som utsatts för barndomstrauman. Vid 
12-månaders uppföljning visade gruppen som upplevt övergrepp i 
barndomen sämre behandlingsresultat, mätt både som konsumtion av ren 
alkohol per vecka, risk-drickande och nykterhet jämfört med kvinnor som 
inte utsatts för övergrepp. Fler kvinnor utan övergrepp i barndomen 
uppnådde nykterhet vid 12-månaders uppföljning jämfört med utsatta 
kvinnor (56 % jämfört med 13 %).  

Slutligen undersöktes i studie IV faktorer som kunde förutsäga nykterhet 
vid 12-månaders uppföljning hos socialt stabila kvinnor. I studien 
undersöktes sociodemografiska faktorer, alkoholrelaterade mått (t.ex. 
debutålder, år med missbruk, behandlingstid och mängd konsumerad 
alkohol), psykiatriska symptom, psykologiskt fungerande, individens 
behandlingsmål och egen uppfattning om ändrade alkoholvanor. Studien 
visade att majoriteten av deltagarna nådde sina mål (nykterhet alternativt 
lågriskdrickande) vid 12-månaders uppföljning, men att gruppen som hade 
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nykterhet som mål vid behandlingsavslut uppvisade ett signifikant lägre 
antal individer med riskdrickande (5 % respektive 29 %). Den enda 
oberoende faktorn före behandling som kunde förutsäga nykterhet vid 12-
månaders uppföljning var avsaknad av barndomsövergrepp. När både 
faktorer före och efter behandling analyserades befanns patientens eget mål 
att vara fortsatt nykter vid behandlingsavslut vara den enda oberoende 
faktorn som kunde förutsäga nykterhet vid 12-månaders uppföljning.  

I avhandlingen visas att kvinnor har en lägre alkoholkonsumtion jämfört 
med män, vilket kan leda till missuppfattningen att kvinnor har mindre 
missbruksproblem, trots kunskapen om deras ökade sårbarhet för 
alkoholrelaterade skador. Detta är en viktig aspekt att vara uppmärksam 
på när kvinnor söker hjälp för alkoholproblem. 

I avhandlingen visas också att patienter med en tidigare debut av hög 
alkoholkonsumtion kan ha nytta av ett utökat stöd kring psykiska besvär 
och personlighetsrelaterade problem. Kvinnor med sen debut som har mer 
kontrollerande drag med risk för svårigheter att anpassa sig till förändringar 
skulle kunna ha mer utbyte av stöd i att hantera situationer som utvecklas 
med stigande ålder. 

Barndomstrauman bör identifieras under behandling av alkoholbruks-
syndrom och patienter med sådan historia bör erbjudas ytterligare stöd i 
form av psykoterapeutiska metoder med bland annat inriktning på 
emotionell reglering. Denna grupp kan även vara i behov av en längre tids 
behandling jämfört med patienter utan barndomstrauman. Då många 
kvinnor i behandling av alkoholbrukssyndrom har egna barn, visar denna 
avhandling även på vikten att i behandlingen stödja kvinnorna i föräldra-
rollen.   

Även om ett lågriskdrickande kan vara ett alternativt mål för patienter, 
visar avhandlingen att patientens eget mål om fortsatt nykterhet vid 
behandlingsavslut ger bästa behandlingsresultat. Under behandlingen bör 
fokus läggas på förändring av individens eget mål till nykterhet, framför allt 
om patienten haft upprepade återfall i riskdrickande.  
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