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What Is a TIP?

Treatment Improvement Protocols (TIPs) are developed by the Center for Substance Abuse
Treatment (CSAT), part of the Substance Abuse and Mental Health Services Administration
(SAMHSA) within the U.S. Department of Health and Human Services (HHS). Each TIP involves
the development of topic-specific best-practice guidelines for the prevention and treatment of
substance use and mental disorders. TIPs draw on the experience and knowledge of clinical,
research, and administrative experts of various forms of treatment and prevention. TIPs are
distributed to facilities and individuals across the country. Published TIPs can be accessed via the
Internet at http://store.samhsa.gov.

Although each consensus-based TIP strives to include an evidence base for the practices it
recommends, SAMHSA recognizes that behavioral health is continually evolving, and research
frequently lags behind the innovations pioneered in the field. A major goal of each TIP is to convey
“front-line” information quickly but responsibly. If research supports a particular approach,
citations are provided. When no citation is provided, the information is based on the collective
clinical knowledge and experience of the consensus panel.
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Foreword

The Substance Abuse and Mental Health Services Administration (SAMHSA) is the agency
within the U.S. Department of Health and Human Services that leads public health efforts to
advance the behavioral health of the nation. SAMHSA’s mission is to reduce the impact of sub-
stance abuse and mental illness on America’s communities.

The Treatment Improvement Protocol (TIP) series fulfills SAMHSA’s mission to improve preven-
tion and treatment of substance use and mental disorders by providing best practices guidance to
clinicians, program administrators, and payers. TIPs are the result of careful consideration of all
relevant clinical and health services research findings, demonstration experience, and implementa-
tion requirements. A panel of non-Federal clinical researchers, clinicians, program administrators,
and patient advocates debates and discusses their particular area of expertise until they reach a
consensus on best practices. This panel’s work is then reviewed and critiqued by field reviewers.

The talent, dedication, and hard work that TIPs panelists and reviewers bring to this highly partici-
patory process have helped bridge the gap between the promise of research and the needs of practic-
ing clinicians and administrators to serve, in the most scientifically sound and effective ways, people
in need of behavioral health services. We are grateful to all who have joined with us to contribute to
advances in the behavioral health field.

Pamela S. Hyde, J.D.
Administrator
Substance Abuse and Mental Health Services Administration

H. Westley Clark, M.D., J.D., M.P.H., CAS, FASAM
Director

Center for Substance Abuse Treatment

Substance Abuse and Mental Health Services Administration

Foreword XV



Executive Summary

Executive Summary

Clinicians and program administrators are increasingly aware of

the important differences between men and women with regard to
the physical effects of substance use and the specific issues related

to substance use disorders. They are also recognizing that these
differences have an impact on treatment—that gender does make

a difference. When women’s specific needs are addressed from the
outset, improved treatment engagement, retention, and outcomes are
the result.

This TIP endorses a biopsychosociocultural framework based

on clinical practice and research centered on women. By placing
emphasis on the importance of context, many topics examine the
role of factors that influence women’s substance use from initiation
of use to engagement of continuing care treatment services, i.e.,
relationships, gender socialization, and culture. The knowledge and
models presented here are grounded in women’s experiences, built on
women’s strengths, and based on best, promising, or research-based
practices. The primary goal of this TIP is to assist substance abuse
treatment providers in offering effective, up-to-date treatment to
adult women with substance use disorders.

The TIP is organized into eight chapters. The following section
summarizes the content of each chapter to present an overview of this
publication.

Creating the Context

The consensus panel for this TIP proposes that substance abuse
treatment for women be approached from a perspective that
encompasses the contexts of women’s lives. These contexts include

a woman’s social and economic environment; her relationships with
family, extended family, and support systems; and the impact of
gender and culture. As a framework to explore women’s substance
use disorders, treatment needs, and treatment approaches, this TIP
adopted two systemic models: Bronfenbrenner’s ecological model
and CSAT’s Comprehensive Substance Abuse Treatment Model for
Women and Their Children. Both models endorse the relevance
and influence of multisystems and their bidirectional influence upon
women’s lives.
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What makes gender an important clinical issue
in substance abuse treatment? Are there gender
differences in the development and pattern of
substance use disorders? Do these differences
warrant specific treatment approaches? To
date, there is considerable evidence denoting
that gender differences do exist, and these
differences begin with early risk factors for
substance use and extend throughout the
course of treatment and recovery. Grounded
in research, this TIP begins with unique
biopsychosocial and developmental issues

of women that create or intensify gender
differences across the continuum of care.
Knowledge of these unique factors is essential
for treatment providers to fully understand the
contexts of women’s lives and their needs.

Based on the premise and knowledge that
women are biopsychosocially unique in ways
that are relevant to substance use, substance
use disorders, and substance abuse treatment,
this consensus panel endorses core principles for
gender responsive treatment for women, such
as—

* Acknowledging the importance as well as
the role of the socioeconomic issues and
differences among women.

® Promoting cultural competence specific to
women.

e Recognizing the role as well as the
significance of relationships in women’s lives.

¢ Addressing women’s unique health concerns.

* Endorsing a developmental perspective.

® Attending to the relevance and influence of
various caregiver roles that women often
assume throughout the course of their lives.

® Recognizing that ascribed roles and
gender expectations across cultures affect
societal attitudes toward women who abuse
substances.

* Adopting a trauma-informed perspective.

e Using a strengths-based model for women’s
treatment.

® Incorporating an integrated and
multidisciplinary approach to women’s
treatment.

® Maintaining a gender responsive treatment
environment across settings.

xviii

® Supporting the development of gender
competency specific to women’s issues.

Patterns of Use: From
Initiation to Treatment

Numerous factors influence the reasons for
initiation of substance use among women, and

a number of these factors are more prevalent
among women than men. Women often report
that stress, negative affect, and relationships
precipitate initial use. In fact, women are often
introduced to substance use by a significant
relationship such as boyfriend, family member,
or close friend. Though genetics also may be a
significant risk factor for women, more research
supports familial influence—a combination of
genetic and environment effects. Less is known
about familial influence of illicit drugs, but
parental alcohol use increases the prevalence of
alcohol use disorders among women by at least
50 percent. Family of origin characteristics play
a role too. Exposure to chaotic, argumentative,
and violent households, or being expected to
take on adult responsibilities as a child, are
other factors associated with initiation and
prevalence of substance use disorders among the
female population.

Women are significantly influenced by
relationships, relationship status, and the
effects of a partner’s substance abuse. Women
dependent on substances are more likely to have
partners who have substance use disorders.

At times, women perceive shared drug use

with their partner as a means of connection

or of maintaining the relationship. Often,
rituals surrounding drug use are initiated by

a male partner, and women bear more risk in
contracting HIV/AIDS and hepatitis by sharing
needles or having sexual relationships with men
who inject drugs. Relationship status similarly
influences use and potential development of
substance use disorders. Marriage appears
protective, whereas separated, never married,
or divorced women are at greater risk for use
and the development of substance use disorders.
Relationship influence does not stop at the

point of treatment entry; relationships also
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significantly influence treatment engagement,
retention, and outcome among women.

Other risk factors associated with initiation

of use and the prevalence of substance use
disorders include sensation-seeking, symptoms
of depression and anxiety, posttraumatic stress
and eating disorders, and difficulty in regulating
affect. Women with a history of trauma,
including interpersonal and childhood sexual
abuse, are highly represented in substance abuse
samples. In addition, sociocultural issues play a
significant role across the continuum beginning
with enhanced risk for substance use. Degree

of acculturation, experiences of disecrimination,
and socioeconomic status are prominent risk
factors from the outset but continue to influence
women’s substance use, health status, treatment
access, and help-seeking behavior.

Among women, six patterns of substance use
clearly emerge from empirical data. First,

the gender gap is narrowing for substance use
across ethnicities, particularly among young
women. Second, women are more likely to be
introduced to and initiate substance use through
significant relationships, while marital status
appears to play a protective role. Third, women
accelerate to injecting drugs at a faster rate

than men, and rituals and high-risk behaviors
surrounding drug injection are directly
influenced by significant relationships. Fourth,
women’s earlier patterns of use (including age of
initiation, amount, and frequency) are positively
associated with higher risks for dependency.
Next, women are more likely to temporarily
alter their pattern of use in response to caregiver
responsibilities. And last, women progress faster
from initiation of use to the development of
substance-related adverse consequences.

Substance use is not as prevalent among women
as it is among men, but women are as likely as
men to develop substance use disorders after
initiation. Women who are pregnant are likely to
reduce or remain abstinent during pregnancy;
however, continued use is associated with a wide
range of issues and effects—from less prenatal
care to potential irreparable harm to the child
from fetal exposure. Among those entering treat-
ment, women are more likely to report drug use
as the main reason for admission.
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Physiological Effects of Alcohol,
Drugs, and Tobacco on Women

Women develop substance use disorders in

less time than men. Some factors that either
influence or compound the physiological effects
of drugs and alcohol include ethnicity, health
disparity, socioeconomic status, developmental
issues, aging, and co-occurring conditions.
Although research on the physiological

effects of alcohol and illicit drugs on women

is limited and often inconclusive, significant
differences have been found in the way

women and men metabolize alcohol. Women
have more complications and more severe
problems from alcohol use than do men, and
these complications and problems develop
more rapidly. This phenomenon is known as
“telescoping.” Complications include liver
disease and other organ damage; cardiac-related
conditions such as hypertension; reproductive
consequences; osteoporosis; cognitive and other
neurological effects; breast and other cancers;
and greater susceptibility and progression of
infections and infectious diseases, including

HIV/AIDS and hepatitis C virus (HCV).

Although many physiological effects of licit and
illicit drugs have not been well studied, research
has shown that abuse of substances such as
stimulants, opioids, and some prescription
(e.g., anxiolytics, narcotic analgesics) and
over-the-counter (e.g., laxatives, diuretics,
diet pills) drugs causes adverse effects on
women’s menstrual cycles and gastrointestinal,
neuromuscular, and cardiac systems, among
others. With regard to nicotine use, women
who smoke increase their risk of lung cancer.
Currently, cancer is the second leading cause
of death among women, with mortality rates
higher for lung cancer than breast cancer.
Other physiological consequences of tobacco
use include, but are not limited to, increased
risks for peptic ulcers, Crohn’s disease, estrogen
deficiencies, strokes, and atherosclerosis.
Women who smoke are more likely to have
chronic obstructive pulmonary disease and
coronary heart disease.

Women who use alcohol, drugs, or tobacco
while pregnant or nursing expose their fetuses
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or infants to these substances as well. The most
thoroughly examined effect of alcohol on birth
outcomes is fetal alcohol syndrome, which
involves growth retardation, central nervous
system and neurodevelopmental abnormalities,
and craniofacial abnormalities. Alcohol and
drug use by pregnant women is associated with
many complications, including spontaneous
abortion, prematurity, low birth weight,
premature separation of the placenta from the
uterine wall, neonatal abstinence syndrome,
and fetal abnormalities. Likewise, women who
are pregnant and use tobacco are more likely to
deliver premature and low birth weight infants.

Screening and Assessment

Understanding the extent and nature of

a woman'’s substance use disorder and its
interaction with other areas of her life is
essential for accurate diagnosis and successful
treatment. This understanding can be acquired
through screening and assessment. Screening is
typically a brief process for identifying whether
certain conditions may exist and usually involves
a limited set of questions to establish whether

a more thorough evaluation and referral(s)

are needed. Sociocultural factors—ethnicity,
culture, acculturation level, language, and
socioeconomic status—are particularly
relevant in screening and assessment selection,
in determining the appropriateness of the
instruments, and in interpreting the subsequent
results. Sociocultural and socioeconomic
characteristics of the client can affect testing
expectations and behavior of both the
counselor and client during the screening and
assessment process; e.g., the client’s distrust and
subsequent reluctance in the testing process or
the counselor’s expectation that a woman with
lower socioeconomic status will have a positive
screening for alcohol or drug use.

For women, general alcohol and drug screening
that determines current or at-risk status for
drug and alcohol use during pregnancy is
essential. However, healthcare professionals
sometimes overlook the necessity of drug

and alcohol screening for older, Asian, and/

XX

or middle- and upper-class women who are
pregnant. Screening is more likely based

on preconceived beliefs concerning greater
prevalence of substance abuse among women
from diverse ethnic groups. Counselors and
intake personnel may also alter their behavior
when working with diverse populations, such as
eye contact, body language, and communication
styles, that ultimately affect clients’ responses
and trust in the screening process.

Other screenings involve the determination of
co-occurring risks, conditions, or disorders,
including general mental disorders, mood

and anxiety disorders, risk of harm to self

or others, history of childhood trauma and
interpersonal violence, and eating disorders.
Considering women’s likely involvement with
health care providers, screening for substance
use and abuse should be a standard practice.
Yet, the implementation of screening, regardless
of setting, is only as good as the protocol in
providing feedback, referral, and follow-

up. Screening is not an intervention. What
makes the difference is how a woman’s positive
endorsement of screening questions leads to
feedback, referral, further assessment, and
intervention, if warranted.

The difference between scereening and
assessment is that assessment examines

several domains in a client’s life in detail so
that diagnoses can be made for substance use
disorders and possible co-occurring mental
disorders. Assessment is an ongoing process

in which the counselor forms an increasingly
clearer picture of the client’s issues, how they
can best be addressed, and how the client is
changing over time. An assessment interview,
such as a structured psychosocial interview,

an unstructured psychosocial and cultural
history, and/or the Addiction Severity Index,
needs sufficient time to complete. The degree
to which it is possible or advisable to probe in
depth in different areas of functioning depends
on the individual issues, the needs of the woman,
the complexity of her issues, and the level

of rapport between the client and clinician.
Equally important, assessment processes should
explore coping styles, strengths, and available
support systems. An assessment process would
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not be complete without a health assessment and
medical examination.

In sum, screening and assessment for women
must be approached from a perspective that
allows for and affirms cultural relevance and
strengths. Whenever possible, instruments that
have norms established for specific population
groups should be used. Counselors’ sensitivity to
the clients’ cultural values and beliefs, language,
acculturation level, literacy level, and emotional
ability to respond facilitates the assessment
process and helps women engage in treatment.

Treatment Engagement,
Placement, and Planning

Women face many obstacles and challenges

in engaging in treatment services: lack of
collaboration among social service systems,
limited options for women who are pregnant,
lack of culturally congruent programming,
few resources for women with children, fear
of loss of child custody, and the stigma of
substance abuse. On one hand, intake personnel
and counselors can help women tackle and
overcome personal barriers to treatment (such
as issues of motivation and shame); yet, on the
other hand, programming and administrative
policies must address obstacles surrounding
program structure, interagency coordination,
and service delivery to improve treatment
engagement. In recent years, more effective
engagement strategies have been implemented.
Outreach services, pretreatment intervention
groups, and comprehensive and coordinated
case management can effectively address the
numerous barriers and the array of complex
problems that women often express in their role
as caregivers.

Treatment placement decisions are based not
only on the woman’s individual needs and

the severity of her substance use disorder but
also on the treatment options available in the
community, her financial circumstances, and
available healthcare coverage. To determine
treatment placement, the American Society

of Addiction Medicine’s Patient Placement
Criteria, Second Edition Revised (ASAM’s PPC-
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2R), are used widely, and the levels determined
by these criteria are useful to standardize
treatment placement. To date, empirical
literature supporting specific placement criteria
for women is limited. The treatment levels
suggested by the consensus panel and supported
by ASAM criteria include pretreatment or
early intervention; detoxification; outpatient
treatment; intensive outpatient treatment
(IOT); residential and inpatient treatment;

and medically managed, intensive inpatient
treatment. Specific placement criteria must also
account for pregnancy, child placement, and
children services. Treatment services for women
must extend beyond standard care to address
specific needs for women, pregnant women, and
women with children such as medical services,
health promotion, life skills, family- and child-
related treatment services, comprehensive and
coordinated case management, and mental
health services.

When clients participate fully in decisions
related to treatment, they are more likely to
understand the process and develop realistic
expectations of treatment. Active involvement

of clients in all aspects of treatment planning
and placement significantly contributes to both
recovery and empowerment and is essential to
the development of meaningful, effective services
for women.

Substance Abuse Among
Specific Population Groups
and Settings

Women who are of different racial and ethnic
groups, different sexual orientations, in the
criminal justice system, living in rural areas,
older, and who speak languages other than
English are among the population groups that
may experience unique challenges that affect
their substance use or abuse and its treatment.

The risk for substance abuse and its
consequences and optimal processes for
treatment and recovery differ by gender,
race, ethnicity, sexual orientation, and other
factors. The complex interplay of culture and
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health—as well as the influence of differing
attitudes toward, definitions of, and beliefs
about health and substance use among cultural
groups—affects the psychosocial development of
women and their alcohol, drug, and tobacco use
and abuse. Women’s risks for substance abuse
are understood best in the social and historical
context in which the influences of gender, race
and ethnicity, education, economic status, age,
geographic location, sexual orientation, and
other factors converge. Understanding group
differences across segments of the population of
women is critical to designing and implementing
effective substance abuse treatment programs
for women.

Training helps staff members recognize the
individual and group strengths and resiliency
factors that can assist women from diverse
identity groups in recovery. These include
beliefs regarding health care and substance
abuse; the value the individual or identity group
places on family and spirituality; the effects of
group history on current behaviors; how women
are socialized in a particular culture; and the
flexibility of gender norms, communication
styles, rituals, the status of women, the stigma
the group or individual faces, and attitudes
toward self-disclosure and help-seeking
behavior.

Substance Abuse
Treatment for Women

Gender does not appear to predict retention

in substance abuse treatment. Women are

as likely as men to stay in treatment once
treatment is initiated. Factors that encourage a
woman to stay in treatment include supportive
therapy, a collaborative therapeutic alliance,
onsite child care and children services, and
other integrated and comprehensive treatment
services. Sociodemographics also play a role

in treatment retention. Studies suggest that
support and participation of significant others,
being older, and having at least a high school
education are important factors that improve
retention. Criminal justice system or child
protective service involvement also is associated
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with longer lengths of treatment. Women are
more likely to stay in treatment if they have had
prior successful experiences in other life areas
and possess confidence in the treatment process
and outcome. Although pregnancy may motivate
women in initiating treatment, studies suggest
that pregnant women do not stay in treatment
as long and that retention may be significantly
affected by stage of pregnancy and the presence
of co-occurring psychiatric disorders.

Limited research is available highlighting
specific therapeutic approaches for women
outside of trauma-informed services. In recent
years, more attention has been given to effective
women’s treatment programming across systems
with considerable emphasis on integrated care
and the identification of specific treatment
issues and needs for women. Gender specific
factors that influence the treatment process

and recovery evolve around the importance of
relationships, the influence of family, the role of
substance use in sexuality, the prevalence and
history of trauma and violence, and common
patterns of co-occurring disorders. Among
women with substance use and co-occurring
mental disorders, diagnoses of posttraumatic
stress and other anxiety disorders, postpartum
depression and other mood disorders, and
eating disorders are more prevalent than among
men who are in treatment for substance use
disorders. Consequently, clinical strategies,
treatment programming, and administrative
treatment policies must address these issues to
adequately treat women. Likewise, women often
need clinical and treatment services tailored

to effectively address pregnancy, child care,
children services, and parenting skills.

Recovery Management
and Administrative
Considerations

Empirical data suggest that women are as likely
as men to attend continuing care services.
Transition from a more intensive level of care
to less intensive services has proven to be
challenging for all clients, but evidence suggests
that women will continue with services if they
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stay within the same agency and/or effort
is made to connect them to the new service
provider prior to transition.

Gender does not consistently predict treatment
outcome. For example, women have comparable
abstinent rates with men and are as likely to
complete treatment. Even so, women are more
likely to have positive treatment outcomes in the
following ways: less incarceration, higher rates
of employment, and more established recovery-
oriented social support systems. Women and
men do not differ in relapse rates. It is more
likely that individual characteristics hold the
key in determining who may be a greater risk
for relapse. However, there is a delineation

of the types of risks and triggers that make
women versus men more vulnerable to relapse,
and women exhibit different emotional and
behavioral responses during and after relapse.
Women report more interpersonal problems and
strong negative affect, including symptoms of
depression, severe traumatic stress reactions to
early childhood trauma, and low self-worth, as
precipitants of relapse. They also display a lack
of coping skills, greater difficulty in severing
their connections with individuals who use, and
a failure in establishing new recovery-oriented
friends. Conversely, women who relapse are
more likely to seek help and have shorter
relapse episodes.
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Other considerations in providing treatment

to women involve programmatic and
administrative issues. First, full participation
of clients as partners in treatment is important,
and both the program and client will benefit

if they are involved in program development
and serve in an advisory capacity. Programs
will likely improve the quality of services and
clients will benefit from an increase in self-
efficacy, the attainment of specific skills, and a
reduced stigma from substance abuse treatment.
Gender-responsive treatment involves a safe
and non-punitive atmosphere, where staff hold
a hopeful and positive attitude toward women
and show investment in learning about women’s
experiences, treatment needs, and appropriate
interventions. Administrators need to invest

in staff training and supervision and show a
commitment to training beyond immediate
services. Training should include other social
and healthcare facilities and personnel within
the community to enhance awareness, identify
women with substance use disorders, and
increase appropriate referrals. As research,
programming, and clinical experience expand
along gender lines in substance abuse treatment,
clinicians and administrators alike will have
considerable opportunities in adapting new
standards of care for women.
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1 Creating the Context

Overview

Women with substance use disorders have unique biopsychosocial
needs that should be addressed if their treatment is to be successful.
This TIP examines the current state of women’s substance abuse
treatment needs, approaches, and experience; highlights promising
strategies and best practices for treatment counselors working with
female clients; and explores evidence-based research and clinical
issues that affect treatment for women. The primary goals of this TIP
are to help substance abuse treatment counselors and administrators
provide effective treatment for women and to assist clinicians in
equipping their female clients with the tools they need to maintain
recovery.

Following is an introduction to many of the themes and issues
discussed in greater depth in later chapters. This chapter presents a
guiding framework for treatment of women who have substance use
disorders. It highlights the multiple contexts of women’s lives and
treatment issues, provides gender responsive principles of treatment,
and presents the unique biopsychosocial needs that characterize

the issues women face in treatment. The chapter concludes with a
discussion on guidelines for readers and definitions of terms and
concepts used in this TIP.

Creating the Context

According to the Substance Abuse and Mental Health Services
Administration’s (SAMHSA’s) National Survey on Drug Use and
Health (NSDUH), 6.2 percent of females ages 12 and older were
classified with substance dependence or abuse in 2004, but only
0.9 percent of females received treatment in 2004 (SAMHSA 2005).



The medical, social, emotional, and financial
consequences and costs of these disorders to
women’s families and society are enormous.

By and large, women with substance use
disorders must find a way to support themselves
and their children, often with little experience
or education and few job skills. They frequently
have to overcome feelings of guilt and shame
for how they treated their children while
abusing substances. When a woman becomes
pregnant, her motivation to seek treatment

may rise greatly. However, pregnancy itself can
be a barrier to treatment because substance
abuse treatment programs are not always able
to admit pregnant women or to provide the
services required, such as medically indicated
bed rest, transportation to prenatal care, and
nutritious meals (Jessup et al. 2003). Some
women fear the negative consequences that will
result if their substance abuse becomes known.
In many States, pregnant and parenting women
can be reported to child protective services, lose
custody of their children, or be prosecuted for
using drugs. On top of additional healthcare
needs, substance use during pregnancy confers
stigma and shame, which may create another
challenge in treatment.

A high proportion of women with substance

use disorders have histories of trauma, often
perpetrated by persons they both knew and
trusted. A woman might have experienced
sexual or physical abuse or witnessed violence
as a child. She may be experiencing domestic
violence such as battering by a partner or

rape as an adult (Finkelstein 1994; Young and
Gardner 1997). These traumas contribute to the
treatment needs for women.

The societal stigma toward women who abuse
substances tends to be greater than that toward
men, and this stigma can prevent women from
seeking or admitting they need help. Women
who use alcohol and illicit drugs often have
great feelings of shame and guilt, have low levels
of self-esteem and self-efficacy, and often are
devalued or disliked by other women. These
feelings make it difficult for women to seek

help or feel that they deserve to be helped—
creating yet more treatment needs that must be
addressed. Gender role expectations in many

cultures result in further stigmatization of
substance use; additional challenges face women
who are of color, disabled, lesbians, older, and
poor.

Over the last decade, women with substance use
disorders have increasingly been the subject of
scientific study. Studies have explored the effects
of alcohol and illicit drugs on pregnancy in
greater detail, best practices in substance abuse
treatment for women, the impact of trauma

and the need for trauma-informed services,
and the importance of incorporating a gender
responsive framework. More recently, research
is burgeoning in the area of outcome variables,
relapse prevention, women and child services,
and specific treatment approaches. This TIP
seeks to help the substance abuse treatment
system lower barriers, improve treatment, and
assist clinicians in providing their female clients
with the tools needed to maintain recovery.
Improved collaboration within the current
system of health care and social services will
result in more comprehensive and responsive
care for women in recovery.

Sociocultural Context

The consensus panel for this TIP approached
substance abuse treatment for women from

a perspective that encompasses the multiple
contexts of women’s lives. This TIP provides

a systemic framework for looking at women
with substance use disorders, and uses
Bronfenbrenner’s ecological model (1989),
where women are engaged in multisystems and
relationships that maintain a bidirectional
influence—the systems and relationships
influence the woman with a substance use
disorder and the woman, along with the

impact of her substance use, influences her
relationships and the systems that interact with
her. Figure 1-1 depicts a woman as the center of
a circle, surrounded by other concentric rings.

Each ring represents a different system with
the closest adjacent ring representing her most
immediate relationships—the microsystem.
The following ring, the mesosystem, represents
the interrelationships between her immediate
relationships and systems; e.g. the interaction
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between her family and school, the potential
influence or conflict between her substance using
peer group and her family. Next, the exosystem
represents larger systems that directly influence
the woman but where the woman has no direct
active role; e.g., county funding for treatment or
State and Federal laws pertaining to sentencing
or child protective services. The macrosystem

is the largest system that involves cultural

values and beliefs, gender socialization, political
ideologies, etc. Each system is influenced by
chronology, or life events. These events, either

normative or non-normative individual events

at specific developmental periods or historical
events, can have significant impact and influence
on further development, treatment needs and
recovery, and ultimately interactions among all
systems.

Using a systems approach is appropriate
regardless of gender, yet it is a vital framework
for understanding women’s treatment needs
and the impact of substance use on their
relationships and caregiving roles. Consistent
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with Bronfenbrenner’s model, this TIP uses
SAMHSA’s Center for Substance Abuse
Treatment’s (CSAT’s) Comprehensive Substance
Abuse Treatment Model for Women and

Their Children as the keystone in addressing
women’s treatment needs and services. Figure
1-2 highlights the four broad interrelated
elements of CSAT’s comprehensive model of
care including clinical treatment services,
clinical support services, community support
services, and cultural competence. For more
in-depth information about this model, refer to
Appendix B. This model is an update of a model
published in 1994 in Practical Approaches in
the Treatment of Women Who Abuse Alcohol and
Other Drugs (CSAT 1994a).

Gender Responsive
Treatment Principles

The principles articulated by the consensus
panel, which serve as the TIP’s conceptual
framework, are explained below. Each principle
is derived from research that highlights the
distinctive characteristics and biopsychosocial
issues associated with women in general and
specific to women with substance use disorders.

¢ Acknowledge the importance and role
of socioeconomic issues and differences
among women. Biological, cognitive—
behavioral, and psychological dimensions
of women’s substance use and abuse should
be framed in their socioeconomic contexts

Figure 1-2
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including, but not limited to, employment,
educational status, transportation, housing,
literacy levels, and income.

Promote cultural competence specific

to women. Treatment professionals and
staff must understand the worldviews and
experiences of women from different ethnic
and cultural backgrounds, as well as the
interaction among gender, culture, and
substance use to provide effective substance
abuse treatment. In addition, effective
treatment will depend equally on attention
and sensitivity to the vast diversity among
the female population, including overlapping
identities of race, class, sexual orientation,
age, national origin, marital status, disability,
and religion.

Recognize the role and significance

of relationships in women’s lives. The
relational model recognizes the centrality of
relationships or connections in women’s lives
and the importance of those relationships
with respect to alcohol, tobacco, and drug
use. While substance use may initially play
an integral role in making or maintaining
connections in relationships, the relational
approach views the development of substance
use disorders as a “disconnection” and
stresses the development and repair of
connections to others, oneself, one’s beliefs,
and one’s culture as critical for recovery.
The relational model takes a family-focused
perspective, using a broad definition of
family as those individuals a woman views

as her significant support system. In this
model, a woman’s children are included in
her treatment, and prevention and treatment
services must be provided directly to her
children and family.

e Address women’s unique health concerns.

Women possess distinctive risk factors
associated with onset of use, have greater
propensity for health-related consequences
from drug and alcohol consumption, exhibit
higher risks for infectious diseases associated
with drug use, and display greater frequency
of various co-occurring disorders. Moreover,
women who abuse substances are more

likely to encounter problems associated with
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reproduction, including fetal effects from
substance use during pregnancy, spontaneous
abortion, infertility, and early onset of
menopause. Substance abuse treatment needs
to address women’s unique health concerns
throughout the course of treatment.
Endorse a developmental perspective.

In general, women experience unique life
course issues. Specific to women who abuse
substances, these life course issues, along
with developmental milestones, impact their
patterns of use, engagement in treatment,
and recovery. Substance use and abuse affect
women differently at different times in their
lives. It is important to consider age-specific
and other developmental concerns starting
with the assessment process and continuing
through continuing care and long-term
recovery.

Attend to the relevance and influence

of various caregiver roles that women
often assume throughout the course

of their lives. Regardless of substance
abuse, women are more likely to assume
primary caregiving responsibilities for

their children, grandchildren, parents, and
other dependents. These roles may heavily
influence a woman’s willingness to seek help
for substance abuse, and also may interfere
with her ability to fully engage in the
treatment process or to adhere to treatment
recommendations.

Recognize that ascribed roles and gender
expectations across cultures affect societal
attitudes toward women who abuse
substances. Whether or not a woman neglects
her roles as a caregiver, engages in alcohol
or drug-induced sexual activity, continues

to use despite pregnancy, or uses sex to
secure her next supply of drugs or alcohol,
women with substance use disorders are
significantly stigmatized by societal attitudes
and stereotypes of women who drink and use
drugs. As a result, women may experience
feelings of shame associated with their use
and the consequences of their use.

Adopt a trauma-informed perspective.
Current and past violence, victimization,
and abuse greatly affect many women



who abuse alcohol and drugs. Substance
abuse treatment approaches need to help
women find safety, develop effective coping
strategies, and recover from the effects of
trauma and violence.

Utilize a strengths-based model for
women’s treatment. A strengths-based
approach builds on the woman’s strengths
and uses available resources to develop

and enhance resiliency and recovery skills,
deepen a sense of competency, and improve
the quality of her life. These strengths

may include personality traits, abilities,
knowledge, cultural values, spirituality, and
other assets; while resources may involve
supportive relationships, environments, and
professional support.

Incorporate an integrated and
multidisciplinary approach to women’s
treatment. Treatment needs to integrate
current knowledge, research, theory,
experience, and treatment models from
diverse disciplines critical to understanding
women and substance abuse treatment.

In addition to incorporating and blending
information from the mental health, women’s
health, and social and behavioral sciences
fields, treatment providers must network
and collaborate with other agencies to
provide comprehensive case management and
treatment planning to address the complexity
of biopsychosocial and cultural issues that
women may exhibit throughout treatment.
Maintain a gender-responsive treatment
environment across settings. Effective
treatment for women begins with a
collaborative environment that is nurturing,
supportive, and empowering. Women with
substance use disorders are more likely

to remain in a treatment setting that feels
familiar and safe, includes their children,
utilizes proactive case management, and
fosters the development of supportive
relationships across the continuum of care.
Support the development of gender-
competency specific to women’s issues.
Administrative commitment and vigilance

is needed to ensure that staff members

are provided gender-specific training and

supervision to promote the development of
gender competency for women.

Women'’s Biopsychosocial
Uniqueness

There is notable evidence to suggest that gender
does make a difference. Whether examining risk
factors to relapse potential, biological aspects to
psychological issues, or treatment engagement
to attrition rates, empirical evidence suggests
that gender differences do exist in substance use
disorders. For women, unique biopsychosocial
and developmental issues create or intensify
these differences, which require specific
treatment needs across the continuum of care of
substance use disorders.

This TIP is based on the premise that women
are biopsychosocially unique in ways relevant
to substance use, substance use disorders, and
the treatment of these disorders. Specifically,
this TIP takes the following position: There
are biopsychosocial factors that may affect

a significant proportion of women across

the continuum of substance abuse services.
The knowledge of these factors will likely
assist the substance abuse counselor in better
understanding and responding to the treatment
needs of female clients.

Not only do women face numerous obstacles to
entering and remaining in treatment, they also
have specific needs while in treatment. Some
obstacles stem from the frequently low economic
status of women, the likelihood that they are
custodial parents, the greater incidence of
trauma and violence in female clients, and the
societal stigma of substance abuse.

Additional treatment needs stem from a
greater incidence of co-occurring mental
disorders among female clients, and the
growing realization that women respond better
to treatment approaches that are supportive
rather than confrontational and that promote
relationships and positive connections among
other clients in recovery and treatment
providers.
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Supported by research, this section highlights
the biopsychosocial uniqueness of women

and the impact that these characteristics may
have on the onset of use, the development and
progression of substance abuse and dependence,
and the treatment of substance use disorders.
The unique biopsychosocial characteristies

are divided into three segments: biological and
psychological, social, and developmental. This
section does not focus on specific populations or
on biopsychosocial, cultural, or developmental
issues that are common in both men and women.

Biological and Psychological

Differences between women and men in
genetics, physiology, anatomy, and sociocultural
expectations and experiences lay the
foundation—that women have unique health
concerns related to substance use disorders as
well as elevated risk for certain co-occurring
physical and mental issues or disorders. This
segment highlights and outlines the unique
physiological and psychological issues that need
attention across the continuum of care.

1. Women have different physical responses
to substances.

Women have different physical responses to
substances and typically display a quicker
progression from initial use to the development
of health-related problems (Antai-Otong 2006;
Mann et al. 2005). Women become intoxicated
after drinking smaller quantities of alcohol than
men. For women who drink, they are affected
more by alcohol consumption due to higher
blood alcohol concentrations, proportionately
more body fat, and a lower volume of body
water to dilute alcohol.

Women develop substance use disorders and
health-related problems in less time than do
men, and this effect is known as telescoping.
While research has studied the differences

in metabolism with alcohol intake, studies
highlighting gender differences with illicit drugs
is limited (Brady and Ashley 2005; Greenfield
and O’Leary 2002; Sherman 2006). A few
preliminary studies (Katz et al. 2004) have
identified perceptual differences between men
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and women asserting that women report more
intense or positive effects; yet findings across
studies are inconclusive. Chapter 3 of this
TIP provides a review of physical responses to
substance use, beginning with the factors that
influence these reactions including, but not
limited to, ethnicity, acculturation, and aging.

2. Women with substance use disorder have
greater susceptibility to as well as earlier
onset of serious medical problems and
disorders.

In general, women develop alcohol-related
physical health problems at lower doses and
over shorter periods of time than do men. Less
evidence is available on gender differences
regarding the effects and health consequences of
other illicit drug use, but women also appear to
have higher rates of health problems resulting
from other substances (Sherman 2006). From
moderate to heavy use, drugs and alcohol
consumption increase specific health risks and
physical disorders among women.

Alcohol consumption significantly increases

risk for breast and other cancers (Bagnardi

et al. 2001; Key et al. 2006; Tiemersma et al.
2003), osteoporosis in premenopausal women
(Sampson 2002), peripheral neuropathy,

and cognitive impairments (Flannery et

al. 2007; Sohrabji 2002). Overall, women
develop cirrhosis and heart muscle and nerve
damage with fewer years of heavy drinking in
comparison to men. Likewise, illicit drug use is
associated with greater risk for liver and kidney
diseases, bacterial infections, and opportunistic
diseases. Chapter 3 presents an overview of the
physiological effects and consequences of alcohol
and drug use, including nicotine, among women.

3. Women who abuse substances have specific
health issues and medical needs related to

gynecology.

Routine gynecological care is fundamental to
the prevention or early detection of a variety
of serious health problems among women with
substance use disorders, including cervical,
breast, and other cancers; HIV/AIDS; and
other infectious diseases. Evidence supports
the havoc substances play on reproductive



processes, such as the role of heavy alcohol use
on infertility and drug use on menstrual cycles
(Lynch et al. 2002; Reynolds and Bada 2003;
Tolstrup et al. 2003). Even though gynecological
concerns are frequently one of the main health
concerns identified by women in substance abuse
treatment, many young and low-income women
have never had a gynecological examination.
Moreover, women over 40 with substance use
disorders are less likely to have received a
mammogram than other women of similar age
(Carney and Jones 2006). Refer to chapter 3 for
more information on gynecological consequences
related to substance use disorders.

4. In treating women of childbearing age who
have a substance use disorder, pregnancy is
a significant concern.

Women who are abusing or are dependent on
alcohol or other drugs may not realize they are
pregnant. At times, women may mistakenly
associate early signs of pregnancy as symptoms
related to use or withdrawal from substances.
Often, women who are pregnant and using
alcohol and illicit drugs do not begin prenatal
care until well into their pregnancies. Some of
the most negative effects of substance use on the
developing embryo can occur in the first weeks
of pregnancy.

Adequate prenatal care often defines the
difference between routine and high-risk
pregnancy and between good and bad pregnancy
outcomes. Timely initiation of prenatal care
remains a problem nationwide, and it is
overrepresented among women with substance
use disorders. In part, the threat of legal
consequences for using during pregnancy and
limited substance abuse treatment facilities
(only 14 percent) that offer special programs
for pregnant women (SAMHSA 2007) are key

obstacles to care.

Numerous medical concerns can result from
substance use during pregnancy as well as from
detoxification and the medications used to treat
substance use disorders. Thus, identification,
comprehensive case management, and integrated
services are essential in addressing these
significant threats. The following chapters

provide information on negative consequences
of alcohol and drug use during pregnancy
(chapter 3), specific screening questions and
tools (chapter 4), engagement strategies and
programming for pregnant women (chapter 5),
and retention and review of treatment issues
and needs for pregnant women with substance
use disorders, including co-occurring disorders
(chapter 7).

5. Women who abuse substances are more
likely than other women to have co-
occurring disorders.

In general, women with substance use disorders
are more likely to meet diagnostic criteria for
mood disorders specific to depressive symptoms,
agoraphobia with or without panic attacks,
posttraumatic stress, and eating disorders
(Hudson et al. 2007; Piran and Robinson 2006;
Tolin and Foa 2006). For women, literature
suggests that the onset of psychiatric disorders
is apt to precede substance use disorders. For
instance, women who experience depression
are more prone to develop alcohol problems
after their first depressive episode (Caldwell et
al. 2002; Wang and Patten 2002). Chapter 2 of
this TIP addresses risk factors for substance
use disorders, including the role of other
psychological disorders. Chapter 4 offers
screening tools to help counselors identify the
need for further assessment due to presenting
psychological symptoms. Chapter 7 identifies
treatment needs and strategies for the more
prevalent psychological symptoms and disorders
among women with substance use disorders,
including trauma, posttraumatic stress and
other anxiety disorders, and mood and eating
disorders.

6. Women who have substance use disorders
are more likely to have been physically
or sexually traumatized and subjected to
interpersonal violence.

A high proportion of women with substance
use disorders have histories of trauma, often
perpetrated by persons they both knew and
trusted. These women may have experienced
sexual or physical abuse, domestic violence,
or witnessed violence as a child. Studies have

Creating the Context



consistently found that rates of sexual abuse

in both childhood and adulthood are higher

for women than for men, and that a lifetime
history of sexual abuse ranges from 15 to 25
percent (Leserman 2005; Tjaden and Thoennes
1998). Similarly, prevalence of lifetime domestic
violence among women in the United States
ranges from 9 to 44 percent, depending on the
employed definition of domestic violence in each
study (for review, see Thompson et al. 2006;
Wilt and Olson 1996). While race/ethnicity is
not generally associated with interpersonal
violence, lower socioeconomic status appears to
be associated with greater prevalence.

Women who have been abused as children are
more likely to report substance use disorders
as adults (Kendler et al. 2000). In a large study
of female twins (n=3,536), childhood sexual
abuse was associated with a greater likelihood
of lifetime alcohol use, having the first drink at
an early age, and alcohol dependence (Sartor
et al. 2007). Likewise, physical and sexual
dating violence were found to be “significant
independent predictors of substance use” in
other research (Silverman et al. 2001). Among
women seeking treatment for crack/cocaine
abuse/dependence, a history of sexual trauma
was associated with a greater number of health
issues related to substance use, dependence on
a greater number of substances, and a greater
number of substance abuse treatment episodes
(Young and Boyd 2000). In a study focused on
the severity of childhood trauma among men
and women who were dependent on cocaine,
only a history of childhood trauma among
women created a greater susceptibility to relapse
and escalation in use after relapse (Hyman et al.

2008).

Numerous studies on interpersonal violence
have found a similar reciprocal relationship
between substance abuse and domestic violence
(Kilpatrick et al. 1997; Swan et al. 2000;

Tjaden and Thoennes 1998, 2000, 2006). Rates
of partner abuse appear highest for women

who use cocaine/crack (Swan et al. 2000) or
methamphetamine (Cohen et al. 2003). However,
women with substance use disorders and a
history of physical abuse (from a known person,
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not necessarily a partner) are more likely to
enter substance abuse treatment than women

with substance use disorders who don’t have
such a history (Walton-Moss and McCaul 2006).

Clinical issues related to childhood sexual and
physical abuse, interpersonal violence, and
trauma are addressed throughout this TIP. More
specific information is covered in the following
chapters:

Chapter 2 addresses risk factors (including
interpersonal violence, sexual abuse,

and other traumas) associated with the
development of substance use disorders.

Chapter 4 provides general screening and
assessment guidelines, including tools for
sexual victimization, childhood abuse, and
interpersonal violence.

Chapter 7 highlights the treatment needs and
interventions for these specific populations.

For more comprehensive reviews of domestic
violence and child abuse, refer to TIP 25
Substance Abuse Treatment and Domestic
Violence (CSAT 1997b); TIP 36 Substance Abuse
Treatment for Persons with Child Abuse and
Neglect Issues (CSAT 2000b); and the planned

TIP Substance Abuse and Trauma (CSAT in
development h).

Social

1. Significant relationships and family history
play an integral role in the initiation,
pattern of use, and continuation of
substance abuse for women.

From a sociocultural perspective, women (more
than men) tend to define themselves in terms of
their webs of social relationships and obligations.
Relationships with others have special
significance for many women. Hence, family
history may have a more profound effect on
initiation of use among women than men. Women
with alcohol use disorders are also more likely
than men to report having had alcohol dependent
parents, other alcohol dependent relatives, and
dysfunctional family patterns (Jennison and
Johnson 2001; Nelson-Zlupko et al. 1995).



Women are more likely to be introduced to and
initiate alcohol and drug use through significant
relationships including boyfriends, spouses,
partners, and family members. This influence
does not stop with initiation; it extends to
greater use and higher incidence of substance
use disorders when they have partners who
abuse substances (Klein et al. 2003). In
comparison to men, women with substance

use disorders are more likely to have intimate
partners who also have substance use disorders
(Brady and Ashley 2005; Lex 1991; Riehman

et al. 2003; Wright et al. 2007). In this TIP,
chapter 2 addresses initiation, risk factors, and
patterns of substance use and substance use
disorders among women across the lifespan.

2. Significant relationships and other adult
family members may substantially influence
and impact women’s behavior associated
with treatment seeking, support for
recovery, and relapse.

Women may have less support from family/
partners than do men for seeking treatment.
Women with alcohol problems are more likely
to be left by their partners at the time of entry
into treatment (Lex 1991), and their partners
are less likely to stay with them after completion
of treatment. Unless they themselves are
involved in treatment or recovery, partners with
substance use disorders may be unsupportive of
women’s treatment seeking (Brady and Ashley
2005). Couples in which both partners have
substance use disorders and in those in which
only the woman has a substance use disorder
are more likely to spend time separated after
treatment than are couples where only the man
has a substance use disorder (Fals-Stewart et al.
1999). At the same time, husbands who do not
themselves have substance use disorders expect
greater change from wives with substance use
disorders in treatment than if the circumstances
were reversed (Fals-Stewart et al. 1999).

At times, substance use and the rituals
associated with use may be a significant
ingredient and symbol of intimacy and closeness
in relationships. This history and relational
pattern may make recovery more challenging
during and after treatment. Especially in the
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early phase of recovery, women may believe that
their decision to not use is or will be perceived
as a direct threat against their significant
relationship or family. Hence, women are more
likely to relapse due to interpersonal problems
and conflicts, and relapse is more likely to occur
in the presence of a significant other (McKay et
al. 1996; Rubin et al. 1996; Sun 2007). To obtain
more information on relational factors that
influence women across the continuum from risk
factors to relapse, see chapters 2, 5, 6, 7, and 8.

3. For women, pregnancy, parenting, and
childcare influence alcohol and drug
consumption and increase the likelihood of
entering and completing substance abuse
treatment.

For many women, including those with
substance use disorders, use of alcohol, tobacco,
and/or illicit drugs significantly decreases after
becoming aware of their pregnancy (Tough et
al. 2006). It is also not uncommon for women
who abstained from alcohol, drugs, and
tobacco during pregnancy to return to use after
childbirth. So, the impact of pregnancy on
patterns of consumption can present a double-
edged sword in treatment planning. On the one
hand, pregnancy may represent a “teachable
moment” where motivation to protect the fetus
can be expanded to help motivate the mother to
make more permanent changes in her substance
use behavior. On the other hand, progress
toward recovery made by pregnant women

may be transient if this progress is primarily in
response to the pregnancy itself.

Women are much more likely than men to

enter treatment because it affects child custody
(Grella and Joshi 1999). If they are able to have
their children in treatment, women are more
likely to enter treatment, participate and stay in
the program, and maintain abstinence (Brady
and Ashley 2005; Lungren et al. 2003; Szuster
et al. 1996). Likewise, women with children

in treatment have better treatment outcomes

in major life areas in comparison to women

who are without their children in treatment
(Stevens and Patton 1998). Women in recovery
see the support of their children as an essential
ingredient for their recovery (Tracy and
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Martin 2007). Every chapter of this TIP covers
issues pertaining to pregnancy, parenting, or
child care, with specific attention to treatment
modalities and treatment issues highlighted in
chapters 5 and 7.

4. Women are more likely to encounter
obstacles across the continuum of care
as a result of caregiver roles, gender
expectations, and socioeconomic
hardships.

* Women with substance use disorders
have enhanced treatment needs related
to pregnancy, care of children, and other
caregiver roles. Familiarity with these
gender-based experiences can contribute
to effective treatment programming and
successful treatment outcomes. To begin
with, pregnancy itself can be an obstacle
to treatment because substance abuse
treatment programs are not always able
to admit pregnant women or to provide
the services required. Beyond pregnancy,
women often assume many other caregiver
roles, and these roles can significantly
interfere with treatment engagement and
regular attendance at treatment services.
Brady and Ashley (2005) reported that
women are more likely to encounter
difficulties surrounding treatment
attendance due to family responsibilities.
Often family expectations regarding
responsibilities involve care for other
family members and the need to attend to
their significant relationship.

® Most women with substance use disorders
have to contend with economic and
social factors as well as individual and
family issues to negotiate their recoveries
successfully. Because women frequently
earn less than men for doing the same
job, they face more economic barriers
to entering and staying in treatment
than do men. Women are less likely
than men to be able to pay out-of-
pocket for treatment, have less access
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to private health insurance, are less

likely to have savings or other financial
resources to support themselves while

in treatment, and often cannot afford a
car to take them to treatment. According
to NSDUH (SAMHSA 2003), 34 percent
of women who reported they did receive
substance use treatment indicated that
they could not cover treatment costs

due to inadequate or nonexistent health
insurance. As important, women with
co-oceurring serious mental illness and
substance use disorders were less likely to
be employed full-time than women with
only a substance use disorder (SAMHSA
2003). Many female clients need assistance
with transportation; affordable, safe
housing; and onsite child care and other
services for their children. To obtain more
specific information on obstacles pertinent
to women in treatment, refer to chapter 5.

5. Despite the unique challenges, women
are more likely to engage in help-seeking
behavior and in attending treatment after
admission.

Women are more likely to seek health and
mental health services than are men. Studies
have found that women with alcohol use
disorders as well as drug use disorders marked
with severity are either as likely as or more
prone to initiate treatment than men (Moos et
al. 2006; Weisner et al. 2001). Once women are
admitted to substance abuse treatment, they
are at least as likely as men to participate and
stay in treatment. Help-seeking behavior among
women with substance use disorders appears

to remain consistent across time. In one study,
Chatham et al. (1999) found that women, in
comparison to men, were more likely to seek
further help for both psychological issues and
drug use 1 year postdischarge from a methadone
maintenance program. Another study found that
women were also more apt to seek help after a
relapse (McKay et al. 1996). Refer to chapter 5
of this TIP for treatment engagement strategies
that help reinforce help-seeking behavior.
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6. Women report more interpersonal stressful
life events.

Overall, women report more interpersonal
related stress in relation to negative affect
whereas men report more legal and work-
related stressful life events (Kendler et al.
2001). This difference is likely a reflection of
gender role expectations and socialization, and
is evident among men and women in substance
abuse treatment. Specifically, women entering
treatment report a greater level of family and
social problems as measured by the Addiction
Severity Index (Green et al. 2002; Weiss et al.
1997). During the week prior to relapse and

on the initial day of relapse, women report
interpersonal problems and negative affect as
key stressors (McKay et al. 1996). For more
information regarding interpersonal risk factors
of use, relational treatment needs, and relapse
risk factors associated with interpersonal stress
among women, refer to chapters 2, 7, and 8,
respectively.

7. Women often take different paths in
accessing treatment for substance use
disorders.

Women are more likely than men to seek

out physical and mental health treatment,
including substance abuse treatment. They

are also more likely to make use of a variety of
healtheare options including primary care and
psychological counseling (Cherry and Woodwell
2002). Among women with substance use
disorders, the most frequent source of referral
to treatment was made by self-referral followed
by the criminal justice system and other
community referrals, including child protective
services (Brady and Ashley 2005). Refer to
chapter 2 of this TIP to review more information
regarding treatment admission characteristics
among women.

8. Women have unique client—counselor
expectations and relational needs related to
treatment.

Women’s sociocultural role as caregivers
predisposes them to define themselves in
terms of social relationships and obligations.
Through this lens, women are more likely

12

to view relationship building as an essential
treatment ingredient. If attention is given to
establishing and maintaining relationships
across the continuum of care, women are more
likely to initiate, engage, and successfully
complete treatment. Women have identified
several counselor characteristics that they
believe contribute to treatment success—a
projection of acceptance and care, trust and
warmth, a non-authoritarian attitude, and a
sense of confidence in their abilities (Fiorentine
and Anglin 1997; Sun 2006). Likewise, women
are more likely to stay in treatment longer if
they receive more intensive and individual care,
are able to maintain their parenting role while
in treatment, and either stay within the same
treatment services or maintain a connection with
treatment providers throughout the continuum
of services, including continuing care. In this
TIP, chapter 7 covers the main factors that
influence retention; particular attention is given
to women’s treatment expectations surrounding
environment, theoretical approach, therapeutic
alliance, and counselor characteristics.

9. Women are uniquely stigmatized in
relationship to substance abuse.

® Stigma is a significant barrier to treatment
and recovery. Ascribed roles and gender
expectations across cultures affect societal
attitudes toward women with substance
abuse. The societal stigma toward women
who abuse substances tends to be greater
than that toward men, which can prevent
women from seeking or admitting they need
help. According to NSDUH (SAMHSA 2003),
women who reported not receiving or not
perceiving a need for treatment attributed
social stigma as the primary reason.

Women who use alcohol and illicit drugs often
have great feelings of shame and guilt, have
low levels of self-esteem and self-efficacy, and
often are devalued by other women and men.
These feelings make it difficult for women to
seek help or feel that they deserve to be helped.
Additionally, women may carry internalized
feelings of guilt and shame concerning their
failure in maternal roles (Ehrmin 2001). Some
women fear negative consequences, including
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mandatory involvement with child protective
services, loss of child custody, or other

legal consequences, if their substance abuse
becomes known. Gender role expectations in
many cultures result in further stigmatization
of substance use, and additional challenges
face women who are of color, disabled, older,
lesbians, and poor. For additional information
on gender socialization and the role of stigma
associated with substance abuse across specific
populations, review chapter 6. For additional
discussion and material on stigmatization,
review risk factors in chapter 2 and
sociocultural obstacles in chapter 5.

Developmental

1. Women have unique life-course issues and
events.

Over the past two decades, the substance

abuse field has increasingly recognized the
importance of developmental issues over the
entire lifespan (Klitzner 1992; White 2006).
Changes in physiology, emotional and social
development, and cognitive capacity as well as
changes in social roles and expectations have
all been associated with substance abuse and
its treatment. Many of these life course issues
are different or more salient for women than
for men. The following segment covers the
main developmental milestones for women, and
additional information is interwoven throughout

this TIP.

Identity and gender expectations—the
younger years: During adolescence and young
adulthood, young women are likely to face
greater gender-based sociocultural expectations
(Gilligan et al. 1990). Consistent with this notion
is the finding that girls and young women may
be more susceptible to substance use-related
social influences than are boys (Dick et al.
2007). Substance use may play an essential role
in exploring new experiences while forming
identity, but it is as likely that substance use
helps provide relief when identity formation and
the negotiation of new gender role expectations
becomes confusing or difficult (Arnett 2005).
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Educational, employment, and career

issues: In a recent summary of women’s

career development, Fitzgerald and Harmon
(2001; p. 226) concluded that “life is, in many
ways, less gendered than it was in the 1970s”;
however, “there are still ways in which life and
its opportunities are partially controlled by
gender stereotypes” and roles. Several writers
have argued that “women’s work lives are
more complex than men’s” (Fitzgerald et al.
1995; p. 76). For example, the need to balance
career endeavors—eduecation, training, and
employment—with caregiver responsibilities is a
major developmental task that more often than
not is unique to women.

While younger women are more likely and

able to invest in earlier career development
than the women of 50 years ago (Arnett 2005),
they still do not characteristically encounter
the same career opportunities, and for many
women, early career aspirations may be placed
on hold or pared down until years later due

to pregnancy and childcare responsibilities.
Disparity in employment opportunities, income,
healthcare insurance, and/or childcare support
presents unique challenges for all women, but
significantly impacts women with substance use
disorders and women seeking substance abuse
treatment. Overall, women with substance use
disorders have more pronounced employment
barriers than men with substance use disorders
and women without substance use problems,
including women who are recipients of the
Temporary Assistance to Needy Families
program (TANF; McCoy et al. 2007; Meara
20006).

Pregnancy, parenting, and childcare issues:
This developmental milestone and the issues
involving substance use disorders and treatment
are covered in the above social section, item 3.

Menopause: Menopause is a complex
biopsychosocial transition for women. Rather
than an event, menopause is a process that
unfolds over many years as estrogen levels
decrease. These decreases, in turn, may lead
to a variety of physical and psychological
symptoms, the onset of which may precede the

13



cessation of fertility by as much as a decade
(Stewart 2005). For some women, cessation of
fertility occasions a re-examination of social
roles, which may lead to depression or anxiety
in some and a new sense of freedom in others.
Studies evaluating the impact of hormonal
changes on alcohol and drug metabolism

and the consequences of substance use on

the development of menopause are limited.
Yet, preliminary studies reflect potential
effects even though research remains mixed
and methodological issues are evident. Most
noteworthy, substance abuse and dependence
may exacerbate postmenopausal risks for
coronary heart disease, osteoporosis, and breast
cancer in this population (Register et al. 2003).

Caring for parents and partners: Many more
people than ever before are having to cope

with caring for elderly parents in addition to
the usual demands of work and family. The
typical pattern is that sons offer financial
assistance, and daughters and daughters-in-law
provide the time-consuming, hands-on care.
More than 60 percent of caregivers are female
(National Alliance for Caregiving and American
Association of Retired Persons [AARP] 2004).
An estimated 80 percent of informal care

for elders is imparted on family caregivers
(International Longevity Center 2006), and these
caretaking responsibilities can last 10 years or
more.

Women may be caught between the
responsibilities of providing care to their
parents or parents-in-law while simultaneously
taking care of their own dependent children.
Time and energy spent caring for elderly parents
often come at the expense of other family or
occupational roles as well as self-care. Although
unpaid family leave is now available to many
workers, the demands of caring for an elderly
parent force some women to make hard choices.
They either have to reduce or stop work or have
to find professional and institutional care. Some
have had to switch to part-time work, pass up
promotions, or quit their jobs altogether. This
decision can lead to greater risk for living in
poverty in the later years due to terminating

14

or decreasing hours of employment to care for
aging parents (Wakabayashi and Donato 2006).
For women with substance use disorders, the
emotional, physical, and financial stressors are
likely to exacerbate substance use. Moreover,
unique obstacles exist for women with substance
use disorders—balancing the need to care

for their parents and the need for their own
substance abuse treatment.

Longer life than male partners: Women are
more likely than men to outlive their partners.
According to the Centers for Disease Control
and Prevention, the general life expectancy

for women and men is 80.4 and 75.2 years,
respectively. Data from the Census Bureau
indicate that almost one-half of American
women over the age of 65 are widowed (Fields
and Casper 2001). A recent cross-sectional

and longitudinal study of more than 70,000
American women ages 50-79 (Wilcox et al. 2003)
found that widowed women were significantly
more physically impaired than married women
on a variety of measures, including general
health and physical functioning, obesity,
hypertension, and pain. Widowed women were
also significantly lower in overall mental health
and social functioning and significantly higher in
depressed mood.

The later years: Various sources of data
suggest that alcohol problems are ordinary
events among the elderly, and estimates of the
prevalence of heavy drinking or alcohol abuse
range from 2 to 20 percent for this population
(Benshoff and Harrawood 2003). There is also
some suggestion that the baby-boom generation
is more likely than earlier generations to have
been exposed to drug and alcohol use and may
drink or consume drugs at greater rates after
age 65. The literature on the etiology of elder
substance use disorders is limited, but spousal
loss is one commonly cited factor (Benshoff and

Harrawood 2003).
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Organization of this TIP

Scope

This TIP discusses treatment for women

from diverse cultures, ethnicities, and sexual
orientations; women living in urban and rural
areas; women who are pregnant, parenting,

or without children; and women of all ages,
socioeconomic classes, and histories. Although
alcohol and drug effects on fetuses and neonates
are mentioned, the details and implications

for fetuses and neonates are not discussed in
detail. Female adolescents are not addressed in
this TIP. Whereas some adolescents’ needs may
parallel those of women, their developmental
stage requires specialized treatment.
Information on treating adolescents can be
found in TIP 32 Treatment of Adolescentis

with Substance Use Disorders (CSAT 1999d).
Substance abuse treatment issues specific to
male clients are addressed in the planned TIP
Substance Abuse Treatment and Men’s Issues

(CSAT in development f).

Whenever possible, TIPs include empirical
findings in support of practices they
recommend. However, the field of substance
abuse treatment is evolving and research can lag
behind the innovations being pioneered in the
field. Treatment recommendations included in
this TIP are based on both consensus panelists’
clinical experience and scientific literature.
When the research supports a particular
approach, citations are provided.

Audience

The primary audience for this TIP is substance
abuse treatment clinicians and counselors

who work with women. Secondary audiences
include administrators, educators, researchers,
policymakers for substance abuse treatment
and related services, consumers, and other
healthcare and social service personnel who
work with women with substance use disorders.
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Approach: Gender Responsive
Treatment

This TIP draws on the systemic framework

of Bronfenbrenner’s ecological theory and
CSAT’s Comprehensive Substance Abuse
Treatment Model for Women and Children (see
Appendix B). It is based on clinical practice and
research centered on women. It is not derived
primarily by comparing women with men. The
knowledge, models, and strategies presented
are grounded in women’s experiences and their
unique biopsychosocial and cultural needs.

The basic elements and principles of gender-
responsive treatment are presented throughout
this TIP, with suggestions and resources on

how to implement such a system of care. Also
presented are approaches to treating substance
use disorders among women; these employ model
treatment programs, evidence-based and best
practices, and other research on women’s issues
along with knowledge from related fields.

Guidelines for Readers

The consensus panel recognizes the realities

of substance abuse treatment sometimes
precludes implementing the wide array of
services and programs recommended in this
volume. Nevertheless, by presenting a variety
of techniques for addressing the specific
treatment needs of women, the panel hopes to
increase sensitivity to these needs and options
for improving treatment. A special feature
throughout the TIP, “Advice to the Clinician,”
imparts the TIP’s most direct and accessible
guidance for the counselor. Readers with basic
backgrounds (such as addiction counselors or
other practitioners) can study the Advice to the
Clinician boxes for the most immediate practical
guidance. Brief “Note(s) to the Clinician” and
“Note(s) to the Clinician and Administrator” are
offered to highlight specific issues in treatment
services. The TIP also includes “Clinical
Activity” inserts that provide counselors
examples of practical individual or group
activities that support specific treatment issues
for women.
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Terminology

African American: The term is used to identify
women who live in the United States and whose
ancestors at some point arrived from Africa.
Although it blurs the distinction between women
whose families came to this country from
Caribbean nations and other countries and
those who came directly from Africa, it is the

term used by the U.S. Census Bureau and by
SAMHSA and CSAT.

Co-occurring disorders: The term ‘““co-occurrin
)
disorders” refers to a diagnosis of substance use
g
disorder and one or more mental disorders.

Gender: This term is used not just as a biological
category, but also as a social category meaning
society or culture shapes the definition of gender
and shapes the socialization of each woman.
Gender affects how women live their lives, see
their roles and their expectations of themselves
and others, view and interpret the world, and
handle the opportunities open to them and the
constraints placed on them. People enact their
gender in the world through transactions with
others and are guided by social and cultural
values and conceptions (West and Zimmerman

1987).

Gender responsive: “Being gender-responsive
(or woman-centered) refers to the creation
of an environment—through site selection,
staff selection, program development, and

16

program content and materials—that reflects an
understanding of the realities of women’s and
girls’ lives and that addresses and responds to
their challenges and strengths” (Covington 2007,
p-1).

Hispanic/Latina: The use of the Spanish
feminine term “Hispanic/Latina” indicates

a woman of Hispanic heritage. The phrase
“Hispanic/Latino” refers to men only or a group
of men and women. The phrase “women of
color” refers in this document to women of racial
and cultural groups other than Caucasian, as
well as women who consider themselves biracial
or multiracial.

Substance abuse: The term “substance abuse”
refers to both substance abuse and substance
dependence (as defined by the Diagnostic

and Statistical Manual of Mental Disorders,
Fourth Edition, Text Revision [DSM-IV-TR]
[American Psychiatric Association {APA}
2000a]) because substance abuse treatment
professionals commonly use the term “substance
abuse” to describe any excessive use of addictive
substances. In this TIP, the term refers to the
use of alcohol as well as other substances of
abuse. Readers should attend to the context

in which the term occurs to determine the
possible range of meanings it covers; in most
cases, however, the term refers to all varieties of
substance use disorders described by DSM-1V-
TR.

Creating the Context
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Overview

This chapter addresses patterns of substance use, abuse, and
dependence using a continuum beginning with initial risk factors and
concluding with common attributes associated with women entering
treatment for substance use disorders. Information pertaining to risk
factors linked to initiation of use, abuse of alcohol and other drugs,
and/or the development of substance dependence is explored. Also
examined are the potential reasons for initiation of use, means of
introduction, and other characteristics of drug and alcohol patterns
of use among women. In addition, to shed light on common patterns,
this chapter provides prevalence rates of substance use, abuse, and
dependence, including specific populations of women and substances
as well as psychosocial characteristics of women who enter treatment.

While this section provides a wealth of information on the unique
psychosocial issues and patterns of use among women to aid in
program development, the essential value for clinicians is recognizing
that substance use disorders do not occur in a vacuum. By gathering
information on the specific risk factors associated with initiation of
use, people of introduction, and other individual characteristics,
clinicians can identify clients’ potential barriers to treatment
engagement and retention along with high-risk relapse triggers. For
example, women who identify that their initial use was influenced by
a sexual relationship and that their present use involves a significant
relationship will be more likely threatened by the potential loss of a
relationship if they continue in treatment and recovery. In addition,
the client may be greatly influenced by phone calls from boyfriends,
spouses, or significant others that lead to premature termination of
treatment. Thus, risk factors associated with either the initiation

or continuation of use can assist clinicians in identifying specific
problem areas, in anticipating intervention strategies for these
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specific risks, and in developing a compatible
treatment plan and an individually tailored
continuing care plan.

Initiation of Use Among
Women

The reasons for initiation of substance use

and the subsequent development of substance
use disorders involve a network of factors
among women (Maharj et al. 2005). No

one biopsychosocial characteristic is solely
responsible for substance initiation, abuse, or
dependence. For women, initiation of substance
use typically begins after an introduction of the
substance by a significant relationship such as
a boyfriend, partner, or spouse. Reasons for
initiation of substance use vary among women;
they frequently report that stress, negative
affect, and relationships are very influential in
first use. Depending on the physiological effects
of the substance, some women report they
initiate use due to a desire to lose weight or to
have more energy; e.g., methamphetamine use

(Brecht et al. 2004).

Women initiate substance use at an older

age than do males. According to SAMHSA’s
Treatment Episode Data Set (TEDS; SAMHSA
2004), the average age of first use of drugs or
alcohol for females is almost 20 years old. In
reviewing gender differences in initiation of use
between males and females, a key ingredient that
appears paramount is the opportunity to use.
While females currently have fewer restrictions
than in the past, they generally encounter more
parent-imposed restrictions and constraints

on activities, greater parental monitoring, and
higher expectations surrounding responsibilities
in the home. These restrictions often limit

drug and alcohol exposure and opportunity to
use (van Etten and Anthony 2001). Yet, when
women across ethnically diverse groups have the
same opportunity as men, they are just as likely
to initiate use. In recent years, women have had
more opportunities and greater availability in
accessing drugs and alcohol (van Etten et al.
1999).
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Risk Factors Associated
with Initiation of
Substance Use and the
Development of Substance
Use Disorders Among
Women

Why one woman uses a substance without
becoming dependent while another progresses
to abuse and dependence is not entirely clear.
Substance use disorders have complex and
interrelated causes. For women, some factors
are associated only with initiation of use, while
other factors are associated with progression
from initial use to substance dependence; e.g.,
co-occurring disorders (Agrawal et al. 2005).
Just as some factors increase the likelihood of
women developing substance abuse problems,
others decrease those chances. For example,
having a partner can be a risk factor if that
person abuses alcohol or drugs, but having a
supportive, caring partner who does not use
alcohol or drugs can be a protective factor.

In this section, risk factors associated with
initiation of use, ongoing alcohol and drug
involvement, and alcohol and drug abuse and
dependence are explored.

Familial Substance Abuse

Substance use disorders aggregate in families:
relatives of people with substance use disorders
are more likely to have a disorder. In all
likelihood, both genetic and environmental
factors play important and interconnected
roles. Most research on familial aggregation has
been done on alcohol use disorders and on male
subjects. Reviews of several studies indicate
that parental substance abuse can influence

the development of substance use disorders in
their children (Finkelstein et al. 1997; Heath et
al. 1997). Jennison and Johnson (2001) cite a
growing body of research on the risk for adult
children of parents who abuse alcohol. The
literature indicates that women are affected by
familial substance abuse as much as men, with
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a prevalence of alcohol dependence from 10 to
50 times higher than women who do not have a
parent who abuses substances.

Twin and adoption studies have established

an important role for genetic influences in the
etiology of alcohol use disorders in men. Some
studies show that genetic factors appear to be
important in women as well, making women
similarly vulnerable to substance abuse from

a genetic standpoint (Johnson and Leff 1999;
Merikangas and Stevens 1998; Pickens et al.
1991). A study of 1,030 female twins found that
alcohol use disorders were consistently higher
in identical twins than in non-identical twins
and suggested that women’s genetic likelihood
of developing an alcohol use disorder is in the
range of 50 to 60 percent (Kendler et al. 1992).
Kendler and Prescott (1998) found that among
women, genetic risk factors have a moderate
effect on the probability of ever using cannabis
and a strong effect on the likelihood of heavy
use, abuse, and, probably, dependence.

However, on the whole, the evidence for genetic
influence on the development of alcohol use
disorders in women is less consistent than

for men. Interpretation of the literature is
complicated by methodological issues, such as
small sample sizes. Some research suggests that
differences between men and women exist in the
sets of genes that influence alcohol use disorder
risk or perhaps in the interactions of genes
contributing to alcohol use disorder risk with
other genetic or cultural factors (Prescott 2002).
A study of women who were adopted found that
early-life family conflict and psychopathology
in the adoptive family interacted with a
biological background of alcohol use disorders.
Among women with at least one biological
parent with an alcohol use disorder, conflict

or psychopathology in the adoptive family
increased the probability of alcohol abuse or
dependence (Cutrona et al. 1994).

A number of possible explanations could
account for this genetic and behavioral parental
impact (Heath et al. 1997; Johnson and Leff
1999). Parents who use alcohol and illicit drugs
sometimes are unable to supervise their children
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and protect them from physical or sexual

abuse by other family members or strangers
(Moncrieff and Farmer 1998). They more often
are emotionally unavailable to nurture and help
their children. According to Johnson and Leff’s
(1999) review of the literature, alcohol use by
parents is both directly linked to alcohol use

by children and indirectly linked to stress, less
parental supervision, and greater emotional
volatility. Jessup’s (1997) review indicates that
when parents have substance use disorders,

it signals to a child that coping with problems
by using alcohol and illicit drugs is acceptable
behavior.

Family of Origin Characteristics

Across ethnic and cultural population groups,
major risk factors for substance initiation and
dependence among women include chaotic,
argumentative, blame-oriented, and violent
households. As a general tenet, women who
grew up in families where they take on adult
responsibilities as a child, including household
duties, parenting of younger children, and
emotional support of parents, are more likely
to initiate drug and alcohol use. Women who
are dependent on substances are more likely

to have a history of over-responsibility with
their family of origin (Nelson-Zlupko et al.
1995). While prevalence of alcohol dependence
appears consistently higher among women who
report parental alcohol abuse regardless of the
number of adverse childhood experiences (Anda
et al. 2002), these experiences, characterized
by childhood abuse and various forms of
dysfunctional households, significantly increase
early initiation of use on or before the age of 14
(Dube et al. 2006).

Marital Status

Women (18 to 49 years of age) who are married
have a lower rate of alcohol or illicit drug abuse
or dependence than women of any other marital
status (SAMHSA 2003). History of divoree is
positively associated with illicit drug use, not
drug dependence, among women (Agrawal et al.
2005). Approximately 11 percent of divorced
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or separated women and 16 percent of women
who have never married (in age range of 18 to
49 years) abuse or are dependent on alcohol
or an illicit drug compared to only 4 percent of
married women (SAMHSA 2004).

Effect of Partner Substance Abuse

The “interaction, assistance, and encouragement
of other people” are major factors in women’s
substance use and abuse (Finkelstein 1996,

p- 30). One study found that to some degree
partners influence each other’s drinking
patterns (Wilsnack et al.1998b). Men who drink
alcohol more frequently than their partners
influence them to drink more often, and women
who drink lightly influence their partners to

drink less (Wilsnack et al. 1998b).

Women dependent on illicit drugs are more
likely than males dependent on illicit drugs to
have partners who use illicit drugs (Lex 1995).
Although alcohol and marijuana use often begins
with peer pressure during adolescence, women
are likely to be introduced to cocaine and

heroin by men (Amaro and Hardy-Fanta 1995;
Henderson et al. 1994). Some women continue
using alcohol and illicit drugs to have an activity
in common with their partners or to maintain
the relationships. The man often supplies drugs,
and the woman becomes dependent on him for
drugs. Among women with partners who have
alcohol-related problems, they are more likely to
report mental health problems including mood,
anxiety, and quality-of-life problems as well as
substance use disorders (Dawson et al. 2007).

The dynamic of one partner being the supplier
and the other using the drug to maintain the
relationship is present also in some same-sex
relationships. A few studies have examined the
effects of partner substance abuse in leshian
relationships, especially the association between
substance use and violence, but little is actually
known (Hughes and Norris 1995; Schilit et al.
1990).

Women are at risk of contracting HIV/AIDS
and hepatitis from sharing needles or having
sexual relations with men who inject drugs or
have sex with men. Some women may have
unrealistic notions about intimacy, assume their
partners are monogamous, or fear alienating
their partners by demanding safe sex practices.
Women with a history of abuse may have
particular problems negotiating the use of these
practices.

Although ending a bad relationship can lessen
stress, it also causes psychological distress (Hope
et al. 1999; Horwitz et al. 1996) and can increase
alcohol use and related problems (Chilcoat and
Breslau 1996; Neff and Mantz 1998; Power et

al. 1999), especially among women (Fillmore et
al. 1997; Horwitz et al. 1996). The situation is
more complicated when a couple has a child and
the woman may feel unable to leave the child’s
father for emotional or financial reasons (Amaro

and Hardy-Fanta 1995).

Partners may prevent women from entering or
staying in treatment (Tuten and Jones 2003). A
study of male partners of women in treatment
for crack/cocaine found that most of the men
accepted their partners’ drug use as long as

the women managed to care for the home and
children (Laudet et al. 1999). This study notes
the difficulty of involving male partners in
women’s treatment. Despite the fact that nearly
two-thirds of the men said they supported their
partners in treatment, they found this support
to be passive and inconsistent. Laudet and
colleagues (1999) suggest a number of possible
reasons for the male partners’ detachment:

the males’ own alcohol and drug use, desire to
maintain the status quo, different treatment
goals, preoccupation with their own treatment,
and fear of stigma.

Personality Measures

Novelty-seeking was positively associated more
with initiation of illicit drug use than with

Protective Factor—Parental Warmth: If a woman comes from a family of origin that has high
parental warmth, she is less likely to initiate use, abuse substances, or become dependent on

alcohol or other substances (Agrawal et al. 2005)
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Protective Factor—Partner Support: In their study of nearly 4,500 women, Jennison and
Johnson (2001) found that a good marriage was protective against the development of alcohol
abuse in women with a familial history of alcohol abuse. Partners can be the key motivators in
successful interventions that bring a woman to treatment. Treatment readiness and willingness to
accept help are higher in women whose partners have been in treatment (Riehman et al. 2000).

progression from use to abuse/dependence
(Agrawal et al. 2005). Among women, sensation-
seeking (risk-taking personality) has significant
effects on substance use. One study (VanZile-
Tamsen et al. 2006) that examined the impact of
personality constructs on health risk behavior
among women showed that sensation-seeking has
large indirect effects on risky sexual behavior,
affiliation with risky partners, and drinking and
illicit drug use behavior, and that sensation-
seeking is more strongly associated with
substance use than with sexual risk behavior.
Premorbid personality risk factors that lay

the foundation for substance abuse (besides
depressive features) include obsessiveness

and anxiety, difficulty in regulating affect

and behavior (such as temper tantrums and
frequent tearfulness), and low self-worth and
ego integration (Brook et al. 1998). According
to Page (1993), a negative self-perception

of physical attractiveness is associated with
increased illicit drug use.

Sexual Orientation

Studies show higher rates of substance use
and dependence in women who have sex with
women compared with heterosexual women
(Bickelhaupt 1995; Cochran et al. 2000;
Diamant et al. 2000; UCLA Center for Health
Policy Research 2005). Hughes and Wilsnack
(1997) conclude that lesbians differ from

heterosexual women in that they are less likely

to abstain from alcohol, have higher rates of
alcohol problems, and do not decrease alcohol
intake as much with age. Conversely, Drabble
and Underhill (2002) note that two studies found
no significant differences in levels of drinking
between lesbians and heterosexual women and
that lesbians who did not drink were more likely
to report being in recovery. Heffernan (1998)
suggests these comparable rates of drinking
among lesbian and heterosexual women are
perhaps the result of a greater emphasis on
sobriety in the lesbian community over the past

decade.

Studies have reported greater prevalence of
marijuana use in comparison to other illicit
drugs among lesbians (Cochran et al. 2004). In a
study reporting elevated rates of illicit drug use
among lesbian and bisexual women, marijuana
was the most prevalent (33 percent), followed
by opioids other than heroin (15.1 percent),
and tranquilizers (11.6 percent; Corliss et al.
2006). Lesbians who have moderate or high-
risk levels of use, measured by patterns of

drug use and severity, were also more likely to
report depressive symptoms, and this pattern
of depressive symptoms is reflected in Hispanic/
Latina and Asian populations (Cochran et al.
2007). Among younger lesbhians and bisexual
women, they appear to be most likely to abuse
prescription drugs (Kelly and Parson 2007).
Empirical studies reveal that lesbians are

more likely to smoke than heterosexual women

(Hughes and Jacobson 2003).

Protective Factor—Religious and Spiritual Practices: Numerous studies (for review, see
Matthews et al. 1998) highlight that higher levels of personal devotion, religious affiliation, and

religious beliefs (defined as religiosity) reduce the risk for substance use and dependence. A female
twin study found a negative association between religious beliefs and illicit drug use (Agrawal et al.
2005)—that religiosity is associated with a reduced risk for substance abuse. Consistent with other
studies (Kendler et al. 1997; Kendler et al. 2003), this study suggests that religiosity is a protective
factor in substance use and abuse, and that faith-based approaches may serve as a potential
relapse prevention strategy.
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Lesbians who have a history of child sexual
abuse possess a heightened risk for lifetime
alcohol abuse in comparison to lesbians
without a similar abuse history (Hughes et al.
2007). Adolescent females and women who

are either struggling with issues or prejudice
surrounding sexual orientation also have greater
risks in initiating and maintaining drug and
alcohol use (McKirnan and Peterson 1992).
More information on treating lesbian clients

is available in A Provider’s Introduction to
Substance Abuse Treatment for Lesbian, Gay,
Bisexual, and Transgender Individuals (CSAT
2001b).

History of Interpersonal Violence,
Childhood Sexual Abuse, and
Other Traumas

A history of traumatic events including, but
not limited to, sexual and physical assaults,
childhood sexual and physical abuse, and
domestic violence, are significantly associated
with initiation of substance use and the
development of substance use disorders among
women (Agrawal et al. 2005; Brady and Ashley

2005; Hawke et al. 2000; Pettinati et al. 2000).
One review found a lifetime history of trauma
in 55 to 99 percent of women who abused
substances, compared with rates of 36 to 51
percent in the general population (Najavits et
al. 1997). Although not every woman who has
a history of trauma develops posttraumatic
stress disorder (PTSD), it is important to note
that traumatic experiences are associated with
substance use and subsequent substance use
disorders. Several interpretations have been
offered to explain why substance abuse often
accompanies trauma. Studies (Grayson and
Noelen-Hoeksema 2005; Jarvis et al.1998;
Schuck and Wisdom 2001; Testa et al. 2003;
Ullman et al. 2005) suggest that some survivors
of sexual and/or physical abuse may use
substances to self-medicate their depression
or the anxiety that results from the abuse.
Some survivors who use primarily cocaine and
amphetamines may be trying to increase their
vigilance against further victimization. Others
with low self-esteem may use alcohol to increase
their sociability. Conversely, substance use
disorders increase a woman’s vulnerability

to additional trauma, decrease her ability to

Note to Clinicians

For those women who are more likely to seek out novel events and thrive on risk-taking behavior
or those women who are accustomed to living in high stress or in crisis, one of the challenges in
maintaining recovery is learning to engage in day-to-day activities without seeking out or creating
these situations. Some women may be so used to higher levels of stress that when life becomes a
little more settled without the use of alcohol and drugs, they may experience a sense of boredom,
uncomfortable feelings, or a sense of being down or depressed. In recovery, women may place
themselves in circumstances that are high risk for relapse by returning to old risk-taking
behaviors or by creating stressful situations to offset these feelings.

As a clinician, it is important to anticipate these behaviors and reactions and to begin teaching
strategies to manage these experiences. Using anxiety management strategies can be invaluable,
but it is important to teach these techniques as early as possible to help build an arsenal of coping
skills. Women need to learn about their accustomed risk-taking levels and premorbid levels

of stress and the subsequent consequences if they engage in sensation-seeking behaviors. By
developing alternative, healthy behaviors, some women will discover they don’t need to maintain
the same level of stress to function as in the past, while other women will learn they can exchange
their destructive desire for excitement with other recovery-oriented activities; e.g., enrolling in
an exercise class (with medical clearance) or telling their recovery story at a 12-Step speakers
meeting.
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defend herself, alter her judgment, and draw
her into unsafe environments.

Kilpatrick and colleagues (1997) speak of

the “vicious cycle” of substance abuse and
violence, in which violence is both a risk factor
and a consequence of substance abuse. TIP
25, Substance Abuse Treatment and Domestic
Violence (CSAT 1997b), defines domestic
violence as “the use of intentional emotional,
psychological, sexual, or physical force by one
family member or intimate partner to control
another” and provides an array of means

of abuse: “verbal, emotional, and physical
intimidation; destruction of the victim’s
possessions; maiming or killing pets; threats;
forced sex; and slapping, punching, kicking,
choking, burning, stabbing, shooting, and killing
vietims” (p. 1).

The actual introduction to substances by a
significant other can be a way of increasing
control and establishing power over some
women. While rates of domestic violence vary
across studies, it is evident that there is a
significant relationship between violence and
substance initiation, abuse, and dependence.
In one survey study assessing the prevalence of
domestic violence among women in substance
abuse treatment, 60 percent of women reported
either current or past domestic violence, 47
percent reported current domestic violence

at treatment intake, and 39 percent reported
either physical or emotional abuse in the past
year leading up to treatment (Swan et al. 2000).
Moreover, the prevalence of interpersonal
violence and substance use extends to pregnant
women who are drug dependent. In another
study on prevalence of violence and pregnant
women, 73 percent reported a lifetime history
of physical abuse. Approximately 33 percent of
women in substance abuse treatment who were
pregnant reported having physical fights with
their current partner in the past year (Velez et
al. 2000). In the first analysis of evaluating the

role of substance use as a means of coping among
women who have experienced domestic violence
(Kaysen et al. 2007), the results support the self-
medication hypothesis in that women use alcohol
as a means of managing painful affect.

Co-Occurring Substance Use and
Mental Disorders

Women are more likely than men to have co-
occurring mental and substance use disorders
(see chapter 8 and TIP 42, Substance Abuse
Treatment for Persons With Co-Occurring
Disorders [CSAT 2005¢]). According to the
National Comorbidity Study of women diagnosed
with alcohol abuse, 72.4 percent have lifetime
co-occurring mental disorders and 86 percent of
women diagnosed with alcohol dependence have
co-occurring disorders (Kessler et al. 1997).

In comparison to men, women are more likely
to have multiple comorbidity (three or more
psychiatric diagnoses in addition to substance
use disorder; Zilberman et al. 2003). Various
literature on co-occurring disorders highlights
the role of substance abuse as a means of self-
medicating distressing affect. While differences
are noted in prevalence rates of co-occurring
disorders among women of specific ethnic
populations, Corcoran and Corcoran (2001)
assert, based on their retrospective study, that
gender (specifically female), appears to play a
more salient role than ethnicity in endorsing the
use of substances to manage negative affect.

For women, anxiety disorders and major
depression are positively associated with
substance use, abuse, and dependence and
are the most common co-occurring diagnoses
(Agrawal et al. 2005). Other common mental
disorders in women with substance use disorders
are eating disorders and PTSD, a common
sequel to violence and trauma. In a study
screening women veterans for substance abuse
and psychiatrie disorders, 57 percent of the
women who screened positive for depression,

Protective Factor—Coping Skills: Engaging in problemsolving skills, mobilizing support from
others, and learning to cope with one’s feelings are key protective ingredients (Mrazek and

Haggerty 1994).
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eating and panic disorders, and PTSD also
screened positive for substance abuse (including
tobacco use). This sample demonstrated that
women with a positive screen for psychiatric
conditions were twice as likely to have abused
drugs in the last year (Davis et al. 2003). While
it is likely that mental disorders can play a
primary role in initiating substance use to

gain relief, it is as important to acknowledge
that psychiatric disorders may occur as a
consequence of substance use or develop
independently, yet concurrently, of the current
pattern of substance use.

Preliminary investigations and discussions
suggest that some co-occurring mental disorders
may be likely risk factors for the initiation of
substance use and the subsequent development
of substance use disorders (such as anxiety
disorders and major depression), while other co-
occurring disorders may be more likely to occur
after the development of substance use disorders
(Conway and Montoya 2007). For many women,
the onset of the mental illness may precede

the substance abuse, particularly in cases of
PTSD (Brady and Randall 1999). One study
reveals that women with PTSD were five times
more likely than women without PTSD to have
substance use disorders (Brady et al. 2000). A
review of several studies reveals that current
PTSD rates among women who abuse substances
range between 14 and 60 percent (Brady 2001;
Najavits et al. 1998; Triffleman 2003), and that
women who use substances are still more than
twice as likely to have PTSD than men (Najavits
et al. 1997). The planned TIP, Substance Abuse
and Trauma (CSAT in development h), provides
more information on this topic.

Regarding eating disorders (anorexia nervosa
and bulimia nervosa), women who are diagnosed
with these disorders are more likely to develop
alcohol use disorders later on (Franko et al.
2005). Specifically, the behavioral pattern

of purging, but not bingeing, appears to be
associated more strongly with substance use.
This finding is consistent with a theory that
overeating or bingeing competes with substance
use for the reward sites in the brain (Kalarchian
et al. 2007; Kleiner et al. 2004; Warren et al.
2005), and that obesity may be a protective
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factor against developing substance use
disorders.

Discrimination

Discriminatory acts range from mundane

slights to devastating violent acts. Women may
experience varied levels of discrimination—
based on gender, race, ethnicity, language,
culture, socioeconomic status, sexual
orientation, age, and disability—that affect
their substance use and may affect their
recovery (see chapter 6). For some women,
substance abuse may become a way of coping
with the additional stresses of discrimination.
When women experience more than one

type of discrimination, the effect can be
compounded (Krieger 1999). Discrimination
can result in fewer educational and employment
opportunities, lower socioeconomic status,
fewer choices in housing, and poorer health
outcome (Mays et al. 2007). Less access to health
care and difficulty in funding treatment due to

a lack of health insurance can result in later
referral for substance abuse treatment. These
circumstances can lead directly and indirectly to
negative health consequences and psychological
distress, requiring special considerations during
treatment (Krieger 1999).

Acculturation

Studies have found that as immigrants become
increasingly acculturated into American
society, and even as African Americans move
closer to mainstream European/Caucasian
lifestyles, alcohol and drug use increases.
Acculturation can involve intergenerational
conflict and feelings of disconnection, a struggle
for cultural identity, and feelings of grief

and loss related to the life left behind—all of
which can put a woman at risk for substance
abuse. For example, foreign-born Mexican
Americans and foreign-born non-Hispanic
Caucasians are at significantly lower risk

for substance use disorders than are their
American-born counterparts (Grant et al.
2004). Second- and third-generation Hispanics/
Latinas are more likely than their mothers to
use alcohol and illicit drugs (Mora 2002). A
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Clinical Activity: Timeline Exercise

When working with individuals with co-occurring disorders, it is often a challenge to understand
the history and development of symptoms and the chronological relationship between each
disorder. While it would be valuable to understand the temporal relationship between disorders
and to determine which set of symptoms and disorder came first, it is generally information
that is difficult to obtain. Nonetheless, clinicians can help clients gain awareness of the
interrelationship between disorders and symptoms and how one disorder may exacerbate the
other or serve as a coping mechanism to manage symptoms. To lay the groundwork to help clients
understand this relationship, a simple timeline exercise can be implemented to highlight the

prevalence and presenting symptoms across time.

Directions: On a piece of paper, draw a straight line from birth to current age. Mark the line
either in 1-year or 5-year increments depending on the age of the client and the duration of the
disorders. Start with one disorder and mark the approximate onset of the initial symptoms,

then write in the symptoms starting with the initial occurrence (approximate) and add the
subsequent symptoms across the timeline. Once you have completed one disorder, go back (use a
different color pen or marker) and do the same for the next. Use the timeline as a tool to promote
discussion. Don’t forget to process feelings that may surface during this exercise. Note: As a
clinician, it can be enticing to add other variables from the start, but usually it is better to start
out simple and then return to the timeline in the next individual or group session to explore other

issues, such as rating severity of use on the timeline

A sample timeline is provided below. This timeline was developed for a patient with a history of
an eating disorder (anorexia nervosa) and alcohol dependence. Not all symptoms have been noted

on this timeline for either disorder.

Clinical Activity: Sample Timeline
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suggested explanation for this increase in use
among younger Latinas is conflicting cultural
expectations; their mothers and grandmothers
are more constrained by traditional cultures.

Socioeconomic Status

Women with substance use disorders are more
likely to have lower incomes and less education
and are less likely to be employed. Employment
status appears to be a factor associated with
alcohol and drug abuse and dependence. Drug
abuse and dependence are higher among women
who are unemployed; in 2003, 12.5 percent of
women aged 18 to 49 who were unemployed
abused or were dependent on alcohol or an illicit
drug compared with 8 percent of women who
were employed full time (SAMHSA 2004). The
temporal relationship between unemployment
and the development of substance use disorders
is rather complex and not well understood.

Patterns and Prevalence
of Substance Use Among
Women

This section covers specific prevalence rates
associated with women’s initiation of substance
use. Similar to males, females initiate use
based on, but not limited to, alcohol and

drug availability, level of ease in obtaining

the substances, price of substances, the ratio
between perceived drug benefit versus perceived
risk associated with use, and general attitude
toward substance use. Yet, women typically
display different patterns of use with alcohol,
illicit and prescription drugs, and tobacco.
The following segment highlights these unique
patterns.

Prevalence of Substance Use:
Alcohol, lllicit Drugs, Prescription
Drugs, and Tobacco

Alcohol and illicit drugs

SAMHSA’s National Survey on Drug Use

and Health (NSDUH) interviews yearly more
than 67,000 persons ages 12 or older to assess
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their use of alcohol and illicit drugs and their
symptoms of substance abuse or dependence
during the past year (SAMHSA 2007). Results
of NSDUH for 2006 indicate that 45.2 percent
of females ages 12 or older used alcohol during
2006, and 6.2 percent reported current illicit
drug use. Figure 2-1 (p. 29) provides more
specific information about the use of illicit
drugs, alcohol, and tobacco by females ages 12
and older.

Prescription drugs

An analysis of data from the National Medical
Expenditures Survey shows women not only use
significantly more presecription drugs than men,
they also use significantly more prescription
drugs with addictive properties. Compared with
men, women are 48 percent more likely to use a
prescription drug that can be abused (Simoni-
Wastila 2000). According to the NSDUH 2004
survey, between 2003 and 2004, the number

of persons aged 12 or older with lifetime
nonmedical use of pain relievers increased from
31.2 million to 31.7 million including the use of
Vicodin, Lortab, Lorcet, Percocet, Percodan,
Tylox, hydrocodone products, OxyContin,

and oxycodone products (SAMHSA 2005). The
NSDUH 2003 survey found that 55 percent of
new people who used these prescription drugs

were female (SAMHSA 2004).

Tobacco

The importance of tobacco use should not be
underestimated in a discussion of substance
abuse. The negative physical consequences are
well documented and can be fatal—increased
risk for cardiovascular disease and stroke;
chronic obstructive pulmonary disease; and
lung, bladder, and other cancers—and specific
risks are related to gender (see chapter 3).

Tobacco use among American women has
decreased from a high of 34 percent in 1965 to
23.3 percent in 2006 (SAMHSA 2007). Among
females ages 12 or older, 22.2 percent smoked
cigarettes in the past month during 2006. Less
than 1 percent of women reported current

use of a smokeless tobacco product, and 2.1
percent reported smoking cigars. Women who
use smokeless tobacco (ST) reported using ST to
manage weight and in response to mood states.
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Six Patterns Associated with Women’s Substance Use
1. Narrowing of the Gender Gap: In comparing male and female rates of alcohol use across
10 years (Grant et al. 2006), there is significant evidence of the gender gap narrowing. Overall,
younger adult females are more likely to mirror male patterns of alcohol and illicit drug use
than older females. This shrinking gender gap for alcohol and drug use has been noted across
ethnic groups, especially among younger women.

2. People of Introduction and Relationship Status: Women are more likely to be introduced
to and initiate alcohol and drug use through significant relationships including boyfriends,
spouses, partners, and relatives. According to the National Center on Addiction and Substance
Abuse and Columbia University (CASA) research report, females are often introduced to
substances in a more private setting (2003). In addition, marital status plays an important role
as a protective factor in the development of substance use disorders.

3. Drug Injection and Relationships: Even though women are less likely to inject drugs than
men, research suggests that women accelerate to injecting at a faster rate than men (Bryant
and Treloar 2007). When women inject drugs for the first time, they are more likely than men
who are first-time injectors to be introduced to this form of administration by a sexual partner
(Frajzyngier et al. 2007). Women are more likely to be involved with a sexual partner who also
injects. While various personality and interpersonal factors influence needle sharing among
women (Brook et al. 2000), women are more likely to inject with and borrow needles and
equipment from their partner, spouse, or boyfriend. Among women who use with their sexual
partners, Bryant and Treloar (2007) highlight a division of labor where men are responsible for
obtaining, purchasing, and injecting the drug for them. Thus, needle sharing and drug using
with a sexual partner may engender a sense of emotional intimacy among women or reflect
inequity of power in the relationship. Other “people of introduction” besides sexual partners
are groups that are predominantly female. While women may initiate drug injection through
relational means, it is important to recognize that some women are as likely to initiate drug
injection on their own.

4.. Earlier Patterns Reflect Later Problems: Drinking low to moderate levels of alcohol

in early adulthood is a predictor of later heavy drinking and alcohol-related substance use
disorders among women (Andersen et al. 2003; Morgen et al. 2008). In addition to amount of
alcohol intake, frequency of use appears positively associated with risk of alcohol dependence,
particularly for women (Flensborg-Madsen et al. 2007). Females who begin smoking at a young
age are more likely to initiate alcohol and drug use than females who do not smoke.

5. Responsibilities and Pattern of Use: Women are more likely to temporarily alter their
pattern of use in response to caregiver responsibilities. As an example, women are likely to
curtail or establish abstinence of alcohol and illicit drugs while pregnant (SAMHSA 2004), even
though they are as likely to resume use later on. In addition, some women report that they use
stimulants to help meet expectations associated with family responsibilities (Joe 1995).

6. Progression and Consequences of Use: Women experience an effect called telescoping
(Piazza et al. 1989), whereby they progress faster than men from initial use to alcohol and
drug-related consequences even when using a similar or lesser amount of substances. While
extensive research is available pertaining to the telescoping effect of alcohol and alcohol-related
consequences among women, more recent research (Hernandex-Avila et al. 2004; Ridenour et
al. 2005) supports a preliminary finding—a similar pattern of rapid progression for illicit drugs.
While women have a greater biological vulnerability to the adverse consequences of substance
use, it is important to note that variations in progression and the biopsychosocial consequences
of substance use may also be linked to socioeconomic status, racial/ethnic differences, and age
(Johnson et al. 2005). As an example, African Americans generally begin regular alcohol use
later than most population groups yet demonstrate more rapid transition from initiation of use
to abuse.
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In addition, women reported that initiation of
use was significantly influenced by other females
who use (Cohen-Smith and Severson 1999).

Data from the 1997-1998 National Center for
Health Statistics’ National Health Interview
Survey revealed that among racial or ethnic
groups, American-Indian and Alaska-Native
women have the highest prevalence of tobacco
use with 34.5 percent; Asian- or Pacific-
American women have the lowest prevalence

at 11.2 percent (Office of the Surgeon General
2001b). Women with more education tend to
smoke less than women with less education.
According to the survey, the lowest rates among
people who smoke were for women with more
than 16 years of education, and the highest rates
were for women with 9 to 11 years of education.

There is increasing evidence that children of
parents who smoke cigarettes are more likely to
smoke than the children of parents who do not
smoke. Although some studies show conflicting
results, girls seem to be more influenced by their
parents’ smoking and are particularly more
likely to model maternal behavior. This applies
not just to smoking but also to cessation. The
Office of the Surgeon General (2001b) reports
one study that found when mothers stopped
smoking, it helped delay or deter smoking in
adolescent daughters, but not in sons.

Although there is debate about the relevance

of the “gateway” concept (in which use of

one substance leads to use of other more
“dangerous” substances), many studies show
that tobacco use precedes alcohol and drug

use. Young women in particular who smoke
tobacco are more likely than young women who
do not smoke to drink alcohol or use drugs,
especially when they begin smoking at a young
age (Ellickson et al. 1992; Lai et al. 2000; Torabi
et al. 1993). Based on these studies, associated
behaviors and environmental factors play a
probable role in initiating tobacco, alcohol, and
drug use.
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Prevalence of Substance Use
Patterns Among Women Who Are
Pregnant

NSDUH includes questions about the use of
alcohol, illicit drugs, tobacco, and pregnancy
status among women ages 15 to 44; results show
past-month rates for substance use are curtailed
substantially during pregnancy (see Figure 2-2
on p. 30; SAMHSA 2008). These rates are likely
to be conservative because they reflect only past-
month use, not use during the entire pregnancy.
They also are limited to women who were aware
of their pregnancies at the time of the survey.
Responses are affected by an unknown degree of
stigma associated with using substances during
pregnancy.

Among pregnant women ages 15 to 44 years,

5 percent reported using illicit drugs in the
past month, based on combined 2006 and 2007
NSDUH data. This rate is significantly lower
than the rate among women ages 15 to 44 who
were not pregnant (10.0 percent). The rate of
past-month cigarette use was also lower among
those who were pregnant (16.4 percent) than it
was among those who were not pregnant (28.4
percent). Alcohol use followed a similar pattern
among pregnant women ages 15 to 44 with an
estimated 11.6 percent reporting past-month
alcohol use. This rate was significantly lower
than the rate for nonpregnant women in the
same age group (53.2 percent).

These data are encouraging, indicating that
women tend to reduce their substance use
during pregnancy. However, women’s reduction
of substance use during pregnancy appears to
be temporary (SAMHSA 2008). NSDUH data
suggest that women ages 15 to 44 use alcohol,
tobacco, and illicit drugs less during pregnancy
but are likely to resume substance use after
pregnancy.

Women who continued to use illicit drugs
occasionally or regularly after their last
menstrual period are more likely to have a
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Figure 2-1

Use of lllicit Drugs, Alcohol, and Tobacco by Females Aged 12 or
Older, Past Year and Past Month, Numbers in Thousands and

Percentages, 2006

Past Year Past Year Past Past

Number Percent Month Month

Number | Percent

Any Illicit Drug 15,007 11.8 7,816 6.2
Marijuana (includes hashish) 9,785 7.7 5,162 4.1
Any Illicit Drug Other Than Marijuana 9,310 7.4 4,019 3.2
Cocaine 2,116 1.7 797 0.6
Crack 453 0.4 182 0.1
Heroin 184 0.1 77 0.1
Hallucinogens (LSD, PCP, Ecstasy) 1,593 1.3 428 0.3
Inhalants 875 0.7 257 0.2

Nonmedical Use of Any

Psychotherapeutics 7,509 5.9 3,141 2.5
Pain Relievers 5,427 4.3 2,206 1.7
Tranquilizers 2,622 2.1 801 0.6
Stimulants/Methamphetamine 1,677 1.3 599 0.5
Sedatives 519 0.4 250 0.2
Any Tobacco 34,751 27.4 29,484 23.3
Alcohol 79,140 62.5 57,283 45.2
Binge Alcohol Use — — 19,276 15.2
Heavy Alcohol Use — — 4,172 3.3

Source: SAMHSA 2007.
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higher number of pregnancies, less prenatal
care, greater likelihood of substance use among
family and friends, and greater severity of
substance use (Derauf et al. 2007; Shieh and
Kraavitz 2006). Continued substance abuse
during pregnancy is a major risk factor for
fetal distress, developmental abnormalities,
and negative birth effects. It is also associated
with delayed prenatal care, and it is quite likely
that this delay is exacerbated as a result of
fears pertaining to potential legal consequences
(Jessup et al. 2003). Timely prenatal care for
pregnant women who continue to use illicit drugs
provides a significant buffer against adverse
pregnancy outcomes, including premature
births, small for gestational age status, and

low birth weight (El-Mohandes et al. 2003;
Quinlivan and Evans 2002).

Prevalence of Substance
Abuse and Dependence
Among Women

The Shrinking Gender Gap of
Substance Abuse and Dependence

Even though studies have consistently shown a
greater prevalence of substance use disorders
among men, evidence is also mounting on the

narrowing of the gender gap for these disorders
(see Figure 2-3 on p. 31). According to the
NSDUH 2006 survey, females were as likely as
males to abuse or be dependent on substances
between 12 and 17 years of age, while older
adolescent males and females continue to show a
greater gender gap in percentages of substance-
related disorders. In comparing epidemiologic
surveys from 1992 to 2002, an analysis found

a significant increase in risk for alcohol abuse
and dependence among women born after 1944,
except for African-American women (Grucza et

al. 2008).

Across the Life Span

As women become older, the prevalence of
substance abuse and dependence becomes lower
(Grant et al. 2006). The 2003 NSDUH estimated
that 15.7 percent of women ages 18 to 25 abused
or were dependent on alcohol or an illicit drug
in the past year compared with 1.5 percent

of those ages 50 or older (see Figure 2-4 on p.
32). However, it is important to remember that
women remain vulnerable to substance use,
abuse, and dependence and its consequences
across their life spans. As women encounter
major life transitions, they are at a heightened
risk for substance use and abuse (Poole and Dell

2005).

Figure 2-2

Past-Month Substance Use, Based on Combined 2006 and 2007 Data:
National Survey on Drug Use and Health (NSDUH), 2007

Pregnant, Aged 15—44

Not Pregnant, Aged 15—44

Any alcohol use

11.6 percent

53.2 percent

Binge alcohol use

3.7 percent

24.1 percent

Any illicit drug use

5.2 percent

9.7 percent

Cigarette use

16.4 percent

28.4 percent

Source: SAMHSA 2008.
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Characteristics of Treatment
Admissions Among Women

Data from treatment admissions provides
considerable information on the patterns of
substance use among women. Yet caution needs
to be taken when generalizing this information
across the entire population of women who have
substance use disorders, since most women

who have substance use disorders never receive
treatment. According to TEDS data (SAMHSA
2004), women are less likely to report alcohol

as their primary substance of abuse compared
with males. Although alcohol is still the primary
substance of abuse, women are more likely than
men to be in treatment for drug use. For women,
37 percent report that opiates (20 percent)

or cocaine (17 percent) are their primary
substances of abuse.

While women often receive other healthcare
services prior to identification of substance use
disorders, referrals from healthcare providers
(other than alcohol and drug use treatment
providers) are one of the lowest referral routes
to treatment for women. Currently, self-referral,
social service agencies, and the criminal justice

system are the primary sources of referral to
treatment for women (Brady and Ashley 2005;
SAMHSA 2004). In comparison to men, women
are more likely to be identified with a substance
use disorder through child protective services
(Fiorentine et al. 1997).

Women who enter treatment are more likely to
identify stress factors as their primary problem
rather than substance use (Green et al. 2002;
Thom 1987). They also exhibit more severity
and problems related to substance use upon
entering substance abuse treatment, including
medical and psychological problems (Arfken

et al. 2001). This heightened level of severity
and symptomotology may, in part, be a result
of delayed access to treatment due to various
barriers, a reflection of rapid progression from
initiation to alcohol and drug use consequences
(telescoping), a manifestation of a woman’s
tendency to consume alcohol and use cocaine
more frequently than men (Pettinati et al.
2000), or the lack of appropriate screening or
identification of treatment need until severity is
paramount.

In Figure 2-5 (p. 33), the percentage of female
admissions to substance abuse treatment

Figure 2-3

Percentages of Past-Year Abuse of or Dependence on Alcohol or Any
lllicit Drug by Gender and Age, 2006

14

- Male
[ Female

12 4

10

Percent Dependent or Abu in
in Past Year

Source: SAMHSA 2007.
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Figure 2-4

Percentages of Past-Year Abuse of or Dependence on Alcohol or Any
lllicit Drug Among Women Aged 18 or Older by Age Group: 2003

20%—

Source: SAMHSA 2007.

programs by racial/ethnic groups is shown.
For more detailed information on ethnicity
and substance abuse, refer to chapter 6. In
addition, the planned TIP, Improving Cultural
Competence in Substance Abuse Treatment
(CSAT in development a) provides additional
information on ethnicity and substance abuse
patterns.

TEDS data also provide information about
substance preferences for women of specific
population/ racial/ethnic groups. Figure 2-6
shows the percentage of treatment admissions
by substance for each ethnic or racial group of
women. Except for the “alcohol plus another
substance” category, only the woman’s primary
substance of abuse is indicated in the table;

the prevalence of polydrug abuse cannot be

determined (SAMHSA 2004).

As Figure 2-6 (p. 34) indicates, the primary
substance of abuse reported on admission of
Caucasian and American-Indian/Alaska-Native
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women is alcohol. Asian- and Pacific-American
women reported methamphetamine most

often. African-American women were more
likely to name crack/cocaine as the primary
substance of abuse, whereas some subgroups
of Hispanic/Latina women were more likely to
enter treatment for heroin use. For most ethnic
or racial groups, alcohol and a secondary drug
were abused by the next largest percentage of
women.

In 2002, women constituted about 30 percent
of admissions for substance abuse (Brady and
Ashley 2005), but they represented a larger
proportion of admissions for prescription
and over-the-counter (OTC) drug abuse (46
percent; OAS 2004b). Depending on treatment
level, admission rates varied from 29 percent
in hospital inpatient facilities to 39 percent

in outpatient methadone programs. Women
were admitted in notable proportions for all
types of preseription and OTC drug abuse: 47
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percent for prescription narcotics, 44 percent
for prescription stimulants, 50 percent for
tranquilizers, 51 percent for sedatives, and

42 percent for OTC medications (OTC drugs
include aspirin, cough syrup, and any other
medication available without prescription). The
majority of individuals admitted for prescription
and OTC drug treatment were Caucasian (88

percent; OAS 2004b).
According to TEDS data (OAS 2004c), 15,300

(4 percent) of women admitted to substance
abuse treatment in 2002 were pregnant at the
time of admission. Compared with the women in
treatment who were not pregnant at admission,
the pregnant women in treatment were more
likely to report cocaine/crack (22 versus 17
percent), amphetamine/methamphetamine (21

versus 13 percent), or marijuana (17 versus 13
percent) as their primary substance of abuse.
Alcohol was the primary substance of abuse
among almost one-third of women aged 15 to
44 (31 percent) who were not pregnant at the
time of admission. In contrast, only 18 percent
of women who were pregnant at admission
reported alcohol as their primary substance of
abuse.

Figure 2-5

Percentage of Admissions to Substance Abuse Treatment
Programs by Racial/Ethnic Group in 2006

Group Percentage of Total Admissions
Female Admissions 31.8
Caucasian 20.1
African American 6.4
Hispanic (Mexican Origin) 1.6
Hispanic (Puerto Rican Origin) 0.8
American Indian/Alaska Native 0.9
Asian/Pacific Islander 0.4

Source: HHS, SAMHSA, OAS 2008
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Note to Clinicians

For a woman entering treatment, the tendency to focus on problems or stressors other than

her substance abuse is quite normal. Women are socialized to assume more caregiver roles

and to focus attention on others. Even if she has not appropriately cared for others (such as

her children) during her addiction, it does not mean that she will not see this as an important

issue immediately upon entering a detoxification or treatment program. The clinician needs to

appreciate this gender difference; instead of assuming that the client’s worries and her tendency

to be other-focused is a detriment or an issue of resistance for treatment, use the client’s concerns
as a means of motivation throughout treatment.

Figure 2-6
Primary Substance of Abuse Among Women Admitted for
Substance Abuse Treatment by Racial/Ethnic Group by Percentage

Hispanic | Hispanic | American| Asian/ | TWO
Substance Cauca- | African (Mexi- | (Puerto | Indian/ | Pacific OR
of Abuse sian American can Rican Alaska | Island- | MORE
Origin) | Origin) | Native er RACES
Alcohol 35.5 24.8 22.6 20.4 39.5 26.4 | 21.7
Cocaine/crack 13.3 35.0 12.0 18.4 8.0 9.2 | 12.0
Heroin 12.7 16.3 11.8 38.5 9.7 8.2 5.7
Other opioids 7.7 1.3 1.7 1.8 4.7 3.1 4.0
Marijuana/hashish 11.8 17.6 15.6 15.2 10.2 16.3 | 19.4
Methamphetamines 13.3 1.7 34.0 o 25.2 33.1 | 31.9
Benzodiazepines 1.0 0.2 0.1 0.4 0.4 0.3 0.6
S;li‘flzsamphet‘ 0.6 0.1 0.3 0.1 0.5 0.7 | 0.8
}?yt;‘f;fiﬁat”%/ 0.4 0.1 0.3 0.1 0.2 0.1 | 0.2
Hallucinogens 0.1 0.1 0.1 0.1 0.1 0.2 0.1
PCP 0.0%* 0.4 0.5 0.3 0.1 0.2 0.2
Inhalants 0.1 0.1 0.2 0.0%* 0.2 0.1 0.2
Over-the-counter
(OTC) medications 0.1 0.0%* 0.1 0.0%* 0.1 0.1 0.1

* Less than 0.05 percent

Source: HHS, SAMHSA, OAS 2008.
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Advice to Clinicians and Administrators:
Using Patterns of Use as a Clinical Guide

For Clinicians:

e Foremost, it is important to remember that women are as likely as men to become
addicted to alcohol and drugs if given an opportunity. By making an assumption that
women are less likely to have a substance use disorder, important information may
not be obtained in the screening and assessment process, thus leading to misdiagnosis
or under diagnosis.

Depending on the specific drug class, some women may have considerable concerns
regarding potential weight gain if they enter treatment and establish abstinence.
Among women, weight loss is more likely a major benefit in continuing drug use.

In assessing risk factors or potential triggers for relapse, don’t underestimate that
the initial reasons for use may be the same reasons for relapse, even if initial use
occurred many years ago. As a clinician, it is important to prepare for a premature
termination of treatment and establish an intervention plan tailored to address these
initial reasons for use. More times than not, women generally will underestimate the
risks associated with these issues. For example, women who initiated use due to a
relationship will often deny that relationships are a current risk factor. Nonetheless,
the counselor should not immediately follow the client’s self-assessment but rather
proceed with creating roleplays that simulate possible scenarios to provide practice
in how to handle relationship issues before they actually occur in treatment; i.e.,
roleplay a telephone call from a boyfriend who believes that the client does not have
a problem and begs her to come home. More often than not, other women in the
treatment group have a better handle on the actual scenarios that are high risk for
each other.

Remember that women are socialized to be other-focused. Just because they may not
have attended to some of their responsibilities during active substance use does not
mean that they will not be focused on these responsibilities upon entering treatment.
Rather than pushing the idea that they need to “get their head into treatment and
not be so focused on outside issues,” use their ability to be other-focused as a tool in
developing motivation for recovery. Assuming that a woman is resistant to treatment
because she is other-focused in the program is a form of gender bias. Women are
socialized to think about others.

Because substance abuse tends to run in families, a woman'’s parents and children

as well as her partner need to be considered in planning treatment. As important, a
woman needs to be aware of the influence of substance abuse in her family. Using a
family geneogram or family tree to mark who has used substances can be a valuable
tool in assessing the degree of influence in her family.

A partner’s substance use and attitudes toward substance use can influence a
woman'’s substance use. A woman who uses illicit drugs is more likely to have a
partner who also uses illicit drugs. The counselor should work with all individuals who
have influence on the client so that each person develops attitudes and behaviors
that will be supportive of the client’s recovery.

Remember to assess for personality traits that are more conducive to substance abuse
among women, namely sensation-seeking.
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Advice to Clinicians and Administrators:
Using Patterns of Use as a Clinical Guide (continued)

e Trauma is both a risk factor for and a consequence of substance abuse. Women with
histories of trauma may be using substances to self-medicate symptoms. Subsequently,
interventions should be immediately put into place to help build coping strategies to
manage strong affect, including relaxation training and other anxiety management
skills. Start skills-building immediately rather than waiting for an incident to occur. It
is far more difficult to manage symptoms when they are heightened than when they
are at lower levels of intensity.

From the outset, counselors need to be aware of the potential and common
occurrence and impact of co-occurring disorders among women with substance use
disorders, especially mood, anxiety, and eating disorders.

For Administrators:

e Administrators need to develop and incorporate policies and procedures that support
family involvement from the onset. Beginning with the initial contact, staff need
to convey the importance of family involvement and the program'’s expectations
regarding the necessity of family participation.

e Adminstrators need to develop policies and procedures to address co-occurring issues,
including screening, assessment, and referral processes. They need to secure funding
and endorse programs that are effective with various populations, such as trauma-
informed services and culturally responsive programs.
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3 Physiological
Effects of Alcohol,
Drugs, and Tobacco
on Women

Overview

Based on human and animal studies, women are more sensitive to
the consumption and long-term effects of alcohol and drugs than
men. From absorption to metabolic processes, women display more
difficulty in physically managing the consequences of use. In general,
with higher levels of alcohol and drugs in the system for longer
periods of time, women are also more susceptible to alcohol- and
drug-related diseases and organ damage.

This chapter provides an overview of the physiological impact

of alcohol and drugs on women, with particular emphasis on the
significant physiological differences and consequences of substance
use in women. It begins with a general exploration of how gender
differences affect the way alcohol and drugs are metabolized in

the body and then highlights several biopsychosocial and cultural
factors that can influence health issues associated with drugs and
alcohol. The chapter goes on to explore the physiological effects of
alcohol, drugs (both licit and illicit), and tobacco on the female body.
A summary of key research on the impact of these substances when
taken during pregnancy follows, and the chapter closes with a review
of the effect that substance abuse has on women’s HIV/AIDS status.
Counselors can use the information presented in this chapter to
educate their female clients about the negative effects substances can
have on their physical health. A sample patient lecture is included
that highlights the physiological effects of heavy alcohol use.
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Physiological Effects
and Consequences of
Substance Abuse in
Women

Alcohol and drugs can take a heavy toll on the
human body. The same general statements can
be made for both men and women about their
long-term effects—for example, both genders
incur liver problems resulting from alcohol
abuse, respiratory impairment and lung cancer
as a consequence of smoking, HIV/AIDS and
hepatitis from injection drug use, and memory
difficulties associated with the use of marijuana.
Yet women have different physical responses to
substances and greater susceptibility to health-
related issues. Women differ from men in the
severity of the problems that develop from use of
alcohol and drugs and in the amount of time be-
tween initial use and the development of physi-
ological problems (Greenfield 1996; Mucha et al.
2006). For example, a consequence of excessive
alcohol use is liver damage (such as cirrhosis)
that often begins earlier in women consuming
less alcohol over a shorter period of time. By
and large, women who have substance use dis-
orders have poorer quality of life than men on
health-related issues.

In addition, women who abuse substances have
physiological consequences, health issues, and
medical needs related to gynecology (Peters et
al. 2003). Specifically, drugs and alcohol affect
women’s menstrual cycles, causing increased
cramping and heavier or lighter periods. Women
sometimes use illicit drugs and alcohol as medi-
cation for cramping, body aches, and other dis-
comforts associated with menstruation (Stevens
and Estrada 1999). On the other hand, women
who use heroin and methadone can experience
amenorrhea (absence of menstrual periods; Abs
et al. 2000), leading them to believe that they are
unable to conceive and misreading early signs

of pregnancy as withdrawal symptoms. Subse-
quently, they are unaware that they are preg-
nant. Women’s substance use also poses risks to
fetuses and nursing infants.
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Limitations of Current Research on
Gender Differences in Metabolism

In general, research on the unique physiological
effects of alcohol and drugs in women is lim-
ited and sometimes inconclusive. Although the
differences in the way women and men metabo-
lize alcohol have been studied in some depth,
research on differences in metabolism of illicit
drugs is limited. For many years, much of the
research on metabolism of substances either
used male subjects exclusively or did not report
on gender differences. Historically, women were
omitted due to the potential risk of pregnancy
and the possibility that hormonal changes across
the menstrual cycle would wreak havoc on the
drugs’ effects and subsequent results.

Available research is typically based on small
sample sizes and has not been replicated. Race
and ethnic background can affect metabolism
and the psychological effects of alcohol and il-
licit drugs, as can the psychopharmaceuticals
sometimes used in treatment (Rouse et al. 1995),
but their effects have not been studied. Similar
to men, few women abuse only one substance.
Polysubstance use complicates the ability to
study and understand the physiological effects
of specific drugs on women, while increasing
the risk associated with synergistic effects when
substances are combined. Significant gaps in
knowledge exist regarding physiological effects
across the continuum of a woman’s life.

Physiological Effects:
Factors of Influence

Ethnicity and Culture

The level of acculturation and cultural roles and
expectations play a significant role in substance
use patterns among women of color (Caetano

et al. 2008). The prevalence of substance abuse
among ethnic women typically coincides with
higher levels of acculturation in the United
States, thus leading to greater health issues.
Literature suggests that women from ethnically
diverse backgrounds who have substance use
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disorders possess greater risks for developing
certain conditions and disorders, such as hy-
pertension, high blood pressure, and HIV/AIDS
(Centers for Disease Control [CDC] 2000«, b;
Steffens et al. 2006; Vernon 2007). These health
disparities arise from many sources, including
difficulty in accessing affordable health care,
delays in seeking treatment, limited socioeco-
nomic resources, racism, and discrimination
(Gee 2002; Mays et al. 2007; Williams 2002).

In addition, mistrust of health care providers

is a significant barrier to receiving appropriate
screening, preventive care, timely interventions,
and adequate treatment (Alegria et al. 2002).
More recent studies have explored the role of
gender in perceived discrimination and health,
and some studies have noted differences in the
type of stressors, reactions, and health conse-
quences between men and women (Finch et al.
2000; Flores et al. 2008). For example, the Black
Women’s Health Study found that perceived
experiences of racism were associated with an

increased incidence of breast cancer (Taylor et
al. 2007).

Sexual Orientation

Lesbian/bisexual women exhibit more prevalent
use of alcohol, marijuana, prescription drugs,
and tobacco than heterosexual women, and they
are likely to consume alcohol more frequently
and in greater amounts (Case et al. 2004; Co-
chran et al. 2001, 2004). Based on the Substance
Abuse and Mental Health Services Administra-
tion’s (SAMHSA’s) 1996 National Household
Survey on Drug Abuse, researchers compared
patterns of use between homosexual and het-
erosexual women and found that lesbhians have
greater alcohol-related morbidity (Cochran et
al. 2001). Likewise, they are less likely to have
health insurance and to use preventive screen-
ings, including mammograms and pelvic exami-
nations. With less utilization of routine screen-
ings, lesbians and bisexual women may not be
afforded the benefit of early detection across
disorders, including substance use disorders,
breast cancer, and cardiovascular disease.

Physiological Effects of Alcohol, Drugs, and Tobacco on Women

Socioeconomic Status and
Homelessness

Overall, lower socioeconomic status is associated
with higher mortality rates and greater risks for
cervical cancer, coronary heart disease, HIV/
AIDS, and other health conditions and medical
disorders (Adler and Coriell 1997). More than
ethnicity, socioeconomic status heavily influ-
ences the health risks associated with substance
abuse. Research suggests that when the socio-
economic conditions of ethnically diverse popu-
lations are similar to those of the White popu-
lation, consequences of substance use appear
comparable (Jones-Webb et al. 1995). Among
women, alcohol and drug-related morbidity

and mortality are disproportionately higher in
individuals of lower socioeconomic status, which
is associated with insufficient healthcare ser-
vices, difficulties in accessing treatment, lack of
appropriate nutrition, and inadequate prenatal
care. Subsequently, impoverished women who
abuse substances often experience greater health
consequences and poorer health outcomes.

Similarly, homelessness is associated with higher
mortality rates for all life-threatening disorders,
including greater risks for infectious diseases.
With greater high-risk sexual behaviors and re-
peated exposure to overcrowded shelters, home-
less women who use injection drugs are more
likely to be infected with HIV/AIDS and other
infectious diseases, including airborne infections
such as tuberculosis, thereby leading to greater
health consequences (for review, see Galea and

Vlahov 2002).

Developmental Issues and Aging

Although little is known regarding the effect of
alcohol and drugs on development across the
lifespan, there is some evidence in alcohol-relat-
ed research that there are different vulnerabili-
ties at different ages for women. Even though
developmental research on alcohol is not easily
transferred to other drugs of abuse, it can give
us a glimpse of the potential physiological issues
associated with age and aging. For example, ado-
lescent women are more likely than their male
counterparts to experience cognitive impairment
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despite less alcohol consumption. Women of
child-bearing age are more likely to experience
infertility with heavier drinking (Tolstrup et al.
2003). Postmenopausal women are more likely
to exhibit significant hormonal changes with
heavy consumption of alcohol, leading to poten-
tially higher risks for breast cancer, osteopo-
rosis, and coronary heart disease (Weiderpass
et al. 2001). Older women are more sensitive to
alcohol and display a decrease in tolerance and
alcohol metabolism (Center for Substance Abuse
Treatment [ CSAT] 1998d). While research has
been more devoted to examining gender dif-
ferences, limited data are available for other
substances and less is known regarding the effect
of these substances on development and aging.

Co-Occurring Disorders: A
Bidirectional Influence

According to SAMHSA’s National Survey on
Drug Use and Health (NSDUH) report (Office

of Applied Studies [OAS] 2004b), women with
co-occurring mental and substance use disorders
are likely to experience serious physical health
problems. Co-occurring disorders have a bidi-
rectional relationship and often a synergistic ef-
fect on one another. As much as substance abuse
can increase the risk of, exacerbate, or cause
medical conditions, medical disorders can also
increase substance abuse as a means of self-med-
icating symptoms or mental distress associated
with the disorder. Similar to men, women who
have mental disorders can have more difficulty
adhering to health-related treatment recom-
mendations, such as treatment attendance, diet
restrictions, or medication compliance.

Physiological Effects of
Alcohol

Gender Differences in Metabolism
and Effects

Alcohol is a leading cause of mortality and
disability worldwide. According to the World
Health Organization, alcohol is one of the five
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most significant risk factors for diseases, with
more than 60 percent of alcohol-related diseases
being chronic conditions, including cancer, cir-
rhosis of the liver, diabetes, and cardiovascular
disease (Chisholm et al. 2004).

Alcohol’s effects on women have been studied
more than those of illicit drugs. Compared with
men, women become more cognitively impaired
by alcohol and are more susceptible to alcohol-
related organ damage. Women develop damage
at lower levels of consumption over a shorter
period of time (for review, see Antai-Otong
2006). When men and women of the same weight
consume equal amounts of alcohol, women have
higher blood alcohol concentrations. Women
have proportionately more body fat and a lower
volume of body water compared with men of
similar weight (Romach and Sellers 1998). As

a result, women have a higher concentration of
alcohol because there is less volume of water to
dilute it.

In comparison with men, women, at least those
younger than 50, have a lower first-pass metabo-
lism of alcohol in the stomach and upper small
intestine before it enters the bloodstream and
reaches other body organs, including the liver.
One researcher concluded that women’s lack

of a functional gastric protective barrier means
that “for an alcoholic woman to drink alcohol

is the same as taking the alcohol directly into a
vein,” contributing to her greater vulnerability
to alcohol-related organ damage (Lieber 2000, p.
417).

These factors may be responsible for the in-
creased severity, greater number, and faster rate
of development of complications that women
experience from alcohol abuse when compared
with men, according to reviews of several studies
(Blum et al. 1998; Greenfield 1996). Women de-
velop alcohol abuse and dependence in less time
than do men, a phenomenon known as telescop-
ing (Piazza et al. 1989). At a rate of consumption
of two to three standard drinks per day, women
have a higher mortality rate than men who drink
the same amount. Men do not experience an
increased mortality risk until they consume four

drinks daily (Holman et al. 1996).

Physiological Effects of Alcohol, Drugs, and Tobacco on Women



Women develop other alcohol-related diseases at
a lower total lifetime exposure than men, includ-
ing such disorders as fatty liver, hypertension,
obesity, anemia, malnutrition, gastrointestinal
hemorrhage, and ulcers that require surgery
(Van Thiel et al. 1989). Heavy alcohol use also
increases the risk of hemorrhagic stroke, ac-
cording to one study cited by Nanchahal and
colleagues (2000). Older women respond to
alcohol somewhat differently than do younger
women. They have even less body water, a
heightened sensitivity to and decreased tolerance
for alcohol, and a decrease in alcohol metabo-
lism in the gastrointestinal tract (CSAT 1998d).

The following sections identify specific physi-
ological effects related to alcohol use by women.
These effects are not distinct from one another;
rather, they interact in a synergistic way in the

body.

Liver and Other Organ Damage

Females are more likely than their male coun-
terparts to experience greater organ damage as a
result of consuming similar amounts of alcohol.
Compared with men, women develop alcohol-
induced liver disease over a shorter period of
time and after consuming less alcohol (Gavaler
and Arria 1995). Women are more likely than
men to develop alcoholic hepatitis and to die
from cirrhosis (Hall 1995). One researcher has
theorized that women’s faster alcohol elimina-
tion rate can endanger the liver by subjecting it
to high, though transient, levels of acetaldehyde,
a toxic byproduct of alcohol metabolism. This
exposure may explain the higher liver cirrhosis
rates among women (e.g., Thomasson 2000).

Cardiac-Related Conditions

According to current studies, women who drink
exhibit a greater propensity to develop alcohol-
induced cardiac damage. While light consump-
tion (less than one drink per day) can serve as

a protective factor for women who have a risk
for coronary artery disease, studies suggest that
protection is not evident for younger women,
women who drink heavily, and women without
risk factors associated with heart disease. Wom-
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en who are dependent on alcohol or consume
heavier amounts are more likely to die prema-
turely from cardiac-related conditions (Bradley
et al. 1998a; Fernandez-Sola and Nicolas-Arfelis
2002; Hanna et al. 1992).

Heavy consumption (more than four drinks per
day) is associated with increased blood pressure
in both women and men (Bradley et al. 1998a).
A major epidemiological study found that wom-
en between ages 30 and 64 who consumed 15-21
units of alcohol per week had an increased risk
of hypertension compared with those who drank
14 or fewer units; those who drank 1-7 units per
week had an overall decrease in 10-year risk of
cardiovascular disease compared with those who
drank more (Nanchahal et al. 2000). The female
heart appears to experience a functional decline
at a lower level of lifetime exposure to alcohol

than does the male heart (Urbano-Marquez et
al. 1995).

What constitutes light, moderate, or heavy
drinking?

The U.S. Department of Health and Human
Services and U.S. Department of Agricul-
ture’s definition of moderate alcohol con-
sumption (2005) varies by gender: In women,
moderate drinking is considered to be no more
than one drink per day, compared with no
more than two drinks per day for men. These
differences stem from gender differences in
body composition and metabolism.

Reproductive Consequences

Research into the adverse impact of alcohol con-
sumption on fertility is growing. While numer-
ous studies have shown a consistent relationship
between heavy drinking and infertility (Eggert
et al. 2004; Tolstrup et al. 2003), additional
studies examining moderate consumption are
more inconsistent. Nevertheless, findings suggest
a need to educate and screen women for alcohol
use while they are seeking infertility treatment
(Chang et al. 2006). In addition, heavy drink-
ing is associated with painful and/or irregular
menstruation (Bradley et al. 1998a). The repro-
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ductive consequences associated with alcohol use
disorders range from increased risk for miscar-
riage to impaired fetal growth and development

(Mello et al. 1993).

There are considerable variations among women
in their capacity to consume and metabolize
alcohol. Early literature suggests that variations
in alcohol metabolism among women may be
linked to the different phases of the menstrual
cycle, but more recent reviews suggest that there
are no consistent effects of the menstrual cycle
on the subjective experience of alcohol intake or
alcohol metabolism (Terner and de Wit 2006).
Studies reviewed by Romach and Sellers (1998)
found that significant hormonal changes are re-
ported in postmenopausal women who consume
alcohol. Women taking hormone replacement
therapy (HRT), now referred to as menopausal
hormone therapy, and consuming 14 or more
standard drinks weekly had significantly higher
estradiol levels. These high levels are associated
with a greater risk of breast cancer and coro-
nary heart disease.

Breast and Other Cancers

Numerous studies have documented associations
and suggested causal relationships between al-
cohol consumption and breast cancer risk (Key
et al. 2006; Li et al. 2003; Zhang et al. 2007).

A review of data from more than 50 epidemio-
logical studies from around the world revealed
that for each drink of alcohol consumed daily,
women increased their risk of breast cancer by 7
percent (Hamajima et al. 2002). Postmenopausal
women have an increased risk of breast cancer
as well if they currently drink alcohol (Lenz et
al. 2002; Onland-Moret et al. 2005). Women who
drink alcohol have elevated estrogen and andro-
gen levels, which are hypothesized to be con-
tributors to the development of breast cancer in
this population (Singletary and Gapstur 2001).
In addition, postmenopausal women who are
moderate alcohol drinkers (one to two drinks a
day) and who are using menopausal hormone
therapy have an increased risk of breast cancer,
with even greater risk at higher rates of alcohol
consumption (Dorgan et al. 2001; Onland-Moret
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et al. 2005).

While the risk for in situ and invasive cervical
cancer and cancer of the vagina may be associ-
ated with other environmental factors including
high-risk sexual behavior, human papilloma vi-
ruses, smoking, hormonal therapy, and dietary
deficiency, Weiderpass and colleagues (2001)
concluded, based on 30 years of retrospective
data, that women who are alcohol dependent are
at a higher risk for developing these cancers.
Similarly, Bagnardi et al. (2001) conducted a
meta-analysis of more than 200 studies whereby
they found that alcohol significantly increased
the risks for cancers of the oral cavity, pharynx,
esophagus, larynx, stomach, colon, rectum,
liver, and ovaries. Although further investiga-
tion is needed to explore the role of alcohol
consumption on gastric cancer, preliminary
findings suggest that the type of alcoholic bever-
age, namely medium-strength beer, creates an
increased risk of gastric cancer (Larsson et al.
2007). Based on a multiethnic cohort study, the
risk of endometrial cancer increases when post-
menopausal women consume an average of two
or more drinks per day (Setiawan et al. 2008).
Additional risks are associated with tobacco use,
particularly for cancers of the upper digestive
and respiratory tract.

Osteoporosis

According to Bradley and colleagues (1998a),
evidence suggests “decreased bone forma-

tion and abnormal vitamin D metabolism may
predispose alcohol-dependent premenopausal
women to osteoporosis” (p. 631). Heavy alcohol
use clearly has been shown to harm bones and to
increase the risk of osteoporosis by decreasing
bone density. These effects are especially strik-
ing in young women, whose bones are develop-
ing, but chronic alcohol use in adulthood also
harms bones (Sampson 2002). In addition, ani-
mal studies suggest that the damaging effects of
early chronic alcohol exposure are not overcome
even when alcohol use ceases (Sampson 1993).
Tobacco use also may increase the risk of osteo-
porosis and fractures; people who drink are 75
percent more likely to smoke, and people who
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Clinical Activity: Sample Client-Educating Lecture Outline for
Counselors Physiological Effects of Alcohol

This 60-minute lecture provides a general outline highlighting the physiological effects of moder-
ate-to-heavy alcohol use. Refer to this TIP chapter for additional information to support your
lecture. To increase participation, first ask women in the group to identify medical problems
they believe to be related to their alcohol use. The format of this lecture can also be used with
illicit and prescription drugs. Many conditions do occur in men, but it is important to emphasize
the enhanced risk and the earlier appearance of these diseases and conditions among women.
The list of physiological consequences identifies the most common disorders; it is not intended as
a comprehensive review.

I. Rationale: Women’s positive response to health education
II. Objectives:
A. To review what constitutes moderate-to-heavy drinking among women
B. To describe physiological differences in how alcohol is metabolized in a woman’s body

C. To explore the long-term consequences of drinking, with emphasis on specific conse-
(uences unique to women

III. Equipment: Using an easel with newspaper print or a board, draw a human body. As you
lecture, write in the effects of alcohol on the body to demonstrate how dramatically alcohol
affects women. At the end of the lecture, the body should be covered with physiological con-
sequences.

IV. Definition: In women, moderate drinking is considered to be no more than one drink per
day (U.S. Department of Health and Human Services and U.S. Department of Agriculture

[2005]).
V. Alcohol Metabolism and Women:

A. Women have higher blood alcohol concentrations after drinking the same amount of
alcohol as men.

B. Women have more body fat and a lower volume of body water than men of equal weight.
Consequently, women are less able to dilute alcohol once it enters the body, and this
leads to a higher concentration of alcohol in the bloodstream and organs.

C. Women have a lower concentration of gastric dehydrogenase, an enzyme responsible for
metabolism. Because alcohol takes longer to metabolize in women, it has more deleteri-
ous effects on major organs for a longer period of time. Longer metabolism and less dilu-
tion is a potent mixture for women! In addition, women have smaller organs than men,
causing greater vulnerability to the long-term effects of alcohol.

Physiological Effects of Alcohol, Drugs, and Tobacco on Women

43



Physiological Effects of Alcohol, Drugs, and Tobacco on Women




Clinical Activity: Sample Client-Educating Lecture Outline for
Counselors Physiological Effects of Alcohol (continued)

E. Breast and Other Cancers
1. Breast Cancer
2. Throat and Mouth Cancer
3. Stomach and Colon Cancer
4. Other Cancers

F. Osteoporosis

G. Cognitive and Other Neurological Effects

1. Brain Shrinkage
2. Peripheral Neuritis/Neuropathy
3. Dementia

4. Korsakoffs/Wernickes

5. Cerebellar Degeneration

H. Infections: Greater Susceptibility and Progression

1. HIV/AIDS
2. Tuberculosis
3. Pneumonia

I. Other Disorders and Conditions

smoke are 86 percent more likely to drink (Shiff-
man and Balabanis 1995). Women in menopause
who enter treatment need bone density assess-
ment, nutritional guidelines, and medication
consultations.

Neurological Effects

Starting with adolescence, women appear to be
more susceptible to the toxic effects of alcohol
or its metabolites on the nervous system and
more vulnerable to alcohol-induced brain dam-
age than men (Bradley et al. 1998a; Hommer et
al. 1996; Mann et al. 2005; Mumenthaler et al.
1999). Research supports that adult and adoles-
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cent women who are alcohol dependent experi-
ence greater declines in cognitive and motor
function than men despite less alcohol consump-
tion, shorter history of overall use, and shorter
duration of alcohol dependence (Acker 1986;
Flannery et al. 2007; Sullivan et al. 2002).

In comparison with men who are alcohol depen-
dent and female controls (women who are not
dependent on alcohol), women who are alcohol
dependent exhibit deterioration in planning,
visuospatial ability, working memory, and psy-
chomotor speed. They also show brain abnor-
malities and shrinkage after a shorter drink-
ing history and lower peak consumption than
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do men. Studies demonstrate that in general,
women with alcohol dependence disorders have
significantly smaller volumes of gray and white
matter, less hippocampal volume (memory), and
greater peripheral neuropathy than either men
who abused alcohol or women who did not abuse
alcohol (Ammendola et al. 2000; Hommer et al.
2001; Romach and Sellers 1998; Schweinsburg
et al. 2003).

Women appear to be at greater risk than men
for Alzheimer’s disease, although women’s lon-
ger life spans may contribute to this higher risk
(Sohrabji 2002). Heavy alcohol consumption

is known to result in memory deficits and may
increase the risk for Alzheimer’s disease in both
genders, but particularly in women, who ap-
pear to be more vulnerable than men to alcohol-

induced brain damage (Sohrabji 2002).

Physiological Effects of
Licit and lllicit Drugs

Gender Differences in Metabolism
and Effects

Research (Hernandez-Avila et al. 2004) sup-
ports the concept of an accelerated progression
to treatment entry among women dependent on
opioids, cannabis, or alcohol, and suggests the
existence of a gender-based vulnerability to the
adverse consequences of these disorders. No
gender difference was noted for age at onset of
regular use, but the women had used opioids,
cannabis, and alcohol for fewer years before
entering treatment. The severity of drug and
alcohol dependence did not differ by gender, but
women reported more severe psychiatric, medi-
cal, and employment complications than did
men. In one substance abuse treatment study
focused on urban outpatient clinics, women had
more symptoms than men across substances
(Patkar et al. 1999). They reported more
cardiovascular, mood, nose and throat, neu-
rological, skin, and gastrointestinal symptoms
than did men. In addition, there is evidence
that women who use injection drugs are more
susceptible to medical disorders and conditions
(Zolopa et al. 1994). Similarly, women who

46

use cocaine, heroin, or injection drugs have a
heightened risk of developing herpes, pulmo-
nary tuberculosis, and/or recurrent pneumonia

(Thorpe et al. 2004).

To date, little is known regarding the conse-
quences of specific drug use among women.
Complicated by polysubstance use, studies are
often unable to obtain adequate sample sizes of
women who abuse only one drug. The following
section highlights specific physiological effects of
licit and illicit drugs that are unique to women.
This is not a general primer on drugs, but
rather a compendium of known physiological
effects that are gender-specific.

Cocaine, Amphetamine, and
Methamphetamine

Hormonal changes across the menstrual cycle
have the greatest effect on stimulant drugs, par-
ticularly cocaine and amphetamine. Literature
highlights a consistent and greater mood-alter-
ing effect of stimulant use during the follicular
phase of the cycle (for review, see Terner and de
Wit 2006), and the fluctuations in progesterone
levels may account, in part, for this sex dif-
ference (Evans 2007; Evans and Foltin 2006).
More specifically, Evans and colleagues (2002)
investigated whether cocaine effects vary as a
function of menstrual cycle phase; they found
that heart rate and ratings such as “good drug
effect” were increased more during the folli-
cular phase than the luteal phase. Conversely,
injection drugs and/or crack cocaine appear to
produce changes in the menstrual cyele, includ-
ing the development of amenorrhea, degree of
blood flow, and the intensity of cramps (Stevens
and Estrada 1999). Overall, women who use
cocaine report more positive subjective drug
effects, including greater euphoria and desire

to use, while physiological responses to the drug
did not change (McCance-Katz et al. 2005).

Methamphetamine use has an array of possible
adverse effects (for review, see Winslow et al.
2007), but data regarding specific gender differ-
ences are limited. Psychoactive effects of meth-
ylenedioxy- methamphetamine (ecstasy) have
been found to be more intense in women than in
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men; women report experiencing a higher degree
of perceptual changes, thought disturbances,
and fear of the loss of control of their bodies.
Acute adverse effects, such as jaw clenching, dry
mouth, and lack or loss of appetite, are more
common among women (Liechti et al. 2001).

Heroin and Other Opioids

Research is lacking that would allow definitive
conclusions about gender similarities or dif-
ferences in the following effects of heroin use:
scarred and collapsed veins, bacterial infections
of blood vessels and heart valves, abscesses,

cellulitis, and liver or kidney disease (National
Institute on Drug Abuse [NIDA] 2000).

Research suggests that there are no menstrual
cycle differences in women’s subjective experi-
ence or physiological reaction to opioids (Gear
et al. 1996), but women using heroin or metha-
done do experience menstrual abnormalities,
particularly amenorrhea or an irregular men-
strual cycle (Abs et al. 2000; Santen et al. 1975;
Smith et al. 1982). It can take up to a year for
regular menstrual cycles to resume after drug
use is stopped. Deficits in sexual desire and
performance are also consequences of heroin
use (Smith et al. 1982). These symptoms prob-
ably are related to the lower levels of luteinizing
hormone, estradiol, and progesterone found

in these women (Abs et al. 2000). Amenorrhea
and other symptoms often make women believe
they are permanently sterile, a fear that can be
lessened with education. TIP 43 Medication-As-
sisted Treatment for Opioid Addiction in Opioid
Treatment Programs (CSAT 2005b) provides

more information.

Marijuana

Studies on marijuana effects have not focused
specifically on gender differences; therefore,
little is known about how marijuana affects men
and women differently. In studies evaluating
hormonal changes and the physiological and
psychological effects of marijuana use, findings
suggest that the effects of marijuana do not vary

markedly across the menstrual cycle (Block et
al. 1991; Griffin et al. 1986; Lex et al. 1984).

Physiological Effects of Alcohol, Drugs, and Tobacco on Women

Effects of marijuana on birth outcomes are dis-
cussed below.

Prescription and Over-the-Counter
Medications

Women are significantly more likely to use

and abuse prescription medications, includ-

ing anxiolytics (antianxiety medications) and
narcotic analgesics (pain medications), than are
men (Simoni-Wastila 2000). Little research is
available, however, on the gender differences
and differential physiological effects of abuse of
prescription medications. Moreover, research
into the influence of hormonal changes across
the menstrual cycle on subjective, behavioral,
and physiological effects is limited to benzodi-
azepines, and findings are minimal (Bell et al.
2004; Kamimori et al. 2000).

Over-the-counter (OTC) medications include
cold remedies, antihistamines, sleep aids, and
other legally obtained nonprescription medica-
tions. It is not uncommon for individuals with
eating disorders, particularly those diagnosed
with bulimia nervosa, to abuse laxatives, di-
uretics, emetics, and diet pills. Misuse of these
medications can result in serious medical com-
plications for those with eating disorders, who
primarily are women (U.S. Department of
Health and Human Services, Office on Women’s
Health 2000). Complications can involve the
gastrointestinal, neuromuscular, and cardiac
systems and can be lethal. Many prescription
and OTC medications interact negatively with
alcohol and drugs.

Gender Differences and
OTC Drugs

Across studies, prevalence rates comparing the
use and misuse of OTC medications among men
and women vary according to age and race/eth-
nicity. For individuals 65 years of age and older,
women are more likely to use OTC drugs (Halon
et al. 2001). NSDUH evaluated the misuse of
OTC cough and cold medications among persons
aged 12 to 25 (SAMHSA 2007) and found that

women aged 12 to 17 were more likely than men
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“Every woman is

different. No amount

percent safe, 100
percent of the time,
for every individual

woman” (National

to have misused OTC cough and cold medica-
tions in the past year, while men between 18 and
25 years of age were more likely to have misused
these medications. Whites and Hispanics had
higher rates of misuse than African Americans.
Similar to men, women who had ever misused
OTC cough and cold medications also had life-
time use of marijuana and inhalants. In evaluat-
ing prescription and OTC drug treatment admis-
sions, women represented a larger proportion
of prescription and OTC
medication admissions
(46 percent) than treat-
ment admissions for all

substances (30 percent;
SAMHSA 2004).

of drinking is 100

Physiological
Effects of
Tobacco Use

The health risks associ-
ated with nicotine use
are considerable, par-
ticularly among women.
Institute on In comparison with men,

women who smoke show

Alcohol Abuse and higher disease risk re-
gardless of smoking level
Alcoholism [NTAAA] or intensity (Mucha et al.
2006). Currently, can-
2003). cer is the second leading

cause of death among
women, with mortality
rates higher for lung
cancer than breast cancer. According to the Of-
fice of the Surgeon General (2001b), women who
smoke:

® Have an increased risk of peptic ulcers and
Crohn’s disease.

e Have an increased risk of estrogen deficiency;
difficult, irregular or painful menstruation;
and amenorrhea.

® Are more likely to be diagnosed with cancer,
including cancer of the lung, bladder, cervix,
pancreas, kidney, larynx, esophagus, liver,
and colon.
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e Have a higher risk for delayed conception
and infertility.

® Are more likely to deliver premature and low-
birth-weight infants.

e Have an increased risk for ischemic stroke,
subarachnoid hemorrhage, peripheral
vascular atherosclerosis, and an abdominal
aortic aneurysm rupture.

® Are more likely to have premature decline in
lung function, chronic obstructive pulmonary
disease, and coronary heart disease.

e Have an increased risk of developing
cataracts and macular degeneration.

® Reach menopause at a younger age.

® Have lower bone densities and an increased
risk for hip fracture after menopause.

Effects of Alcohol, Drugs,
and Tobacco Use on
Pregnancy and Birth
Outcomes

The use of alcohol, drugs, and tobacco can
affect a pregnant woman in a variety of ways.
Substance use can result in obstetric complica-
tions, miscarriage, or significant problems for
the fetus. It is difficult to tease out individual
effects of licit and illicit substances on fetal and
infant development because women who abuse
these substances typically abuse more than one,
and the substance abuse can be accompanied
by psychological distress, victimization, and
poverty. A detailed discussion of alcohol- and
drug-related problems in infants and children is
beyond the scope of this TIP except insofar as
these problems create additional demands and
stressors for women as well as guilt and shame
about the use of alcohol, drugs, and/or to-
bacco during pregnancy. This section highlights
specific effects of alcohol and drugs during the
course of pregnancy.

Alcohol Use and Birth Outcomes

Above all other drugs, alcohol is the most
common teratogen (any agent that interrupts
development or causes malformation in an
embryo or fetus) in pregnancy (Randall 2001).
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In utero, alcohol use is associated with an
increased risk of spontaneous abortion and
increased rates of prematurity and abruptio
placentae (premature separation of the placenta
from the uterus). A study found that women who
consumed five or more drinks per week were
three times as likely to deliver a stillborn baby
compared with those who had fewer than one
drink per week (Kesmodel et al. 2002).

Maternal alcohol use during pregnancy
contributes to a wide range of effects on
exposed offspring, known as fetal alcohol
spectrum disorders (FASDs), and the most
serious consequence is fetal alcohol syndrome
(FAS). FAS is characterized by abnormal facial
features, growth deficiencies, and central
nervous system problems (Jones and Smith
1973). Symptoms can include hyperactivity
and attention problems, learning and memory
deficits, and problems with social and emotional
development. Infants who show only some of
these features were previously identified as
having fetal alcohol effects (FAE). Since 1996,
the term FAE has been replaced by alcohol-
related birth defects (ARBD), partial fetal
alcohol syndrome (pFAS), and alcohol-related
neurodevelopmental disorder (ARND; Stratton
et al. 1996). Children with ARBD have problems
with major and sensory organs, as well as
structural abnormalities; children with ARND
have central nervous system abnormalities
(Green 2007). Despite alcohol-related birth
defects being completely preventable, FASDs
are the most common nonhereditary causes of

mental retardation (CDC 2002).

Another risk factor associated with alcohol
exposure in utero is the potential of substance
use disorders. Alati et al (2006) found an
association of early-onset of alcohol disorders
among children exposed to alcohol prenatally;
this association was more pronounced with
early pregnancy exposure. While little is known
about the prevalence of FASD among individuals
with substance use disorders, this co-occurring
condition is likely to further challenge recovery
effects. For guidelines in identifying and
referring persons with FAS, see CDC (2005).

Women who drink during breastfeeding pass
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alcohol on to the baby. Although numerous
studies of laboratory animals have demonstrated
a variety of adverse outcomes in breastfed
offspring during periods when their mothers

are consuming alcohol, human data are limited.
A review of empirical literature on women who
drink while breastfeeding provides evidence that
maternal alcohol consumption does not promote

lactation and may affect infant sleep patterns.

(for review, see Giglia and Binns 2006)

Cocaine Use and
Birth Outcomes

According to reviews

of several studies
conducted during the
late 1980s and early
1990s, there are a
variety of adverse effects
of cocaine use during
pregnancy (Zuckerman
et al. 1995; Burkett et al.
1994). Studies reported
that cocaine-exposed
infants had smaller

head circumference;
lower birth weight and
length; irritability; poor
interactive abilities; and
an increased incidence of
stillbirth, prematurity,
and sudden infant death
syndrome (SIDS; Bell
and Lau 1995). Other
studies dispute many
previously reported
severe effects of prenatal
exposure of cocaine on
the offspring. Frank and
colleagues’ review (2001)
of the literature found
that the most consistent
effects were small size
and less-than-optimal
motor performance.

The SAMHSA
FASD’s Center for
Excellence Web site

provides information
and resources
about FASD and
related information
on legislation,
treatment and
training curricula,
and community
awareness (http://
www.fascenter.

samhsa.gov/).

Eyler and colleagues (2001) found no evidence

of the previously reported devastating effects of
prenatal cocaine exposure. Hurt and colleagues
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Advice to Clinicians:
Substance Use and Birth Outcomes

e Counselors should be sensitive to female clients who are pregnant and help them
manage the additional stresses, demands, and guilt that pregnancy can cause in a
woman already struggling with a substance use disorder.

Counselors can take the opportunity to educate their pregnant clients about how
alcohol, tobacco, and cocaine affect the fetus in a variety of ways that are dose and
timing dependent, which is an optimistic basis for encouraging pregnant women to
remain abstinent during pregnancy and while breastfeeding.

Pregnant women using opioids should enter methadone maintenance treatment,
which protects the fetus from repeated episodes of withdrawal, eliminates the risks
of infection from needles, and creates a mandatory link to prenatal care.

(1995) followed a cohort of cocaine-exposed
infants from birth to age 6; although they found
lower weight and head circumference, they
found no difference in developmental scores
between cocaine-exposed and non—cocaine-
exposed infants. However, other evidence
suggests that children exposed to cocaine during
the first trimester were smaller on all growth
parameters at 7 and 10 years of age compared
with children who were not exposed to cocaine
(Richardson et al. 2007). This longitudinal
analysis indicated that the disparity in growth

between both groups did not converge over time.

An extensive review by Frank and colleagues
(2001) of all studies published in English

from 1984 to 2000 (N = 74) that met rigorous
methodological criteria (N = 36) concluded that
many apparent adverse outcomes of cocaine use
during pregnancy “can be explained ... by other
factors, including prenatal exposure to tobacco,
marijuana, or alcohol and the quality of the
child’s environment” (p. 1624). Other studies
(Hurt et al. 2001; Kaltenbach 2000; Lewis et al.
2004b; Messinger et al. 2004) have supported
this conclusion. Singer et al. (2004) reported
that the quality of the caregiving environment
was the strongest independent predictor of
cognitive outcomes among children exposed to
cocaine.

Nonetheless, the effects of cocaine on the
fetus may be dose and timing dependent, and
significant cocaine use during pregnancy, with
or without other drug use, is associated with
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negative consequences for the offspring and

the mother (Thaithumyanon et al. 2005). Birth
weight, length, and head circumference of
infants with high exposure to cocaine differed
from those with low or no exposure (Bateman
and Chiriboga 2000). Heavily cocaine-exposed
infants were found to have more jitteriness

and attention problems than infants with light
or no exposure to cocaine and lower auditory
comprehension than unexposed infants (Singer
et al. 2000). Evidence suggests that subtle
deficits exist in cognitive and attentional
processes in cocaine-exposed preschool and
6-year-old children (Leech et al. 1999; Mayes et
al. 1998). In addition, infants exposed to cocaine
during pregnancy had more infections, including
hepatitis and HIV/AIDS exposure (Bauer et

al. 2005). Much is still unknown about the
effects of prenatal cocaine exposure. However,
cocaine use by a pregnant woman should be
viewed as an indication of multiple medical and
social risk factors (Eyler and Behnke 1999;
Tronick and Beeghly 1999); her ability to access
prenatal care, gain supportive and effective
case management services, and obtain substance
abuse treatment can make all the difference in
outcome.

Opioid Use and Birth Outcomes

Opioid use in pregnant women presents a
difficult situation because of the many medical
complications of opioid use, such as infections
passed to the fetus by the use of contaminated
needles. Obstetric complications in pregnant
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Note to Clinicians

Since timely treatment for HIV/AIDS can virtually eliminate the chance of a pregnant woman
passing the infection to her fetus, all women with substance use histories should have an HIV/
AIDS evaluation at the first sign of any possible pregnancy.

women who use opioids often are compounded
by lack of prenatal care. Complications
include spontaneous abortion, premature
labor and delivery, premature rupture of
membranes, preeclampsia (high blood pressure
during pregnancy), abruptio placentae, and
intrauterine death. The fetus is at risk for
morbidity and mortality because of episodes of
maternal withdrawal (Kaltenbach et al. 1998).

Reviews of several studies recommend
methadone maintenance treatment (MMT) as
the only treatment for the management of opioid
dependence during pregnancy because, when
methadone is provided within a treatment setting
that includes comprehensive care, obstetric

and fetal complications, including neonatal
morbidity and mortality, can be reduced (Jarvis
and Schnoll 1995; Kaltenbach et al. 1998).
Effective MMT prevents the onset of withdrawal,
reduces or eliminates drug craving, and blocks
the euphoric effects of illicit self-administered
opioids (Dole et al. 1966a, b; Kreek 1988). The
use of methadone in pregnancy prevents erratic
maternal opioid levels and protects the fetus
from repeated episodes of withdrawal. Because
needle use is eliminated, MMT reduces the risk
of infectious diseases. The mandatory link to
prenatal care, frequent contact with program
staff, and elimination of the stress of obtaining
opioids daily to feel “normal” are additional

benefits from MMT (Burns et al. 2006).

Reviews of the literature note that studies
consistently have found that fetuses exposed

to opioids (i.e., heroin and methadone) have
lower birth weights than unexposed fetuses and
usually undergo neonatal abstinence syndrome
(NAS) at birth. NAS is a generalized disorder
characterized by signs and symptoms of central
nervous system irritability, gastrointestinal
dysfunction, respiratory distress, vomiting, and
fever, among other symptoms. NAS can be more
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severe and prolonged with methadone exposure
than heroin exposure, but with appropriate
pharmacotherapy, NAS can be treated
effectively (Kaltenbach 1994; Kaltenbach et al.
1998).

Although findings among studies are diverse,
most suggest that methadone-exposed infants
and children through age 2 function well within
the normal range of development and that
methadone-exposed children between ages 2
and 5 do not differ in cognitive function from

a population that was not drug exposed and
was of comparable socioeconomic and racial
background (Kaltenbach 1996). Data suggest
that such psychosocial factors as environment
and parenting can have as much of an effect on
development as prenatal exposure to opioids
(Johnson et al. 1987; Lifschitz et al. 1985).

In more recent years, buprenorphine treatment
has been examined as an alternative to
maintenance therapy for opioid dependence
during pregnancy. Nonetheless, research is
limited and only two randomized, double-
blind studies have been conducted comparing
methadone with buprenorphine (Fischer et al.
2006; Jones et al. 2005; Kayembe-Kay’s and
Laclyde 2003; Raburn and Bogenschultz 2004).
For additional information on maintenance
therapies during pregnancy, see TIP 43
Medication-Assisted Treatment for Opioid
Addiction in Opioid Treatment Programs (CSAT
2005a) and TIP 40 Clinical Guidelines for the
Use of Buprenorphine in the Treatment of
Opioid Addiction (CSAT 2004a).

Marijuana Use and Birth
Outcomes

The limited research on the effects of prenatal
exposure to marijuana shows somewhat
inconsistent results (Bell and Lau 1995).
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Longitudinal studies by Day and colleagues
(1992) found marijuana to be associated

with reduced length at birth, but it did not
affect weight or head circumference. Hurd

et al. (2005) found that exposed fetuses had
significantly reduced body weight and length,
even when the data were adjusted to account
for maternal alcohol consumption and smoking.
Children prenatally exposed to marijuana
functioned above average on the Bayley Scale
of Infant Development (BSID) at 9 months, but
third-trimester marijuana use was associated
with decreased BSID mental scores. Followup
assessment of these children at age 10 found that
prenatal marijuana exposure was associated
with higher levels of behavior problems
(Goldschmidt et al. 2000). In a review of existing
data, Fried and Smith (2001) reported that
although global 1Q is unaffected by prenatal
marijuana exposure, aspects of executive
function appear to be negatively associated
with prenatal exposure in children beyond the
toddler stage.

Amphetamine and
Methamphetamine Use and Birth
Outcomes

Exposure to amphetamines in utero has been
associated with both short- and long-term
effects, including abnormal fetal growth,
withdrawal symptoms after birth, and impaired
neurological development in infancy and
childhood (Wagner et al. 1998). Both animal and
human studies have shown that fetal exposure
to amphetamines increases the risk of reduced
fetal growth, cardiac anomalies, and cleft lip
and palate (Winslow et al. 2007). Unfortunately,
knowledge of the effects of methamphetamine
during pregnancy is limited. While there is
evidence of increased rates of premature
delivery, placental abruption, reduced fetal
growth, and heart abnormalities, studies

are confounded by other issues, including
polysubstance abuse among participants and
methodological issues in the research design.

In one study, which took into account several
confounding variables, findings suggest

that methamphetamine exposure in utero is
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associated with decreased growth (including
lower birth weight) and smaller gestational age
for exposed neonates (Smith et al. 2006).

Tobacco Use and Birth Outcomes

Women who smoke tobacco increase their
chances of ectopic pregnancy (development of a
fetus outside the uterus), spontaneous abortion,
premature rupture of membranes, abruptio
placentae, placenta previa, preeclampsia,

and preterm delivery. Infants born to women
who smoke are more likely to have lower birth
weights and have an increased risk of SIDS
(Office of the Surgeon General 2001b; Visscher
et al. 2003). Children of parents who smoke
heavily can be affected adversely in their
auditory, language, and cognitive performance;
hyperactivity and attention deficit disorders
are also common, according to the literature
(Bell and Lau 1995). Studies have also drawn an
association between maternal smoking during
pregnancy and disruptive behavior earlier in
development (NIDA 2008; Wakschlag et al.
2006; Wakschlag et al. 2002).

Effects of Alcohol and
lllicit Drugs on HIV/AIDS
Status

People who inject drugs have a high prevalence
of co-infection with tuberculosis, hepatitis, and
HIV (Cohn 2002; Martin et al. 2000). Evidence
suggests that women who inject drugs often
incur added risk by injecting after men, who
often procure the drugs and injection equipment
(Pugatch et al. 2000). According to CDC (2002),
57 percent of HIV infections among women

are attributable to use of injection drugs or
intercourse with a person who injects drugs.

Some substances make women more vulnerable
to STDs because of physiological changes. For
example, women who abuse large amounts of
alcohol tend to have drier mucous membranes,
which results in abrasions and small tears that
allow HIV easier access to the bloodstream
during intercourse (Norris and Hughes 1996).
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Douching increases vulnerability to HIV by
removing protective bacteria (Cottrell 2003;
Funkhouser et al. 2002).

Since timely treatment for HIV/AIDS can
virtually eliminate the chance of a pregnant
woman passing the infection to her fetus, all
women with substance use histories should have
an HIV/AIDS evaluation at the first sign of any
possible pregnancy.

Although highly active antiretroviral therapy
(HAART) has extended survival time, evidence
suggests that the gains are not equal when
comparing gender and status as a person who
uses injection drugs. Poundstone and colleagues
(2001) concluded that women who inject drugs
do not benefit as much as men and women

who do not use injectable drugs. CDC (1998)
reports that antiretroviral drugs administered to
pregnant women and their newborns have been
shown to reduce greatly the risk of perinatal
mother-to-child HIV/AIDS transmission.
Aggressive combinations of drugs currently are
recommended, but the specific regimens that
can both treat a client’s HIV/AIDS infection
and reduce perinatal transmission depend on
many factors. The ability to provide effective
health care to women who are HIV positive

can be influenced significantly by their use of
substances and adherence to therapy (Lucas

et al. 2006). Once women are in treatment,
counselors need to ensure that they are provided
with or referred for medical and prenatal

care as soon as possible to prevent medical
complications. For more detailed information
regarding HIV/AIDS, refer to TIP 37 Substance
Abuse Treatment for Persons with HIVIAIDS
(CSAT 2000c¢).

HCV and Women

The hepatitis C virus (HCV) is the primary
cause of cirrhosis and liver cancer in United
States. An estimated 4.1 million people in the
United States are infected with HCV. Of these,
80 to 85 percent will develop chronic hepatitis
C, but the rate is lower for women. In 2006,
the rate of HCV in women was 0.25 cases per

100,000 (CDC 2008).
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HCYV can remain silent for many years; most
people infected with chronic hepatitis C thus
may not be aware that they are infected because
they are not chronically ill (Heintges and Wands
1997). For some, the only sign of an infection is
found in blood test results. A positive result can
occur when the liver enzyme ALT is abnormally
high. Women’s ALT levels are naturally lower
than men’s, yet the cutoff number for abnormal
liver tests is the same for both sexes. This can
result in women being misdiagnosed as having

a normal ALT level. If a woman’s liver enzymes
are on the high side of normal or she has any
risk factors for HCV, testing is recommended for

HCV (Porter 2008).

Approximately 250,000 women are infected with
HCYV due to blood they received after a cesarean
section prior to 1992 (Porter 2008). Since 1992,
screening and regulations on U.S. blood supplies
ensure that the recipient is free from risks of
contracting any blood-borne illness. Currently,
risk factors for contracting HCV are generally
the same for men and women, yet women are

at higher risk of contracting HCV from sexual
contact with an HCV-positive partner, and
women are more likely to be initiated into drug
use or share equipment for injection drugs with
a sexual partner. Below is a list of risk factors
for acquiring HCV:

® Injection drug use (56 percent of HCV cases
in men and women reported in 2006; CDC
2008).

® Sexual contact with HCV positive partner
(0-3 percent for women in monogamous
heterosexual relationships; the risk increases
with multiple partners, the presence of a
sexually transmitted disease, hepatitis B
virus [HBV], or open sores, cuts, or wounds
[Porter 2008]; 1-12 percent among female
prostitutes [ The C. Everett Koop Institute
2008]).

® Occupational exposure (1.5 percent of HCV
cases reported in 2006; CDC 2008) through
the use of razors, needles, nail files, a
barber’s scissors, tattooing equipment, or
body piercing or acupuncture needles if these
items are contaminated by blood from an
infected person.
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® Perinatal or vertical transmission (5
percent in children of mothers with HCV
monoinfection; 18.7 percent rate in mothers
with HIV/HCYV co-infection; Bell et al. 2004).
Almost one out of four newly diagnosed cases
of HIV in the United States is a woman, and
approximately 20 percent of these newly
diagnosed women with HIV are co-infected
with HCV (Orenstein and Tsogas 2001). Among
pregnant and nonpregnant women, HCV and
HIV co-infection is significantly associated
with injection drug use (Nikolopoulou et al.
2005). The rate of HIV/HCV co-infection may
be as high as 50 to 90 percent for those who
contracted HIV through injection drug use. HIV
co-infection with HCV appears to raise the risk
of mother-to-child transmission to 18.7 percent.
The risk for transmission from a woman with
HCYV monoinfection to her infant is 5.4 percent

(Bell et al. 2004).

Prevention and intervention
Prevention strategies are gender neutral and
include screening blood, plasma, organ, tissue,
and sperm donors; effective infection control
practices; identification, testing, and counseling

of at-risk persons; and medical management of
infected persons (Bell 2004).

Although this is by no means an overview of

the disease or its treatment process, a review of
interventions can prove beneficial when working
with clients who are infected with HCV. Gender-
specific guidelines for intervention are minimal.

Early medical intervention is helpful even
though people infected with HCV infection often
experience mild symptoms and subsequently

do not seek treatment. Not everyone with
hepatitis C needs medical treatment. Treatment
is determined by HCV genotype, viral load, liver
enzyme levels, and extent of liver damage. There
are many elements to consider when undergoing
treatment for chronic hepatitis C virus. Women
are slightly more likely to respond favorably

to HCV treatment; however, there are gender-
specific issues that factor into the decision to
start treatment.
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Issues of treatment specific to
women

® Women should not get pregnant during and
up to 6 months following HCV treatment; for
those who are in treatment after childbirth,
breastfeeding should be avoided.

® Autoimmune conditions occur more often
in women than men. One of the HCV
medications, interferon, can aggravate
autoimmune diseases.

* Women have less hemoglobin (a component
of red blood cells that carries oxygen to the
cells) than men. Menstruating women have
even lower hemoglobin levels because of
monthly blood loss, which can sometimes
cause anemia. HCV-positive women
undergoing treatment should talk to their
medical advisor about ribavirin (one of the
treatment medications for HCV) and its
connection to hemolytic anemia—a type of
anemia that causes red blood cells to burst
before the body has a chance to use them.
Women, especially menstruating women, are
vulnerable to this kind of anemia and need to
be monitored with regular blood tests during
treatment.

In general, women are two times more likely
than men to have depression. Depression

is a common side effect of HCV treatment
medications. Some providers recommend
starting an antidepressant prior to starting
treatment for HCV (Porter 2005).

Women are less likely to need HCV treatment
because they tend to have less severe liver
damage due to the virus (Highleyman 2005).
Approximately 3 to 20 percent of clients with
chronic HCV will develop cirrhosis over a 20- to
30-year period (CDC 1998). Alcoholic beverage
consumption accelerates HCV-associated fibrosis
and cirrhosis. A study by Chen et al. (2007)
reveals that heavy alcohol use affects females
more strongly than males, resulting in a higher
mortality rate. This difference may be due to
the more detrimental effect of alcohol on the
progression of liver injury among women than
among men with a similar level of alcohol use
(Becker et al. 1996). Current guidelines strongly
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recommend that HCV patients be vaccinated
for hepatitis A and B if they have not yet
been exposed to these viruses, as these would
radically worsen their liver disease.

Some ways addiction counselors can contribute

to treatment are (for review, see Sylvestre 2007):

® Providing education and lifestyle guidelines.

® Distributing information on HCV in
substance abuse treatment programs.

* Providing information on intervention
programs such as the Healthy Liver Group.
The Healthy Liver Group, launched in 2005,
is an hour-long intervention comprising
a 30-minute group educational session
followed by an individualized meeting with
the attending registered nurse to discuss
laboratory results (Hagedorn et al. 2007).

e Teaching coping skills for side effects to
clients undergoing medical therapy.

® Promoting self-care by urging clients to
abstain from alcohol, to get vaccinated for
hepatitis A and hepatitis B, and to inform
themselves of HCV and its risk factors.
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® Providing moral support and hope to clients
of obtaining the best possible results by
maintaining treatment.

Accessing screening and care on behalf of
addicted clients with HCV can take persistence.
Although the HCV antibody screening test is
relatively inexpensive, the HCV viral test is not,
but most county medical clinics and hospitals
will provide it (Sylvestre 2007). Substance abuse
treatment providers are more apt to spot the
signs of depression or mania in those patients on
medical therapy for HCV. Early detection and
stabilization of any psychiatric side effect should
not interrupt the progression of treatment.
People with a substance use disorder can
participate successfully in HCV therapy. For
more information, see the planned TIP Viral
Hepatitis and Substance Use Disorders (CSAT
in development j).
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Overview

Understanding the extent and nature of a woman’s substance use
disorder and its interaction with other life areas is essential for careful
diagnosis, appropriate case management, and successful treatment.
This understanding begins during the screening and assessment process,
which helps match the client with appropriate treatment services. To
ensure that important information is obtained, providers should use
standardized screening and assessment instruments and interview
protocols, some of which have been studied for their sensitivity, validity,
and accuracy in identifying problems with women.

Hundreds of screening instruments and assessment tools exist. Specific
instruments are available to help counselors determine whether further
assessment is warranted, the nature and extent of a client’s substance
use disorder, whether a client has a mental disorder, what types of
traumatic experiences a client has had and what the consequences

are, and treatment-related factors that impact the client’s response

to interventions. This TIP makes no specific recommendations of
screening and assessment tools for women and does not intend to
present a comprehensive discussion of this complex topic. Rather, the
TIP briefly describes several instruments that providers often use to
examine areas of female clients’ lives. Attention is given to instruments
that have gender-specific normative data or are useful in attending to
the biopsychosocial issues unique to women. Several of the screening
and assessment instruments discussed in this chapter are provided in
Appendix C.

This chapter introduces and provides an overview of current screening
and assessment processes that may best serve women across the
continuum of care. It covers several areas for which to screen, such as
acute safety risk, mental disorders, sexual victimization, trauma, and
eating disorders. The chapter also discusses factors that may influence
the overall assessment, and reviews screening for substance abuse and
dependence in settings other than substance abuse treatment facilities.
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It provides information about instruments for

use by drug and alcohol counselors, primary
healthcare providers, social workers, and others.
The assessment section includes general principles
for assessing women, the scope and structure of
assessment interviews, and selected instruments.
Finally, other considerations that apply to
screening and assessment are discussed, including
women’s strengths, coping styles, and spirituality.

The Difference Between
Screening and Assessment

The purpose of screening is to determine
whether a woman needs assessment. The
purpose of assessment is to gather the detailed
information needed for a treatment plan that
meets the individual needs of the woman.
Many standardized instruments and interview
protocols are available to help counselors
perform appropriate screening and assessment
for women.

Screening involves asking questions carefully
designed to determine whether a more thorough
evaluation for a particular problem or disor-
der is warranted. Many screening instruments

require little or no special training to administer.

Screening differs from assessment in the follow-
ing ways:

e Screening is a process for evaluating the
possible presence of a particular problem.
The outcome is normally a simple yes or no.

® Assessment is a process for defining the
nature of that problem, determining a
diagnosis, and developing specific treatment
recommendations for addressing the problem
or diagnosis.

Screening and Assessment:
Factors of Influence

Ethnicity and Culture

The treatment field depends on tools or
questionnaires that, for the most part, have
been found valid and reliable with two
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populations of women—Caucasians and
African Americans. Although translations of
some instruments for non—-English-speaking
populations have been made, the validity of the
adapted instruments is not always documented.

Women need a thorough explanation of the
screening and assessment process. Some women
from diverse ethnic groups may find the process
threatening, intrusive, and foreign. In some
cultures, for example, questions about personal
habits can be considered unnecessarily intrusive
(Paniagua 1998). Many immigrant women have
little experience with American medical care
and do not understand the assessment process.
Some women may have had negative experiences
with human service agencies or other treatment
programs and felt they were stereotyped or
treated with disrespect.

Sereening and assessment must be approached
with a perspective that affirms cultural
relevance and strengths. An understanding of
the cultural basis of a client’s health beliefs,
illness behaviors, and attitude toward and
acceptance of treatment provides a foundation
for building a successful treatment program
for the client. Whenever possible, instruments
that have been normed, adapted, or tested on
specific cultural and linguistic groups should
be used. Instruments that are not normed for
the population being evaluated can contain
cultural biases and produce misleading results
and perhaps inappropriate treatment plans and
misunderstandings with clients.

Counselors and intake personnel may hold
preconceived beliefs concerning the prevalence
of substance abuse among women from particu-
lar ethnic groups. For example, counselors may
overlook the need to screen and assess Asian
women (Kitano and Louie 2002). All assessment
staff members should receive training about
the cultural and ethnic groups they serve; the
appropriate interpersonal and communica-
tion styles for effective interviews; and cultural
beliefs and practices about substance use and
abuse, mental health, physical health, violence,
and trauma. Through training, counselors can
learn what cultural factors need to be consid-
ered to test accurately.

Screening and Assessment



Advice to Clinicians and Administrators:
Culturally Responsive Screening and Assessment

For Clinicians:

Foremost, instruments should be used that have been adapted and tested on women
in specific cultural groups and special populations.

Even though a woman may speak English well, she may have trouble understanding
the subtleties of questions on standard assessment tools.

Acculturation levels can affect screening and assessment results. A single question
may need to be replaced with an in-depth discussion with the client or family
members in order to understand substance use from the client’s point of view.
Interviews should be conducted in a client’s preferred language by trained staff
members or an interpreter from the woman'’s culture.

It is important to remember that many instruments have not been tested on women
across cultural groups, and that caution should be taken in interpreting the results.
Counselors need to discuss the limitations of instruments they use with clients
(Gopaul-McNicol and Brice-Baker 1998).

For Administrators:

e Treatment programs can ask community members, professionals, and other treatment
staff from culturally diverse communities to assist in tailoring assessment instruments
and protocols for their clients. CSAT’s planned TIP Improving Cultural Competence in
Substance Abuse Treatment (CSAT in development a) discusses these issues in greater

detail.

Acculturation and
Language Issues

Acculturation level may affect screening and
assessment results. The counselor may need

to replace standard screening and assessment
approaches with an in-depth discussion with
the client and perhaps family members to
understand substance use from the client’s
personal and cultural points of view. The
migration experience needs to be assessed; some
immigrants may have experienced trauma in
their countries of origin and will need a sensitive
trauma assessment.

Specifically, the counselor may begin by asking
the client about her country of birth and, if she
was not born in the United States, the length

of time she has lived in this country. Several
screening tools are available to determine gen-
eral acculturation level. The Short Accultura-
tion Scale for Latinos (Marin et al. 1987) is a
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12-item acculturation scale available in English
and Spanish. Acculturation, as measured by
this scale, correlates highly with respondents’
generation, length of residence, age at arrival,
and ethnic self-identification. The scale can be
adapted easily for other groups. Two other use-
ful scales are the Acculturation Rating Scale for
Mexican Americans II (ARSMA; Cuéllar et al.
1980) and the Oetting and Beauvais Question-
naire, available at www.casaa.unm.edu, which
assesses cultural identification for Caucasian
Americans, Hispanics, American Indians, and
African Americans. Scales also have been devel-
oped for Asian-American groups (Chung et al.

2004).

Counselors should be aware that although a cli-
ent speaks English relatively well, she still may
have trouble understanding assessment tools in
English. It is not adequate to simply translate
items from English into another language. Some
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words, idioms, and examples do not translate
directly into other languages but need to be
adapted. Ideally, interviews should be conduct-
ed in a woman’s preferred language by trained
staff who speak the language or by professional
translators from the woman’s culture. Differ-
ences in literacy level may require that some
clients be screened and assessed by interview or
that self-administered questions be adapted to
appropriate reading levels. For women with low
literacy levels, language comprehension prob-
lems, or visual impairments, screening person-
nel can read the questions to them; however, re-
sults may not be as accurate. Self-administered
questionnaires should be available in a woman’s
preferred language if possible.

Socioeconomic Status

Counselors may have conscious or subconscious
expectations based on socioeconomic status.
Such perceptions have led to failures to diagnose
drug or alcohol abuse in pregnant middle- and
upper-class women, with tragic consequences
for their infants. For example, primary care
providers are much less apt to ask private
middle-income patients about their use of
drugs. Some healthcare providers may fear
offending their patients by asking them about
their substance use. Weir and colleagues (1998)
found that clients with more than a high school
education are less apt to disclose the use of
drugs or alcohol during pregnancy.

Specific Populations: Other
Noteworthy Considerations

Cognitive and learning disabilities
Prior to screening and assessment, the counselor
should inquire about current or past difficulties
in learning, past participation in special
education, a diagnosis of a learning disability,
prior involvement in testing for cognitive
functioning or learning disability, and problems
related to self-care and basic life management

skills.

Depending on the type and severity of the
disability or impairment, these women will likely
need more assistance throughout the screening
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and assessment process. Moreover, women
with developmental disabilities or cognitive
impairments are more likely to respond to
items they do not understand by stating “yes”
or by responding in a manner they think the
assessment counselor will approve of instead of
asking for clarification.

Sexual orientation

The Institute of Medicine’s (IOM) report on
lesbian health identifies substance abuse as one
of the primary heath concerns among lesbians
(Solarz 1999). While research has concluded
that the CAGE instrument has similar reliability
and concurrent validity among lesbian and
heterosexual women, very few studies have
addressed the issue of validity and reliability
in screening and assessment tools for lesbians
(Johnson and Hughes 2005). Consequently,
counselors need to cautiously interpret
screening and assessment results.

Screening

Screening often is the initial contact between a
woman and the treatment system, and the client
forms her first impression of treatment during
screening and intake. For women, the most
frequent points of entry from other systems of
care are obstetric and primary care; hospital
emergency rooms; social service agencies in
connection with housing, child care, disabilities,
and domestic violence; community mental
health services; and correctional facilities. How
screening is conducted can be as important as
the actual information gathered, as it sets the
tone of treatment and begins the relationship
with the client.

Sereening processes always should define a
protocol or procedure for determining which
clients need further assessment (i.e., screen
positive) for a condition being screened and for
ensuring that those clients receive a thorough
assessment. That is, a professionally designed
screening process establishes precisely how

to score responses to the screening tools or
questions and what constitutes a positive score
for a particular possible problem (often called

Screening and Assessment



a “cutoff” score). The screening protocol details
the actions taken after a client scores in the
positive range and provides the standard forms
for documenting the results of the screening,
the actions taken, the assessments performed,
and that each staff member has carried out his
or her responsibilities in the process. Although
a screening can reveal an outline of a client’s
involvement with alcohol, drugs, or both, it
does not result in a diagnosis or provide details
of how substances have affected the client’s life.
The most important domains to screen for when
working with women include:

e  Substance abuse

*  Pregnancy considerations

e  Immediate risks related to serious
intoxication or withdrawal

e  Immediate risks for self-harm, suicide, and
violence

®  Past and present mental disorders, including
posttraumatic stress disorder (PTSD) and
other anxiety disorders, mood disorders,
and eating disorders

*  Past and present history of violence and
trauma, including sexual victimization and

interpersonal violence

* Health screenings, including HIV/AIDS,

Substance
Abuse Screening

The goal of substance
abuse screening is to
identify women who
have or are developing
alcohol- or drug-
related problems.
Routinely, women are
less likely than men

to be identified as
having substance abuse
problems (Buchsbaum
et al. 1993); yet, they
are more likely to
exhibit significant
health problems after
consuming fewer
substances in a shorter
period of time.

Substance abuse
screening and
assessment tools,
in general, are
not as sensitive in
identifying women
as having substance

abuse problems.

Screening for substance use disorders is
conducted by an interview or by giving a

short written questionnaire. While selection

of the instrument may be based on various

factors, including cost and administration time
(Thornberry et al. 2002), the decision to use an
interview versus a self-administered screening

hepatitis, tuberculosis, and STDs tool should also be based upon the comfort level

of the counselor or healthcare professional
(Arborelius and Thakker 1995; Duszynski et al.

Advice to Clinicians:
Substance Abuse Screening and Assessment Among Women

How screenings and assessments are conducted is as important as the information
gathered. Screening and assessment are often the initial contact between a woman
and the treatment system. They can either help build a trusting relationship or create
a deterrent to engaging in further services.

Self-administered tools may be more likely to elicit honest answers; this is especially
true regarding questions related to drug and alcohol use.

Face-to-face screening interviews have not always been successful in detecting
alcohol and drug use in women, especially if the counselor is uncomfortable with the
questions.

Substance abuse screening and assessment tools, in general, are not as sensitive in
identifying women as having substance abuse problems.

Selection of screening and assessment instruments should be examined to determine
if they were developed using female populations. If not, counselors need to explore
whether or not there are other instruments that may be more suitable to address
specific evaluation needs.
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1995; Gale et al. 1998; Thornberry et al. 2002).
If the healthcare staff communicates discomfort,
women may become wary of disclosing their full
use of substances (Aquilino 1994; see also Center
for Substance Abuse Prevention [CSAP] 1993).

Many instruments have been developed to
screen for alcohol consumption, and several
measures have been adapted to screen for
specific drugs. While numerous screening tools
are available, information about the reliability
and validity of these instruments with women
is limited. The following listing, while not
exhaustive, individually reviews tools with
available gender-specific information.

General Alcohol and Drug
Screening

AUDIT

The Alcohol Use Disorder Identification Test
(AUDIT; Babor and Grant 1989) is a widely
used screening tool that is reproduced with
guidelines and scoring instructions in TIP 26
Substance Abuse Among Older Adults (CSAT
1998d). The AUDIT is effective in identifying
heavy drinking among nonpregnant women
(Bradley et al. 1998c¢). It consists of 10 questions
that were highly correlated with hazardous or
harmful alcohol consumption. This instrument
can be given as a self-administered test, or the
questions can be read aloud. The AUDIT takes
about 2 minutes to administer. Note: Question
3, concerning binge drinking, should be revised
for women to refer to having 4 (not 6) or more
drinks on one occasion.

13

TCUDS 11

The Texas Christian University Drug Screen
11 (TCUDS II) is a 15-item, self-administered
substance abuse screening tool that requires
5—10 minutes to complete. It is based in part
on Diagnostic Interview Schedule and refers to
Diagnostic and Statistical Manual of Mental
Disorders, 4" Edition, Text Revision (DSM-
IV-TR; American Psychiatric Association
[APA] 2000a) criteria for substance abuse

and dependence. TCUDS 1II is used widely in
criminal justice settings. It has good reliability
among female populations (Knight 2002; Knight
et al. 2002). This screen, along with related
instruments, is available at www.ibr.tcu.edu.

CAGE

CAGE (Ewing 1984) asks about lifetime alcohol
or drug consumption (see Figure 4-1). Each
yes” response receives 1 point, and the cutoff
point (the score that makes the test results
positive) is either 1 or 2. Two “yes” answers
results in a very small false-positive rate and
the clinician will be less likely to identify clients
as potentially having a substance use disorder
when they do not. However, the higher cutoff of
2 points decreases the sensitivity of CAGE for
women—that is, increases the likelihood that
some women who are at risk for a substance
problem will receive a negative screening score
(i.e., it increases the false-negative rate). Note:
It is recommended that a cutoff score of 1 be
employed in screening for women. This measure
has also been translated and tested for Hispanic/
Latina populations.

Figure 4-1
The CAGE Questionnaire

Have you ever felt you ought to Cut down on your drinking [or drug use]?
Have people Annoyed you by criticizing your drinking [or drug use]?
Have you ever felt bad or Guilty about your drinking [or drug use]?

e Have you ever had a drink [or used drugs] first thing in the morning (Eye opener) to steady
your nerves or get rid of a hangover [or get the day started]?

Source: Mayfield et al. 1974.
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A common criticism of the CAGE is that it is

not gender-sensitive—that is, women who have
problems associated with alcohol use are less
likely than male counterparts to screen positive
when this instrument is used. One study of more
than 1,000 women found that asking simple
questions about frequency and quantity of
drinking, coupled with a question about binge
drinking, was better than the CAGE in detecting
alcohol problems among women (Waterson and
Murray-Lyon 1988).

The CAGE is “relatively insensitive” with
Caucasian females, yet Bradley and colleagues
report that it “has performed adequately in
predominantly black populations of women”
(1998¢, p. 170). Johnson and Hughes (2005)
conclude that CAGE has similar reliability and
concurrent validity among women of different
sexual orientations. The CAGE-AID (CAGE
Adapted to Include Drugs) modifies the CAGE
questions for use in screening for drugs other
than alcohol. This version of the CAGE shows
promise in identifying pregnant, low-income
women at risk for heavier drug use (Midanik et

al. 1998).

Screening for Tobacco Use

Similar to other substances, women pay an
exceptional price for using tobacco. The second
leading cause of death in women is cancer
(CDC 2004), with tobacco accounting for 90
percent of all lung cancers, according to the
Surgeon General’s Report on Women and
Smoking (2001). Yet, women are less likely to
be referred to smoking cessation programs or
provided smoking cessation products (Steinberg
et al. 2006). Therefore, screening for tobacco
use and referral for nicotine cessation should
be standard practice in substance abuse
treatment. Counselors can simply screen for
tobacco use beginning with current and past
patterns of use, including type of tobacco,
number of cigarettes smoked per day, frequency
of use, circumstances surrounding use, and
specific times and locations. For individuals
who currently smoke, a more comprehensive
assessment needs to be completed with
recommendations incorporated into the
woman’s treatment plan.

Screening and Assessment

Screening
Instruments for
Pregnant Women

Considering the
devastating impact

of substances on the
developing fetus, routine
screening for drug,
alcohol, and tobacco use
among pregnant women
is imperative. Face-to- .
face screening interviews either drugs or

are not always

successful in detecting alcohol or both while
alcohol and drug use,
especially in pregnant pregnant (Chasnoff

women. However, self-
administered screening et al. 2()()1),
tools have been found to

be more likely to elicit

honest answers (Lessler and O’Reilly 1997;
Russell et al. 1996; Tourangeau and Smith
1996). Three screening instruments for use with
pregnant women are TWEAK, T-ACE, and 5Ps

Plus (CSAP 1993; Morse et al. 1997).

TWEAK

TWEAK (Russell et al. 1991) identifies pregnant
women who are at risk for alcohol use (Figure
4-2). It consists of five items and uses a 7-point
scoring system. Two points are given for positive
responses to either of the first two questions
(tolerance and worry), and positive responses

to the other three questions score 1 point. A
cutoff score of 2 indicates the likelihood of risk
drinking. In a study of more than 3,000 women
at a prenatal clinic, the TWEAK was found to
be more sensitive than the CAGE and Michigan
Alcohol Sereening Test (MAST), and more
specific than the T-ACE (Russell et al. 1996).
The tolerance question scores 2 points for an
answer of three or more drinks. However, if the
criterion for the tolerance question is reduced to
two drinks for women, the sensitivity of TWEAK
increases, and the specificity and predictive
ability decrease somewhat (Chang et al. 1999).
In comparison with T-ACE, TWEAK had higher
sensitivity and slightly lower specificity (Russell
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in the month before
pregnancy are nine
times more likely to

be currently using



Figure 4-2

The TWEAK Questionnaire: Women

How many drinks does it take for you to feel high? [Tolerance] (2 or more drinks = 2 points)

Does your partner (or do your parents) ever Worry or complain about your drinking? (yes = 2

points)

Have you ever had a drink first thing in the morning to steady your nerves or get rid of a

hangover? (Eye opener) (yes = 1 point)

Have you ever Awakened the morning after some drinking the night before and found that you
could not remember part of the evening? (yes = 1 point)

Have you ever felt that you ought to K/cut down on your drinking? (yes = 1 point)

Source: Morse et al. 1997.

et al. 1994, 1996). It can also be used to screen
for harmful drinking in the general population

(Chan et al. 1993).

T-ACE

The T-ACE is a 4-item instrument appropriate
for detecting heavy alcohol use in pregnant
women (Sokol et al. 1989). T-ACE uses the A, C,
and E questions from CAGE and adds one on
tolerance for alcohol (see Figure 4-3). The first
question assesses tolerance by asking if it takes
more than it used to to get high. A response of
two or more drinks is scored as 2 points, and
the remaining questions are assigned 1 point

for a “yes” response. Scores range from 0 to

5 points. A total of 2 or more points indicates
risk drinking (Chang et al. 1999). T-ACE has
sensitivity equal to the longer MAST and greater
than CAGE (Bradley et al. 1998¢). It has been
validated only for screening pregnant women

with risky drinking (Russell et al. 1994).

In a study with a culturally diverse population
of pregnant women, Chang and colleagues
(1998) compared T-ACE with the MAST (short
version) and the AUDIT. The study found
T-ACE to be the most sensitive of the three tools
in identifying current alcohol consumption,
risky drinking, or lifetime alcohol diagnoses

(Chang et al. 1998). Although T-ACE had the

lowest specificity of the three tests, it is argued

Figure 4-3
The T-ACE Questionnaire

How many drinks does it take you to feel high? [ Tolerance] (2 or more drinks = 2 points)

Have people Annoyed you by criticizing your drinking? (yes = 1 point)

Have you ever felt you ought to Cut down on you drinking? (yes = 1 point)

Have you had an Eye opener (a drink first thing in the morning) to steady your nerves? (yes = 1

point)

Source: Sokol et al. 1989
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that false positives are of less concern than false
negatives among pregnant women (Chang et al.

1998).

Prenatal substance abuse screen
(5Ps)

This screening approach has been used to
identify women who are at risk for substance
abuse in prenatal health settings. A “yes”
response to any item indicates that the woman
should be referred for assessment (Morse et

al. 1997). Originally, four questions regarding
present and past use, partner with problem,
and parent history of alcohol or drug problems
were used (Ewing 1990). However, several
adaptations have been made, and recently a
question about tobacco use in the month before
the client knew she was pregnant was added
(Chasnoff 2001). Chasnoff and colleagues (2001)
reported that women who smoked in the month
before pregnancy were 11 times more likely to
be currently using drugs and 9 times more likely
to be currently using either drugs or alcohol or
both while pregnant. This version, the 5Ps, is
shown in Figure 4-4.

In a study evaluating prevalence of substance
use among pregnant women utilizing this
screening tool, the authors suggest that it not
only identified pregnant women with high levels

of alecohol and drug use but also a larger group
of women whose pregnancies were at risk from
smaller amounts of substance use (Chasnoff

et al. 2005). For a review on how to improve
screening for pregnant women and motivate
healtheare professions to screen for risk, refer
to the Alcohol Use During Pregnancy Project
(Kennedy et al. 2004).

Acute Safety Risk Related
to Serious Intoxication or
Withdrawal

Screening for safety related to intoxication and
withdrawal at intake involves questioning the
woman and her family or friends (with client’s
permission) about current substance use or
recent discontinuation of use, along with past
and present experiences of withdrawal. If a
woman is obviously severely intoxicated, she
needs to be treated with empathy and firmness,
and provision needs to be made for her physical
safety. If a client has symptoms of withdrawal,
formal withdrawal scales can be used by trained
personnel to gather information to determine
whether medical intervention is required. Such
tools include the Clinical Institute Withdrawal
Assessment for Alcohol Withdrawal (Sullivan

et al. 1989; See Appendix C for specific

Figure 4-4
5Ps Screening

Peers: Do any of your friends have a problem with drug or alcohol use?

Partner: Does your partner have a problem with alcohol or drugs?

Parents: Did either of your parents ever have a problem with alcohol or drugs?

Past Use: Before you knew you were pregnant, how often did you drink beer, wine, wine coolers,

or liquor? Not at all, rarely, sometimes, or frequently?

Present Use: In the past month, how often did you drink beer, wine, wine coolers, or liquor? Not

at all, rarely, sometimes, or frequently?

Smoke: How many cigarettes did you smoke in the month prior to pregnancy?

Source: Morse et al. 1997; Chasnoff et al. 2001
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Advice to Clinicians:
At-Risk Screening for Drug and Alcohol Use During Pregnancy

In screening women who are pregnant, face-to-face screening interviews have not
always been successful in detecting alcohol and drug use.

Self-administered tools may be more likely to elicit honest answers; this is especially
true regarding questions related to drug and alcohol use during pregnancy.

While questions regarding past alcohol and drug use or problems associated with
self, partner, and parents will help to identify pregnant women who need further
assessment, counselors should not underestimate the importance of inquiring about
previous nicotine use in order to identify women who are at risk for substance abuse

during pregnancy.

There are other factors that are associated with at-risk substance abuse among
women who are pregnant, including moderate to severe depression, living alone or
with young children, and living with someone who uses alcohol or drugs (for review,

see Chasnoff et al. 2001).

information) and the Clinical Institute Narcotic
Assessment for Opioid Withdrawal (Zilm and
Sellers 1978). While specific normative data
are unavailable, it is important to screen for
withdrawal to assess risk and to implement
appropriate medical and clinical interventions.

Not all drugs produce physiological withdrawal;
counselors should not assume that withdrawal
from any drug of abuse requires medical
intervention. Only in the case of opioids,
sedative-hypnotics, or benzodiazepines (and in
some cases of alcohol), is medical intervention
likely to be required. Nonetheless, specific
populations may warrant further assessment
and assistance in detoxification, including
pregnant women, women of color, women with
disabilities or co-occurring disorders, and older
women. (Review TIP 45 Detoxification and
Substance Abuse Treatment, [ CSAT 2006a], pp-
105-113.) Specific to women who are pregnant
and dependent on opioids, withdrawal during
pregnancy poses specific medical risks including
premature labor and mortality to the fetus.
Note: Women who are dependent on opioids
may misinterpret early signs of pregnancy as
opioid withdrawal symptoms (review TIP 43
Medication-Assisted Treatment for Opioid
Addiction in Opioid Treatment Programs [ CSAT
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2005a], pp. 211-224).

Mental lliness Symptoms and
Mental Disorders

Considering that women are twice as likely as
men to experience mood disorders, excluding
bipolar and anxiety disorders (Burt and Stein
2002), all women entering substance abuse
treatment should be screened for co-occurring
mental disorders. If the screening indicates the
possible presence of a disorder, a woman should
be referred for a comprehensive mental health
assessment and receive treatment for the co-
occurring disorder, as warranted. Depression,
anxiety, eating disorders, and PTSD are
common among women who abuse substances

(McCrady and Rayt