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Editorial on the Research Topic

Women and substance use: Specific needs and experiences of use,

others’ use and transitions towards recovery

Problematic substance use among women is increasing, with global prevalence data

indicating that 46million women have an alcohol use disorder (1), the highest prevalence

of which is located in the European region (2). Reports from the European Monitoring

Centre for Drugs and Drug Addiction (EMCDDA) also show that women make up a

quarter of people with illicit problematic drug use in Europe (3). Globally, approximately

a third of all drug users are women, and a fifth of injecting drug users are women (4).

Historically, societal and medical responses to substance use issues were shaped

based on men as the major protagonists, with women’s use only acknowledged when it

impacted their care-giving role (5, 6). Feminist perspectives havemore recently identified

how women experience drug and alcohol use, the type of substances they use, the

spaces they consume substances, and their treatment and support needs (7). However,

researchers and practitioners need to continue the dialogue on women’s substance use in

order to expand knowledge, challenge prejudices, and learn to support women in a way

that is specific to their needs.

Indeed, women are oftenmore affected by substance use thanmen, andmore affected

negatively by others’ use (4). They commonly experience multiple types of disadvantage

and trauma, including violence and abuse, sex-work, poverty, and mental ill-health

(8). There are also unique physical health risks including breast cancer, ovulation and

menstrual difficulties, early menopause, and fertility issues, as well as risks to the child in

pregnancy (9, 10). Women from minority ethnic groups face additional challenges and

barriers (11).
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Trauma is frequently a factor in substance use among both

men and women, typically used to manage the experiences of

trauma (12). However, as this collection of studies demonstrates,

women face a unique set of additional gender-based traumas

that can further influence their use of drugs or alcohol, such

as domestic abuse, coercive and controlling behavior and being

forced to exchange sex for substances, often for their male

perpetrators (13, 14).

Women also face unique barriers to support, and their needs

may be unmet by existing services (15) because treatment and

support are delivered in ways that do not meet the lived reality

of their lives (6, 16, 17). Recently, advocates for substance-using

women have called for a more gender-sensitive response to drug

policy and support that addresses “the harms directly related to

drugs and drug use but also the social and cultural determinants

of drug use and health and law enforcement policies” [(5), p. 17].

This is reflected in the papers presented in this Research Topic

on women and substance use.

This collection of international studies highlights the unique

challenges experienced by women who use substances, and

demonstrates the gender-specific contexts of their substance use

including the specific risks they face, and the social, health and

policy factors that impact their use, and access to treatment

and support.

The evidence reported by Guy et al. illustrates the

particular vulnerability of women to HIV, where women

face barriers to pre-exposure prophylaxis. These barriers are

linked to homelessness, sexual violence, being in a drug-

using relationship, and having a child-rearing role which may

contribute to reluctance to engage with services. Pedersen et al.

highlight an additional risk to HIV among sex-workers using

amphetamines, presenting a further harm reduction risk because

of the disinhibiting effect and increased risk-taking. Both these

studies also highlight problems of the lower status of women

to men, especially for sex workers, and, for Pedersen et al.,

particularly in countries with strong cultural gender morals and

criminalization of sex work.

Vulnerability to gender-based violence (GBV) is underlined

in several papers. For Pedersen et al., in comparison to men,

women are more likely to have an intimate partner who

uses substances, be dependent on their partner for supply,

and experience more physical and psychological violence

within such relationships. Moir et al. report that intimate

partner violence is often hidden among women affected by

substance use, and may only be detected during tertiary-level

risk assessment. Morton et al.’s study highlights the degree

of parental substance use and adverse childhood experiences

among substance-using women experiencing domestic violence.

These studies suggest an iceberg of hidden GBV cases among

women substance users who need proactive screening to ensure

the right support is offered.

In comparison to men, Webb et al.’s study of drug-related

deaths also shows women are disproportionately at risk from

polydrug use and more likely than men to increase their risk

by using prescribed methadone and benzodiazepines alongside

illicit substances. There may also be trends in age differences

for women, with smaller gender differences in risky use among

younger, recreational drug use fatalities, and greater risky

polydrug use among older female fatalities. Addressing aging

needs among women in recovery is also highlighted by Shaw

et al., who found that the emergence of physical and mental

symptoms for middle-aged women in recovery requires more

attention from services.

Several studies underline gender inequality for women

affected by substance misuse. Russell et al. report substance-

using mothers six times more likely to have children removed

than substance-using fathers, and more likely to attempt suicide

that women substance users without children. Richert takes a

different perspective of gender difference by examining how

women navigate a role in the drug economy in which men

have control over income and drugs supply. His study shows

women using their sexuality or adopting a professional or

more masculine persona to reduce risk in securing income and

drugs. Bäcklin also identifies an existing “macho culture” in peer

support provision that presents unequal support for women, but

also illustrates how proactive efforts to represent and empower

women’s voices can be effective.

Some of these studies also suggest a self-medication role for

women’s substance use. The study by Pedersen et al., suggests

use of amphetamines in sex work to improve performance, but

also to dissociate from the work, and this is also suggested by

Tractenberg et al.’s study showing crack cocaine use among

Brazilian women was a dissociative coping strategy for negative

life experiences. Webb et al. highlight women’s disproportionate

high risk polydrug use that includes prescribed anti-anxiety

and sedative medications, and Dahlberg et al. report young

substance-using women and girls more likely to have co-

occurring psychiatric problems and experiences of trauma than

males on entering treatment.

Several studies in this issue investigate more gender-

sensitive interventions to better address women’s specific needs.

In Morton et al.’s study, women using a domestic violence

and substance use service had high rates of existing adverse

childhood experiences (ACEs). They suggest that routine

enquiry about ACEs for this population starts a process of

trauma-informed service responses. Moir et al. go further to

recommend that more integrated service working for women

substance users experiencing GBV would ensure access to

specialist support. Similarly, integrated service approaches are

recommended by Petzold et al. to include access to stable

housing to increase engagement with services. Harwin et al.

argue that the introduction of family drug and alcohol courts

may avoid current organizational silo practices through offering

more holistic interventions to better support women and

children through the complexities of DV, substance use and

child maltreatment. Dahlberg et al. also indicate that specific
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multi-dimensional and longer intervention times for young

women and girls would be a more responsive approach to the

greater prevalence of mental ill health and trauma among young

women and girls.

Overall, gender-responsive service approaches for

women are indicated by these studies, and Schamp et al.’s

recommendations go further, suggesting a transformative

approach that goes beyond the more reactive gender

responsiveness. They argue that this could activate policy

makers toward holistic strategies to address the contextual

factors associated with women’s substance use.

This collection underlines and adds to the evidence of

the specific issues facing women substance users. Studies here

show that, beyond substance-related stigma, women around the

world face different and multiple pressures to use substances,

and encounter structural barriers to reducing harm and

accessing appropriate treatment. Societal norms of femininity

and motherhood place women in a vulnerable position

within their societies, exposing them to GBV, judgement and

disempowerment. Many studies illustrate the whole-system

mechanisms that maintain this vulnerability, and highlight

the need for gender-sensitive approaches in policies and

practice. Indeed, while services may adopt specific provision

for women’s needs, this may be seen as an add-on to male-

oriented services that does not address the wider context. As

suggested in Schamp et al.’s article, policymakers may need

to embrace a more gender-transformative approach across

services and, arguably, focus on gender justice as much as

gender equity.
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Introduction: This study aimed to examine drug-related deaths in the UK in which novel

psychoactive substances (NPS) are an implicated substance, and to focus on female

deaths in comparison with male deaths. While male overdoses dominate epidemiological

statistics, there is an increase in female drug-related deaths and a narrowing of the gap

between gender mortality rates which is to date unexplained.

Method: This study analyzed data from the National Programme for Substance Abuse

Deaths (NPSAD) database that records drug-related deaths in the UK from coronial

records. A dataset was constructed using parameters to capture all drug-related cases

during the period 2007–2017 when NPS were legal and highly available in the UK, in

order to capture deaths recorded among both regular and occasional drug users, and to

include all cases recorded during that period regardless of NPS status in order to make

comparisons. The final dataset comprised 10,159 cases, with 456 NPS-related deaths.

Data for NPS and non-NPS were compared, and comparisons were made between

cohorts by gender. The dataset also includes coronial narrative notes which allowed a

qualitative analysis of NPS female deaths to add contextual explanation.

Results: The proportion of male NPS deaths is significantly higher than that for female

NPS deaths but does not reflect the generalized difference between male and female

drug-related mortality of this period studied. Demographic and outcome data by gender

difference were significant for all drug-related deaths, but not for NPS-only deaths,

indicating a greater homogeneity among NPS deaths by gender. Older women using

NPS were more likely to have methadone or diazepam as another drug implicated and

have established histories of drug misuse.

Conclusion: Where NPS have been used, differences in drug death profiles are less

likely to be accounted for by gender than other demographic or behavioral differences

more typically found in opiate deaths. The social and health problems of older women

may be key characteristics that differentiate female deaths from male deaths. These

findings also support evidence of increasing uptake of NPS among older established

drug users that adds further risk to polydrug use.

Keywords: novel psychiatric substances, women, drug mortality, drug-related death, female mortality
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INTRODUCTION

Most acute drug-related deaths globally are among males more
than females (1). However, in the United Kingdom (UK) and
elsewhere the gap between male and female rates of acute
drug-related deaths is closing. Acute drug-related deaths for
the purposes of this study are those associated with overdose
and acute intoxication rather than from secondary related
diseases such as hepatitis, cardiac conditions and obstructive
pulmonary disease.

Evidence for drug-related mortality causes and circumstances
often overshadows female mortality due to the disproportionate
ratio between genders, and the not so uncommon practice of
“controlling for” gender, i.e., excluding female deaths or not
examining gender differences in drug mortality (2). Opiates in
overdose also dominate as the main cause of death in population
statistics, again overshadowing circumstantial and secondary
causes. Indeed, controlling for gender itself suggests a different
profile of female drug-related death, asmight controlling for, or at
least exploring in more detail, overdose deaths where opiates are
implicated, which could reveal commonly overshadowed factors
associated with drug deaths.

While male overdoses dominate epidemiological statistics,
there is an increase in female drug-related deaths and a narrowing
of the gap between gender mortality rates (1), and this is to date
unexplained. In Scotland, which currently records the highest
rate of drug-related deaths (DRDs) per capita in Europe (3), the
gap forDRDs between genders has been narrowing since 2016/8,
with a reported 212% increase in female DRDs against a 75%
increase in male DRDs (4). The European Monitoring Centre for
Drugs and Drug Addiction (EMCDDA) indicates that the ratio
difference between girls and boys aged 15–16 has been narrowing
in Europe (5), and drug deaths among women between 30 and 64
has increased by 260% in the United States (6).

Factors implicated in the rise are suggested to be greater
accessibility of opiates, polydrug misuse and polypharmacy
(prescribed medications) (7), and impacts from psychosocial and
socio-economic pressures that disproportionately affect women
(8). The increase in fentanyl prescribing in the United States
is likely to be skewing the global rates of opiate use and
mortality among women (9), but other national data indicate
this may be symptomatic of other female-specific trends, and
that opiate prescription availability is merely highlighting this
issue. Tweed et al. (4) suggest that the aging cohort of drug users,
accompanied by increasing physical and mental health problems,
may affect women’s vulnerability to DRD more than men, as
too, they suggest, might changing patterns of drug use, with
deaths with methadone implicated being slightly higher in female
DRD than male DRD in Scotland. The NPSAD surveillance
programme has recorded gender differences in types of drug
implicated in deaths across England and Northern Ireland,
showing male deaths to be most associated with heroin, and
females deaths most associated with other opiates and opioid
analgesics (10). In comparison with male DRDs, female DRDs
proportionately involved more antidepressants, hypnotics and
sedatives, methadone and antiepileptics (i.e., gabapentin), and

more likely judged to be “suicide” or “undetermined” than male
deaths (10).

The rise in female substance use and mortality has coincided
with the rise of novel psychoactive substances (NPS) and
increased availability of these substances across Europe and,
increasingly, globally. These substances, often known as designer
drugs or sometimes legal highs, may mimic the effects of illegal
substances while evading national drug laws.Wastewater analysis
indicates that NPS use has grown in Europe and increasingly
around the world (11). Globally, nation states have changed legal
systems to take account of the manufacturers’ ability to tweak
synthetic compounds, however, the illegality of the substances
is proving to be little deterrent to use. Availability has switched
from open retailing of legal highs to darknet ordering (12) with
synthetic cannabinoids proving to be the most popular NPS,
predicted to take over international drugs markets (13, 14),
making them one of the most easily accessible psychoactive
substances in the illicit drugs market.

This study aimed to examine drug-related deaths in the
UK in which NPS is an implicated substance, and to focus
on female deaths in comparison with male deaths. We are
particularly interested in not only examining variables related
to cause of death and substances implicated but to examine
the circumstances of death, using the narrative evidence from
coroners’ reports. In this way, we aim to interrogate qualitatively
the differences between male and female drug-related deaths and
so explore explanations for differences in behavior and cause and
manner of death.

METHODS

Data Source
The National Programme on Substance Abuse Deaths (NPSAD)
collates coronial, Procurator Fiscal and Scottish Crime and
Drug Enforcement Agency reports on deaths in the UK where
a psychoactive substance is implicated or a controlled drug
is present at post mortem. The NPSAD programme was
established to provide surveillance data to inform policymakers,
commissioners and service providers to emerging drug use
patterns and to support prevention initiatives in tackling drug-
related deaths in the UK. Established in 1997, the NPSAD
database has maintained this record with coverage across
England, Wales, Northern Ireland, Scotland (until 2011) and the
Crown dependencies of Guernsey, Jersey, and the Isle of Man.
Data recorded for each case includes demographics, jurisdiction,
specific location of death, drugs present post mortem (and
concentrations), drugs implicated (i.e., found at the scene and
drugs at post mortem considered to be implicated in the death),
medically determined cause of death (ICD10 codes), coroner’s
verdict, prescribed psychoactive medications and mental health
status, as determined by additional information from the
reporting authority, prescribed medication and textual analysis
of narrative reporting. The database also contains notes from
coroners’ narrative reports giving details of the circumstances of
the death as obtained from police and witness reports.
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The Dataset
The dataset was extracted from the NPSAD database. We were
particularly interested in constructing parameters to capture
all drug-related cases during the period when NPS were legal
and therefore highly available in the UK to both regular and
“recreational” or occasional drug users. Date parameters were
therefore set to include all NPS deaths over a 10-year period
up to the implementation of the Psychoactive Substances Act
(2016) (2007–2016) and to include all cases recorded during that
period regardless of NPS status. The dataset includes drug deaths
coverage of approximately 75% of UK regions, reporting inquest
cases where one or more psychoactive substances is directly
implicated in the death (found at post mortem at significant
levels), or where a drug listed in the Misuse of Drugs Act (1971)
is found to have been used at the scene of death.

Cases were excluded where no drug was implicated or present
or where only alcohol was implicated or present. This excluded
deaths that were clearly not associated with the intake of a
psychoactive substance, such as death occurring during drug
dealing activity (i.e., inter-gang shooting) or lawful killing,
but included trauma associated with drug-impaired judgement
such as road traffic accidents, drowning or suicide. Cases were
retained if most of the relevant data were available, with missing
values for a small proportion of cases for some demographic
variables, living arrangements, and if known to be a drug
user. The final dataset comprised 10,159 cases, with 456 NPS-
related deaths.

Methodology and Analysis
Categorical demographic variables were collapsed into bivariates,
including gender. The ethnicity variable contained a large
proportion of missing values or unreliable classification and was
therefore excluded from the analysis.

Cases of NPS deaths were compared to cases where no NPS
substances were implicated or found at post mortem. This was
an observational study with analysis based on proportions and
ratios to give point estimates. Measures of association between
variables for non-parametric distributed data were applied using
Kendall’s Tau-b. Regression analysis was applied to confirm levels
of association. Gender comparisons for age and mental health
history were conducted using one-way ANOVA. Analysis was
performed using SPSS 27.

RESULTS

Profile of Cases
Table 1 shows the profile of cases for NPS and non-NPS deaths by
relevant demographic variables. There are significant differences
across democratic variables and outcomes except where a person
is or is not known to be a drug user.

The proportion ofmale NPS deaths is significantly higher than
that for female NPS deaths (5.1–2.7%). The association between
NPS and gender is statistically significant (Kendall tau-b p <

0.001). Odds ratios indicate that NPS death risk for males is
1.897 times more than that for females (OR = 1.897, 95%CI =
1.46–2.47). This gap does not reflect the generalized difference
between male and female drug-related mortality during this

period which would more typically be around 4:1 up to 2016
(15), and represents a narrowing of rates by gender where NPS
are implicated.

Comparison between NPS and non-NPS variables indicates
that NPS cases are significantly more likely to be employed (or
be a student/pupil) than non-NPS cases (p < 0.01) and have
stable living arrangements (p < 0.01). Odds ratios indicate that,
while most drug-related deaths occur in a home environment,
NPS deaths are less likely to occur in a home environment
in comparison with non-NPS deaths (OR = 0.61, 95% CI =

0.45–0.83). The association between NPS and place of death is
statistically significant (Kendall tau-b, −2.66, p < 0.05), but the
relationship is weak.

Gender
Gender comparisons for the whole cohort show significant
differences across demographics and outcomes (Table 2), but no
significant differences were found when analysis was restricted to
cases in which an NPS is implicated in the death. Among NPS
cases, 68.7% females were 38 years or under, in comparison with
69.2% males; 96% of females had stable living arrangements in
comparison with 95% of males; known drug user recorded as
72.5% female and 75.0% male. Only unemployment (female =

60.7%; male= 49.6%) and death in a public place (female= 8.7%;
male = 15.8%) indicated any notable gender difference without
significance. This finding from comparison between whole
cohort and NPS-only cases suggests a different profile of drug-
related deaths and a homogenisation of drug-taking behavior
between genders when NPS are involved. This narrowing is
highlighted by restricting analysis by drug type; when the
majority of opiate-related deaths are reduced.

Gender Differences by Substance
Analysis of gender differences for the whole cohort showed
significant higher female proportions for anti-depressants
implicated and prescribed, hypnotics/sedatives implicated and
prescribed, methadone implicated and diazepam prescribed
(See Table 3). This reflects contemporary and recent findings
for substances associated with female DRDs. However, an
exploration of NPS cases by gender showed no significant
differences between gender proportions except for methadone
implicated (females = 20.0%, males 9.0%, OR = 1.218, (95%CI
= 1.02–1.45) (Kendall tau-b p < 0.025). There is also a
small significant difference in implicated methadone ratio for
females for the whole cohort (females = 24%, males = 22%)
(Kendall tau-b p < 0.047), but this difference is more significant
among NPS deaths (p < 0.025), showing that, where a NPS
is used, methadone is more likely to also be used by females
than males. Of female deaths with methadone implicated,
nearly two thirds also had diazepam implicated, but only
two NPS cases were prescribed diazepam, and only one case
prescribed methadone. This also suggests that many women
using NPS are more likely than men to also be sourcing illicit
depressant/sedating medication.

Low numbers of NPS female cases reduces the reliability of
analyses of several substances, including infrequently occurring
substances. During this period of developing NPS use, up to their

Frontiers in Psychiatry | www.frontiersin.org 3 April 2022 | Volume 13 | Article 89084011

https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles


Webb et al. Trends in Mortality From NPS

TABLE 1 | Profile of cases by NPS death status
†
.

Category Bi-variate NPS implicated or at

PM N (%)

No NPS implicated

or at PM N (%)

Kendall tau-b

(OR, CI 95%)

Gender Male 389 (85.3) 7,313 (75.4) 5.62**

(1.90, 1.5–2.5)Female 67 (14.7) 2,390 (24.6)

Age ≤38 315 (69.1) 4,495 (46.4) 9.34***

(2.59, 2.11–3.16)
>38 141 (30.9) 5,201 (53.6)

Living arrangements Stable 393 (95.6) 7,959 (91.0) 4.32**

(2.17, 1.34–3.50)Unstable 18 (4.4) 790 (9.0)

Employment Employed 198 (48.9) 2,805 (31.9) −6.40**

(0.49, 0.41–0.60)Unemployed (inc. retired,

student, other)

207 (51.1) 5,985 (68.1)

Place of death (public

place vs. home)

Public (including hospital) 52 (14.9) 750 (9.7) −2.66*

(0.61, 0.45–0.83)At home (inc. all domestic

settings)

298 (85.1) 6,998 (90.3)

Known drug user

(excludes “not known”)

Yes 233 (74.7) 5,554 (74.2) 0.19

(1.03, 0.79–1.33)No 79 (25.3) 1,931 (25.8)

†
Excludes missing values. *p < 0.05, **p < 0.01, ***p < 0.001.

TABLE 2 | Whole cohort demographic and outcomes by gender
†
.

Category Bi-variate Females N (%) Males N (%) Kendall tau-b (OR, CI 95%)

Age ≤38 995 (40.5) 3,815 (49.6) 7.85** (1.4, 1.3–1.6)

>38 1,459 (59.5) 3,885 (50.4)

Living arrangements Stable 2,110 (95.0) 6,242 (90.0) −8.4** (4.8, 0.39–0.59)

Unstable 112 (5.0) 696 (10.0)

Employment Employed 506 (23.0) 2,497 (35.7) −11.7** (0.54, 0.48–0.60)

Unemployed (inc. retired, student, other) 1,691 (77.0) 4,501 (64.3)

Place of death (public

place vs. home)

Public (including hospital) 78 (4.1) 724 (11.7) −12.3** (0.32, 0.23–0.41)

At home (inc. all domestic settings) 1,834 (95.9) 5,462 (88.3)

Known drug user

(excludes “not known”)

Yes 1,147 (62.6) 4,640 (77.8) 12.0*** (2.1, 1.8–2.3)

No 686 (37.4) 1,324 (22.2)

†
Excludes missing values. **p < 0.01, ***p < 0.001.

TABLE 3 | Whole cohort, substances implicated and prescribed by gender
†
.

Substance implicated in death or prescribed Females N (%) Males N (%) Kendall tau-b (OR, 95% CI)

Antidepressants implicated 747 (30.4) 1,034 (13.4) −16.54** (0.36, 0.32–0.40)

Antidepressants prescribed 1,138 (46.3) 2,008 (26.1) −17.61** (0.41, 0.37–0.45)

Hypnotics/sedatives implicated 569 (23.2) 1,629 (21.2) −2.07* (0.89, 0.80–0.99)

Hypnotics/sedatives prescribed 781 (31.8) 1,561 (20.3) −10.93** (0.55, 0.49–0.60)

Methadone implicated 589 (24.0) 1,696 (22.0) −1.99* (0.90, 0.81–0.10)

Methadone prescribed 275 (11.2) 772 (10.0) −1.62 (0.88, 0.76–1.02)

Diazepam implicated 379 (15.4) 1,234 (16.0) 0.71 (1.05, 0.92–1.19)

Diazepam prescribed 441 (17.9) 934 (12.1) −6.76** (0.63, 0.56–0.71)

†
Excludes missing values. *p < 0.05, **p < 0.01.

outlawing in the UK by 2016, designer benzodiazepines such as
phenazepam, flubromazepam, diclazepam and etizolam were a
growing phenomenon but low in rates of use in Europe (16).

Our analysis shows very small numbers of cases where designer
benzodiazepines were implicated in NPS deaths, and particularly
few if any among female deaths.
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Age
Binomial age was based on the median age (38) for the whole
cohort. For those 38 years old or under, the proportion of
NPS deaths is more than twice than for those over 38 years.
The association between NPS and age is statistically significant
(Kendall tau-b = 9.34, p < 0.001). Odds ratios indicate that the
NPS risk of death for those under 39 is 2.6 times more than that
for non-NPS deaths (OR 2.59, 95%CI= 2.11–3.16). There was no
significant difference in age at death by gender amongNPS deaths
(one-way ANOVA F=.152, p < 0.70) indicating that NPS use is
more prevalent among younger people regardless of gender.

Mental Health History
Knownmental health history is included in the NPSAD database,
derived from coronial reporting of additional information,
prescribed medication or narrative analysis. These data are
recorded in the database as separate variables for known history
of anxiety, depression, paranoia, eating disorder, PTSD, bi-polar
disorder, schizophrenia and psychosis. The strongest association
with NPS deaths was psychosis (Kendall tau-b = −0.33, p <

0.02) with odds ratios indicating that risk of having a reported
psychotic issue among NPS cases being 2 times more likely
than for non-NPS cases (OR 0.43, 95% CI = 0.26–0.72). For
the whole cohort, having a known mental health history was
significantlymore frequent among female deaths (26.1%) (16.3%)
(Kendall tau-b = 0.11, p < 0.0001) but no significant gender
difference among NPS-only cases (Kendall tau-b = −0.62, p <

0.14). The association between younger age and NPS may be one
explanatory factor of lower mental health history incidence.

Mental illnesses were otherwise reported in similar
proportions for NPS and non-NPS cases, with 4.6 and 3.1% of
NPS and non-NPS cases with known anxiety, 10.3% and 11.1%
of cases, respectively, with known histories of depression. There
were 2.2 and 2.4% of NPS and non-NPS cases recorded as having
schizophrenia and 0.9 and 1.0% of cases, respectively, with
known histories of bi-polar disorder. Non-NPS cases recorded
0.2% (n = 18) with PTSD, with no cases among NPS cases. Low
and absent numbers of psychosis, paranoia and eating disorder
among female NPS deaths precluded gender comparisons.

NARRATIVE DATA

The dataset provides coroners’ verdicts and notes from coroners’
narrative verdict which together give circumstantial detail on
individual cases and allows a narrative analysis. This was
conducted following the analysis of quantitative data providing
an analysis focused on quantitative results to better explain
these findings. This took the form of a thematic analysis of
all female NPS cases that had narrative data (n = 55), using,
firstly, a priori themes based on factors that gave circumstantial
detail of the death, but otherwise open to emergent themes
within this evidence. The variables included were age, cause of
death and verdict, narrative reporting, implicated substances and
prescribed medication.

Guided by the quantitative findings, we firstly examined cases
of female NPS deaths where methadone and/or a benzodiazepine
were implicated, particularly examining place and circumstances

of death, coroner’s verdict and indications of other health
or social factors associated with the person and their death.
Following this, contrasting cases were examined, that is, where
methadone or benzodiazepines were not implicated in the death.
This provided qualitative comparison to those female deaths that
differed from male deaths.

Female NPS Related Deaths Associated
With Methadone and/or Benzodiazepines
Examination of the cases associated with methadone and/or
diazepam demonstrate a difference in circumstances surrounding
the death according to age. Women in their thirties and over
tended to have associated physical and mental health histories
and prescribed medications that were implicated in their deaths.
These also often suggested a story of long-term drug use and
social and health problems. For example, one woman aged 30 of
no fixed abode died from a pulmonary embolism having taken
heroin, ethylphenidate (piperidine) and diazepam. She had been
in prison, had a history of chronic heroin use and was prescribed
antidepressants, diazepam, and propranolol (beta-blockers). She
had injected into her groin when found.

Another woman, aged 48, was found dead at a home run by
a housing charity that aims to encourage homeless people into
secure housing. The reports states “empty methadone bottles
and a used needle were found at the scene”. The cause of death
was recorded as natural causes due to chronic illness, cirrhosis
of the liver and bronchitis. Toxicology reported a mixture of
mephedrone with methadone and diazepam, neither of which
were prescribed.

Among youngermethadone or diazepam-related deaths, there
were also some individuals with a history of problem drug use
but also recreational use. A 28-year-old student with part time
employment was reported to have been found at home; “dead on
lounge floor by her estate agent” following “an evening with work
colleagues on Saturday”. She had used alcohol, GBL, diazepam,
oxazepam, temazepam and mephedrone. She was reported to
have recently become depressed, drinking heavily and taking
drugs. She was only prescribed antidepressants.

Another younger death example was a 24-year-old who lived
with friends who was found dead from “accidental toxicity”
having “been to a party during the night and taken drugs”. Drugs
implicated in her death were 4-MEC (a cathinone), piperidine,
cannabis, diazepam, mirtazapine and codeine. She was not
prescribed any medication according to the report.

Clearly, polydrug use features in all these cases as such
cases (with methadone and benzodiazepines) were selected for
analysis, however the amount of drugs found implicated or
at post mortem indicates, at best, recklessness among chronic
drug users and naivety among those that could be described
as “recreational” users. While there is a difference between
implicated drugs (those causative of death) and those found at
post mortem, the presence of multiple interactive and cumulative
substances is commonly reported in polydrug deaths (17, 18).
There are also no implied differences between these female deaths
and male NPS-related deaths. However, our findings indicate
a higher proportion of deaths among females where the drugs
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were prescribed. As the above example of the woman with no
fixed abode and with a prison history, she had been prescribed
diazepam and anti-depressants.

A 62-year-old womanwho lived on her own and found dead at
home had been prescribed olanzepine, duloxepine, diazepam and
nitrazepam (all found present at post mortem), and had taken 4-
MEC,mephedrone, methylone and ecstasy. She was known to use
heroin, diagnosed with depression, ischaemic heart disease and
had a stroke. She also had cognitive impairment, possibly due to
her stroke. Her cause of death was recorded as cardiac atheroma,
however, one may wonder what her state of mind had been on
that evening of drug use.

For a 32-year-old, prescribed methadone was implicated in
her death from hypoxia following polydrug use. The narrative
notes stated:

“. . . before her death took a substantial quantity of drugs with

her partner including heroin, cocaine and legal highs, and went

to bed. Next day found gurgling and unrousable and taken to

hospital. Died four days later showing no brain activity.”

This woman had a long list of drugs found at post
mortem including methadone, gabapentin, fentanyl, MPA (NPS
amphetamine-type), midazolam and a piperidine. She was
prescribed methadone, pregabalin and quetiapine and had a
history of chronic anxiety, bipolar disorder and was a known
injecting drug user.

Several cases suggested there was some intent to the overdose
but rarely were these cases recorded as suicide. The case
of an 18-year-old who lived with her partner, was given
an open verdict after cause of death given as poisoning by
tramadol and oxycodone. Post mortem also found diazepam and
phenazepam, a long-acting designer benzodiazepine, although
she was prescribed chlorpromazine, tramadol and diazepam. The
narrative included evidence of suicide:

“No signs of disturbance, with large amount of medications, some

empty packets and several loose tablets found within bedside

cupboard and on bed. Note found suggesting possible intention

to end life. Smoked and drank large amounts of alcohol. Known

drug abuser, mainly cannabis.”

Another young woman (aged 21) was also given an open
verdict after being:

“Found after seen to take excessive quantities of prescribed

medication the evening before death. Sharps bin with syringes

and needles and crystal meth use was found at scene. She

was found to have used 4-MEC, methadone, diazepam and

codeine, being prescribed temazepam, diazepam, co-drydamol

and propranolol.”

However, an older woman (aged 40) was given a verdict of
suicide after taking an overdose of “unspecified medication”.
She was reported to have a history of multiple overdoses and
had access to fluoxetine, pregabalin, MPA (NPS amphetamine-
type) diazepam and other conventional benzodiazepines. Only
the fluoxetine, mirtazapine and diazepam were reported at post

mortem among her prescribed medication, in addition to the
MPA,mephedrone and cannabis were also found at post mortem.

One 18-year-old was also given a verdict of suicide without
leaving a note but had texted a parent prior to taking an overdose
of alcohol, diazepam and mephedrone and then hanging herself.
The coroner reported that the drug use had impacted on her
mental state (rather than the reverse) and she had been rejected
by her boyfriend that evening at a club.

Female NPS Related Deaths Not
Associated With Methadone or
Benzodiazepines
Examination of these cases revealed a predominance of younger
deaths associated with recreational social use and with less
polydrug use. Where cases were older, use appeared not to be
linked with social activities; where the person was found dead or
unwell whilst having used alone.

Typical examples of younger deaths included a 21-year-old:

“found at her home address lifeless. She had been out drinking

with friends and is believed to have taken cocaine, bubble

(mephedrone), amphetamine and alcohol.”

And similarly, a 20-year-old:

“Deceased with boyfriend and another friend, bought

amphetamine, went to [outdoor leisure setting] where consumed

it. Went back by car to her flat, was sick, said was cold and wanted

to lie down. Condition worsened early hours. Boyfriend called

ambulance [] put on ventilator but suffered liver problems.”

The deaths among the teens and those in their twenties have
similar details, having been to a party or a friend’s house, and
taken either a single NPS, or mixed with alcohol. Occasionally
there are two NPS substances reported as implicated, or an NPS
and, commonly, an amphetamine. However, it is unclear if the
NPS and amphetamine had been contained in a single tablet.
None of these younger cases had prescribed medication reported
or any history of mental illness. They were also often taken to
hospital, having been with others at the time.

Older deaths without methadone or benzodiazepines typically
had polydrug use as a feature. One 43-year-old died from
coronary thrombosis after taking a synthetic cannabinoid (Black
Mamba) with no other drug, however, she was prescribed
buprenorphine, amitriptyline and codeine which were found at
post mortem. There were several cases of older deaths where
opioids were implicated, and this also differed markedly from
younger deaths. One 42-year-old woman was found dead at
home having taken over the counter tramadol and 4-MEC, a
methcathinone. This woman had no known history of drug
misuse and the verdict given was “non-dependent abuse of
drugs”. There may have been other evidence available to the
coroner to indicate the death was not intentional, however, the
lethality of many NPS in circulation prior to 2016 was not
generally accepted or understood by users, resulting in a spate
of accidental overdoses and deaths.
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DISCUSSION

The qualitative differences between methadone/benzodiazepine
deaths among female NPS cases suggests different patterns of
use by age which should be explored further. Older women
also appear to be more likely to have a history of heroin use,
regardless of this not showing up in prescribed methadone as a
proxy variable for opiate addiction.Methadone is clearly available
for illicit use among these cases, but prescribed medications for
older women also commonly include anti-depressants, indicating
some degree of psychological problems. It is a concern to see how
often womenwhose deaths are associated with polydrug use, have
prescribed medications likely to be interactive with substance
misuse, for instance codeine-based medications.

Younger women’s deaths without methadone or
benzodiazepines implicated are less associated with regular
or addictive drug use. The NPS deaths here clearly illustrate the
lethality of the new substances, perhaps regarded as harmless
due to being “legal highs” or associated with party drugs such
as ecstasy.

By focusing on female NPS deaths, this analysis has gone
some way in reducing the overshadowing effect of opiate deaths
that otherwise dominates drug-related deaths research, and given
more focus to the different profile that female deathsmay present.
Additionally, the qualitative examination of circumstances of
death afforded by coronial narrative notes starts to give attention
to female drug-death profiles.

Greater Gender Homogeneity Among NPS
Deaths
The comparison of NPS and non-NPS demographic and outcome
associations highlights that NPS users may be more homogenous
by gender than deaths where “conventional” illicit drugs are
being used, such as opiates and cocaine. This effect may be
associated with the younger age group that have typically used
NPS, especially when NPS were more available to occasional and
recreational users up to their outlawing in the UK by 2016.

As is typical for most drug-using cohorts, during 2007–2016
NPS use, there was reportedly a high prevalence of male users
(19) and these substances tended to appeal to younger people
(20). Populations found to be at particular risk of NPS mortality
from database analysis in the UK were club attendees, men who
have sex with men, prisoners and mentally ill inpatients, the
homeless and people with eating disorders (21). A Swedish study
of NPS use has shown how the gender gap reduced during the
period of growth in use of NPS, where, in 2010, 20% of users
were female, becoming nearer 30% by 2015, and average age
of users had increased from 22 to 29 years (22). Our findings
indicate that typical differences found in all drug-related deaths
are not significant among deaths where NPS is implicated.
What our findings suggest is that comparison between NPS
deaths and non-NPS deaths indicate differences in usage and
demographics other than gender. People dying following NPS
use during this period were more likely to be younger, using
fewer polydrug combinations, and more likely to die away from
home than opiate users. This pattern may be more indicative
of recreational use that has less gender difference than habitual

use or addiction. Our examination of death circumstances also
suggests NPS overdoses may more often occur in company than
opiate overdoses. Therefore, where NPS have been used, these
differences are less likely to be accounted by gender than other
demographic or behavioral differences than would be typical for
opiate deaths.

Age Differences in Female Deaths
Older and more established drug-using women were found
by Ataiants et al. (23) to report incidents of overdose when
they had experienced stressful events or emotional disturbance,
leading to atypical and more hazardous drug use, or change
in circumstance such as leaving prison. Our analysis of
circumstances surrounding a NPS death indicates a possible age
difference among women and a different risk profile in that, older
women using NPS may be more likely to be established drug
users, familiar with accessing multiple illicit drugs, including
methadone and over-the-counter opiates, and using hazardously
when the death occurred. They were also typically at home
on their own and not be taken to hospital. The population of
injecting drug users in the UK is aging, encountering health
problems and presenting with complex needs (24) and our
evidence from older women supports this in demonstrating cases
where social and health problems may be a feature of the person’s
circumstances. In this, women are likely to be facing similar
global issues to men in their drug use histories, however we have
not yet analyzed cases of male circumstances to suggest where
differences may exist.

Younger NPS fatalities in this period appear to show more
naïve usage, less polydrug use, and more likely to be using
with friends and recreationally. A high proportion of the NPS
deaths were associated with mephedrone, a cathinone shown
to be particularly hazardous, but particularly popular as a club
drug (25). The deaths where methadone and/or diazepam were
implicated were also more typically associated with deaths of
older women, who also tended to have social problems such
as unstable living arrangement, and health problems. These
deaths may reflect the spread of NPS from recreational use to
the established drug-using populations and to more deprived
locations [i.e., (26)], and to populations where polydrug use and
self-medication is a more common behavior (27).

SUMMARY

There are very few studies that specifically examine gender
difference in drug use per se, without targeting specific
populations such as sex workers or focus on treatment outcomes,
and there are none to our knowledge that examine female NPS
deaths. Our key finding is that NPS deaths show reduced gender
differences in demographics or outcomes than among drug-
related deaths generally, indicating greater homogeneity between
genders during a period of time when NPS were readily available
to recreational users. As these users are more likely to be younger
than the general population of drug users, age may be a factor
in gender difference whereby gender divergence occurs among
older drug users with longer drug use histories. Where NPS
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were used by older women, these cases typically involved greater
polydrug use, including both illicit and over-the-counter drugs.

CONCLUSION AND RECOMMENDATIONS

Further studies that analyse drug deaths and drug use patterns
by gender are needed to better understand vulnerability to drug
mortality, particularly for different age groups who are typically
using different drugs in different circumstances. An examination
of patterns of NPS use by age and gender would be informative
of risk from these substances specifically, especially where opiates
are not a key feature of the cause of death or pattern of use.

LIMITATIONS

This study isolated a core population in a time when NPS were
largely unregulated and therefore only studied cases up to 2017,
and does not reflect drug use patterns currently. Post mortems
at that time also would not always include tests for NPS and
some cases where NPS was a feature may have been excluded.
We used “drugs implicated”, rather than “found at post mortem”
as a more accurate indicator of the substances responsible, but
this is not to imply the substance is a direct cause of death.
For example, deaths included asphyxiation or other physical

trauma. Additionally, mephedrone was made illegal in Europe
in December 2010 which we found resulted in a brief reduction
in NPS deaths in 2011. As the death rate returned to previous
levels within 1 year, the dataset may not have been impacted
significantly by this contextual change.

The dataset comprises only 76 NPS female cases, making
gender comparison analysis underpowered, therefore these
findings are indicative and require further analysis with a larger
cohort and greater statistical power.
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Introduction: The aim of this study was to explore the perceptions of women about

their experience in using crack cocaine, discussing their motivations for using it and the

repercussions in their lives.

Objective: To investigate these experiences, a qualitative exploratory study was

conducted, using the inductive thematic analyses of the content.

Methods: Eight female crack cocaine users took part in this study. They were assessed

by a semi-structured interview, addressing the crack cocaine use experience. Four main

themes emerged in the interviews: (1) crack cocaine “high” experience; (2) symptoms

related to crack cocaine use; (3) circumstances of crack cocaine use; and (4) crack

cocaine use consequences.

Results: The main perceptions reported by the users were related to a feeling of being

disconnected to the world preceded by a pleasant experience, especially during the

first moments of use. They revealed that the drug fulfills a key role of coping strategy

to handle with negative thoughts, emotions or life experiences. An important influence

of social issues was reported in relation to the onset of crack cocaine use. Negative

consequences and significant impact on their lives appeared in their reports, regarding

the loss of family ties, involvement with prostitution, traumatic experiences and violence.

Conclusion: Taking together all women’s perceptions suggests that beyond the positive

immediate rewarding effect, the maintenance of use might be related to the dissociative

experience and self-medication role, acting as negative reward by relieving of negative

life experiences that, in turn, are both cause and consequence of the drug use.

Keywords: substance use, crack cocaine, sex differences, qualitative study, thematic analyses

INTRODUCTION

Cocaine Use Disorder (CUD) represents a serious public health problem with about 20 million
people using the drug annually worldwide. Cocaine consumption has been increasing over the last
decades. Recent reports from Word Drug Report 2021 estimated a potential increase of 11% in
global drug use for 2030, with pronounced impact in low- and middle income- countries, which
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could be, in part, explained by the availability of the drug
in derived forms that provide greater returns to the drug
market (1). In South American countries, for example, crack
cocaine “rocks”– a cocaine base obtained from hydrochloride
conversion for smoking usually through a pipe (2)—has been
widely consumed, such as in Brazil (3). Despite there is a few
studies of epidemiological data on specific increase of crack
consumption, Brazilian drugs reports have been estimated that
1.3% of drug users consume crack cocaine form annually (4).
Crack cocaine is produced with the same chemical base from
cocaine, but with less amount of water, which results in a
tropane alkaloid composition. Despite both forms having distinct
ways of administration, time of action and half-life duration,
they have similar active components, being capable to produce
psychostimulant effects (e.g., euphoria, energy gain, increased
psychomotor activity and alertness, reduced appetite and sleep
needs) in the user (5). At high doses or in a chronic and prolonged
use form, otherwise, both cocaine and crack cocaine could
trigger negative emotions (e.g., mood and anxiety symptoms),
paranoia, impulsive and aggressive behaviors, and physiological
reactions (6). Clinical evaluation of crack cocaine users (CCU)
has been suggested the presence of more pronounced symptoms
and negative psychosocial effects when compared to those who
consume the drug in powder form (7, 8) or any other drugs,
increasing the demand for CUD treatments.

The CCU profile is not different from other drugs with
prevalence rates being higher among men, however, in the last
few years, drug reports and few studies have been suggested
an increase of crack cocaine consumption among women (1, 9,
10). This new perspective leads to an effort from the Brazilian
scientific community to investigate potential sex specificities in
a range of target-points, which is in line with an international
tendency to explore and integrate on addiction studies sex and
gender differences as a main issue for investigation (11–13).
Several factors are being highlighted as potential differences
between sexes in relation to drug use and addiction, including the
psychoactive effects of each drug, the patterns and motivations of
use, the dependence and withdrawal symptoms and, finally, the
treatment challenges and strategies (14–16).

Despite still incipient, some findings have been suggested that
women have more severe pattern of drug use in association
with higher rates of psychiatric comorbidities and psychosocial
problems (e.g., familiar, work-related, legal, and criminal
problems) (17). It might contribute to social stigmatization
among women users, influencing the appearance of high-risk
behavioral profile in this population (9, 14, 15, 18–20). A review
of Brazilian crack cocaine studies, for example, reinforced such
idea indicating that drug consumption among women increase
their exposure to vulnerability regarding specific sex issues,
including gestation health problems, intrapersonal and domestic
violence, prostitution and moral judgment (21). The motivations
that lead women to seek the drug is also suggested to be different
when compared tomen. Evidence from studies with CCUwomen
revealed that there is a lot of emotional drive involved in
motivation for drug seeking-behavior, especially related to the
attenuation negative emotions. In contrast, men are generally
motivated to drug consumption for more positive reinforcement

reasons, such as the pleasure experience and reward-related
effects (22, 23).

In this sense, it seems that different trajectories lead to
crack cocaine use and progression to addiction among women
and men. This could be influence by a range of factors that
produce distinct experiences associated with the drug (11),
opening an interesting field for both quantitative and qualitative
investigations. Qualitative studies allow us to explore and deeply
comprehend the personal experiences, motivations, and thoughts
of the users about their own addictive condition. Investigating
these meanings might represent an important contribution for
individual and community interventions and, at final step, public
health policies, since highlight subjective personal experiences
(e.g., motivations and repercussions in life) and needs that could
be shared by addicted individuals. Also, exploring women’s
perceptions contribute to improve the knowledge of specific
sex factors underlying crack cocaine addiction that are still
poorly described and understood. For this reason, the current
study aimed to explore the perceptions of women about
their experience in using crack cocaine, addressing their own
motivations for use and the repercussions in their lives. For this
purpose, a qualitative exploratory design was conducted using the
inductive thematic analyses of the content.

METHODS

Participants
Eight female crack cocaine users, who were admitted into a
detoxification unit for alcohol and other drugs in the city of
Porto Alegre, Rio Grande do Sul, participated in this study. The
inclusion criteria were (a) voluntary hospitalization; (b) crack
cocaine as the main drug of use, and; (c) diagnosis of Crack
Cocaine Use Disorder (according to the DSM-5 criteria) and
prior assessed by SCID-V interview. The exclusion criteria were
as follows: the presence of psychotic symptoms; psychomotor
agitation and/or disorientation; incapability of understanding
and sustaining a conversation; and presence of chronic diseases
(e.g., HIV or metabolic diseases). These exclusion criteria were
not limited to this study specifically, being applied by our larger
cohort from which this qualitative study derives. All participants
remained during the 21-day period of detoxification with no
access to alcohol, tobacco, or any other drug, as prescribed by
the mental health unit.

Participants had a mean age of 29.2 years (SD = ±8.3). On
average, the number of years of education was 8.2 years (SD
= ±2.5) and most of them (n = 6) were unemployed. Only
one participant was married and the average number of children
among them was 1.1 (SD = ±1.31). Participants reported a total
number of 5.3 (SD=±2.7) previous hospitalizations for treating
substance related disorders. Most of them were polysubstance
users, using tobacco (n = 7), alcohol (n = 6), marijuana (n =

5), and cocaine (n = 3) in addition to crack cocaine. The mean
age of crack cocaine onset use was 22.1 years (SD=±8.5).

Ethical and Data Collection Procedures
All participants were invited and provided informed consent
to participate in the study. The Informed Consent Form was
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TABLE 1 | Guiding questions of the interview.

Leading questions

“How would you describe being high on crack?”

“How was the experience of using it?/How did you feel when you used it?”

Additional questions

“Is there any difference between your current use experience and the first time

you used it?”

“How you describe the differences between crack and other drugs (e.g.,

cocaine, alcohol, marijuana) usage?”

“How would you describe your experience after the crack high ends?”

“For how long do you feel the effects of the crack‘s high?”

“Could you tell us in which moments do you usually use crack”

presented, and the aims of the study were explained to the
participants before the interviews took place. The interviews were
individually performed by trained psychologists in a private room
inside the unit. All interviews were conducted in a single session
and lasted ∼1 h. This study was approved by the Ethics and
Research Committee of the institutions involved.

Data were collected using a semi-structured interview,
which aimed to explore and comprehend the crack cocaine
consumption experiences of these women. Interviews started
with two leading questions, “How would you describe being
high on crack?” and “How was the experience of using it?
/How did you feel when you used it?” Based on the narrative
described by the participants, additional questions could be
formulated. Consequently, the following topics were also
addressed: physiological, cognitive and emotional effects caused
by the drug use; comparison of the effects of crack cocaine
use with those of other drugs consumed; and comparison of
current and initial effects of crack cocaine use. All interviews were
recorded in audio format and transcribed for later analysis. The
leading and additional questions are presented in Table 1.

Data Analysis Procedures
Inductive thematic analyses were conducted based on the
proposal by Braun and Clarke (24) in six steps. In Step 1
(data collection and recording), the recorded interviews were
transcribed by two research assistants. In Step 2, a free reading
of the transcribed text was performed, and, in the sequence,
preliminary codes were created from the relevant data according
to the study objectives. In Step 3, the coded data was sorted
out by clustering extracts according to potential themes. In
Step 4, the themes were reviewed, with the content of the
data and consistency within emergent themes and subthemes
being observed. At this stage, two independent judges, with
expertise on substance use disorders, reviewed the themes and
subthemes, considering the data and the content of excerpts
from the analyzed interviews. Both analyses were compared to
verify possible discrepancies in relation to themes and subthemes,
and these disagreements were discussed until a consensus
was reached. In Step 5, themes and subthemes were named
and finalized, with examples of consistent and representative
extracts. Finally, in Step 6, the results were formally written and
interpreted considering the literature background (24, 25).

RESULTS

Based on the thematic analysis, four main themes emerged: (1)
Crack cocaine high experience; (2) Symptoms of substance use
disorder; (3) Circumstances of crack cocaine use; and (4) Crack
cocaine use consequences. In each theme, specific subthemes
were identified as shown in Figure 1.

The theme “Crack cocaine high experience” was related
to the leading question of the interviews. This theme was
divided into two subthemes: (1.1) “Description of the high,”
which demonstrated a pleasant experience, especially during
the first moments of crack cocaine use, represented by
words such as: ‘ecstasy’, ‘euphoria’, ‘horny’, ‘accelerate’, ‘well-
being’, ‘relax’, ‘relief ’ ‘soothe’; and (1.2) “Physical-Sensorial
Experiences” including aspects described by the users about their
experiences while under the effect of the substance, such as
sensations of ‘peace’, ‘thinking of nothing’, ‘sped up’, paranoia,
hallucinations and physical symptoms such as heart beating fast
and panting.

The second theme, “Symptoms of substance use disorder,”
was divided into four subthemes: (2.1) “Craving,” which they
described as an uncontrollable desire to use crack cocaine,
with physical sensations (‘shaking’ and ‘sweat’), constant
thoughts about the need for intoxication again and about
plans for it; (2.2) “Compulsion” revealed the binge use
of crack cocaine, such as “When I start, I don’t want
to stop anymore,” “I don’t know how to use just a little
bit of drug” or “You spend the whole day busy (in order
not to use it)”; (2.3) “Tolerance” indicating the attenuation
of crack cocaine effects; and (2.4) “Abstinence” symptoms,
revealing the symptoms that users felt due to the absence of
the drug.

Three subthemes emerged from the third theme
“Circumstance of crack cocaine use,” which addresses the
context and forms of consumption: (3.1) “Motivation to use,”
was related to positive expectations toward the crack cocaine use
effects, especially on the attenuation of negative feelings; (3.2)
“Polysubstance use,” revealed the consumption of other drugs
during the lifespan of the participant; (3.3) “Ways to keep using
the drug,” identified how users maintain their consumption, such
as selling personal belongings and, most notably, attempting
sex work and prostitution in exchange for or to obtain money
to purchase the substance, and (3.4) “Socialization,” which
revealed the social experiences during the participants’ crack
cocaine consumption.

The fourth theme “Crack cocaine use consequences” was
divided into six subthemes: (4.1) “Progression of use,” addressing
the main aspects for the onset and progression to crack cocaine
dependence; (4.2) “Perceived damages,” describing the negative
consequences of the consumption of crack cocaine identified
by the users themselves; (4.3) “Post use sensations,” considering
the negative aspects when ceasing the intoxication; (4.4) “Risk
behaviors,” which identified risk situations where participants
engaged on to obtain or to use crack cocaine, and, finally, (4.5)
“Motivation to seek treatment” and (4.6) “Treatment history,”
revealing the participants’ description of their relapses and
history of treatments attempts (Table 2).
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TABLE 2 | Themes, subthemes, and representative thematic units.

Themes Subthemes Representative thematic unit

1. Crack high experience 1.1 High description [...]To get out from world, to get out from earth, to get out from me. To not have to think, sons or

anything else, just... just get out, you know?

1.2 Physical-Sensorial

Experiences

[…]I feel excited, I get up, I start to walking around and daydreaming. I daydream about people... that

them are staring at me, looking at me different... I want to hit them, react, hit this way (move both hands

as is hitting something)... so I already want to move forward, I want to move forward to fight, I want to

hit, you know?

2. Substance use disorder

symptoms

2.1 Craving [...]I know it’s stronger than me, my hands are sweating, I‘m shaking, I’m going to step on the house, I’m

going shake again I’m sweating and I put it into my head that I want it, I want it. I can’t stop thinking

about it. I‘m craving for it and it already gives me a stomachache, headache, body pain...

2.2 Compulsion [...]Actually I’m pretty compulsive, so, regarding the drug. The more I use, more I want to use,

understood? [...] There is no ending, differently from those people who stop. When I start, I do not want

to stop.

2.3 Tolerance [...]Was... And I was already... the drug didn’t have more effect because I was using for many days,

almost two weeks. Smoking repeatedly and smoking. So I can’t feel more the effects.

2.4 Withdrawal [...]Now, now, I’m starting to feel better it’s complete, because I had nightmares all night long. All nights,

so I dream that I’m smoking. It’s awful.

3. Circumstance of crack

use

3.1 Motivation to use [...]Desire... desire. Firstly, the addiction. The addiction, the desire of use again and again and again...

Feel the high. To be on my trip again. To not feel any guilty.

3.2 Polysubstance use [...]Oh, I don’t even know how to explain it to you, but it’s... more powerful than cocaine. Cocaine you

aspirate a little and you feel well... your conversation goes and goes and goes. The crack already punches

like that, you know?

[...] I’m not paranoid about picking, but I get more aggressive when I’m drinking [...]

3.3 Ways to keep using the

drug

[...]I wanted to smoke. So I went to my friend’s garage, he’s a mechanic and asked for twenty reais. He

wants to have sex with me, so I had sex with him, right? I got my twenty reais and went away. I don’t

know... okay, I got him, I got twenty reais and went to buy drugs. I got ten and I smoked it. I got more ten

and also smoked it. After finished, I was like this, right? No money. Then I had sex with... I kind of... drug

dealer to get more crack stones, so he gave me more.

3.4 Socialization [...] There are some that enjoy smoking alone, some times I end up smoking alone, but I do one or two

times and I have to go near my friends. Just one or two alone, like a selfish.

4. Crack use consequences 4.1 Progression of use [...]Since that day, the first time that I use, I started to smoke every weekend, like a couple of crack

stones. After, there is a time that I started to disappear, all night long and I lost completely the control of

that... Until I ended up in the hospital.

4. 2 Perceived damage [...] I came here very sad, I tried to kill myself. [...] Crack no, crack is a prison. You smoke one and get

locked.

4.3 Post use sensations [...]When you stop, you’re ashamed of the things you did. You look at yourself in the mirror, your face are

all dirty, gray... it is a great humiliation. [...]All the time. Then I start to speak, my breath returns to normal,

I start to look to the people normally and that’s how it is.

4.4 Risk behaviors [...]I stabbed myself, right? In those five minutes that I‘m out of me because the crack high... I stabbed

myself in the foot and took six stitches. In addition to stab me, I still put my finger inside my wound and

started to move, like this, and did not feel anything, nothing, no pain...

[...]I... I’m with a person that I like, but I do not feel love. So I have sex to him because I can get crack. So

I have a relationship with him because of it. Understood? Because he helps me, because he gives me

crack. You know? But he helps me at home too. Because I‘m working too in the streets to get crack, I

have sex with others to maintain my addiction, got it?

4.5 Motivation to seek

treatment

[…]I lost my father, it’s been 11 months since he died and he was an alcohol addict. [...]And he said to

me, ’daughter, look, you’re between life and death, you’re going to stop... I hope you stop before. And

what happened to me, I’m going to stop, I stopped. This is why I‘m here. “[...]I’ve seen five people being

killed and this motivate me to stop the drug use. Then I started to want to be hospitalized. Because

there, outside, the death passed nearby and not take me.

4.6 History of treatments [...]After that I started to go to drug-treatments, being hospitalized... I have consecutive hospitalizations

and some short time relapses... then hospitalized again, relapsed, hospitalized again and I stayed until

I’m able.

DISCUSSION

The present study aimed to explore the perceptions of women
regarding crack cocaine use and their thoughts about the
representative role of it in their lives, including the motivations

to use the drug and the consequences of it. The user’s speech
suggested that one of the main perceptions related to the crack
cocaine use is a pleasant experience, especially during the first
moments of use, in addition to a feeling of being disconnect
to the world. Also, crack cocaine users revealed that the drug
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FIGURE 1 | Thematic analysis—themes and subthemes.

fulfills a key role as a coping strategy to handle with negative
thoughts, emotions and/or life experiences. Crack cocaine was
considered a drug with distinct characteristics compared to other
drugs, including cocaine itself. The main differences pointed by
the users were related to intensity and rapid effects. Furthermore,
users suggested that the onset of their use was influenced by
interpersonal relationships, highlighting the progression of use
as fast and uncontrolled. The risk exposure associated with
both use and continued use are recognized, as exemplified by
putting themselves on high-risk situations, joining sex work and
family detachment.

The description of the experience of crack cocaine
intoxication was characterized by intense pleasure and euphoria:
“I don’t know, I think it is this, I get really agitated. . . and
euphoric,” sometimes followed by an immediate suffering relief:
“no pain, no pain whatsoever, nothing at all. After the effect ceases,
everything – the pain comes back, it comes. . . ” The drug relief
effect is consistent with reports indicating that CCU women
commonly deal with their negative emotional states when using
drugs: “And then I fall to the ground, and then I come. . . feel,
I start to feel pain, start to feel everything.” (User 3). Using
crack cocaine was perceived as the only alternative to deal with
problems, as exemplified in the following statements by one of
the participants on the effects of crack cocaine: “if I feel some
pain, if I have something, it’s all gone at once.” And “get out of the
world, get out from earth, get out from myself. Not think about
anything, not think about son, nor on problem, nor on mom,
nothing at all, so, it’s just. . . just get out of myself, you know?” (User
4 and 5). According to Cafure (26), the fast-acting mechanisms
of the drug in addition to its reinforcement properties, including

the pleasure experience (positive reinforcement) and/or the
attenuation of emotional suffering (negative reinforcement),
which could be understood as a maladaptive coping strategy
allowing the reinforcement of the drug seeking behavior (27).

It is distinct to what is referred by men users, who usually
tend to use the substance seeking pleasure (22, 23). There
are discussions pointing out that, especially among women,
the drug use could be characterized as a self-medication role
to handle with negative feelings and life experiences, such
as early childhood or posterior experiences. Self-medication
hypothesis suggests that individuals attempt to mitigate and
cope with negative symptoms induced by different psychological
conditions, including Depression, Posttraumatic Stress Disorder
(PTSD), and drug addiction (28–32). In this sense, the effects of
crack cocaine were generally described as having a role related to
the relief of different sensations considered unpleasant, such as
tiredness, guilt, and day-to-day concerns. The drug was depicted
as a “shelter from their problems.” The participants’ speech related
to “thinking about nothing” suggests the necessity for escape
from problems and concerns and the lack of emotional adaptive
coping skills. Some studies already evaluated that women are
more likely to sustain beliefs related to not being able to deal
with intense emotions, using drugs as an emotional regulation
alternative (33–36).

Crack cocaine fits well in this regard since the users reported
an intense and fast drug effect. However, these effects tend
to present a short-time duration, followed by a strong desire
to administer and experiencing it again, corroborating the
indicatives of high levels of craving and withdrawal symptoms,
as well as a drug seeking and compulsive behavior (37, 38). It
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reflects what one user described as a compulsive use “I used it
fifteen days straight. Not sleeping, no food, no nothing. Fifteen days.
I received from my workload, received my salary and ended up
smoking. Stayed at home, locked in my house, smoking, smoking,
smoking, smoking” (User 1). This pattern of crack use usually is
observed in “cracklands” along different Brazilian cities, where
users meet in larger open spaces to use crack reflecting vulnerable
conditions and extreme poverty (39). Such compulsive behavior
and way of life led to several issues, especially those related to
their relatives. Despite having awareness about it and the adverse
life consequences, the CCUwomen reported that they feel unable
to control their addictive behavior, as referred in the participants’
speech: “When I start, I don’t want to stop anymore”, “I don’t know
how to use just a little bit of drug,” or “you spend the whole day
busy (using it).” A study from Freitas et al. (40) with CCU men,
for example, revealed that they also have their own perception
regarding the negative consequences and that this perception was
not capable to influence the cessation of drug use.

The perceived negative impact of crack cocaine usementioned
before, however, was not referred in the same degree in
relation to risk-behavior perception. Risk perception seem to
be reduced and/or distorted among drug users (41). Reports
about hurting oneself such as: “I already hurt myself with
a knife, fooling around with a knife. I stabbed my foot, I
had six stitches” (User 2); “I worked as a hooker, I had my
clients. So, I would do what they asked. I did not care; I
didn’t feel pain” (User 6); were examples of exposure to high-
risk situations that seems to be dissociated from potential
negative consequences. In both described speeches, the previous
awareness of negative consequences is absent and corroborating
to risk-behavior exposure.

The craving symptoms experience described by some
participants indicated that such symptoms are enhanced
following the pain relief experience, inducing the search and
desire to experience the initial sensation of the crack cocaine
high again. In CCU men, for example, it was reported that
expectations about changes in craving sensations and negative
feelings after crack cocaine high cessation are important for
the maintenance of the crack cocaine consumption behavior
(40). CCU women findings suggested that crack cocaine use
could be viewed as a behavior that is chosen for its reinforcing
consequences. Thus, the attenuation of undesired craving
symptoms was considered an additional reinforcement factor
(34, 42). Specifically, our study participants demonstrated in
their speeches that they also had to deal with other unpleasant
symptoms, including insomnia and nightmares, suggesting that
in addition to craving, withdrawal symptoms could also influence
their addictive behavior pattern.

Polysubstance use history was another characteristic reported
in our sample. There are reports suggesting high prevalence
of polysubstance use, such as alcohol and cannabis, among
CCU, inducing higher problems with psychiatric symptoms
and impulse control (43, 44). Indeed, both substances were
the most referred beyond crack cocaine and were perceived as
able to induce additional experiences in crack cocaine high.
Alcohol use, for example, despite reported as able to reduce the
craving symptom experience, was followed by an increase in

aggressiveness and violent behaviors. Cannabis use, which was
described as capable to induce relaxation and sleepiness: “The
weed has it. Completely. You get that weed, you smoke that little
weed, it gives you the couchlock, it gives you a feeling of pleasure, of
relief. Sleepiness and dry mouth. And. . . gets you hungry, right?
Weed is this. Weed is a sedative.” (User 4), in combination
with crack cocaine was suggested to induce sociability during
the usage. The history of drug use and the differences in high
experience between smoked crack cocaine and snorted cocaine
also should be pointed: “The cocaine, happened. The cocaine
the effect is normal, it’s. . . you don’t get out of that thing there,
you don’t stay on that anguish “I want more, I want more.” I
was satisfied with twenty bucks” (User 7), referring that the last
form tends to be “weaker” than crack cocaine, leading to “less
addiction,” which makes sense due to the quicker absorption
of the drug and a more intense reinforcing effect. Cocaine was
also mentioned as related to increases in socialization during
the use, which is reported rarely when crack cocaine was
used alone.

The participants along the interviews frequently pointed out
the influence of the social context as one of the main reasons
for starting their drug use. Relatives and friends who were cited
as the most influences. Some findings already discussed that
crack cocaine use among women were commonly influenced
by close people (15, 21, 45). Curiosity and attempt to enhance
sociability, for example, were reported by women as one of
the main motivations to the onset of use. Most of the users
revealed similar history of crack cocaine use progression, in
which use was sporadic at the beginning and quickly became
daily and compulsive. The search for socialization was also
suggested to be related to the maintenance of use. Estimates
have suggested about 80% of Brazilian CCU choose to use
the drug in openly in public spaces of social interaction (4,
39, 46). Interestingly, the users reported that they avoid using
crack completely alone, which is different than what has been
observed among CCU males (47). According to participants,
even without active communication, the presence of other
users has a protective effect during the consumption. Higher
social vulnerability experienced (e.g., traumatic and violence
experiences) by CCU women when compared to men could
influence the search for protection during consumption (48).
Moraes et al. (21) emphasizes that the sociability of women
during the use of crack cocaine should be explored by future
studies and can be considered as an important sex difference in
crack cocaine use.

The vulnerable condition of CCU women has been discussed
by some studies, indicating that this population has a high-
risk profile for traumatic exposure, as well as to sexually
transmitted infections (STIs), since they often engage in sex
trade in order to obtain money to maintain drug consumption
(49–52). CCU women that often exchange sex for money or
drugs were suggested to be three times more likely to develop
syphilis as well as to be victim of violence when compared
to men (14). Crack cocaine use was also identified as a risk
factor for trauma related disorders. Data from a previous
study found that CCU women have high rates of exposure
to traumatic events, with more than 80% reported having
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experienced or witnessed an actual or risk situation of sexual
or severe aggression (53), which corroborates the evidence
suggesting that women who are CCU were more likely to
report lower education, childhood maltreatment and unstable
housing situation (53). Furthermore, the lack of physical care,
such as not eating, not sleeping and not performing adequate
hygiene was perceived as additional damage of the crack cocaine
use, increasing the susceptibility for health and mental health
concerns (54).

Regarding the aspects related to treatment seeking, family
inquiry appeared as one of the main reasons for CCU women
asking for help. Some participants, in their speech, demonstrated
that the possibility of taking care of their children again or the
reunification is the major motivation for engaging in substance
use disorder treatment (15, 55). On the other hand, lack of
family support, absence of children or the possibility of losing
her own child have been identified as potential risk factors for
relapse and a barrier to treatment enroll (56). Among the cited
reasons by women with children reported in a previous study
(57), the fearful of losing custody of their child was associated
with less likely to enter in treatment programs. Women with
CCU are known as a vulnerable group with complex unmet
needs, for this reason, the risk of losing child care could represent
additional challenge for substance use treatment. Interestingly,
almost of half of women (who are mothers) receiving treatment
already had experienced the least of care at least one time in
their lives (58). In this perspective, the participants highlighted
that one of most perceived negative consequence of crack
cocaine use was the loss of family, especially for those who are
mothers. In the review study of Doab (58), it was discussed
that keeping the mother with their children could improve
rates of treatment adherence, since women spend more time
enrolled in drug treatments. Thus, it can be suggested that
family and social detachment might aggravate the vulnerability
condition of these women and consequently increase the risk
to crack cocaine use, relapse during detoxification processes
or dropout health care treatment programs for substance use
(59, 60).

CONCLUSION

This study revealed that the crack cocaine high is a very personal
experience, being associated with a pleasant feeling, at the
intoxication moment. The progression to continued use and,
consequently, addiction might represent a coping strategy to
attenuate trauma and negative emotions experienced throughout
life. CCU onset was commonly influenced by relatives and/or
close social relationships (61) and that socialization is part
of their addictive behavior. In comparison to the powder
form, crack cocaine was perceived as stronger and associated
with more negative outcomes, including family and social
support abandonment, sex trade involvement and exposure to
violence traumatic experiences. Despite our findings contributing
to better understand the subjective experience of CCU, it
should be interpreted with some limitation and not generalized

to larger groups of users. Our study was based on the
analysis of the perception from a small sample of CCU
women, valuing their own meaning and interpretation of
the experience. The sample itself was unique and, for this
reason, explore such subjectivity could open questions and
potential targets for more directed intervention (e.g., focusing
on emotional regulation, traumatic experience and adaptative
coping, understanding differences in motivation and drug
use trajectory). Additionally, social and/or familial support
should be addressed considering its role for prevent relapse
and rehospitalization.
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This study presents the results of a longitudinal research project focusing on long-term

outcomes among young people after initiation of outpatient treatment for substance use

problems (SUP) in Sweden. Young people are defined with the age group 13–25 years.

A clinical sample of 451 young people (29% girls, median age 17 years) completed a

structured interview at baseline and was followed using official records one, two, and

3 years after initiation of treatment. Gender-specific patterns at intake were described

and bivariate associations and logistic regressions were calculated to analyse the links

between risk factors at treatment start and indications of substance use problems 3

years later. Significantly more boys than girls displayed indications of continued SUP at

3-year follow-up. More specifically, 49% of the boys vs. 35% of the girls were identified

through records as still having problems with substance use. Predictive risk factors

also displayed gender-specific patterns. Primary drug use frequency and age at intake

predicted indications of SUP among boys but not among girls. Placement in foster

care/residential homes, depression, and early drug debut had significant predictive value

regarding indications of SUP among females but not among males. Girls also displayed a

greater psychosocial burden at treatment start, but a more favorable treatment outcome

at follow-up. Youths with a heavy risk load at treatment start (i.e., over six risk factors) did

not display a greater risk of SUP at 3-year follow-up, although our results suggest that this

subgroup has indications of continued problems with mental health. Consequently, future

studies should further explore gender-specific treatment pathways for young people with

substance use problems. Since women and girls seem to have different risk factors,

co-occurring psychiatric problems and more experiences of trauma compared to men,

they might need multidimensional and more comprehensive treatment interventions that

run over a longer period of time.

Keywords: young people, gender differences, longitudinal, outpatient treatment, risk factors, substance

use problems
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INTRODUCTION

A common conclusion about risk factors for future problems
with alcohol and drugs is that they are largely the same,
regardless of gender (1–3). However, there is extensive support
for individual risk factors having dissimilar effects on problem
levels and consequences in girls and boys, respectively (4–
6). Although the difference between girls’ and boys’ alcohol
and drug use has decreased the last decades, boys still
use these substances more extensively and develop problems
with alcohol and drugs to a greater degree (7, 8). The size
of the gender gap may also vary depending on age and
substance. It can be seen as a tenacious myth in substance
abuse research that women with alcohol and drug problems
generally have poorer treatment outcomes than men (9);
meanwhile, multiple studies have demonstrated better treatment
outcomes for women than for men (5, 9). This follow-up
study analyses the importance of gender for how central risk
factors in young people with substance use problems (SUP)
predict continued problems 3 years after initiation of outpatient
treatment, with a particular focus on girls/young women. In
Sweden, “young people” are defined with the age group 13–
25 years.

In Sweden, specialized outpatient care for young people
with SUP has increased in scope and is now available in
several municipalities (10, 11). One such form of outpatient
care is provided by so-called Maria clinics, where social
services and healthcare collaborate. Collective knowledge of
effective outpatient care measures for young people with
SUP is limited compared with knowledge of equivalent
treatment measures for adults (12, 13), even though these
measures constitute the dominant form of treatment for
young people (14). Follow-up studies have demonstrated that
various outpatient treatment programmes generally contribute
to reduced drug and alcohol use, but there are significant
differences in results between studies regarding, for example,
the share of young people who remain sober or drug-free for
a given period after treatment (14). Few Swedish follow-up
studies have examined young people with alcohol and drug
problems (15, 16), so knowledge of how young people fare
after participating in various treatment initiatives in Sweden
is limited.

It has proven difficult to follow up young people with
psychosocial problems, as many do not want to participate
or are difficult to reach after treatment has ended (17–19).
Young people who do not participate in follow-ups often
have difficulties in other areas as well, for example, family
problems, school problems, and criminality (20). Girls are
thought to be slightly more inclined to participate in follow-
up studies than are boys (21, 22). At the same time, there
are strategies for achieving higher retention in longitudinal
studies (23). An alternative approach for this kind of study
could be to use national registers to follow young people
who have participated in treatment measures in order to
trace their development. The extensive selection of registers
in Sweden facilitates studies that could provide new and
valuable knowledge.

Follow-Up of Young People With Alcohol
and Drug Problems
Treatment for young people with SUP is generally based on a
goal of abstinence, even though relapse and return to drug use are
relatively common (13, 22, 24). It is also the case that a relatively
large proportion of treated young people begins new treatment
during the follow-up period (25). In the research area, it is
now also common for other outcome measures such as reduced
substance use, mental illness and crime to be applied (14).

Most studies of young people who have undergone treatment
for alcohol and drug problems report results after 6 or 12 months
and it is more unusual with long-term follow-ups. In order to
be able to investigate which risk factors in young people predict
continued substance problems in the longer term, longitudinal
studies are required when they are in young adulthood (7). Here,
we present a selection of longitudinal studies of young people
treated for alcohol and drug problems in which the follow-up
times range from 1.5 to 8 years, most of which were conducted
in the USA.

In a follow-up study of 232 young people (20% girls) who
underwent different forms of outpatient care for problems with
alcohol and drugs, half of them showed significant improvement
1.5 years after treatment (26). In one longitudinal study, 563
young people (18% girls) were followed up 3, 6, 9, 12, and 30
months after beginning outpatient treatment for problems with
alcohol and drugs (27). Of these, 48% had no or low drug use
at follow-up, although 18% of them were in treatment at the
time. Another study followed up 144 young people (38% girls)
with alcohol problems 1 and 3 years after outpatient or inpatient
treatment, in order to identify trajectories relative to several
background factors (28). Half of the young people displayed
reduced alcohol consumption. Another study followed up 391
young people (38% girls) 3 months and 1, 3, 5, and 7 years
after beginning 12-step treatment (29). Overall, 30–40% of them
reported no alcohol use and ∼55% no drug use at follow-
up 3, 5, and 7 years after beginning treatment. In one study,
MDFT (multidimensional family therapy) was compared with
CBT (cognitive-behavioral therapy) in outpatient care within the
framework of juvenile court, 112 young people aged 13–18 years
participated and 12% were girls (30). Both treatment methods
produced comparable reductions (40%) in frequency of drug and
alcohol use and in other substance-use-related problems at 2-year
follow-up. Another study compared BSFT (behavioral family-
based treatment) with standard outpatient treatment (31). After
an average of 5 years, 261 young people (21% girls) were followed
up. The results indicated no differences between the methods
regarding drug and alcohol use: 12% did not use drugs or alcohol,
11% used only alcohol, 5% were back in treatment, and the rest
reported drug use. In a Swedish 5-year follow-up of 147 young
people (59% girls) with alcohol and drug problems who came
into contact with a dependency clinic, 53% of the young people
still had problems with substance use at follow-up (32).

Factors Predicting Treatment Outcome
In connection with follow-up studies, the factors that predict
positive and negative outcomes are often examined (3, 33). These
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factors could include those present in conjunction with initiation
of treatment, as well as factors connected to the treatment
being administered.

According to several studies, gender and ethnicity do not
generally seem to be related to treatment outcomes (12, 14, 28,
34), although some follow-up studies find better outcomes in
young women (29). Early debut of substance use is also a well-
known risk factor for continued problems (35, 36). The severity
of substance use at initiation of treatment is clearly linked to
outcomes (14). Simultaneous mental health problems have been
shown in several studies to predict worse outcomes (26, 27, 32, 34,
36); other studies, however, do not find differences in outcomes
in young people with comorbidity (12, 14, 26). Parental substance
abuse and neglect may be related to continued substance use in
conjunction with follow-up (28, 32). Problems at school are also
a significant risk factor (24). Factors that contribute to a greater
degree to relapse after concluded treatment are spending time
with friends who use alcohol and drugs or lack of extracurricular
activities (24, 34). Criminality can also covary with substance use
problems at follow-up (26, 32).

Treatment factors shown to affect relapse rate are low
motivation, lack of parental involvement, and interrupted or
shorter periods in treatment (12, 24, 29, 34, 37). According to one
review, the first month after completed treatment is thought to
entail the greatest risk of substance use relapse (34).

Overall, the results of the reported follow-up studies are
consistent with research reviews concluding that 30–50% of
young people relapse into drug use after outpatient treatment
(13, 24). As seen from this review, knowledge about long-term
outcomes after outpatient treatment is limited in terms of both
follow-up studies and predictive factors. The majority of the
studies are from the USA, with small and in some cases specific
samples where the proportion of girls is generally low. This also
applies to the studies investigating factors predicting continued
SUP. This means that there are not usually analyses by gender, so
the norm is boys/men.

Aim
This article presents the results of a longitudinal/prospective
study of young people with SUP in Sweden who undergo
outpatient treatment, based on data taken from official registers.
It aims to describe and analyse indications of continued SUP and
gender-specific risk patterns in predicting continued problems 3
years after initiation of treatment.

METHODS

This study was conducted within the framework of the research
project Treatment Research on Adolescents at the Maria clinics
(TRAM). The central aim of TRAM is to examine young
people’s change trajectories regarding alcohol and drug use,
mental health, and social situation, as well as how specific risk
and protective factors affect outcomes for various groups after
outpatient treatment. The study has been ethically approved
(Ref. no. 2015/160-31). The project combines data from
structured interviews with young people at intake and data
from various registers at follow-up 1 year after baseline. Similar

strategies have been successfully used in several Swedish studies
to follow up children and young people placed in various
forms of institutional care or sentenced to custodial care or
imprisonment (38–40).

Participants
Initial data were collected at Maria clinics in 12 Swedish cities,
including Stockholm, Göteborg, and Malmö. These clinics are
specialized outpatient units for young people with SUP and are
operated in cooperation with social services and the healthcare
system. The clinics offer various forms of individualized and/or
manual-based treatment of alcohol and drug use disorders. The
average episode of care is 4–6 months (41). The outpatient clinics
are primarily aimed at young people aged 13–21. All young
people aged 15 years and above who initiated contact with the
Maria clinics in 2016 were invited to participate in the study; 932
individuals were informed and asked about participation in the
study by the therapist in question and 469 chose to participate.
Consent from parents or guardians is not required in Sweden
when you are 15 years old. No register data were available for 14
individuals due to incomplete personal identification numbers or
migration out of Sweden, and four youths had died during the
follow-up period. Thus, a total of 451 young people participated
in the 3-year follow-up study reported here. The age of the young
people who make up the study sample has the age range 13–25.

Non-response
A non-response analysis shows that the study group (451
individuals) had somewhat more serious substance use problems
than did the group (477 individuals) opting not to participate
in the study. The study group consisted of 29% girls, while the
non-response group was 22% girls. The mean age was 18 years
in both groups. Regarding primary drug, both groups reported
similar patterns: in the study group, 77% used cannabis as the
primary drug, 14% alcohol, and 9% other drugs; in the non-
response group, the proportions were 79% cannabis, 13% alcohol,
and 8% other drugs. There were significant differences in other
variables related to substance use, and the study group generally
had more serious SUP than did the non-response group in terms
of higher drug use frequency (49 vs. 41%), greater extent of mixed
substance use (38 vs. 26%), and a larger proportion with previous
substance abuse treatment (31 vs. 20%). These results differ
from those of earlier follow-up studies, in which, in contrast,
groups that opted not to participate often had more serious drug
problem (21). The differences can likely be partially explained
by the somewhat larger proportion of girls—who generally have
higher psychosocial loads—in the study group (40).

Measures and Outcomes
When the treatment process began, initial data collection began
via interviews based on the UngDOK interview. The purpose of
this intake interview is to identify problems, needs, and current
situation to enable relevant assessment, planning, and delivery of
treatment. The semi-structured interview contains 75 questions
in the following life domains: housing and financial support,
employment, alcohol and drugs, treatment history, criminality,
childhood, exposure to violence, family and relationship, and
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TABLE 1 | Descriptive variables at treatment intake and indication of substance

use problems at 3-year follow-up.

Total Girls Boys P

n = 451 n = 132 n = 319

Intake

Age m (SD) 17.9 (2.6) 17.7 (2.7) 18.0 (2.6) ns

Live with parents (%) 72 70 73 ns

Serious conflicts with parents (%) 36 48 31 0.001

Attends school (%) 69 68 69 ns

Participation in extracurricular

activities (%)

40 31 43 0.048

Risky alcohol consumption (%) 48 57 44 0.012

Primary drug (%)

Cannabis 77 65 82 0.000

Alcohol 14 22 10 0.001

Other drugs 9 13 8 ns

Usage frequency 2–3 days/week

or more (%)

49 52 48 ns

Mixed substance abuse (%) 38 43 36 ns

Previous substance abuse

treatment (%)

31 27 32 ns

Ever convicted of crime (%) 33 20 38 0.000

Victim of crime (%) 51 48 52 ns

Experiences serious physical

health problems last 30 days (%)

15 14 15 ns

Ever treated in psychiatric care

(%)

21 30 17 0.001

Follow-up 3 year

Indication SUP (%) 45 35 49 0.006

Data stated as percentages. Gender differences tested using the Chi2 test (ns =

not significant).

physical and mental health. Scoring of variables at baseline
in the UngDOK interview was dichotomous (yes= 1/no= 0).
Measures at intake have been previously described and the
interview method has satisfactory reliability and validity (42).

The outcome measures used to analyse treatment results
were based on experience gained in earlier studies and provided
a multifaceted and reliable picture of the young peoples’
progress (40). Data that indicated SUP at 3-year follow-up
were taken from several different national registers. Incidence
of substance use disorders (according to ICD-10) in connection
with outpatient and inpatient physical, psychiatric, and addiction
care was obtained from the National Board of Health and
Welfare’s Patient Register. Information about medication for
alcohol and drug use disorders was found in the National Board
of Health and Welfare’s Pharmaceutical Register. The incidence
of compulsory care for substance use disorders was taken from
the National Board of Health and Welfare’s Compulsory Care
Register. Information on substance use–related criminality, such
as drugs offenses or drink driving, was found in the Processed
Offenses register kept by the Swedish National Council for
Crime Prevention. Incidence in any of these registers were coded
1= “Yes, indication of continued SUP”. No incidence was coded
0= “No indication of continued SUP.”

Statistical Analyses
Chi-square testing of independence was used to compare
frequencies between girls’ and boys’ reports regarding variables
indicating SUP at 3-year follow-up (primary outcome variable)
and general risk factors at treatment start. Effect sizes were
calculated using Cramér’s V and can be interpreted as weak
(<0.20), moderate (0.20–0.39), and relatively strong (0.40–0.59),
according to Rea and Parker (2014). Bivariate associations were
calculated between risk factors and indications of SUP at 3-
year follow-up. Logistic regressions were used to separately
describe the predictive value of the risk factors, with indication
of SUP as the outcome. Nagelkerke’s quasi R2 was used to
determine model fit in terms of percentage of explained variance.
This was done with and without controlling for gender, age,
and drug use frequency (of the primary drug). In addition,
gender-stratified analyses were conducted to investigate potential
gender-specific risk patterns. Furthermore, logistic regression
analysis was conducted to investigate the impact of cumulative
risk load at treatment start on SUP at 3-year follow-up. To reduce
the possibility of spurious significances arising due to multiple
testing, the p-value of 0.05must be interpreted with caution. SPSS
26 was used for all statistical analyses.

RESULTS

Gender Differences at Intake
Table 1 presents the basic characteristics of the study group,
divided by girls and boys. The average age of both girls and
boys was 18 years at the time of treatment start. Most of the
young people lived with their parents and were in compulsory
school or upper-secondary school. Girls had severe conflicts with
their parents to a greater extent. Boys had regular extracurricular
activities more often. There were significant gender differences
regarding drug use. Cannabis was more likely to be the primary
drug for boys than for girls, while a greater share of girls said
alcohol was their main drug. Significantly more girls than boys
engaged in risky alcohol consumption. Boys were convicted of
crimes to a significantly greater extent, while the share of girls
having ongoing contact with psychiatric care was significantly
greater. Significantly, fewer girls than boys displayed indications
of continued SUP at 3-year follow-up. More specifically, 46 of
the girls (35%) vs. 156 of the boys (49%) were identified through
records as still having SUP.

Predictive Factors
Furthermore, bivariate associations and predictive values of
the risk factors, with and without controlling for gender,
age, and primary drug use frequency, regarding the outcome
variable indications of SUP at 3-year follow-up are presented in
Table 2. Placement in foster care/residential home and early drug
debut had significant predictive value regarding indications of
continued SUP, both separately and combined with other risk
factors [Model 1: χ2

[10] = 20.971, Nagelkerke’s quasi R2 = 0.061].
Early drug debut continued to display significant predictive value
when the covariates gender, age, and primary drug use frequency
were included [Model 2: χ2

[13] = 41.963, Nagelkerke’s quasi R2 =
0.119]. Regarding the significant predictors, gender effects were
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TABLE 2 | Bivariate associations and logistic regression analyses of risk factors regarding indications of SUP 3 years after initiation of treatment.

Bivariate associations Model 1 Model 2

Full model

OR (95% CI) OR (95% CI) OR (95% CI)

1. Lack of occupation 1.02 (0.63–1.64) 0.93 (0.56–1.56) 0.93 (0.53–1.62)

2. Problems at school 1.26 (0.82–1.94) 1.29 (0.80–2.05) 1.29 (0.80–2.08)

3. Placement in foster care/residential home 1.77 (1.11–2.81)* 1.72 (1.05–2.80)* 1.63 (0.99–2.70)

4. Problems in childhood environment 1.10 (0.75–1.60) 1.13 (0.73–1.73) 1.05 (0.68–1.62)

5. Early drug debut 1.79 (1.14–2.80)* 1.70 (1.05–2.71)* 1.92 (1.17–3.14)*

6. Delinquent peers 1.45 (0.91–2.31) 1.42 (0.88–2.29) 1.26 (0.76–2.08)

7. Exposure to violence 0.87 (0.60–1.28) 0.83 (0.54–1.27) 0.89 (0.57–1.39)

8. Depression 0.77 (0.52–1.15) 0.70 (0.45–1.10) 0.76 (0.47–1.22)

9. Violent behavior 1.21 (0.77–1.89) 1.44 (0.88–2.35) 1.44 (0.87–2.38)

10. Traumatic events 0.81 (0.55–1.20) 0.70 (0.45–1.09) 0.79 (0.50–1.25)

*p < 0.05.

**p < 0.01.

Odds ratios and confidence intervals are presented (n = 451).

Model 1 includes risk factors 1–10 and Model 2 includes risk factors 1–10 as well as age, gender, and primary drug use frequency at intake.

TABLE 3 | Bivariate associations between risk factors and indication of SUP 3 years after initiation of treatment.

Girls (n = 132) Boys (n = 319)

Bivariate associations Model 3a Model 4a Bivariate associations Model 3b Model 4b

Full model Full model

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

1. Lack of occupation 0.77 (0.28–2.16) 0.86 (0.28–2.62) 0.82 (0.26–2.57) 1.06 (0.61–1.84) 0.87 (0.47–1.59) 0.99 (0.51–1.91)

2. Problems at school 1.26 (0.50–3.16) 1.17 (0.41–3.32) 1.18 (0.41–3.40) 1.34 (0.82–2.21) 1.33 (0.78–2.27) 1.29 (0.75–2.23)

3. Placement in foster

care/residential home

2.25 (0.96–5.26) 2.94 (1.13–7.67)* 2.85 (1.09–7.50)* 1.64 (0.94–2.86) 1.59 (0.87–2.90) 1.51 (0.81–2.79)

4. Problems in childhood

environment

0.83 (0.40–1.75) 0.84 (0.35–2.01) 0.80 (0.33–1.96) 1.26 (0.81–1.97) 1.26 (0.76–2.08) 1.18 (0.70–1.98)

5. Early drug debut 2.48 (1.14–5.40)* 2.30 (1.01–5.24)* 2.37 (1.01–5.54)* 1.72 (0.98–3.02) 1.53 (0.84–2.79) 1.68 (0.90–3.12)

6. Delinquent peers 1.00 (0.39–2.56) 1.14 (0.41–3.22) 1.10 (0.38–3.21) 1.61 (0.93–2.77) 1.55 (0.88–2.72) 1.37 (0.76–2.46)

7. Exposure to violence 1.04 (0.47–2.30) 1.37 (0.51–3.70) 1.34 (0.49–3.65) 0.90 (0.58–1.41) 0.80 (0.49–1.30) 0.84 (0.51–1.40)

8. Depression 0.53 (0.25–1.13) 0.32 (0.12–0.85)* 0.32 (0.12–0.84)* 0.97 (0.60–1.57) 0.91 (0.53–1.56) 1.00 (0.56–1.78)

9. Violent behavior 1.25 (0.54–2.86) 2.15 (0.81–5.74) 2.20 (0.81–5.99) 1.23 (0.72–2.10) 1.36 (0.75–2.49) 1.33 (0.72–2.47)

10. Traumatic events 1.05 (0.52–2.16) 1.32 (0.56–3.09) 1.29 (0.55–3.04) 0.81 (0.50–1.32) 0.62 (0.36–1.07) 0.70 (0.40–1.24)

*p < 0.05.

**p < 0.01.

Analyses stratified by gender.

Models 3a and 4a include risk factors 1–10 and Model 3b and 4b risk factors 1–10 as well as age and primary drug use frequency at intake.

found for early drug debut, i.e., girls 29 vs. boys 20% [χ2
[1] =

4.092, p = 0.043, Cramér’s V = 0.095], but not for placement
in foster care/residential home. Model 2 also showed that the
three covariates in themselves were significant factors predicting
outcomes, i.e., age: OR = 0.91 (95% CI = 0.83–1.00), p =

0.038; gender: OR = 0.50 (95% CI = 0.32–0.79), p = 0.030; and
primary drug use frequency: OR = 2.10 (95% CI = 1.38–3.22),

p = 0.001. Therefore, new analyses stratified by gender were

conducted to explore potential gender-specific patterns regarding
risk factors and continued SUP 2 years after initiation of
treatment (see Table 3).

Gender Differences in Predictive Factors
The gender-stratified analyses showed that placement in foster
care/residential home and early drug debut, along with
depression, had predictive value in the female group [Model 3a:
χ
2
[10] = 15.370, Nagelkerke’s quasi R2 = 0.151; Model 4a: χ2

[12] =

15.726, Nagelkerke’s quasi R2 = 0.119]. A quite different pattern
emerged among males, as covariates such as age and primary
drug use frequency at treatment start had distinctive predictive
effects regarding continued SUP among boys, but not among
girls, i.e., age: OR = 0.89 (95% CI = 0.79–0.99), p = 0.029, and
primary drug use frequency: OR = 2.41 (95% CI = 1.47–3.94),
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TABLE 4 | Odds ratios and confidence intervals for the association between

adolescent cumulative risk and indication of substance use problems 3 years after

initiation of treatment (n = 451).

Model 5 Model 6

Full model

OR (95% CI) OR (95% CI)

0–2 risk factors (31%) ref 1 1

3–5 risk factors (49%) 0.76 (0.45–1.29) 0.60 (0.34–1.07)

6–10 risk factors (21%) 0.85 (0.52–1.38) 0.72 (0.43–1.20)

Model 4 includes the level of cumulative risk as well as age, gender, and primary drug use

frequency at intake.

*p < 0.05.

**p < 0.01.

p = 0.000; Model 3b [χ2
[10] = 13.393, p = 0.203, Nagelkerke’s

quasi R2 = 0.055] and Model 4b [χ2
[12] = 28.026, p = 0.005,

Nagelkerke’s quasi R2 = 0.112].

Cumulative Effect
Table 4 shows the effect of cumulative risk linked to indications
of substance use problems at 3-year follow-up. No significant
effects were found for the uncontrolled model [Model 5: χ2

[2] =

1.028, Nagelkerke’s quasi R2 = 0.003]. However, when controlling
for gender, age, and primary drug use frequency, Model 6 was
significant [χ2

[5] = 26.854, Nagelkerke’s quasi R2 = 0.077]. In this
model, all three covariates contributed significantly, i.e., age: OR
= 0.91 (95% CI= 0.83–1.00), p= 0.038; gender: OR= 0.50 (95%
CI = 0.32–0.79), p = 0.030; and primary drug use frequency:
OR = 2.10 (95% CI = 1.38–3.22), p = 0.001. Further analyses
stratified by gender were conducted to explore potential gender-
specific patterns. The cumulative risk also lacks predictive value
for both girls and boys at 3-year follow-up. Nevertheless, the
results indicated that age and primary drug use frequency were
significant predictors among boys, i.e., age: OR = 0.86 (95% CI
= 0.78–0.95), p = 0.003; and primary drug use frequency: OR =

2.58 (95% CI = 1.59–4.18), p = 0.000. The same pattern was not
evident among girls.

The group with the highest cumulative risk had a lower risk
of continuing indication of SUP at 3-year follow-up. To test this,
cumulative risk was cross-tabulated with indications of mental
problems (i.e., outpatient, inpatient, or medical prescription)
from the official records. The results showed that a significantly
higher proportion of youth with more than six risk factors has
indications of continued problems with mental health compared
with those who do not have this indication (65 vs. 35%). In this
group there is also an overrepresentation of girls.

DISCUSSION

The article presents the results of a prospective study of young
people with SUP in Sweden who undergo outpatient treatment.
The results are based on data taken from official registers. The
study describes and analyses indications of continued SUP and

gender-specific risk patterns in predicting continued problems 3
years after initiation of treatment.

When it comes to gender differences, girls and boys display
similarities regarding their experiences of general risk factors
at treatment start, but the results indicate that girls are more
likely to have a psychosocial burden connected to mental health
and risk behaviors, which is consistent with the findings of
other studies (43–45). However, the boys’ profile indicates a
higher rate of criminality (32, 45, 46). Furthermore, this study
shows that different types of risk behaviors in conjunction
with start of treatment for alcohol and drug problems may
have different implications for women and men on their way
into young adulthood, and that the outcome may subsequently
differ in relation to gender. First, the study shows that girls,
to a considerably greater degree, lack indications of continued
SUP compared with boys 3 years after treatment start—even
though they are more psychosocially burdened than are boys at
initiation of treatment, as other studies have also demonstrated
(29, 47). A possible explanation is that girls mature earlier than
boys of the same age (48). Many youths stop using drugs in
young adulthood despite relatively extensive use as teenagers (8).
Completion of school, transition into adult roles or opportunities
for further education or other occupations, and changes in peers
are associated with decreasing drug use (7). Another hypothesis
is that women benefit more from the type of treatment that
the relevant outpatient care clinics provide, in which creating
trusting relationships and therapeutic conversations between
care providers and young people are considered particularly
important (49). Women may also have several other treatment
contacts, for example, psychologists or GP’s, after completing
outpatient treatment.

When analyzing individual risk factors, several of them
predict continued indications of SUP 3 years later. For girls,
placement in a foster home/institution, early drug debut, and
depression had predictive effects regarding a negative outcome.
For boys, more general risk factors had an impact on outcome.
Higher age at the start of treatment contact and a high frequency
of use for the drug that caused the youth the most problems
had clearly predictive effects on continued SUP among boys.
Conversely, this means that early intervention at a younger
age can predict a positive treatment outcome. The study also
illustrates clear gender differences concerning several specific risk
factors, which runs contrary to earlier assumptions that there
are more similarities than differences between girls and boys
regarding risk and protective factors (48, 50, 51). The fact that
specific risk factors may have significance at different points in
time—in other words, that some risk factors predict outcomes
in the short term while others have more significance in the
longer term—has previously been demonstrated in other studies
(52, 53). It has also been demonstrated that risk factors common
to girls and boys in their early teens do not apply to older youths
(2, 48).

Another slightly surprising result is that the cumulative effect
of risk that was evident at 1-year follow-up (54) and that was
tested in this study no longer has the same significance. This
result is also partly in opposition to the conclusions of several
previous studies that the more risk factors there are, the more
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severe future problems with substance use will be (55–58). The
reduced predictive capacity of cumulative risk may have several
potential explanations, for example, that the strength of the
prediction declines over time or that other risk factors not
captured during enrolment in treatment are more important. It
is also possible that models based on risk factors and protective
factors are better suited to normal populations than to individuals
who have already developed problems with alcohol and drugs,
and who are the subjects of treatment for those problems. It could
also be that the short-term outcome gradually decreases in what
is called regression to the mean—in other words, some young
people are at the beginning of a drug career when treatment
begins, while others with longer-standing and more extensive
SUP may make more progress over time (12, 14, 24). The fact
that the model does not predict outcomes over a longer period
may also be hopeful in a sense, in that young people with severe
drug problems may also have a positive outcome. The risk factor
model could be perceived as deterministic, but at the same time,
many of its factors can be influenced.

Limitations
The reported study is part of a research project on the
outpatient treatment of young people with SUP in a naturalistic
context, with follow-ups at 3 years. One limitation of register
follow-up, however, is that certain central variables, such as
frequencies of continued SUP, do not appear in official registers.
At the same time, the non-response analysis shows that the
study sample generally had more serious psychosocial problems
than did the non-participant group. Another limitation is
that CUS is not always detectable in registers, which may
lead to underestimation. We deliberately chose to use a more
conservative outcomemeasure (i.e., no register indication of SUP
in the last 2 years) to be sure to establish an outcome measure
with high specificity.

Another limitation of the study is that its results are not
immediately generalisable to young people with SUP engaged in
other types of treatment, such as compulsory care or inpatient
treatment. However, a strength of the study is that the included
young people represent several outpatient clinics in various
Swedish cities, contributing to reasonably high generalisability
concerning substance use among young people involved in
such care. Combining information from structured interviews
at baseline and several different register sources at follow-up
produces reliable data and could be an innovative method for
addressing the problem of non-response, which is common in
traditional follow-up studies (18). For further research, studies
are planned where existing risk factors are supplemented with
other variables at both individual and structural level, such as
psychiatric diagnoses and socio-economic background.

Implications
A commonly occurring pattern in substance abuse treatment is
that men or boys are overrepresented, despite the minor gender
differences in drug use typically seen in normal populations.
Previously, this was thought to be related to the male gender
having more explicit problems with alcohol and drugs than
the female gender. More recently, this explanation has been

increasingly reconsidered and alternative interpretations have
been proposed, for example, that the apparent gender difference
instead concerns selection factors, such as the judicial system
making significant referrals to substance abuse care (45, 59). This
could mean that girls/women are only considered eligible for
treatment at a later phase, and are thus not given adequate and
timely support. Could it be that men have precedence in this
area of healthcare as well? The gender difference may also be
connected to a gendered socialization process in which women,
to a greater extent than men, learn to discipline themselves and
internalize their problems, which could helpmake their problems
less visible to close relatives, schools, and other social institutions
(4, 60). Women’s SUP therefore merit more attention.

At the same time, it is thought that women or girls who begins
treatment generally have more comprehensive and complex
problems in multiple areas of life (44). The study clearly shows
that outpatient treatment appears to provide positive outcomes,
especially for girls regarding indications of SUP at 3-year follow-
up. At the same time, it is important to analyse other outcomes,
such as mental health problems.

Our analyses show that young people with a heavy risk load
at treatment start (i.e., more than six co-occurring risk factors)
do not display greater risk of SUP indication 3 years later. The
fact that girls are overrepresented in this subgroup and take
part in interventions for mental health may indicate that they
receive help with an underlying problem that substance use is an
expression of.

The study highlights the importance of identifying significant
similarities and differences between girls and boys with alcohol
and drug problems, as this knowledge can be of great importance
for the design of both preventive measures and treatment
elements. Since women and girls seem to have different risk
factors, co-occurring psychiatric problems and more experiences
of trauma compared to men, they might have different needs in
treatment. These differences might not be adequately addressed
in current substance use treatments (9). These can, for example,
consist of multidimensional or more comprehensive treatment
interventions that run over a longer period and complementary
trauma treatment that has been shown to reduce both trauma
symptoms and substance use (61). Since a large proportion of
girls to a much greater extent than boys have experience of
previous contacts with psychiatry, it should also be possible to
draw attention to them and offer more relevant support at an
earlier stage

Consequently, future studies should delve deeper into
treatment pathways for young people with SUP. The study also
illustrates the importance of conducting analyses by gender, in
both descriptive and outcome studies, in order to obtain a more
thorough knowledge of women’s substance use problems and
development pathways after treatment.

CONCLUSIONS

The study identifies gender-specific patterns in the psychosocial
characteristics at treatment start and in risk factors indicative of
SUP. Girls displayed a greater psychosocial burden at treatment
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start, but a more favorable treatment outcome at follow-up.
Gender and primary drug use frequency explained more than did
the other risk factors. Cumulative high risk (i.e., more than six
risk factors) did not predict long-term indications of SUP.
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Background: Street level drug economies are often described as hierarchical and

gender-segregated arenas where men hold high positions and control the supply of

drugs, and where women are confined to marginal and low-level positions. Few studies

have explored income strategies, risks and opportunities of women who use drugs within

drug economies in the Nordic countries.

Objective: The aim of this study was to analyze women’s stories about “taking care

of business”–making money and securing drugs–in a local drug economy. The study

focuses on the women’s gender enactments, the strategies they use to achieve success,

and the barriers and risks they face in their everyday endeavors.

Methods: This article draws on informal conversations and in-depth qualitative

interviews with 27 female drug users in Malmö, Sweden during periods of fieldwork

between 2009 and 2012.

Results: The interviewed women had established themselves as entrepreneurs in the

local drug economy, working hard for their money. However, only a few held middle or

high positions, and all women described encountering gendered obstacles and risks in

their efforts to take care of business. The patriarchal and sexualized nature of the drug

economy meant special prerequisites for the women’s income strategies and gender

enactments. Three main income strategies were distinguished in the women’s stories:

(1) using femininity and sexuality, (2) proving tough and dangerous by using street

masculinity, and (3) establishing trust, being professional, and keeping a low profile.

These strategies involved different advantages and disadvantages, as well as different

types of risk.

Conclusions: The results show that it is possible for women to achieve success in

male-dominated drug economies, but that this is associated with major challenges.

Gendered social hierarchies, structures and norms seem to influence the women’s

gender enactments, opportunities and risks. However, factors such as type of drug use,
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degree of drug dependence and social position, was also decisive for their possibility of

taking care of business. This points to the importance of combining a focus on gender

with a focus on other determants of power relations and vulnerabilities, when studying

the everyday lives of people who use drugs.

Keywords: drug use, addiction, women, gender, drug economy, risks, sexuality

INTRODUCTION

This study is about women who use drugs and their ways of
“taking care of business”–making money and securing drugs–
within a male-dominated drug economy. The study is based on
conversations and in-depth interviews with 27 women with a
long-term injection use of heroin or amphetamine. At the time
of the interviews, the women were all active in the street level
drug economy in the city of Malmö, Sweden.

Regular use of drugs such as heroin or amphetamine
is expensive to fund. Developing different supply strategies
therefore becomes a very important and time-consuming part of
the lives of people who use such substances (1, 2). Few people
with extensive drug use are able to finance their drug use solely
through legal income (3, 4), and they also face several barriers
to obtaining and maintaining formal employment, including
poverty, homelessness, discrimination and criminalization (5).
Although marginalized drug users often move between formal,
informal and illegal income-generating activities, most have to
establish themselves as entrepreneurs within the illegal drug
economy (1, 5). “Taking care of business” often involves a full-
time job that requires endurance, knowledge, risk management,
skills and resources (6). It involves a lifestyle that differs from
the stereotype image of “drug addicts” as passive, powerless and
withdrawn (7).

Drug scenes and street level drug economies tend to be heavily
male-dominated. These are, to a large extent, arenas where
masculine norms and values govern and where men control
most of the supply of drugs (8–10). Drug economies are often
described as highly gender-segregated and hierarchical labor
markets where the majority of women are confined to marginal
and low-level positions (11–15). Women in drug economies
are often considered less reliable and less able to handle illegal
businesses in comparison with their male colleagues–something
that Steffensmeier (16) has discussed in terms of an “institutional
sexism” in criminal networks.

An important factor affecting the possibility to succeed in
street level drug economies is risk management. The risks of
dealing, fencing, and of other illicit businesses in street level
drug economies have been described as somewhat similar to
those of legitimate businesses, including competition, unsecure
transactions, liability, and law enforcement involvement (17), but
the intensity of these risks are much higher given the illicit nature
of the activities (18). Illegal income-generating activities and
street-based drug scenes are also to a great extent characterized
by structural, symbolic and everyday violence (5, 10). Street level
dealers use a range of strategies to reduce risk, including making
careful decisions about what to sell, where to sell and whom to sell

to, selling in groups, being mobile before and after transactions,
dressing neutrally to avoid detection by police, and cultivating
a “tough reputation” or displaying “street masculinity” in order
to avoid being ripped off or subjected to violence (18, 19).
Exposure to risk and risk management may differ between men
and women, due to gender norms in society and the patriarchal
nature of drug economies. For example, women who use and sell
drugs have been shown to be more likely to become victims of
violence and theft, whereas men tend to be more vulnerable to
police arrest (18).

Research on men and their roles within drug economies has a
long history. Research onwomen in drug economies, on the other
hand, has been largely lacking, although the number of studies
has increased in recent decades. Much of the existing research
tends to either place a strong focus on women’s vulnerability,
marginalization and powerlessness due to patriarchal structures,
or focus on their agency, resourcefulness and empowerment
(12, 15).

This study follows the tradition of a few more recent studies
on women in drug economies that combine a focus on the
structures that pose risks and barriers to women, with a focus
on the women’s agency and ways of dealing with barriers [see, for
example (12, 18–20)].

The overall aim of the study was to analyze women’s stories
about taking care of business in a local drug economy. I
specifically focused on the women’s gender enactments, the
strategies they used to achieve success, and the barriers and risks
they faced in their everyday endeavors.

Theoretically, the study takes its starting point in the concept
of “doing gender” (21). According to this perspective, rather
than being socialized into stable gender roles, people “do” gender
in everyday interactions. How gender is performed depends on
the social context, as it takes form in response to a situated
discourse on what it means to be a woman or a man. Individuals
are constantly assessed on their ability to live up to socially
expected gender norms, and are held accountable for their
gendered performances (22). In this way, gender enactments are
a response to gendered social hierarchies and expectations, but
also reproduce and reinforce them (21).

The concept of “doing gender” has subsequently been used,
criticized and further developed by, among others, sociologists
and criminologists studying women who use and/or sell drugs.
For instance, Miller (23) has argued that analyzes based on
doing gender has a tendency to replicate gender dichotomies,
putting too little focus on the situational and organizational
context. A too strong focus on people’s adherence to norms about
masculinity and femininity may, according to Miller, limit our
ability to fully understand inequality and how gendered actions
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are a response to structural or situational limitations. Viewing
gender as situated action on the other hand means recognizing
that there are a multitude of masculinities and femininities rather
than one static set of gender roles (23). In a later article, Miller
and Carbone-Lopez (20) argue for the importance of “moving
beyond doing gender” by focusing on how gender and other
facets of social inequality intersect, and by complementing the
normative aspects of doing gender with a stronger focus on the
gendered organizational features of social life. In the article, they
combine “doing gender” with an intersectionality approach, also
investigating “doing race, class and place.” They further stress the
importance of focusing on how gender norms and practices are
embedded within, shape and are shaped by local specific social
contexts and that gender practices can be dynamic, variable and
transformative (20).

In my analysis of the women’s stories, I try to combine an
actor’s perspective–focusing on the women’s motives, strategies
and actions, with a structural perspective–where the focus is
on how the drug economy is stratified and organized and how
this affects the women’s opportunities and scope for action.
Although doing gender and gender inequalities have been the
main theoretical focus, I also analyze and discuss how gender
intersects with factors such as social situation, drug use and the
degree of dependence, when this is relevant on the basis of the
women’s stories about taking care of business.

PASSIVE VICTIMS OR SUCCESSFUL
ENTREPRENEURS?

During the 1960s and 70s the perspective on drug use gradually
changed from one that perceived drug use primarily as a result
of psychopathology, to one that described it more in terms of
a social and cultural phenomenon (24). In their seminal article,
“Taking Care of Business–The Heroin User’s Life on the Street,”
Preble and Casey (7) challenged the perception of heroin users as
weak, apathetic victims entirely controlled by the drug and using
the drug as a form of escape. Instead, heroin users were described
as resourceful agents making active decisions in their everyday
life. However, women were absent from these representations.

Overall, little attention has been paid to women in the illegal
drug economy. This is partly due to their status as a minority, but
it is also a consequence of women being considered peripheral
and not properly belonging to this context. Another explanation
is that, historically, research on drug use has been carried out
by men, focusing on men (6). The majority of literature on
drug use and illegal economies either entirely ignores women or
perceives them only through gender lenses, resulting in a focus on
family responsibilities, motherhood, promiscuous life styles and
psychopathology (8, 14).

Until relatively recently the discourse on women’s drug
use and the roles women play within the drug economy has
been dominated by representations that reflect passivity and
powerlessness (14). Studies have often described women as
victims lured into drug abuse by men and as dependent on
men for their livelihood and supply of drugs (25–27). In
representations of men within the drug economy a number of

distinct roles appear: the leader, the companion, the master,
the servant, as well as the successful dealer and exploited user.
By contrast, women are rarely represented in terms other than
as subordinate (6). Some studies also tend to describe men’s
drug use as normative and embedded in masculine cultures of
risk-taking and violence, and link women’s drug use to deviant
behavior and a failure to live up to traditional gender stereotypes
and family roles (28).

During the 1990s, a number of studies were published that
presented new images of women. Unlike previous studies, these
adopted an actor perspective. Women in the drug economy
were now also portrayed as successful and proud entrepreneurs,
independent of men for their livelihoods, and capable of holding
a variety of roles in the drug economy, including leading
positions (11, 29, 30). Other studies described how women used
“feminine attributes” such as communication skills and family
resources to succeed in the drug economy (31, 32), or how
women developed strategies to overcome structural barriers (8).

As early as in 1997, Maher (12) drew attention to the two
opposing depictions of women in the drug economy: “the first
practically denies women any agency and the second over-
endows them with it”. In a later meta-analysis of qualitative
studies on women in the drug economy, Maher and Hudson (14)
summarized the current state of knowledge. They point to both
varying and, in some cases, contradictory images of women in
the drug economy, but they also identify a number of common
and central themes in the reviewed literature. The results show
that the drug economy is generally a gender-segregated labor
market where women are largely dependent onmen to obtain and
maintain attractive job opportunities, that women’s roles often
contain highly sexualized features, that women use a variety of
economic and social resources from both the informal and formal
sectors, but still primarily hold low andmarginal positions within
the drug economy (14).

Over the past decade, a number of researchers have attempted
to provide a more complex and nuanced representation of
women in the drug economy by combining a structural
perspective with an actor’s perspective and by combining a
gender perspective with a focus on factors such as class
and ethnicity.

In their study on women methamphetamine users in rural
Missouri, USA, Miller and Carbone-Lopez (20) argues for
the importance of moving beyond the primarily normative
orientation in studying gender, also investigating gendered
organizational features of social life including their intersections
with other aspects of social inequality such as those of race,
class and place. They show how particular narratives of gender–
such as supermom, superwoman, and super thin–were used by
the predominantly white, rural working class women to position
themselves as gendered actors in culturally acceptable ways.
These narratives are available and embedded within racialized
cultural understandings of white womanhood. The place and
social context of the study was also important in understanding
the women’s gender enactment and opportunities. Miller and
Carbone-Lopez found that almost all of the womenwere involved
in the production and/or selling of methamphetamine, and
that only a small minority had exchanged sex for drugs. They
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explain this unusually high level of female participation inmarket
activities by the special features of the local context. The rural
community, characterized by small scale and family-oriented
business models as well as long-term relationships and close
social bonds, worked to the women’s advantage (20).

Moloney et al. (18) have investigated gang-involved young
men and women engaged in illicit drug sales in San Francisco,
California, focusing on their understandings and experiences
of risk. They show that the drug economy involves different
opportunities and risks for women and men, where discourses
about femininities and masculinities and about male and female
bodies shape these risks. The female body was seen as increasing
vulnerability to victimization but also as providing increased
opportunities to conceal drugs. The masculine street seller
persona, displaying toughness and “flashiness,” provided the men
with respect and power but increased their likelihood of arrest.
Another clear difference was that women described a greater
concern about the risk of losing their children or not being able
to provide for them.

In their study of women street dealers in Oslo, Norway,
Grundetjern and Sandberg (15) use a Bourdieu-inspired
theoretical framework of “street capital” showing how the
women develop particular strategies to succeed in a drug
economy that favors men. They emphasize four such strategies:
desexualization, violent posture, emotional detachment and
service mindedness. These strategies were used as a way of
overcoming constraints due to the women’s lack of embodied
street capital.

In a later study of women in the Oslo drug economy,
Grundetjern (33) focused on how the women enact their
gendered identities: performing emphasized femininity,
performing street masculinity, employing a feminine business
model and flexible use of cultural repertoires. She also showed
how the women’s gendered performances and resources varied
with sociodemographic factors such as age, time of entry into
the drug economy as well as educational and employment
history (33).

The vast majority of studies on women in the drug economy
have been conducted in North America and Australia. The two
above-mentioned studies from Norway are the only qualitative
Nordic studies with a central focus on women’s strategies and
roles in the drug economy.

In Sweden, two quantitative studies have examined the
income strategies of female drug users. The first study showed,
among other things, that selling drugs was an income strategy
that was equally common as selling sex, and that the women
themselves bought most of the drugs they used (34). The
second study showed that women with amphetamines as the
main drug to a greater degree had legal/formal sources of
income (wage labor, pension, social benefits), whereas a larger
proportion of heroin users had illegal/informal sources of
income (prostitution, dealing, theft) (35). The two studies,
however, provide no in-depth insight into what roles or
positions the women had in the drug economy, how they
perceived their situation or what strategies they used to
achieve success–something that the following study aims
to explore.

MATERIALS AND METHODS

Recruitment and Interviewing
The study was part of a larger project on drug use patterns,
overdose risks and income-generating activities among people
who use drugs in Malmö. This article draws on conversations
and in-depth qualitative interviews (36) with 27 female drug
users recruited at the needle exchange program in Malmö during
periods of fieldwork between 2009 and 2012.

The interviewees were recruited through a strategic selection,
with the goal of gaining a sample with variation according to age,
and type and length of drug use, as well as social situation. This
was possible due to the interviewer being well acquainted with
the study environment and as a result of continuous fieldwork.
Several of the participants were known by the interviewer, as
they had participated in a research study about heroin overdoses
(37, 38).

The interviews were performed by the author using a thematic
interview guide, but much room was left for the free narration of
the interviewees. Key themes in the interviews were: the women’s
background, drug use history and current social situation,
experiences of being a woman in a male-dominated context,
different ways of obtaining drugs, views on and choices between
different income strategies, perceived barriers in making careers
and ways to deal with risks.

All interviews except three were carried out face-to-face at
the needle exchange program in Malmö or in a nearby park;
the remaining three were conducted by telephone after initial
contact was made at the needle exchange program. Eight of
the women have been followed over a period of several years,
by shorter conversations at the needle exchange, telephone
contact or multiple face-to-face interviews. The interviews varied
in length between 45 and 90min, and were all recorded and
transcribed verbatim.

Ethics
The study was approved by the Regional Ethical Review Board
at Lund University (ref.nr. 2006-346). All interviewees were
informed about the study and its aims, as well as their right to
end their participation at any time, and all gave their consent to
participate in the study. Participants were offered a gift voucher
worth 200 SEK (about 22 US$, 20 Euro), for each interview.
To ensure the participants’ confidentiality, they have been given
pseudonyms in this article.

Analysis
The overall analysis has taken the form of a continuous process
where themes, concepts and theoretical ideas have emerged and
evolved during the whole project period.

In the analysis of the women’s stories, I have used a qualitative
textual analysis performed in three steps (36). The first step
involved a close reading of all interviews and a summary coding
based on the overarching themes in the interview guide. In
the second step a more detailed coding was performed, where
various patterns–similarities and differences–in relation to the
original were identified. Finally, the core themes were interpreted
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for meaning and suitable illustrative and representative quotes
were selected.

Sample Characteristics
At the time of the interview, the women were between 20 and
63 years, with an average age of 40 years. All of the women
were white, only two were born outside of Sweden, and all but
one had lived most of their lives in Malmö. All interviewees
were cisgender women, and none of the women talked about
homo- or bisexual relationships or sexual experiences. Common
to all women was that they had been injecting drugs regularly
for several years and that they were part of the illegal drug scene
in Malmö.

There was a variation in the group in terms of social
background, extent and type of drug use, livelihood and current
life situation. Fourteen of the women reported heroin as their
main drug and 13 stated amphetamine as their main drug, but
almost all used several different drugs on a regular bases. Most
women reported daily or almost daily use of drugs, but the
frequency and quantity also varied greatly over time.

The women had a variety of sources of income. Illegal and
informal incomes such as drug sales, thefts, burglaries, fraud and
sex sales dominated. But most women also had a formal income,
mainly in the form of social benefits or disability pension. Two
women had a regular part-time job during the research study
period and half of the women had worked at some point in
their lives.

The majority of the women had a relatively stable housing
situation where they either lived in their own apartment or
lived with a partner or friend. However, some of the women
described a more unstable situation with temporary housing, and
one woman completely lacked accommodation at the time of
the interview.

RESULTS

Facing Sexism, Stigma and Patriarchal
Structures
The women’s stories indicated that they were resourceful players
in the drug market, but that their opportunities for success
were largely limited by prejudices and patriarchal structures.
A recurring theme in the women’s stories was the obstacles
they encountered. These ranged from finding it difficult to
secure drugs on credit; to being excluded from participating in
burglaries and serious theft; to being offered lower prices for
stolen goods while being charged higher prices for drugs; and
being forced to provide sexual services in exchange for access
to drugs. Several women also described how many men viewed
them as easy targets to exploit, cheat or rob.

Within the context of the illegal economy, many lucrative
sources of income require good networks and contacts. Those
forced to work alone have limited opportunities and suffer great
risk of being driven out of business. Maria, a young heroin user,
said the following about the opportunity for women to become
successful dealers in Malmö.

It is probably mainly in smaller cities that girls can deal drugs. In

Malmö, this is a pretty tough business and there are already so

many guys that deal and already have a lot of respect. If a gal enters

that business, they will crush her because they have much better gear

and better networks. They will make her stop or go bust. And if she

takes a man’s customers, she will definitely hear of it.

Petra, who regularly used amphetamine, had succeeded in
establishing herself as a low-level drug dealer, but still described
similar experiences as Maria. Like Maria, Petra pointed out the
difficulty of competing with men as they have better networks.
She also said that as a woman, you get “patronized,” “trash talked”
and “stigmatized as inferior” by the men. She explained this with
male dealers being the norm, and with the fact that “the guys feel
that we take some of their status away from them.” According to
Petra, the number of female high-level dealers in Malmö can be
counted on one hand “and then I cut my thumb too,” she added.

Even though the interviewedwomen hadmanaged to establish
themselves as players within the illegal economy, they had to
work hard, and encountered much resistance. The most difficult
challenge seemed to be getting “the entrance ticket” and being able
to “show that you have what it takes.” Many women described
how they were forced to endure sexual harassment and how they
had fought hard to break prejudices and win the trust of men in
key positions in the drug economy. This is how Johanna, a 27-
year-old woman with long-term amphetamine use, described the
struggle to be accepted by men in the drug economy.

I support myself entirely by theft. Mainly copper and scaffolding,

and machines. We take everything that pays off, but it can’t be too

small. Scaffolding is easy, being light metal. Copper is harder work,

but it’s a good feeling working hard for your money. Girls don’t

usually get to come out on these jobs, but I’ve been persistent as

hell so they have let me join in the last two years . . . . I’m absolutely

convinced I can go out there and work as well as anybody else. I

won’t put out for a fix. Not many girls do what I do. It’s hard work

and then you have to work with men. It’s difficult to go up to the

guys and say, I don’t give it up for a fix, I want to do what you do.

It’s difficult for them to accept it. I’m accepted now but I’ve had to

work my arse off to get to where I am. But now my word weighs as

heavily as anybody else’s. It has taken time but it’s pretty good now.

You have to be persistent, as a girl you have work twice as hard to

get half as far as the men, before they understand that you are a

hard worker who will dare to go as far as they do.

The account parallels those of many other women and it clearly
depicts the difficulty women encounter when trying to participate
and gaining acceptance in male-dominated criminal networks.
The women often encounter men that prefer to work with other
men and that effectively avoid working with women since they
are assumed not to be able to work as hard as men, not to be
sufficiently tough, or unwilling to go as far.

Johanna’s account not only shows the difficulty of gaining
men’s trust and respect and thus gaining access to important
networks, but also reveals another recurring theme in the
women’s stories, the sexualized view of women within the drug
economy. She described how men expected her to offer sex for
drugs (give it up for a fix) rather than working with them. She
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showed a clear pride in being able to work hard for her money
under the same terms as the men. Like several of the other
women, Johanna also states that using amphetamine made her
able to focus and endure long working days and nights.

Josefin told me how she for several years tried to establish
herself as a drug dealer, but that she eventually gave it up, because
the men she bought drugs from always expected sexual services.

It’s mostly men who deal drugs. As a girl it is mainly guys that

you come across, and many guys want... they want more than

you want to give, they think they should get something from you,

sexually. In this way, you encounter obstacles straight away. That’s

the experience I have. To be a drug dealer, you have to have contacts

that you can buy from cheaply. If you want to buy cheap, manymen

demand that you have sex with them. If you do not agree to this, you

are not allowed to buy.

For Josefin, the constant sexual harassment and the difficulty in
buying drugs at reasonable prices meant that she abandoned her
attempts to establish herself as a drug dealer. To fund her drug
use, she instead found three regular customers to whom she sold
sex. This meant that she did not have to have sex with many
different and sometimes unknown men, a steadier and higher
income and that she was given more room for negotiation in her
sexual contacts. At the same time, she described selling sex as
psychologically stressful, leading her to “numb herself ” by using
more heroin than before.

Another theme in several of the women’s stories was the
difficulty of combining the role of a mother with a criminal
career. Some of the women said that they had opted out of drug
dealing or other serious crime because they did not want to risk
high penalties and thus lose contact with their children. Lisa,
for example, said that she lived a “double life,” where on the
one hand she tried to work and live a “normal family life” and
on the other hand she took a lot of drugs and was part of the
illegal drug economy. She avoided crimes that could result in high
penalties, tried to keep a low profile and hide her drug use. She
explained her keeping a low profile by not wanting to risk losing
her children.

There are many female drug users like me, who are on the

borderline, who work and who take care of themselves. You do not

want to lose your children. And it’s not as acceptable for a woman

to be a drug addict as for a man.

According to Lisa, being a mother further reinforced the stigma
of being a “drug addict,” something that several previous studies
have also pointed out (39–41). Other interviewed women said
that as mothers, they had poorer career prospects because
they were expected to stay at home with children and because
they were considered a burden within criminal networks. They
depicted a notion, common within the drug economy, that
mothers with young children are more likely to “rat” if they are
pressured by the police.

It is clear from women’s stories that the drug economy in
Malmö is primarily governed by men and is based on norms and
values that disadvantage women. Two of the interviewed women,
however, gave a partially different picture. For example, Sara told
me that a growing number of women are dealing drugs, even

in middle positions, and that this is gradually becoming more
accepted. She compared this with what it was like for her mother
and her generation of drug-using women. “Back then, the choice
was primarily between prostitution or being provided for by men.”
According to Sara, there are nowmore income strategies available
for women.

Helen’s story also stands out because she said that she did not
experience any problems as a woman drug dealer. She believed
that themost important thing was to create a good reputation and
show suppliers up the chain that you can run the business well.

The top dealers don’t care much about whether you are a man or

a woman, they think about who they can benefit most from. I have

not noticed that they have a more negative attitude toward women.

These two stories are exceptions, but they nevertheless indicate
that the drug economy is not a uniform or static market and
that gender norms and practices may vary within different local
contexts or networks. Even in a medium sized city like Malmö
(about 325,000 inhabitants), the drugmarket appears to comprise
several different networks, groupings and factions, with partly
different cultural norms and dynamics.

Using Femininity and Sex to Gain
Advantages
I did not explicitly aske the women about their sexual orientation.
However, based on their rich stories, my view is that the vast
majority, if not all, of the participants in the study define
themselves as heterosexual women. All described relationships
and sexual relations with men. None of the women talked about
sexual relationships with other women and the vast majority
expressed an overall heteronormative perspective on gender
roles, relationships and sexuality.

Although sex and sexuality are used to exert power or to gain
advantages in society at large, this seems to be even more evident
within the street drug economy that the women are a part of.

Being a woman in a male-dominated and sexualized context
could have its advantages. A number of women described how,
in different situations, they used their femininity or sexuality to
achieve different goals. This involved, for example, playing at sex
in order to be offered drugs by men or getting better terms in
negotiations, to stalling payments on debts using “female charm,”
to playing on an exaggerated or stereotypical femininity to avoid
the toughest and most dangerous elements of thefts or burglaries,
to achieving higher positions, more status and easier access to
drugs by entering relationships with successful criminal men.
Julia said that she has used several of these strategies.

-Is it hard to be a girl in this world?

“Yes, but it’s probably pretty damn hard to be a guy too, they

have a lot to live up to. The advantage of being a girl is that you

can use the fact that you’re the only girl in a group, you can play

stupid, even if I find it difficult. If you’re out doing break-ins you

can pretend that you can’t do this and that. Like, if you stand in a

short skirt and high heels and say–so what, I can’t do it. You can

avoid having to do the hardest or most dangerous things. Then you

can use your sexuality in many ways. If you’re the only girl you gain

a lot of advantages. . . Then if you’re smart you always try to reach

the top, as a young girl you look for a guy that’s at the top, who has
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it all. I often look for new contacts to do business with, and then it

just happens that we get together.

In the quote, it is clear how Julia can take on different roles
in different situations or contexts. She could display a special
kind of femininity in the form of a helpless woman in high
heels when needed. However, it is clear from her story that this
was not a natural or desirable role for her to play. Later in the
interview, she gave examples of when she in other contexts could
be powerful, active and tough or how she, in a relationship with
her only close female friend, could allow herself to be vulnerable.
Most women, like Julia, seem to be able to switch between
different roles and femininities, even though the patriarchal
and male-dominated context implied certain constrains in
most situations.

Later in the interview, Julia emphasized the importance
of not becoming too dependent on men. For example, she
described how she previously ended up in a very difficult
situation when her boyfriend, who was a top dealer, was
imprisoned. Because she relied heavily on his income, she
had not built up contacts in the illegal economy of her
own, or acquired sufficient knowledge to develop her own
income strategies.

Like Julia, Paula said that there are opportunities to utilize
one’s femininity or sexuality to gain advantages. However, she
also emphasized that this involves a risky game that requires a
skilled balancing act. The risk of getting into dangerous situations
or being exposed to sexual abuse is considerable. According to
Paula and several other women, it is important to be clear about
“how far you are willing to go” and to determine when it is time
to “stop the game” or “leave the scene.”

You often meet drug suppliers that are interested in you sexually.

I have been in many situations where I have had an opportunity

to gain advantages from being a woman. But you have your own

choice. You will always find opportunities to use your sexuality to

gain advantages if you want to. That’s probably one of the main

reasons why women don’t get together and form groups and instead

work individually in groups of men. You make maximum use of

your femininity. Many do so consciously, other subconsciously. You

have to use your assets. I think all women use them in some ways,

but there are different levels, how far you’re prepared to go. . . Some

give it up [sex] for a fix. I can use it in the sense that if I’m in debt, I

can stall payments, they don’t get as pissed off. You’re nice to them

and charm them. They may think they’re getting more than what

they’re actually getting. Being a young, good-looking girl has its

advantages, but it can also be a disadvantage. You easily end up

in dangerous situations.

Both Julia and Paula described themselves as solitary women
in male networks. They use this as a strategy to “make
the most of their femininity.” At the same time, both
said that this means a feeling of loneliness and that they,
with one exception, lack close relationships with other
women. Although some of the interviewed women had
strong friendships and collaborations with other women,
the majority primarily spent time with and did business
with men.

Malin also said that she has few female friends. She explained
that this is due to rivalry between women and competition for
men who have status and good access to drugs.

I only have one best friend, she’s a hard-core junkie. Except for her,

I have no girlfriends. There is so much rivalry, so much talk about

who you are with. It is a competition for the men.

The patriarchal and male-dominated drug economy seems to
imply a competitive situation among many women, something
that risks weakening their friendship ties and their position as
a group.

In the previous quote by Paula, she emphasized that as a
woman, you have your own choice about how you want to utilize
your femininity and how far you are willing to go. She made it
clear that she was not one of the women who “give it up [sex]
for a fix.” There was generally a negative view of women who
regularly provided sex for drugs. These women generally had
a low status, and where considered to contribute to a culture
where men generally expect all women to be willing to offer sex
in order to get access to drugs. The tendency to emphasis on
the women’s own choices about exchanging sex for drugs risks
putting the blame for the sexualization within the drug economy
on the women themselves. This is what Emilia had to say:

I’ve never sold sex. It’s pretty usual for girls to do that though. There

are even girls who do it for a fix. ‘I get my fix and they get what they

want’. This makes the situation 10 times harder for the rest of us.

All these years, and I can count on my ten fingers those men that

have not tried to get sex for drugs. It’s a recurring theme. They think

you’re a walking orifice. Everyone that you buy from tries to exploit

you in that way.

Although several women emphasized use of sexuality as a free
choice, it is clear that this was far from a reality for everyone. A
hierarchical and sexist drug market where men generally have an
advantage in terms of networks, resources, and access to drugs,
means limited income options for many women. Most of the
women who provide sex to get access to drugs described this as
something they were more or less forced to do.

There was however a great variation in sexual practices and
attitudes toward use of sex among the women. Some women
used sex as a way to make some extra money when interesting
opportunities emerged or in periods when other sources of
income were limited. For others, the use of sex had become their
main income strategy, either by routinely having sex in exchange
for drugs, by entering into a long-term sexual relationship with a
top dealer or by selling sexual services on the street, at clubs, or
to a few regular customers.

Regarding sexuality and sex sales, there were clear differences
between the women who primarily used heroin and those who
mainly used amphetamines. Most of the women using heroin
had engaged in selling sex. Many stated that they really had
little interest in sex and that they had few sexual contacts
that did not involve payment, something they explained by the
suppressive effect of heroin on sex drive or by traumatic sexual
experiences. Several of the women stated that they used heroin
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or benzodiazepines as a way to alleviate the anxiety and pain that
the sex sales usually entailed.

In contrast, only a couple of women with amphetamine as
the main drug had regularly sold sex. On the other hand, it was
more common among women with amphetamines as the main
drug to have many temporary sexual contacts. These contacts
were sometimes made in order to gain advantages in the drug
economy, but several women also said that they made sexual
contact with men in the drug economy for pleasure, and that
amphetamine facilitated a more lustful, intense and positive
sexuality. However, two of women using amphetamine, had a
different experience and did not see amphetamine as a sexual
drug. One woman described how amphetamine caused her to
“lose the sensation down there” and another woman said she
“gets numb from the waist down.” Thus, although amphetamine
was generally considered a sexual drug, there were exceptions to
this notion.

At the time of the interview, Ella had been using amphetamine
for over 20 years and had been active in the drug scene in
Malmö for as long. She was one of the women who described the
positive effects of amphetamine on her sexuality. With the help
of amphetamine she could live out her sexuality and also gain
many benefits.

I use my sexuality on a daily basis. Because it [amphetamine]

is a sexual drug. Many girls have pushed their limits and felt

raped afterwards, getting hurt. But I have taken care of myself. I

acknowledge my sexuality and feel good about it and have a good

time, but 99 percent of women in the drug world don’t. I can get

what I want, I can fuck for diamonds. But I only do it with those

I want.

Ella emphasized that she did not believe that her positive
experiences were shared by many other women and stressed the
risk of “pushing one’s own boundaries” and she also brought up
the constant risk of violence and sexual abuse.

Several women described how their ability to successfully
make use of their sexuality or femininity, while at the same
time avoiding risky situations, was largely related to their
current social situation and degree of drug dependence. Severe
intoxication, withdrawal symptoms or drug cravings (especially
related to heroin) were, according to the women, factors that
made it difficult to maintain control over potentially dangerous
situations or adhere to self-set boundaries. The women who
did not have their own housing, who had limited income
opportunities or who had a strong dependence on their main
drug, reported few possibilities to select the people they used
drugs with or where to sleep, and had more limited room for
negotiation in their sexual contacts.

Using Street Masculinity to Gain Respect

It’s a very male-dominated world. They [the men] can defend

themselves better and use a tougher attitude.

The quote from Hanna above, points to a central aspect of the
illegal drug economy–the importance of being able to defend
oneself, to be tough and to gain respect. Several previous studies

of criminal gangs, street cultures and drug economies show
how men have an advantage both in terms of physical size and
strength and in the form of symbolic capital of violence, since
violence is associated with stereotypical masculinity (9, 42). Street
masculinity is a term used to illustrate how the ability to use
violence, retaliation and sexual prowess is important to establish
a reputation as a “real man” and to maintain a position on the
street (43).

Several of the interviewed women described how they used
what can be categorized as street masculinity to gain respect. This
was especially true for women who held middle or high positions
in the drug economy. For some of the women, street masculinity
seems to be something they had worked hard to develop or stage,
while others described it as a more natural part of their repertoire
or identity.

Romina, who mainly financed her heroin use by being a
mid-level dealer, stated that using tough jargon and being
ready to resort to violence and weapons was a necessity to
gain respect and maintain her position. She said that she had
always been a tough girl or a “boy girl” and that she had
the benefit of growing up among five brothers. At the same
time, she said that the extreme toughness she displayed in the
drug economy was partly a mask that she had been forced to
put on.

-How do you gain respect as a woman dealing drugs?

I’ve had to work hard for it. But I’ve always been a tough person.

I’ve had guns and shit. I’ve been chasing guys with a gun and

doing all sorts of crazy stuff out there. I have five brothers so I

have learned to be tough. I have never been afraid to fight with

guys. I’ve been through a lot. My life would make a damn good

book . . . There are some girls who are kind and easily deceived,

and the men immediately think that they can rob her or beat her.

Then there are girls who are tough, who can handle themselves,

who set boundaries, who say - if you have money you can get some

(drugs), if you don’t you can go fuck yourself. You have to be tough

to survive. You have to put on a mask, a facade, that’s why you can

eventually forget who you are, what kind of person you really are.

The quote summarizes some of the characteristics that are
often identified as central to survival in street drug economies:
toughness, use of weapons and violence, and the importance of
gaining respect. Romina contrasts this with the image of some
women who are kind, naive and therefore easy to exploit, rob
or beat. For her, it is important to show others in the drug
economy that she is not one of the “weak girls.” But as a woman,
she has more to prove, she has to be tougher than the men to
get the same respect. Romina almost exclusively socialized with
men. She described a strong affiliation with the men in the drug
economy and identified herself to a greater extent as “one of the
guys” (23).

Susanna, who supported herself through drug dealing and
selling stolen goods, also said she received respect by being cocky
and tough and by showing readiness to resort to violence. At
the beginning of her career, Susanna often experienced threats,
robberies, and sexual harassment. In the end, she realized that
she had to set an example in order to be able to continue running
her business.
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It has happened that people have come to my home and robbed me.

But once there was a guy who didn’t get what he wanted, he jumped

me, but I had a knife, so I stuck it in his back. A rumor spread

around town. I would have done the same today. You should never

agree to something you don’t want.

After this incident, Susanna gained a reputation as a potentially
dangerous person who did not fear resorting to violence. This
led to her experiencing less harassment. Susanna also described
how she gradually changed her jargon and her way of dressing to
display a tougher appearance. She said she now plays down her
femininity, avoids makeup and often dresses in jeans, t-shirt and
leather jacket.

Ellinor, who was a high-level dealer, talked about another
central code of the street in the drug economy, the importance of
not being “a rat.” She believed that there is a notion that women,
especially women with children, pose a greater risk in criminal
businesses in this regard. According to her, mothers are seen as
more likely to rat to the police and as more easily threatened or
blackmailed by other dealers because “they think of their children
in the first place.” Ellinor told me that she chose prison instead of
her daughter to show that she was not “a rat.” This meant that she
could gain respect and maintain a high position as a dealer even
after her prison sentence ended.

... I had to make that choice and I still stick with it, but I lost my

daughter because I kept quiet. They found fingerprints, I could have

revealed him and escaped punishment and kept my daughter, but

I chose not to tell them whose fingerprints they were. I’ve been in

prison four times without saying anything. It has been difficult to

get respect as a female drug dealer. If I had been a guy, everything

would have been much easier. But in the end you get respected when

they see that you don’t talk, and that you don’t give in to pressure.

It is clear that Ellinor, as a woman, had more to prove in relation
to her male colleagues. She had to sacrifice more and “go further”
in order to get the same respect. She also declared that she,
like her male colleagues, generally saw women with children as
a greater risk and therefore avoided doing business with them.
Few women, according to her, would make the same choices and
sacrifices that she has made.

For Romina and Ellinor, as well as for many other women,
enacting street masculinity means both pros and cons. The
benefits are primarily about winning respect, feeling strong and
achieving success in business. The disadvantages mainly concern
the risk of “split identity” and loss of relations. Displaying
toughness and aggressiveness can be stressful, especially if this is
not in line with one’s personality or identity. Romina exemplified
this when she described how she “put on a mask” and thus
risked forgetting who she really was. Other disadvantages that
several women addressed were about sacrificing friendships or
close relationships, where one extreme example is Ellinor’s choice
to lose contact with her daughter by not “being a rat.”

Petra described another possible drawback. For her, the
display of extreme toughness affected her sense of femininity and
the opportunity to start relationships with men.

We usually have a saying that: the guy must be one level worse than

the girl for her to like him. If you are as extreme as me and some

other women, it is difficult to find guys. You have to find an extreme

guy who is worse than me when it comes to crime and stuff, in order

for me to feel feminine. That is what it’s all about.

Common to Romina, Ellinor and Petra was that they held middle
or high positions in the drug economy and that they used street
masculinity as a main strategy.

Establishing Trust, Being Professional, and
Keeping a Low Profile–An Alternative to
Street Masculinity
Far from all the interviewed women were able or willing to
display street masculinity. Some stated that they “lacked what
it takes,” others believed that there were better strategies for
gaining respect and managing business in the drug economy
than radiating danger, physical strength and aggressiveness.
The women defined a number of such successful strategies,
including: to be honest, fair and explicit in business; to deliver
what one promised in terms of quality and price; to keep track
of your finances and your own drug use; being attentive to
customer needs; building trustful relationships with customers
and business partners; and keeping a low profile rather than being
“cocky” and “brash.”

Monica supported herself primarily through selling stolen
goods and dealing amphetamines. She said she had gained a good
reputation, respect and good customer relationships by being just
and by selling stolen gods and drugs at reasonable prices.

You have to make people respect you, not that I’m violent or

anything, but I have always been straight and fair, you know, with

everyone, it doesn’t matter who they are and if they want to buy

only a gram that’s cool too. Many guys, in particular, can get a bit

cocky, they’re just hard work, saying they won’t sell for less than

500 (50e). They get more interesting that way, girls flock around

them. But it’s only because of the bag of drugs, not because of them,

but they suppress all that and think of themselves as top dogs. Most

guys are like that, but many of them also fall flat to the ground. . .

If you’re fair you manage better, you may get robbed anyway, but

most of the time that happens to nasty people, those that are brash

and mean to people and cocky just because they walk around with a

big bag of drugs. Some people get annoyed when they walk around

thinking they’re top dogs: it can backfire. People who are treated

badly or that are jealous are also more likely to rat on you.

Having satisfied customers and avoiding annoying people are,
according toMonica, important ways to reduce the risk of violent
conflicts and of being “exposed to the police.” Given the fact that
violent conflicts and police interventions are two of the major
threats to activities and incomes in the criminal world, these seem
to be important strategies.

Another way of keeping a low profile and avoiding risks used
was to dress and act “gender neutral.” This has similarities to
what Grundetjern and Sandberg (15) call desexualization and to
Deutsch’s (44) concept of “undoing gender.” In this case it means
neither enacting street masculinity nor using sex or enhanced
femininity. According to several women’s stories, neutral clothing
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and a calm attitude reduced the risk of attention, conflict and
police intervention compared to street masculinity’s flashiness
and cocky jargon (compare, 32). To downplay femininity and
avoid playing on sex can, according to some women, increase the
chance of being respected in the business, while at the same time
reducing the risk of sexual harassment and abuse.

Several women said that they were generally less likely than
men to be arrested by the police. They explained this with them
not being seen as dangerous or criminal to the same extent as
their male colleagues. In addition to keeping a low profile, some
women described more elaborate strategies to reduce the risk of
being arrested by the police. Lisa, who was dealing heroin, told
me that she sometimes went down to the red-light district and
showed herself to the cops so “they wouldn’t suspect anything else.”
Since sex sales are not criminalized in Sweden (but sex purchases
are) it meant less risk to her if the police thought she was selling
sex rather than dealing drugs, something that can result in long
prison sentences.

Most women emphasized the importance of creating and
maintaining good and trustful relationships with other people
in the drug economy. All the women were dependent on
continuous and secure access to drugs, and most did daily
business with others in the form of dealing drugs, selling stolen
goods or collaborating on theft or burglary. Drug economies
are often depicted as fierce and ruthless arenas characterized by
competition and lack of solidarity. Based on the women’s stories
there is evidence that speaks both for and against this notion.
Expressions such as “you can’t trust anyone” and “it’s about eating
or being eaten,” clearly speak for lack of solidarity and trust.
At the same time, several women also gave examples of good
collaborations and close relationships.

A few women collaborated with other women, either around
sex selling or dealing drugs, some describing this at a kind
of “sisterhood.” However, it was far more common among
the women to have male business partners. Some women
worked with a man who they lived with, others did errands
for men higher up in the hierarchy, and two of the women
stated that they themselves employed men to do errands for
them. Business partners provided access to important contacts
and networks, acted as a backup if the business went bad,
and provided security reducing the risk of being robbed
or exploited.

Drug dealing, in particular, seemed to require good
networks and stable relationships. It was important to establish
cooperation with one or more top level dealer for a continuous
supply of drugs at a good price, and to build a loyal and secure
clientele. Gaining a reputation of being reliable at all levels of
the distribution chain was described as crucial. When I asked
Ylva what she thought were the most important qualifications
for gaining a good reputation and becoming a successful dealer,
she answered:

That you have a good supplier. That you do the right thing, and that

you always pay your supplier. That you keep a good price and that

you always have access to good quality drugs. To keep away from

the cops . . . Being reliable in business is the most important thing,

and also being selective with whom you do business with.

Ylva went on to say that she only sold drugs to a small group
of people with whom she had a close relationship, and that she
only let people she trusted into her apartment. She refrained
from dealing to customers who she perceived as threatening
or uncertain, and avoided competing with other dealers about
customers. Ylva, like several other women, pointed out that the
most important thing was to keep on good terms with their
main supplier.

It was common, as Ylva did, to receive drugs on credit which
you then sold, repaying the debt with part of the profit. Like all
the other women interviewed, Ylva used drugs herself. This can
entail a risk in the form of using some of the drugs you plan to
sell and thus having difficulty repaying the debt or credit to the
main supplier.

One of the most difficult challenges, according to the
women who dealt drugs, was not to adjust the consumption
to the quantity of drugs in possession. Especially those who
both used and sold heroin described it as difficult not to
increase their dose and not to “get high on your own supply.”
This was particularly difficult when the business was bad or
during periods with psychological distress or severe cravings or
withdrawal symptoms.

Some women said that they managed to control their drug use
by setting clear rules for how much they would use, with whom
and where. Others said that they conducted their drug sales in
the form of a “professional and regular business,” with accounting
and clear rules and procedures. However, most of the women said
that at some point they had lost control over their consumption,
which meant that they had to dilute the drugs they sold too much
or that they missed payments up the chain. This could lead to a
bad reputation and increase the risk of sanctions, something that
forced some of the women to periodically abandon drug dealing
for other income strategies such as sex sales, fraud or theft.

Several of the women described themselves as professional
and successful entrepreneurs and compared their illegal
activities with “regular jobs or businesses.” According to Lisa,
successful drug dealing requires similar qualifications as many
other professions where one must be “ambitious, cooperative,
straightforward, honest, strong, and stand up for what you believe
in.” Other important capabilities and norms that the women
emphasized were being responsive to customer needs, always
delivering what you promise, and practicing an ethical cod of not
selling to minors or people not involved in the drug economy.
Most women showed great pride in being self-sufficient and
working hard for their money.

DISCUSSION

The interviewed women had all established themselves as
entrepreneurs in the local drug economy. They bought most of
the drugs they used, and they worked hard for their money. The
results differ from those of early studies on women in the drug
economy that portray them as highly marginalized or passive
victims, dependent on men for their livelihood and access to
drugs (25–27, 45).
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Similar to a number of more recent studies, the results show
that it is possible for women to find their own income strategies
and become relatively independent and successful entrepreneurs
in illegal drug economies (6, 15, 20). At the same time, only a few
of the interviewed women held middle or high positions, and all
the women said that they encountered obstacles and challenges
in their efforts to take care of business and make careers in the
drug economy (compare, 14). Many of these obstacles had to do
with being a woman in a male-dominated context.

The street level drug economy in Malmö, like many other
illegal economies, appears to be male-dominated, patriarchal
and strongly sexualized (9, 14, 15). The women said that they
were generally considered less tough and easier to rob, and that
they were seen as inferior business partners in comparison to
men. Women’s limited opportunities in illegal economies have
previously been explained by institutionalized sexism (12, 16, 42,
46). This sexism appears primarily in “homosocial reproduction,”
“sex typing” and the “task environment of crime” (16). Male
criminals prefer to work and do business with other men,
meaning that men who occupy leading positions subsequently
tend to place other men in significant positions (homosocial
reproduction). Male criminals are less prone to work with or
do business with women as they are seen to lack the physical
and psychological attributes (sex-typing) that are required when
working in an instable and violent context (task environment
of crime) (16). The women in Malmö clearly experienced
institutionalized sexism, and also encountered a sexualized view
according to which they were expected to provide sexual services
for access to drugs, something that has been described in an
earlier study on the Malmö drug scene (34).

The fact that the drug economy was patriarchal and sexualized
meant special prerequisites for the women’s income strategies
and gender enactments. The women’s stories must also be
understood in the light of the fact that they are cisgender
women, all having sexual relationships with men. The overall
heteronormative views on gender roles and sexuality held by
the women may thus be related to their gender identities
and sexuality, as well as to context specific features of the
drug economy.

Three main strategies were distinguished in the women’s
stories: using femininity and sexuality, proving tough and
dangerous by using street masculinity, and a third strategy that
involved establishing trust, being professional, and keeping a low
profile. Some of the women combined different strategies or
switched strategy depending on context, while others mainly
stuck to one. The three strategies should not be seen as fixed,
inseparable or as the only possible ones. Rather, they should
be considered as three typical strategies common among the
women interviewed.

The three strategies were associated with different types of
risks, advantages and disadvantages. Using sexuality and sex
enabled relationships with men in high positions in the drug
economy, improved access to money and drugs, and made it
possible to avoid having to do the most dangerous jobs. Thus,
there could be some benefits to being a woman in a male-
dominated context. At the same time, using sex could, according
to the women, involve increased risks of sexual abuse, less respect
and a lower social status. Sexual harassment and abuse appeared

to be normalized to some extent–something you can expect to be
exposed to as a woman in the drug economy. Using sex as a main
strategy also seemed to be associated with greater loneliness–
this made it hard to be “one of the guys” and at the same time
limited the opportunities for close friendships with other women,
due to bad reputation or competition for men. Grundetjern (33)
has used the concept of emphasized femininity to show how
some female dealers in Oslo’s drug economy played on their
femininity to gain advantages. For the women in Oslo as well as
for the women in this study, strategies linked to sexuality were
associated with the risk of victimization and marginalization.
Although many women used femininity and sex in a strategy
to gain advantages, some also described sex with men in the
drug economy as part of a voluntary and positive sexuality.
Others were strongly critical of strategies related to sex, since they
believed it increased the sexualization of all women in the drug
economy. It is clear that gender enactments, in this respect, are a
response to gendered social hierarchies and expectations, but that
they can also reproduce and reinforce them (21).

Display of street masculinity was especially important for the
women who occupied relatively high or central positions in the
drug economy–those who had many contacts and did business
where large amounts of money or drugs were involved. There
have been similar findings in other studies of drug economies
(15, 33), and toughness and readiness for violence has been
described as a central part of the “code of the street” and as crucial
to holding high positions within criminal street environments
(47). The main benefits of using street masculinity seem to be
about gaining respect and reducing the risk of being robbed
or out-competed (43). Disadvantages can, according to some
women, be about a “split identity,” difficulties in finding a male
partner to start a love relationship with, and being forced to
“sacrifice close relationships” for the criminal career. For some
of the women, the display of street masculinity was somewhat
natural. Others said this was a “mask they were forced to put
on” in certain situations or contexts. For most women, street
masculinity was not an option, as they considered themselves
“lacking what it takes,” felt that it is was not worth the risks, or
believed there were better strategies to achieve success. A study by
McNeil et al. (10) showed that not only women, but also marginal
men who cannot occupy dominant roles due to age, disability,
or health status are exposed to violence and subordination due
to a hegemonic form of masculinity within street-based drug
scenes (10).

Enacting street masculinity seems to be especially difficult
to combine with motherhood. Being a mother can, according
to several women, mean that you are expected to take
care of the household and family. Motherhood can also
entail an increased stigma and condemnation in relation to
drug use and illegal activities as well as being considered
as a risk or burden within criminal networks (48, 49).
Grundetjern’s (49) study on motherhood among women dealers
in Norway showed that the women took on different maternal
identities in relation to the timing off pregnancy, time spent
with children, control of drug use, and place in the drug
market hierarchy. Despite many challenges, some mothers
described being able to successfully combine motherhood and
dealing (49).
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The third strategy, which includes establishing trust, being
professional, and keeping a low profile, seems to reduce the risk of
police interventions, conflicts and exposure to sexual harassment
and abuse. Several of the women who used this strategy showed
pride in working hard for their money, without having to sell sex
or use violence, and compared their business to regular work or
to being a “legitimate entrepreneur.” At the same time, it seems
difficult to achieve higher positions in the drug economy without
also being able to display street masculinity.

The fact that women in illegal economies use a business
model based on relationships and service mindedness has been
noted in several previous studies. Grundetjern (33) showed how
women dealers in Oslo use what she called a “feminine business
model,” playing on the dominant views of femininity and using
care, sociability and service mindedness to gain trust. Other
studies describe how successful women in the drug economy
use a business ethics based on trust, fairness and efficiency, as
an alternative to violence and domination (6, 11, 50). Anderson
(13) even argues that men’s structural sources of power in the
drug market are dependent on women’s roles, relational skills
and power.

Although the drug economy in Malmö is generally male-
dominated, there appear to be local variations and also mobility
over time. Even though Malmö is a relatively small city, the
drug economy seems to be made up of a number of different
networks andmany relatively independent actors. Several women
conducted their own business independently of large criminal
networks and some stated that far from all criminal men have
negative attitudes toward women.

The local context and the structure and character of the
drug economy have previously been shown to influence women’s
opportunities and roles (51). Drug economies based on small-
scale or more family-oriented business models as well as on
long-term relationships have been shown to work to women’s
advantage, resulting in a high level of female participation in
market activities (20). Drug economies in Nordic countries are
usually composed of small and flexible networks, with fewer large
or mafia-like criminal organizations (52), which seems to be in
line with the drug scene inMalmö. This could be one explanation
for the fact that women in Nordic cities such as Malmö and Oslo
(33) appear to have active roles and relatively good opportunities
for success in the drug economy. By contrast, large, concentrated
drug scenes seem to pose great risks and offer less opportunity for
women, as well as for marginalized men (10).

It is clear that gender norms and gender enactments are
important for the interviewed women’s opportunities to take
care of business. At the same time, the women’s stories show
that a number of other factors and circumstances also have
an impact on their opportunities and risks. This points to the
importance of not focusing solely on gender norms or patriarchal
structures (20). For instance, factors such as social context, class,
ethnicity, age and type of drug market have been shown to
influence the opportunities, risks and positions of women in drug
economies (51).

For the women in this study, the type of drug used, and the
degree of drug dependence, was decisive for their social situation,
income strategies, sexuality and risk exposure. About half of

the women interviewed stated that heroin was their main drug
and about half primarily used amphetamines. These are the two
most commonly used drugs among people who inject drug in
Sweden (2). In previous studies, heroin use has been associated
with stronger dependence, higher financial costs, more illegal
income strategies, sex selling, and greater social marginalization
compared to amphetamine use (2, 53). These differences also
appear to be true for the women in this study. More women
with heroin as the main drug described problems and loss of
control of their drug use and a difficult social situation. This is
something that can involve difficulties in maintaining a regular
job and handling illegal businesses that require planning and
control, such as dealing or large-scale theft. Studies have shown
that those who cannot control their drug use face major problems
in pursuing a career in the drug economy (6, 11) and that the
highest positions are often held by those who do not themselves
use drugs to any great extent (42).

For a few women mainly using heroin, a difficult social
situation combined with severe drug addiction and withdrawal
symptoms resulted in short-term perspectives and temporary
solutions focusing on attaining enough money for the next fix.
For this group, supply strategies were reduced to shoplifting,
selling sex on the street or offering sex for drugs, leading to a life
situation characterized by great vulnerability and risk. Sex sales
can, according to several women’s stories, lead to a negative spiral
where you sell sex to get money for heroin and usemore heroin to
deal with pain and psychological stress associated with sex sales.

It was more common among women amphetamine users
to describe a relatively stable social situation and a greater
opportunity to choose between different sources of income.
Amphetamine was also used by some of the women to help
them endure long and hard working days. Fewer women using
amphetamine regularly sold sex. At the same time, it was more
common for women who mainly used amphetamine to have
temporary sexual contacts with men in the drug world, both as a
strategy to gain advantages, but also as part of a positive sexuality.
The differences in sexuality between women using heroin and
women using amphetamine can partly be explained by the fact
that amphetamine is a sexual drug that can eliminate sexual
inhibition, increase sexual desire, pleasure and stamina (54, 55),
whereas heroin and other opioids rarely are associated with a
positive sexuality (56).

It is clear from the woman’s stories that the type of drug
used, the different functions of the drug, as well as the degree
of drug dependence play an important role for their everyday
life and risks as well as for their positions and success within the
drug economy. This is something that has received relatively little
attention in research, and which therefore needs to be explored in
more depth in future research.

The women’s stories show how they are restrained by
gender norms and structures, how they use them to their
advantage and how in some cases they also contribute to
maintaining and reproduce them. Their stories also provide
examples of resistance to sexism and to stereotypical and
negative perceptions of female drug users, and how they use
and move between multiple femininities or masculinity to
achieve success.
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Some of the stories stand out and provide more alternative
images of the drug economy and of women who use drugs.
They show, for example, that gender is not always decisive to
women’s opportunities and that far from all men in the drug
economy hold negative or prejudiced views of women, that it is
possible as a woman to be successful and reach high positions
in a male-dominated and criminal context, that multiple sexual
relationships under the influence of drugs do not necessarily have
to be destructive or harmful, the possibility to combine a family-
and working life with regular injection drug use, and that it is
possible to engage in criminal activities such as drug dealing
based on ethical codes and a sense of pride.

CONCLUSIONS

It is possible for women to establish themselves as successful
entrepreneurs in male-dominated drug economies, but this
is associated with major obstacles and risks that are highly
gendered. Displaying toughness and street masculinity has been
presented as crucial for success in street level drug economies.
The women’s stories indicate that this is only one of many
possible strategies for achieving respect and success. Establishing
trust, being professional, and keeping a low profile, can in some
contexts and situations, be a better strategy than “being cocky”
or using violence. Using sex or playing on sexuality can open
opportunities for women in male-dominated contexts, but this
can also involve increased risks of sexual abuse and a lower
social status.

Similar to a number of previous studies, the results show that
gendered social hierarchies, structures and norms are of great
importance for women’s gender enactments, opportunities and
risks in drug economies. At the same time, the results point to
the importance of also focusing on other factors. The person’s
drug of choice, degree of drug dependence and social situation
can in many cases be of great significance for risks and the
possibility of taking care of business. The results also indicate
that drug economies and gender norms can rarely be understood
as static or uniform. Drug economies based on small scale
business models seem to be more flexible and heterogeneous,
meaning they offer greater opportunities for women to succeed
in business.

LIMITATIONS

The study is based on interviews with a highly selected group
of women–women with long-term injection use of heroin or
amphetamine–within a specific context. This means that the
results cannot be generalized to women’s roles, opportunities or
vulnerabilities in drug economies in general. However, there are
a number of themes in the results that show great similarities

with those presented in several previous studies. This indicates
the possibility of a certain thematic or theoretical generalizability.
Nevertheless, the results must always be understood based on the
specific features of the local context.

The group of women included in the study is in some respects
homogeneous. The women were all white, and all but two
were born in Sweden. This means that questions relating to
having an ethnic minority position, and how this may affect
women’s experiences and opportunities have not been made
visible. All interviewees were cisgender women, and none of
the women talked about homo- or bisexual relationships or
sexual experiences. This is one explanation for the relatively
dichotomous and heteronormative views on sexuality and gender
roles in the women’s narratives, and for the lack of a queer
or transgender perspective in the study. A main focus in the
interviews and analysis was on gender hierarchies and gender
enactments. Although a certain focus was also directed toward
the type of drug used, the degree of dependence as well as
the women’s social situation, other important aspects of their
everyday lives may have been overshadowed.
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Background: Health-related research on women who use drugs (WWUD) tends to

focus on reproductive and sexual health and treatment. Missing from the picture is

an exploration of mid-life and older women’s bodily experiences of transitioning from

long-term substance use into recovery. While there are a growing number of studies that

explore the intersection of drug use and ageing, the gaps in analysis lie in the intersections

between drug use, recovery, ageing, gender, and the body.

Methods: In-depth qualitative interviews were undertaken with 19 women in the UK

who self-identified as “in recovery” from illicit drug use. The interviews were transcribed

verbatim and analysed using Braun and Clarke’s thematic analysis techniques. The study

received ethical approval from the University of Glasgow.

Results: Key findings from the interviews relate to the women’s personal sense of power

in relation to current and future health status, the challenges they endured in terms of

ageing in recovery and transitioning through the reproductive life cycle, and the somatic

effects of trauma on women’s recovery. The findings demonstrate that health in recovery

involves more than abstinence from drugs.

Discussion: Moving from the body in active drug use to the body in recovery

is not without its challenges for mid-life and older women. New sensations and

feelings—physical and mental—must be re-interpreted in light of their ageing and

drug-free bodies. This study reveals some of the substantive sex-based differences that

older women in active drug use and recovery experience. This has important implications

for healthcare and treatment for women in drug services andwomenwith histories of drug

use more generally.

Keywords: mid-life and older women, substance use, ageing, bodies, recovery, health, menopause

INTRODUCTION

An androcentric approach to health has been prevalent within medical research and this is
particularly true of substance use research (1). A particularly neglected research area in the field
of substance use relates to the bodily and embodied experiences of mid-life and older women in
recovery from illicit drug use. This paper’s aim is to pay attention to the voices of women ageing into
recovery and provide a deeper understanding of their experiences of drug-free and ageing bodies.
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This paper specifically focuses on women’s experiences of bodily
recovery from unmanageable substance use.

As the body ages its ability to process drugs changes (2).
Age-related changes in physiology and long-term drug use can
increase adverse drug reactions in older people, exacerbate a
decline in organ function, and increase respiratory disorders and
cancers (3). Higher rates of blood-borne viruses (BBVs), and
physical and mental health morbidity are reported among older
people who use drugs compared to their younger cohorts (4).
In terms of gender differences, older women who use drugs
exhibit poorer overall health status and more chronic physical
and mental health problems than older men who use drugs
(5). Women report higher rates of heart disease, circulation
problems, asthma, bladder problems, colitis/bowel problems
and arthritis than their male counterparts (6). Women who
use opioids and alcohol report higher levels of psychological
distress, including anxiety, depression and panic disorder than
men (5, 6). Adverse childhood experiences are associated with
lifetime mental health conditions and alcohol and substance
use among older people (7, 8) and women who use heroin are
potentially more prone to mental health conditions than their
male counterparts given that many are likely to have experienced
emotional, physical and sexual violence and exploitation (9,
10). While existing research suggests gendered differences in
physical and mental health problems among older people who
use substances, the lack of focus on gender differences is a
limitation in understanding the complex physical and mental
health needs of older men and women who use opiates, alcohol
and other drugs (5, 11).

For most women, the reproductive lifecycle is one of the
biological conditions that distinguishes their bodily experiences
from men. Women who use drugs can experience amenorrhoea
(the absence or cessation of menses in women of reproductive
age) (12). Perceived infertility due to drug-induced amenorrhoea
may result in unplanned pregnancy (12, 13) during active drug
use and following abstinence when the women’s menstrual
cycle begins again. Though limited, evidence suggests that
older women who use drugs may be at risk of earlier onset
of menopause than those in the general population (14)
and issues related to the menopause can be complicated by
methadone treatment (15). Symptoms such as hot flushes
resemble symptoms of opiate or methadone withdrawal (16,
17). Women with drug using histories experiencing increased
levels of physical discomfort, insomnia, irritability, anxiety, and
depression during their menopausal transition may be at higher
risk of relapse (15). The social marginalisation of women who use
drugs combined with the intersection of being an older woman
risks inhibiting wider medical and sociological interest in this
particular group of women.

As the site of biographical experiences, bodies are shaped
by people’s socio-economic and cultural circumstances (18).
Midlife can be for some people a critical time to manage both
chronic conditions andmental health conditions (19). For people
who have used drugs over a long period of time, midlife and
older can be a time when the somatic nature of the body
becomes more evident. The substance use recovery literature
is large and increasing but there are relatively few studies that

examine the bodily aspects of recovery. Seminal recovery studies
discuss people’s health in relation to the impact of drug use
and methadone treatment but not their health in recovery (20,
21). While there has been some research that has explored
bodies in recovery, this work remains limited. Nettleton et al.
(22) found people in recovery endure more bodily discomfort
and pain over a longer period compared to people who used
drugs. Neale et al. (23) explored how the use of opiates and
opioids can mask bodily pains but in recovery, the emergence
of aches and pains are perceived as the result of general wear
and tear from prior substance use, stress, tension and ageing
(23). In order to more fully understand the impact of health
on recovery “a fuller appreciation of the lived experiences of
recoverymust incorporate and give greater attention to the body”
[(22), p. 353]. This paper provides that attention by seeking to
understand what it means to move from a substance using body
to a recovered body as women age into their recoveries from
substance use.

Leder’s (24) concept of dys-appearing bodies is a useful tool
that can provide a phenomenological understanding of women’s
embodied experiences of drug use and recovery through the
temporal phase of mid-life. Leder’s theory looks at the human
body as a lived structure that is central to our lived experience.
The lived body is an embodied self that “lives and breathes,
perceives and acts, speaks and reasons” [(24), p. 6]. Bodily dys-
appearance occurs “when the body undergoes some disturbance,
when it “seizes” our awareness” [(24), p. 70]. “Dys” originates
from the Greek prefix, meaning bad or ill. For example, we
notice pain and bodily discomfort when they stand out from all
the other sensations we experience. They hurt and re-focus our
attention inward; re-organising our relationships with lived space
and time, others and ourselves. But, pain, discomfort and other
bodily sensations can also be difficult to articulate to others (and
sometimes ourselves) (25). They can disrupt our connection with
the external world, inducing self-reflection and isolation. They
constrict our being-in-the-world back to an awareness of our own
body and the particular body area where sensations are felt. The
spatial world stops being the “centre of purposeful action” [(24),
p. 75] and the temporal world contracts. Physical discomfort
demands our attention and brings us back to the here and
now. Bodily dys-appearance can also be characterised by affective
disturbance [(24), p. 85]. Anxiety, for example, manifests itself
somatically through a number of bodily symptoms including
increased heart rate, feeling nauseous and difficulty breathing.
Activities, therefore, are directed towards the goal of removing
pain and bodily discomfort. Both health and illness exhibit
alienations from the body—in health the body disappears and
attention is directed towards the world; in illness and discomfort
the body dys-appears and attention is directed inward to the self.
So too with affective disturbance—in health, capacity to direct
attention towards the world is expanded; in anxiety, depression
or other forms of affective disturbance the mind dys-appears and
attention is directed inward towards the self.

The lived experiences of pain and bodily discomfort in
older women who use drugs is an important but barely
explored area of research within the drug research literature.
The interactions of older age, accompanying illness, drug use,
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and recovery are yet to be explored. We know there is some
evidence that older drug users are reluctant to ask for help
due to perceived or enacted discrimination (26) therefore, as
populations age, it is increasingly pressing that the role of
somatic dys-appearance during drug use and recovery should be
considered by researchers within the spheres of women’s health
and addiction studies.

METHODS

Recruitment
Women over age 35 with a history of drug use were recruited
to this study. The cut-off age of 35 years could be considered
young but the health effects of prolonged drug use and its effect
on the ageing body suggests that women who were early onset
users and engaged in long-term drug use may have a biological
age that is older than their chronological age (27, 28). Long-
term drug use is defined as 11 years or more (29). Convenience
sampling was utilised in this study, as older people who use
drugs and particularly older womenwho use drugs, are a hard-to-
reach group (30). Participation was voluntary and the study was
advertised through email distribution by contacts and colleagues;
on flyers and posters in locations where people in recovery meet,
such as recovery cafes; and posted on online recovery sites.
Women who chose to participate were included if they met the
following criteria: 1) women with a history of illicit drug use;
2) self-identified as in recovery from drug use (abstinent or low
risk use) and 3) were 35 years old or older. Participants were
excluded if: 1) they said they did not meet the inclusion criteria;
2) identified as having mental ill health or other issues that might
trigger distress during the interview or 3) were non-English
speakers. In the event, two women were excluded as neither had
engaged in illicit drug use. Once participants agreed to interview,
arrangements were made for interviews to be conducted at a
venue chosen by the women. Ten women chose their home as
the location for the interview; five were interviewed on their work
premises; and, four chose to come to the first author’s university
office. Each interview was carried out in a private space. The
interviews were conducted one-to-one by the first author (who
has extensive experience of carrying out sensitive interviews) and
lasted on average 60 min.

Topic Guide
The topic guide for the study was piloted and developed through
work carried out in a previous study (31). The advantages of
piloting the topic guide for this study were that it helped hone
the questions, identify challenges in the interview process, and
follow up areas of further interest. For example, following the
pilot study, more opportunities were created for the women to
discuss their experiences of health and therapeutic relationships
through their periods of drug use and recovery. To help women
feel comfortable to talk about their bodies in recovery, questions
were adapted from previous studies with older women to help
prompt them to discuss appearance and the corporeal aspects
of ageing (32, 33). The opening health question moved from the
piloted question “Can you tell me about any changes to your health
as you’ve stopped using?” to the more open “How is your health

today? How does it compare to when you were in your twenties?”
Indirectly asking about health promoted discussion around the
ageing body without any perception of participant discomfort
or reticence.

Analysis
An inductive and deductive analytical approach was used. An
inductive analysis develops concepts and themes from the raw
data and is an iterative process whereby the data are collected
and analysed simultaneously (34). I Nevertheless, it is also
recognised that it is impossible to approach the data without any
preconceived ideas of what themes or concepts might emerge
from the raw data [(35), p. 210] hence a deductive approach
is acknowledged.

The interviews were transcribed verbatim by the first author.
The first author checked a sample of five transcripts against
the recorded data for quality control to ensure their accuracy.
In addition, 17 participants were given the opportunity to read
through their transcripts. Two participants did not have an
opportunity to check their transcript as there was no way to
contact them without going through a third person. Maintaining
their confidentiality was crucial and as such their transcripts
were not forwarded. Of the 17 who were given the opportunity
to read and check their transcripts, 12 took up the offer and
five responded positively. No participants raised any issues,
corrections or complaints.

The transcripts were analysed using Braun and Clarke’s (36)
thematic analysis technique. Thematic analysis is a flexible and
useful heuristic device for managing and producing a detailed
account of data and is widely used within qualitative drug-
based research (37–39). The advantage of thematic analysis is
its relatively simple yet robust analytical strategy. The interview
transcripts were coded thematically through six phases by the
first author: familiarisation with the data, transcription, initial
coding, searching for themes, reviewing themes, defining themes,
and report writing. Transcribed interviews were read through at
least twice for familiarisation. At this stage, ideas about themes
began to emerge and coding began to take shape. A coding
framework was devised to identify themes and sub-themes in
the interview transcripts. As this study followed on from a pilot
study, a number of top-level themes were already identified from
the pilot work and related to the study aims. For example, a
priori themes included health, ageing, and recovery. These top-
level themes were relevant and coded to all participants as they
were the main topics discussed in the interviews. The coding
was further refined as interviews progressed and with repeated
reading of the transcripts. For example, in further iterations the
code “health” was further refined into additional secondary codes,
such as women’s experiences of the menopause or drawing on
the literature to include the concept of “dysappearing bodies.”
The first author (AS) maintained a coding book, in which
codes, description and examples were detailed and discussed
with the co-authors of this paper (GR and LP). The qualitative

software package NVivo 11© was used to code and categorise the
interview data.
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Ethical Considerations
The study was approved by the University of Glasgow’s
College of Social Sciences Research Ethics Committee
(ApplicationNo:400170200). Women who expressed an
interest in the study were given the participant information
sheet and given at least two days to read through it and ask
questions before signing the consent form. The women were
assured complete anonymity, with all identifiable information
removed from transcripts, and published materials. All names
used are pseudonyms.

RESULTS

Sample
Nineteen women with a history of using illicit drugs and recovery
participated in the study. The women were aged between 36 and
60 years (mean average age 47). The women resided in a mix
of urban (N = 10), rural (N = 6) and coastal locations (N =

3) across the North of England and Scotland. Fifteen women
were early onset users, starting drug use in their teens and early
twenties. Four women were late onset users, starting in their
late twenties and early thirties. The participants used a range
of drugs including heroin, powder cocaine, crack-cocaine and
skunk weed between 7 and 47 years (mean average 21 years). The
mean average age at which the women gave up drug use was 34
years old, ranging between 26 years and 54 years of age. Time
in recovery ranged from 6 months to 18 years (mean average 9
years). Sixteen women reported no drug use and three women
reported occasional low-risk drug use including intermittent
use of cocaine, cannabis and alcohol, amphetamines and heroin
(low-risk defined as illegal drug use at minimum level causing
no psychological, legal, employment, family or health problems
[(40), p. 83]).

Health and Bodies in
Recovery—Temporality and Power
The women in this study reported a range of mental health
conditions including anxiety, bi-polar personality, schizophrenia,
and depression that many had experienced prior to recovery, and
some prior to their onset of drug use. Most had experienced
or witnessed physical and/or sexual violence as children and/or
adults. At least seven women had been prescribed anti-
depressants for decades. Nonetheless, most of the women
described improvements in mental health after they stopped
using drugs although this occurred gradually over time in
recovery. Discussing early recovery and mental health well-being
some of the women recalled their vulnerability in relation to
intimate relationships.

“I would say the first couple of years in recovery. It’s a

very dangerous place, psychologically.” (Fiona, age 44, recovery

17 years)

“I had a period of time a few years ago when I was completely clean

and some of the behaviours, some of the stuff that I was doing with

men, using men to make me feel good...I suppose it was a bit like,

it was addictive behaviour you know. . . I think I had some kind of

breakdown or something and obviously I relapsed...” (Claire, age

39, recovery 18 months)

Viewing from the present her behaviours in previous recovery
as “dangerous” and “crazy,” Claire actioned intimacy with men
to improve her self-esteem and sense of self-worth. For Jennifer,
aged 44, coming to terms with her past meant coming to terms
with her body:

“I think that those behaviours that I learned to manage life for a

long time, see my body as a sexual object, something that I used in

some transaction, those behaviours were probably the hardest ones

to change. Stopping drugs was hard but even when I stopped drugs

I continued those behaviours at periods you know here and there.

So I think today I see my body as, it’s just a body. It doesnae have

any power or anything like that...It took me a long time to connect

with my body and feel like I was alright with it.” (Jennifer, age 44,

recovery 10½ years).

Learning how to manage emotions and subsequent behaviours
in ways that did not leave them feeling exploited (either by their
own actions or by those of others), was important in enabling
some of the women to come to terms with their bodies in the past
and appreciate them in the present: thus, improving their sense
of bodily self-efficacy and self-esteem.

In terms of physical health, some of the reported conditions
included chronic obstructive pulmonary disease (COPD) and
emphysema which some participants attributed to smoking
drugs; nerve pain and deep vein thrombosis occurring from
injecting drug use; and trigeminal neuralgia and fibromyalgia,
rheumatoid arthritis and arthritis that occurred, or the women
became aware of, in recovery. Seven women had cleared the
hepatitis C virus (HCV), contracted during their period of using
drugs. No women had hepatitis B or C at time of interview.While
most of the women described their current physical health as
good there were concerns that irreparable damage had been done
to their bodies as a consequence of their drug use. Women in
both long-term and early recovery expressed concern that risk
behaviours in the past might have consequences for their health
in the future:

“It does concernme that ehm. . . there’s maybe some damage that I’ve

donemaybe inmy past or ehm that’s going to come back and bite me

on the arse. That’s going to come back ehm and kill me maybe...I’m

constantly aware of my mortality now I think. And I think that’s

because I’m fucking over 50. And I just think about how careless I

was with my health andmy life.” (Lorna, age 53, recovery 18 years)

“I’ve got a lot of fear as well you know because my family all die

young with cancer you know. . . and I went for genetic testing and

they said I’ve got a 80% chance of lung cancer but didn’t stop me

using or smoking or anything like that. Now I’m more thinking

about it now. I’m like that “oh fuck” you know. But what’s for

you is for you, you know what I mean. That’s the way I’ve got to

think. I cannae sit and just dwell about it.” (Sara, age 44, recovery

18 months)

Both Lorna and Sara felt a sense of their own mortality as
women in mid-life: Lorna because she was “over 50” and Sara
as she approached her mid-40s. Lorna’s “concern” that past
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“careless” behaviours had contributed to known (HCV) and
unknown health conditions was underpinned by the helplessness
she felt. Sara’s fear was compounded by a family history of
cancer and while worried about the consequences of her cocaine
use, knowing there could be a genetic propensity to cancer,
she accepted it as something she had no control over. Both
women felt a sense of powerlessness regarding their future health
status. Nonetheless, Sara and Lorna’s narratives illustrate how
some women make sense of their health in the present, which is
anchored to behaviours in the past that have potential to impact
on health and well-being in the future. Moreover, the pervasive
social value of individuals taking personal responsibility for their
health may be such that, no matter how long women have been
in recovery, former actions, lifestyles and behaviours that were
potentially physically injurious to health and well-being are used
to explain current health conditions by the women themselves
and their health providers (41).

Perhaps because of a tendency to accept their current health as
a consequence of past behaviours, some of the women compared
their health to other people who use drugs and spoke about pain
and illness as something to be endured. A number of the women
described their health as good although they suffered pain on a
daily basis.

“Aye I’ve got a sore hip but on the whole I’m not too bad. I have

got chronic lower back pain...I’ve got asthma, but on the whole

my health’s really good. And I know I’m lucky and I’m grateful

because I know a lot of people at my age whose health is not nowhere

near as good and you lose a lot of people. There’s always someone

passing away. Like every week there’s someone else.” (Grace, age 49,

recovery 5 years)

“But like I says my health now, obviously I’m feeling all the aches

and pains and whatnot. . .All the damage I’ve done to my nerves

with all the injecting in my legs and things like that. Ehm but I’m

not really complaining either. Especially when I think back what I

put my body through and how I’ve come out the other end of it....”

(Terri, age 59, recovery 10 years)

Some of the women were stoical regarding their current health,
“grateful” for having survived their drug use relatively unscathed.
It has been theorised that certain types of pain and illness (such
as that associated with substance use) are experienced as ‘moral
events’ involving internalised and externalised shaming and
blaming (42). A tendency to judge people who use drugs, plus the
stigma associated with injecting drug use and bloodborne viruses
is such that some people may be reluctant to discuss health
issues anticipating some form of felt or enacted stigma from
others (43). Furthermore, emphasising personal responsibility
for their health, risks disregarding the political, economic and
socio-cultural circumstances of people’s lives (44). Maya, age
42, recommended that practitioners working with older women
who use drugs should remember, “We are people with complex
issues and often very challenging histories, not necessarily of our
own making.”

Ageing in Recovery
Some women spoke about changing their outlook on their health
as they got older. Acknowledging potential damage to their health

from past drug use, the women now took steps to improve their
health in the present.

“I feel like my attitude towards my health, I would never, like I went

for a smear test last Tuesday. I never miss anything. I feel really

privileged to be in a country where we get those regular checks for

free. Ehm, so I buy into all of them.” (Jennifer, age 44, recovery

10½ years)

“As I’ve got older my health has become more important...I think

gradually there’s been an awakening of self-worth that’s directly

related to self-care.” (Janine, age 47, recovery 21 years)

Janine’s attention to her health was prompted by her sponsor in
Alcoholics Anonymous who encouraged good nutrition, exercise
and sleep. From Janine’s perspective, changes to her diet and
general self-care had led to improvements in both her health and
her sense of deserving care: “I was worthy of that care.”

Abstaining from drugs and entering recovery revealed aches,
pains and other symptoms that were absent while the women
were using drugs.

“The first thing that I noticed when I got clean was that life

hurts....I’d been using opiates for years and years and years. Not

feeling any pain apart from the pain of withdrawal. And once that’s

over I realised, my god, my bones have aged somewhat. . . I felt like

an old woman complaining to the doctor “This is sore and that’s

sore.”” (Lorna, age 53, recovery 18 years)

“I never thought I had bad health until I stopped...Soon as I stopped

oh my god. I think I went from a 20 year old to an 80 year old. Just

the pains you get and you’re beginning to realise what other things

you have, things that are wrong with you that you didn’t think you

had.” (Shona, age 60, recovery 12 years)

“I think when I was using drugs, it masks so much doesn’t it” (Kate,

age 60, recovery 5½ years)

The women likened their painful bodies to old bodies and
recovering bodies. Lorna, who stopped using illicit drugs at
age 35 and Shona, who stopped at age 48 both described
their drug-free bodies (in early recovery) as “old.” Applying
Leder’s (24) hypothesis, their ageing, recovering bodies seized the
women’s attention. During their drug using period, their bodies
went unnoticed until withdrawal pains seized their attention. In
recovery, with no opiates or other self-medicating drugs in their
system, pain or discomfort were noticed when they interrupted
their consciousness. At this point the women’s bodies were no
longer “absent,” instead they disturbed or “dys-appeared” (24).

In addition to a reduction in or absence of illicit drug use,
the decrease or absence of prescribed drugs also heightened the
women’s awareness of pain.

“Back then ehm I. . .when I was obviously getting so much pain

killers, taking my painkillers and Valium, never felt pain eh. Never

felt anything eh. Total numb feeling it was, I suppose. But now

I’m in pain all the time.” (Shona, age 60, recovery 12 years) “And

that’s the other thing because I am older and I’m weaning myself off

this pain medication, when I was young I never had any aches and

pains. I was like ‘oh fuck’ you know so there is this as well. I think

your body gets used to aches and pains but basically because I’ve
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anaesthetised myself for so many years, I’m just, can’t cope with it.

So that does concern me a bit.” (Nina, age 55, recovery 12½ years)

Nevertheless, some of the women were reticent to blame all
their aches and pains on the absence of drugs and felt that they
were experiencing the “natural” bodily discomforts of the ageing
process. As Shona stated, “I put a lot of things down to I’m getting
old because I am.” (Shona, age 60, recovery 12 years).

Ageing Into the (Peri-) Menopause
The women in this study were at different stages in their
reproductive lifespan. Some were still menstruating or
entering into the peri-menopause while a few were post-
menopausal. This section reveals some of the women’s
discussions around menstruation and the menopause and
its impact on their recovery.

Women who use drugs can experience amenorrhoea, the
absence or cessation of menses (periods) in women of
reproductive age (12). For Jennifer (age 44, recovery 10½ years),
recalling her absence and thinking about her embodied future,
this meant:

“All that weight loss to not having periods for years. That’s

osteoporosis in the post.” (Jennifer,

Perceived infertility due to drug-induced amenorrhoea may
result in unplanned pregnancy (12) during active drug use and
following abstinence when the women’s menstrual cycle begins
again. Fiona found out she was 26 weeks pregnant following
detoxification from methadone, heroin and diazepam and said:

“I didn’t realise I was actually pregnant because I’d not had regular

periods for about 2 years.” (Fiona, age 44, recovery 17 years)

The return of women’s periods after years of drug use can be an
uncomfortable aspect of recovery, as described by Claire:

“PMT is horrendous. I dread it. And it seems to surprise us each

month. I’m like what’s going on, why do I feel like this and why is

my head racing...So yeah, I really struggle with it. It’s, you know,

this recovery stuff, getting used to feelings and thoughts anyway, it’s

hard enough without all that going on. PMT stuff...Yeah. I don’t

find it easy this time of the month I really don’t. And I think that

anxiety gets a lot more when I’m due my period.” (Claire, age 39,

recovery 18 months)

These findings support other studies on women recovering from
heroin use (23). For some women in early recovery who are
learning to manage their emotional well-being, menstruation
involves a process of recognising, remembering and self-
discipline. Insights into the potential for relapse caused by
the return of menstrual symptoms and the anxiety that can
accompany them suggest this is an area of women’s recovering
health that requires further enquiry.

Seven women discussed their experiences of the peri-
menopause, the transition time to the menopause, when
menstruation ceases altogether. Jennifer used a combination of
hormone replacement therapy (HRT) and mindfulness practise

to manage her symptoms which she described as “extreme” and
having “a significant impact on [her] well-being.” Symptoms
included brain-fog, anxiety, fatigue and loss of libido.

“My GP initially diagnosed me as being depressed and I was

offended almost because I knew I was feeling a bit down but I didnae

feel like I was depressed. This was a male doctor and I sought a

second opinion and went to a female doctor and she got it instantly

and she went “no, you’re not depressed this is what’s going on for

you.” And just to have someone to validate that and go “yep, this

is.” And I thought that’s what it was.” (Jennifer, age 44, recovery

10½ years)

While Jennifer attributed her low mood to the changes that
come with (peri-) menopause, her experience echoes those of
women elsewhere with regard to health concerns diagnosed as
psychogenic by medical practitioners (16, 45). Jennifer felt that
the menopause was an issue that needed to be discussed with
women in recovery:

“I think that menopause as well is something that should be

talked about...especially for women in recovery. I think you’re

programmed to always bring things back to yourself and look at

yourself and what’s going on with you then going through this period

of my life this is not something that is the result of my past or, it’s just

something that all women go through.” (Jennifer, age 44, recovery

10½ years)

The menopause, as Jennifer points out, is a natural bodily
transition that requires medical and/or social support and
understanding in the present, not personal self-reflection on past
or present behaviours or actions. Like Claire, around the start of
her periods, who experienced sensations that felt like the more
familiar sensations of withdrawal and cravings, Grace recalled
her menopause symptoms as similar to being “on something” and
found it worrying and uncomfortable.

“I just felt like I had baby brain. Everything was getting on top

of me. I was getting forgetful. I was thinking I was on something

when I wasn’t. Just I don’t know. Couldn’t concentrate. Wasn’t

sleeping properly. Hot flushes. Over and over. They just got worse

and worse and worse. Headaches. Restless. Emotional.” (Grace, age

49, recovery 5 years)

These findings show that older women in recovery from drug
use can experience menstrual, peri-menopausal and menopausal
symptoms that feel, to them, similar to the effects of narcotic
drugs and drug withdrawal. This presents not only a potential
relapse trigger, but also a set of symptoms that are open to
misinterpretation by a medical profession that already has a
history of dismissing women’s understandings of their own
bodies as psychogenetic (45), and specifically of dismissing the
sense-making of women in recovery through an addiction and
recovery lens (46). Together, these produce a double barrier to
care, as women and care providers both make sense of menstrual,
peri- and menopausal symptoms through both a substance use
and wider psychogenetic lens.
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Having considered the women’s self-reported health and
experiences of their bodies and ageing in recovery, the
next section explores trauma as felt and embodied by
the women.

Embodied Trauma, Embodied Emotions
Most of the women discussed having experienced some form
of physical or psychological trauma. In the Body Keeps the
Score, Van der Kolk (47) suggests post-traumatic stress disorder
(PTSD) is embodied and carried on in the body long after
the trauma has stopped. Terri, a child-rape victim expressed
how that event had affected her health and that even with
counselling the physical and mental health effects of the
trauma remained:

“It’s the amount of years that it’s took that’s, it’s a hard part as well.

And it’s all the drugs and the drink and how it affected my health

as well into the bargain. Because I’m in pain every day, every day.

Seven days a week...And it’s just so, so unbelievable how much that

could just change your life like that. Ken, somebody could sit and

speak to you for hours but when that person goes away it’s just there

again.” (Terri, age 59, recovery 10 years)

Terri was particularly graphic in describing the intense
embodied emotions she still experienced in times of
distress. A few months earlier, she had been abused on
social media.

“Oh I was devastated....And I was like I was drained with

it. . . totally drained. I was really gutted about the whole situation

like. And it went from there to they were actually going to put me

under the counsellor because I told the doctor “that is on my mind

in the morning when I wake up. When I go to my bed.” I said “I am

so embarrassed that I feel humiliated at all the amount of people

that’s joined in and that. Honestly” I says “I feel absolutely gutted

wi this.” And I actually lost weight just in that wee space of time wi

the stress of it. I’ll never forget it. I’ll no, that’ll never just go away.”

(Terri, age 59, recovery 10 years)

The embodied emotions Terri felt had a temporal aspect
that was not easily shaken. Terri imagined she would never
forget how she felt, her embodied humiliation carried into
the future. Time contracts as embodied emotions and trauma
are felt and relived. The past, present and future seemingly
combine. Maya described how images evoke painful memories
for her:

“Like I was saying with the photo. . . because how horrible the image

it creates for me in my mind you know I can see myself, I can

remember the feelings and how I felt at that time and it was so

horrendous.” (Maya, age 42, recovery 14 years)

Despite all the work the women have put into their recovery,
the trauma they have experienced throughout their lives, is still
carried within their bodies. Research elsewhere has described
the return of emotions in early recovery as something akin
to becoming “un-numb” [(23), p. 93]. Eventually, emotions
settle and people learn how to manage them more effectively.
The findings in this study echo those of Neale et al. (23) but

also demonstrate that even in long-term recovery the body
still “keeps the score” (47) when remembering past events
and traumas.

DISCUSSION

The interviews illustrate the complex bodily processes felt by
women in recovery from substance use. The women described
a number of mental and physical health symptoms that have also
been identified in other studies with substance users (4–6, 48).
However, this study moves beyond describing health conditions
to exploremid-life and older women’s bodily experiences of drug-
free and ageing bodies. The long-term effects of prolonged illicit
and prescription drug use are concerns for these women, as
is the cessation or reduction of some prescribed medications.
They work hard to make sense of bodily sensations [around
pain, discomfort, menstruation and the (peri-) menopause]
and navigate these in relations with others—including medical
practitioners who frame them as psychogenetic and/or related
to their past drug use. The intersection of the ageing and drug-
free body brings to the foreground changes in the women’s
values towards their health where greater self-care is taken, and a
process of self-understanding is undertaken. As younger women
who used drugs, the body was, as Leder describes it, absent (24).
Nevertheless, while their bodies went unnoticed in terms of pain
and illness, their bodies were still valued in terms of transactional
power. As older drug-free women, improvements in self-worth
combined with a sense of personal responsibility for their health,
helped them re-evaluate their bodies. For some women, this
instilled feelings of greater bodily and emotional control that
were absent through their drug-using period. However, ideas
about personal responsibility were complicated. They were also
at times related to an awareness of the wider social economic
and political circumstances of the women’s lives. In this sense,
emphasis on individual responsibility risked downplaying factors
over which the women had no control, and also heightened the
risk for feelings of stigma and shame. Understanding of these
wider factors that generated health risks was also important
for developing ideas about being worthy of care. Some actively
worked out to maintain good physical health and almost all
practised some form of meditative or therapeutic practise to
maintain good mental health. Despite their new and emerging
pains, their bodies in recovery were preferable to their bodies
in active drug use. This re-evaluation of bodies that are free
from unmanageable and damaging drug use could provide
opportunities for improving medical practise and recovery
support with mid-life and older women. Understanding women’s
medical and drug-using histories is obviously important but as
highlighted in the findings, can also be reductive. Practitioners
could build on women’s emerging and growing sense of worth
and motivation for improving self-care by acknowledging and
paying attention to the women’s own understanding of their
bodies and health. Advice and support around the bodily
changes that abstinence incurs could help women make sense
of these changes, reducing perhaps some of the discomfort
and anxiety they experience. More attention could be given to
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diet, physical activity and good mental health practises (such as
mindfulness) which might help women manage more effectively
the emerging and often uncomfortable, bodily sensations of
early recovery.

Paying attention to the women’s voices we hear how the body
and health in recovery involves much more than abstinence from
drugs. Moving from long-term substance use and into recovery is
potentially a time of increased vulnerability for some women as
their libido returns and they reach out for intimacy and support
[(49), p. 23]. Understanding the body and their sexuality as it
was in the past and its centrality to feelings of self-worth and
self-esteem required the women in this study to learn how to
deal with their emotions and bodily sensations without feeling
bodily exploited. To what extent women struggle with this aspect
of early recovery is relatively unknown but the findings from this
study suggest that some women will find it challenging. Research
into this aspect of women’s early recovery could help raise
awareness and inform practise around this period of potential
vulnerability helping women avoid repeating negative behaviours
from their past (50).

Most women approaching or in mid-life manage changes
in their reproductive cycles. Menstruation and menopause are
events that can interrupt and disrupt women’s bodies and
where symptoms need to be re-interpreted as natural bodily
processes. The women in this study discussed their menses
and (peri-) menopausal symptoms, shedding further light on
a neglected aspect of research in the addiction literature.
Adding to the work of Tuchman (16) and Johnson et al.
(17), the women confirmed the “felt” similarities between
the effects of drug use and withdrawal and the symptoms
of pre-menstrual tension and the peri-menopause/menopause.
They further reveal how these symptoms can be particularly
challenging for women in early recovery. They have to learn
to understand and interpret new and emerging bodily pain
and sensations without the anaesthetising effects of drugs.
Understanding these as natural could help reduce anxiety
for women in active drug use, medication-assisted treatment,
and recovery. Research that explores women’s experiences of
their reproductive lifecycles could help to reveal the complex
intersections of gender, health and ageing in drug use and
recovery. Insights gathered from women who use or have used
drugs, as well as professionals in the fields of substance and
use and/or women’s health, could support the development
and co-production of information materials, awareness-raising,
and possible interventions and/or support around menses, the
perimenopause andmenopause. Implications for practise suggest
treatment staff and prescribers are trained to listen to and support
women, and transfer up-to-date knowledge on this aspect of
women’s health.

Moving from the body in active drug use to the body
in recovery is not without its challenges for mid-life and
older women, and for the practitioners who support them.
New sensations and feelings, physical and mental, must be
re-interpreted in light of their ageing and drug-free bodies.
It is the body that carries them through their experiences
and it is the body through which they experience the
journey. Their bodies contain their past, present and future

selves. It symbolises who they were, who they are and
who they might become. Understanding what it feels like
for women making this transition from substance use to
recovery is relatively uncharted in the literature to date.
Women’s embodied recovery is about far more than just
abstinence. As Maya reminds us, practitioners need to
acknowledge that women, who have used or use drugs,
often have challenging and complex histories unrelated to
their drug use. Practitioners must pay attention to women’s
own understanding of their bodies, bodily sensations and
physical health needs in order to provide them with effective
health care and support as they move out of drug use, into and
through recovery.

Limitations
The sample size of 19 women might be considered a limitation
of the study however, the original sample size (15 to 25 women)
was chosen to reflect the anticipated challenges of recruiting
older women with a history of drug use (30). A larger sample
of women from across the UK and a greater number of women
in active drug use would provide a wider range of experiences
to explore. Speaking with a greater number of women in their
fifties and sixties could also elicit further information on the
peri-menopause and menopausal period in women’s lives, thus
adding to the limited number of existing studies, most of which
originate from the USA. Moreover, including older women from
other marginalised groups such as homeless women, BAME
women and women in the criminal justice system could add
insights into the structural and socio-economic barriers and
inequalities that impact on bodily recovery among women with
a history of drug use. As such, the findings of this study, as
with qualitative inquiry in general, cannot be said to represent
the universal experiences of all older women with a history
of drug use, although the methods used to collect the data
and the findings could be transferable to health-based studies
with populations of older women who use drugs elsewhere
in the UK and beyond. Nevertheless, despite the size of the
sample, the participants in this study reported having to learn
how to understand their recovered or recovering body, how
to interpret and respond to often novel and/or unwelcome
bodily sensations, and to do so in relation to health care
providers and others.

Final Thoughts
This paper explores from women’s standpoints and within
a context of ageing and health, journeys from being a
woman who uses drugs to a woman in recovery, providing
greater depth and understanding on, an issue that is relatively
unknown in UK substance use research. Paying attention to
the women’s voices provides unique perspectives on their
embodied recoveries, as felt and experienced by them. The
women’s experiences are singularly personal to them, yet
taken together they offer deeper understanding of the bodily
experiences that shape their health as they transition into
and through recovery. In doing so, the paper provides an
original and important contribution to studies that explore
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the intersection of gender, substance use, ageing, recovery
and the body.
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Background: Integrated care is a promising model for pregnant and parenting women

with problems related to methamphetamine use. Yet more research is imperative to guide

services for this vulnerable population as methamphetamine use contributes to housing

instability, which is associated with heavier use and overdose death.

Method: This prospective observational study analyzed how housing at discharge

from psychiatric care was related to patient characteristics, program participation, and

aftercare in 102 pregnant and/or parenting women.

Results: Twelve of 23 women who were unstably housed at admission (three of six

homeless) achieved stable housing by discharge from integrated care. Women were

more likely unstably housed at discharge when unstably housed at admission, single,

living apart from at least one minor, or when the other parent had a substance use

disorder (p < 0.05). Unstably housed women at discharge were also more likely to

have used social and inpatient services, and to transition to inpatient rehabilitation (p <

0.05). Among baseline characteristics, logistic regression identified unstable housing at

admission (OR= 6.07) and being single (OR= 4.01) as the strongest unique contributors

to unstable housing at discharge (p < 0.05).

Conclusion: Unstably housed women and single women seem particularly at risk of

remaining in precarious living conditions despite accessing integrated care for problems

associated with methamphetamine use. Future work should investigate whether stronger

partnerships with government and community agencies could be a way forward to help

these women attain and maintain stable housing.

Keywords: perinatal substance use, maternal drug use, pregnancy, socioeconomic deprivation, unstable housing,

multimodal therapy, methamphetamine use disorder, drug addiction
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INTRODUCTION

Global methamphetamine markets continue expanding while
methamphetamine use has reached epidemic proportions in
many parts of the world (1–3). This escalation threatens public
health due to the related morbidity, mortality, and criminality
(1–3). Methamphetamine use and unintended pregnancies can
have detrimental consequences for women and their offspring,
such as eclampsia and death (4–8). Newborns with prenatal
methamphetamine exposure are at risk for withdrawal symptoms
and developmental deficits, which include reduced weight, size,
and head circumference (5–8). These children also exhibit
more problems in later life, such as signs of attention-
deficit hyperactivity disorder at school age (5–7). Pregnant and
parenting womenwho usemethamphetamine often struggle with
polysubstance use, mental illness, socioeconomic deprivation,
and single parenting (8–11). Compared with parents using
other substances, parents using methamphetamine are more
likely female, unemployed, not in a committed relationship, and
without custody of their children (12). Moreover, parenting stress
is even higher in methamphetamine-using mothers than fathers
(13, 14). Despite the need for prevention and intervention,
methamphetamine-using women experience limited pregnancy,
pediatric, and mental healthcare (6, 8, 10, 11, 15). Barriers
concern the awareness of services and care needs, availability,
affordability, logistics, and legal implications regarding substance
use and childcare (16, 17). Access is additionally hampered by
stigmatizing attitudes toward methamphetamine use, substance
use in pregnancy, socioeconomic adversity, and legal system
involvement (16, 17). This accumulation of biopsychosocial
stressors can fuel a vicious cycle of poor maternal and child
health, substance use, adversity, and marginalization (6, 9, 18).

The concept “Mama denk an mich” (Mamadam, “Mommy
think of me”) was developed to break this cycle by providing low-
barrier care across disciplines and settings. Case management
and coordination meetings integrate the Psychiatric, Obstetric,
and Pediatric Departments at the Dresden University Hospital

with child welfare and community substance use services. Care is
mainly provided on an outpatient basis to promote psychosocial

functioning and well-being in daily life.

Psychiatric care draws on the available evidence and best
practice for the management of methamphetamine-related
disorders (19). Patients consult with a psychiatrist and/or
psychotherapist from several times a week to once a month as
needed. Mamadam provides women-only group psychotherapy
based on a manual that combines methamphetamine-specific
psychoeducation, motivational interviewing, and cognitive
behavior therapy (20–23). Hospital social workers partner
with community and government agencies to aid patients
in finances, work, and housing. Childcare is supported by
establishing a crisis plan in case of relapse and by in-home
assistance if needed. Supervised random substance screening is
employed to promote treatment engagement. Inpatient care is
also available, which provides additional group therapies, such
as exercise classes, progressive muscle relaxation, occupational
therapy, social skills training, and specific therapies for
psychiatric comorbidities.

Previous studies described the Mamadam concept in detail
and added to the evidence that pregnancy and parenthood
provide opportunities to motivate change (13, 19, 24), thereby
decreasing substance use and child removal (15, 25–27). Patients
could be engaged in outpatient psychiatric treatment over
months, but more research is imperative to evaluate and optimize
care strategies. Studying housing instability is insightful as it
may not only be a consequence (28, 29) but also a cause of
substance use and even overdose death (30, 31). Moreover,
meeting the basic need for stable housing is essential for effective
social and professional reintegration. We thus investigated how
housing at discharge from Mamadam was related to health and
life circumstances at admission as well as healthcare utilization
before, during, and after Mamadam. The goal was to gather
information on what interventions may be beneficial and how
best to integrate them to prevent and mitigate harms related to
methamphetamine and other substance use during pregnancy
and parenthood. These findings should inform care initiatives
that are urgently needed to counter the impact of the global
methamphetamine crisis on women and children.

METHODS

This prospective observational study aimed to identify baseline
and treatment correlates of housing in pregnant and parenting
women with methamphetamine use disorder according to the
Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition. We studied all 102 women who accessed psychiatric
care within Mamadam since its start in 2016 and left or
completed treatment before July 30, 2020. This naturalistic
sample included the 73 women whose treatment adherence
was previously analyzed (27). Adherence was categorized as
early discontinuation (before implementing a care plan), partial
completion of the program (late discontinuation), or successful
completion (requiring stable abstinence).

Statistics were performed in SPSS 27 (IBM, Armonk,
NY, USA), using two-sided tests, a significance level of
0.05, and data on all patients unless stated otherwise.
We categorized women depending on whether they had
control over their living arrangements at discharge as stably
(own apartment, condominium, house) or unstably housed
(supported transitional accommodation with children, living
in others’ homes, homeless). They were compared on baseline
characteristics, Mamadam participation, and aftercare. Pearson’s
chi-square test (or Fisher’s exact test when cell sizes were too
small) and Bonferroni-adjusted pairwise comparisons were
applied for categorical variables. We used Mann-Whitney U
tests as histograms, normal quantile-quantile plots, and tests
of normality demonstrated that continuous data were not
normally distributed.

We quantified associations between variables that differed
significantly between groups with the phi coefficient. To identify
the variables with the strongest unique contributions to housing
at discharge, we built one model with baseline and another with
treatment variables. All variables that had complete data and
met the assumptions of logistic regression were considered for
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forward stepwise selection using the likelihood ratio. Significant
variables from these models were entered in a third model
to discriminate how much variability of housing stability at
discharge was explained by each variable when controlling for
the others.

RESULTS

Study Sample and Care Utilization
The naturalistic sample consisted of pregnant (n = 38)
and/or parenting (n = 95) women with problems related to
methamphetamine use. Of the 102 women, 79 were stably
housed at admission to psychiatric care and 82 at discharge.
Living arrangements and changes therein are detailed in Table 1.
Table 2 displays baseline characteristics, program participation,
and aftercare, stratified by housing at discharge.

Baseline Correlates of Housing at
Discharge
Women were more likely unstably housed at discharge when
single, unstably housed at admission, living apart from at least
one minor, or when the other parent had a substance use
disorder (p < 0.05). The majority of unstably housed women at
discharge had a criminal record (prison sentence in over one-
third), whereas almost two-thirds of stably housed patients had
no record (prison sentence in one-sixth), yet there was no overall
significant difference in criminal system involvement between
groups. About 10% of women across groups were employed
and about three-fourths had a current psychiatric comorbidity.
Groups were also similar in age, being pregnant, being childless,
number of minors, years of methamphetamine use, and prior
withdrawal program participation (p > 0.05).

Treatment Correlates of Housing at
Discharge
Unstably housed women at discharge were more likely to
have used social and inpatient services, and to transfer to
inpatient rehabilitation (p < 0.05). Groups were comparable in
attendance at individual and methamphetamine-specific group
psychotherapies as well as in program adherence and duration
(p > 0.05).

Associations Between Correlates of
Housing at Discharge
Table 3 presents associations among all baseline and treatment
variables that differed significantly between stably and unstably
housed women at discharge. Being single was significantly
related to the other parent having a substance use disorder
and trend-level related to unstable housing at baseline. These
three baseline characteristics and living apart from at least
one minor were each related to one or more variables of
higher treatment intensity (accessing social services, inpatient
care, inpatient rehabilitation), which in turn were positively
intercorrelated (p < 0.05).

Predictors of Housing at Discharge
Table 4 lists the unique (net) contributions of selected baseline
and treatment variables to housing at discharge (controlled for
the other variables in the respective model). Among baseline
characteristics (first model), being single and unstably housed
predicted unstable housing at discharge (p < 0.05). Among
treatment variables (second model), entering inpatient care
predicted unstable housing at discharge (p < 0.05). When these
three variables were tested together (third model), being single
and unstably housed at baseline retained significance, whereas
inpatient care reached trend-level significance.

DISCUSSION

This prospective observational study documents the importance
of housing in the complex dynamics between social stressors
and treatment response in pregnant and parenting women with
problems related to methamphetamine use. Our real-world data
have direct implications for clinical practice as we continue
developing integrated care for this underserved population.

Baseline Correlates of Housing
Psychiatric comorbidities and social complexities were frequent
in our naturalistic sample of pregnant and parenting women,
echoing the multiple burdens reported in association with
methamphetamine use (19, 24). We previously found that
comorbid attention-deficit hyperactivity disorder and depression
jeopardized treatment engagement in integrated care (27). Yet in

TABLE 1 | Housing at admission and discharge.

Housing at discharge

Stable Unstable

Own Supported Others’ Homeless Total

Housing at admission Stable Own 70 9 0 0 79

Unstable Supported 4 2 1 0 7

Others’ 5 0 5 0 10

Homeless 3 0 1 2 6

Total 82 11 7 2 102

Depending on whether women had control over their living arrangements, housing was considered stable (own apartment, condominium, house) or unstable (supported transitional

accommodation with children, living in others’ homes, homeless).
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TABLE 2 | Patient characteristics by housing at discharge.

Housing at discharge Group differences

Stable (n = 82) Unstable (n = 20)

Baseline

AgeB 28.65 ± 5.84 28.90 ± 6.15 U = 850.50, z = 0.26, p = 0.797

PregnantB 39.0 30.0 X2 (1) = 0.560, p = 0.454C

ChildlessB 7.3 5.0 X2 (1) = 0.135, p = 1.000F

ChildrenB 2.06 ± 1.35 2.20 ± 1.54 U = 846.50, z = 0.23, p = 0.817

Mother-child separation (n = 95 mothers) 57.9 84.2 X2 (1) = 4.524, p = 0.033C,*

SingleB 45.1 80.0 X2 (1) = 7.836, p = 0.005C,*

Stable housingB 85.4 45.0 X2 (1) = 15.001, p < 0.001F,*

EmployedB 12.2 10.0 X2 (1) = 0.075, p = 1.000F

Criminal record (n = 97) X2 (2) = 4.134, p = 0.144F

None 62.8 42.1

Fine or community service 20.5 21.1

Prison sentence 16.7 36.8

Years of regular methamphetamine use (n = 96) 6.71 ± 5.90 7.44 ± 6.84 U = 729.00, z = 0.25, p = 0.799

Prior withdrawal programB 47.6 65.0 X2 (1) = 1.957, p = 0.162C

Current psychiatric comorbidity#

Substance use disorderB 57.3 35.0 X2 (1) = 3.214, p = 0.073C

Depressive disorderB 13.4 15.0 X2 (1) = 0.034, p = 1.000F

Personality disorderB 17.1 25.0 X2 (1) = 0.667, p = 0.521F

Attention-deficit hyperactivity disorderB 14.6 5.0 X2 (1) = 1.342, p = 0.303F

Any 73.2 80.0 X2 (1) = 0.395, p = 0.530C

Any except substance use disorder 41.5 60.0 X2 (1) = 2.231, p = 0.135C

Other parent with substance use disorder (n = 88)# X2 (2) = 7.207, p = 0.026F,*

No 36.6 5.9 +

Abstinent 19.7 17.6 –

Yes 43.7 76.5 +

Program participation

Adherence X2 (2) = 3.491, p = 0.157F

Early discontinuationT 19.5 15.0

Partial completion 32.9 15.0

Successful completionT 47.6 70.0

DaysT 198.38 ± 200.91 178.80 ± 174.06 U = 783.50, z = −0.31, p = 0.758

Inpatient careT 15.9 45.0 X2 (1) = 8.074, p = 0.008F,*

Methamphetamine-specific group therapyT 72.0 70.0 X2 (1) = 0.030, p = 0.862C

Individual psychotherapyT 14.6 15.0 X2 (1) = 0.002, p = 1.000F

Social servicesT 46.3 80.0 X2 (1) = 7.311, p = 0.007C,*

Aftercare
†

Inpatient rehabilitationT 7.3 30.0 X2 (1) = 7.969, p = 0.012F,*

Community substance use servicesT 43.9 25.0 X2 (1) = 2.390, p = 0.122C

Statistics were performed on data from all women (N = 102) unless stated otherwise, listing group M ± SD or percentages of women within the relevant housing category.
B,TUsed in Table 4 displayed regression models.
#Tobacco use disorder was not recorded.
†
Not recorded for others, such as primary care physicians, private psychiatrists, or child welfare services.

C, Pearson’s chi-square test; F, Fisher’s exact test; U, Mann-Whitney U test.

*Significant at p < 0.05.

+/–, significant/non-significant at p < 0.05 in Bonferroni-adjusted post-hoc analyses.

contrast to social challenges, psychiatric comorbidities were not
significantly related to housing at discharge. As both treatment
discontinuation and unstable housing predict substance use
(30–32), our studies indicate that psychiatric comorbidities and

social challenges are differentially associated with important
determinants of treatment success.

Being single may be a key stressor as it predicted unstable
housing at discharge even when adjusting for housing at
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TABLE 3 | Associations between correlates of housing at discharge.

SingleB Mother-child

separationB

Unstable

housing at

baselineB

Other parent

with substance

use disorderT

Inpatient

careT

Social workT

Mother-child separationB rφ = 0.030

p = 0.771C

Unstable housing at baselineB rφ = 0.190

p = 0.055C
rφ = 0.126

p = 0.219C

Other parent with substance use disorderB rφ = 0.326

p = 0.009C,*
rφ = 0.202

p = 0.187C
rφ = 0.225

p = 0.106F

Inpatient careT rφ = 0.170

p = 0.086C
rφ = 0.249

p = 0.015C,*
rφ = 0.230

p = 0.026F,*
rφ = 0.202

p = 0.191F

Social workT rφ = 0.234

p = 0.018C,*
rφ = 0.324

p = 0.002C,*
rφ = 0.133

p = 0.180C
rφ = 0.346

p = 0.005C,*
rφ = 0.399

p < 0.001C,*

Inpatient rehabilitationT rφ = 0.168

p = 0.089C
rφ = 0.225

p = 0.051F
rφ = 0.313

p = 0.005F,*
rφ = 0.206

p = 0.167F
rφ = 0.548

p < 0.001F,*
rφ = 0.222

p = 0.025C,*

Associations among baseline (B) and treatment (T) variables that were significantly related to housing at discharge (see Table 2). Variables were coded as 0 = no and 1 = yes, except

other parent with substance use disorder (0 = no, 1 = abstinent, 2 = yes). Pearson’s chi-square (C) and Fisher’s exact tests (F) used data from all women (N = 102) unless involving

variables with reduced sample sizes as detailed in Table 2.

*Significant at p < 0.05.

TABLE 4 | Logistic regression models with correlates of housing at discharge.

B (SE) OR p

First model built by forward stepwise selection of baseline

characteristicsB X2 (2) = 18.599, p < 0.001, Nagelkerke pseudo R2
=

26.5%

Single (0 = no, 1 = yes) 1.39 (0.63) 4.01 0.028*

Housing at baseline (0 = stable, 1 = unstable) 1.80 (0.57) 6.07 0.001*

Constant −2.88 (0.58)

Second model built by forward stepwise selection of treatment

variablesT X2 (1) = 7.132, p = 0.008, Nagelkerke pseudo R2
= 10.7%

Inpatient care (0 = no, 1 = yes) 1.47 (0.54) 4.34 0.007*

Constant −1.84 (0.32)

Third model built by entering significant variables from models above X2

(3) = 21.852, p < 0.001, Nagelkerke pseudo R2
= 30.7%

Single (0 = no, 1 = yes) 1.34 (0.65) 3.84 0.037*

Housing at baseline (0 = stable, 1 = unstable) 1.67 (0.58) 5.31 0.004*

Inpatient care (0 = no, 1 = yes) 1.09 (0.60) 2.98 0.068

Constant −3.14 (0.63)

Prediction of housing at discharge (0 = stable, 1 = unstable) from complete data (N =

102) on all tested variables (see superscripts B and T in Table 2).

*Significant at p < 0.05.

admission. This aligns with a study in people injecting substances
where a partnered relationship seemed conducive to attaining
stable housing (28). Yet substance-using partners are influential
in the use of methamphetamine (9, 13), and being single was
significantly related to the other parent having a substance use
disorder, which predicted unstable housing at discharge as did
living apart from children. These data combined with the stresses
of single parenting (10, 12–14) indicate that women could greatly
benefit from interventions targeted at building relationships.
Couple counseling should be offered and cover substance use,
family planning, and parenting skills (19).

The majority of unstably housed women at discharge had
a criminal record (prison sentence in over one-third), whereas
almost two-thirds of stably housed patients had no record (prison
sentence in one-sixth). Although there was no overall significant
difference in criminal system involvement between these groups,
incarceration history was previously associated with an increased
likelihood of unstable housing and methamphetamine use (33).
Thus, housingmay be lost while imprisoned and prison sentences
may hamper attaining stable housing. As employment rates
were similarly low across stably and unstably housed women
at discharge, prison sentences may thwart stable housing by
factors other than lost income, such as lost community or
additional stigma. Nonetheless, the low levels of employment
highlight the general need for vocational education, training,
and reintegration.

Treatment Correlates of Housing
Twelve of 23 women who were unstably housed at admission
(three of six homeless) achieved stable housing by discharge.
Nine women transitioned from their own to supported
transitional accommodation with children as they required
intensive care that could not otherwise be provided after
discharge fromMamadam.

The relations among housing at admission and discharge,
being single, the other parent having a substance use disorder,
mother-child separation, social work involvement, and
inpatient care and rehabilitation show that women in difficult
circumstances were more likely to access social and inpatient
services, and to transition to inpatient rehabilitation. Stable
housing would facilitate the use of outpatient social work
to build community relationships, receive home support for
childcare, and pursue employment. To deliver on this prospect,
stronger partnerships with government and community agencies
are needed to provide faster access to public housing and support
for independent housing.
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Housing at discharge was not significantly associated
with adherence to or duration of Mamadam, or with prior
withdrawal program participation. Yet less than one-third
of unstably housed women at discharge had discontinued
Mamadam and almost two-thirds had accessed a withdrawal
program, whereas adherence and withdrawal program
participation were below 50% in stably housed women
at discharge. In mothers with substance use and/or other
psychiatric disorders, accessing treatment was related to
being single and having a low socioeconomic status (11).
However, substance use treatment was inversely associated
with attaining stable housing, even after adjustment for
relationship status, employment status, and substance use
(28). Completion of addiction treatment is associated with
abstinence, less crime, and greater employment (32), whereas
the relation to housing is mixed (30). These findings collectively
suggest that current programs engage socially disadvantaged
patients in care but are often not sufficient to improve
housing conditions.

Limitations
We used a dichotomous measure of housing stability as
more women in supported transitional accommodation
with children, living in others’ homes, and without housing
would have been required to gain insight into potential
differences between these living arrangements. The lack of
post-discharge data precludes claims regarding potential
benefits of transitioning from own to supported transitional
housing for some women. Moreover, our care concept and
some of our findings (e.g., employment unrelated to housing at
discharge) may not be readily transferable to other healthcare
systems and communities in different social, financial, or
legal contexts.

CONCLUSION

Integrated services promise better care for pregnant and
parenting women with problems related to methamphetamine
use, yet challenges remain given the complex needs of this
population. Single women and unstably housed women are
particularly at risk of remaining in precarious living conditions,
which threaten to drive them into heavier substance use

and socioeconomic deprivation. Future work should consider
developing and studying housing and relationship interventions,
which may break this downward spiral.
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Introduction: Parental addiction can result in harm to children and removal of children

by the Local Authority. Less is known about the impact of removal of children on their

parents and whether gender has a role in this process.

Methods: Data on 736 service users were obtained from the caseloads of 8 nurses and

12 social care workers from an Alcohol and Drug Recovery Service in Scotland. Gender

differences in prevalence/patterns of child removal, associations between child removal

and parental factors and the relationship between removal and suicidality were examined.

Results: Mothers were more likely to have had one or more children removed compared

to fathers (56.6 vs. 17.7%; p < 0.001) and were more likely to have a series of individual

child removals (22.5 vs. 4.3%; p = 0.014). In addition to female gender, younger age,

drug use, mental health and suicide attempts were also associated with child removal.

Mothers who had children removed and women who were not mothers were more likely

to have made an attempt to end their lives than women who had children but had not

had them removed.

Conclusion: Gender differences were apparent in prevalence and patterns of child

removal. Mothers were six times more likely to have children removed compared to

fathers. Child removal occurred alongside other risk factors suggesting that families need

holistic support for their multiple areas of need. Services should be aware of the link

between child removal and suicide and provide additional support to mothers during

and after removal.

Keywords: addiction, mothers, child removal, suicide, gender

INTRODUCTION

Parental addiction1 has been associated with harm to children (1–3). In a Scottish context, drug or
alcohol addiction, by one or both parents, was present in over half of the Significant Case Reviews
(carried out when a child has died or been significantly harmed) between 2012 and 2015 and
present in all cases where there was a death of an infant or pre-school child (4). Similar findings
regarding risk and mortality have been reported in other countries (5–7). A follow up study in
Glasgow, Scotland, of babies born to mothers with addiction issues found that 83% of children were
discharged from the maternity unit to parental care, but 87% of these children were later taken into
care at least once before the age of 10–12 years. Only 41% were in the care of their birth parent/s at
10–12 years of age (8).

1Parental addiction includes the terms parental substance abuse and misuse and covers both alcohol and drugs.
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Harm to children may be a direct result of exposure to
substances prenatally, while other harms may be related to the
multiple risk factors also associated with parental addiction
including parental mental health issues (3, 9–11); domestic abuse
(3, 9, 11, 12); poverty (3, 10, 13) and inadequate housing (11).
These factors overlap in many situations to present a cumulative
risk to parents’ ability to adequately care for children (11, 14–16).
Parents with addiction issues are therefore more likely to have
their children removed from their care by social work services
due to risk of harm or harm already caused (17, 18).

Not all child removals2 are to permanent placements. Almost
a third of children taken into care in Scotland were returned
to the care of their birth parents, with the average time to
reunification being just over 9 months (19). Parental wellbeing
is linked to child wellbeing (18), for example, parental stress
and responsiveness have been associated with child cognitive
development and prosocial behavior (20) and a recent systematic
review found a preliminary link between parental mental
health and wellbeing and intergenerational transmission of
attachment but was unable to identify the mechanisms for this
relationship (21).

However, removal of children also has the potential for harm,
which may undermine the chances of reunification or increase
the risk that children will be removed from their parents’ care in
the future. Parents and birth families report experiencing distress
and a deterioration in their mental health following the removal
of children. One study found roughly two thirds of birth parents
and families reported symptoms or a diagnosis of depression
which they felt was triggered or exacerbated by the removal,
26% experienced suicidal thoughts following the removal and
roughly half of those reported an attempt to end their lives (22).
In addition to reporting increased rates of suicide attempts and
self-harm (23, 24), relapse or an increase in drug and alcohol
use is common following removal (22, 23, 25, 26). Parents also
reported experiencing strong negative emotions including anger,
agitation, anxiety and sadness (23, 27–29).

In addition, a grief response is also experienced following the
removal of children (26, 30–32). Disenfranchised grief is defined
as “the experience of grief that is not openly acknowledged,
socially validated or publicly observed” (33) and has been
applied to mothers with children in the care system due to
their grief response at the loss, the stigma of having a child
removed and their own role in the removal (26). The lack of
acknowledgment of this loss results in a lack of support or
identifiable referral pathways for service input and can also
lead to mothers developing beliefs about being undeserving of
support (25). Birth mothers have reported feeling that their
grief was not considered “legitimate” (23). While mothers who
relinquished children experienced more grief symptoms than
women whose child died and their grief reactions were more
likely to become chronic and prolonged due to an inability to
resolve their grief (34).

Low self-esteem is reported consistently following removal of
children (22, 27). Mothers who have children removed have been

2Child removal refers to children removed from their parents and placed in

alternative care by the Local Authority and does not include informal agreements.

described as “maternal outcasts”; mothers whose experiences
fall outside of the normal expectations of motherhood (35).
Mothers who have had children removed struggle with two main
aspects of their identity—firstly, dealing with the stigma and
shame attached to the removal of their child and their threatened
identity as a “good parent” and secondly, difficulty maintaining
an identity as a mother without a child in their care (26). Mothers
with an addiction are also dealing with the additional stigma
attached to having an addiction while being pregnant or as a
mother (17, 36, 37).

Mothers who have had children removed describe the process
and experience of removal as traumatic (23, 29). They describe
the process as adversarial; with a focus on their weaknesses and
little recognition of any strengths or positives in their parenting
or relationship with their children (27). Parents reported feeling
angry, humiliated and betrayed during the removal process (23,
26, 27).

Mothers with addiction issues are more likely than fathers
to be primary carers (38) therefore they are more likely to
experience removal of children andmay be at greater risk of these
subsequent issues following removal. In addition, service users
in addiction and recovery services are predominately male (39)
so services may not be focused on or aware of gender-specific
issues that are more likely to have an impact on women, such
as parenting issues or the impact of child removal into care
(17, 39, 40). Exploring the impact of gender on child removal
and associated factors could lead to increased understanding,
improved mental health and reduced suicidality in women
attending addiction services, new service developments and
improvements in service delivery, especially for those women
who are mothers.

We aimed to examine whether there were gender differences
in the prevalence and patterns of child removal (i.e., individually
or sibling groups) from parents, to examine the associations
between child removal and parental factors (gender, age,
substance use profile, mental health issues, and suicide attempts)
and the relationship between removal and suicidality in parents
attending an Alcohol and Drug Recovery Service in Scotland.

MATERIALS AND METHODS

Procedure
This study was conducted within one sector of an Alcohol and
Drug Recovery Service in Glasgow, Scotland with roughly 3,000
active service users. To access the service individuals need to
have moderate to severe addiction issues and complexity or risk
(such as physical or mental health issues, childcare, criminal
justice involvement).

Data were gathered on ∼25% of randomly selected service
users as detailed in Supplementary Table 1. Due to the high
levels of disengagement from the service, staff were randomized
rather than service users and 100% of staff provided a copy
of their caseload. The Research and Innovation Department
advised that this study did not need to go to ethics committee
due to the use of routinely collected patient data. Therefore,
the study was registered with and approved by the Alcohol
and Drug Recovery Service Clinical Effectiveness Group. Service
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users consent at assessment that their routinely collected data can
be used anonymously for research and audit purposes.

Staff were randomly selected in June 2015 and data were
collected from electronic records from June 2015 to June 2017.
Electronic records included the Scottish Morbidity Record 25
(SMR25), which are compulsory data returns completed at
assessment (Version A) and annually (Version B) in Scottish
Alcohol and Drug Recovery Services, and clinical case notes.
Staff interviews were conducted between September 2015 and
June 2017. A proforma was created for each format (SMR25,
case notes and interviews) for data collection and categorization.
Initially the SMR25 forms were reviewed, then the clinical case
notes. Once these were completed for the full caseload, interviews
were arranged with staffmembers. Case notes and staff interviews
allowed for the cross-checking of the SMR25 data and collecting
any missing data.

Data Collection
Data were collected under the following headings: (1) Service
user characteristics; (2) Child characteristics; (3) Mental health;
and (4) Suicide.

(1) Service user characteristics
SMR25—Gender, age, ethnicity, substance use profile
(treatment provided for drugs only; alcohol only; alcohol
and drugs).
Case notes—Used for missing data.

(2) Child characteristics
SMR25—Number of children, number of children removed by
Local Authority.
Case notes—Missing data and pattern of removal (one
child or all children at one time; two groups or a group
and a single child removed at different times; series of
individual removals).
Staff interviews—Used for missing data.

(3) Mental health
SMR25—Reviewed questions on current or history of
mental health issues and prescribed medication for mental
health issues.
Case notes—Reviewed for any mention of mental health
diagnosis, contact with mental health services, requests for
mental health assessment or a referral to mental health
services, reported use of psychotropic medication, inpatient
admissions to mental health units/wards.
Staff interviews—Asked if service user had current or history
of mental health issues.

(4) Suicide
SMR25—Reviewed question on ever attempted suicide.
Case notes—Reviewed for any mention of suicide attempts.
Staff interviews—Asked if service user had ever attempted to
take their own life.

Statistical Analysis
Data analysis using SPSS (version 28.0.0.0) was conducted to
explore any differences between genders in demographic factors
and in prevalence and patterns of child removal. Binary logistical

TABLE 1 | Demographic information.

Demographic factors Females

(N = 250)

N (%)

Males

(N = 486)

N (%)

Total Sample

(N = 736)

N (%)

Age*

Mean (years) 40.3 44.1 42.8

Range (years) 15–78 21–78 15–78

Substance use profile

Drugs only 144 (57.6) 274 (56.4) 418 (56.8)

Drugs and alcohol 66 (26.4) 105 (21.6) 171 (23.2)

Alcohol only 40 (16) 107 (22) 147 (20)

Current or history of mental health issues*

Yes 176 (70.4) 236 (48.6) 412 (56)

History of suicide attempts*

Yes 116 (46.4) 100 (20.6) 216 (29.3)

*Indicates significant difference between genders (age p < 0.001; mental health

p < 0.001; suicide p < 0.001).

regression was conducted to examine risk factors associated
with child removal. Of the 736 service users selected for the
study, parents who had no children removed (n = 287) were
compared with parents who had experienced removal of children
(n = 158). Factors examined were age, gender, substance use
profile, mental health issues and suicide attempts. Ethnicity was
excluded due to the lack of variability in this sample. The analysis
was then repeated for each gender. Chi-squared analysis was
used to further explore the relationship between suicidality and
child removal.

RESULTS

Descriptive
The interviews and caseload reviews of the 8 nurses and 12
social care workers produced data on 736 (∼24.5%) of service
users. Table 1 illustrates the demographic information for the
total sample plus each gender. The sample was 66% male
and 97% White Scottish. Substance use profiles were similar
across genders, but women were significantly younger and more
likely to have a current or history of mental health issues and
suicide attempts.

Prevalence and Patterns of Child Removal
Data were analyzed to investigate the prevalence of removal of
children. Patterns of removal (one episode of a single child or a
sibling group; two removals of sibling groups or a sibling group
and an individual child at a separate time; or repeated individual
removals) were also analyzed and are reported in Table 2.

There was a significant difference in prevalence between
genders with removal being more likely from mothers than
fathers. Mothers had greater number of children removed than
fathers. There was also a significant difference in removal
patterns with mothers being more likely to experience repeated
individual removals.
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TABLE 2 | Prevalence and patterns of child removal.

Removal Mothers

(N = 196)

N (%)

Fathers

(N = 266)

N (%)

All parents

(N = 462)

N (%)

Children removed*

Median 2 1 1

Range 0–6 1–4 1–6

One episode of removal (child or

sibling group)

73 (65.8) 35 (74.5) 108 (68.4)

Two episodes of removals involving

groups

4 (3.6) 4 (8.5) 8 (5.1)

Series of removals of individual

children*

25 (22.5) 2 (4.3) 27 (17.1)

Prevalence* 111 (56.6) 47 (17.7) 158 (34.2)

*Indicates significant difference between genders (children removed p < 0.001; pattern

p =‘0.014; prevalence p < 0.001).

TABLE 3 | Factors associated with the removal of children*.

Factors B S.E. Wald df p OR 95% C.I.

Age −0.06 0.01 20.76 1 <0.001 0.95 0.92–0.97

Gender 1.78 0.22 66.58 1 <0.001 5.91 3.85–9.05

Substance use 0.78 0.28 7.68 1 0.006 2.19 1.26–3.8

Mental health issues 0.51 0.21 6.11 1 0.013 1.66 1.11–2.49

Suicide attempts 1.06 0.21 25.13 1 <0.001 2.89 1.91–4.38

*Each association takes the other factors into account.

Child Removal and Relationships With Age,
Gender, Substance Use, Mental Health,
and Suicide Attempts
Table 3 illustrates the odds ratios for the associations between
each factor and child removal.

Parental age was significantly negatively associated with
removal and with each increasing year parents were less likely
to have their child or children removed. Mothers were nearly
six times more likely than fathers to experience removal. Parents
with drug or drug and alcohol addictions were more than twice
as likely to experience removal than those with only alcohol
addictions. Parents with mental health issues were nearly 70%
more likely to have children removed and parents who had
attempted suicide were nearly three times more likely to have
children removed.

To examine the impact of gender on removal, the analysis
was repeated separately for each gender. For women, younger
age, drug/drug and alcohol use, mental health issues and suicide
attempts continued to be significantly associated with child
removal. No factors were significantly associated with child
removal in fathers.

To further explore the relationship between suicidality and
child removal, chi-squared analysis compared rates of suicidality
across removal groups (not a mother, mother no removals,
mother one episode of removal, mother more than one episode
of removal). Due to the small number of group removals; data

FIGURE 1 | Prevalence of suicide attempts (%) across different removal

groups in mothers. *Indicates significant difference between groups

(p = 0.003).

were recategorised to one episode of removal or more than one
episode of removal. Figure 1 highlights the increase in prevalence
of suicide attempts as the number of child removals increases.
Mothers who had not experienced removal were significantly
less likely to have attempted suicide than women who were not
mothers, and mothers who had experienced removal.

DISCUSSION

There were stark gender differences found in our study when it
came to prevalence and patterns of child removal. Women make
up 34% of the service but 78% of these women are mothers while
55% of men were fathers. Women were more likely to be parents
than men and more than half of female service users who were
mothers had one of more of their children removed compared
with less than a fifth of fathers. Mothers were almost six times
more likely to experience removal than fathers. Some of which
may be explained by the high rates (∼92%) of female-headed
single parent families in Scotland (41). It is also important to note
that while the majority of removals across both genders involved
a single episode of removal, some of these parents are still of
reproductive age with the potential to have further children and
experience further removals.

Previous research has shown that women are more likely to
have their children removed than fathers, even when fathers are
perpetrators of similar levels of abuse or neglect (42). Women
using addiction and recovery services report experiencing
barriers accessing services and having additional needs related
to their family and carer responsibilities, relationships, and
mental health issues (39, 43). When caring for children, women
are more likely to experience isolation due to higher rates of
domestic and interpersonal abuse which results in less support
with parenting (44, 45). There are recommendations that gender
specific issues should be acknowledged in addiction and recovery
services including the need for single gender support groups,
interventions related to trauma, relationships and parenting and
the provision of childcare (17, 43, 46). Our findings add further
support to the recommendations for the provision of childcare
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and parenting interventions with the high rates of women in
this service having children and concerns about parenting and
risk due to the prevalence of child removal. Foster care provided
by Glasgow City Council Social Work costs roughly £500 per
child/week and is more expensive when provided by external
providers (8). Therefore, providing parenting interventions has
the potential not only to reduce costs but also to reduce risk and
save lives of women and their children.

The lack of awareness and acknowledgment of gender specific
issues on the part of staff may result in mothers receiving
treatment for their addiction without consideration of how
the experience of being a mother, their feelings about the
impact of their addiction on their children and the impact
of removal of children may be linked to their recovery, or
lack of. Indeed, we found a significant relationship between
removal of children and suicidality. If services fail to acknowledge
or ask about child removal, then they are constantly failing
women with addiction issues by using an individualized rather
than a family focused approach which risks excluding the most
vulnerable women and their families and perpetuates further
harm. Therefore, we recommend that services ask all female
service users about children and child removal and do not
just focus on current children in their care. While current
child information is essential for child protection and welfare,
the links found between child removal and suicide mean any
information related to child removal needs to be included as
part of the mother’s risk assessment and treatment plan. This
may also highlight if additional support is needed during and
after removal or at significant dates such as date/s of removal
and children’s birthdays. Support may involve attendance at
meetings with the Local Authority, referrals for mental health
treatment, supporting women to make and accompanying
them to appointments and encouragement to engage with peer
recovery support groups. In addition, staff should also monitor
for change in frequency or pattern of drug/alcohol use, mood,
increase in suicidality or self-harm and withdrawal from usual
routines or support systems as this might indicate increased risk.

As this is a cross-sectional study, we cannot infer the direction
of causality: women with more severe mental health issues and
greater suicidality might be more likely to have their children
removed, but it is also possible that suicide attempts followed
removal of children. Future longitudinal studies will be required
to evidence this, but the link underscores the vital need to
understand the relationship between parent factors and child
factors if we are to better support recovery from addiction and
the wellbeing of children.

This study identified a group of parents who had multiple
children individually removed from their care; who were more
likely to be mothers than fathers. Previous research has also
indicated that mothers are more likely to experience repeated
individual removals (35, 47). Our study identified the group at
the highest risk of having their children removed as younger
women who had drug and mental health issues and who had
attempted to take their own lives: this supports previous findings
linking younger maternal age to risk of repeated removals (47)
and younger age, mental health issues and substance use with
involvement in care proceedings (14).

Stigmamay have a role in explaining why drug use, as opposed
to alcohol use, was a risk factor for removal. Alcohol use is more
socially acceptable (48) and risk to children from alcohol might
therefore attract less stigma than drug use despite the fact that
prenatal alcohol use is associated with more harm than prenatal
drug use (49). Women report experiencing, or perceiving they
experience, greater stigma than men due to their addiction issues
especially when mothers or pregnant (17, 39, 50, 51). The fear
of increased stigma and concerns about the removal of children
can act as a barrier to pregnant women or mothers accessing
addiction and recovery services (51) which delays treatment,
placing these women and their children at increased risk of harm.

These findings on removal risk factors support previous
research indicating that parental addiction commonly occurs
within a constellation of other risk factors (14, 16) that are
cumulative (15, 16). This complexity suggests that interventions
aimed at reducing harm to children by focusing solely on
parental addiction may not improve outcomes and may actually
worsen outcomes. Instead, we suggest a public health approach
is needed focusing on early intervention with high-risk families,
taking a holistic view to target the multiple areas of support
needed by these families and the cyclical effects that may occur
when addiction affects child outcomes, which further affects
parental mental health and the success of addiction and recovery
services in improving adult outcomes. The divide between social
work, adult mental health and children’s health services makes
implementation science challenging and we need to bridge the
gap between these services through partnership working. We
suspect this would be viewed as challenging by services but there
are examples of good partnership working which acknowledge
the complexity, challenges and benefits that this style of working
brings (52).

Due to engagement issues the sample was obtained by
randomly sampling staff rather than service users. Hundred
percent of staff provided a copy of their caseload. A strength
of this study is the sample size and its representativeness of
the wider service. It also includes service users at all stages of
treatment from assessment onwards rather than just those who
completed treatment. These findings are likely to be generalizable
to other addiction and recovery services but may not be fully
generalizable to other geographical areas, especially those with
greater ethnic diversity. In addition, this sample may not be
representative of parents with addiction issues who are not
engaged with services; such as parents who do not meet the
criteria for the service due to milder levels of addiction issues,
including those who are engaging with community organizations
such as 12 step groups or third sector organizations, and parents
who are actively trying to avoid engaging with services. Another
limitation is the use of self-report information and routinely
collected data about child removal and mental health issues as
this may be underreported or minimized; although some of this
data was corroborated by health and social work records.

Because only one researcher was given permission to access
the data, no reliability checking by a second rater was possible.
Additionally, data was only accessible from parent’s records
and not their children’s. As a result, it was not possible to
assess if parents were primary carers before removal occurred.
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Therefore, our data on parents who have experienced removal
may include a subgroup of parents who were not primary
carers prior to removal. Also, it was not always possible to
access information on when children were removed. While
we were able to collect data on quantity and frequency
of alcohol and/or drug use at the time of data collection,
this may not be an accurate reflection of their addiction at
the time of removal. Therefore, we categorized service users
depending on whether they were receiving treatment for drug
use only, alcohol use only or drug and alcohol use. We
collected data on suicide attempts and suicidal behavior may
be underrepresented if service users did not disclose attempts
to end their life to their care manager. Similarly, the data does
not capture other risk markers such as self-harm and recurrent
suicidal ideation.

CONCLUSION

We have shown that mothers with addiction issues are six
times more likely to have their children removed than fathers
and these mothers are significantly more likely to have made
attempts to end their lives. We have evidenced the complexity
of the relationship between parental factors and the removal of
children from parental care, implicating the mental health and
suicidality of parents in addiction and recovery services. This
makes it clear that these findings have implications for both
health and social care services and highlight the importance
and value of partnership working. This is an urgent issue
with has an impact on mortality, wider society, and children’s
life chances.

While it is clear that addiction of parents can have a serious
effect on children and result in the removal of children, the
removal of children is having a serious effect on parents, which
may in turn further exacerbate their addiction and further
affect children who may return to their care and/or any future
children they might have. This cyclical process is in dire need of
further investigation, particularly qualitative work with parents
in addiction and recovery services to better understand how
unmet needs and child removal are affecting both parents
and children.
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The use of amphetamine-type stimulants (ATS) has been associated with increased

sexual risk behaviors and HIV transmission, among other adverse health outcomes.

However, ATS use among female sex workers (FSWs) in Malaysia has not yet been

characterized. We examined the prevalence and correlates associated with ATS

use among Malaysian FSW. Between February and December 2016, 492 FSWs,

including cisgender (n = 299) and transgender (n = 193) women, were recruited

using respondent-driven sampling in Greater Kuala Lumpur, Malaysia. A structured

questionnaire was used to collect demographic characteristics, sexual behaviors, ATS

and other substance use, behavioral health issues, involvement in criminal justice, and

experience of physical and sexual trauma. Logistic regression analyses were conducted

to determine factors associated with active ATS use, defined as ATS use in the last 30

days. Nearly one-third (32.3%) of participants reported active ATS use. In themultivariable

model, ATS use was associated with drug use during sex work (aOR = 17.10;

8.32–35.15), having moderate to severe level of substance use disorder (aOR = 3.38;

1.48–7.70), and engaging in sex work with multiple clients per day (two clients: aOR

= 3.39; 1.36–8.46; three clients: aOR = 5.06; 1.81–14.10). A high prevalence of ATS

use was documented in our sample. The presence of moderate to severe substance

use disorder, the use of drugs during sex work activity, and having multiple sex work

clients per day were significantly associated with active ATS use. Given these findings,

prevention and harm reduction strategies need to be tailored to address the increasing

ATS use and the associated adverse health consequences among FSWs in Malaysia.
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INTRODUCTION

Amphetamine-type stimulants (ATS) are synthetic
psychostimulants such as methamphetamine, amphetamine,
and ecstasy (MDMA), which can be injected, inhaled, smoked,
or taken orally. Over the last decade, the global use of ATS has
increased significantly (1). ATS are easy to produce, inexpensive
to purchase, and hard to control, and are thus consumed in
almost every region of the world, including South-East Asia. The
growth in supply has led to decreases in prices of ATS throughout
the region, increasing their affordability and popularity, with
more drug users shifting from opioids to ATS (2). In Malaysia,
recent statistics have shown an increase in ATS users, including
its markets, seizures, consumption level, and manufacturing
(1, 3). The rising consumption of ATS has implications for
the prevention and harm reduction strategies targeting FSWs
in Malaysia.

Global research on female sex workers (FSWs) indicates a shift
to ATS use and away from injection drugs, primarily motivated
by sex-work-related or occupation considerations. FSWs report
using ATS for various reasons, including increased energy,
enhanced libido, and better weight control (4–11). For example,
FSWs reported that taking yaba, a pill form of methamphetamine
and caffeine, allowed them increased stamina for working long
hours, seeing more clients, charging higher prices, and being
more sociable (4, 12, 13). Moreover, ATSmay have a disinhibiting
effect on sexual decision-making, so FSWs are more likely to
engage in risky sexual behaviors (e.g., group sex, condomless sex,
multiple sexual partners) after using ATS, all of which increase
the risk of HIV and other STIs (5–7, 14–16).

The prevalence of HIV in FSWs is among the highest in
all key populations in Malaysia. Recent data indicates that sex
workers, including transgender and cisgender FSWs, are at
heightened risk for HIV acquisition and transmission (17). A
variety of behavioral, biological, and structural factors mediate
this risk and contribute to an increased HIV prevalence in this
population (18), with both shared and differing impacts between
cisgender and transgender women. More recently, drug use,
particularly ATS, has emerged as a potentially significant problem
among FSWs in Malaysia (19) and, therefore, requires attention.
However, limited exploration of ATS use related to HIV risks
has been undertaken among FSWs specifically, where drug use
and sex work are harshly criminalized. In Malaysia, both Sharia
Law and the Civil Penal Code criminalize “solicitation for the
purposes of prostitution” and both statutes are frequently applied
to surveil, police, charge, and incarcerate sex workers (20),
affecting their ability to safely access HIV prevention services
(18). Therefore, the mixture of gender power dynamics, stigma,
discrimination, and harsh criminalization of sex work and drug
use complicates data collection and harm reduction efforts, which
require a nuanced understanding of these populations and the
specific risks they face (21–25).

As ATS use becomes more prevalent, it is crucial to
characterize the impact of ATS use on marginalized groups,
such as FSWs. This study examined the prevalence and factors
associated with ATS use among FSWs in Malaysia. This paper is
the first step toward developing a better understanding of ATS

use among this HIV key population. We hope it will provide
critical data required to develop future harm reduction efforts
targeting this group.

METHODS

Participants and Recruitment
Data were drawn from a cross-sectional study of 492 FSWs
in Greater Kuala Lumpur, Malaysia, conducted between
February and December 2016. Participants were recruited
using respondent-driven sampling (RDS) from three distinct
regions around Greater Kuala Lumpur, including communities
of sex workers in urban, suburban, and coastal areas. A total
of 28 “seed” participants who were FSWs working in various
locations throughout Greater Kuala Lumpur and who had social
connections in the sex working community were selected based
on recommendations from community-based organizations
serving sex workers, with attention given to gender and
geographic representation.

After completing HIV and STI testing and questionnaires,
each seed participant was given three coupons to recruit potential
peers. Subsequent participants were, in turn, given three coupons
to recruit additional peers. All participants provided informed
consent prior to initiating study activities. Participants were
eligible if they met all of the following criteria: a) were 18 years
of age or older; b) identified as a cisgender woman (CW) or
transgender woman (TW); c) had exchanged sex for money,
goods, or services within the past 90 days; d) were willing to
undergo HIV and STI testing; e) spoke either Malay, Tamil,
or English; and f) were able to provide informed consent.
Trained research assistants administered questionnaires that took
∼60min to complete. Participants received 50 Malaysian Ringgit
(MYR) (∼USD 17) for study participation and an additional 20
MYR (∼ USD 7) for each of up to three peers they successfully
recruited into the study.

Measures
Dependent Variable
The primary outcome variable, active ATS use, was defined
as any use of amphetamine, methamphetamine, or MDMA
(3,4-methylenedioxymethamphetamine), commonly known as
“ecstasy,” in the last 30 days.

Demographic Characteristics
Measures of socio-demographics included age, ethnicity, gender
identity, monthly income, and housing status.

Sex Work Characteristics
Total time involved in sex work was measured as the total
number of years having worked in sex work. Hours per week
engaged in sex work was defined as the weekly number of hours
spent soliciting sex work clients and involved in sex work. The
number of sex work clients per day (during the last 30 days) was
measured as the number of individuals the participant engaged
in sex work within a 24-h period. Any condomless receptive
vaginal or anal sex with a client in the last 30 days and sex work
debut prior to the age of 18 years were also measured. Lastly, we
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assessed the co-occurrence of drug use during sex work by asking
FSWs about using any illicit drugs immediately prior to or during
sexual activity with a client in the last 30 days.

Lifetime and Active Alcohol and Drug Use
Lifetime and active alcohol and drug use were assessed. Lifetime
drug use was defined as having ever used a substance one or
more times in the entire course of life, and “active” drug use
was defined as having used a substance in the 30 days prior to
the interview. The most commonly used route of administration
for each drug used was also measured, including smoking, oral
(eating or swallowing), injecting, or sniffing.

Behavioral Health Measures
The Drug Abuse Screening Test (DAST-10) (26) was used to
measure the degree of drug-related problems experienced by
participants. Standard cutoff scores to stratify the degree of drug-
related problems were used, including: low (1, 2), moderate
(3–5), substantial (6–8), and severe (9, 10). The Center for
Epidemiologic Studies-Depression (CES-D) was used to screen
for depression symptoms, using the standard cutoff score of
≥10 to indicate the presence of moderate to severe depression
(27, 28). History of suicidality was measured with a single-item
question, “Have you ever thought about killing yourself or tried to
kill yourself,” with a binary response (“yes” or “no”).

Physical and Sexual Trauma
Four items from the U.S. Centers for Diseases Control
and Prevention’s Behavioral Risk Factor Surveillance System
questionnaire (29) were used to measure the experience of
childhood and adulthood physical and sexual trauma. Childhood
physical trauma was measured with a single-item question,
“Before the age of 18, were you ever hit, slapped, kicked, or
physically hurt by an adult?”). Childhood sexual trauma was
measured with two items: “Before the age of 18, were you ever
forced to have sex by an adult or older child?” and “Before the
age of 18, were you ever touched in a sexual way by an adult
or older child when you did not want to be touched that way or
were you ever forced to touch an adult or older child in a sexual
way?” A “yes” response to either question resulted in a “yes”
coding for the presence of childhood sexual trauma. Adulthood
physical trauma wasmeasured with a single-item question, “Since
the age of 18, have you ever been hit, slapped, kicked, or physically
hurt by an adult?” Adulthood sexual trauma was measured with
the single-item question, “Since the age of 18, have you ever had
any unwanted sexual experiences?” Each variable was coded “yes”
or “no”.

Criminal Justice History
Two levels of previous involvement in the criminal justice system
were measured. “Previously jailed” was defined as any prior
placement in detention, jail, or lock-up by law enforcement.
“Previously incarcerated” was defined as any prior imprisonment
or incarceration following conviction of a criminal offense.

Analytic Approach
Descriptive statistics were calculated, including frequencies and
percentages for categorical variables and means and standard

deviations for continuous variables. Bivariate analyses were
performed using Chi-square/Fisher’s exact and Student’s t-
tests for categorical and continuous covariates, respectively, to
identify factors associated with the outcomes (ATS use). A
multivariable logistic regression model included variables with
bivariate associations of p < 0.05. Estimates were evaluated for
statistical significance based on 95% confidence intervals and
statistical significance of p < 0.05. Test for multicollinearity was
performed and no issues were detected. All statistical analyses
were performed using SPSS version 26.

RESULTS

Participant Characteristics
Participant characteristics are presented in Table 1. A total of
492 FSWs–CW (60.8%) and TW (39.2%)–were enrolled from
three sites in the Greater Kuala Lumpur area: Metropolitan Kuala
Lumpur (54.9%); Klang (31.9%); and Petaling Jaya (13.2%). Over
half of the participants were in the age group 26–40 years (50.4%).
The majority were stably housed in a house or apartment with
roommates (89.0%), about one-third (36.2%) had reached the
secondary education level or higher, and 26.0% reported making
< RM 1,000 per month (∼USD 244).

Regarding sex work characteristics, participants had engaged
in sex work for an average of 12.1 (SD = 10.4) years, with 16.1%
reporting first involvement in sex work before the age of 18.
During the last 30 days, participants worked for an average of
6 h per day (SD = 3.3), with the majority of them engaging in
sex with two or more clients per day (77.2%). Over two-thirds
of participants (68.3%) reported condomless receptive sex with
clients, and about one-third (33.5%) reported drug use during sex
work in the last 30 days.

The history of substance use is shown in Figure 1. The
majority (72.2%) of the participants reported using any substance
ever in their lifetime. The most commonly reported substance
used across the lifetime was alcohol (61.4%), followed by ATS
(44.9%), heroin (17.7%), and cannabis (15.5%). Nearly half
(49.2%) of participants had used a substance in the last 30
days. The most commonly used drug in the last 30 days was
ATS (32.3%), followed by alcohol (21.2%), heroin (12.4%),
other opioids (5.5%), and cannabis (3.9%). The nearly universal
route of administration for ATS was smoking (98.2%), with
only 1 participant reporting prior injection of ATS (0.5%).
Roughly one-third (27.4%) of participants screened positive for
moderate to severe drug abuse disorders. Over half of participants
(57.1%) met screening criteria for having moderate to severe
depression, and 20.9% had a history of active suicide ideation or
suicide attempts.

Most participants (57.5%) reported having been involved
with the criminal justice system (CJS) in their lifetime,
including prison (32.7%) and detention centers (49.2%). The
most common reason for imprisonment was sex work (66.8%)
and drug use (40.3%). Regarding physical and sexual trauma,
over one-third reported having experienced physical assault
(34.8%) and sexual assault (36.8%) in their childhood, whereas
33.7% and 17.3% reported physical and sexual assault in their
adulthood, respectively.
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TABLE 1 | Bivariate and multivariable logistic regression for active ATS use (N = 492).

%(n) or M(SD) OR (95%CI) P aOR (95% CI) p

Sociodemographic

Interview site

Metropolitan Kuala Lumpur 54.9 (270) 5.01 (3.23, 7.78) <0.001 1.21 (0.43, 3.42) 0.717

Klang 31.9 (157) 0.65 (0.36, 1.18) 0.156

Petaling Jaya 65 (13.2) 0.17 (0.10, 0.29) <0.001 0.54 (0.17, 1.73) 0.297

Ethnicity

Malay 54.9 (270) 2.33 (1.57, 3.47) <0.001 1.08 (0.55, 2.17) 0.828

Indian 22.2 (109) 0.79 (0.50, 1.26)

Gender identity

Cisgender 60.8 (299) 0.94 (0.64, 1.38) 0.748

Transgender 39.2 (193) 1.07 (0.72, 1.57) 0.748

Age (years)

18–25 13.4 (66) 1.42 (0.77, 2.63) 0.258

26–40 50.4 (248) 1.47 (0.78, 2.76) 0.237

41+ 36.2 (178) Reference −

Monthly income <1,000 MYR 26.0 (128) 0.81 (0.52, 1.52) 0.338

Unstable housing 11.0 (54) 3.56 (1.99, 6.37) <0.001 1.59 (0.64, 3.97) 0.322

Sex work

Total time in sex work (in years) 12.1 (10.4) 1.02 (1.01, 1.04) 0.037 1.05 (0.95, 1.15) 0.378

Sex work debut pre-18 years of age 16.1 (79) 1.44 (0.87, 2.37) 0.152

Hours worked per day (last 30 days) 6.0 (3.3) 1.09 (1.03, 1.15) 0.004 1.03 (0.95, 1.12) 0.475

Number of clients per day

One 22.8 (112) Reference −

Two 36.6 (180) 3.25 (1.81, 5.84) <0.001 3.39 (1.36, 8.46) 0.009

Three 18.5 (91) 4.28 (2.23, 8.22) <0.001 5.06 (1.81, 14.10) 0.001

Four or more 22.2 (109) 2.08 (1.08, 3.99) 0.029 2.65 (0.91, 7.78) 0.075

Condomless receptive sex with client 68.3 (336) 1.07 (0.71, 1.60) 0.743

Drug use during sex work (last 30 days) 33.5 (165) 48.12 (27.59, 83.92) <0.001 17.10 (8.32, 35.15) <0.001

Criminal justice history

Previously jailed (lock-up) 49.2 (242) 8.85 (5.57, 14.04) <0.001 1.50 (0.66, 3.40) 0.332

Previously incarcerated (prison) 32.7 (161) 8.72 (5.67, 13.43) <0.001 1.23 (0.54, 2.78) 0.622

Behavioral health

DAST-10

None 44.3 (218) Reference − Reference −

Low level 20.5 (101) 1.98 (1.07,3.65) 0.029 1.04 (0.43, 2.54) 0.935

Moderate to severe level 27.4 (135) 30.13 (17.07,53.19) <0.001 3.38 (1.48, 7.70) 0.004

Depression symptomatic 57.1 (281) 1.48 (1.00,2.18) 0.048 0.76 (0.37, 1.54) 0.439

History of suicidality 20.9 (388) 1.68 (1.07, 2.63) 0.023 0.92 (0.43, 1.94) 0.822

Physical and sexual trauma

Childhood physical trauma 34.8 (171) 2.15 (1.46, 3.17) <0.001 1.46 (0.38, 1.58) 0.283

Childhood sexual trauma 36.8 (181) 1.67 (1.13, 2.47) 0.010 0.78 (0.73, 2.93) 0.484

Adulthood physical trauma 33.7 (166) 2.05 (1.38, 3.03) <0.001 1.07 (0.53, 2.19) 0.847

Adulthood sexual trauma 17.3 (85) 1.70 (1.06, 2.75) 0.029 0.97 (0.43,2.22) 0.944

Correlates of Active ATS Use
Table 1 shows the independent correlates associated with active
ATS use in the multivariate logistic regression. Use of drugs
during sex work in the last 30 days (aOR = 17.10; 95% CI,
8.32–35.15), having moderate to severe level of substance use
disorder (aOR = 3.38; 95% CI, 1.48–7.70), and engaging in
sex work with multiple clients per day (two clients: aOR =

3.39; 95% CI, 1.36–8.46; three clients: aOR = 5.06; 95% CI,

1.81–14.10) were all significantly associated with active ATS use
in the multivariable model.

DISCUSSION

The use of ATS among FSWs in Malaysia, and associated
factors, have been scantly documented in Malaysia. To the best
of our knowledge, this is the first study to assess ATS use
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FIGURE 1 | Lifetime and active history of substance use among sex workers

who are cisgender or transgender women, in Greater Kuala Lumpur, Malaysia.

and the associated factors among Malaysian FSW, a setting
where FSWs are highly stigmatized and discriminated against
(20), and consequently face challenges accessing healthcare and
HIV prevention (30). This study provides important insights
into the patterns of drug use, particularly ATS, among this
highly marginalized group. Specifically, our findings indicate
a high prevalence of active ATS use in this sample. Although
the disaggregated ATS use data is not available, estimates have
shown an increase in ATS users based on seizures, consumption
level, and manufacturing in the recent years (1, 31), which has
important implications for the prevention and harm reduction
strategies targeting FSWs in the region. These results are similar
to those observed among FSWs elsewhere in Asia and globally
(8, 19, 32, 33). This finding is particularly concerning in the
Malaysian context because Malaysia serves as a transit country
for drug trafficking, and increased ATS pill seizures by law
enforcement in recent years suggest the increasing availability of
ATS in the region (1).With a large proportion ofMalaysian FSWs
using ATS, prevention strategies and health policies need to be
tailored to these contexts to address the increasing use of ATS
and the associated adverse health consequences.

Participants in our sample also faced several vulnerabilities
to HIV, including condomless sex, entering sex work before 18
years of age, and having multiple sex work clients, contributing
to the ongoing HIV epidemic among sex workers. Worsening
the concern of sexual risk is the issue of drug use, particularly
during sex work. Our findings revealed that a high proportion
(72.2%) of FSWs in the study reported ongoing substance use.
Over one-third of participants reported substance use during
sex work, demonstrating that drug use was largely part of the
occupational culture of sex work. Additionally, the use of ATS
was significantly associated with having multiple sex clients per
day, a finding that is consistent with that from prior studies
(5–7, 14, 15). Although not explored here, prior literature has
shown that ATS is not only used for recreational and social
purposes to increase libido, reduce sexual inhibitions, enhance

sexual pleasure, enhance sociability, but also for occupational
purposes in order to increase energy and productivity (4–9, 11–
13, 18, 34), thus facilitating longer work hours, and enabling
women to see more clients and potentially increase their income.

Furthermore, the literature has shown that ATS use is
associated with impaired decision making, prolonged sexual
activities, lack of negotiation for safer sex, and inconsistent
condom use among many groups, including FSWs (4–6,
16, 35–37). As drug use can increase risk-taking behaviors,
occupationally driven drug use should be addressed as part of
HIV prevention efforts. The high levels of ATS use and its
influence on HIV transmission indicate the need to address
it as an important risk factor in this group. Prevention
efforts, therefore, need to be focused on sexual behaviors and
increasing understanding of the risk associated with drug use,
especially ATS.

Interestingly, however, while receptive condomless sex with
a client was frequent and concerned two-thirds of our sample,
it was not associated with ATS use, suggesting that condomless
sex in this community is driven by other factors. In contexts
where sex work is criminalized, condom use is impeded by a
variety of barriers including dangers of disclosure of sex worker
status to a health professional; lack of negotiating power with
clients; and legal liabilities connected to possession of condoms
(18). In a qualitative case study assessing the impact of sex
work criminalization laws, for instance, Malaysian sex workers
reported that carrying condoms is used by police as evidence of
engagement in sex work to arrest presumed sex workers (20).
Modeling studies estimate that the decriminalization of sex work
could lead to a global 33–46% reduction in new HIV infections
in sex workers over 10 years (18). Absent a change in legal status,
however, community-driven interventions such as peer outreach
and education have been shown to be successful in increasing
access to safe sex supplies and self-efficacy in negotiating condom
use (34, 38, 39).

There are several potential limitations to this study. While the
RDS sampling was beneficial in obtaining a large sample size
from this hard-to-reach population, it is possible that bias was
introduced due to social networks. We attempted to prevent this
as much as possible by sampling from three sites with unique
geographic characteristics within the Greater Kuala Lumpur
area and including multiple seed participants at the beginning
of the study. Additionally, the topics of our study focused on
both culturally sensitive and criminalized behaviors; as such, our
results may have been influenced by social desirability reporting
bias. Due to the scope of this study, we focused on correlates of
ATS use in this study. Future research should explore whether
the engagement in HIV risk behavior among ATS users differs
by gender identity or other demographic characteristics. Lastly,
given the cross-sectional design of our study, we could not
determine the temporality or causality of any of the variables that
were independently associated with active ATS use.

Despite these limitations, recognition, and understanding of
ATS use and HIV-related risks surrounding this group could
lead to prevention efforts that will ultimately help slow down
the transmission of HIV within this vulnerable population.
Policing, supply reduction, and zero tolerance policies currently

Frontiers in Psychiatry | www.frontiersin.org 5 June 2022 | Volume 13 | Article 87947981

https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles


Pedersen et al. ATS Use Among Malaysian FSW

drive the response to ATS use in the Southeast Asia region.
These approaches, however, have been shown to be at best
ineffective and at worst harmful by driving incarceration and
increasing social vulnerability (40). There is an urgent need
for harm reduction services, which have typically been focused
on opioid users, to be tailored to the needs of ATS users.
For example, education to increase awareness on some of the
risks associated with ATS use and measures to alleviate them,
strengthened psychosocial support, distribution of safe smoking
and safe sex kits, and substitution treatment for amphetamine
dependence using dexamphetamine, modafinil or milder plant-
bases stimulants are examples of harm reduction-informed
strategies to engage sex workers who use ATS (40–42).

CONCLUSION

The current study constitutes one of the first efforts toward
determining the prevalence and factors associated with ATS use
among Malaysian FSWs, a group that already faces substantial
occupational risk and societal marginalization. The results
highlight a high prevalence of substance use, particularly ATS,
among Malaysian FSWs. The findings further offer important
insights into the intersection of ATS use, substance use-related
problems, and HIV risk for prevention efforts tailored for FSWs,
and sex workers in general, in Malaysia and elsewhere. There is
an urgent need for tailored multilevel interventions to mitigate
the impact of the dual epidemic of substance use and HIV on this
highly marginalized community.
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The long-term impacts of Adverse Childhood Experiences (ACEs) are of increasing

interest to researchers and practitioners, including the effectiveness of screening for

ACEs to improve health and social outcomes. Despite a focus on implementing such

practices, there has been little focus on ACEs experiences for women experiencing

domestic violence and substance use, or consideration of practice responses around

ACEs routine enquiry for domestic violence and related services. The Irish study

discussed in this paper used an action research approach to implement ACEs

routine enquiry within a domestic violence service for women accessing the service

(n = 60), while also utilizing co-operative inquiry groups for practitioners both within the

organization (n = 10) and with those working in associated fields of infant mental health,

child protection, substance misuse and welfare and community support (n = 7). Of the

60 women who completed the ACEs routine enquiry in the study, over one-half (58 per

cent) reported experiencing at least two ACEs in their childhood, including one-third of

all respondents reporting experiencing four or more; service users reported significant

levels of overlap between direct child maltreatment and adverse home environments.

Reported parental substancemisuse with the home environment was substantially higher

than in general population studies. These findings offered early indications of both ACEs

prevalence as well the types of ACEs that most define the experiences of the women

presenting to a domestic violence service that supports women with substance misuse

and other related issues. This paper discusses the ways in which the co-operative inquiry

groups used this information and other processes to enhance practitioner, organizational,

and inter-agency understanding and service responses. The practitioners felt that this

form of ACEs routine enquiry, while not an end in itself, was a useful tool to engagewomen

in conversations about trauma and intergenerational patterns and a basis for developing

trauma-informed interventions. We conclude with discussion about: considerations of

the risks of “individualizing” women’s traumatic experiences; skills and supports for

practitioners; and resource implications.

Keywords: substance use, domestic violence, adverse childhood experience (ACE), trauma informed responses,

organizational change, practitioner change
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INTRODUCTION

The long-term impacts of Adverse Childhood Experiences
(ACEs) are of increasing interest to researchers and practitioners,
and consideration is also being given to the effectiveness of
routine enquiry for ACEs to improve health and social outcomes.
Some attention is also being paid to the links between ACEs
and domestic violence, poverty, and substance use in order to
inform appropriate health and social care responses (1). As yet we
have little data on the ACEs experiences for women experiencing
domestic violence and substance use, or consideration of practice
responses around ACEs routine enquiry for domestic violence
and related services (2). This article presents the findings of an
Irish study that used an action research approach to implement
ACEs routine enquiry within a domestic violence service that
already provides supports to women with active substance
misuse issues.

The study of ACEs examines the impact of childhood
experiences–particularly stressful ones–on an individual’s
subsequent life course. The term originated in a US study of the
same name conducted by the American health care provider,
Kaiser Permanente, and the Division of Violence Prevention in
the US Centers for Disease Control and Prevention (CDC) in
the mid-1990s. Results, published by Felitti et al. (3), found a
strong interrelationship between adverse childhood experiences
and severe chronic disease and premature death in adulthood,
effectively launching what is now a growing body of research
and evidence-based practice. The wide range of ACEs literature
now interrogates the effects of physical and emotional treatment,
familial relationships, and home environments experienced
as a child on individuals’ future emotional, health, education,
financial outcomes, as well as the potential for intergenerational
transmission or replication of similar trauma on their own
children. It is important to note that ACEs theory and practice
sit alongside or within the context of other approaches and
concepts of trauma and intergenerational transmission of
trauma, including sociocultural, psychodynamic, biological
and family system models (4). For instance, consideration
of ACEs has been combined with the concepts of “ghosts”
(adversity) and “angels” (benevolence) in the nursery to predict
risk and resilience factors across generations (5). It has been
argued that uncovering and exploring angels in the childhood
experiences of parents may be as vital as identifying adversity
(6). Ultimately though, how we intervene and provide adults
with greater understanding of their trauma experiences is
key (4).

Although ideas about ACEs are at times contested–with some
calls for more conceptual clarity and improved measurement
(7) and cautions against potential misuse of results (8)–ACEs
routine enquiry has produced important results. The current
ACEs categories of focus include:

• Child Maltreatment: sexual abuse, physical abuse,
verbal abuse.

• Children’s Environment: domestic violence, parental
separation, mental illness, alcohol abuse, drug abuse,
incarceration (9).

Experiencing four or more of these issues is seen to
significantly increase the likelihood of a person engaging in
future risky behavior, which may lead to a range of poor health
outcomes in adulthood (3, 9). ACEs also impact on wider society;
for example there may be intergenerational effects and pressures
on health and social care agencies, particularly in terms of
complex social problems such as substance use and domestic
violence (9–11). To date, policy responses tend to focus on
prevention and early intervention (12, 13).

The organization in this study, like many domestic violence
services, has seen an increase in complex cases, including
more overt presentations of substance use issues among women
accessing refuge and other support services. ACEs have strong
links to both. Research has long identified domestic violence as
an issue with the potential for intergenerational patterns (14, 15)
violence witnessed or experienced as a child can significantly
increase the risk of exposure or perpetration of violence in
the home later on (16). Leza et al. (17) review the existing
literature on ACEs and substance misuse; they acknowledge that
not enough is yet known about protective factors that could
mediate this relationship, but that the weight of the available
evidence reveals positive associations between ACEs and later
substance use disorder (SUD) diagnoses or higher prevalence
of ACEs among individuals in substance misuse treatment
compared to general populations. Fuller-Thomson et al. (18),
for example, find that three particular types of violence-related
ACEs–sexual abuse, physical abuse, and exposure to parental
domestic violence–have independent relationships to lifetime
drug and alcohol dependency.

Brown et al. (19) explore the co-occurrence of substance use
and domestic violence, finding that substance use can often be a
mediating factor between the violence and earlier ACEs trauma.
Experiencing childhood abuse can increase the likelihood of
experiencing intimate partner violence as an adult (11) and
substance use can often be used to cope with the repeated
trauma (20). This can work in the opposite direction as well;
childhood abuse can lead to substance use, which can, in turn,
increase the risk for domestic violence (for both potential victims
and potential aggressors). Violence and substance use become
intertwined, but it can be ACEs that drive them both.

There is a gender difference in how this confluence of
childhood trauma and adult domestic violence and substance use
plays out, with a resulting impact on the services operating at the
intersection of these areas. Women are significantly more likely
to experience domestic violence as both children and as adults
than are men (9). It is important to note, of course, that though
research reveals links between ACEs and experiences of being
subjected to domestic violence later in life, this does not suggest
that the violence is a consequence of women’s choices (whether
they have experiences of ACEs or not). Women are also more
likely to use substances as a means of coping with this violence.
Gutierres and Van Puyumbroeck [(10), p. 502] report that 90 per
cent in substance misuse treatment have a history of traumatic
violence; there is also evidence of a ‘lifespan victimization among
women who misuse substances’, as the combination of ACEs
and substance use puts these women at further risk for future
domestic violence and sexual abuse. This has been reiterated
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by Boppre and Boyer (21) who found that women involved
in the criminal justice system often linked their substance use
trajectories to experiences of adversity in childhood.

This “lifespan” aspect is key. An important element of ACEs
research emphasizes the fact that different types of adverse
experiences often co-occur for children (e.g., physical abuse
and mental illness in the household and parental separation
or child maltreatment alongside intimate partner violence) and
the cumulative effect of these interrelationships is critical to
understanding ACEs’ long-term effects (16, 22). Infant mental
health (IMH) is a concept used to describe the social and
emotional development of a child from age zero to three (23).
It is argued that a poor or stressful relationship with their
caregivers will induce stress in the child, potentially affecting
their cognitive, physical, emotional and social development over
the longer-term (24). Children may be exposed to ACEs in the
home, either through maltreatment or through factors in their
home environment. Research indicates that parents who misuse
substances, for example, may be less able to provide high-quality
parenting–a particular risk for forming insecure attachment
when children are very young (25).

Infants can also be affected, perinatally, by maternal ACEs
(e.g., the adverse childhood experiences of their mother). This
has particular salience in Ireland, as Cheong et al. (26) found
that ACEs are common among older Irish adults, potentially due
to multiple forms of child abuse endemic in state and church
run organizations and educational settings (27). McDonnell and
Valentino (28) found an intergenerational effect of maternal
childhood trauma on infants, in the form of lower birth weight
and reducing infant functioning, and a link between higher
ACEs scores and maternal depression (pre- and post-partum),
with implications for infant attachment. They also found an
association between ACEs and pregnancy at an early age, as
well as other risky behaviors and links to other forms of social
disadvantage. Given these connections, ACEs may offer a useful
framework for interventions and services, especially those that
deal with complex cases (such as women with children who
present with domestic violence experiences and substance use in
tandem), because the cases may contain “a complex set of highly
interrelated experiences” [(22), p. 773].

A common practice response is to apply a trauma-informed
approach to care (29) which has been described “the simple
and direct approach of listening and validating [an individual’s]
experience that shifts from asking,” “What is wrong with you?”
to “What has happened to you?” [(30), p. 49, (31), p. 2].
Trust-based relationships and community-based supports can be
key components of trauma-informed responses where there are
childhood experiences of trauma (32). Leza et al. (17) conclude
their scoping review of the connections between ACEs and
substance use disorder with specific support for the application of
trauma-informed care. Such approaches seek to explore the most
appropriate interventions for the individuals and to mitigate any
intergenerational effects (33). Najavits (34) work on intervention
approaches focuses on building coping skills, acknowledging
the inter-relationship between trauma and substance use in
women’s lives. This concurs with Bath’s (32) three components
of trauma-informed intervention; safety; trust; and development

of coping skills. To identify childhood trauma experiences, some
organizations target only those individuals who present to a
specific part of the service (for example: in cases of domestic
violence cases, those seeking refuge), while others adopt a
universal approach, regardless of specialist or intensive need. The
timing of routine enquiry can vary–sometimes it is at the point of
first contact, others only after establishing a relationship with the
service user (33).Within domestic violence organizations,McGee
et al. (33) found that crisis mitigation often takes precedence,
with the result that ACEs screenings are contingent on the skills
of the practitioner at that moment.

Despite the volume of the literature on this topic, ACEs
routine enquiry remains challenging and contested. A review
of pilot ACEs routine enquiry programmes across a range of
sectors in the UK found limitations in delivery caused by lack
of organizational expertise, capacity, and commitment (35). This
is important in the context of ACEs research where there is
criticism of initiatives to introduce ACEs routine enquiry into
trauma-informed care in ways that fail to distinguish between
potential individual-level impacts (which create potential stigma)
instead of group- or population-level application where changes
at the level of structure are targeted (8). Training and skill
development for staff in responding to historical and ongoing
trauma experiences has also been found to be key (36), as
well as greater insight in women’s recovery pathways where
multiple issues exist (37). Given this context, this study sought
to (a) identify the level of ACEs for women accessing a
domestic violence service; (b) consider and explore trauma-
informed responses to women’s childhood experiences and the
inter-generational transmission of trauma; and (c) consider
the role of ACEs routine enquiry and intervention in relation
to a range of agencies the domestic violence service work
with including those focused on infant mental health (IMH),
a key area of work for childcare workers within domestic
violence settings.

MATERIALS AND METHODS

The study upon which this article is based took place in an
organization delivering services to women and children who
experience domestic violence and related issues, including
substance misuse. Established 25 years ago in a large town in
Ireland, the organization provides emergency accommodation,
keyworker support, counseling, helpline support, children’s
interventions and court accompaniment. Over the past
decade, the organization has developed specific supports
and responses to women who are experiencing problematic
substance use, and currently; accommodate women within
refuge with substance misuse issues; routinely enquire about
substance use issues; support women to access substance use
stabilization, treatment, and recovery services; provide harm
reduction interventions; and provide substance misuse in-reach
for residents (38). In addition, substance misuse responses
and interventions are integrated into other services such as
the Pattern Change groupwork programme, art therapy and
advocacy supports (2).
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TABLE 1 | Study design.

Phase 1 Phase 2 Phase 3

(Service user

implementation)

(Practitioner groupwork support, assessment,

and reflection)

ACEs routine

enquiry with

women accessing

domestic violence

organization using

ten point

questionnaire (39)

n = 60

Co-operative inquiry

group for domestic

violence

service practitioners.

n = 10

Co-operative inquiry group

for external community

partners involved in IMH.

n = 7

Study Design
To meet these aims, an action research approach, involving three
phases as seen in Table 1, was taken in a study completed over a
nine-month period. The first phase involved the implementation
of ACEs routine enquiry for women accessing all aspects of the
organization’s services (n = 60 service user participants) using
the ten-question ACEs questionnaire from the US Centers for
Disease Control and Prevention short ACEs tool (39). The second
phase, undertaken concurrently, was a series of co-operative
inquiry groups facilitated with domestic violence service staff and
designed to support their implementation of the ACEs routine
enquiry with service users and their development of responses
to women who completed the routine enquiry. The third phase
involved the facilitation of an inter-agency co-operative inquiry
group with external community service partners on the potential
to integrate ACEs into wider inter-agency work, especially where
there is a focus on IMH. The study was granted ethical approval
by the first author’s university.

The quantitative element of the study involved the
implementation of a ten-question ACEs questionnaire for
women accessing the organization over a 4-month period.
The questions mirror established ACEs questions from the
US Centers for Disease Control and Prevention short ACEs
tool and have been used in similar ACEs routine enquiry
implementation to measure childhood exposure to forms of
abuse and household dysfunction (39). All questions were yes/no;
four questions focused on direct maltreatment experienced as
a child (e.g., abuse experienced themselves) and six focused
on their home environment as a child (e.g., abuse experienced
by other members of the household or substance misuse by
household members, among other things). For example, direct
maltreatment questions ranged from emotional (did a parent
or other adult. . . act in a way that made you feel worthless or
scared) to physical (did a parent or other adult push, grab,
slap. . . or ever hit you so hard you. . .were injured?/touch you
or make you touch their body in a sexual way. . . ?) to neglect
[did your parent(s) make you go without enough food or drink,
clean clothes, or a clean and warm place to live for long periods
of time?]. Home environment questions asked whether the
individual’s home as a child saw adults with mental health issues,
substance misuse, incarceration, physical or emotional abuse, or
relationship breakdown. Inclusion criteria were set in regard to
women accessing any of the organization’s support and refuge

services. To be invited to complete the ACEs routine enquiry,
women had to: be fully aware of the range of supports offered
by service; not be in crisis, which is understood in this practice
setting to mean the woman is not dealing with an immediate risk
to her safety and wellbeing or that of her children; have attended
the service on at least three occasions; and not be significantly
affected by current drug or alcohol use. Posters outlining the
study and what ACEs routine enquiry consisted of were placed in
all public spaces in the organization’s building. All women who
met the above criteria were invited to participate over a 4-month
period. Women also self-selected, asking to participate when
they saw the poster. The ACEs routine enquiry was explained
by the practitioner. All participants signed forms of consent and
were informed that they could change their mind at any time.
Participants were informed their ACEs routine enquiry form
would be anonymised. Over the 4-month period, sixty completed
the ACEs routine enquiry (n = 60 women). All of the women
invited to complete the ACEs routine enquiry agreed, though
one requested to complete it on a different occasion.

Inquiry Group Procedure
Co-operative inquiry groups are a core action research method
that can assist in identifying the needs of those served by the
organization and offer the opportunity to explore and respond to
presenting problems within practice and organizational contexts
(40). Where the subject matter is sensitive, it is important
to be attentive to practitioner stressors; for group members
to stay emotionally present (41); deal with transference and
countertransference (42); and potentially engage in various
emotional labor strategies (43) to ensure positive outcomes.
The complexity of these processes adds an additional layer
to the facilitator’s role and group dynamics as a whole (44).
For both sets of inquiry groups–the domestic violence service
practitioners and the IMH inter-agency practitioners–all group
members were involved in the inquiry group structure and
design; invited to reflect on their practice in regard to ACEs
routine enquiry; and invited to consider and undertake actions in
regard to implementation between inquiry group meetings. The
practitioners from the domestic violence service had extensive
experience, accreditation and professional recognition in areas
of domestic and sexual violence, substance use and childhood
legacies of trauma, while those in the IMH inter-agency group
had a range of professional expertise including social work, infant
mental health and substance use. Prior to the fieldwork, a 1-day
ACEs routine enquiry training was delivered by an independent
training consultant to both the domestic violence organization
staff and all members of the IMH group.

Ten of the fourteen practice staff who were invited agreed
to participate (n = 10 domestic violence practitioners). Three
domestic violence service practitioner inquiry groups were run at
4 to 6-week intervals during the ACEs routine enquiry process,
with each inquiry group running for approximately 90min.
Each inquiry group was audio recorded, with the consent of
participants. Themes for each inquiry group were agreed with
participants, and the practitioners were encouraged to describe
their practice and skills, as well as explore the experience of
enacting ACEs routine enquiry with service users. The members
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of the inter-agency IMH practitioner inquiry group were drawn
from a regional IMH working group. The seven who decided to
participate worked in social work, family support, community
and substance misuse services (n = 7 inter-agency IMH
practitioners). Two IMH inter-agency inquiry group sessions
were run, with a 4-week interval, with each group running for
approximately 90min. Each inquiry group was audio-recorded
with the consent of participants. As the practitioners came from
a range of agencies, the discussion and themes for this inquiry
group focused on the feasibility and possibility of integrating
ACEs routine enquiry into their existing work and organizations.
The inquiry groups were facilitated by the lead author, with
one IMH inter-agency group co-facilitated by both the first and
second authors.

Data Analysis
The quantitative analysis is based on data from the
aforementioned ten-question ACEs surveys completed by
sixty women. The questionnaires were administered by the
organization’s staff, but no personal information was included
on survey papers and the data was anonymous to the research
team. It was agreed through collaborative discussion with the
organization’s practitioners that the questionnaire would be
explained to women and given to them to complete on their
own, with the practitioner staying present only to answer any
queries or talk through any of the questions if asked. Where
there were literacy or language issues, the practitioner helped the
woman to complete the questionnaire by reading the questions
or particular questions upon request.

In the analysis, each anonymous respondent was accorded
a sum of the number of ACEs experienced. In keeping with
the existing empirical literature using ACEs survey data (9,
39), these ACEs totals were also grouped into four ACEs
“count” categories: 0 ACEs; 1 ACE; 2-3 ACEs; or 4+ ACEs
experienced. The ACEs survey question results were divided
into bivariate data (“child maltreatment” vs. “childhood home
environment”) and descriptive analysis on the prevalence of
each specific type of adverse experience within those categories
was conducted. Results from the study sample were also
compared to the results of ACEs studies in Wales (9) and the
United States (3, 45) in order to understand the ways in which the
prevalence (and types) of ACEs experienced by women accessing
domestic violence services differed from the ACEs experience
of broader populations in primary care settings. The order of
prevalence of individual ACEs types self-reported among the
survey participants was also specifically noted, along with the
associative patterns among the most common ACEs type to
other ACEs experienced, in order to identify trends within this
particular cohort of women and to inform local practitioners
moving forward.

The practitioner inquiry groups generated a good deal of
qualitative data which was analyzed thematically (46) to explore
key issues emerging from the data. To reduce the data and make
it more manageable (47), two levels of coding, open and axial
(48) were conducted. The first step allowed for categories to
be identified and assigned to elements of the recorded material
and the second step allowed for relationships between the

TABLE 2 | Prevalence of ACEs, by type, experienced by study service users (%)

(n = 60) (2019).

Child emotional abuse 50%

Alcoholism (in household) 40%

Mental illness (in household) 38%

Child physical abuse 32%

Violence (in household) 32%

Child sexual abuse 27%

Parental breakup 25%

Drug misuse (in household) 13%

Incarceration (in household) 8%

Child neglect 7%

Respondents able to select as many as applied.

categories to be established (48). The practitioners did discuss
their engagement with clients and reported on anonymized
interactions within the inquiry groups. It had been agreed that
in these discussions, all identifying client details would also be
absent from the discussion. The practitioners were anonymized
within the analysis stage.

RESULTS

ACEs Routine Enquiry: Questionnaire
Findings
The survey results reveal ACEs to have a significant presence
among the domestic violence organization’s service users. The
mean ACEs score for the women surveyed was 2.7. While 18
per cent of service users reported having experienced no ACEs
in their childhood, over one-half (58 per cent) of the 60 service
users who participated experienced at least two ACEs in their
childhood. One-third of all respondents reported experiencing
four or more ACEs. Service users also reported significant
levels of overlap between direct child maltreatment and adverse
home environments. Reported parental substance misuse with
the home environment was substantially higher than in general
populations studies (1).

Table 2 identifies the prevalence of each type of ACEs across
the service users participating in the routine enquiry process.
Half of the service users surveyed experienced verbal and/or
emotional abuse as a child. Over half (53 per cent) lived in a
household where substances were misused (40 per cent with
alcohol abuse and 13 per cent with drug misuse). Mental illness1

in the household was the third most common type of ACE
experienced by service users. Violence in the household, in the
form of physical abuse of the child or physical abuse of other
family members, affected one-third of respondents. Sexual abuse
and parental breakup follow closely thereafter, affecting at least
one-quarter of service users surveyed.

Furthermore, the most prevalent ACEs experienced did
not happen in isolation – each strongly overlapped with one
another. Of all the respondents who reported experiencing

1This includes living with a parent or family member who was depressed, suicidal,

or experiencing mental health issues.
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emotional/verbal abuse as a child (n = 30), 60 per cent also
reported alcoholism in their household, 53 per cent reported
having experienced physical abuse, 50 per cent reported domestic
violence in the household, 46 per cent reported mental illness
in the household, and 40 per cent reported experiencing sexual
abuse. ACEs routine enquiry is best able to capture exposure and
patterns of association; it offers much less in terms of identifying
the intensity or duration of adverse experiences and does not
offer a causal link between ACEs in childhood and later life
outcomes. In terms of quantitative data, the sample size (n= 60)
is also limited and representative of one organization. It provides
valuable descriptive information on the cohort of service users
who participated, but is not necessarily a portrait of the whole
population of women in Ireland who seek help from similar
organizations. What these findings do offer, though, are early
indications of both ACEs prevalence as well the types of ACEs
that most define the experience of the women presenting to the
domestic violence service; the next section identifies the central
themes that emerged in terms of how this routine enquiry work
with service users was performed in practice.

Practice Themes
Given the routine enquiry results, the practitioner experiences
of seeking to identify and respond to women’s childhood
trauma becomes key in how women might best be supported in
their recovery from both substance use and domestic violence.
Three key themes emerged from the dual inquiry group
processes with practitioners; (1) discussing ACEs and responding
to disclosure; (2) parental and personal substance misuse
experiences in relation to earlier trauma; and (3) challenges for
inter-agency work.

Discussing ACEs and Responding to Disclosure
The practitioners had initially queried whether, given their
experience and expertise, an ACEs routine enquiry was needed to
explore or discuss these issues of childhood trauma with women,
but subsequently agreed that the ACEs questionnaire provided a
useful framework:

Some of the women don’t realize that their experience is good or

bad, or that it has had such a profound impact on them. I often

found the woman did not realize that their childhood experiences

and current lifepaths are linked. (DV6)

For one practitioner, the ACEs routine enquiry helped refinewhat
she described as her “traditional intuitive practice”:

As workers in the field, we know that childhood impacts women,

but there’s a big difference between having a suspicion and

having a researched framework to put that in. . . and that deepens,

certainly, my own practice. It’s not anymore something I think,

or intuitively feel when I support a woman. . . [that] she had

a tough childhood, which we would so regularly do with our

clients before. . .ACEs has put that framework on my traditional

practice. (DV1)

Consideration was given to women who had low numbers of, or
no ACEs, with the practitioners questioning whether there were

other factors that may have impacted on health and relationships.
They cited a number of cases where a single traumatic incident
such as a random assault outside of the home or bullying by
a teacher in school actually had a significant long-term impact
on the women they worked with. There was also a general
conclusion that the ACEs routine enquiry did not lend insight
into the gendered cultural and societal expectations women may
experience as children, though the ACEs routine enquiry did
provide an opportunity to discuss this with women, at times
providing a window of opportunity for assisting insight into
life patterns:

Sometimes your work is so busy you don’t get the opportunity to

go back into the past or... because there’s other issues that you’re

dealing with, but for one woman that I’m thinking about, well her

mum, she came from an abusive relationship. Her dad was abusive

to her and she (the woman) got animated and said, “Why did my

mother stay there? She wasted 10 years of her life. Now look at me.

I’m doing the exact same”. (DV6)

The practitioners also felt acknowledging a woman’s past
experiences and highlighting her emotional and practical
strengths and resilience was really important, but also
supporting her to see a different life path for herself, as one
practitioner outlined:

One woman who ticked all the boxes, now she became really,

really upset, but she already had identified that all those adverse

child experiences had affected her life. She was really interested

in resilience, and she got it that it didn’t define her, which was

really interesting - just looking at all of those questions, ticking all

those boxes, she said it really reinforced that her childhood really

affected her and how she has lived her life, how she has parented.

But she can see that she can make changes. But it was like a clear

picture for her. (DV8)

The practitioners highlighted a number of cases where women
had older children (sometimes in care settings or dealing with
the impact of their own ACEs), concluding that in such instances
completing the ACEs routine enquiry should not reinforce guilt
or shame. The workers agreed that guilt is an emotion that should
be named and talked about, as it is so often a feature for women
who have experienced domestic violence and substance use:

But I think guilt with domestic violence goes hand in hand. So

again, even when you’re supported, the guilt is going to be there

regardless of staying for the children. Guilt is so key to domestic

violence, never mind where there is substance use too. (DV2)

Agency Remit
The infant mental health practitioners were not engaged in a
systematic implementation of ACEs routine enquiry, with some
contemplating introducing it, and others who using it in a briefer
format within client assessments. For the practitioners, the role
and remit of their agency was a key determinative factor in
whether they should consider integrating ACEs routine enquiry
into their work. It was agreed that agencies needed to have
client-centered practices; have the resources to support women
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effectively and have remit in regard to working with her and her
children if she has them. As one practitioner highlighted, the
purpose of the agency should influence the decision to consider
implementing ACEs routine enquiry:

There has to be a consideration for the agency, about what’s the

purpose of this, so why would we do this as opposed to any other

agency that those mothers might be in contact with. Well, she has

a relationship with us and we think we could positively influence

her parenting of her own kids or dealing with some issues in her

life by doing that routine inquiry. (IMH3)

A recurring theme across the practitioners from all the agencies
about implementing ACEs routine enquiry was the lack of
certainty that resources would be there to respond to client
issues that were raised. While referral pathways for counseling
and other therapeutic interventions currently exist, it was felt
these were limited, often with significant waiting lists or limits
on the duration of the intervention. The infant mental health
practitioners also debated whether the ACEs tool had value over
other interventions or ways of considering trauma:

I think I would want to know, well, we have some understanding

of why this would be more useful than just doing what we

do–because I talk to women about these issues anyway. (IMH2)

Parental and Personal Substance Misuse Issues
A significant aspect for the practitioners was the degree
and mechanisms by which the women articulated greater
understanding and empowerment from the process of
completing the ACEs routine enquiry and from the subsequent
conversations, especially in relation to substance misuse. The
practitioners agreed that the ACEs routine enquiry process
often helped ameliorate the self-blame women felt–about their
lives, their substance use and negative impacts on their own
children–rather than increasing it, which had been an initial
concern. One practitioner maintained that the understanding
generated by ACEs routine enquiry opened a conversation about
about self-blame for one woman as she was able tease out with
how certain decisions and choices were made:

[She] took it on as empowering, as understanding, a self-

understanding. . . .It’s the release of self-blame there that she feels:

“There was a reason why I took this bad boyfriend I took that bad

husband, I started drinking, I started using substances.” (DV5)

In a case where there was long term inter-related domestic
violence and substance use, the practitioners agreed that not only
was the process empowering for the woman, allowing her to
advocate for her own children, but also allowed her to start to
move on from her own experiences:

It put structure on her past, but it also gave her the strength to

move forward. I think she argued it with social workers–that,

“I am the way I am because of what happened to me and my

childhood and now that’s going to happen to my children if things

don’t change.” That was her argument. So, it was amazing to hear

and watch that process taking place. Now she’s a long way down

the road in her process but it was great for her, and she actually

said, which was massive, “I have to let go of the experiences that

happened to me as a child because, how can I be a better mother

if I don’t let go of them?” (DV6)

This raises the question of how women may be supported to
access further services and interventions, and the practitioners
felt that the reflective conversations with women could increase
motivation for positive change, In one case, according to the
practitioner, there was an immediate link for the woman in terms
of intergenerational patterns and substance use and she requested
an appointment with the substance misuse service:

I would be very aware that her ACEs would be high. She had a

seven score. I knew that it would be that at least, but her father

was alcohol dependent, and shemade that link, which was so quite

amazing, between her father being a drinker, she herself would be

alcohol dependent . . . .. Now I genuinely feel that link would not

have happened because she didn’t want her kids to see her like

she saw her father, without her doing the ACEs routine enquiry

first. (DV3)

For some of the practitioners, completing the ACEs routine
enquiry had a profound effect on the woman they were
working with:

She was like, “Oh, God. I’m ticking them all, nearly.” And then

she was saying “Yes, I did have such a dysfunctional family and

the pain I was in, and that all I ever wanted was to feel loved or

to have someone to love me,” and how she ended up in domestic

violence relationships trying to feel loved as well. And we spoke

about the substancemisuse being a reaction to all the pain she had.

And it was really like, “I can see howmy life went down that route

because of what I’ve experienced as a child.” And this tool have

really helped her to say, “Okay, I’ve had a dysfunctional family;

it’s been unbelievable. But by God, it’s not going to happen to

my children. That was then and this is now. I’m working so hard

now.” I just found it extremely empowering for both of us. (DV5)

Given the practitioners were drawn from an infant mental
health networking group, there was significant discussion around
supporting mothers with new babies where the mother has
substance use issues. There were concerns that women could be
dealing with a lot already, even before the inclusion of ACEs
routine enquiry. It was highlighted that women had often already
provided some of the information on the ACEs questionnaire
as part of their referral to some agencies, and if the referral is
in regard to infant mental health and parenting issues, then the
nature of the ACEs questionnaire might not be helpful:

Issues usually come up during the course of the conversations

with parents, out of their story, and I wonder that if you push the

stories, the questions too much, they would back off. (IMH 6)

However, the point was also made that the evidence base
underpinning the ACEs questionnaire is helpful in advocating
for children, where their mothers have completed a routine
enquiry and her substance use had previously just been viewed
as problematic:
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It’s very useful when you’re fighting for services or you’re seeking

a case conference and you can say, well, yes we have the research

now to back it up or this is the word to describe what this young

child is going through. Or why this adult can’t care for this child.

So I find it very helpful to explain to people what it is because

for a long time, people weren’t giving it the attention it deserves.

[Previously] she (the mother) was just the problem. (DV3)

Challenges for Inter-Agency Work
While the practitioners felt those in related agencies in the
community would take women’s experiences more seriously
because of the evidence base evident in relation to ACEs, this
was tempered by a concern that the ACEs routine enquiry
could be implemented in agencies without important aspects of
support, empowerment and follow-up. There were also concerns
that a woman would be “reduced” to her ACEs score or would
be requested to complete the routine enquiry within several
agencies. It was felt the logistics needed to be worked out at inter-
agency level so that the implementation would be effective. The
practitioners also highlighted the importance of good training
prior to implementation, and time and resources being allocated
to practitioner skill development to ensure a positive experience
for those being invited to complete ACEs routine enquiry:

I think that there is a risk that ACEs will broaden itself out. It

might be better to keep ACEs within agencies that would give the

woman the support and the acknowledgment of the trauma. If

feels like its nearly at the point where people in the supermarket

are doing ACEs enquiry. That’s not good, in my opinion, there’s

risk. (DV4)

In particular the practitioners were concerned about the level of
supports womenmight need after a disclosure and how an agency
might enact a client-centered response:

If you provide or implement a framework which allows her

to acknowledge some of her vulnerabilities, then you have a

lovely piece of work and a responsibility to support her... but we

need to think about how those vulnerabilities are perceived, and

understood, and talked about to others. Because they’re hers and

she has a right to boundary them. (DV1)

The practitioners also voiced the concern that women may
feel there were implications for acknowledging some childhood
experiences and subsequent behaviors, depending on the remit
of the agency:

And I wonder how effective and truthful the response would be

if it is a social worker carrying it out, because it’s just a different

support session and people are going to be terrified of, if I tick this,

what will this result in? (IMH5)

The practitioners had a wider, more philosophical discussion
about the future of services delivery and how ACEs might fit
into that. It was pointed out that it can be much harder for
statutory agencies to innovate and introduce new practices. One
practitioner drew the analogy of the statutory agencies being like
a large tanker, given organizational infrastructures and numbers

of staff, and that–with respect tomaking changes in approaches to
working with and offering support services for families, children
and trauma–it can take “nine miles for one of those tankers
to turn or go back” (IMH1). Working with this analogy, the
group discussed how smaller NGOs and community agencies
can essentially act as smaller, more nimble boats providing more
tailored family support. As the practitioner described:

I think if we were to go with this analogy, which is very powerful

actually. . . There’s people on the big ship [i.e., statutory agencies]

who are looking to see what’s happening and waiting for the turn

to happen. . . [but] it’s also empowering because. . . there’s more

mobile craft [i.e., smaller community agencies] that are starting

to innovate and pick people up. (IMH1)

DISCUSSION

The routine enquiry results indicated ACEs to have a significant
presence among women accessing the domestic violence service.
Over one-half (58 per cent) of service users experienced two
or more ACEs in their childhood and one-third (33 per cent)
experienced four or more. Just 18 per cent of service users
reported having experienced no ACEs in childhood. This high
prevalence tracks with prior findings in the literature (11, 16) and
it is important to note that these results are much higher than
that of the general population samples accessing primary health
care settings in previous studies (1). It is widely agreed that ACEs
“scores” revealed in these screenings do not offer a causal link
between ACEs in childhood and later life outcomes; rather, they
are indications of both ACEs prevalence as well as the types of
ACEs that most define the experience of the women presenting
to a domestic violence service (18).

Given that the ACEs questions were primarily designed as
a research tool, not a personal intervention tool (8), it falls
to organizations and practitioners to consider its usefulness
and then subsequently attend to developing an appropriate
practice response. Practitioners from the range of agencies raised
concerns related to “individualization” of women’s ACEs scores
and the provision of appropriate trauma informed responses to
client disclosures. There were fears that women; “would become
their ACE score;” that support services may not be adequately
available to those who disclose traumatic experiences, or only
for those who report a “high” ACEs score of more than 4; or
that clients may be forced to re-tell their ACEs history to many
different agencies. Childmaltreatment in the form of verbal abuse
was the most prevalent ACEs type, followed closely by physical
abuse (of both the child and of other members in the household)
and substance misuse (alcohol and/or drugs). While the ACEs
“scores” revealed in these screenings do not offer a causal link
between ACEs in childhood and later life outcomes, they do
provide indications of both ACEs prevalence as well as the types
of ACEs that most define the experience of the women presenting
to the service.

An ever-present challenge–and one relevant for incorporating
ACEs into trauma-informed care and community practice–
is distinguishing between individual-level and group- or
population-level application. Kelly-Irving and Delpierre (8)
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note that while the promotion of ACEs awareness in health,
educational, and service settings is often both useful and
commendable, placing a focus on an individual’s ACEs score
poses ethical questions and is a departure from the spirit of
Felitti et al. (3). The risk is that the need for structural change,
more health interventions and addressing of the determinants
of health become obscured and individual level interventions
privileged (8). Finkelhor [(49), p. 175] is careful to point out
that “high ACEs scores. . . are not the same as trauma symptoms”
and therefore cannot be taken as an indicative measure (on
their own) for individual intervention. Therefore, both client-led
responses and how agencies can work together to co-ordinate
responses and interventions, while also protecting the privacy
of service users, become key. In the absence of an emphasis
on interpreting ACEs in a broader population-level context in
the push for better integrated systems of care, prevention, and
early intervention, individuals looking at their own ACEs scores
may face fear over their future outcomes, stigma from others
about their personal circumstances, and a burden of a now
“individualized” problem. This was particularly pertinent when
there was an intersection of domestic violence, substance use,
and child welfare issues and concern of future requirements
to disclose or not be able to control sharing of your ACEs
information–most especially where child protection services may
potentially be involved (50). For instance, could a high parental
ACE score be utilized against a mother if there were child welfare
concerns or if there were custody and access court proceedings?
Kelly-Irving and Delpierre’s [(8), p. 453] comment is pertinent,
that ACEs should not “be used to incriminate parents, but rather
reveal the conditions, particularly social conditions, in which
parents and children live and how they cope.”

Practitioner skills in opening conversations about historical
trauma in the lives of women with substance use histories
has been found to be crucial (51). In this study, identifying
experiences of parental substance use and/or their own substance
use through the ACEs routine enquiry platform provided a
basis for conversations and discussions about intergenerational
patterns, positive change and resilience that may not have
otherwise happened (51, 52). Given the intersection of domestic
violence and substance use can be very challenging for a single
agency to address (53), the ACEs routine enquiry was found to be
a constructive and useful mechanism to make links with women
about their past traumas and current life trajectories, including
any misuse of substances. While the “simplicity” of the ACEs
questionnaire was originally a concern for those implementing
it, in practice, this became a strength. Once in use, the ACEs
questionnaire was not viewed as an all-encompassing solution to
address childhood legacies of trauma, but instead as a mechanism
for opening a topic or aspect of a client’s life patterns (21, 52).

The practitioners in this study were adamant the ACEs routine
enquiry needed to be embedded into existing client-centered
approaches (54), in order to avoid many of the challenges
experienced by other agencies (33). The ACEs routine enquiry
was utilized as a tool within relationships already based on
empowerment and collaboration, which perhaps may differ from
wider health or social service interventions (39). There were
many examples of positive impacts from women completing

the ACEs routine enquiry, with practitioners reporting the
potential of ACEs to provide a simple and explainable framework
for considering the impact of childhood experiences, a key
challenge for addressing the needs of women dealing with
intersectional issues (21). One important aspect was the potential
for practitioners to work with women to address guilt and self-
blame, particularly where she had children who had subsequently
experienced ACEs. Igniting both desire and action to seek
further supports to address the impact of childhood trauma
for herself and for her children based on an understanding of
past experiences is a complex process but one that can support
recovery, and may shift practitioners beyond supporting women
on day to day or single issues (53).

These are aspects of practice that may be difficult to capture in
terms of quantifiable outcomes (55), and may require long-term
trauma-informed interventions to address (56). Importantly,
though, the impact on practitioners of support work needs to be
attended to in the context of trauma-informed service delivery.
The routine enquiry process revealed a significant prevalence
of ACEs, both in terms of direct maltreatment and adverse
home environments experienced as a child, among the service
users of this organization. The practitioners here gave numerous
examples of disclosures and subsequent conversations that had
the potential to be both emotionally transformative for the
client, but also emotionally impactful on the practitioner. This
highlights an important question for those engaged in support
work about both the boundaries and limitations of such work,
and the impact on the practitioner of working with such issues
(2). Ultimately, inter-agency responses may need to differentiate
between being ACEs-aware vs. actively implementing ACEs
routine enquiry within their own service and a recognition that
deciding between these two paths must be based on the ability
of the agency to both advocate for women and provide trauma-
informed responses (21).

As with any practice-based innovation, change requires
consideration of the evidence, development and implementation
of an intervention, practitioner training and organizational
support. The practitioners highlighted two aspects in particular
that proved helpful for this work: the capacity of community
agencies to access small, relevant funding streams for such
work, and the ability of community agencies to be more
flexible in relation to practice changes due to their size and
remit. This suggests that NGOs and community organizations
may be better placed to pilot or innovate practice changes
where there are experiences of childhood adversity, and later
domestic violence and substance use (57). This project was
completed with a limited budget, but its successful execution
benefited and relied upon on existing robust supervision and
support structures within the host organization, and strong,
pre-existing community and inter-agency relationships among
all of the participating IMH practitioners. This network and
infrastructure may not always be in place, which adds to funding
considerations. Follow-on evaluations of impact and outcomes
for practice change also require continuous funding streams that
may potentially be separate from the original project funding but
are of importance to understanding critical learnings for future
endeavors (53).
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CONCLUSION

This research sought to identify the level of ACEs for women
accessing a domestic violence service and explore both the
enactment and responses by practitioners to ACEs routine
enquiry. It also sought to consider the possibilities in regard to
the use of ACEs routine enquiry with a range of practitioners
who had an infant mental health remit. As such, this study
was situated in a very specific setting. It took an action
research approach to exploring the practice responses aspect of
the project, collaboratively working with practitioners to build
an understanding of the relevance, usefulness and responses
to ACEs routine enquiry. The findings of this study offer
considerations and implications for a number of groups: service
users, practitioners, organizations (both individually and in an
inter-agency context), funders, and future researchers.

This study has several limitations. The routine enquiry
questionnaire has the potential to provide a level of insight into
the prevalence and types of ACEs among domestic violence
service users, however it is best suited to capturing exposure, but
is not intended to make a causal link between ACEs experienced
in childhood and subsequent life outcomes (8). The results in
regard to practice responses are limited to the views of the
practitioners, and do not include the views of the women who
completed the ACEs routine enquiry, nor their perceptions of
subsequent service responses. Action research is by its nature
both generative and continuous, so often requires further cycles
of research and inquiry particularly where there are complexity
and emotional labor are key features of the research setting (58).
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Even if peer support is commonly defined as horizontal in contrast to the more

hierarchical relationship between client and professional, peer support is not

free from power dynamics. This article considers feminist organizing in the

context of peer support for people with experiences of criminalization and

substance abuse and addresses questions of (un)equal peer support, sexual

victimization, (re)integration, and organizational change in the #MeToo era.

Drawing on qualitative interviews with support organization representatives

and discussion material from a study circle and a men’s group, this article

analyses one organization’s framing of, and responses to, allegations of sexual

victimization of female members, and their ongoing work toward increased

equality. The study shows that a number of measures have been taken in

the organization in order to give voice to women whose lives are affected

by crime, imprisonment, violence, and drug abuse. Interview participants

put strong emphasis on the need to counteract what is described as a

“macho culture” embedded in the peer support organization (PESO), which

is seen as repeating structures of masculinity and power from the previous

criminal lifestyle as well as reproducing specific gendered vulnerabilities. The

organization’s patriarchal structure is understood as connected to a culture of
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silence that has allowed for sexism and marginalization of female members

to continue. The women’s lived experiences of trauma within peer support

practices and their struggles to redefine the foundations of their organization

emphasizes the lived gendered emotionality of peer support, and uncovers

how power structures can be challenged by putting the gendered lived

experiences of women with a history of criminalization and substance abuse

in the center of ex-offender peer support.

KEYWORDS

feminism, #MeToo, peer support, reintegration, substance abuse

Peer support and desistance: A
feminist approach

The idea that individuals who have overcome struggles
help others with similar challenges dates back a long time.
In the literature helpers are referred to as wounded healers
(1–4), professional ex-s (5, 6), peer mentors (7), experts by
experience (8), and credible messengers (9). The practice of
peer support can be informal (for example among friends)
or formal/intentional within existing services where people
with lived experiences are trained and employed. It can also
take place in self-help-oriented groups or PESOs [see (10)].
Peer support and the possibility among persons with lived
experiences of incarceration, criminalization, and substance
abuse to act as wounded healers has been identified as a
practical implication of desistance theory, which in essence
is based on the simple idea that people can, and do, change
(11, 12). Wounded healers personify the success stories that
desistance theory is built upon (12) and their lived experiences
often mean that they are perceived as trustworthy (9, 13, 14).
Wounded healing has further been highlighted as an effective
strategy for scaling up preventive and restorative approaches
tackling substance abuse and crime (15, 16). While restorative
justice is a normative theory that suggests that harms should
be repaired by the harm-doer by means of “giving back,”
desistance theory makes the empirical claim that such generative
actions support desistance (11, 17, 18). Nugent and Schinkel
(19) argue that desistance, in order to be maintained long-
term, needs to be supported in three different spheres: the
outside world, the world within, and the world of relations
to others. They introduce the concepts of act-desistance (non-
offending), identity desistance (internalization of an identity as
non-offender), and relational desistance (change recognized by
others). These spheres are linked to different forms of pains:
pain of isolation when trying to achieve act-desistance and
pain of goal failure when struggling to form a new identity or
experiencing a lack of relational desistance. The importance of
being recognized by others as someone who has changed and

to be able to develop a sense of belonging to a community is
acknowledged in the practice of peer support, where relational
and structural aspects of desistance are central. Envisioning the
future of desistance research, Maruna (12) highlights the central
role of lived experience and argues that desistance should be
reframed as a social movement “as that concept moves from
the Ivory Tower to the professional world of probation and
prisons, back to the communities where desistance takes place”
[p. 11; see also (20)]. Indeed, the expression “nothing about us
without us” has been key to various social justice movements
(21) and is also evident in the field of convict criminology
(22), where lived experiences is moved from margins to center
by formerly incarcerated academics (12).1 Peer support has
been described as a political act that builds empowerment by
telling and listening to each other’s stories (23). In the spaces
created by activist and peer support initiatives people can use
their experiential knowledge to advocate for progressive change
(23). Furthermore, peer support and peer groups have been
referred to as possible safe spaces2 for those stigmatized through
criminalization and/or substance abuse (24). Nevertheless, even
though studies show that peer support is helpful for the helper
(2, 25–27), the potential risks or inefficacy of peer support is
less explored (28). In the field of mental health, a systematic
review and meta-analysis of randomized controlled trials of
peer support for people with severe mental illness by Lloyd-
Evans et al. (29) found little evidence of the effectiveness of peer
support for this particular target group. Other studies indicate
that peer support is often most successful “if both parties have
other things in common such as cultural background, religion,
age, gender and personal values” [(30), s 4; see also (31, 32)].

Peer support is often thought of as horizontal, in contrast
to the supposedly more hierarchical relationship between client
and professional (7). The sparse research on peer support and

1 Convict Criminology have been accused of excluding marginalized
groups such as women, ethnic minorities and LGBTQs (90).
Representatives acknowledge that white men are overrepresented
in the field (22), but emphasize that multiply marginalized individuals
may have good reason for not coming out as ex-convicts, and that the
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mentoring in the criminal justice context has generally not
dealt with power dynamics in the peer mentor setting, and
Buck (7) points out that “when peer mentoring is framed
as a relationship free of authority, one of the major power
dynamics which is veiled is gender” (p. 215). Not only is
peer mentoring a gendered practice where regulatory gender
dynamics are negotiated (7), but peer mentoring spaces such
as PESOs are arguably also sexualized spaces in which women
with experiences of criminalization and substance abuse may
feel less safe and supported, or even become exposed to further
victimization (14). Feminist criminology has long since argued
that “[g]ender blindness is not a trivial oversight; it carries social
and political significance” [(33), p. 98]. Feminist criminologists
have shown the extent to which gender matters in the lives
of women with experiences of criminalization and substance
abuse, not least in relation to the high exposure to violence
and sexual victimization (34). Desistance research centering the
lived experience of female offenders has further revealed how
lingering consequences of prior victimization from violence may
restrict women’s routes out of crime (35, 36). Gender blindness
thus risks obscuring the various ways in which structural
inequalities affect women’s lived experiences of criminalization
and substance abuse, as well as their processes of desistance.

#MeToo and women with
experiences of criminalization and
substance abuse

One of the goals of the feminist movement has been
to “rewrite the scripts that trigger shame” [(37), p. 42] by
challenging stigmatizing perceptions of sexual victimization. As
a “shame management process,” Maruna and Pali [(37), p. 42]
claim that #MeToo, rather successfully, have turned the tables
on victim shaming and blaming, and redirected it onto offenders
and the society and institutions that have failed to adequately
acknowledge and deal with sexual violence and harassment.
A large field of research has developed that sheds light on the
global development of the #MeToo-movement (38–51). This
emerging field is diverse and includes analyses of #MeToo-
appeals (52), how managers and management teams have dealt
with intra-organizational accusations of sexual harassment (53),
effects of #MeToo on attitudes toward sexual assault (54),
on reporting workplace sexual harassment (55), and effects in
specific work sectors (56).

#MeToo has been described as a movement “concerning
sexual harassment at work” [(57), p. 581]. Nevertheless, the

critique reveals a lack of insight into the effects of intersecting stigmas
(91).

2 Safe spaces are commonly discussed and practiced in feminist,
queer, and civil rights movements as spaces where marginalized groups
are shielded from violence and harassment (92).

limits of the movement are not clearly defined and there has
been discussions as to whether it should include non workplace-
related victimization (58). Moreover, certain stigmatized groups,
such as sex workers and victims of prison rape have expressed
doubts about their experiences are welcomed in the #MeToo
narrative (58). Questions of the scope of the #MeToo-
movement is relevant in relation to women with experiences
of substance abuse and criminalization, whom as a group are
often marginalized from the mainstream labor market, highly
exposed to sexualized violence and abuse (34, 35, 59–62) and
suffer from poorer health and living conditions in general (63–
66). Moreover, the consequences of the failure to live up to
idealized notions of the victim has been discussed in relation to
drug using women subjected to partner violence. These women’s
drug use is often seen as causing the violence (67). Women
who engage in criminal behavior or who use drugs risk being
treated as doubly deviant for breaking the law as well as the
conventional norms of femininity (36, 68, 69).

In Sweden, the #MeToo-movement had a wide impact.
The number of hashtags was, relative to the size of Sweden’s
population, highest in the world (45). Between 2017 and 2018,
76 petitions were published in Swedish media (41). Most
of the petitions came from different lines of businesses and
industries, but several were initiated by groups of (mainly)
women not connected to a specific industry sector. Out of the
76 petitions, two were initiated by people with experiences
of drug use, sex for compensation and/or criminalization:
#withoutsafetynet (#utanskyddsnät) and #notyourwhore
(#intedinhora). #Withoutasafetynet’s petition highlighted
the fact that women3 with experiences of drug use, sex for
compensation and/or criminality are rarely treated or viewed as
“fellow humans,” seldom included in the imagined sisterhood of
the women’s movement, and not sufficiently acknowledged and
protected by the welfare state. The initiators of #notyourwhore4

defined themselves as joined not by industry, but by their
shared vulnerability. Their petition, like #withoutasafetynet’s,
made visible the lack of legal rights that characterizes the lives
of people with experiences of drug use, sex for compensation
and/or criminalization.

The present study

This article will consider the feminist organizing that has
been taking place in KRIS,5 a Swedish PESO for people with

3 #Withoutsafetynet started as a #MeToo-petition in 2017 and became
a non-profit organization in 2018. The organization also includes
transgender people.

4 #Notyourwhore likewise started as a #MeToo-petition in 2017 and
transformed into a non-profit organization in 2018. The organization’s
target groups are women, non-binary, and transgender people.

5 Acronym for Criminals’ Return Into Society (in Swedish: Kriminellas
Revansch I Samhället).
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experiences of criminalization and substance abuse, in the
context of #MeToo and in the aftermath of internal accusations
of sexual harassment in KRIS. By exploring the organization’s
framing of the problem, the responses to victimization of female
members, and their ongoing work toward increased equality, the
study uses KRIS as a case to address questions of (un)equal peer
support and feminist organizing in the context of ex-offender
(re)integration.

Methods

Context of the study: The KRIS
organization

Founded in 1997 by a group of men with a history of
incarceration and substance abuse, KRIS is the first and most
well-known non-profit PESO for people with experiences of
criminalization and substance abuse in Sweden. One of the core
activities of the organization is “muckhämtning,” which means
that peers pick up prisoners upon release and drive them to a
KRIS premises where they have a release-celebration [cf. (11,
70) on re-entry rituals]. Above this, KRIS offers a range of
different support services, which differs somewhat between the
local associations depending on human and financial resources.
At the time of writing this article, KRIS have local associations
in eleven Swedish cities6 and youth associations (target group
13–25 y/o) in eight7. These numbers have fluctuated over the
years with several local associations having shut down, and
new ones opened.

KRIS frequently comment on criminal policy related issues
in Swedish media and participate in different social and
political events like Almedalen Week.8 Due to KRIS’ high
visibility as an organization for liminal groups (71) of people
with criminal records and previous addictions, they attract
publicity around their projects, activities, and funding. Recently
Swedish Television reported that The Swedish Inheritance Fund
demands a refund of almost SEK 1MM after finding deficiencies
in the financial accounts of KRIS national association (72). This
further led to the Swedish Prison and Probation Service denying
KRIS state funding for targeted visiting activities and release
support in 2021.9

An incident that is of relevance in this article is the
allegations of sexual harassment of female KRIS members that

6 The organization has also been active in Finland since 2003 (www.
kris.a.se; www.kris.fi).

7 Young KRIS started 2006 and target young people between the ages
of 13 and 25 (www.ungakris.se).

8 An annual political festival in Gotland, Sweden.

9 In 2022 KRIS was granted funding for making prison visits
in Stockholm and Gävle (https://www.kriminalvarden.se/om-
kriminalvarden/samverkan-och-samarbete/statsbidrag-ansok/
organisationer-som-fatt-bidrag/).

were directed at the then president of KRIS in 2019 (73). In KRIS
magazine Vägen Ut, this event and its aftermath are described
as something of a turning-point for KRIS as an organization,
where a fifth maxim: Equality, was added in 2021 [(74), issue
3]. In recent years several projects have started that aim to raise
awareness about violence and sexism, work against shame and
stigma, and to increase gender equality within the organization.

The current study draws on five semi-structured interviews
with seven employed peer mentors working in KRIS. The study
also draws on study material from KRIS’ study circle: The
meaning of violence and discussion questions used in KRIS
Stockholm’s weekly men’s group (see Table 1). This study
material is used to gain insight on how KRIS implement the
equality maxim in their peer support practices.

In addition to the interviews and study material, I
have followed KRIS development through their membership
magazine: Vägen Ut, which has been distributed quarterly since
2002. Moreover, I have followed KRIS’ social media channels for
several years, not least during the period of internal conflicts
2019 surrounding the allegations of sexual harassment against
the then president of KRIS (75). I also participated in a seminar
on sexism and macho culture held by activist, journalist, and
writer Atilla Yoldas, hosted by KRIS Stockholm in February
2021. Above that, I have listened to KRIS’ podcast The faces of
violence (Våldets ansikten). Even though these sources do not
make up explicit empirical material in this study, they formed
the rationale for doing the study and influenced the interview
questions. Having followed KRIS for many years was also a
resource during the interviews in terms of building trust with
the interviewees.

Procedure

The five local KRIS associations that have started one
or more gender equality related projects were contacted
via their Facebook pages and/or email addresses with an
information sheet and consent form for the study. I gave
my contact information and asked people that would be
willing to be interviewed to contact me. I also contacted
specific individuals that I knew were involved in equality
projects in KRIS. Through one of them I was referred to
several others involved, four of which were subsequently
interviewed. After giving informed consent, participants from
three local associations were interviewed in person at their
local association (n = 2) or over phone (n = 5). In one of
the interviews three interviewees participated. This interview
differed from the individual interviews, involving discussions
and interactions between the participants. Having worked
together for several years, they knew each other well and
requested to be interviewed together. They had experiences of
working in different local KRIS associations and with various
assignments in the organization, which suited the purpose of
discussing organizational developments.
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TABLE 1 KRIS projects.

The faces of violence1 The project started because of increased isolation of predominately women and children due to the corona pandemic but takes a
broader approach in discussing gender-based violence. The project includes a podcast.

The meaning of violence2 A study circle for both male and female KRIS members. The study circle is made up of 17 sessions based on Isdal’s book (88)
with the same name. The sessions focus on different types of violence such as physical, psychological, material, sexual,
economic, and latent violence. The participants read extracts from Isdal’s book before each session, during which they discuss
different themes based on between three and six predetermined questions.

Men’s group A weekly men-only group where the participants discuss questions related to masculinity, sexism, violence, victimization, and
family. Offered in the local association KRIS Stockholm.

Women’s groups Weekly women-only groups where participants are invited to discuss themes including shame and stigma, boundaries,
victimization, and violence. Offered in several local KRIS associations.

1In Swedish: Våldets ansikten.
2In Swedish: Meningen med våld.

Conducting qualitative interviews over phone is often
considered inferior to face-to-face interviews, although there is
no evidence that phone interview data would be of less quality
(76). Some studies suggests that phone interviews have the
advantage of being more flexible in terms of geography and time
scheduling, and that phone interviews can feel less intrusive for
the interviewees (76, 77), the latter indicating that this method
may even be preferable when conducting interviews on sensitive
topics (78). The alternative to conduct the interviews over phone
was chosen by five of the interviewees, mainly because it allowed
for greater flexibility in scheduling the interview at a time
that suited them. The interviews lasted between 35 min and
1 h 45 min (average duration = 47 min). Each interview was
recorded in its entirety and transcribed verbatim. Participants’
personal details were removed from the transcripts to preserve
anonymity and the recordings were deleted once the interviews
were transcribed and checked. All participants received a copy
of the transcripts after the interviews along with the information
that the recording had been deleted.

Participants

Seven peer supporters and KRIS employees (five women,
two men) in three local associations that work actively
with different gender equality projects were interviewed for
this study. Four participants have eight or more years of
experience in KRIS, three have between 4 and 6 years
of experience. All participants have lived experience of
incarceration, criminalization, and substance abuse. The mean
age of the participants is 46.7 years. To increase anonymity, their
individual age or local association will not be disclosed.

Data analysis

The interview data were analyzed thematically with the
attempt to describe participants’ perceptions and experiences
of the organizational changes and developments regarding
equality during their employment/commitment in KRIS. The

coding was made using the NVivo software. For this study, the
interviewees were explicitly asked to account for organizational
developments in relation to internal conflicts and the #Metoo-
movement. I view the interview data as organizational
narratives, defined by Vaara et al. [(79), p. 496] as “temporal,
discursive constructions that provide a means for individual,
social and organizational sensemaking and sensegiving.”
Narratives of organizational change shape understandings
of things that have happened in the past, as well as
trajectories of the future (80, 81). The interviews touched upon
several themes that related to (in)equality and organizational
development, for example specific events/conflicts related
to gender inequalities and victimization, descriptions of
organizational changes, then versus now-narratives, equality
work/projects, masculinity and power, and strategies for change.
I themed the interview data based on how the problem
with inequality in the organization was framed, how the
organizational changes were explained, and what solutions
were suggested. Change almost always involves narrative
representation because of its immanent temporal development
(79). The participants often talked about developments in
KRIS in terms of “then versus now.” This narrative involved
the phrase “flipping the triangle,” which was used to describe
how the organization has gone from being run top-down
to bottoms-up. I interpreted this as both an organizing
narrative (in that changes for equality was centered around
it), and a narrative that shaped the organization (KRIS was
dysfunctional before but is now more democratic and well-
functioning).

In the study materials I specifically looked for practical
examples of the how’s of the organizations’ equality work as a
supplement to the interview material.

Findings

Framing the problem

On one level, the interview narratives tie the problems and
harms regarding inequality and sexism within KRIS to certain
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individuals. IP3 (F) says that the core values of KRIS (honesty,
abstinence, solidarity, and comradeship10) really appealed to her
when she first came to the organization, but that “the primary
goal of KRIS was being lost because of specific individuals” who
made KRIS an unsafe and dysfunctional space. These individuals
are described as having caused harm to fellow members in
the organization as well as to the organization itself. Central
in this narrative is the image of harm as a “sickness” that
affected the whole body of the organization. IP1 (F) similarly
says that:

Many local associations have been ruled from the top. Some
have lined their pockets in various ways and all of that. And
maybe not everyone would dare to say, “this is what it’s like
in my local association,” because then you’d get shit for it.
You see what I mean? So, it’s good that we’ve cleaned out
this sickness (IP1, F).

Below, the narrative of IP7 (M) interestingly problematizes
the consequences of certain lived experiences of “the criminal
life” on how the organization has been governed. Framing
the “criminal attitude” as permeated by “power, control, and
domination techniques” IP7 paints a picture of an organization
where members have been afraid to speak up for fear of
retaliation:

The board of RIKSKRIS11 has a responsibility and the
chairman of RIKSKRIS only has one task, and that is to
lead the board. It’s the board that makes decisions. And
I actually think that throughout the years that KRIS has
existed, people haven’t understood this concept. And that’s
what’s frightening, because you’ve kept everything that you
had with you when you came to KRIS, you see? From like
the criminal life . . . and of course it was that attitude and
that history that was there in KRIS that we like needed to
bring up to the surface and start to change. So, it was like
that those who’d been there the whole way just had to take
a good look at themselves and see that, shit, yes . . . we’ve sat
here like puppets. We haven’t dared to assert ourselves. We
haven’t dared to speak up when we think that things have
been done in the wrong way, because there has always been
a leader or a chairman who is bloody loud and like, a lot
of power, control, and domination techniques. And then it’s
like . . . yes, but there’s been a sickness at KRIS for a very long
time. (IP7, M)

Group secrecy and silence has been described as effective
ways of legitimizing and maintaining abusive behaviors (82),

10 The fifth maxim “Equality” was added in 2021.

11 KRIS’ national organization.

something that is also highlighted in the quote above. On a
structural and organizational level, the participants describe
KRIS as a historically patriarchal organization with “the same
hard jargon as it was out there [in the criminal lifestyle]” (IP2,
F). IP7 (M) says:

There’s no need to make any pretense about the fact
that KRIS has been a male-dominated association and
organization ever since it started. You only have to look
at the composition of the boards and the chairmen at the
local level. So, women haven’t wanted to come to KRIS. And
then you must ask: why is that? And it’s precisely this macho
culture that’s existed, the biggest, strongest, loudest – that’s
the one who decides things. And then I’d have to say that
you haven’t changed the criminal mindset. You may have
moved to a different playground, but you’ve kept all the
criminal attributes. (IP7, M)

IP4 (F) says that when she first came to KRIS, the
whole organization was male dominated: “The board, all
leading positions, were held by men. Many of us women
didn’t even get a chance to make our voices heard.” Peer
support has been described as a liminal occupation (71),
the peer supporters operating from the position of being
both inside and outside the experience of the criminal
justice system. IP4’s statement suggests that female peer
supporters occupy a doubly liminal position, being viewed
as outsiders within the PESO where their experiences of the
criminal justice system have not been equally valued. IP4
continues:

I think that many have been seriously manipulated, I mean
there was a hierarchy that was like set in stone. Among the
men, I mean. And even if there were men who were not
involved in this, I think the majority have been seriously
manipulated by like an attitude. That’s what was difficult,
which meant that like, yes . . . something was needed to
break it. I mean, what was needed was for the chairman of
the association to leave, and for people to like really put their
foot down. And it’s not just about this chairman, but rather
it’s about standing up for, like standing up against a behavior
and a prison jargon that’s been like very firmly established in
KRIS. (IP4, F)

In the interviews, this jargon is described as “macho,”
“sexist” and “vulgar.” According to the participants, this kind
of jargon has particularly severe consequences for women. IP7
(M) says that “we know from our own experience that women
involved in substance abuse are exposed to a great deal,” and IP1
(F) emphasize that for women, the experiences of sexual abuse
and violence is often intimately connected to their substance use,
“that have been like a kind of salvation.” Along the similar lines,
IP3 (F) say:
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It shouldn’t be okay that like men who’ve been a long time
[in the organization] go and grab the arses of girls who
are new. Everyone should feel safe here. Whatever KRIS-
organization you go to, I mean women in our target group
have lived with extreme vulnerability, and presumably that’s
the main objective: to come to a KRIS association wherever
you might be, and that you will feel safe there. (IP3, F).

The perception that the support organization should be a
safe space is repeated in the interviews. Against the backdrop
of the particular vulnerability that is described here, being
subjected to a peer support environment where patterns of
sexualization and abuse continues, risk retraumatizing women
and even affect their efforts to uphold desistance [cf. (35)]. IP3
(F) touches upon the personal consequences that being in this
environment had for her:

When you come from this world [the criminal lifestyle]
where I come from, this [sexism/sexualized talk] is normal.
And like, you’re so used to it that you just kind of just
let it happen. And when you’ve lived like this, with crime
and substance abuse, and it’s something that carries on. . .

I saw this as something common to many of the men in
our organization, the leaders and among others in senior
positions in KRIS, leading figures and so on, this like sexism
and that. But then I have to say that you get colored by this
yourself too. So, I’ve also had periods when I’ve been very
unwell. I mean, I became ill after a few years of this; I ended
up in a process of relapse. I’m not blaming it [the relapse]
on the people at KRIS, absolutely not; I have a responsibility
myself of course. But I stopped taking care of myself, and I
became very affected by this. (IP3, F)

The narrative implies that the sexist environment had a
strong negative impact on her sense of self-worth. She says she
felt disheartened, assuming that “this must be what it is like
everywhere then.” During her period of relapse into drugs, she
says she “lost it completely,” ended up in a very destructive
relationship and had to fight hard to reconnect with herself and
to “find my way back to this good person that I am, and my own
values and all that.”

Taken together, the framing of the problem with sexism
and sexual harassment in KRIS that these narratives present has
several similarities with the different framings of the problem
that were constructed in Swedish #MeToo petitions [see (41)].
Firstly, the problem in KRIS is understood as connected to male-
dominance and macho culture, where certain bullying behaviors
and sexist jargon are seen as inherent. Secondly, sexism and
inequality are constructed as residues of power structures
from the criminal lifestyle, in which women are described
as particularly vulnerable. Thirdly, the KRIS representatives
mention collective behaviors that they believe have enabled the

problem to continue, such as a culture of silence and processes of
normalization. Similar frameworks, which situates the problem
as systematic and structural, was evident in the Swedish
#MeToo-movement (41). However, the peer supporters also
make connections to specific aspects of their lived experiences
of criminality, drug abuse, and (re)integration. This includes
references to a “criminal mindset” that some men are still
alleged to possess, and a particular vulnerability with regards to
violence in their female target group. These gendered structures
are seen as shaping and reproducing victimization in the space
of peer support.

Framing change and changing practice

The following section will explore the representatives’
framing of change within the organization, along with an
analysis of practical changes and changed practice. Several
participants mention that that there have been driving spirits
in the organization before who have fought to improve the
conditions for women, but that they have met strong internal
resistance from men “at the top.” IP6 (M), for example, says
that “the resistance has been bubbling under the surface.
We have wanted to let women in, but it’s the ones at the
top who have not wanted to have the women involved in
that way.” Although the framing of sexual harassment within
the organization was similar to models of explanations that
were present in the #MeToo discourse (as shown above),
most participants did not spontaneously link the organizational
changes in KRIS to the #MeToo-movement. However, when
asked, they made connections between this broader societal
event and the course of development in KRIS, as the example
below shows:

IP3 (F): When I came back to KRIS after my relapse
treatment, we started working extremely hard to bring
about change. And I and [colleague] became sort of
spokespersons, like, “No, but now this has to change!” So,
we started talking about everything that had happened, from
the time I came to KRIS and this manager [name], who
said that “she could do with a good licking out,” like totally
sick stuff . . . that we ourselves had normalized. But I mean,
things started to change years before that time, but this was
like when it really started to change.

INTERVIEWER: So, what was different this time then?

IP3: There really needed to be an uproar. That’s what
was needed, and more strong women could like bear
witness to this.
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INTERVIEWER: And was there a link to #MeToo? There
was #withoutasafetynet and like other campaigns that
happened at around the same time.

IP3: Yes, I mean, I think there is, certainly, because of course
women in general have like started to talk more. And then
it’s normal that it happens in KRIS too. I was also involved
in #withouthasafetynet from the beginning, so I probably
took a lot of that with me as well, to KRIS. We also had a
lot of stories sent to us during this crisis with [individual in
a senior position]. There were more women who like came
forward who had been victimized by him.

Several others also link changes in KRIS to #MeToo as an
overarching discourse that led women to start sharing their
stories. IP1 (F) states that “[after #MeToo] then people dared
. . . people dared to say this was what it was like; you know,”
but women’s improved conditions in KRIS are also understood
as dependent on changes that took place at the highest level of
the organization, as evident in the conversation between IP4 and
IP5 below:

IP4: I definitely think that #MeToo played a part [in
the changes in KRIS]. But it wasn’t like we women
decided to like “now we’re going to rise up.” It really just
happened, you know.

IP5: The women in KRIS maybe like found the courage
to lift this problem, that someone started talking about it
because we found strength in this #MeToo-talk. So, it was
a bit like “have you also been exposed to this?” “Yes, we
have,” and then it got going quite quickly, and then you
have to do something about it. Previously, a lid has just
been kept on it all.

IP4: Yes, but I think it was significant that the change
also took place in RIKSKRIS, because when it changed up
there, we [women] were suddenly allowed in and people
started listening.

A central theme in the narratives of change is the sexual
harassment accusations against the former president of KRIS
as a turning point for the organization, not only in terms of
gender equality but in terms of democratic governance. This
narrative is also the official organizational narrative that was
published in KRIS magazine Vägen Ut [(74), issue 3]. The
democratic decision to add Equality as a fifth organizational
maxim [alongside Sobriety, Honesty, Comradeship, Solidarity] in
2021 was aimed at the core of the organizational identity and
symbolizes the development toward implementing a feminist

analysis that rejects the idea that gender equality would follow
naturally upon an ideology of comradeship and solidarity. IP4
(F) says that “there was actually a group of men [in KRIS] who
thought, no, but come on, we’ve got these maxims and that
already includes gender equality!” The same argument against
introducing equality as a fifth maxim is recalled by IP3 (F):

Before, the discussions were a bit, “But why should we have
a maxim on gender equality? That should be covered by
Solidarity and Comradeship.” And so we women said, “But
it obviously isn’t.” And if we have a maxim to point to, like
gender equality, then that’s that! If you don’t abide by it, then
you can’t be part of KRIS. Then you can get excluded, and
then there are consequences for not abiding by it. I mean we
have consequences if you don’t abide by staying drug-free or
behaving honestly. I mean, I lost my job and like, you know.
And we think that gender equality is just as important. And
to get that kind of resonance in it, we needed to make it a
maxim in its own right. (IP3, F)

These discussions revealed the organization’s
marginalization of women’s lived experiences both outside and
inside of the organization and made the limits of comradeship
and solidarity visible (like in many other social movements). In
the wake of the accusations of sexual harassment, the chairman
of KRIS was excluded from the organization. This event can
be connected the to the raised concern that “[e]ven as a house
cleaning is necessary, many worry that #MeToo’s victories
will be short-lived in the absence of deeper structural and
cultural changes” [(58), p. 54]. The question then is whether
KRIS have done more than a house cleaning that could render
more sustainable organizational changes. In the interviews,
participants describe how the organization itself has had to
undergo changes, not only regarding the male dominance and
idealizations of hyper masculinity, but in terms of increasing
democratic management. For example, IP7 (M) says that:

All members should be able to come and there should
be no hierarchical order or any feeling of ‘oh, he’s the
one in charge’. It’s not one individual who decides things,
there’s a board, there’s an associational structure that has a
democratic foundation.”

The question of responsibility is addressed in the interviews
(and in the magazine), along with accounts of how KRIS
have handled the problems and harms, and how they work to
prevent such harms in the future. One change that has been
made with regards to strengthening the democratic foundation
of the organization is the introduction of the national two-
day KRIS conference: the KRIS-days,12 hosted quarterly. Some

12 The first KRIS-days conference was held in September 2020.
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local associations take part in the weekly #Kvinnostrejk, a
women’s strike inspired by similar strikes in other countries
with the aim to end systematic discrimination and oppression
of women (83). IP1 (F) emphasizes the fact that “the guys
[from KRIS] are also there [at the strike]. We think that that’s
important, because this is a man’s issue to a great extent and
men usually listen more to other men.” At the same time, she
says the women sometimes struggle to get men with experiences
of criminalization and substance abuse to really understand
women’s experiences:

IP1 (F): The men just don’t have the same experience as
we women of what it’s like in the active [criminal lifestyle].
And that makes it difficult to understand some aspects. I’m
not saying that they must understand it straight away, but
it’s difficult for them to relate to some of the things that
you’ve been subjected to. A lot of them think like, “Yes,
but what are you talking about, why didn’t you leave him?”
It’s a bit of an uphill struggle, you know. [. . .] If you’re a
woman who’s been exposed to violence, then getting hit left
and right is normal, so you have to start with this, as I say,
broad understanding. This is what it’s been like, can you all
understand that? And then you have to refine it to, “Yes, can
you understand what it’s like when you’re trying to become
part of a KRIS association?”

One of the changes of practice within KRIS that aim
to increase knowledge and identification is the introduction
of the study circle “The meaning of violence” where the
members meet weekly to discuss violence related themes. For
example, the theme of sexual violence includes questions like:
What is sexual violence? Have I been subjected to any kind
of sexual violence? Have I subjected others to any type of
sexual violence? What are my thoughts on sexism and macho
culture? How can I as an individual take responsibility for a
more equal society and counteract sexism and sexual violence?
How can we as an organization take our responsibility to
counter sexism and sexual violence? The discussion themes
in the study circle are interesting from a strengths-based
perspective and build upon both generative, feminist, and
restorative approaches. The questions concern lived experiences
of being both victim and perpetrator of sexual violence, and
highlights members’ own values and attitudes. The questions
also take a wider perspective, challenging the participants to
imagine themselves contributing to a more equal society, as
well as taking part in building and developing a PESO with a
feminist mission.

IP1 (F): We have a fantastic study circle where we go
through all the forms of violence that exist. What is violence?
And I think I know a lot from my own life, but I’ve learned
an awful lot. [. . .] You get to learn about material violence,
for example, that a lot of people think isn’t such a big deal. I

haven’t lived in a single apartment where there hasn’t been a
hole in every wardrobe door! Or like destroying somebody’s
things. “Yes, but I didn’t hit you, I just destroyed your
clothes” . . . or your mobile phone or whatever it might be.
And this latent violence, that people don’t talk about very
much. What it can be like in families where it just sits there
like a dark cloud over. . . like when is dad going to smash
his fist down on the table? You hardly dare to breathe and
can hardly eat. [. . .] We also talk a lot about sexual abuse,
which is a very taboo subject. We women are a bit more in
the forefront and dare to talk about it. But you know that
many men who’ve spent time in prison have been exposed.
So, it was really good at the KRIS-days, when there was a guy
who opened up about it. And how we then need to like . . .

because it’s not your shame that you have to carry! (IP1, F)

The interviews as well as the study material show that
KRIS also extend victimization to include men as victims
of patriarchal norms and violence, but also as ultimately
responsible for ending violence and changing norms.

IP3 (F): With women, we work with what they’ve been
subjected to, a lot of sexual violence and that kind of
thing. With the men, we work of course with what they’ve
subjected others to. And then you have to strike a balance,
so that the women and the men can cope with being here
together. And that the men can like talk about, were they
allowed to be sad when they were children? And what does
it mean being a man in like a criminal environment . . .

so that’s probably the big differences, that among the men
we have quite a lot of perpetrators in one way or another.
I’m not saying there’s a load of rapists, but in one way or
another [they are perpetrators]. And a lot of guys that come
here don’t understand either. . . but “oh, is that violence?
Many men don’t understand that they’ve subjected women
or girls to violence, so we like work to raise awareness about
that, and to start talking about it. Because we think it’s
the men who can have a major influence. Influencing and
teaching other men. So that’s a big responsibility, that we
start with them.

The feminist development and the analysis of masculinity
and male responsibility affect KRIS’ strengths-based practices in
several ways; new projects have formed with the intention to
support and educate male peer mentors that can pay the message
forward [cf. (84)]. Raising male awareness of violence, sexism,
victimization, and responsibility is one of the main themes that
are addressed in KRIS men’s groups where different questions
are discussed, including: what is important to me in an intimate
relationship? Was I allowed to be sad when I was a child? Am I
complicit in the macho culture? How do I react if a friend makes
a sexist joke? In what way has my upbringing influenced my
values around gender norms? In the men’s group, the discussion
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questions focus on lived experiences that go beyond direct
lived experiences of substance abuse and criminality (such as
sexist jargon and suppressed emotions), but which, from a
feminist perspective are clearly linked to masculinity, power and
ultimately violence.

Discussion and conclusion

This article analyzed feminist organizing in a Swedish PESO
for people with experiences of criminalization and substance
abuse in the aftermath of #MeToo. The study shows that
there are several parallels between how the issue of sexual
harassment was framed by KRIS and the way this issue was
framed by the #MeToo petitions that emanated from other
Swedish workplaces and industries. For example, the outline
of the problem as a democratic issue rather than a women’s
issue and a question of providing a safe place for all members
(i.e., a work environment issue), is aligned with the problem
definition of the broader #MeToo-movement in Sweden (41,
56). The interviews also indicate a raising of awareness among
women in KRIS that came from sharing experiences of sexual
harassment and realizing they were not alone. Similar to the
effects that #MeToo had in terms of revealing organizational
problems such as male cultural power, ostracism, and different
kinds of misconduct (53, 55), the internal accusations of sexual
harassment in KRIS uncovered deeper issues of power conflicts
and a culture of silence.

A number of measures have been taken in the organization
in order to give voice to women whose livelihoods are affected by
crime, imprisonment, violence, and drug abuse. These measures
include a campaign for sexual consent, a podcast about violence
toward women and children, and workshops that critically
discuss masculinity and violence. The study indicates that the
#metoo-movement facilitated changes that were already starting
to take place within the KRIS organization, and that these
broader societal events helped mobilize women within KRIS and
further legitimized their demands to deal with the organization’s
macho culture. The framing of sexism and macho culture as
part of a “criminal mindset” challenge micro- and meso-level
relational desistance in the peer support context as it questions
whether a person upholding these attitudes have really changed.
While this may put individuals in a liminal state of being neither
offender nor recognized as someone who have “made good”
(19), it also expands KRIS’ definition of what it means to desist
from crime and ultimately changes how the organization works
to support identity desistance. By extending their strengths-
based peer support activities to also include the collective
challenging of masculinity norms as well as arranging men’s
groups that involve exploring vulnerability, emotional abuse,
and responsibility, KRIS is imagining what feminist, restorative
(re)integration could look like. The study thus uncovers how
power structures can be challenged by putting the gendered

lived experiences of women with a history of criminalization and
substance abuse in the center of ex-offender peer support.

If the #MeToo-movement has taught us one thing, it is
that there is absolutely nothing unique with an organization
or workplace environment where women are sexually harassed.
In that regard, what happened in KRIS was just business
as usual. What sets KRIS and similar PESOs apart from
most other organizations or workplaces is the stigma that is
attached to them as organizations run by people with criminal
records and previous addictions. Researchers in Social Work
as well as in Criminology have pointed to the “liminality
inherent in peer support” [(71), p. 188], where “little [is]
needed to topple perceptions of ‘progress/rehabilitation”’ [(85),
p. 10]. PESOs occupy an organizationally liminal position,
always located in the focal eye of risk management. Actual
or suspected misconducts such as in The Swedish Inheritance
Fund incident (86) risk tarnishing the entire organization’s
reputation, leading to the loss of funding or canceled contracts
with other criminal justice actors such as the Prison and
Probation Service, which jeopardizes the organization’s support
services. The accusations of sexual harassment also gave the
organization negative media attention and caused internal
conflicts. Against the backdrop of liminality I suggest that
this study’s narratives framing of problems and solutions
in KRIS can be thought of as “restorative storytelling
that redefines an ethical conception” [(87), p. 10] of the
organization, functioning as a shame management tool for
resisting stigma attached to the harms committed by its
liminal subjects.

The liminality of peer support is further complicated when
considering the gendered power structures described by the
interviewees in this study. Female peer supporters with lived
experiences of criminalization and substance abuse occupy a
doubly liminal position; not only are they both inside and
outside the experience of the criminal justice system as peer
workers [cf. (71)], but they are also in a state of being in-between
sexual objects and peers, as outsiders within the PESO where
their experiences of the criminal justice system have not been
equally valued. As research shows that peer supporters run the
risk of being retraumatized while using their lived experience
in the practice of helping others (7, 85), this study’s uncovering
of women’s lived experiences of trauma within peer support
practices and their struggles to redefine the foundations of
their organization adds to the understanding of lived gendered
emotionality of peer support. To conclude, the focus on feminist
organizing in peer support narratives and practice also says
something about belonging in the sense of “being a recipient
of social goods (that is, someone enjoying fair access to all
the resources, rights and opportunities routinely afforded to
other citizens)” [(20), p. 436]. There are clearly gendered
barriers to belonging and to becoming a recipient of social
goods, as the resistance to unequal support for desistance in
this study shows.
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Limitations

This study is based on the developments in one organization
as told by a limited number of informants. Although the
interviewees have long experience of working in KRIS and
can be defined as representatives of the organization, there
are probably other stories of the changes in KRIS that this
study does not reach. Furthermore, since the organization’s
work for increased equality and raising awareness of destructive
masculinity and violence is in its early stages, some of the
narratives speak more of changed values than of practical
changes. Additionally, the “new” organization is still in the
making and its future is not clear. Whether or not KRIS manages
to implement their new maxim in all the local associations,
and what effect the organizational changes might have on
membership numbers, reputation, funding, and collaborations
with other criminal justice actors is a question for follow-
up studies.
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Gender based violence (GBV) is disproportionately higher in women who use

substances. This vulnerable population are also at a disadvantage when it

comes to accessing harm reduction services. Between May and October 2021

there were 77 cases discussed at Multi-Agency Risk Assessment Conferences

(MARAC) in Dundee. The majority of these cases (62) had substance misuse

as a risk factor. It is at these meetings that the vulnerability of women comes

to the fore and issues of violence are highlighted. During this time period, 44

cases involved the victim being strangled/choked or su�ocated and 43 cases

had weapons as a risk factor. 56 of the cases included children. The issue of

GBV or Intimate Partner Violence (IPV) is often hidden, especially in and by

those a�ected by substance use. Women experiencing GBV require specialist

support, often across di�erent services to address di�erent needs. How well

violence against women is understood in relationships that are a�ected by

drugs is di�cult to determine. In many instances it isn’t until a MARACmeeting,

or similar crisis point is met, that the extent of the abuse is highlighted. What

services can provide singularly is limited in many of these cases but joint-

working and innovative practices, such as the Hub model and the Gendered

Services Project in Dundee, strive to change the landscape of service delivery.

KEYWORDS

women, substance and alcohol use, GBV, support service needs, recovery, gendered

services

Introduction

The issue of substance misuse across Scotland has long been a cause for concern,

particularly in the city of Dundee. Situated in Eastern Scotland, and a third of the local

authorities that make up the region of Tayside, Dundee is most commonly cited as the

drug death capital of Europe (1). The deaths figures for Dundee are stark and numbers in

the city continued to rise between 2016 and 2020 to equate to a rate of 43.1 per 100,000 of

the population (2). In 2019 deaths from drugs in Dundee increased by 8%, the breakdown

of this rise by sex proved to be even more alarming. Deaths in men fell by 2% during this

year but deaths in women increased by 37%.

In 2018, already with a lens on rising deaths from drugs, the Scottish Government

published findings to try to understand what was already a disproportionate increase

in deaths in women. The report cited multiple interconnected factors as rationale for

such a stark rise in the number of deaths among women who use drugs. These include
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co-morbidities, polypharmacy and aging, but also bereavement

and loss of maternal or parenting roles. Crucially, what the

report highlighted was what the authors termed, “ongoing risk

amongwomen engaged with drug treatment services, potentially

reflecting failures to meet needs or missed opportunities” [3, p.

9]. Although service provision for those who use substances was

available, the needs of women, and indeed engaging women in

services, were not being met.

Dundee city had the highest police recordings of domestic

abuse in Scotland in 2020–2021, with 177 per 10,000 of the

population (Scotland figure is 119 per 10,000 population) (3)1.

Further, sexual crimes in Dundee and across Scotland rose in

the same year; For Dundee this was an increase of 45% and an

overall increase of 15% for Scotland compared to the previous

year (4).

Secrecy around violence is common and often not visible

until a crisis point is met (5). For some, this might be

presentation at a service who then raise significant concerns,

enough to call for a Multi-Agency Risk Assessment Conference

(MARAC) to be held. As an example, within a 6-month

period in Dundee (May to October 2021), 77 MARAC

meetings were held. The vast majority of these cases discussed

substance misuse alongside weapons and violence as risk factors.

Further, 56 cases acknowledged that children were involved or

at risk.

MARACs are convened in order for specialists across

voluntary and statutory sectors, including an Independent

Domestic Violence Advisor (IDVA), to share information they

have about a victim. The assumption of the MARAC is that

no one agency will know the full details of the victim’s life

and experiences but they can all add perspective and evidence

that are important to the victim’s safety. The outcome for each

meeting is that a plan for safety and support for the victim

is made by the specialists around the table. Recommendations

for safeguarding children and managing the behavior of the

perpetrator can also be made. It is the strength of interagency

working and the distinct knowledge and expertise of each

agent which enables cross working and positive outcomes to be

achieved. It is reported that up to 60% of domestic abuse victims

report no further violence following IDVA support andMARAC

interventions (6).

If we know that drug deaths in women are rising in

Dundee against a backdrop of violence in terms of domestic

and sexual abuse, can services recognize and respond to these

complex needs? Local evidence gathered from women accessing

substance misuse services uncovers the complexities of drug use,

shining a light on the pivotal roles that GBV andmental ill health

have in increasing vulnerability in women. It is posited here

1 Across Scotland in 2020-2021, the highest incidence rate was among

the age group 31-35 years old for both victims and accused. Nine in ten

incidents happened inside the home and four in five incidents involved a

female victim and male accused.

that substance misuse organizations and homelessness shelters

respond to the gendered expectations of men and women, not

the complex vulnerabilities they actually experience. More men

than women tend to access services and women have specific

needs and barriers in place which can make access more difficult

for them.

Taking a gendered approachmeans looking at the groupwho

are having difficulty accessing services (women) and redesigning

those services to meet their needs more effectively. Gaining

insight from lived experience is crucial to this to recognize,

for example, barriers for access to services, trauma, stigma,

and GBV. The outcome for services can then be a better

understanding of, in this case women’s needs, and creating

change in the way they deliver support.

Substance use and GBV

Literature on substance use and violence surrounding

women is scarce and has tended to focus on alcohol use owing to

a smaller and harder to reach drug use population (7). Therefore,

gathering sufficient data to understand the scope of the problem

continues. A link between perpetration of physical violence and

substance use in men has been discussed but there are limited

studies into the relationship between women’s substance use and

experiences (8).

In Canada, studies estimate that anywhere between 25 and

50% of women who are engaged with substance use treatment

programs have experienced violence (9). Moreover, substance

use specialists working in the treatment facilities report they are

ill-equipped to support women experiencing violence alongside

substance use, similar to the findings noted above for Dundee

and Scotland. The literature describes services that provide

support for issues such as substance use and mental health as

the product of language, funding, and models. The services

themselves then evolve discretely around specific themes or

sources of finance. Services focusing on one issue can be at the

exclusion of others and it is in the lack of addressing the co-

existence of issues, such as substance use and GBV, and the

vulnerabilities that emerge from substance use, that gaps in

service provision can be seen (10).

The problem of hidden GBV in a female population who

use substances may be larger than we currently understand.

Studies in England and Scotland show that women may

avoid accessing services due to stigma, concerns about losing

children, shame, or previous negative interactions (11). As a

result, they and their experiences may not appear in research

data, and if they do, the data is so small that no insight

or conclusions can be drawn (11, 12). This lack of data,

perhaps due to women’s fears of disclosing information or

embarrassment, means that what we know about women’s

experiences, and complex needs they present, is likely to be the

tip of the iceberg.
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Understanding complex need

Interagency and more specifically, engaging specialists to

come together to find solutions and put in place support and

interventions, appears to have an impact on complex cases

involving substance use and violence. Women’s services in

Dundee have been working to try to understand and learn

from this type of cross-agency working. Dundee Women’s

Aid (DWA) became increasingly concerned a number of

years ago about a group of women affected by domestic

abuse issues. At their presentation to DWA refuge services

women described a range of other complex needs, including

substance use. A group of local organizations led by DWA

undertook a test of change to explore how interventions were

coordinated and delivered within existing resources. The test

of change allowed DWA to secure funding to develop a

project whereby women with multiple complex needs could

access urgent psychological assessment, treatment planning, and

intervention. Moreover, this work led to crucial conversations

within local strategic planning groups. These conversations

explored gender and the specific needs that women may have

that might prevent them from accessing appropriate care and

support, and where they do engage with services, engagement

being successful.

A study was carried out by researchers at the University

of Dundee to explore these themes and capture need. Focus

groups with 39 women who use services and 53 members of

staff were conducted (13). The findings showed that women felt

that services did not take them or their concerns seriously, and

in some cases even judging or placing conditions on access to

support. Further, it was reported that staff were not trained in

GBV and as a result did not know how to respond adequately to

women seeking help (13).

Service redesign

There are then, two cross cutting themes around women’s

substance use and GBV: Getting women into services and

redesigning services to better suit women’s needs. In many ways

these two themes are interdependent. The current, albeit small,

body of research tells us that there’s an imperative to remove

the vacuum of addressing substance misuse for women as a

singularity and instead integrating other services not only to

attract women into recovery but also meet their needs (14).

The context of treatment services, both statutory and third

sector, in the UK sits within a changing landscape of budgetary

constraints. For statutory services, various changes to health,

social and treatment services have meant under-staffing, under-

skilled staffing, lack of continuity, cuts in provision or all

out closure of services (15). Although there is a rhetoric of

recovery-oriented care, wider determinants such as changes to

the benefits system affect women in particular. Looking more

closely at existing services, embedding practices of creating

trauma informed environments have been explored in research

into women and homelessness (16). The core recommendations

from the research echo much of the findings of the Dundee and

Scotland research and reports, referenced earlier: the creation

of female-specific support and services, training and supporting

staff to respond to trauma and women’s complex needs, link with

specialists in GBV to increase knowledge and best support those

in services, and to guarantee equitable access for all women [(16)

p. 21, (17)].

It is clear that there is alignment amongst those investigating

service improvements for women, particularly in the spheres

of substance use and GBV. We know that in a lot of cases,

a crisis threshold is met before violence is understood and

addressed. However, there are also barriers to accessing services

that are particular to women. Evidence shows that a large

proportion of women do not access services and in instances

where they do engage, it is short-lived and ineffectual (13, 18).

Further anecdotal local evidence on women’s disengagement

with services, investigated by Tayside Council on Alcohol,

identified reading and writing difficulties, limited access to

forms, documents and bank accounts, lack of access to the

internet and stigma and safety fears.

Future direction: The “Hub” model

The recognition that women’s issues are distinct and a drive

toward women-specific service design permeates the current

conversation. What we understand about need in Dundee from

local services, and figures on domestic abuse and sexual crimes,

is that women’s needs are complex and there is an imperative

for service approaches to adapt to these. The Dundee Drugs

Commission in 2019, convened to investigate the impact of drug

use and the response of services in the city, called for gender-

sensitive approaches to service planning [(19), p. 6]. Service

users interviewed by the Commission highlighted gender-

specific need and an appetite for recognising and responding to

gendered experiences (15). Individualised services do go some

way in recognising need, irrespective of gender but the literature

and experiences of service users suggests more can be done.

Specifically, in training staff to be confident and knowledgeable

in responding to gender- based violence, allowing timely support

which fits into women’s lives around work or childcare and

in improving the co-ordination of multi-agency responses to

women with complex needs.

In Dundee there has been a move toward improving services

for women through the Gendered Services Project. The Project

engages women with lived experience to influence its direction

and to ensure that the challenges and needs of women with

complex needs are represented. So far, women involved in the

project have presented many of the themes discussed here:

barriers to accessing services, stigma especially in relation to
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substance use and gender-based violence, the lack of a trauma

informed approach within services, and a lack of trusting

relationships. It is the work of the Project to drive these issues

forward to inform and engage local services and create change.

To be effectual and embed this thinking into services for women,

Women’s Rape and Sexual Abuse Centre is the lead partner

in a bid to create Dundee’s first Women’s Hub. In partnership

with Dundee Drug and Alcohol Recovery Service, Criminal

Justice Service Women’s Team, Tayside Council on Alcohol

and third sector partners, We Are With You, Hillcrest Futures,

Dundee Women’s Aid and Barnardos, the Women’s Hub will be

a one stop shop for women with substance use and complex

needs. The Hub will allow direct access to support from a

range of organisations using a joined-up approach to service

provision. Services will be trauma informed and person centred.

This model could be replicated in other areas to improve

the quality of relationships between services, really address

the complex issues women experience, provide a holistic,

emotionally and physically safe space andwork from a strengths-

based empowerment model where resilience is emphasised over

issues and problematic behaviour. The challenge services face in

supporting women who have complex substance use and GBV

issues is considerable but there are strategies, such as The Hub

model, that aim to provide gendered, joined-up approaches of

support and empowerment.

Data availability statement

The original contributions presented in the study are

included in the article/supplementary material, further inquiries

can be directed to the corresponding author.

Author contributions

SG contributed to writing, provided data and local Dundee

research. HW provided wider literature and local data. GB

provided local data and context. EM contributed to literature

search, called writing meetings, structured the paper, and

contributed to writing. All authors contributed to the article and

approved the submitted version.

Funding

This publication was funded from the Gendered Services

Project by the Corra Challenge Fund (Ref No - Challenge Fund-

19/972).

Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed

or endorsed by the publisher.

References

1. SDF, Scottish Drugs Forum [2021]. Available online at: https://www.sdf.
org.uk/dundee-set-drugs-commission-tackle-increase-drug-related-deaths/
(accessed April 18, 2022).

2. "NRS Drug Related Deaths 2020 (2022). Available online at: https://www.
nrscotland.gov.uk/files//statistics/drug-related-deaths/20/drug-related-deaths-
20-pub.pdf

3. Scottish Government, Domestic Abuse Recorded by the Police in Scotland
(2022). Available online at: https://www.gov.scot/publications/domestic-
abuse-recorded-police-scotland-2020-21/documents/ (accessed April 28,
2022).

4. Scottish Government. Recorded Crime in Scotland (2022). Available online at:
https://www.gov.scot/publications/recorded-crime-scotland-2020-2021/pages/3/
(accessed May 01, 2022).

5. AVA and Agenda. (2019). Breaking Down the Barriers. Available online
at: https://weareagenda.org/wp-content/uploads/2019/02/Breaking-down-the-
Barriers-full-report-FINAL.pdf (accessed May 01, 2022).

6. SafeLives, MARAC (2022). Available online at: https://safelives.org.uk/sites/
default/files/resources/MARAC%20FAQs%20General%20FINAL.pdf (accessed
April 28, 2022).

7. Testa M, Livingston JA, Leonard KE. Women’s substance use and
experiences of intimate partner violence: a longitudinal investigation among a

community sample. Addict Behav. (2003) 28:1649–64. doi: 10.1016/j.addbeh.2003.
08.040

8. Kaufman Kantor G, Asdigian NL. Gender differences in alcohol-related
spousal aggression. In: Wilsnack RW, Wilsnack SC, editors. Gender and Alcohol:
Individual and Social Perspectives. Rutgers Center of Alcohol Studies. (1997).
p. 312–34.

9. Mason R, O’Rinn SE. Co-occurring intimate partner violence, mental health,
and substance use problems: a scoping review. Glob Health Action. (2014)
7:24815. doi: 10.3402/gha.v7.24815

10. Markoff LS, Reed BG, Fallot RD, Elliott DE, Bjelajac P. Implementing
trauma-informed alcohol and other drug and mental health services for women:
lessons learned in a multisite demonstration project. Am J Orthopsychiatry. (2005)
75:525–39. doi: 10.1037/0002-9432.75.4.525

11. Sosenko F, Bramley G, Johnsen, S. Gender Matters. I-SPHERE, Heriot-Watt
University (2020). Available online at: https://lankellychase.org.uk/wp-content/
uploads/2020/02/Gender-Matters-full-report-Feb-2020.pdf (accessed April 24,
2022).

12. DMSS Research . Invisible Women: Consultations With Women Affected by
Severe and Multiple Disadvantage. (2017). Available online at: https://www.dmss.
co.uk/pdfs/Women-and-Girls-Facing-Severe-and-Multiple-Disadvantage-Full-
Report-Oct2016.pdf (accessed April 24, 2022).

Frontiers in Psychiatry 04 frontiersin.org

112

https://doi.org/10.3389/fpsyt.2022.939105
https://www.sdf.org.uk/dundee-set-drugs-commission-tackle-increase-drug-related-deaths/
https://www.sdf.org.uk/dundee-set-drugs-commission-tackle-increase-drug-related-deaths/
https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/20/drug-related-deaths-20-pub.pdf
https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/20/drug-related-deaths-20-pub.pdf
https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/20/drug-related-deaths-20-pub.pdf
https://www.gov.scot/publications/domestic-abuse-recorded-police-scotland-2020-21/documents/
https://www.gov.scot/publications/domestic-abuse-recorded-police-scotland-2020-21/documents/
https://www.gov.scot/publications/recorded-crime-scotland-2020-2021/pages/3/
https://weareagenda.org/wp-content/uploads/2019/02/Breaking-down-the-Barriers-full-report-FINAL.pdf
https://weareagenda.org/wp-content/uploads/2019/02/Breaking-down-the-Barriers-full-report-FINAL.pdf
https://safelives.org.uk/sites/default/files/resources/MARAC%20FAQs%20General%20FINAL.pdf
https://safelives.org.uk/sites/default/files/resources/MARAC%20FAQs%20General%20FINAL.pdf
https://doi.org/10.1016/j.addbeh.2003.08.040
https://doi.org/10.3402/gha.v7.24815
https://doi.org/10.1037/0002-9432.75.4.525
https://lankellychase.org.uk/wp-content/uploads/2020/02/Gender-Matters-full-report-Feb-2020.pdf
https://lankellychase.org.uk/wp-content/uploads/2020/02/Gender-Matters-full-report-Feb-2020.pdf
https://www.dmss.co.uk/pdfs/Women-and-Girls-Facing-Severe-and-Multiple-Disadvantage-Full-Report-Oct2016.pdf
https://www.dmss.co.uk/pdfs/Women-and-Girls-Facing-Severe-and-Multiple-Disadvantage-Full-Report-Oct2016.pdf
https://www.dmss.co.uk/pdfs/Women-and-Girls-Facing-Severe-and-Multiple-Disadvantage-Full-Report-Oct2016.pdf
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Moir et al. 10.3389/fpsyt.2022.939105

13. Lopez, M. Smith, FM. Gendered Approaches to Service Provision. University
of Dundee, Dundee (2019). Available online at: https://www.dvawp.co.uk/sites/
default/files/2020-05/Gendered%20Approaches%20to%20Service%20Provision
%20-%20Final%20Report.pdf (accessed May 04, 2022).

14. Pallatino C, Chang JC, Krans EE. The intersection of intimate
partner violence and substance use among women with opioid use
disorder. Subst Abus. (2021) 42:197–204. doi: 10.1080/08897077.2019.16
71296

15. Tweed EJ, Miller RG, Schofield J, Barnsdale L, Matheson C.
Why are drug-related deaths among women increasing in Scotland?
A mixed-methods analysis of possible explanations. Drugs. (2022)
29:62–75. doi: 10.1080/09687637.2020.1856786

16. PIE4shelters. A Guide to Improving Trauma and Gender Informed
Responses to Women Experiencing Homelessness and Gender Based Violence.

(2021). Available online at: https://www.feantsa.org/download/pie4shelters-guide-
ireland1744299586344888453.pdf (accessed May 01, 2022).

17. Bimpson E, Green H, Reeve K. Women, Homelessness and Violence:
What Works? (2021). Available online at: https://assets-global.website-files.
com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_
REPORT_V03.pdf (accessed April 27, 2022).

18. Dundee Drugs Commission. Responding to Drug Use with Kindness,
Compassion and Hope. (2019). Available online at: https://www.dundeecity.
gov.uk/sites/default/files/publications/part1reportfinal.pdf (accessed May 26,
2022).

19. Testa M. The role of substance use in male-to-female physical
and sexual violence: a brief review and recommendations for future
research. J Interpers Violence. (2004) 19:1494–505. doi: 10.1177/08862605042
69701

Frontiers in Psychiatry 05 frontiersin.org

113

https://doi.org/10.3389/fpsyt.2022.939105
https://www.dvawp.co.uk/sites/default/files/2020-05/Gendered%20Approaches%20to%20Service%20Provision%20-%20Final%20Report.pdf
https://www.dvawp.co.uk/sites/default/files/2020-05/Gendered%20Approaches%20to%20Service%20Provision%20-%20Final%20Report.pdf
https://www.dvawp.co.uk/sites/default/files/2020-05/Gendered%20Approaches%20to%20Service%20Provision%20-%20Final%20Report.pdf
https://doi.org/10.1080/08897077.2019.1671296
https://doi.org/10.1080/09687637.2020.1856786
https://www.feantsa.org/download/pie4shelters-guide-ireland1744299586344888453.pdf
https://www.feantsa.org/download/pie4shelters-guide-ireland1744299586344888453.pdf
https://assets-global.website-files.com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_REPORT_V03.pdf
https://assets-global.website-files.com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_REPORT_V03.pdf
https://assets-global.website-files.com/59f07e67422cdf0001904c14/61017dbd205aeb5f3bdd366b_CFHI_WOMEN_REPORT_V03.pdf
https://www.dundeecity.gov.uk/sites/default/files/publications/part1reportfinal.pdf
https://www.dundeecity.gov.uk/sites/default/files/publications/part1reportfinal.pdf
https://doi.org/10.1177/0886260504269701
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


TYPE Systematic Review

PUBLISHED 26 August 2022

DOI 10.3389/fpsyt.2022.951682

OPEN ACCESS

EDITED BY

Guilherme Messas,

Faculty of Medical Sciences, Brazil

REVIEWED BY

Weiming Tang,

University of North Carolina at Chapel

Hill, United States

Lucy Webb,

Manchester Metropolitan University,

United Kingdom

*CORRESPONDENCE

Je�rey V. Lazarus

je�rey.lazarus@isglobal.org

SPECIALTY SECTION

This article was submitted to

Addictive Disorders,

a section of the journal

Frontiers in Psychiatry

RECEIVED 24 May 2022

ACCEPTED 25 July 2022

PUBLISHED 26 August 2022

CITATION

Guy D, Doran J, White TM, van Selm L,

Noori T and Lazarus JV (2022) The HIV

pre-exposure prophylaxis continuum

of care among women who inject

drugs: A systematic review.

Front. Psychiatry 13:951682.

doi: 10.3389/fpsyt.2022.951682

COPYRIGHT

© 2022 Guy, Doran, White, van Selm,

Noori and Lazarus. This is an

open-access article distributed under

the terms of the Creative Commons

Attribution License (CC BY). The use,

distribution or reproduction in other

forums is permitted, provided the

original author(s) and the copyright

owner(s) are credited and that the

original publication in this journal is

cited, in accordance with accepted

academic practice. No use, distribution

or reproduction is permitted which

does not comply with these terms.

The HIV pre-exposure
prophylaxis continuum of care
among women who inject
drugs: A systematic review

Danielle Guy1, Jason Doran1,2,3, Trenton M. White1,

Lena van Selm1, Teymur Noori4 and Je�rey V. Lazarus1,5*

1Barcelona Institute for Global Health (ISGlobal), Hospital Clínic, University of Barcelona, Barcelona,

Spain, 2National Infection Service, UK Health Security Agency, London, United Kingdom, 3London

School of Hygiene and Tropical Medicine, University of London, London, United Kingdom,
4European Centre for Disease Prevention and Control, Stockholm, Sweden, 5Faculty of Medicine

and Health Sciences, University of Barcelona, Barcelona, Spain

Introduction: People who inject drugs have a substantial risk for HIV infection,

especially women who inject drugs (WWID). HIV pre-exposure prophylaxis

(PrEP), a highly-e�ective HIV prevention drug, is uncommonly studied among

WWID, and we aimed to synthesize existing knowledge across the full PrEP

continuum of care in this population.

Methods: We systematically searched for peer-reviewed literature in three

electronic databases, conference abstracts from three major HIV conferences,

and gray literature from relevant sources.

Eligibility criteria included quantitative, qualitative or mixed-methods studies

with primary data collection reporting a PrEP-related finding among WWID,

and published in English or Spanish between 2012 and 2021. The initial search

identified 2,809 citations, and 32 were included. Data on study characteristics

and PrEP continuum of care were extracted, then data were analyzed in a

narrative review.

Results: Our search identified 2,809 studies; 32 met eligibility requirements.

Overall, awareness, knowledge, and use of PrEP was low among

WWID, although acceptability was high. Homelessness, sexual violence,

unpredictability of drug use, and access to the healthcare system challenged

PrEP usage and adherence. WWID were willing to share information on PrEP

with other WWID, especially those at high-risk of HIV, such as sex workers.

Conclusions: To improve PrEP usage and engagement in care among WWID,

PrEP services could be integrated within gender-responsive harm reduction

and drug treatment services. Peer-based interventions can be used to improve

awareness and knowledge of PrEP within this population. Further studies are

needed on transgender WWID as well as PrEP retention and adherence among

all WWID.

KEYWORDS

pre-exposure prophylaxis (PrEP), PrEP care continuum, women who inject drugs,

human immunodeficiency virus, people who inject drugs
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Introduction

Injecting drug use is amajor driver of HIV infection globally,

with up to ten percent of HIV infections attributable to injecting

drug use (1). People who inject drugs (PWID) are 22 times more

likely to acquire HIV compared to those who do not, and one

in every eight individuals who injects drugs is living with HIV

(1, 2). Women who inject drugs (WWID) are particularly at

increased risk of HIV infection compared to men, primarily as a

consequence of high-risk injection and sexual practices, such as

sharing needles and engaging in condomless sex (3). This is due

to a variety of structural factors including the criminalization of

drug use, which disproportionately affects womenwho use drugs

(4), gendered injecting practices, such as women being forced to

share needles (5), and gender-based violence, which is associated

with high-risk sexual behaviors and avoidance of health services

among WWID (3). Additionally many WWID participate in

transactional sex or sex work, which is associated with higher

rates of HIV due to gendered power dynamics, which increase

women’s exposure to sexual violence and limit their abilities to

negotiate safe sex (4, 6).

HIV risk among WWID is compounded by the intersection

of stigma related to both substance abuse and gender particularly

due to gendered expectations of morality and motherhood (7).

This stigma impacts WWID within and outside of injecting

communities (8). Outside of injecting communities, this stigma

can diminish trust in the health system and health providers,

whichmay decrease health-seeking behaviors and access to HIV-

related and other health services, including harm reduction

services (5, 8, 9). Moreover, harm reduction services for

people who inject drugs (PWID), are often male-oriented,

meaning they serve primarily male clientele and lack the

staff or facilities to address the distinct needs of women (5).

As a consequence, WWID often do not have their unique

needs met in these settings and may be forced to engage in

unsafe injecting.

A possible solution to decrease both injection and sexual-

related HIV risk among WWID is pre-exposure prophylaxis

(PrEP) (10). PrEP is highly effective in preventing HIV (11–

13), and its use has been expanding rapidly since the World

Health Organization (WHO) recommended it for high-risk

populations in 2015 (14, 15). By 2019, 180 countries had adopted

these recommendations, but with only an estimated 626,000

PrEP users in only 77 countries, primarily in North and South

America and sub-Saharan Africa (16).

Even in high-income countries, WWID are not identified

as a priority group for PrEP interventions. Effective PrEP

interventions should consider all high-risk populations and

include the full PrEP continuum of care, including PrEP

initiation, adherence, and retention or disengagement in care

(17). While there is a growing number of studies on WWID

and PrEP, there is no synthesis of the current evidence base.

One study previously examined the PrEP care cascade among

PWID, but it only focused on the US and did not examine

gender differences (18). A global review of the PrEP care cascade

focused more broadly on women who use drugs and female sex

workers (19). However, it did not consider transgender women,

who are at higher risk of HIV (2), it did not consider the full

PrEP cascade, and it only included peer-reviewed literature.

As such, the aim of this study is to examine the entire PrEP

continuum of care among women (cis and trans) who inject

drugs globally.

Methods

We reviewed studies that considered any part of the PrEP

care cascade among women (cis and trans) who inject drugs

globally. For each study, we analyzed at least one of the following

variables, based on the framework by Nunn et al. (17): PrEP

awareness, PrEP knowledge, access to PrEP care, HIV risk

perception, PrEP acceptability, PrEP usage, PrEP adherence,

or retention in PrEP care (see Figure 1) or any other relevant

PrEP variables.

Included studies and search strategy

Any quantitative, qualitative, or mixed-methods study with

primary data collection was eligible for inclusion. We did

not include commentaries, editorials, or reviews. However, the

bibliographies of relevant reviews were searched for relevant

articles for inclusion. Publications must have been published

from 2012 onwards, when PrEP was first approved by the

US Federal Drug Administration to prevent HIV in at-risk

populations. We only included publications which focused

specifically on women or studies that present gender differences

of relevant results. All publications must have been reported in

either English or Spanish.

A comprehensive literature search was completed in

PubMed/Medline, CINAHL, and PsycINFO. The search string

included subject headings and keywords related to HIV and

PrEP, the PrEP care continuum, injecting drug use, and

gender/sex (see Table 1). We reviewed the references of included

papers to check for other relevant studies. We also searched for

abstracts in three major, relevant conference proceedings: the

International AIDS Conference, HIV Research for Prevention

conference, and the International AIDS Society Conference on

HIV Science. Additionally, we searched clinicaltrials.gov, the

WHO’s International Clinical Trials Registry Platform, and for

additional gray literature from Harm Reduction International,

the Women in Harm Reduction International Network,

the International Network of People Who Use Drugs, the

International Drug Policy Consortium, Correlation European
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FIGURE 1

PrEP continuum of care variables and definitions Nunn et al. (17)

Harm Reduction Network, and the New York Academy of

Medicine’s Gray Literature Database.

Data extraction and synthesis

All records were imported into Mendeley and duplicated

records were removed. Two reviewers (DG and TMW) screened

titles and abstracts of records identified through the search

TABLE 1 Search strategy (PubMed 17 June 2021).

Search Query Results

(since

2012)

#1 [“HIV” AND (“care” OR “risk” OR

“prevention” OR “service”)] OR “PrEP”

OR “Pre-Exposure prophylaxis”[Mesh]

OR “treatment as prevention” OR

“TasP” OR “Pre Exposure Prophylaxis”

OR “pre-exposure chemoprophylaxis*”

OR “pre-exposure antiretroviral

prophylaxis” OR “Antiretroviral

chemoprophylaxis” OR “Truvada”

88,161

#2 “Injecting drug use*” OR “Intravenous

drug use*” OR “People who inject

drugs” OR “Women who inject drugs”

OR “Women who use drugs”OR

“PWID” OR “WWID” OR “Addict*”

OR “IDU” OR “People who use drugs”

OR “PWUD” OR “Substance Abuse,

Intravenous“[Mesh]

73,573

#3 “Patient compliance”[Mesh] OR

“Medication Adherence”[Mesh] OR

“Attitude to Health”[Mesh] OR

“Compliance” OR “Access” OR

“Adherence” or “Perception” OR

“Non-compliance” or “Non-adherence”

or “Attitude” OR “Acceptability” OR

“Feasibility” OR “Retention” OR

“Engagement” OR “Disengagement” OR

“Usage” OR “Uptake” OR “Willingness”

OR “Initiation” OR “Knowledge” OR

“Availability”

1,713,855

#4 “Women”[Mesh] OR “Female”[Mesh]

OR “Women’s Health”[Mesh] OR

“Women’s Health Services”[Mesh] OR

“Sex”[Mesh] OR “Sex

Characteristics”[Mesh] OR “Sex

Distribution”[Mesh] OR “Gender

Identity”[Mesh] OR “Women” OR

“Gender” OR “Sex” OR “Trans women”

OR “Female”

3,460,850

#5 #1 AND #2 AND #3 AND #4 1,573

strategy, and disagreements were resolved between the two.

Full texts of records were assessed for inclusion by two

reviewers (DG and JD); disagreements were resolved with

another reviewer (TMW).
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Data were extracted by two reviewers (DG and LvS) into

a pre-specified data extraction template in Microsoft Excel.

Information included authorship, title, study aims, design,

setting, population, sample size, PrEP care continuum findings,

and other relevant findings. Data were then validated by

another reviewer (TMW) and differences were reconciled

among two reviewers (DG and TMW). Narrative synthesis,

organized according to each step of the PrEP care cascade, was

performed to describe the characteristics and findings of all

included studies.

Risk of bias assessment

Two reviewers (DG and LvS) assessed risk of bias for each

study individually and when scores differed, discrepancies were

resolved through discussion between the two reviewers. Risk

of bias was assessed using the 2018 Mixed Methods Appraisal

Tool (MMAT) (20), which allows for evaluation of qualitative,

quantitative, and mixed method studies. Each study received a

quality score ranging from 0 (meeting no criteria) to 5 (meeting

all criteria) based on the MMAT criteria.

Results

The initial search yielded 3,145 records, and 2,809 remained

after removing duplicates. After screening titles and abstracts, 83

articles remained to be assessed for eligibility at the full-text level.

Fifty-one articles were excluded in total. Articles were excluded

because they did not provide gender disaggregated results (n =

21), did not include injecting drug use in their analyses (n= 20),

did not show PrEP outcomes (n = 6), or did not use primary

data collection (n= 4; Figure 2).

Characteristics of included studies

Thirty-two studies were included in this review (see Table 2).

Studies primarily took place in the United States (21, 22, 26–

31, 35, 36, 39–47, 49–51) but also in Thailand (37, 38), Canada

FIGURE 2

PRISMA flow diagram.
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(25), India (24), Kenya (23), and Malaysia (32). One study

included participants globally (34) and another included those

in Europe and Asia only (33). Study populations were primarily

adult (18+) PWID (24, 25, 33–39, 43, 44, 46, 47, 52) or WWID

only (22, 23, 26–31, 49, 50). Other populations included female

sex workers (41), transgender women (32), prison inmates (21),

individuals at high-risk of HIV (51), women with substance

abuse disorders (42), and opiate users (40, 48). Sample sizes

ranged from 9 (23) to 10,538 (24) participants. Across the

studies, where sample sizes of WWID were provided, 3,216

WWID were included. The average quality score for the studies

was 4.2, and studies were not excluded based on quality rating

(see Table 3).

PrEP continuum of care among WWID

PrEP awareness

Data on awareness of PrEP among WWID was reported in

14 studies (22, 24, 31, 32, 39–42, 44, 46, 50–53). Awareness of

PrEP among WWID varied (range: 7–66%). Walters et al. (50)

conducted a study amongWWID inNewYork City, and showed

that WWID who participated in transactional sex were more

than three times more likely to be aware of PrEP than those

who did not (aOR = 3.32; 95% CI = 1.22–9.0). In this same

study, WWID who had a conversation about HIV prevention

at syringe exchange programs were almost eight times more

likely to be aware of PrEP than those who did not (aOR = 7.61;

95% CI = 2.65–21.84) (50). According to a study by McFarland

et al. (39) among PWID in San Francisco (USA), WWID were

more likely to be aware of PrEP than their male counterparts

(63.4 vs. 52.7%, respectively, p = 0.025) (39). In a study on

PrEP awareness among PWID in Philadelphia, injecting drug

users that were aware of PrEP were more likely to be women

(35.5 vs. 23.9%, p = 0.03) (44). In another study comparing

PrEP awareness among various high-risk groups in New York,

WWID had decreased odds of PrEP awareness compared tomen

who have sex with men (AOR: 0.18; 95% CI: 0.05–0.6) (51).

In one study that examined awareness among individuals with

opiate use disorder, there were no significant differences in PrEP

awareness by gender (40).

PrEP knowledge

Knowledge of PrEP among WWID was assessed in three

studies (31, 34, 39). In a study conducted by McFarland et al.

(39), 38.9% of WWID knew that PrEP could prevent HIV

transmission from sharing injection paraphernalia, and this

knowledge did not differ between genders (39). Footer et al.

examined PrEP knowledge among 16 WWID and female sex

workers, and reported that knowledge was “low” among these

populations, but this was not quantified (31). In contrast, in the

study conducted among members of the International Network

of People who use Drugs (INPUD) (34) most participants

expressed that they had sufficient information on PrEP.

Access to PrEP care

Four studies examined access to PrEP care (33, 34, 43, 51).

Notably, members of INPUD expressed the ethical concerns

over providing WWID with knowledge about PrEP in settings

where PrEP is not available (34). In Roth et al.’s study examining

PrEP acceptance and access among PWID, 47.7% of WWID

had seen a primary care physician in the past 6 months and

15.4% had been to an annual women’s wellness exam (43). In

the Walters et al. study among high-risk groups in New York

City and Long Island, 25 and 32% of WWID, respectively, had

exposure to HIV prevention professionals (50).

Regarding where WWID preferred to receive care, Roth

et al. indicated that WWID preferred to be screened for HIV at

the syringe exchange program rather than traditional sexually

transmitted infection (STI) clinics. In particular, 90% of WWID

indicated that they preferred HIV testing at a mobile van clinic

(43). Similarly, members of INPUD also noted that community

based services would be necessary for PrEP to be accessible to

WWID given stigma toward PWID and the criminalization of

drug use (33).

HIV risk perception

Four studies considered HIV risk perception (21, 24, 26,

54). Two studies quantitatively examined HIV risk perception

among WWID (pooled sample size = 128) which averaged at

53.6% of individuals perceiving themselves to be at high risk of

HIV (29, 48). In a PrEP demonstration study among WWID in

Philadelphia, USA, participants indicated that periods of high

drug consumption and engagement in transactional sex elevated

their perceived risk of HIV. This also increased their desire to

use PrEP (29).

In a qualitative study of WWID in Philadelphia, USA,

women who were regularly engaged in harm reduction services

had lower perceptions of HIV risk compared to women not

engaged in such services. Overall, WWID were particularly

concerned about obtaining HIV from sexual assault and

accidental needlesticks, which positively impacted their decision

to initiate PrEP (26).

In one survey examining HIV risk perception among people

in prison in the United States, injecting drug use was positively

correlated with perceived risk of HIV seroconversion in prison,

and this relationship was slightly stronger among women than

men (p < 0.01) (21). One study that examined awareness of and

willingness to use PrEP among PWID and men who have sex

with men (MSM) in India found that low perceived self-risk of

HIV infection was the most common reason for being unwilling

to use PrEP overall (24). Among those unwilling to use PrEP,
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TABLE 2 Characteristics of included studies.

References Study design Setting Population (sample

size)

PrEP variables Findings

Alarid and Hahl

(21)

Cross-sectional

survey

United States Prison inmates (N = 595; n=

260 women)

HIV risk perception IDU was positively associated with the perceived

risk of HIV seroconversion.

Bass et al. (22) Focus groups United States WWID using a large urban

syringe exchange (N = 24)

Prep awareness

PrEP acceptability

PrEP usage

Sixty-six percentage of WWID were aware of

PrEP; 41.6% of WWID initiated PrEP; Most

(unclear how many) were interested in PrEP, but

seeing a doctor was a significant barrier. Other

barriers were homelessness and potential theft of

medication. Facilitators of PrEP use could include

providing it at the syringe exchange, providing it

on a daily basis and in pill packs.

Bazzi et al. (23) Interviews Kenya HIV-uninfected WWID (N =

9)

PrEP awareness

PrEP acceptability

Only one woman had heard of oral PrEP.

Generally, acceptability was high, but women were

concerned about unknown side effects and

efficacy. One woman was concerned about not

being able to tolerate PrEP during drug

withdrawal. Another woman had concerns about

the increase of condomless sex with the use of

PrEP and STIs. Drug use was not a significant

deterrent to adopting or adhering to PrEP.

Belludi et al. (24) Questionnaire India PWID (n= 10,538; n= 313

WWID) and MSM (n=

8,621)

PrEP awareness

HIV risk perception

PrEP acceptability

Gender was not associated with willingness to use

PrEP in adjusted and unadjusted analyses.

Sixty-two percentage of WWID were willing to use

PrEP, 29% did not endorse self-perceived HIV risk

as a reason for unwillingness; 9% endorsed a lack

of self-perceived HIV risk for unwillingness.

Corcorran (52) Cross-sectional

survey

United States PWID at syringe service

providers (N = 348; n= 130

WWID)

PrEP awareness

PrEP acceptability

Gender was not associated with willingness to use

PrEP. Fifty-six percentage of women were aware

of PrEP. Correlates of interest included being

high-risk for HIV (i.e., meth/heroin use, exchange

sex, and experiencing homelessness, and sharing

injection equipment), and being PrEP aware.

Escudero et al. (25) Questionnaire Canada HIV-negative PWID (N =

543; n= 166 WWID)

PrEP acceptability Forty-four percentage of WWID were willing to

use PrEP. More WWID were willing to use PrEP

compared to their male counterparts [OR 1.52

(1.05–2.22) p= 0.028]. Side effects of PrEP was a

main barrier to PrEP acceptability. Willingness to

use PrEP was also positively correlated with

younger age [adjusted odds ratio (AOR)= 1.30

per 10 years younger; 95% CI: 1.05–1.59], no

regular employment (1.67; 1.05–2.65), requiring

help injecting (2.14; 1.11–4.11), sex work (2.29;

1.01–5.20), and multiple recent sexual partners

(2.00; 1.07–3.74).

Felsher et al. (26) Cross-sectional

survey

United States HIV-negative, cisgender

WWID at a syringe service

provider (N = 89)

PrEP usage 77.5% of women initiated PrEP. PrEP initiation

was significantly associated with reporting sexual

assault (p= 0.003), higher income (p= 0.06),

frequency of SSP attendance (p= 0.001), and

inconsistent condom use (p= 0.03).

(Continued)
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TABLE 2 (Continued)

References Study design Setting Population (sample

size)

PrEP variables Findings

Felsher et al. (27) Interviews United States HIV-negative WWID

participating in a PrEP

demonstration project (N =

20)

PrEP

communication

PrEP conversations occurred within 30/57

relationships. Motivations for communication

were to benefit others (enabled by HIV risk,

gender similarity, perception of peer at risk of

HIV, little negative outcomes expected from

discussion), benefit themselves (to increase

emotional connectedness and potential support

from a peer), or perceived obligation (negative

outcome perceived from not disclosing PrEP use

when in a shared living space).

Felsher et al. (28) Interviews United States WWID (N = 25) HIV risk perception

PrEP acceptability

Most WWID were concerned about HIV risks

related to sexual assault and environmental forces

beyond their control (e.g., accidental needle

sticks). WWID who had regular engagement in

harm reduction behaviors (e.g., avoiding syringe

sharing) perceived themselves to be at low risk of

HIV. WWID unanimously perceived PrEP to be a

beneficial HIV prevention tool. Potential adverse

reactions with comorbid conditions, PrEP- and

HIV-related stigma, location of care, and the

psychological costs of initiating new relationships

with PrEP care providers influenced PrEP

acceptability.

Felsher et al. (29) Social network

survey

United States WWID (N = 40) HIV risk perception

PrEP usage PrEP

communication

47.5% of WWID perceived themselves as at high

risk of HIV. Nearly all (97.5%) accepted a PrEP

prescription. 83.2% of WWID were willing to

share PrEP information. Participants were more

likely to share PrEP information with individuals

who were homeless (UOR 3.3; 95% CI 1.5–7.6), an

injecting drug user (UOR 2.3; 95% CI 1.1–4.7),

engaged in transactional sex (UOR 4.5; 95% CI

1.6–12.5) or had a perceived high-risk of HIV

(UOR 1.1; 95% CI 1.1–1.2).

Felsher et al. (30) Interviews United States WWID (N = 23) PrEP adherence Only 5.6% of WWID were adherent to PrEP. PrEP

ranked relatively low compared to other basic

needs. Women’s perceived need for PrEP

fluctuated with their drug use and HIV risk

perception. Women who did not have stable

housing often described how the lack of safe pill

storage leads to pills being lost or stolen.

Footer et al. (31) Focus groups United States WWID (N = 16) PrEP awareness

PrEP knowledge

31% of WWID were aware of PrEP. Knowledge

was “low” but not quantified. All WWID were

interested in PrEP as an additional form of HIV

protection. Women had concerns about

convenience and ease of use, preferring less

frequent delivery methods. Potential interactions

with other medication regimens and access to

medical providers were noted as concerns about

PrEP use.

(Continued)
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TABLE 2 (Continued)

References Study design Setting Population (sample

size)

PrEP variables Findings

Galka et al. (32) Cross-sectional

survey

Malaysia Transgender women (N =

361 total; n= 10 WWID)

PrEP awareness

PrEP acceptability

In the bivariate analysis, IDU was significantly

associated with lower willingness to use PrEP {OR

−1.17 [95% CI (−1.85 to−0.48), p= 0.001]}. But

in the multivariable analysis, the difference was

not significant (p= 0.041).

International

Network of People

who Use Drugs (33)

Interviews and

face-to-face

consultations

Europe and Asia PWID (N = 75 total; n= 23

WWID)

PrEP access, PrEP

acceptability

Criminalization of drug use and stigma toward

people who inject drugs negatively affect the

accessibility of PrEP. Scale up of harm-reduction

services, especially community-based services

would be necessary for PrEP to be accessible to

participants. Participants recognized the potential

benefit of PrEP and emphasized its use in a larger

package of comprehensive services. But

participants generally preferred access to safe

injection equipment than using a daily pill to

prevent HIV infection.

International

Network of People

who Use Drugs (34)

Semi-structured

interviews and

focus groups

discussions

Global PWID (N = 54 total; n= 17

WWID)

PrEP knowledge,

access to PrEP,

PrEP, PrEP

acceptability

Few participants expressed that they did not feel

sufficiently informed on PrEP. Several participants

noted issues with PrEP availability and highlighted

the ethical issue of making individuals aware of

PrEP without allowing them access to it,

particularly for modes of PrEP relevant to women

(e.g., vaginal rings). Participants were generally

willing to use PrEP but underscored the necessity

for it to be a part of a comprehensive package of

harm reduction services. Several participants

highlighted the issue of lack of basic harm

reduction services, such as lack of safe injection

equipment, which was more pressing than PrEP.

Jo et al. (35) Cross-sectional

survey

United States PWID at a syringe service

provider (N = 157; n= 36

WWID)

PrEP acceptability There was no statistically significant difference in

the odds of expressing interest in PrEP by gender.

In the adjusted model, people with opioid-only use

were significantly less likely to report interest in

being linked to PrEP.

Kuo et al. (36) Interview and

questionnaire

United States PWID (N = 304; n= 98

WWID)

PrEP acceptability 38.7% of WWID were very likely to use PrEP and

27.5% were somewhat/not likely to use PrEP.

Gender was not associated with willingness to use

PrEP.

Martin et al. (37) Randomized,

double-blind,

placebo- controlled,

endpoint-driven

study

Thailand PWID (N = 2,413; n= 489

WWID)

PrEP adherence 47.7% of women had poor (<95% adherence). In

the multivariable analysis, men were more likely to

report poor adherence compared to women (p=

0.006).

Martin et al. (38) Observational,

cohort study

Thailand Current or previous PWID (N

= 1315; n= 274 WWID)

PrEP usage PrEP

adherence

Retention in PrEP

care

Fifty-eight percentage of women chose to take

PrEP. In the bivariate analysis, there was no

significant difference in uptake by gender [OR 1.2

(95% CI 0.9–1.5)]. Sixty-nine percentage of

WWID returned for at least one clinic visit, and

gender was not significantly associated with

attendance.
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Frontiers in Psychiatry 08 frontiersin.org

121

https://doi.org/10.3389/fpsyt.2022.951682
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Guy et al. 10.3389/fpsyt.2022.951682

TABLE 2 (Continued)

References Study design Setting Population (sample

size)

PrEP variables Findings

McFarland et al.

(39)

Cross-sectional

survey, data from

National HIV

Behavioral

Surveillance

(NHBS)

United States PWID (N = 397 total,

number of WWID not

specified)

PrEP awareness

PrEP knowledge

PrEP usage

PrEP

communication

63.4% of WWID were aware of PrEP and women

were more likely than men to be aware. 38.9% of

WWID knew PrEP can prevent HIV transmission

from sharing injection equipment, and there were

no significant differences by gender. Only 13.6% of

WWID discussed taking PrEP with their

healthcare provider in last year. Three percentage

of WWID used PrEP in last year. After excluding

MSM, women were more likely to have used PrEP

than men (3.7% of women vs. 0% of non-MSM

men, p= 0.007).

Metz et al. (40) Questionnaire United States Individuals with opioid use

disorder (N = 138 total; n=

24 females)

PrEP awareness

PrEP acceptability

Thirty percentage of the sample had heard of PrEP,

with no significant differences between genders.

PrEP acceptance was 59%, with no significant

differences between genders. There were no

gender differences in HIV risk behaviors,

transmission and prevention knowledge or

preferences.

Peitzmeier et al.

(41)

Cross-sectional

survey

United States Female sex workers at a

mobile health service (N =

60; n= 54 WWID)

PrEP awareness

PrEP acceptability

Thirty-three percentage of WWID were aware of

PrEP and 63% accepted PrEP. IDU was not

significantly associated with increased interest in

PrEP. Women that experienced physical or sexual

violence from clients and women under 35 had

higher PrEP acceptance.

Qin et al. (42) Semi-structured

interviews

United States Women with substance use

disorders (N = 20)

PrEP awareness Thirty-five percentage of WWID were aware of

PrEP. Motivations to engage in PrEP care were

problematized by women’s basic needs, lack of

perceived risk of HIV, and anticipated stigma.

Roth et al. (43) Cross-sectional

survey

United States PWID attending a syringe

exchange program (N = 138

total; n= 65 WWID)

PrEP acceptability

Access to PrEP

PrEP acceptance was higher in women compared

to men (88.9 vs. 71.0%; p < 0.02). Few participants

had accessed health services for HIV risk

assessment that could lead to discussion about

PrEP [at primary care physicians (43.8%), STI

clinics (9.4%), or annual women’s wellness

examinations (15.4%)]. Most participants (86%)

reported that they would prefer to access future

screening at the syringe exchange program vs.

traditional STI clinics.

Roth et al. (44) Cross-sectional

survey, data from

National HIV

Behavioral

Surveillance

(NHBS)

United States PWID attending a syringe

exchange program (N = 612;

n= 155 WWID)

PrEP awareness 35.5%WWID were aware of PrEP. Factors

associated with PrEP awareness were having at

least some college education (aOR 2.13, 95% CI

1.03, 4.43), sharing paraphernalia (aOR 2.37, 95%

CI 1.23, 4.56), obtaining syringes/needles

primarily from a syringe exchange program (aOR

2.28, 95% CI 1.35, 3.87), STI testing (aOR 1.71,

95% CI 1.01, 2.89) and drug treatment (aOR 2.81,

95% CI 1.62, 4.87). Individuals that accessed

prevention and health services had increased odds

of being aware of PrEP.
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TABLE 2 (Continued)

References Study design Setting Population (sample

size)

PrEP variables Findings

Roth et al. (45) Cross-sectional

survey

United States WWID attending a syringe

service program (N = 136)

PrEP awareness

PrEP usage PrEP

adherence

Retention in PrEP

care

52.6% of participants were aware of PrEP before

enrolling in the study. 63/95 initiated PrEP and

uptake was associated with greater baseline

frequency of SSP access (aOR= 1.85; 95% CI:

1.24–2.77), inconsistent condom use (aOR= 3.38;

95% CI: 1.07–10.7), and experiencing sexual

assault (aOR= 5.89; 95% CI: 1.02, 33.9). 44.2%

were retained in care at week 24, and retention

was higher among women who reported more

frequent baseline SSP access (aOR= 1.46; 95% CI:

1.04–2.24). Half the sample reported full

adherence, but this was not confirmed by

urinalysis.

Schneider et al. (46) Survey United States PWID (N = 407; n= 159) PrEP awareness

PrEP acceptability

PrEP usage

32.6% of WWID were aware of PrEP, 58.3%

accepted PrEP, and 3.7% had used PrEP before.

Acceptance per form of administration females:

oral (62%), arm injection (60.1%), abdomen

injection (21.6%), IV infusion (14.9%), under skin

implant (26.4%) vaginal gels (26.6%) or vaginal

rings (28.6%).

Sherman et al. (47) Cross-sectional

survey

United States PWID (N = 265; n= 85

WWID)

PrEP acceptability 33.5% of WWID accepted PrEP, with no

significant differences between men and women.

PrEP interest was associated with being eligible for

PrEP (aOR= 2.46; 95% CI: 1.34, 4.50) and the

number of medical diagnoses (aOR= 1.16; 95%

CI: 1.01, 1.33).

Stein et al. (48) Cross-sectional

survey

United States Opiate users seeking opioid

detoxification (N = 351; n=

105 WWID)

PrEP acceptability 50.5% of WWID were willing to use PrEP, and

there were no differences in acceptability by

gender. People who believed they were at risk for

HIV had higher rates of acceptability.

Tran et al. (49) Cross-sectional

survey

United States WWID (N = 95) PrEP usage Eighty-eight percentage of WWID intended to

initiate PrEP. Overall, most WWID held positive

attitudes about PrEP. Most (≥70%) had no

concerns about PrEP’s efficacy, and no/little

concern about side-effects. There was no

difference in PrEP intention between WWID who

accepted PrEP and those who did not.

Walters et al. (50) Cross-sectional

survey, data from

National HIV

Behavioral

Surveillance

(NHBS)

United States WWID (N = 118) PrEP awareness Thirty-one percentage of WWID were aware of

PrEP. In multivariable logistic regression,

increased PrEP awareness was associated with

reported transactional sex (aOR 3.32, 95% CI

1.22–9.00) and having had a conversation about

HIV prevention at a syringe exchange program

(aOR 7.61, 95% CI 2.65–21.84).

Walters et al. (51) Cross-sectional

survey, data from

National HIV

Behavioral

Surveillance

(NHBS)

United States Groups at high risk of HIV (N

= 2,483; n= 196 WWID)

PrEP awareness

Access to PrEP

Eighty percentage of WWID were aware of PrEP

in Long Island and 12% in New York City. Among

high-risk groups on New York City and Long

Island, only 25 and 32% of WWID, respectively,

had access to HIV prevention professionals.
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TABLE 3 Risk of bias assessment using mixed methods appraisal tool.

Qualitative studies

References Is the qualitative

approach

appropriate to

answer the

research

question?

Are the qualitative

data collection

methods adequate

to address the

research question?

Are the findings

adequately

derived from

the data?

Is the

interpretation

of results

sufficiently

substantiated by

data?

Is there

coherence

between

qualitative data

sources,

collection,

analysis and

interpretation?

Final score

Bass et al. (22) 1 1 0 0 0 2

Bazzi et al. (23) 1 1 0 1 1 4

Felsher et al. (27) 1 1 1 1 1 5

Felsher et al. (28) 1 1 1 1 1 5

Felsher et al. (30) 1 1 1 1 1 5

Footer et al. (31) 1 1 1 1 1 5

International Network of

People who Use Drugs (33)

1 0 1 1 1 4

International Network of

People who Use Drugs (34)

1 1 1 1 1 5

Qin et al. (42) 1 1 1 1 1 5

Quantitative randomized controlled trials

References Is

randomization

appropriately

performed?

Are the groups

comparable at

baseline?

Are there

complete

outcome data?

Are outcome

assessors

blinded to the

intervention

provided?

Did the

participants

adhere to the

assigned

intervention?

Final score

Martin et al. (37) 0 0 1 0 0 1

Quantitative non-randomized controlled trials

References Is

randomization

appropriately

performed?

Are the groups

comparable at

baseline?

Are there

complete

outcome data?

Are outcome

assessors

blinded to the

intervention

provided?

Did the

participants

adhere to the

assigned

intervention?

Final score

Felsher et al. (26) 1 1 1 0 1 4

Quantitative descriptive studies

References Is the sampling

strategy relevant

to address the

research

question?

Is the sample

representative of

the target

population?

Are the

measurements

appropriate?

Is the risk of

non-response

bias low?

Is the statistical

analysis

appropriate to

answer the

research

question?

Final score

Alarid et al. (21) 1 0 1 1 1 4

Belludi et al. (24) 1 1 0 1 1 4
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TABLE 3 (Continued)

Quantitative non-randomized controlled trials

References Is

randomization

appropriately

performed?

Are the groups

comparable at

baseline?

Are there

complete

outcome data?

Are outcome

assessors

blinded to the

intervention

provided?

Did the

participants

adhere to the

assigned

intervention?

Final score

Corcorran (52) 1 1 1 0 1 4

Escudero et al. (25) 1 1 1 0 1 4

Galka et al. (32) 0 1 1 0 1 3

Jo et al. (35) 1 1 1 1 1 5

Kuo et al. (36) 1 1 1 1 1 5

Martin et al. (38) 1 1 1 1 1 5

McFarland et al. (39) 1 1 1 0 1 4

Metz et al. (40) 1 1 1 0 1 4

Peitzmeier et al. (41) 1 1 1 0 1 4

Roth et al. (43) 1 1 1 0 1 4

Roth et al. (44) 1 1 1 1 1 5

Roth et al. (45) 1 1 1 1 1 5

Schneider et al. (46) 1 1 1 0 1 4

Sherman et al. (47) 1 1 1 0 1 4

Stein et al. (48) 1 1 1 0 1 4

Tran et al. (49) 1 1 1 0 1 4

Walters et al. (50) 1 1 1 0 1 4

Walters et al. (51) 1 1 1 0 1 4

9% of WWID reported a lack of self-perceived HIV risk as the

reason for their unwillingness.

PrEP acceptability

Data on PrEP acceptability among WWID were reported

in 16 studies (22–26, 32–36, 40, 41, 43, 46, 48, 52). Results

varied widely between studies (range: 23–100% acceptability).

In the studies conducted among members of INPUD, PrEP

was only acceptable if provided in a comprehensive package of

harm reduction services as participants prioritized safe injection

equipment over PrEP for HIV prevention.

In seven studies conducted among PWID in India (24)

and the United States (35, 36, 40, 47, 48, 52), gender was not

significantly associated with PrEP acceptability. However, in a

study among PWID in Canada, WWIDwere more willing to use

PrEP compared to men (OR 1.52, p= 0.028) (25). Similarly, in a

study among individuals attending syringe exchange programs

in New Jersey, WWID were more willing to use PrEP than

their male counterparts (88.9 vs. 71.0%; p < 0.02) (43). Beyond

gender, factors which influenced the acceptability of PrEP

included concerns regarding side-effects (25, 33, 34, 43, 55),

and access to health professionals (22, 34, 43). Participants

who found PrEP more acceptable were those that engaged in

sex work (25, 46) or transactional sex (43), had experienced

sexual violence (41), hadmultiple recent sexual partners (25, 43),

had other medical conditions (47), shared injection equipment

(41, 46, 47), believed they were at high risk of HIV (48), and

were of younger age (25, 41).

Results on the impact of injecting drug use on acceptability

were mixed. In one study that examined PrEP acceptability

among trans-women in Malaysia, injecting drug use was

negatively associated with acceptability (B = −1.17, p = 0.001)

(32). Interestingly, among female sex workers in Baltimore

(USA), injecting drug use was not associated with acceptability

of PrEP (41).

One study by Schneider et al. examined the acceptability of

different forms of PrEP use and demonstrated higher acceptance

of oral (62%) and arm-injection (60%) administration compared

to implants (26%), vaginal gels (26%), vaginal rings (29%),

abdomen injection (22%) and intravenous infusion (15%)

among WWID (46).
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PrEP usage

Data on the number of WWID that used or intended to use

PrEP was collected in seven studies (22, 28, 38, 39, 46, 49, 54). In

one study in Philadelphia intention to use PrEP was 88% among

WWID. In this study, intention to use PrEP was associated with

having fewer concerns discussing sexual history and drug use

with their health provider (p < 0.01) (49).

Regarding usage of PrEP among PWID, there was no clear

difference of PrEP use by gender across studies. Martin et al.

found no significant difference in PrEP uptake by gender (OR

1.2, p= 0.16) in Thailand (38). However, McFarland et al. found

that in San Francisco women were more likely to have used PrEP

than heterosexual men (3.7% of women vs. 0% of heterosexual

men, p= 0.007) (39).

Barriers to PrEP use among WWID included access to a

doctor, homelessness, and potential theft of medication (22).

Among WWID at a syringe service program in Philadelphia,

factors that increased the odds of initiating PrEP included

reporting sexual assault (p = 0.003), higher income (p = 0.06),

frequency of syringe service programs attendance (p = 0.001),

and inconsistent condom use (p= 0.03) (28).

PrEP adherence

Data on adherence to PrEP among WWID were collected

in four studies. Across studies, adherence ranged from 5.6

to 52.3% (29, 37, 38, 45). In an analysis of 95 WWID in

a PrEP demonstration project in Philadelphia, approximately

half reported taking all PrEP medication at follow-ups, though

prevention-effective levels were detected in only one participant

urinalysis (45). Barriers to adherence included unstable housing

and lack of storage for their medication. Adherence was also

challenged by women’s entrance to institutions that did not

provide PrEP, such as some drug treatment and correctional

facilities. Additionally, adherence depended on women’s levels

of drug-use and perceived HIV-risk at the time. When WWID

felt at risk for HIV, they were more motivated to take PrEP.

However, when WWID perceived they were at low risk of HIV

(e.g., when abstaining from drug use) they discontinued use (29).

In the Bangkok Tenovir Study, which analyzed PrEP

adherence in PWID by various demographic factors, women

were more adherent compared to men (p = 0.006) (37). In the

open-label extension of the Bangkok Tenovir Study, only 14% of

WWID that returned for at least one follow-up visit had >90%

adherence to PrEP. In themultivariable analysis, men were more

likely to be adherent compared to WWID (OR = 1.9; 95% CI

1.0–3.6) (38).

Retention in PrEP care

Retention in PrEP care was assessed by the open-label

extension of the Bangkok Tenovir Study (38) and the PrEP

demonstration study in Philadelphia (45). The majority (69%)

of Bangkok women returned for at least one follow-up clinic

visit, but gender was not significantly associated with their

likelihood of returning for a follow-up visit (38). In the PrEP

demonstration study, retention fell in follow-ups at weeks

1 (93.7%), 12 (61.2%), and 24 (44.2%) among women in

Philadelphia, and was most associated with access to syringe

service programs (45).

PrEP communication

One relevant PrEP variable that was outside of the PrEP

continuum of care but was mentioned in five studies was PrEP

communication (27, 39, 40, 42, 54). In one study that considered

the willingness to share information on PrEP among WWID,

participants were willing to share information with 83% of

people in their network (54). They were more likely to share

information if the individual was homeless (UOR 3.3; 95%

CI 1.5–7.6), an injecting drug user (UOR 2.3; 95% CI 1.1–

4.7), engaged in transactional sex (UOR 4.5; 95% CI 1.6–12.5)

or had a perceived high-risk of HIV (UOR 1.1; 95% CI 1.1–

1.2). The study did not compare rates of sharing information

between men and women. In another study examining PrEP

communication amongWWID, conversations having to do with

PrEP occurred in 30/57 various relationships examined (27). In

this study, individuals were motivated to have conversations of

PrEP based on perceived HIV risk, gender similarity, to increase

emotional connectedness and potential support from a peer, and

when a negative outcome was perceived from not disclosing

PrEP use.

Two studies considered PrEP communication in terms of

conversations with the healthcare provider (39, 42). One study

found no difference in gender in discussions of PrEP with

healthcare provider (39). However, in another study examining

drug treatment contexts and women’s decision-making about

PrEP a healthcare provider indicated that she never considered

raising PrEP with heterosexual women clients (42).

Discussion

This review of the PrEP continuum of care among WWID

included 3,216 WWID across 32 studies. To our knowledge,

this is the first systematic review stratified across the PrEP

continuum of care to focus solely on this population, a

highly vulnerable and marginalized population who are often

overlooked in HIV research and prevention (5). WWID face

several gender-specific challenges of drug use. Generally,WWID

fall on the bottom of the hierarchy among PWID. This

means that they may be forced to share needles or engage

in risky income-generating behaviors to sustain drug use,

such as sex work (56). This increases their risk for a variety

of health harms, including higher mortality rates, levels of

risky injecting, levels of risky sexual behavior, prevalence of
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blood-borne viruses, and psychological harm compared to

men. WWID are also more likely to have a sexual partner

who also injects drugs and be dependent on them for drugs

compared to men (57). Many women who use drugs in

such relationships also experience physical and psychological

violence, which may preclude them from accessing harm

reduction services, such as initiating PrEP uptake (57, 58).

Furthermore, gender-based social responsibilities, such as child

rearing, may prevent women from accessing health and harm

reduction services generally. Notably, the fear of having children

being apprehended may prevent WWID from accessing health

services, including harm reduction services (59). As such, it is

crucial to understand the gendered dynamics of injection drug

use and harm reduction, an in particular, the PrEP continuum

of care.

Despite the great need, there is no data from the ECDC on

PrEP among WWID. In fact, data from ECDC show that more

than 90% of current PrEP users in European countries belong

to the MSM community (60). There is a strong need to scale

up PrEP to other marginalized communities, such as WWID, if

we are to reach the Sustainable Development Goals, and even

in high-income countries with large-scale implementation (e.g.,

France, Netherlands, the United Kingdom, and the US), it is

important to ensure that efforts are made to guarantee that

these communities are reached at a sufficient scale. This review

considered PrEP awareness (n = 14), PrEP knowledge (n = 3),

access to PrEP care (n = 4), HIV risk perception (n = 4), PrEP

acceptability (n= 16), PrEP usage (n= 7), PrEP adherence (n=

4), and retention in PrEP care (n = 1) among WWID. We also

considered a new PrEP variable, PrEP communication (n = 5),

that is highly relevant for improving awareness, knowledge, and

usage in this population.

This review found that awareness, knowledge, and usage

of PrEP in WWID is generally low. Suboptimal awareness

was also found among other high-risk populations for HIV

including women who use drugs at large (19, 61), women

who engage in sex work (19), as well as MSM (62). However,

WWID who were aware about PrEP were interested in its

use, as PrEP acceptability was relatively high in most studies

investigating it. Furthermore, acceptability was associated with

HIV risk perception and engagement in high-risk sexual or

injection practices. WWID are generally aware of and interested

in lowering their risks of contracting HIV. However, as our

review demonstrates, several structural issues challenge the

ability of WWID to do so, including homelessness, sexual

violence, unpredictability of drug use, and access to the

healthcare system. A qualitative study by Felsher et al. (29)

demonstrated that for some WWID, although there is a desire

to use PrEP, it simply is overshadowed by other basic needs,

such as access to food and shelter, generating an income

and access to drugs. Whereas, one study performed in Kenya

and South Africa showed drug use to be a PrEP-disrupting

behavior (63), Felsher et al. showed that during periods where

the women are not engaged in drug use, they are not as

inclined to use PrEP as they feel their risk is lower (29).

Risk of HIV transmission through non-injection routes (e.g.,

condomless sex) may also increase during periods of drug

use (64).

The gap between PrEP acceptance and usage underscores the

need for better provision of PrEP to WWID. WWID should be

specified as a key population in PrEP technical guidelines, which

is currently not the case in most countries, including in high-

income countries (65). Further challenging PrEP awareness and

usage in this population is the lack of engagement of WWID

with the traditional healthcare system, as several studies in

this review noted. This is unsurprising given the stigma, social

inequality, and marginalization experienced by WWID, which

leads to lack of healthcare access (66). As such, solutions to

introduce PrEP at women’s health clinics or other mainstream

health services, as suggested by other research on women who

use drugs (19), may fail to reach this population, as WWID

indicated that they preferred to access care elsewhere.

Given these results, integrating PrEP services with low-

threshold harm reduction and drug treatment services for PWID

may be a more practical solution to engage this population in

comparison to mainstream health services. In fact, members of

INPUD highlighted that PrEP should only be administered as

part of a comprehensive package of harm reduction (33, 34).

Our findings align with previous research for engaging PWID in

care (67–70). The studies in our review revealed that women that

were more engaged in harm reduction services, such as syringe

exchange programs, were more likely to be aware of and use

PrEP. Furthermore, these services should have a holistic and

gender-based approach to meet the unique needs and gender-

based vulnerabilities of WWID, such as housing insecurity

and sexual violence. In particular, integrating additional sexual

health services in these settings could improve engagement in

care for this population. In fact, a review of a pilot program

which integrated reproductive healthcare within a needle and

syringe program indicated that WWID were very satisfied with

the services provided (71).

In addition to highlighting the need for integrating services,

our results on PrEP communication underscore the role of

peers in spreading knowledge and awareness about PrEP

among WWID. Studies in this review indicated that WWID

were very likely to share information on PrEP to other

WWID, especially if they were deemed to be at high risk

of HIV. This is in line with research on services for PWID

which acknowledge the importance of engaging peers (68,

72, 73). For example, in Indonesia peer support was shown

to help with HIV treatment initiation and adherence to

HIV care among PWID. Furthermore, PWID were able to

regain trust in the healthcare system and stay motivated to

retain in HIV care (73). Similarly, in Senegal, researchers

indicated that peer-led outreach among PWID could serve

as an important part of harm reduction programs (72),
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Given their shared lived experiences, and potentially shared

social networks, peers can help provide emotional and social

support needed to engage with and maintain care. They can

also diffuse harm reduction information through their social

networks. However, rather than just communicating behavior

change, peers can de-stigmatize drug use and encourage

meaningful involvement of PWID in interventions aimed

at improving their wellbeing (72). As such, harm reduction

programs should involve peers provided Through a shared

lived experience with adequate structural support to help

generate trust and improve engagement in health and harm

reduction services.

Our review highlighted several gaps in the evidence base.

Most importantly, many studies (n = 21) were excluded

because they did not stratify results by gender, which challenges

understanding the needs of WWID, who may have different

experiences compared to their male counterparts. It is crucial

that future research on people who inject drugs disaggregate

between men and women to improve service provision for

both men and women. Alongside this, research and recruitment

methods should be tailored to the needs of WWID to encourage

their participation (e.g., female researchers in community-based

settings). There was also a lack of geographical variation across

studies, with most studies taking place in major metropolitan

cities in the United States and an absence of studies from

South America. Additionally, there was only one study that

fitted our review criteria that examined transgender women.

However, there is a great need for more research on trans

WWID given that trans-women are at higher risk of contracting

HIV (2). Lastly, very few studies examined PrEP adherence

and retention among WWID, which are needed to improve

engagement in care.

Limitations

Several limitations exist in this systematic review. First, the

number of studies and lack of geographic diversity limit the

generalizability of our findings. This may have been as a result

of our language restriction. Had we extended the inclusion

criteria to other languages, the number of studies included in

this review may have increased. The lack of geographic diversity

meant we could not interpret differences in the PrEP continuum

of care across different countries, or indeed, regions. Another

intrinsic limitation of this review was the small proportion of

studies on the PrEP continuum of care which included WWID

and provided gender disaggregated data. In addition, when

included,WWIDwere often only a small proportion of the study

sample sizes. This also created difficulties in comparing results

across studies. Therefore, this review and the findings within

may change as more studies and reviews on the topic emerge

over time.

Conclusion

HIV research addressing the PrEP continuum of care

under-recognizes the unique needs of and challenges faced

by WWID, and especially transgender women. Steps of the

care continuum, such as PrEP awareness and knowledge, may

be improved by engaging WWID where they access health

and/or social services, including in community and peer-based

interventions. To improve PrEP usage and engagement in care

among WWID, technical guidance should specify WWID as

a key population for PrEP interventions. Furthermore, PrEP

services could be integrated within gender-responsive harm

reduction and drug treatment services as well as correctional

services. Further studies are needed on PrEP retention and

adherence among WWID, including in high-income countries

where PrEP implementation has moved beyond demonstration

projects to national programs.
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Background: Gender inequity is a pervasive challenge to health equity

on a global scale, and research shows the impact of sex and gender

on substance use regarding for example epidemiology, treatment needs,

treatment admission and treatment outcomes. The gender-transformative

approach to action and health indicates that health interventionsmaymaintain,

exacerbate or reduce gender-related health inequalities, depending on the

degree and quality of gender-responsiveness within the programme or policy.

However, research shows a lack of gender-responsive initiatives in the alcohol

and drug addiction field.

Aims: The purpose of this study is to explore in depth how alcohol and

drug treatment can be made more sensitive to female users’ treatment needs

from the perspective of service providers. Consequently, study findings can

inform the development of gender-responsive treatment options and aid to a

deeper understanding of how these trends are designated on the continuum

of approaches to action and health in the alcohol and drug field.

Methods: Four focus groups were organized across di�erent regions in

Belgium with a total of 43 participants, including service providers, policy

makers and women who use(d) drugs.

Results: The perspective of the participants on substance use prevention

and treatment for female users incorporates some crucial gender-specific and

gender-transformative features. Next to implementing mother-child options,

a holistic approach, experts by experience and empowering women in

treatment, professionals report the relevance of awareness raising campaigns

targeting all levels and sectors in society. Also, recurring attention was given to

the role of men in the narratives of female users.

Conclusion: Study findings show that the field of alcohol and drug prevention

and treatment is being looked at through the lens of gender-responsiveness.

However, to achieve improvement in the lives of both women and men, and

hence creating more equal chances and opportunities in substance abuse
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treatment, the gender-transformative approach in addiction care needs

to be further explored, criticized and established in practice and

future research.

KEYWORDS

alcohol and drug treatment, substance use, gender, women, gender-transformative,

prevention, gender-responsive, trauma-informed care

Introduction

Gender inequity is a pervasive challenge to health equity

on a global scale (1–3). Over the last two decades gender has

been increasingly recognized by the global community, not as a

static phenomenon, but rather a social determinant of health (4).

Moreover, both sex and gender are fundamental determinants

of health (5). While biological sex may differentially affect

health conditions (6, 7), gender socialization and power relations

generate many health challenges for all genders that change over

time, giving further support to the understanding of gender as a

dynamic construct (8, 9).

It is established that individual characteristics and treatment

approaches can differentially affect outcomes by gender (10, 11).

Recent international research shows substantial progress in our

understanding of the influence of gender on, for example, the

epidemiology of substance use (12, 13), and its relationship

to treatment needs, treatment admission and utilization, and

treatment outcomes and effectiveness (14–16).

Research has shown that internal, structural and external

factors may influence help-seeking behavior and hamper

treatment entry among female substance users (17–19). In

addition to external and structural barriers, internal barriers

such as shame, guilt and denial of problem substance use

are associated with gender violation (20, 21). External barriers

that can prevent women from accessing treatment are: limited

treatment availability and treatment cost, absence of referral

by general practitioners, and a lack of perceived treatment

options and identification of services. Although child custody

concerns are among the most frequently reported barriers to

treatment among female substance users with children (22–25),

retaining or regaining custody may also serve as leverage to

treatment adherence (26). Similarly, mothers with past child

custody loss may internalize this as a barrier to help-seeking,

as they feel like they have nothing left to fight for (27), or

it may serve as a facilitator for treatment in order to regain

custody. The issue of child custody illustrates that help-seeking

decisions are multi-layered, dynamic and ambiguous in relation

to the meaning-making of women, which impacts help-seeking

behavior in different ways (19). Furthermore, external barriers,

such as judgemental attitudes of service providers and social

stigma, can lead to self-stigma (28). Self-stigmatization results

from the internalization of negative stereotypes associated with

public stigmatization of persons with substance use disorders

(29). Affected individuals will then exclude themselves from

public life and be motivated to continue to consume in order

to forget, set aside, or reduce the negative feelings arising from

their shame (30). Moreover, research shows social stigma to be

an even greater barrier to treatment for women than for men

(31, 32). Also, previous research on health services generate a

range of findings on the organizational characteristics that either

facilitate or inhibit treatment entry for women with substance

use disorders (33, 34). Thus, women and mothers who use drugs

experience a number of additional barriers to treatment (35),

including strong maternal and family responsibilities, lack of

childcare while being in treatment, scarce economic resources,

lack of support from a social network or partner, and greater

social stigma.

In order to address these barriers, and attain more gender

equity in addiction care, research shows the need for more

gender-responsiveness in health programmes and interventions.

Women’s empowerment is an important determinant to

achieve gender equality and needs to be incorporated into

service delivery. Enhancing women’s empowerment is a

process of awareness-raising and capacity-building in order

to increase participation, improve decision-making power,

and generate action in the health sphere (36, 37). Pederson

et al. (38) developed a model representing a continuum

of potential gender-responsive interventions derived from

discussions during the HIV-AIDS epidemic (39) and emerging

evidence on factors relating to how health interventions apply

to gender (9) (Figure 1). This continuum, based on the WHO’s

Gender Responsive Assessment Scale (40), illustrates that

health interventions can exploit, accommodate, or transform

gender norms, systems and relations in the way that they

frame an issue, use imagery and language and/or engage

with gender inequity. A gender-sensitive approach is the first,

crucial step toward a gender-responsive policy, as it indicates

awareness of gender inequalities. However, it does not address

these inequalities. Gender-specific and gender-transformative

approaches to health interventions are essential, progressive

steps toward gender mainstreaming.

Gender-transformative approaches “actively strive to

examine, question, and change rigid gender norms and

imbalance of power as a means of reaching health as well

as gender equity objectives” [(41), p. 8, (40)]. This includes

the development of approaches that avoid reproducing

harmful gender norms or stereotypes, and empower men and
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FIGURE 1

A continuum of approaches to action on gender and health. Inspired by remarks by Geeta Rao Gupta, Ph.D, Director, International Center for

Research on Women (ICRW) during her plenary address at the XIIIth International Aids Conference, Durban, South Africa, 12 July 2000: “To

e�ectively address the intersection between HIV/AIDS and gender and sexuality requires that interactions should, at the very least, not reinforce

damaging gender and sexual stereotypes” [see also (40)].

women to attain their health potential. Gender-transformative

approaches are characterized by four core principles (38).

These interventions are women-centered hereby empowering

and considering women as active agents of change in their

lives. Interventions that foster harm-reducing approaches

provide pragmatic support by helping with immediate goals

and providing a variety of options and support. They focus

not only on narrow goals related to change in specific health

behaviors, but also on facilitating change across the full range

of influences and harms associated with this behavior (42).

Also, interventions that are explicitly trauma-informed through

for example reparative, trustworthy relationships (43) are

promising ways of engaging directly with how gender shapes

women’s health. Finally, gender-transformative interventions

are strengths-based and focus on restoring and building health,

rather than identifying women’s shortcomings (44).

Evidence indicates that programmes incorporating a

gender-transformative approach and promoting gender-

equitable relationships between men and women are more

effective in producing behavior-change than gender-sensitive

or gender-neutral programmes (45). This gives weight to the

argument that multi-issue programmes using a more nuanced

social constructionist and ecological framework are more

effective than single issue and individual-focused interventions.

Thus, integrated programmes are most effective in changing

behavior (45). Heymann et al. (46) define multisectoral

action, multilevel and multistakeholder involvement, and

diversified programming as key features of high-quality gender-

transformative programmes, along with social participation and

empowerment. Empowering people to be active agents in their

own lives is crucial, but targeting societal structures is equally

essential to leverage individual changes and achieve long-lasting

effects (47). Programmes that advocate critical reflection among

men and women on their socialization into specific gender roles

and norms, and even more, that seek to transform norms, have

the potential to improve health and wellbeing across many areas

of health, and for long periods across the life course (48–50).

The social constructionist approach indicates that gender

norms are socially constructed, vary across historical and

local contexts, interact with other factors (e.g., poverty and

globalization), and are created, reinforced and reconstructed by

families, communities and social institutions (51, 52). Gender

norms and the reproduction of these norms, are directly

related to women’s and men’s health-related behaviors, with

implications for themselves, their partners and their children

(53). Over the past three decades, more importance has been

placed on treating of “men as partners” in women’s health

and gender-transformative programming (54). Consequently, a

number of international organizations have affirmed the need to

engage men and boys in questioning inequitable gender norms

(45). Liberating men from gender and sexuality norms that

have a negative impact appears to be a decisive step toward

attaining gender equity and enhancing health for both men and

women (48). Recent research on the implementation of gender-

transformative interventions shows that men’s involvement is

important. For example, a lack of participation of men in

programs improving sexual and reproductive health has been

revealed as one of the reasons for poor progress in family

planning and the use of contraceptives (55). Others show that the

engagement ofmen in family health can create better health (56).

While, a significant body of research found that most

organizations have adopted gender mainstreaming policies, little

is known about the full effect of these programmes because

of several gaps in programme design, implementation and
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evaluation (57–59). Despite a considerable body of evidence

and lessons learned from experiences in applying gender

mainstreaming policies, this evidence is limited to certain

health areas, such as sexual and reproductive health and rights,

newborn, child and adolescent health, HIV/AIDS, and gender-

based violence programming and service delivery, with major

gaps in other areas with large burdens of disease, including

mental health (60). Recently, the United Nations University

International Institute for Global Health (UNU-IIGH) and the

WHO recognized the urgent need to analyse, extend and transfer

lessons learned regarding gender-transformative approaches to

other areas of health (61).

The present study was undertaken as part of the GEN-STAR

study (GENder-Sensitive Treatment and prevention services for

Alcohol and drug useRs) in Belgium, which aimed to assess

the availability of, and need for, prevention and treatment

approaches sensitive to the needs of women, as well as the

obstacles and challenges experienced by female substance users

in utilizing these services (62). The findings show that the

gender dimension is an actual concern among some alcohol

and drug prevention and treatment services in Belgium, and

different types of outpatient and residential initiatives sensitive

to the needs of women are identified. Still, service users, as

well as treatment providers, report a lack of initiatives that are

sensitive to the needs of female users (19). Additionally, the

current literature in the field of alcohol and drug prevention

and treatment focuses mainly on gender-sensitive and gender-

specific interventions, while the field of global health promotion

pledges that there is more to discover and introduces a gender-

transformative perspective (38). The purpose of this study is

to explore in-depth how alcohol and drug treatment can be

made more sensitive to female users’ treatment needs from the

perspective of service providers. Consequently, study findings

can inform the development of gender-responsive treatment

options and aid to a deeper understanding of how these trends

are designated on the continuum of approaches to action and

health in the alcohol and drug field.

Methods

Participants

By means of a focus group strategy, prerequisites for

implementing services sensitive to women’s needs were

explored. In total, four focus groups of 8–14 participants were

organized across different regions in Belgium, i.e., one in

Wallonia, one in Brussels and two in Flanders (n= 43). Various

stakeholders were involved that are familiar with challenges

and obstacles encountered by women in relation to treatment.

Alcohol and drug services that were identified in an earlier

stage of the research were contacted and invited to participate.

Other stakeholders working in the field of alcohol and drug

prevention and treatment or who are frequently in contact with

FIGURE 2

Participants of the four focus groups in Belgium (n = 43).

women who use drugs were invited as well. The continuum

of care was taken into account and reflected in the variety

of participants, including social workers, general practitioners,

psychologists, nurses, midwifes, and programme coordinators.

Additional attention was given to the diversity of profiles by

involving men as well as women, younger and more experienced

persons, and professional experts as well as former users working

as experts by experience, and service users (Figure 2).

Data collection and analysis

The focus groups were organized between February and

April 2018. Each session took approx. two hours and was

facilitated by one of the two project researchers, assisted by

an additional researcher who took notes throughout the whole

process. The GPS Brainstorm toolkit1, was used as a structuring

method to organize the focus groups and to formulate concrete

recommendations for the development and implementation

of a more gender-responsive approach in treatment settings

for female substance users. This GPS Brainstorm technology

was developed by Flanders DC, the Flemish organization for

entrepreneurial creativity, and can be used to brainstorm in a

group of 8–14 persons. Each group started by stating: “How can

we make alcohol and drug services more sensitive to the needs

of female substance users?”. To this end, five topics were put

forward for discussion, in addition to one empty field. These five

specific issues were repeatedly mentioned by female substance

users during sixty in-depth interviews in an earlier stage of the

research (62): (a) social stigma hindering recognition of specific

female needs; (b) responsibilities of women in society as an

impediment to self-care; (c) “feeling safe” as a crucial factor

in treatment; (d) a plea for a holistic approach; (e) experts by

experience and peers to comfort support in treatment. A focus

group based on the GPS Brainstorm toolkit consists of three

1 https://www.flandersdc.be/en
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steps: Generating and classifying ideas. Participants sit in pairs

to explore each specific topic. A board is installed on a table

and divided in six parts, each part for one topic. Participants

stay around this board. During the session, the GPS board

turns and all participants have the opportunity to write ideas

on post-its for each theme; Selecting ideas. After this first step,

participants explore the different ideas on the post-its and vote

for ideas that they would like to be realized or that they find

particularly pertinent to develop a gender-sensitive approach in

the alcohol and drug demand reduction field; Elaborating ideas

in specific project cards. After having established a ranking of

the most relevant ideas, participants briefly develop a project

card for the three selected top ideas, including the following

elements: title of the idea, definition of the idea, advantages,

disadvantages, solutions, impact, and required parties. In the

two focus groups in Flanders, the last phase of the brainstorm

was not completed due to time restrictions. However, the main

ideas were ranked according to relevance, as well as elaborated

orally rather than written down on the provided project cards.

All the ideas were kept and organized afterwards. Similarities

and differences between the different focus groups, as well as the

most frequently selected ideas, were discussed among the two

project researchers.

Results

The focus groups demonstrate different measures and

opportunities regarding the implementation of a gender-

responsive approach in the alcohol and drug demand reduction

FIGURE 3

Clusters of themes and interventions toward a

gender-responsive approach in alcohol and drug treatment for

women.

field, which are clustered in eight themes (Figure 3). Only the

items that were central to participants’ experiences are described.

The results exclusively reflect the thoughts and ideas of the

experts present in the focus groups, in order to improve gender-

responsiveness and implement more effective initiatives for

women in Belgium.

Gender-responsive policy

Service policy on gender-responsiveness

In pursuit of an optimal integration of gender-responsive

measures, several professionals mention the need for a

comprehensive policy regarding gender-responsiveness by

alcohol and drug prevention and treatment services. This policy

is managed in a dynamic, evolving and interactive document

available for all staff members. A general philosophy and

framework should be included as well as specific guidelines,

procedures and practices grafted on the particularities of

the service. Hence, this document could serve as a starting

point for concrete methods to work with female users

in the programme(s) and service(s). In this way, a better

understanding of the concept gender-responsiveness can be

created, consequently allowing an easier translation to methods

and practices.

Gender-responsive way of thinking

Three of the focus groups acknowledge that it is essential

that all gender-responsive initiatives, measures and programmes

are embedded in a global gender-responsive atmosphere,

respecting some key features, such as a safe and welcoming

environment, accessibility and affordability, and guaranteed

anonymity. Further, to ensure continuity and a relationship

of trust with female users, initiatives should strive for long-

term goals rather than applying short-term projects, and the

attitude of staff members working with female users needs to

be open-minded and non-judgmental. Further, it is preferable

that gynecologists, psychologists or doctors for female users

in treatment centers are women, since women tend to talk

more openly about sensitive topics with other women than with

men. A policy in which a “person of reference” is appointed in

treatment centers allows female users to at least have the choice

whether their counselor is a man or a woman.

Expertise

In all focus groups, the current lack of, and need

for, exchanging good practices between professionals is

mentioned. Learning from methods and procedures in other

programmes is extremely valuable and may offer opportunities

for implementation in one’s own programme. It can also

facilitate collaboration with other alcohol and drug services
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or cross-system collaboration. A digital platform could meet

these needs. In addition, several experts express the need for

more training opportunities regarding gender issues. Specific

training could be helpful for professionals in order to enhance

awareness of women and female users’ specificities, as well as

existing representations and stigmatizations regarding women

and substance use.

Mother and child

Child-friendly setting

One of the most important challenges defined in outpatient

services is the lack of practical and infrastructural measures

specifically targeting children of mothers who use drugs.

Examples are the creation of a kids corner or a room with toys

for children, as well as assigning a staff member time to take

care of children whilst their mother can have a consultation

with a counselor or doctor. But even beyond that, it concerns

efforts made toward women to ensure a welcoming place and a

service that is well-adapted to their realities. The service should

allowmore flexibility regarding opening hours and consultations

for female users, taking into account their responsibilities

as a mother which often hamper help-seeking behavior and

treatment retention.

Treatment options for substance using mothers
and their child(ren)

There are currently eight outpatient treatment services in

Belgium for parents/mothers and their child(ren) which are

addressed by a great number of female users. However, the

demand is higher than the capacity of these programmes,

confronting some women with a waiting list and no proper care

immediately available. Moreover, the scope of these services is

particularly local, leading to counselors not being able to meet

the needs of women living further away from services. Regarding

residential treatment services for parents/mothers and their

child(ren), experts acknowledge a similar challenge. The request

for these services is high, whereas the available places are limited,

often resulting in a waiting list for mothers in need. Hence, there

is a clear demand for more outpatient and residential services

for mothers and their child(ren). Related to the focus on families

in recovery, maintaining the “kangaroo room” within hospitals

is reported to be an issue as well. These specific rooms allow to

develop and strengthen the mother-child bond after birth.

Detox department reserved for mothers and
their child(ren)

In that regard, placement of the child(ren) by child

protection services can be avoided as well as a breakdown of

the mother-child bond, as this seems to be a major source

of motivation for drop-out or continuation of the treatment

programme. However, the stakeholders call attention to the fact

that this kind of service is promising, but might not be suitable

for every mother. Above all, enrolling into treatment as well as

agreeing to the conditions related to the treatment setting, will

always remain the mother’s own choice. The personal situation,

the age of the child(ren), the motivation as well as the support of

family and friends are all decisive aspects in this context.

Multi-sectoral action

Study findings suggest the creation of services that are

mainly dedicated to the daily responsibility of a mother toward

her child(ren) outside the alcohol and drug demand reduction

field. By portraying specific needs and demands regarding

child(ren), services are allowed to set up a better and more

customized support and assistance not only for mothers who

use drugs, but also for their environment. Suggestions for

adapted services within this domain of wellbeing for both

mother and child(ren) are nurseries, medical care for mothers

and child(ren), and parenthood counseling. The idea is to create

a supportive structure outside the alcohol and drug demand

reduction field, thereby attempting to remove the potential label

of “addict,” perceived as an obstacle to care by mothers who use

drugs and by society.

Accessibility of care

Alternate services

To optimize accessibility of treatment services, several

professionals discuss less conservative and more innovative

options to reach female users, such as online self-help groups

and a helpline with flexible hours. Women might appeal to

these initiatives at the most convenient time for them and

from wherever they are. Hence, having children or a lack of

transportation would then be less of a barrier to seek treatment.

Also, by safeguarding their anonymity, these opportunities

reduce the risk of being stigmatized along with feelings of fear

and shame. Female users in outpatient settings tend to have

more immediate and basic needs (e.g., eating, getting some rest,

paraphernalia for injecting drugs, and having a shower). These

needs highlight the importance of outreach and street work, like

a mobile bus with medical services. The “médibus” in Brussels

run by Dune and Doctors of the World is a good practice

mentioned in this regard. The staff provides paramedical care,

syringe exchange and attempts to implement a harm reduction

philosophy. Being available and present at the time that women

formulate their need for help, is of crucial value to female users.

Financial reimbursement

In all focus groups the experts mark an important lack

of easy access to specific services for women who use drugs,
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like gynecologist consultations or contraception. Often, financial

restraints hinder female users to see a doctor or gynecologist,

let alone use an appropriate method of contraception. They plea

for a minimum price for contraception and health practitioner

visits, or even make it costless for vulnerable populations.

Trauma-informed approach

Mapping specific needs

Several professionals indicate the importance of

acknowledging specific female needs from the start of the

treatment programme in outpatient as well as residential

settings. Sensitive topics for women such as trauma, violence,

sexual abuse, should be explored and recognized from the intake

procedure onwards, and taken into account throughout the

entire trajectory of care. In this regard, trauma-informed care

does not require trauma treatment within women’s substance

use treatment, but should instead be seen as a way of working

with women likely to have trauma histories that does not

retraumatize. Trauma-informed care should be tailored to

women’s own pace and specific needs. The introduction of

trauma specific services can therefore be offered in a staged way

(e.g., in aftercare).

Combination of single-gender and
mixed-gender approaches in treatment

In all focus groups experts call for a combination of

single-gender and mixed-gender elements in treatment. From

their experiences, women tend to talk easier and more freely

in a women-only group. Also, it seems that the absence of

men enhances their feelings of safety. On the other hand,

the experts acknowledge that women need to learn again to

be confronted with men and live together in a healthy way.

Treatment including counseling and a safe environment is an

ideal way to start this process. The concept of specific support

groups for women only in outpatient settings and in residential

programmes already exists, but deserves more attention,

especially in mixed-gender programmes. These groups allow

women to get out of seclusion by creating and maintaining ties,

and therefore reinforce their female identity and empowerment.

A non-judgmental outpatient initiative where women can be

heard about specific women-related themes such as sexuality,

sex work, parenthood and violence, and where they can freely

share their own reality in a safe environment, can also offer

an opportunity to learn more about treatment options in

specialized addiction services. These groups can be a safe place

to exchange and share knowledge and experiences, besides the

added value of talking about sensitive topics. As mentioned

before, participants report that the social dynamic differs when

an initiative involves both men and women. In that respect, a

space dedicated to women only, such as a separate bathroom or

a specific living room, is highly recommended in both outpatient

and residential mixed-gender services. The dependency on

men, and more precisely a man from the close network of a

female user, was regularly commented upon by the participants.

Hence, the importance of preserving women-only residential

programmes is underlined by the stakeholders. These centers

allow a safe and welcoming space for women, in which they

can focus on themselves, without the pressure of a partner

or member of their close network. Nevertheless, in order to

maintain a good balance in the diversity of approach and

treatment, it is essential to keep the overall composition of

staff mixed-gender. Moreover, given the heterogeneity within

female substance users, it is crucial to maintain diversity

regarding age, sex, ethnicity and professional background in a

multidisciplinary team.

Empowerment

Seminars and training

One prominent factor in treatment of female users that

was cited frequently is providing a series of psycho-educational

seminars and training opportunities. The experts point at some

crucial topics that are greatly valuable to focus on in treatment

such as self-awareness, self-confidence and self-knowledge.

In addition, treatment programmes should offer assertiveness

training to female users, empowering them in the strength to

stand up for themselves and the courage to refrain from certain

situations or people (i.e., often men).

Holistic approach

In all focus groups the idea of a holistic approach of care

and services is mentioned. In order to consider body and mind

in a gender-sensitive approach, it is important that female users

can first be seen as women, before being seen as substance

users. However, in a holistic perspective not only education

or psychotherapy regarding body image is an added value for

treatment of female users. Additionally, attentionmust be drawn

to spiritual health. Recovering in a holistic way is healing one’s

relationships and environment, respecting one’s body, setting

new perspectives and goals, and finding one’s soul purpose.

Finding more time and space to learn the pleasures of life again

is an integral part of the process. In this regard, experts propose

to integrate yoga classes, relaxation sessions and mindfulness

sessions in treatment programmes for female users.

Network and support

Professional and private network

Experts suggest the need to create and develop networks

around female users, consisting of both professionals and private
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persons. In regards to the establishment of a professional

network, creating a solid network in the field of alcohol and

drug demand reduction is essential. However, the professional

network should be extended to services not directly related

to substance use. Consequently, at the time of admission in

treatment every specificity needs to be considered, i.e., issues like

mental health, childcare, social support, sexuality, trauma, and

housing require special attention. This allows other services to

be integrated in women’s trajectories of care, for instance child

protection services, sex worker services or general healthcare

services like a dentist, oculist and gynecologist. Integrated and

regrouped services at proximity can facilitate treatment and

health care engagement by reducing travel efforts and avoiding

losing women between services. However, while support needs

to be offered to women in a range of areas, it is important

that women be supported to choose the services they are

ready to access and be encouraged to pace themselves. A

better exchange of information between services is key to a

better understanding of each specific situation and ensures

better outcomes. To this end, a solid collaboration structure is

required. A global socio-medical file could be helpful in creating

integrated services and serve as a tool to share information with

the different stakeholders. However, special attention must be

paid to the informed consent of the client. This is essential as

the client is to decide which type of information can be shared

between professionals.

Experts by experience

Professionals in all focus groups indicate the importance of

the active role of female experts by experience in the process

of recovery among female users. Such active role could be

established in many ways, going from an expert by experience

telling her story a single time, to experts by experience working

as qualified counselors in the treatment programme. Female

users report to feel understood in a better way by experts by

experience than by counselors for the reason that the former

have experienced a comparable battle, emotions and wheel

of life. Further, the participants describe the request of some

experts by experience to give significance to their past of

substance use by using their experiences to help other female

users in their process of recovery. They also express the value

of motivating female users to use and share their experiences

in the future. The volunteering of experts by experience in

a treatment programme is already a point of attention for

some centers. However, the lack of time or sufficient staff is

problematic to appropriately support experts by experience.

Additionally, experts note the concern of anonymity. Female

users refuse to talk about sensitive topics and their emotions with

someone they formerly know from their drug network. Hence,

when working with experts by experience the programme

needs to be sure that former users and female users in the

programme do not know each other. Also, former users working

as experts by experience need to be recognized in their mandate

by clients on the one hand and by fellow staff members on

the other hand in the pursuit of equivalence among all staff

members. Considering these remarks, the stakeholders state

that integrating former female users as experts by experience

in treatment programmes can be constructive, provided that

attention is given to establishing a clear vision and monitoring

its implementation. A good programme structure to manage

experts by experience is necessary, as well as recognition with

regard to mandate and remuneration. Special attention must be

given to not replacing the work of staff by experts by experience

only, and integrating experts by experience from outside the

regional area. Finally, experts propose to develop a network

of experts by experience in Belgium. By doing so, a service

from one region could consult an expert by experience from

another region.

Awareness raising

Prevention campaigns

In all focus groups the importance of campaigns for

prevention and awareness raising concerning women and

substance use targeted at female users themselves, but also at

the societal level is stressed. The social stigma on female users

is particularly high and several misconceptions are persistently

present in society, resulting in feelings of shame and guilt

reported by female users. Whether to focus in these information

campaigns on women only or including men and women,

should be well-considered. Campaigns should be gender-specific

in their design and message. Finally, prevention needs to be

innovative in the methods that are used, for example, by looking

for opportunities in new technologies, like smartphone apps and

social media.

General population

First, interventions aimed at reducing the stigma on mental

illness and substance use, especially regarding female clients, are

desirable. The Flemish mental health prevention campaign “Te

Gek” is mentioned as an example of good practice and a starting

point to develop new prevention campaigns. A campaign of

this nature could raise awareness about gender stereotypes,

inequalities and attitudes among a broad audience and could

result in a more gender-sensitive attitude toward vulnerable

groups. In general, public education and information campaigns

are not sufficient for reducing alcohol-related problems. Media

advocacy approaches, however, can be helpful to gain public

support for policy changes.

Professionals

Second, prevention should target professionals supporting

female users (such as general practitioners, gynecologists,
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dentists, counselors) to make them aware of the specific

needs of this population and to decrease the judgements

that female users might be exposed too. Such judgements

could again induce feelings of shame and guilt, which is

counterproductive for seeking help. To increase efficient

referrals, adequate information on helping resources for female

users and their families is necessary for general health and

mental health professionals.

Women who use drugs

Third, prevention campaigns regarding the use of

contraception and other aspects of female hygiene should

be targeted specifically to female users. Harm reduction

messages concerning, for example, infectious diseases and the

use of legal and illegal substances could prevent harm on various

health domains. Based on the epidemiological findings, it is

clear that gender-specific information should at least include

information on alcohol and medication, since these are the

main substances for female users.

Treatment centers

In all focus groups a global policy of awareness-raising on

stereotype gender roles, attitudes, behaviors and inequalities

within the centers and more globally in society was deemed

an important focus. This type of initiative requires including

men imperatively, and holding amulti-foci perspective, allowing

various themes such as domestic violence, parenthood, familial

responsibilities and contraception to be discussed and worked

through. For the stakeholders, these themes are directly linked

to the multiple roles and responsibilities that women face in

their everyday life and that entail a permanent social pressure.

Consequently, providing services and facilitating treatment

entry for women is complicated. It is essential to create separate

group sessions for both men and women, in addition to mixed-

gender therapy groups and comprehensive psycho-educational

seminars within treatment centers. Awareness among both men

and women needs to be raised on the different roles that women

take up in society. Doing so in treatment, allows women to be

better prepared for a life after treatment on the one hand, and

opens up the possibility to break through stereotyped thinking.

Another way to reduce stigmatization and stereotype gender

attitudes can be by implementing gender-challenging activities

in treatment centers. These activities contain inversed or neutral

roles, for example a mechanic class for women and a knitting

course for men. Residents in the treatment programme can

choose the activity of their preference.

What about men?

An overall remark and topic that is recurrently discussed is

the role of men in the narratives of female users. The experts in

the focus groups indicate that men have a responsibility toward

women and many related issues such as gender stereotypes

and responsibilities in society, as well as the social stigma

on female users. In many of the above mentioned ideas and

points of attention, men need to be involved and addressed as

much as women. Prevention and awareness raising campaigns

not only have to address and inform women, but also need

to make men aware of certain historically grown societal

norms and tendencies influencing women and the way they

are looked upon. Also, men need to be involved in the use of

contraception and the accessibility of a general practitioner and

a gynecologist in order to encourage and manage birth control

and sexual health among women. Further, when developing

and implementing psycho-educational seminars in treatment

programmes around topics such as assertiveness, body image

and responsibilities, men need to be involved in a certain way

and at a certain time in the process. Though in doing so,

counselors need to be cautious to still allow women to feel safe

at any time.

Discussion

Extensive international research has shown that female

substance users experience several internal and external barriers

to treatment (i.a., 17, 34). In addition, service providers, as well

as service users, report a lack of alcohol and drug treatment

initiatives in Belgium that are sensitive to the needs of women

(19). This is one of the first studies internationally to explore

in depth how policy, service providers and service users jointly

evaluate and assess the field of alcohol and drug prevention and

treatment, and debate on the way forward, i.e., the nature, degree

and quality of gender-responsiveness that is needed within

programmes or policy in alcohol and drug treatment services.

The perspective of the participants on substance use

prevention and treatment for female users incorporates some

crucial gender-specific and gender-transformative features. In

line with previous research identifying multisectoral action and

multistakeholder involvement as crucial features of a gender-

transformative approach (45, 46), this study reinforces the need

for an integrated approach to support that is sensitive to the

needs of female substance users. Findings demonstrate that an

integrated approach to the gender dimension is needed, i.e.,

a strategy that aims to strengthen gender equity in society by

giving the gender dimension a place in the content of policies

throughout the continuum of care, e.g., not only in alcohol

and drug treatment services, but also in prevention and health

promotion, and general health services. In order to make care

more attuned to female users, adopting gender mainstreaming

policies in a diversity of services and organizations is essential

to complement more concrete actions at the structural and

individual level, such as empowering female substance users and

providing services for women (63).
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Further, this study shows a lack of approaches that are

sensitive to the needs of women in substance use prevention

in Belgium and a need for integrated prevention campaigns,

focusing on awareness raising and sensitization. These initiatives

should not only target girls and young women, but society at

large (64, 65). Also, prevention initiatives should be embedded

in a broader long-term approach of substance abuse prevention

and treatment, rather than serve as a stand-alone campaign (66).

Further, the subject of gender-sensitive prevention should not

only focus on female substance use, but also on gender inequity,

gendered roles and responsibilities in society, and social stigma

(67, 68). Consistent with research that has found that diversified

programming is key to a gender-transformative approach (46),

the present results demonstrate that prevention campaigns must

reinforce one another and address the issue of substance abuse

from multiple perspectives. Also, by expanding the focus of

prevention campaigns to issues broader than substance use itself,

alcohol and drug prevention fosters a harm-reducing approach.

Parallel to the findings of prior research (47), our findings

indicate that services for alcohol and drug treatment and

after care benefit from an integrated approach of support for

female substance users. On a more structural level, participants

emphasize the importance of building networks of well-

cooperating services to support women in a range of areas,

such as mental health, child care, education, and housing

(63). These general services function best when reinforcing

one another, as well as alcohol and drug services, assuring a

harm-reducing perspective (69). Rather than isolated gender-

responsive services and programmes, the alcohol and drug

addiction field should aim at creating full integration of gender

expertise and accountability across the sector (61). In keeping

with an integrated orientation, the research results also show the

need for several specific services for women, i.e., outpatient and

residential treatment services for mothers and their child(ren),

a detox or crisis intervention center in residential treatment

for women and mothers with their children, easy accessible

online support, and services for general care and wellbeing of

women. The latter in the pursuit of reducing or ideally even

defeating the social stigma surrounding female substance use

(70, 71). However, participants express the importance of both

women-only and mixed-gender aspects in the trajectory of care

of female users. Engaging both men and women in questioning

inequitable gender norms and empowering women leads to a

greater impact on health outcomes (45).

In addition to targeting societal and organizational

structures, the study results indicate various adaptations to

programmes, interventions and services in order to make them

more responsive to the needs of women (72). Women need

to be empowered to be active agents in their own lives. The

call for psycho-educational seminars on e.g., self-awareness,

self-confidence and self-knowledge, and assertiveness training

in treatment programmes coincides with the core principles of

gender-transformative approaches, i.e. interventions that are

explicitly women-centered and strengths-based (38). Further,

programmes for female users need to adopt a holistic approach

(73), respecting and addressing recovery in a physical, mental

and spiritual way.

Last, and recurring throughout all focus groups, is the crucial

role of men in the narratives and trajectories of care of female

substance users. There is not only a need to learn from and

effectively engage with men as they bring new perspectives (61),

but also to question and raise awareness among men about

historically grown inequitable gender norms and their impact

on health and stigma. Men must be involved in changing rigid

and harmful gender norms that affect women’s health in society

and in treatment centers.

In sum, according to the study findings, the alcohol and

drug addiction care should seek to move beyond a narrow focus

on individual-level change, and equally center on restructuring

the power relationships that create and maintain gender

inequalities. A significant body of measures mentioned in our

research is in line with a gender-transformative approach. Also,

the methodology of the research itself (i.e., four heterogeneous

focus groups) advocates a gender-transformative approach as a

multi-sectoral group including researchers, outpatient as well as

residential service providers, prevention workers, mental health

clinicians, government policy analysts, service users and experts

by experience were united.

This study is the first of its kind in Belgium to investigate

the road to a gender-transformative approach in the field of

substance use from the perspective of policy, service providers

and users. It could serve as basis for further research, in

particular to develop a stronger knowledge base around gender-

responsive programmes, and to identify the prerequisites

for development and implementation of these programmes.

To achieve improvements in the lives of both women and

men, and generate more equal chances and opportunities in

substance abuse treatment, the gender-transformative approach

in addiction care needs to be further explored, criticized and

established in future research. Drawing on this knowledge,

policymakers will be able to develop best practice guidelines

that will meet the needs of women. Programme developers and

policymakers are tasked with moving our findings from a set

of recommendations and interventions to a coherent set of

initiatives, policies and programmes that work to strategically

enhance women’s lives and health. This study also indicates

a need for further examination and discussion of the impact

of men’s involvement on women in treatment and recovery.

More interdisciplinary research should be conducted to define

how best to improve engaging men in the transformation

of social and gender norms and hopefully to define new

strategies for improving the health of female users through

integrated, holistic interventions. Finally, a critical conceptual

note is made on the continuum of approaches on gender

and health. Should we aim for gender equity, i.e., everyone

gets the support they need, thus producing equity, or rather

pursue gender justice, i.e., addressing the underlying causes of

inequity (74)?
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This review article focuses on the inter-relationship between substance

misuse, domestic abuse, and child maltreatment, especially in the context

of care (child protection) proceedings. It reviews what is known about the

prevalence and impact of co-occurring domestic abuse and substance misuse

on adult and child victims, and the response of criminal and family law and

intervention programmes in supporting families to address these problems

holistically. Special attention is paid to the role of Family Drug and Alcohol

Courts (FDACs), a radical problem-solving approach to care proceedings,

which provide integrated interventions to the range of co-occurring problems

that trigger the proceedings. Despite clear evidence of the greater harm to

children when exposed to these two parental di�culties, the review has found

a lack of systematic information on the prevalence of co-occurrence and a

lack of e�ective integrated interventions, including within care proceedings.

It argues that the FDAC approach is well suited to respond to co-occurring

substance misuse and domestic abuse in care proceedings and it has the

potential to break down silos across sectors. However, in the absence of

empirical evidence, this premise would need testing. A particular focus of

the review has been on e�orts to overcome silos in practice, law and policy.

Promising initiatives are described in criminal and family law to improve the

response to domestic abuse that build on the Domestic Abuse Act 2021, the

first dedicated domestic abuse legislation in England and Wales. All of them

are based on problem-solving approaches used in other jurisdictions. Despite

these initiatives, the review concludes that there remain significant barriers to

e�ectively align law, policy and practice to ensure that domestic abuse strategy

recognizes and responds to the overlaps with substance misuse.
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Introduction

In 1847, the British illustrator George Cruikshank, published

his series “The bottle” (1). It had huge impact, charting the

corrosive inter-relationship between paternal alcohol misuse

and domestic abuse (hereafter referred to as DA). The images

andmessages were stark, demonstrating what Cruikshank saw as

an inevitable and unstoppable decline that ended with the wife

being killed by her husband, the death of one of their children,

and the father ending up in an asylum. Cruikshank’s remedy

was the temperance movement, which urged total abstinence.

At the time there were no treatments available for substance

misuse and child abuse was a private matter. In this regard, Lord

Shaftesbury, best known for his reform to child labor, declared

in 1875 that “The evils you state are enormous and indisputable,

but they are of so private, internal and domestic a nature as to

be beyond the reach of legislation and the subject would not,

I think, be entertained in either house of Parliament” (2). This

cameo captures many of the key elements to be explored in this

review- the role of legislative support for intervention in the

family when DA and substance misuse coexist; the availability of

appropriate family interventions, and the extent to which they

are supported by public policy and effective practice.

In this article we examine the inter-relationship between

substance misuse, DA and child maltreatment with special

attention to the family courts and consider what role they

can play in addressing these problems holistically. Particular

attention is paid to the potential of family drug treatment

courts (FDTCs)1, known in England and Wales as Family

Drug and Alcohol Courts (FDACs), to address co-occurring DA

and substance misuse in care proceedings. Care proceedings

have a child protection function and determine whether the

child can remain with the birth parent or needs alternative

permanent care. Unlike ordinary care proceedings, FDACs

are designed to address parents’ multiple problems holistically

within the care proceedings, as well as adjudicating on the type

of legal order, if any, is needed, and placement arrangements.

FDTCs originated in the USA and have been adopted by

other adversarial child protection systems, including Victoria

State, Australia, and England and Wales, and they have some

success in family reunification, at least in the short term. They

are a type of problem-solving court which are also widely

used in criminal justice in the US to address issues such as

an individual’s drug offending. Central to all problem-solving

courts is the premise that without treating the underlying

problems, legal interventions will be ineffective or indeed,

anti-therapeutic (3, 4).

The purpose of this article is to bring together in a single

paper a broad-ranging and scattered literature by means of a

comprehensive review that addresses five main questions:

1 In the USA family drug treatment courts are also known as family drug

courts and family treatment drug courts.

What is known about:

1. The inter-relationship between co-occurring DA,

substance misuse and child maltreatment.

2. The nature and scale of co-occurrence of substance misuse

and DA.

3. The response to the co-occurrence of DA and substance

misuse within the family and criminal justice system, and

in treatment interventions.

4. The potential of Family Drug and Alcohol Courts to

play a part in the response to co-occurring DA and

substance misuse.

5. What are the implications and recommendations from this

review for policy, practice and research?

The review mainly focuses on the experience of England

to illustrate the issues, many of which are relevant to an

international audience insofar as the co-occurrence of substance

misuse and DA affect many societies. With new legislation on

DA introduced in 2021 and pilot problem-solving courts being

trialed in criminal and family law for substance misuse and/or

DA, England is particularly interesting to study.

To address the questions outlined above, the methodology

draws on the principles of scoping reviews (5). It therefore

addresses a range of broad topics rather than providing in-depth

coverage of specific questions, or consideration of the quality of

the studies. As is also the case in scoping reviews, key informant

sources have been used as well as drawing on the authors’ own

knowledge and research.

Finally, with regard to terminology, for simplicity, we

use “substance misuse” to cover alcohol misuse and drug

misuse, and to denote that it is causing harm. Unless

specifically referring to studies of intimate partner violence,

we use the umbrella term “domestic abuse.” When we refer

to child maltreatment, it covers all types of abuse and

neglect experienced by children. Government guidance classifies

witnessing DA as a form of emotional abuse (6) and the

Domestic Abuse Act 2021 specifies that children are victims in

their own right if they “see, hear or experience the effects of

abuse,” linked to a parent or relative’s behavior.

What is known about the
inter-relationship between parental
substance misuse, domestic abuse,
and child maltreatment?

There is a consensus that the cumulative risk to children

increases when parental substance misuse and DA co-exist (7–

11), particularly when it is the perpetrator who is engaged

in substance misuse (12–15). It increases the risk of serious

injury or death (16). Co-occurrence of substance misuse and DA

affects parenting capacity and increases the risk of abuse, neglect,
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and subsequent child removal by children’s services. It is also

associated with return to care and breakdown of reunification

(11, 16, 17).

It is easy to understand why risks to the child increase

when DA is accompanied by parental substance misuse. As the

definition in the Domestic Abuse Act 2021 makes clear, no area

of the adult victim’s life is unaffected, making parenting more

stressful and coping harder. The impacts fall disproportionately

on women because men are much more likely to perpetrate DA

than women. Coercive and controlling behavior, in particular, is

almost exclusively perpetrated by men against women and is a

course of conduct aimed at dominating and controlling another

(usually an intimate partner) (18, 19). The impacts on adult

victims are well documented. DA is associated with depression,

suicidal ideation and self-harm, anxiety disorders, phobias,

eating disorders, post-traumatic stress disorder and physical

injury (12, 20). The more severe the experience of physical

and sexual violence, the more likely it is to be associated with

substance misuse by the victim, as well as with homelessness,

disability, and poverty (20, 21). When a child’s mother misuses

substances, which itself is associated with inconsistent or harsh

parenting (22) and increased risk of child maltreatment (23), DA

compounds the risk of failure to protect the child and response

to basic emotional needs.

For children, the harms of DA include emotional and

behavioral problems, psychological disorders, truancy,

bedwetting, mental health difficulties, physical injury, self-harm

and use of alcohol and drugs (7, 9, 11, 20, 24–28). These harms

can persist into adulthood. Witnessing domestic violence

between parents can increase the risk of heart disease, stroke,

substance misuse, depression, and suicide attempts (29). Barnett

[(24), p. 15] concluded from her literature review for the

Ministry of Justice that “living with coercive control can have

the same cumulative impact on children as it does on adult

victim/survivors, which may contribute to emotional and

behavioral problems in children.” Barnett also suggests that it

would be more accurate to describe children as experiencing

DA rather than being “witnesses” or “exposed to DA,” as they

are victims in their own right. When the child is also exposed

to parental substance misuse as well as DA, risks of harm

are compounded.

More attention has been paid to investigating the association

between alcohol misuse and DA than between illegal drug

misuse and DA (14, 30, 31). The association between alcohol

misuse and DA has been upheld globally, with one third of

women and children affected (32). Whilst there is little evidence

to show a causal connection (20, 30, 32, 33), the risks of DA

increase when it co-exists with alcohol misuse, as does the

severity of physical injuries (33, 34). Rates of physical or sexual

violence perpetration are four times higher in men undergoing

substance misuse treatment than in the general population (35).

Gilchrist and Hegarty (35) also found that among a sample of

men in substance use treatment in England, the majority had

perpetrated intimate partner violence during their current or

most recent relationship.

The association between alcohol misuse and DA is complex

and multifactorial (7, 20, 30, 31, 36). For perpetrators,

contributing factors can include the disinhibiting effects of

alcohol and its impacts on cognitive processes that can result in

perceptual biases such as “hostile attribution biases” (32). The

risk of intergenerational transmission of patterns of violence

and misuse of alcohol can also increase when perpetrators

have themselves experienced childhood adversity, especially if

it involved violence and abuse (37, 38). Furthermore, female

victim-survivors may use alcohol to cope with DA (9, 20,

39, 40) or other traumas, which, as already noted, has been

associated with reduced attention to children’s needs (7, 30, 41).

Perpetrators may use alcohol as a way of controlling their

partners (20). Interactions between intimate violent partners

are particularly complex where both partners are substance

dependent (42). They may threaten to report the child’s mother

to children’s social care services to silence her. Fear of child

removal by the state is one of the most potent ways in which

domestic abuse can play out in families, causing delay in seeking

help for the adult and child victim and it is exacerbated by

maternal substance misuse.

The evidence on the increased risk of child neglect and abuse

when DA and substance misuse co-occur is strong. Moreover,

child maltreatment also increases the risk of experiencing DA

in adult life (43) so there is a transgenerational link. The

practice and policy implications are clear. Victim survivors,

perpetrators and children need to be able to access targeted

interventions which can respond to both issues in an integrated

and timely way.

What is known about the nature and
scale of co-occurrence of substance
misuse and domestic abuse?

There is little systematic information on the prevalence of

co-occurring DA and substance misuse, but it is recognized to

be an international problem (31, 36, 40, 44, 45). In England

and Wales national evidence is limited on the co-occurrence

of substance misuse and DA, although secondary data analysis

of the Adult Psychiatric Morbidity Survey (APMS) and the

Crime Survey for England and Wales (40, 46) both uphold the

association. However, the Crime Survey excludes coercive and

controlling behavior2 and therefore it is likely to underestimate

2 As of 2022, questions on coercive and controlling

behavior will be included in the survey. https://www.ons.

gov.uk/peoplepopulationandcommunity/crimeandjustice/

articles/redevelopmentofdomesticabusestatistics/

researchupdatenovember2021.
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the scale and nature of the problem3. Moreover, the association

is complex. Analysis of the APMS found the severity of physical

and sexual violence increases the likelihood of victims’ misuse

of drugs and alcohol (21). These victims, mainly women, were

more than twice as likely to misuse alcohol, and eight times

more likely to be drug dependent than women who had little

experience of violence and abuse. Focusing on a comparison of

mothers and women without children, a study of the electronic

health records of women attending addiction services found that

mothers were almost five times more likely to have experienced

DA over their lifetime than women without children (47).

Mothers with children in care were more likely to report DA

than those whowere still living with their children. Co-occurring

DA and parental substance misuse featured most prominently

in a longitudinal study when the parents were part of a small

sub-group described as “poly-diversity” (26) who had the most

severe problems.

As regards children, in the view of the Children’s

Commissioner there is a dearth of data on co-occurrence, and

it is not a straightforward problem to measure (48). However, it

is a sizeable problem. In a typical class of 30 children, four will

live in a household with DA and parental substance misuse or

severe parental mental ill health (49). There is also a troubling

lack of data on the prevalence of co-occurring DA and substance

misuse in children’s services and in the family courts because this

information is not routinely collected in this way. These issues

with data extend to the police recording of DA offenses, as the

Police National Computer (PNC) cannot link DA and alcohol

or substance misuse, meaning that the extent of co-occurrence

is unknown.

Taken together, the available evidence suggests that there

is a shortage of reliable information for policy-makers, service

providers and researchers on which to plan and deliver services

that can respond in an integrated way to co-occurring substance

misuse and DA.

What is known about the scale of
domestic abuse as a single issue?

The scale of DA as a single issue in England and Wales is

formidable. The Crime Survey for England andWales estimated

that 2.3 million adults aged between 16 and 74 experienced DA

year endingMarch 2020 (20). Over the same period an estimated

5.5% of adults aged 16 to 74 experienced DA in the year prior

to the survey (50). The victim was female in 73% of DA related

crimes. Over 40% of victims have at least one child under the age

3 8.1% of the 1.3 million women reporting on their most recent episode

of DA for the Crime Survey for England and Wales, stated that they were

under the influence of alcohol, with lower rates (1.7%) under the influence

of drugs (46).

of 16 living in their household (20). According to the Children’s

Commissioner, in a typical class of 30 children, two will live in a

household where DA is present (49).

The impact of DA on children’s social care is considerable.

This is demonstrated by a range of figures brought together

by the Independent Review of Children’s Social Care, set up

in fulfillment of the Government’s manifesto to review the

children’s social care system (51). Violence between parents is

the most common factor identified at the end of social work

assessments for children in need4 while DA (42%), parental

mental ill-health (28%), drug (24%) and alcohol (18%) use are

frequent factors in incidents involving serious injury or death,

especially for children aged under one. DAwas present in 64% of

families where child neglect was the issue in serious case reviews

which are carried out when children have died or been seriously

injured (16).

DA is also a major issue in private and public law

proceedings. Allegations or findings of DA are present in

between 49%−62% of private law family proceedings where

the issue is about who the child will live, or have contact with

(52, 53). DA also plays a prominent part in care proceedings

and in recurrent care proceedings. A national study of all care

proceedings between 2007 and 2016 (175,280 children) found

that DA was one of the triggers to the proceedings for more than

half (56%) of the children (54). Moreover, DA also significantly

increased the probability of maltreatment for children returned

home on a supervision order from 18% to 55% in the 4-year

follow-up. The importance of DA also emerged very strongly

from a national study of mothers who have recurrent care

proceedings, for the same or a new child. Of the 11, 191 mothers

involved in recurrent care proceedings between 2007/07 and

2015/16, DA was a key concern in 65% of the cases (55).

These mothers were also highly likely to have had a parent

with DA issues, underlining the destructive transgenerational

continuities. As regards fathers involved in recurrent care

proceedings, a national study found that the most common child

welfare concerns were substance misuse, DA and poor mental

health (56). The repercussions of these issues are significant.

Data from care proceedings and child protection cases indicate

that up to 60% of children who are fostered, adopted or in

other out of home care arrangements may have been victims

of DA (16). In short, DA significantly impacts on the family

court and plays a prominent role in child separation from

parental care, intergenerational transmission, substitute care

services and failed reunification (17). These are deeply troubling

4 Under s.17 of the Children Act 1989, children are deemed to be

children in need if [a] they are unlikely to achieve or maintain or to have

the opportunity to achieve or maintain a reasonable standard of health or

development without provision of services from the Local Authority; [b]

their health or development is likely to be significantly impaired, or further

impaired, without the provision of services from the Local Authority; [c]

they have a disability.
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statistics, but they do not present the full picture because of

limitations in what data can be, and is, collected. Crucially, each

of these three national studies of care proceedings found that

substance misuse was a prominent concern, amongst issues such

as mental health difficulties, relationship problems, lack of social

supports, deprivation, housing problems and non-engagement

with services.

However, there is a lack of literature available which

specifically explores the co-occurrence of DA, substance misuse

and child maltreatment within the context of children’s social

care and care proceedings. This severely limits understand of

the issues and the possibility of developing tailor-made services

that recognize the interconnections and complexity of the issues.

The largest, and most recent profiling of cases involving parental

substance misuse in an English local authority, found that of

the 299 children referred to children’s social care, 42.8% were

also exposed to DA (57). Risk, or actual abuse and neglect,

were the most frequent reasons for referral. An earlier study

of all children referred to children’s services in four authorities

found a complicated relationship between parental substance

misuse, DA and child outcomes (58). Illegal drug misuse was

more likely to result in the permanent removal of infants at birth

than alcohol misuse following care proceedings. By contrast,

toddlers and older children affected by parental alcohol misuse

were more likely to remain at home with their birth parents and

to be subsequently exposed or re-exposed to DA. As a result,

their outcomes at follow-upwere worse than for infants removed

at birth. Not only does this suggest that alcohol misuse was

perceived by social workers to be less harmful than drugs, but

the social workers also revealed that it was particularly difficult

to work with parents on their alcohol problems if one of the

parents, usually male, was violent, as “professional fear (for their

own safety) kicked in.”

Some of the studies on care proceedings also indicate the

possibility of co-occurrence but as in children’s social care, data

on prevalence is often presented separately for each issue. For

example, a study of court records of 386 care proceedings cases

(682 children) found that maternal DA (51.1%) was ranked

amongst the most common problems, with drugs featuring in

38.6% of the sample, and alcohol abuse in 25.3% (59). As already

noted, DA also features significantly amongst mothers who

return to court for further care proceedings, either for the same

or a new child (55). DA and substance misuse are also linked to

non-engagement with children’s social care, and this may help

explain why risk of recurrent proceedings increased when DA

was associated with substance misuse (55, 59). Furthermore, the

financial costs of DA are significant, with the annual cost in the

UK equating to∼£66 billion (60, 61).

These interrelationships between substance misuse, DA and

child maltreatment, as already noted, have tended to be analyzed

as correlates rather than as interrelated and they are viewed as

part of a widely accepted picture of a “toxic trio” comprising

mental health difficulties as the third element. (The other two are

substancemisuse andDA). That approach has only recently been

challenged (62). From a systematic review of twenty studies,

the authors have argued that evidence of this association lacks

rigor. This is because of a lack of comparison groups, failure

to look at wider contextual factors such as child age, ethnicity

and socio-economic status, the quality of interventions, and

consideration of theoretical explanations of the nature of these

inter-relationships. Skinner and colleagues call for a change in

the discourse, which they argue has had a disproportionate

and unhealthy influence on the child protection and family

justice system.

A starting point would be to make use of national largescale

administrative datasets, such as those held by Cafcass5 and the

Ministry of Justice, for all children subject to care proceedings,

to investigate the prevalence of co-occurring parental substance

misuse and DA, and their relative importance in “significant

harm”6 and the initiation of proceedings. However, at present,

court records do not have any flags for DA, substance misuse

and mental health problems, or agreed definitions of each

issue. This means that we are dependent on research studies to

provide estimates of the nature and strength of the associations

between the different parental issues and their impact on child

harm, and the likelihood of triggering care proceedings. One

promising approach to achieving a better understanding of

how substance misuse and DA may cluster, and the possible

different permutations, is to use latent class analysis (LCA).

LCA is a statistical procedure which divides groups of people

with common characteristics into clusters, or sub-groups (63).

It enables fine-grained information on patterns of associations,

which can then be used to provide better targeted interventions.

For example, using LCA, Broadhurst et al. (55) discovered

in their study of recurrent care proceedings, that DA was

found in different combinations, some with, and others without

substance misuse. They concluded that identification of these

sub-groups provided a much better understanding of the issues

than the broad term “toxic trio” and could help generate

interventions tailored to the needs of the particular sub-group.

Drawing together the available evidence, we can conclude

that DA, child safeguarding and substance misuse are related

issues because of their collective damaging effects on children

and women (27, 36). This is not to say that men are not victims

of DA or affected by their female partner’s substance misuse.

But the risks are higher for women and children. The increased

recognition of the harms associated with DA is evidenced by the

flurry of policy development aiming to tackle the issue.

5 Cafcass: the Children and Family Court Advisory and Support Service.

6 s.31 (2) Children Act 1989.
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The response to domestic abuse and
substance misuse in criminal and
family law and policy

Criminal law

Many policy interventions to date in England and Wales

related to DA and associated issues such as substance misuse,

have focussed on criminal law and justice interventions. Over

the last decade there has been an expansion of DA law as

awareness of the problem has grown and recognition that the

state must intervene in what for many years was seen as a private

problem. It has included Section 76 of the Serious Crime Act

2015, criminalizing coercive and controlling behaviors within

intimate or familial relationships, and the more recent Domestic

Abuse Act 2021. This is the first dedicated legislation on DA in

England and Wales and it contains many welcome features to

better protect victims and their children, including the creation

of a Domestic Abuse Commissioner. For the first time the

legislation creates a statutory definition of DA in England and

Wales, including the addition of economic/ financial abuse.

Non-fatal strangulation and suffocation, which increases the risk

of being killed by a perpetrator sevenfold is also a new offense

under the Act and punishable by up to 5 years in prison7.

Notably however, the Domestic Abuse Act 2021 does not create

a new offense of domestic abuse. It provides however, a new civil

Domestic Abuse Protection Notice/ Order (DAPN/DAPO) and

places the Domestic Violence Disclosure Scheme (DVDS) on a

statutory footing. DAPNs are intended to give victim-survivors

and children an additional protectionmeasure immediately after

a DA incident, providing breathing space or “space for action”

(64). DAPOs will be more flexible in duration (20) and, as

well as specifying prohibitions, will have a positive function,

for example, requiring perpetrators to attend behavioral change

programmes or substance misuse programme. Breach will be a

criminal offense but with the option of a civil contempt of court

that takes into account public interest and the victim’s views.

Crucially, in terms of the potential to break down silos, it will be

possible for the family, criminal and civil court to make a DAPO

of their own volition, even if the issue is not DA related. They are

to be piloted before being introduced across the UK.

The DVDS, better known as Clare’s Law, gives police the

right to disclose information about past DA convictions to the

public or to a current partner (65). However, it has been argued

that DAPOs can often lead to the downgrading of DA in criminal

justice terms. The dual regime of civil and criminal protective

orders has led to an increase in charges for breaches of protective

orders after an allegation of DA. Whilst this is to be welcomed,

Bates andHester (66) express concern that an increase in charges

for breach, may obscure a corresponding drop in charges for

7 s.75A and s.75B Domestic Abuse Act 2021.

substantive offenses that are charged for DA. This therefore

limits their potential capacity to keep women and children safe.

Furthermore, DVDS comprises two aspects, “a right to ask”

(an application can be made by any member of the public to

apply to the police for information about whether a person has

a history of domestic abuse) and a “right to know” (the police

act proactively to disclose information to protect a potential

“high-risk” victim from harm from their partner if that partner

has a known history of abuse). However, Barlow et al. (67)

identified that victim-survivors can often feel disempowered and

responsibilised by such schemes and questioned their protective

and preventative value.

More positively, the Domestic Abuse Act 2021 recognizes

children as victims in their own right and places new duties upon

local authorities to assist with housing to ensure the safety of

the child and parent and to provide support to victims and their

children fleeing an abusive relationship. This enhanced statutory

duty upon local authorities is to be welcomed as DA victims

and their children are at high risk of housing instability and

homelessness (68). Moreover, the types of specified support are

wide-ranging. They include counseling and therapy, housing-

related advice and support, communicating with other health

and social care providers, specialist support for victims with

complex needs and/or protected characteristics and helping

victims to recognize the signs of abusive relationships to prevent

re-victimization8. However, the duty is limited to victims and

their children who have fled their home and are living in refuges

and other specified types of accommodation and to authorities

classified as “tier 1”9. Moreover, children’s services are not a

housing provider and there is a serious shortage of suitable

accommodation (69).

A further example of this emphasis on criminal justice

approaches is the introduction of Specialist Domestic Violence

Courts (SDVCs) across England and Wales approximately two

decades ago. A key rationale for their introduction was to

reduce victim withdrawal/ retraction from the criminal justice

process, a common feature of many DA cases (70), and to

improve victim satisfaction (71). Basic features of SDVCs

include identifying DA cases and thereafter “fast tracking” them,

having an advocate present to support victims, and a specialist

police officer to provide information in court. However, despite

positive intentions, SDVCs face notable issues. First, SDVCs in

England and Wales lack key powers and resources, including

the option to monitor offenders in the community. Second,

Cook et al.’s (71) evaluation suggested that the establishment of

SDVCs was not necessarily leading to fewer victim retractions,

despite being a key rationale for their introduction. Third,

despite DA continuing to rise in England and Wales, conviction

8 Part 4, Domestic Abuse Act, 2021.

9 Tier one local authorities include county councils, theGreater London

Authority, and metropolitan and unitary authorities.
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rates continue to drop (72). This means that at a time when

more victim-survivors are reporting DA, the justice system

is securing fewer convictions (73). Finally, although SDVCs

signpost victim-survivors to other services, they do not provide

interventions for DA and substance misuse holistically within

the context of the court intervention itself (73). This is despite

the fact that Cook et al. (71) found that victims were more

likely to retract when the defendant had committed the offense

following alcohol use. This highlights issues with silo-working.

In sum, although SDVCs have the potential to improve victim

satisfaction, they do not provide a holistic, whole family

response to effectively deal with co-occurring DA and substance

misuse in their current form.

Relatedly, theMinistry of Justice (74) is developing up to five

criminal problem-solving court pilots, to address (i) substance

misuse offenders facing custody (ii) perpetrators of DA and (iii)

female offending. The first two problem solving courts for drugs

and alcohol are to be piloted as part of the government’s 10-year

drug strategy From Harm to Hope while the court for female

offenders with complex needs will also include measures to

address substance misuse (75). Problem solving courts provide

an alternative to traditional courts by targeting a specific client

group, offering multidisciplinary assistance within the court

process, judicial monitoring, a transparent, procedurally fair

process and in the criminal context, “graduated incentives and

sanctions” (76, 77). Problem-solving criminal courts originated

in the USA, and they are used in a number of countries such

as New Zealand, Australia, Canada, Scotland and Norway.

Evaluation studies show that re-arrest and re-offending rates

are lower than those of matched drug offenders going through

ordinary criminal court and there are associated cost savings

(78–80). These new Ministry of Justice pilot courts are to be

welcomed, but it is noteworthy that they are being set up as

single-issue concerns, rather than as dealing with interconnected

and overlapping problems.

However, despite decades of the creation of more criminal

laws and criminal justice policies related to DA [what Goodmark

(81) terms “the criminalization thesis”], two women a week are

still killed by a current or former partner in the UK (72) and

the numbers of people experiencing DA remains persistently

stubborn. The question therefore remains as to what this flurry

of legislation has achieved for safeguarding victim-survivors and

their children? Furthermore, much work related to safeguarding

victim-survivors and their children more broadly has been

developed in silos, with little emphasis on holistic or whole

systems approaches (82). Such issues also translate to practice

in family law.

Family law

The Adoption and Children Act 2002 was the first to

recognize in statute that witnessing DA could cause actual or

likely significant harm. It widened the definition of “significant

harm” set out in the Children Act 1989 to include, “impairment

suffered from seeing or hearing the ill-treatment of another”10.

Despite this legal landmark, progress in responding to DA

in the family justice arena has been slow and patchy. The

highly influential Ministry of Justice Harm Panel Report (83)

shone a spotlight on the inadequate professional response to

DA in private law proceedings and put forward a raft of

recommendations for wide-ranging policy, system and practice

changes. Many of the barriers it cited were well known. They

included false accusations of parental alienation (84), systems

abuse (85, 86), and perpetrators using the family court as a

site of coercive control (86). In addition, and crucially for the

present review, the Panel report highlighted the obstacles to

reform resulting from working in silos with poor coordination

with other courts and organizations dealing with DA; an

adversarial process; a lack of resources; insufficient attention to

assessment of risk and child safeguarding and an inability to hear

children’s voices.

One way in which the issue of silos is to be addressed

is via the creation of pilot Integrated Domestic Abuse Courts

(IDACS). The intention is to trial a “one family, one judge”

approach which, in some family and criminal proceedings

involving DA, are to be heard by the same judge who is

authorized to hear both family and criminal matters (74). The

aim is to reduce silos between the two jurisdictions and thereby

prevent victims being retraumatised by having to present their

evidence more than once. At the same time, to promote a less

adversarial and more investigative process, two pilots in North

Wales and Bournemouth (87, 88) are being set up to deal with

DA allegations in child arrangement disputes in private family

law cases when parents are separated, especially when coercive

control is a key issue. They will run until 2024.

There are a variety of IDACs internationally based on

the “one family, one judge” approach but evidence of their

effectiveness is considered weak (89). The most ambitious

IDACs have the case heard by a judge who is authorized to hear

criminal, family (including child protection) and potentially civil

proceedings, as for example in New York. Little detail is available

at present on the English schemes, but important considerations

of their potential contribution include the availability of judges

authorized to hear both family and criminal cases and families’

reactions to the dual mandate. Furthermore, there is limited

evidence to suggest that IDACs will provide the holistic

approach required to deal with co-occurring substance misuse

and DA, to which we shall return later in the review.

There has been no equivalent to the Harm Panel Report

in public law proceedings. Moreover, the crossover between

private and public child proceedings has received little attention

(90). More broadly, family justice policy has been insufficiently

integrated with criminal policy, despite the obvious overlaps.

10 s. 120 Adoption and Children Act 2002.
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For example, in response to the Home Office’s consultation on

the development of its domestic abuse strategy, an informal

alliance of organizations (91) called for a discrete section on the

family court in the strategy to signal its important role. Much

existing work with perpetrators, particularly court sanctioned

programmes, have also faced criticism, both in terms of a lack

of reduction in DA (particularly coercive control) and a lack of

integrated support for perpetrators (92). TheHarm Panel Report

called for a review of DA perpetrator programmes to ensure they

address child safety and welfare needs when DA is an issue (83).

The response to DA and substance misuse in care

proceedings has scarcely begun to be charted, though studies

of parental perspectives have charted the profoundly damaging

impact of the adversarial process on mental wellbeing since 1998

(93, 94). More than two decades later, parents are describing

the same issues in their experiences of care proceedings (90).

Despite having their children returned to their care, the parents

at the end of the court case described the care proceedings as

“inhumane” and “belittling” and felt that they were made to

feel like “criminals.” In their view, the court process exacerbated

their mental health difficulties and stress levels and revictimized

them, undermining their perceptions of access to justice. When

asked to identify how care proceedings could be improved,

parents prioritized the need for a more effective response by

the court to DA. With evidence to show that one in three

or four mothers nationally risk return to court for further

care proceedings within seven years (55), there is a vital need

to find alternative ways for the courts to respond to DA

and parental substance misuse, and more specifically in an

integrated way.

Hester (82) suggests that despite the positive development

of much work to reduce intimate partner violence, there

remain difficulties and frustrations inhibiting safe outcomes

for victim-survivors of DA and their children. She identifies

some of the disconnections, tensions, and contradictions evident

in professional discourse and practice across three different

professional practice arenas: domestic violence (all the agencies

dealing with victims and perpetrators), child protection (social

work) and child contact (family courts). She concludes that these

arenas are especially difficult to bring together in a cohesive

and coordinated way because each is essentially “on a different

planet.” She asserts that such a fragmented “three planet model”

precludes effective responses to IPV, and indeed may result

in outcomes likely to be counter-productive for individuals

interacting with them. This fragmented approach is even more

evident when substancemisuse andmental health are added into

the mix, with a lack of joined up working evident in the support

provision provided in such contexts. Thus Hester (82) argues for

systemic change, orientated toward a cohesive, coordinated, and

unified approach across these planets, centring gender both as a

feature of DA and associated issues such as substance misuse,

and as a feature of service delivery to ensure more effective

policy intervention. Similar issues with siloed working have been

identified in treatment offerings for DA and substance misuse

(30, 44).

Interventions for co-occurring
substance misuse and domestic
abuse

The international evidence indicates a lack of effective

interventions for co-occurring substance misuse and DA (35,

95–99). As both issues are over-represented in households in

England where parents are on benefits, the Department of Work

and Pensions commissioned a review to identify interventions

addressing both substance misuse and “parental conflict”11

(14). The authors found few. Moreover, they questioned the

effectiveness of current models of treatment in a family justice or

children’s social care setting. They found that psychoeducational

and cognitive behavioral treatment programmes predominate,

especially within children’s social care and the family court,

with two thirds of referrals to perpetrator programme referrals

coming from Cafcass or children’s social care (100). In their

view, reliance on programme completion as a means of reducing

risk, given the limited evidence base, is a cause for concern. The

Independent Review of Children’s Social Care also highlighted

the lack of research evidence on effective interventions for

substance misuse and DA in children’s social care settings

(51). There is a dearth of community based early intervention

integrated services, or services targeted at children or fathers (95,

98, 101). Stover (99) noted that recidivism in most perpetrator

and partner-focussed treatments was ∼30% within 6 months,

regardless of the model, and more recently focused on the need

for effective programmes to work with perpetrators in their

capacity of fathers (99). Few treatment interventions have been

evaluated (102).

As professional awareness has grown regarding the

destructive impacts of co-occurring substance misuse and

DA, new approaches are being piloted and evaluated in

community settings. For perpetrators, a 60-month programme

called “Advance” (96) is testing a 14-week intervention that

addresses the substance misuse and DA in an integrated

fashion in the health sector. At present, this group of adults

rarely access treatment, despite the higher rate of partner

abuse. Preliminary results are encouraging. The feasibility

study found that, compared to men who received a substance

misuse intervention only, men who also received the Advance

Programme intervention, reported higher levels of satisfaction,

as did the staff (103). In children’s social care services, a

community programme, Family Safeguarding Hertfordshire

(FSH) has aimed for systemic reform and it has been adopted

11 Defined as ‘conflicts that occur between parents/carers that are

frequent, intense and poorly resolved’ but fall below the level of domestic

abuse.
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by other local authorities due to encouraging results. The

intervention comprises a partnership that includes the police,

health (including mental health), probation and substance

misuse services. Key elements include specialist workers with

DA, substance misuse and mental health expertise joining

teams and training in motivational interviewing. The evaluation

found that the inclusion of adult specialist workers in the

children and family teams were particularly beneficial, bringing

multidisciplinary expertise to the families (104). The families

were positive about the help they received and fewer days were

spent in care than before FSH was introduced. In Australia,

a protocol has been approved to test the effectiveness of an

integrated approach to tackling co-occurring substance misuse

and DA. This protocol, known as Kody, is also a whole family

approach and builds on the existing evidence of the Kody

programme (95).

The search for effective integrated interventions is essential

and potentially stands to reduce the very high costs of

programmes that fail or do not reach the target groups. So the

new initiatives outlined above are encouraging, but they are

few and far between. Furthermore, as previously noted, there is

widespread agreement in the international literature that most

services are delivered in silos and that an integrated approach is

needed, which addresses whole family needs holistically (30, 33,

52, 97, 102).

The real question is why there are so few integrated

services available, given consistent evidence on the strength

of the association between DA and parental substance misuse.

Explanations for this situation are multifactorial (45, 102),

including structural and systemic factors, policies that militate

against an integrated holistic response, lack of resources, a

lack of professional expertise and the need for a theoretical

underpinning to bring together the contribution of different

professionals from police to family justice practitioners. In

England, as austerity has bitten harder, increasing poverty and

family vulnerability have coincided with a prolonged decline in

substance misuse and DA services for victims, perpetrators and

children with a significant lack of funding (105–107). At the

same time as families became more isolated during Covid-19,

there was a large rise in demand for help from agencies dealing

with DA. On average calls and contacts to the National Domestic

Abuse Helpline increased by 49% for the week commencing

6th April 2020 compared to pre-lockdown comparisons (108).

Furthermore, heavy drinking and alcohol specific deaths rose

significantly during the pandemic (109). Between March 2020

and March 2021 there was a 59% rise in the number of people

who reported that they were drinking at increasing higher

risk levels.

So, it is clear that despite the significant policy and legislative

developments in recent years, DA remains a significant issue.

Existing treatment and policy initiatives are not reducing

DA and, of particular pertinence to this article, they are

not addressing the co-occurring issue of substance misuse

holistically. The significant costs of substance misuse12 and DA

to society, as well as the current and future costs to the individual

and family, make it imperative to find effective and sustainable

interventions that can break the cycles of intergenerational

harm associated with both parental substance misuse and DA.

Nowhere is this more important than in the context of private

and public law proceedings where there is a vital need to find

alternative ways for the courts to respond to DA and parental

substance misuse, and more specifically in an integrated way.

Although IDACs offer promising potential, in their current

format they do not appear to address the issue of co-occurrence

of DA and substance misuse holistically. Given the association

between these two problems, Family Drug and Alcohol Courts

(FDACs) may provide a unique opportunity of dealing with DA

as well as substance misuse when care proceedings are initiated.

What is the potential of FDACs to
provide an integrated response to
co-occurring domestic abuse and
substance misuse in care
proceedings?

FDAC was first introduced in England in 2008 to break

cycles of harm linked to parental substance misuse. Adapted

from an American model of family drug treatment courts,

FDACs offer an alternative problem-solving approach to care

proceedings, aiming to help parents with complex problems of

substance misuse, mental health, DA, housing and relationship

difficulties within the proceedings. Despite its name, the FDAC

approach is built on the premise that substance misuse is never

the only issue and that problems need to be tackled holistically.

A key aim of FDAC is to rebuild parenting capacity and thereby

facilitate safe family reunification. If parents are unable to

successfully address their multiple problems within the child’s

timescales, alternative permanent homes for the children.

To date, FDAC evaluation outcomes are promising,

particularly in respect of the higher rates of family reunification

and substance misuse cessation following FDAC involvement

compared to ordinary care proceedings (111). This finding is

supported by a meta-analysis of international evidence (112)

and cost benefit analysis of FDAC, that indicates savings to the

public purse (113). These factors have led to investment by the

Department for Education (114) and the Welsh Government in

the expansion of FDACs. The former President of the Family

Division (Head of Family Justice) endorsed FDAC (115) and the

current President wishes to see an FDAC in all designated family

12 Illegal drug use costs society approximately £20 billion per year

(110) https://www.gov.uk/government/publications/review-of-drugs-

phase-one-report/review-of-drugs-summary#part-one---the-illicit-

drugs-market.
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judge areas in England and Wales (116). Parents appreciate

FDACs for their fairness, transparent process, respect, and

the intensive support they receive and their compassionate

approach (117).

FDACs are underpinned by a theory known as therapeutic

jurisprudence (TJ) (118, 119). Its central tenet is that the court

itself can be an agent of therapeutic change, and that without

exploring and responding to underlying causes of the problems,

the role of the court is limited and unlikely to achieve lasting

change. TJ draws on a wide range of disciplines to inform

its approach, including psychology, motivational theory, social

work, and restorative justice. It has led to a very distinctive

set of practices that use the authority of the court to bring

about change (120–122). Unlike ordinary care proceedings,

FDAC judges meet fortnightly with the parent without lawyers

being present to help motivate the parent, address problems

holistically, and receive information on parental progress from

the FDAC team and parents’ key worker. These non-lawyer

hearings comprise the therapeutic component of FDAC in the

court setting and provide a crucial opportunity for parents to

speak directly to the judge. The FDAC multidisciplinary team,

which may include social workers, psychologists, substance

misuse workers and domestic abuse specialists, is crucial to

the delivery of the tailor-made help package to parents. This

integrated package is developed jointly with Children’s Services

and the court. There is no equivalent to the FDAC team in

ordinary care proceedings. Furthermore, unlike ordinary care

proceedings, FDACs are non-adversarial and collaborative.

Although FDAC is not a dedicated DA intervention,

profiling by FDAC providers based on self-report suggests that it

is prevalent in the majority of FDAC cases. FDAC teams address

DA in their holistic support offer, and as already noted, a number

have specialist DA workers. The unique and integrated support

offered by FDAC teamsmakes themwell placed to deal with care

proceedings where DA and substance misuse co-exist, as this

kind of truly holistic approach is not currently available through

interventions such as criminal courts or IDAC’s. However, to

date there are no descriptions of the way in which FDAC

responds to DA, or of its impact. Nor is there evidence from

American FDTCs on the prevalence of co-occurring substance

misuse and DA, the interventions offered, or the outcomes for

parents and their children13. Finally, there is a lack of evidence

on whether FDTCs liaise and coordinate with criminal family

violence courts as recommended (123). These are all issues that

need to be tested and examined further in the future.

The arguments about the potential contribution of FDACs

in addressing DA are therefore best made at present on the

basis of the goal of family policy to keep families together

wherever possible; the lack of effective DA interventions

within child protection and family justice (98), especially for

families who face structural inequalities and multiple needs (19).

13 Personal communication. Caroline S Cooper. Key Informant.

Additionally, particularly relevant to this article, the overlap in

the treatment needs and recovery goals as between parental

substance misuse and DA and superior outcomes of FDACs

compared to ordinary care proceedings in relation to sustainable

reunification and substance misuse cessation (111).

Parents with substance misuse and DA both face the

problem of stigma, shame, and fear that disclosure will lead

to child removal, with gender and maternal identities a key

issue (124, 125). Both problems leave parents feeling powerless

(126) with very low self-esteem and little sense of agency and

self-belief (127). These problems are exacerbated by societal

stereotypes of blame and censure for these mothers. If parents

are to be able to address both these issues, they need help to

understand and address earlier patterns of behavior. To this end,

the FDAC multidisciplinary team provides intensive support,

links parents to community services, and helps with practical

problems during the court process. Because of the evidence on

the impact of early childhood adversity, FDACs offer a trauma

informed treatment approach as a key element in recovery. This

approach is particularly relevant for parents going through care

proceedings because their own life experiences frequently make

it particularly difficult to engage with professionals, whilst the

adversarial nature of the proceedings further creates mistrust

and antagonism (117).

Looking to the future: Challenges
and opportunities

FDAC is not amagic bullet, but it has the potential to address

the co-occurring problems of DA and parental substance misuse

in an integrated way at a crisis point. Moreover, whilst until

recently there has been no robust way of evaluating judicial

therapeutic behavior and interactional style in the courtroom to

see how far it helps explain outcomes, a standardized tool is now

available that will enable researchers to measure the components

(122). Although the tool is limited to the interactional style of

judges and has been developed in a criminal justice context, it

provides an important way forward to test the components and

values of TJ empirically. Additionally, a Protocol to undertake

a Campbell collaboration systematic review has been funded

to examine FDTCs’ parental psychosocial and legal outcomes

beyond parental substance misuse and child reunification (128).

Previous lack of such reviews has been a significant limitation in

being able to evaluate their potential contribution.

Despite the potential of FDACs to provide an integrated

approach to DA and substance misuse in care proceedings, the

problems are so widespread that it is care proceedings in general

which need to change to provide the compassionate and more

effective problem-solving approach found in FDAC. The same

point has been made in the US context and Australia (129).

For this reason, international TJ practitioners and theorists

are working toward mainstreaming the approach into criminal

law (120). In England and Wales, the Independent Review of
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Children’s Social Care has recommended that the compassionate

investigative approach found in FDAC should be extended to

ordinary care proceedings in the family court (51). To this end, a

new Care Proceedings Reform Group has been appointed by the

President of the Family Division to make recommendations on

how this can be achieved.

Changing the culture of the family courts would be a major

step forward. But it would not be enough. Family courts also

need to offer intensive help during proceedings and to ensure

that such help continues to be available after proceedings end,

given the fragility of reunification when parental substance

misuse is involved. Moreover, private and public law care

proceedings do not take place in a vacuum. The ever harsher

macro-economic and social climate places particular burdens on

disadvantaged families and repeated calls for major investment

in social care reform have not been addressed. The possibility of

legal aid for litigants in person in private law family proceedings

remains unresolved, more than 2 years after it was first proposed.

At a local level in the field of social care, research has shown that

there is an inverse relationship between the amount of support

provided by local authorities and the level of deprivation. The

more disadvantaged the area, the less support is available (130).

Furthermore, continued cuts to DA services and refuge space

mean that accessing support, particularly when criminal justice

intervention is not desired by the victim-survivor, is not a

guarantee (69). There are also greater restrictions on available

refuge space for victim-survivors who misuse substances, as

many DA refuges have zero tolerance policies for alcohol and

drug-taking (69). Despite this gloomy appraisal of obstacles

to reform, there are also clear opportunities. Introducing

multidisciplinary teams based in local schools and community

settings, including DA and mental health workers, may make it

easier for parents to access holistic support in a non-stigmatizing

way, as proposed by the Independent Review of Children’s Social

Care (51). How far this proposed service will help reduce the

number of cases coming before the family court will not be

known for many years and will depend on the skill of the

workforce, the investment in the scheme and the supply of

services and the wider macro-economic context.

What is clear however, is that at present there is a lack of

evaluated effective services for children and parents with DA and

substance misuse difficulties, either singly or in combination, as

well as a serious gap in availability. There is also a significant

data deficit. As already noted, at the present time it is not

possible to say how many children are affected by co-occurring

DA and substance misuse in care proceedings or in private

law proceedings. There need to be more sophisticated ways

of studying the scale and pattern of domestic abuse when

co-existing with parental substance misuse than are currently

available. More attention needs to be paid to the response to DA

and substance misuse in public law proceedings and the family

court remains insufficiently integrated into policy around crime.

Ultimately, more family support is vital, before, during and after

proceedings. Recovery from DA, mental health problems and

substance misuse, whether singly or in combination, require

highly skilled and intensive support over time.We need to better

understand the ingredients of such support and what works for

which parents and why. FDACs provide one such opportunity to

examine this issue.

Discussion and implications

This review has examined the inter-relationship between

co-occurring substance misuse and DA and their impacts on

children. It has considered the availability of integrated family

interventions and paid particular attention to the family court

and the role it can play in addressing the inter-relationship

between substance misuse and DA, including discussion of the

potential of FDACs to deliver a holistic intervention. Finally, it

has examined how far there is a coherent cross-cutting criminal

and family legal and policy framework to underpin practice and

to overcome the wellestablished criticism by Hester (82) that

responses to DA have been fragmented and delivered in silos.

With little change in this strategy since Hester’s time of writing,

her work remains pertinent.

There are three key findings of this review that address our

five main research questions. Each has associated implications,

which we shall summarize in turn.

1. A first key finding of this review is the lack of information

on the prevalence of co-occurring substance misuse and

DA at national population level and within the child

protection and family justice arenas. It is simply not

possible to report on the scale and pattern of co-

occurrence, despite the clear evidence that co-occurrence

of these two problems is more harmful to children than

when only one issue is present. This is a data deficit issue,

but it also has profound implications for designing tailor-

made interventions that address both issues seamlessly and

for tracking child and parent outcomes to know which

interventions work and for whom. The data deficit also

reflects the continued predominance of thinking in silos

and seeing the two issues as separate rather than, as

the evidence shows, overlapping and interconnected. This

has significant safeguarding implications, as the potential

harm to children increases when their parents are affected

by both problems.

The challenge of addressing the data deficit is

significant in child protection and the family court because

at present there is a more basic problem. The databases

do not flag DA or parental substance misuse. This is

therefore a first essential issue to address. While the

importance of improving intelligence on DA in private

law proceedings has been recognized (52, 53), attention to

this issue is needed in public law proceedings. Despite this
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major obstacle, there are promising research approaches

to exploring co-occurrence. Through methodologies such

as latent class analysis, more nuanced understandings are

emerging of the patterns of co-occurrence over time that

can then be used to identify best practice, but also highlight

areas of policy that need to be addressed.

2. Our second main finding relates to the alignment

between criminal and family justice legislation. Notably

the Domestic Abuse Act 2021 specifies clearly that the

child is a victim, thereby aligning with the Adoption and

Children Act 2002 legislation. This has laid new duties on

children’s services and housing authorities which have the

potential to deal with critical safeguarding issues as part of

a multi-agency response- it is a positive development. A

new approach to intervention can also be seen in the pilot

problem-solving criminal courts for substance misusers,

DA perpetrators and female offenders that are currently

being set up. This is also a very promising development. It

is of course too early to establish whether they will deliver

better outcomes than traditional approaches, but a critical

issue will be how far they interconnect with the family

court. These developments reflect the shift in thinking

from “why doesn’t she leave?” to “why doesn’t he stop?”

(91). One answer to that questionmust be to provide better

intervention strategies than have been available up to now.

More broadly however, the issue of silos persists, and

was acknowledged to be a major obstacle to reform as

recently as 2018 in the Ministry of Justice Harm Panel

Report. Issues of silo working are evident in SDVCs,

with a lack of holistic support for co-occurring DA and

substance misuse provided in this context (73). The Home

Office consultation on domestic abuse strategy, welcome

as it was, has also been criticized for giving insufficient

attention to the role of the family court (91). As far more

children and mothers are affected by DA in this context,

irrespective of co-existing parental substance misuse, it

seems vital to ensure that the role of the family court is

fully recognized and to clearly specify areas of overlap and

joint strategy.

3. Thirdly, beyond law and policy, the review has found that

there is a lack of effective integrated family interventions

for co-occurring substance misuse and DA and a lack of

effective interventions for perpetrators for these issues.

This is a discouraging finding in terms of efforts to

reduce DA and substance misuse because the problems

result in broken families, children being taken into care

and concomitant significant societal impacts including

the significant financial costs and wasted lives. There is

a clear need to develop an early help service to reduce

these risks and in this regard the recommendation by the

Independent Review of Children’s Social Care to develop

family hubs makes sense.

However, there will always be families who will require

the court to intervene and determine whether the children

can safely remain with their parents or need permanent

separation. It is within this context that FDACs may have

potential to better address co-existing parental substance

misuse andDA than traditional courts or IDACs. Although

more work is needed to test the concept and explore the

value of FDAC as a response to DA in the context of care

proceedings, this review has identified that the conceptual

and theoretical approach holds out considerable promise.

However, this potential can only be achieved if there are

fundamental changes to care proceedings and family court

processes, as discussed previously.

In sum, Hester’s (82) agenda for reform to break down

the silos was ambitious, and the 2018 Ministry of Justice

Panel report makes clear the extent and persistence of the

challenges associated with this. They encompass culture,

understandings and attitudes to victims and perpetrators,

professional expertise, the availability of effective services and

resources. This review has shown that there is far greater

awareness of the problems than ten years ago. However,

there are still significant obstacles to achieving holistic

effective interventions, working across sectors, underpinned

by coherent well aligned criminal and family justice policies

to tackle concurrent substance and DA and thereby promote

children’s wellbeing.

Tackling some of these issues will be easier than others.

Addressing the issue of the data deficit is more circumscribed

than the wider issues of legal and policy reform and development

of effective interventions and as such may be easier to tackle.

As suggested earlier, a possible starting point would be to

introduce into the national administrative child protection

and court databases a flag to mark the presence of DA and

drug and alcohol misuse. Developing consistent definitions

would also be an important preliminary step. Further research

using LCA profiling would be useful, especially if it can be

used to track recovery patterns over time and can be linked

to the broader socio-economic context, given that poverty,

deprivation, and housing problems are consistently linked to

these problems. With regard to best practice, a systematic

review of international evidence of co-occurrence would be

of value. In relation to the role of the family court, more

work needs to be done to shift from a theoretical argument

in favor of FDACs to assist children and parents affected

by DA, both as a single and co-occurring issue. Developing

pilots with this goal in mind will be important, to see

if they can produce better outcomes than ordinary child

protection proceedings and enable families to stay together

safely and sustainably. However, it is recognized that the

challenges of aligning policy and practice across the criminal

and family justice sector and between private and public law are
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considerable and there are no easy answers as to how they can

be addressed.

Conclusion

To conclude, this review has highlighted the well

documented increased risk to mothers and children when

parental substance misuse and DA co-exist. It has also shown

what we know, where the gaps in our knowledge are, and has

identified some of the challenges in addressing them. Whilst

the focus has been on an English context, at least three key

problems associated with how this issue is currently addressed

in England and Wales, are relevant to many other jurisdictions

across the globe. The first issue relates to the emphasis on

criminal justice responses as the key way to prevent and reduce

DA. There has been a flurry in legislative changes which intend

to protect victim-survivors of DA, including the Domestic

Abuse Act (2021) and the criminalization of coercive control

(Serious Crime Act, 2015). However, in spite of this emphasis

on criminal law and criminal justice interventions (81, 131), the

prevalence and associated costs of DA remain consistently high.

The jury is still out regarding whether legislative changes have

helped to keep women and children safe or whether more law is

the answer in relation to violence against women and girls more

broadly (132). The statistics and evidence suggest that existing

legislation has done relatively little to help women and children

who experience DA (72).

The second issue relates to siloed approaches to responding

to DA, substance misuse and mental health in spite of their

clear overlaps. Hester (82) suggests that organizations working

in the field of domestic violence, child protection and child

contact are all essentially working from “different planets” and

are difficult to bring together in a cohesive and coordinated

way. Furthermore, treatment services are also often delivered in

silos, despite the wealth of evidence highlighting the association

between DA and parental substance misuse (102). An issue

associated with this siloed working is a data deficit, resulting

in a lack of a clear understanding of the scale and pattern of

DA when co-existing with parental substance misuse. Thirdly

and relatedly is a lack of a whole systems, holistic approaches

to dealing with DA and parental substance misuse. Hester (82)

suggests that a systematic change is required, emphasizing a

unified, coordinated approach to dealing with DA.

This review has highlighted that one such way of enabling

holistic, joined up approaches to responding to DA and

substance misuse, which move away from focussing solely

on legislative response, are FDACs. Evidence has highlighted

their positive contribution to reunification and, with rigorous

description and evaluation, could help extend the range of

interventions designed to keep families together, challenging the

view that courts are only sites of last resort.

In conclusion, the picture is very mixed as to the progress

made in tackling co-occurrence of substance misuse and DA.

What is clearer is where the gaps in our understanding are

greatest and that the reform agenda is wide-ranging, ambitious

and challenging.
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Women in mid-life and older age 
in recovery from illicit drug use: 
connecting and belonging
April Shaw *

Salvation Army Centre for Addiction Services and Research, Faculty of Social Science, University of 
Stirling, Stirling, United Kingdom

Background: Establishing and maintaining healthy social connections and 
relationships are important in encouraging a sense of belonging that can help 
mid-life and older aged women in recovery from illicit drug use. This paper 
contributes to an under-researched area of substance use recovery among 
women in mid-life and older age by asking what influence social relationships 
have on their sense of self as they age into recovery from illicit drugs.

Methods: In-depth qualitative interviews were undertaken with 19 women in 
the United Kingdom who self-identified as ‘in recovery’ from illicit drug use. The 
interviews were transcribed verbatim and analyzed using Braun and Clarke’s 
thematic analysis techniques. The study received ethical approval from the 
University of Glasgow.

Results: As their drug use progressed, the women experienced feelings of 
estrangement and separation from others. Entering and maintaining a healthy 
recovery from drug use required the women to break their connections to people 
considered disruptive or challenging. Creating and setting boundaries enabled 
some of the women to gain a sense of control over their relationships and 
recovery. Positive reinforcement from others was pivotal to the process of the 
women’s self-acceptance, contributing to better self-concepts that helped them 
maintain their recovery.

Discussion: This investigation into substance use recovery among women in mid-
life and older age offers new insights into the relationship challenges they face. 
It offers suggestions for further research that could support the development of 
family support programs for mid-life and older age women in active drug use or 
recovery.

KEYWORDS

illicit drug use, recovery, women in mid-life and older age, family relationships, 
connecting and belonging

Introduction

The term ‘recovery’ In relation to drug use, is an imprecise concept (1). As Neale et al. 
suggest, recovery is not just about ‘taking or not taking drugs’ as people may self-identify as in 
recovery but continue to use illicit substances (2: p. 15). Recovery is also defined as individuals 
achieving and sustaining improvements in relationships, health, employment and other areas of 
their personal (and public) lives (2). It is also argued that recovery is a personal process that 
defies predictive rules (3). This paper adopts a definition that encompasses the Scottish 
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Government’s characterization as a ‘process through which an 
individual is enabled to move on from their problem drug use, towards 
a drug-free life as an active and contributing member of society’ (4: 
p. 23). As the findings in this paper will demonstrate recovery is a 
highly personal concept among women who have lived experience of 
unmanageable drug use.

Self-in-relation theory recognizes that people experience their self 
in relation to family members, friends, children, neighbors, colleagues 
and others (5). As ageing occurs, people are prone to experience the 
loss of key relationships and social networks while the biological and 
social aspects of ageing can increase the sense of diminished self-
worth among older people, particularly among older people who use 
drugs (6). For women in mid-life and older increasing isolation and 
marginalization within drug-using circles is exacerbated by 
disengagement from relationships through the death of drug-using 
friends, friends who use drugs and enter recovery and stop using, or 
age-segregation within the drug using environment (6). Nevertheless, 
a shrinking network of drug-using associates and significant others 
can be beneficial to reducing and abstaining from problematic drug 
use and shifting to a new social identity that engenders a sense of 
belonging (7). Bellaert et al.’s qualitative study of 30 women revealed 
supportive social and structural factors were needed to create a 
positive separation from drug-using networks and to increase feelings 
of connectedness (7: p. 298). However, network members can also 
provide support which can make it difficult to fully disconnect from 
relationships that might risk recovery (8). Furthermore, as women age 
their attitudes and responsibilities toward others may change. For 
example, Hamilton and Grella (9) study of older people who used 
heroin found women were more expressive than men about the 
impact of their drug use on their families and in particular expressed 
regret and guilt over neglecting their children (9). Similarly, Jessup 
et al. (10) describe how parenting and grandparenting is a primary 
motivation to stop drug use but also how reconciling relationships 
with adult children can be fragile and challenging (10). Interpersonal 
relationships can be both a source of support and potential triggers 
for relapse.

For some women, relationships with their own mothers can 
be challenging but also in many cases a vital source of emotional and 
practical support (11). In Strauss and Falkin’s mixed method study of 
100 women around one-third reported difficult relationships and 
feelings of abandonment. While some of the women’s mothers 
provided unconditional support, others encouraged criminal activity 
and drug use. A breakdown in trust between mothers and daughters 
was reported with some indicating their mothers exercised control 
over them or provided unwanted help. These actions made it difficult 
for daughters to view these attempts at help as supportive. The 
grandparent role, which usually occurs later in life, is a role through 
which some women attempt to re-establish their relationships with 
children and restore their identities as ‘nurturing’ and ‘caring’ women 
(12). Caregiving for family members can reinforce abstinence or 
reduce drug and alcohol intake (10) while multiple responsibilities 
and obligations to ageing parents, long-term partners, children and 
grandchildren can lead some older women to subordinate their needs 
to those of others (13). Women’s sense of self is tied to the relationships 
they nurture or abandon as they move through life. As Guerrero et al. 
have shown, developing and maintaining empowering relationships 
are important for women in recovery as they can support and 
encourage improvements in psychological and physical well-being 

(14). The importance of social interactions and relationships has the 
potential to encourage connectedness and a sense of belonging to 
something that helps shape an individual’s recovery (15). Connecting 
with others, making and maintaining healthy social relationships are 
key factors in many people’s successful recovery from drug use.

Belonging as a concept is defined by Vanessa May as a ‘sense of 
ease with oneself and one’s surroundings’ (16: p. 368). An individual’s 
sense of self is constructed in their interactions with others and in the 
abstract notion of collectively held social norms, values, and customs 
(17). People in recovery from illicit drug use are often described as 
having gone through some kind of identity transition or change (3). 
According to McIntosh (18), some are said to revert to an ‘unspoiled’ 
identity (18) as if being a drug user equates to having a spoiled 
identity. Identity change in recovery is socially negotiated through a 
process of social learning and control that is communicated through 
an individual’s social recovery networks (19). According to Best et al. 
important to this shift in identity from ‘drug user’ to ‘person in 
recovery’ is a sense of belonging, support, efficacy and meaning (19: 
p. 115). As social creatures, a person’s sense of belonging is usually 
associated with connections to something, someone, or somewhere. 
Human connectedness occurs when people actively engage with 
others, activities, objects, or environments that results in a sense of 
well-being and belonging (20). However, feeling connected and feeling 
that one belongs are not necessarily contiguous. A sense of belonging 
requires some form of connection therefore connectedness can be a 
precursor to, and reinforce, belonging (21). Yet one can be connected 
but not feel a sense of belonging or have a sense of belonging but not 
feel connected (10). Belonging involves emotional attachment, a 
‘feeling of being home and safe’ (22: p.  647). People perform 
connectedness and belonging throughout their lives - moving in and 
out of different places, spaces, and relationships, connecting and 
disconnecting as they go (23). The individual’s sense of self, the way 
they see themselves and the ways in which they perform to others, are 
socially negotiated.

A recent study of 88 women in recovery described ‘relationship 
actions’ such as disconnecting or limiting contact with recovery-
endangering people whilst adding recovery-supportive individuals to 
help maintain recovery (24). Work by Gunn and Samuels has shown 
that while some family relationships can promote and support 
recovery, others can impede recovery through stigmatizing actions 
and unrealistic expectations (25). This is supported by the work of 
Sanders (26) who in a mixed-method study of 92 women attending 
Narcotics Anonymous in the United States, found that women often 
experienced stigmatizing behaviors within the family and many felt 
shame regarding relationships that had broken down (26). Families 
can be sources of trauma and pain as well as love and belonging (27). 
Belonging therefore has a temporal and spatial element that changes 
over time, ‘partly in response to changes in our self ’, but also to 
changes in people and the world around us (16: p. 372). Belonging is 
a dynamic practice that is temporal in nature. And so too is recovery. 
People move into, through and beyond recovery. Eventually, recovery 
can belong to an individual’s past. As a sense of self changes, so does 
a sense of belonging, and as a sense of belonging changes, so does a 
sense of self. Belonging is therefore a multidimensional experience in 
which people experience multiple senses of belonging across time and 
place. Women who engage in a mix of meaningful and multiple 
activities are likely to develop identities beyond that of women ‘in 
recovery’ or ‘ex-drug user’ (28).
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In this paper, the research question, what influence do social 
relationships have on women’s sense of self as they age into drugs 
recovery? is explored through an analysis of 19 qualitative interviews 
with women in mid-life and older with histories of using illicit drugs 
and other substances. The phrase ‘age into drugs recovery’ refers to the 
temporal aspect of moving from drug use to (self-defined) recovery. 
The women in this study were interviewed at a single point in time but 
they reflected on their lives from childhood through to where they are 
now and oftentimes their hopes and aspirations for the future. It was 
considered appropriate to use the terms ‘age into’ or ‘ageing into’ to 
describe the dynamic and temporal process of the women’s recovery 
journeys. For the purposes of this study, ‘older’ in the context of 
problem drug use was defined as aged 35 years and older in line with 
published Scottish and European research (29, 30). This cut-off may 
seem young but long-term drug use is likely to accelerate the ageing 
process and its accompanying conditions, with some authors 
suggesting long-term drug users who start at a younger age may have 
a biological age some 15 years older than their chronological age 
(30, 31).

While there is a growing body of academic research exploring the 
effects of drug use and the treatment needs of older people who use 
drugs, there remains comparatively less work exploring the needs of 
women in mid-life and older who use drugs or are in recovery from 
unmanageable illicit drug use. In light of this absence of research in 
the field of drug use and recovery, the decision to look at the specific 
issues surrounding women in mid-life and older was considered 
appropriate and relevant to understanding the issues that affect them 
at this stage in their life.

Methods

Methodological approach

The methodological approach of this study is grounded in an 
interpretivist and feminist paradigm, namely symbolic interactionism 
(32) and feminist standpoint theory (33). Symbolic interactionism is 
based on three underlying principles. Firstly, people act toward things 
(for example objects, institutions or guiding values) based on the 
meanings the things have for them as individuals. Secondly, meanings 
are derived from the social interactions people have with each other. 
Thirdly, meanings are managed and revised through an interpretive 
process used by individuals in dealing with the things they encounter 
(32). Accordingly, symbolic interactionism views meanings as ‘social 
products’ that are formed through the activities of people as they 
interact (32: p. 5). In other words, people’s perception of who they are 
in relation to others and the social systems in which they live is 
worked out through their interactions with others. Feminist 
standpoint theory further shapes the methodological approach of this 
study. Feminist standpoint theory is an interpretivist approach that 
provides a methodology for understanding ‘relations of power as a 
distinctive kind of obstacle to the production of scientific knowledge’ 
(33: p. 219). One strand of standpoint theory holds that people who 
are marginalized or otherwise unheard are epistemically advantaged 
in understanding their position (34, 35). In other words, they are 
critically conscious and aware of their social position (35). Wylie 
counters criticisms that feminist standpoint theory is essentialist or 
individualistic by stating that women’s position and understanding do 

not necessarily mean they have ‘epistemic privilege of how or why 
their oppression originated or is maintained’ but they do have an 
alternative knowledge and understanding that can be compared to the 
dominant worldview (34: p. 37). Feminist methods have traditionally 
taken a qualitative approach to data collection, rejecting the positivist 
approaches that emphasize objectivity and detachment, arguing 
instead for a more egalitarian, open and active process between 
researcher and participant (36, 37).

Recruitment

The study was advertised via postings on online recovery sites, on 
flyers and posters in recovery cafes, and through email distribution to 
colleagues and contacts who forwarded on to potential participants. 
Women who voluntarily chose to participate were included if they met 
the following criteria: identified as a woman, aged 35 or older who had 
a history of illicit drug use and self-identified as being in recovery 
from drug use (abstinent or low risk use). Individuals were excluded 
if they did not meet the inclusion criteria or self-identified as having 
mental ill health or other issues that might trigger distress during the 
interview or were non-English speakers. As the women contacted the 
researcher directly it was not possible to ascertain mental health status 
other than via their own self-assessment. However, the women were 
given information about the study and topics for discussion at first 
contact. They were also asked prior to the interview if they were happy 
to proceed and if there was anything that might cause them distress 
during the interviews. No-one declined to be interviewed, no-one 
indicated distress, and no-one withdrew prior to, during or after their 
interview. Non-English speakers were excluded due to costs incurred 
hiring translators.

Convenience sampling was used to ensure enough women were 
recruited within the time available and to avoid delays to fieldwork. 
As this was an exploratory study, it was not deemed necessary to 
undertake probability sampling. For example, there was no intention 
of analyzing data by characteristics such as race, social class, or sexual 
orientation. There was an attempt to ensure the views of women from 
different geographical areas were included to minimize the clustering 
of participants from predominantly urban areas in Scotland. 
Recruitment for studies that explore the views of people with lived 
experience of using drugs in the United Kingdom frequently focus on 
treatment and support services in urban areas, consequently, the 
voices of women from rural areas are heard less often (38, 39) hence 
the effort to include them in this study. Voluntary and other 
non-statutory organizations working with women who have used 
drugs were contacted in coastal towns on the east coast of Scotland 
and towns in the far north and south of Scotland. All these areas are 
rural or semi-rural. Recruiting from these areas met with varying 
degrees of success and therefore, women were recruited from the 
North, West and East of Scotland and the North-East England from a 
range of rural, semi-rural and urban areas.

Topic guide and interviews

The topic guide was piloted and developed by the author, as 
part of their Master’s thesis, with nine women from Scotland in 
mid-life and older age who identified as in recovery from illicit 
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drug use (40). The advantages of piloting the topic guide was that 
it helped hone the questions, identified challenges in the interview 
process, and enabled the identification of follow up areas of further 
interest. The topic guide is available on request from the author. All 
the interviews were carried out by the author, (at time of 
interviews) a 50-year-old woman with 17 years’ experience in the 
field of substance use research, working in both academic and third 
sector (not-for-profit) settings.

Analysis

An inductive analytical approach was used in this study. This 
approach develops concepts and themes from the data and is an 
iterative process whereby the data are collected and analyzed 
simultaneously (41). The interviews ranged in length between 68 and 
182 min (mean average 131 min) and were transcribed verbatim by the 
author. To ensure their accuracy, a sample of five transcripts were 
checked against the recorded data for quality control and seventeen 
participants were given the opportunity to read through their 
transcripts. Two participants did not have an opportunity to check 
their transcript as their contact was through a third person. 
Maintaining the women’s confidentiality was crucial and as such their 
transcripts were not forwarded. Of the 17 who were given the 

opportunity to read and check their transcripts, 12 took up the offer. 
No participants raised any issues, corrections or complaints.

The transcripts were analyzed using Braun and Clarke’s thematic 
analysis technique (42). The qualitative software package NVivo 11© 
was used to code and categorize the data. The interview transcripts 
were coded through six phases: familiarization with the data, 
transcription, initial coding, searching for themes, reviewing themes, 
defining themes, and report writing. Transcribed interviews were read 
through at least twice for familiarization and a coding framework was 
developed as interviews progressed to identify themes and sub-themes 
from the interviews. Borrowing from grounded theory (43), open and 
selective coding was utilized to provide a systematic approach to the 
development of themes. Selective codes were developed based on 
verbs instead of nouns thereby focusing attention on the social 
processes in the data (44). An example of open and select coding 
under the thematic code ‘relationships’ is shown in Table 1. Several 
top-level themes were already identified from the pilot work and 
related to the study aims. For example, a priori themes included 
relationships, ageing, and recovery. The coding was further refined as 
interviews progressed and with repeated reading of the transcripts. 
The author maintained a coding book, in which codes, descriptions, 
and examples were detailed and discussed with the author’s PhD 
supervisors. No discrepancies arose between the PhD supervisors and 
author as the codes and descriptions were presented. Supervision 

TABLE 1 Open and Selective coding examples.

Theme Open coding Selective 
coding

Relationships …when your home life is just as bad as at school then I think that’s why I first 

started taking amphetamines because it was like ‘yeah’. Instead of being miserable all 

my life it was like ‘yeah this is a happy feeling.

Childhood

School

Family dynamics

Drugs_sense of belonging

Looking back_remembering

Belonging

And I do find it quite easy to cut people out now, it took a long time but no I will 

not take it. I think that’s maturity. Maturity.

Breaking social bonds

Ageing_Older

Control_in control

Disconnecting

Ageing

My other brother has just served 5 years for drug dealing. Hence why I live 200 miles 

away from my family. Because I work in [criminal justice post] I cannot associate 

with that type of person. And I think that’s one of the biggest things I’ve learnt is 

that a lot of people from my past, I’ve kind of had to leave them there.

Breaking family bonds

Breaking social bonds

Siblings

Identity

Changing roles & responsibilities

Recovery_challenges

Employment

Disconnecting 

from family

If I think about all the money I spent and what I could’ve done but it’s gone now so 

it’s just get on with it. Yeah do not sit and get upset and go ‘I could’ve done’. It’s gone. 

That’s it. So yeah everything else is just building. Me and my mum got a good 

relationship now and pretty much everybody I talk to now I’ve got a good 

relationship whereas before I just didnae bother with anybody.

Looking back_remembering

Recovery_work in progress

Building_Rebuilding

Mother

Isolation

Connectedness_belonging

Building 

Reconnecting

I think that’s maybe why I was nervous. Probably starting to come to the recovery 

cafes because I thought it’s all going to be teenagers and young people. And I think 

that’s what older women think. ‘oh it’s not for me. It’s not for me its for younger 

people.’ You know. And we have such a laugh when we are making jewellery and 

things like that. You know some of the women they have got amazing stories and 

they are so… like… …well like they are different to guys aren’t they. They’re so 

supportive of each other like really genuine.

Recovery

Making connections

Stigma_felt

Bonding capital

Women as support

Ageing_Older

Connectedness_belonging

Connecting

Belonging

Building

Ageing
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meetings were monthly, and both provided informed support 
throughout the entire period of the PhD, including through the 
fieldwork and analytical stages. The author is an experienced 
qualitative researcher with extensive coding experience and both PhD 
supervisors are highly experienced and published female researchers 
and academics in the area of addiction and recovery.

Ethical considerations

Women who expressed an interest in the study were given a 
participant information sheet and at least 2 days to consider whether 
to take part before signing a consent form. The study was approved by 
the University of Glasgow’s College of Social Sciences Research Ethics 
Committee (application no: 400170200). The women were assured 
complete anonymity and all names used in this and other papers 
are pseudonyms.

Results

Sample

Nineteen women with a history of using illicit drugs and in self-
defined recovery participated in the study. The women were aged 
between 36 and 60 years (mean average age 47) and resided in a mix 
of urban (N = 10), rural (N = 6), and coastal locations (N = 3) across 
the North of England and Scotland. The participants used a range of 
drugs including heroin, powder cocaine, crack-cocaine, and cannabis 
for between 7 and 47 years (mean average 21 years). The age at which 
the women self-reported stopping illicit drug use ranged between 
26 years and 54 years of age (mean average 34 years of age). The 
women’s recovery time was self-reported and ranged from 6 months 
to 18 years (mean average 9 years). At time of interview, 16 women 
reported no drug use and three women reported occasional low-risk 
drug use, including intermittent use of cocaine, cannabis, alcohol, 
amphetamines and heroin (low-risk is defined as illegal drug use at 
minimum level causing no psychological, legal, employment, family 
or health problems) (45: p.  83). Eighteen women had children 
(ranging from a months old baby to adult children). Just over half 
(N = 10) reported being in an intimate partner relationship at time of 
interview, the remainder were single. Though not asked, five women 
described their backgrounds as working class (N = 3) or middle-class 
(N = 2). At interview, nine women were in paid employment, seven 
volunteered their time and skills (five of those in recovery groups), one 
attended college, two were not in employment. Seven women had 
spent time in prison, none were currently involved in the criminal 
justice system. No details on sexual orientation, income or education 
levels were asked for or given. All the women were white Scottish 
or English.

Remembering and reimagining belonging

During childhood and adolescence, young people come to know 
the social groups to which they belong and wish to connect to 
through various forms of socialization (46). Gillian (aged 40, 
recovery 10 years), said of her early heroin use: “I thought, this is 

what I want to do every day for the rest of my life. Now I know that 
I belong somewhere.” Gillian’s sense of belonging to a drug culture 
gave her a sense of purpose in life: “It was the first time that I thought, 
this is what life’s about. I  felt me calling in life.” Like many of the 
women in this study, Gillian’s early memories of a sense of self was 
as the ‘outsider’. Other terms the participants used to describe 
themselves when they were children and adolescents were: ‘a fuck-
up,’ ‘not part of things’, ‘scapegoat’, ‘never felt valued, always felt like 
the oddball,’ and ‘a kinda weird kid’. These feelings and identities as 
oddballs and misfits were felt as adults too. For many, their memories 
of themselves as children and sense of their place in the world 
resurfaced during the interviews, or as Lorna described them, were 
‘reimagined’ in adulthood. Remembering family life as children, 
some of the women spoke about experiencing domestic violence in 
the home, of a sense of not belonging and for a few, time spent as a 
looked-after child in foster care or children’s homes. Leaving home 
was a source of escape from the fractious family life they had 
experienced. As adult women, managing these family relationships 
in a healthy way were important. For some of the women, the sense 
of alienation felt as an adult was a continuation of the sense of 
alienation felt as a child and adolescent.

Disconnecting from the social

As noted in the introduction, some people who use drugs 
experience a sense of alienation from significant others and the wider 
social world (6, 18). The women in this study experienced such 
feelings of estrangement and separation from others:

“People’s attitudes… when you  become a non-person. Where 
you  become your disease. Where you  become just a junkie. 
You become that label, you know, and that really rubs with me 
because it is again that rejection. Rejected by society because I'm not 
conforming to the certain standards that you require me to conform 
to because I'm suffering and we  don’t want suffering people in 
society” (Lorna, age 53, recovery 18 years).

Lorna’s feelings of rejection from society underpinned her sense 
of being an outsider and a non-conformist. Claire, aged 39 and in 
recovery for 18 months, decided to finally quit after using drugs for 
two decades when she realized there was ‘nothing and nobody left’ to 
help her. For some of the women interviewed, it was the disconnection 
and isolation brought about by their use of drugs that encouraged 
their move into abstinence and recovery. However, leaving behind the 
drug-using settings and culture was challenging for others. Ruth, for 
example, spoke about the sense of loneliness she felt in the early days 
of her recovery and how she returned to her drug-using networks to 
reduce the social isolation she experienced:

“I would like go to [Narcotics Anonymous] meetings. I would just 
… I would see people there and then I’d come home and I’d be in by 
myself and then you can only do that for so long, like the fear of 
creating new relationships with people. And then coming home and 
feeling isolated. There was that in-between bit so I ended up the fear 
of starting new relationships was too much so I just turned back to 
people I knew because the loneliness was kinda getting to me” (Ruth, 
age 36; recovery, 10 years).
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Ruth was learning, in the in-between, to deal with her fear of 
developing new relationships without using drugs. Going to 
Alcoholics Anonymous meetings was ‘scary’ while communicating 
with people was difficult, ‘I could not look anybody in the eye, if 
somebody spoke to me I  got all flustered… I  really struggled…’ 
Alleviating the loneliness she felt at this stage in her early recovery, 
Ruth returned to the people she knew and felt comfortable with: ‘the 
same people that I’d used with.’ Working on her confidence and self-
esteem was crucial to Ruth’s recovery, not only from drug use but from 
the associated lifestyle and intimate relationships that accompanied it:

“I still felt like I wasn’t worth anything, I didn’t deserve a good life, 
sort of thing. I was still attracted to people who didn’t treat me right. 
But in the last three years that’s really changed because I realized 
I was still making the same mistakes and I realized I was headed 
back down that path of picking up drugs again and I had to really 
look at why that was and it was because I was still living in the 
chaos… I found it really hard to build relationships with people and 
that was just really like I had really low self-worth and really low 
self-esteem and I didn’t think I was good enough for people to like” 
(Ruth, age 36; recovery, 10 years).

Feeling undeserving and unvalued, Ruth’s ability to make 
connections and build new relationships was difficult and took time 
to develop. It was only after 7 years into her recovery that Ruth felt able 
to move on from the drug-using networks she had stayed connected 
to while abstinent. Ruth’s example clearly shows the precarious nature 
of recovery for some women. Moving from the familiar environment 
of drug use with all its networks, connections, and routines, to the 
unknown territory of abstinence, recovery, and fellowships (such as 
Alcoholics Anonymous, Narcotics Anonymous and Cocaine 
Anonymous) is daunting. Returning to environments that are familiar, 
even if they carry the threat of danger, might be preferable to being 
isolated and feeling alone, especially in early recovery.

Levels of social and economic capital can impact on an individual’s 
ability to preserve or terminate relationships. This is pertinent in drug-
using communities where individuals may wish to put physical 
distance between themselves and drug-using peers but are unable to 
due to circumstances. Without recourse to alternative housing and 
with family living close by, Grace’s connections to her relatively recent 
drug-using past were disrupted and displaced by her social distancing 
from the local drug scene:

“The friends you think you’ve had over the years. People coming to 
your house for coffee and going and taking kids to school and 
whatever. They just all kind of disappeared when I stopped taking 
drugs and stopped people coming to my house, when I  wasn’t 
available for their needs. I really thought they were my friends. And 
I would think to myself I know how they treat other people but 
thought they wouldn’t treat me like that” (Grace, age 49, recovery 
5 years).

After 5 years in recovery, Grace was still coming to terms with the 
disruption and disconnection from her social networks. Grace felt a 
sense of loss and disbelief that the friends she had known for years – 
shared her home and drugs, confidences, and childcare with - had 
‘disappeared’. Having lived in the same house for over two decades, 
she felt a sense of shared history with these former friends. 

Nevertheless, to connect to and rebuild supportive social networks, 
the women in this study had to undergo processes of disconnecting, 
not just to those in drug-using networks but also to those considered 
no longer helpful for sustaining healthy relationships.

Disconnecting from the family

Disconnecting from relationships the women considered 
problematic, unhealthy, and unhelpful was not without its challenges 
but letting go of long-standing relationships in order to maintain 
recovery was vital for some. The relationships the women had with 
their families, and particularly their mothers, were often 
complicated. The women’s mothers had in some cases experienced 
trauma such as rape and domestic violence eliciting empathy and 
sympathy from the women. Nevertheless, maintaining a sense of 
control in these relationships was difficult for some of the women 
interviewed. Breaking, losing, or minimizing contact were ways in 
which the women were able to manage these difficult relationships. 
Leaving behind the difficult family life they experienced and 
managing these relationships in a healthy way was important to the 
women and their recoveries. Evelyn, for example, found new 
connections and belongings after moving to the United Kingdom 
mainland. Her sense of belonging was connected to her new partner, 
his family, their baby and her new flat in a new city. Leaving behind 
the island where she had lived all her life, her family and the legacy 
of her drug use was not without some fear: “Shitting my pants 
because I’ve always lived on that shitty island but do you want to know 
something. It’s worked.” Life had become extremely difficult for 
Evelyn and her relationship with her mother had broken down to the 
extent that she did not contact her for over a decade. This strategy of 
physically and socially distancing herself from her former drug-
using environment and negative family influences enabled Evelyn’s 
recovery: ‘… that worked for me. Because I  felt like I  was always 
getting caught up in madness.’ In recovery, Evelyn eventually 
reconnected with her mother but set boundaries to help her 
maintain some control in their relationship and her life:

“What I need to do is boundaries to keep what I've got, know what 
I mean? I'm going to fight for that because my mum’s, and I don’t 
mean this in a nasty way, my mum’s back there. My mum’s older 
right… If I start lowering my boundaries and be like start going to 
pubs and clubs with my mum then that’s me inviting the devil in” 
(Evelyn, aged 38, recovery 3 years).

In her new environment, the support she received from her 
current partner and his father, in addition to outside support from 
social services, contributed to Evelyn’s ongoing recovery and her 
ability to care for her baby. Nevertheless, Evelyn’s re-building of a ‘new’ 
life meant disconnecting from parts of her past life. She said of the 
island she had left, “I had to leave there to get my recovery.” Of people 
she had known, they “serve their purpose, you’ll outgrow them, or they’ll 
outgrow you or you just do different things on your journey.” Creating 
and setting boundaries with her mother and others in her social 
network enabled Evelyn to gain a sense of control over her recovery 
and her ability to care for her baby.

Similar to Evelyn, Kerry had a difficult childhood and felt 
compelled to leave home when she was 16. Having spent years trying 
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to ‘repair’ the relationship with her sister and mother, she eventually 
decided to stop doing so. In doing so, her mental health improved:

“I don’t see my mum or my sister. I haven’t seen them in 11 years. 
We never got on growing up me and my sister. My mum didn’t care 
less about what happened to me, that’s what it seemed like. I tried 
like once I had my kids to try and repair the relationship but no. 
There’s no point trying to fix something that’s not going to fix is 
there? It’s just making me more stressed and more upset, and I think 
I’m better off without that, and once I cut them out my life it was, it 
was a bit of a relief. I know that sounds awful, but I’ve got my close 
friends and my family. I’ve got my auntie and I'm happy enough 
with that” (Kerry, age 43, recovery 5 years).

Having a supportive partner and network of long-held and 
trusted friends, Kerry felt able to break the family bonds with her 
sister and mother. Like Evelyn, discussing her mother raised 
uncomfortable feelings, particularly around the guilt Kerry felt for 
feeling the way she did. Kerry said: “I know that sounds awful,” 
while Evelyn stated, “I do not mean this in a nasty way.” 
Relinquishing the obligations women think they have to their 
mothers is perhaps one of the more difficult relationship transitions 
women who use drugs or in recovery experience. For example, 
Janine said of her mother: “I let her go. I let her go. Ehm _ _ yeah. 
Big, big taboo thing for a daughter to do, but I had to do it.” The 
women internalized what they perceived as the socially normative 
expectations of how a daughter should act and feel. However, 
moving into their recovery, these expectations differed from their 
own perceptions of their needs and desires as women in their own 
right, rather than the daughters they thought they should be. For 
some of the women, the tension between the expectations of others 
and their own aspirations led to feelings of guilt.

The expectations, attitudes, beliefs and values within families and 
society more generally are important elements of the social context in 
which recovery is performed (11). And, of course, women are 
daughters to fathers too. For some women in this study, relationships 
with their fathers were also challenging. Many had grown up with 
violent fathers who abused their mothers and sometimes the women 
themselves as children, and their siblings. Fiona talked about breaking 
the relationship bond with her father ‘bit by bit’ and, like Janine, she 
considered it outside the norm for a daughter to do this to a parent:

“I’ve always known my dad’s been a violent bully. But how, as a 
woman, do you  stand up to that? How, as a daughter, do 
you  challenge that? And I won’t ever say it was okay, I  kind of 
distance myself from him because I don’t like him. And I refuse to 
be  around people I  don’t like. One of my biggest sayings is ‘if 
you  don’t bring joy to my table, there’s no seat for you.’ And 
I distanced myself little bit by bit” (Fiona, age 44, recovery 17 years).

Even as women in mid-life with all their life experience, there was 
a questioning of appropriate and socially acceptable behaviors in 
relation to challenging parents and disconnecting from the parent–
child relationship. These findings are important, for while there is a lot 
of research exploring women’s relationships with children and 
intimate partners, there is far less that engages with women’s 
relationships with their parents and their mothers in particular. Most 
of the women’s interviews included discussion around their mothers 

and often how their mothers challenged and undermined the women’s 
sense of self-worth and self-esteem.

Building and reconnecting

Building a credible abstinent identity relies on the symbiotic 
nature of relationships. Abstinent identities are reflected to some 
degree in how others perceive and believe in the veracity of the 
performance (28). Reconnecting to people, whether family or the 
wider world requires work and for some of the women they spoke 
about this in terms of ‘building’: building connections, building self-
esteem, building on the work they had already done on themselves. In 
Claire’s extract, she discussed ‘building’ the relationship with her 
family. She showed how, in recovery, trust was built up over time, how 
she was present not just physically but also emotionally when she was 
with them. Claire recognized the differences between her past and 
current relationship with her children, and found it emotionally 
difficult to contemplate:

“… other important relationships are with my family now. Building 
on that. It’s taking time to put things right and for them to trust me 
but I’m just, it’s different now because I’m with them now, I’m with 
my kids, I’m present with them and a lot more honest with them. 
I can listen to them a lot more than I did” (Claire, age 39, recovery 
18 months).

Multiple periods of abstinence followed by evermore chaotic 
behavior engendered a lack of trust and confidence in Claire’s recovery, 
and this was something she had to work at proving to her children, 
parents and other family members. The person recovering from drug 
use needs to prove to others that their abstinent identity is genuine, 
and this often takes time.

Building relationships with family can be difficult, particularly 
when there is tension between people’s remembering of them in the 
past and their expectations of them in the present as shown in Sophie 
and Maya’s extracts below:

“Aye and even like building relationships with your family. If it 
doesnae work, it doesnae work. You cannae keep you know pedaling 
the bike when the tyres are flat… for a lot of times me being the 
facilitator of making things right, of doing things, being the carer. 
That suited everybody in my family and then now that I’m not doing 
it, somebody else has to do it and eventually they’ve had to become 
alright with that… it’s like we need to rebalance this because that’s 
the only way that families can coexist. It needs to be balanced” 
(Sophie, age 55, recovery 5 years).

“I’ll be saying to my older brother soon enough ‘I am not, I am no 
one’s carer and I don’t want to be. I don’t want to assume that role. 
I don’t want to take on that role any longer for my mum. My mum’s 
going to be leaving the care unit, find her somewhere to stay down 
where you live’ because I spent all of my days being a carer, caring 
for people and I don’t want it. I don’t want it anymore. I’ve had it 
imposed on me and I’m in a position now where I  can say no, 
I deserve to have my life and focus on me” (Maya, age 42, recovery 
14 years).
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In the past, Sophie’s role was to be the ‘carer’, the go-to person in 
the family. Despite some pushback from family members, Sophie’s 
refusal to continue in the carer role resulted in a recalibration of her 
family relationships. Maya was still in the process of renegotiating her 
role as carer within the family but like Sophie, she was determined to 
develop a new dynamic in which she would have more control over 
the demands made on her. Recovery is not just about the actions of 
the person who is abstaining, it is also about the actions of family 
members, relinquishing their patterns of behavior toward and 
expectations of the women’s roles within the family.

Building the foundations for healthy relationships with the self 
and others is important for maintaining a sense of being valued. Ruth 
explained how she builds feelings of self-worth incrementally: “it was 
just like loads of wee things like that kinda thing that just kinda built me 
bit by bit.” Ruth uses the lessons she learned from her evolving 
relationships in recovery as a foundation for relationships with family 
and others. In turn, this leads to a better sense of self – one in which 
she can hold her ‘head up’ and look people ‘in the eye.’ In other words, 
one in which she feels equal to others and not less than:

… that’s kinda rippled out into, that’s the foundation of how like 
I started, changed my view of relationships and how people should 
be treated and how you should be treated yourself and I’ve kinda 
took that and built on it and expanded it into my immediate, like 
my family. My siblings and my mum. And worked on my 
relationships with them from that” (Ruth, age 36, recovery 
10 years).

Ruth acknowledges the hard work and time that is required to 
rebuild relationships and reconnect with family members: “I had to 
work really hard. Be really patient … it’s just like chipping away.” Having 
put the effort and hard work into her recovery, Ruth finally felt 
validated by her mother:

“She’s just started saying like how well, how proud she is, how far I’ve 
came, how well she thinks I’m doing, how different my life is, how 
different I am as a daughter and a sister, and how she knows she can 
rely on me and if I say I’m going to do something I do it… that’s the 
kinda stuff you’ve been chasing your whole life isn’t it? Is for your 
mum to acknowledge you  and give you  a bit of praise and tell 
you that kinda stuff” (Ruth, age 36, recovery 10 years).

Rebuilding relationships in recovery requires managing the 
expectations of other people, whether family or wider society. As the 
women age into their recovery, older parents may create additional 
caring responsibilities that women in drug use recovery will have to 
address and negotiate, potentially with other family members.

Connecting and belonging

Recovery communities play a seminal role in nurturing and 
developing a sense of connectedness and belonging. They can offer 
a ‘collectivity’ through shared meanings and experiences and offer 
resources and moral guidance to help members follow an 
alternative life-path (47). Although most had engaged with 
recovery communities and fellowships at some point in their 
recovery, those in early recovery (<5 years) were more likely to 

report connections to other women in recovery whereas the 
women in long-term, stable recovery were more likely to report a 
wider field of connections beyond other recovering individuals. 
Entering new spaces and locations, building, and maintaining new 
relationships requires individuals to learn new habits, new ways of 
communicating and new ways of being. This ‘boundary crossing’, 
(47: p.  22) if successful, enables individuals to acquire new 
knowledge and experiences that can help empower them to cross 
other social boundaries. As Janine’s experience demonstrates, 
recovery communities are one element in which women who have 
used drugs can cross boundaries of connection and belonging:

“… where I’m from a working-class town, you don’t get to meet 
you know _ people from other well you know what it’s like in the UK, 
its different classes, different educations, different countries. Because 
of the 12-step program, AA, NA, I’ve met people from all over the 
world. Gained different perspectives, different viewpoints. It’s took 
me out of that West coast of Scotland, Irish catholic mentality and 
opened my mind…” (Janine, age 47, recovery 21 years).

For Janine and some of the other women, recovery communities 
offered opportunities for wider social participation. Within and out 
with the fellowships the women met and socialized with people from 
different social classes and backgrounds, learned new ways of being 
and further engendered a sense of connection and belonging by 
building on and reinforcing their social capital.

In marginalized groups, individuals who achieve successful 
boundary crossing can be seen as role models for others (47) and offer 
opportunities for meaningful social bonding. Nina described how the 
recovery community offered a ‘tight bond’ with other women - a bond 
that allowed Nina to ‘speak the same language’ and express herself in 
ways she could not with her family:

“It’s quite refreshing to have a group of women who are all there to 
watch each other’s backs … I can understand how she’s feeling and 
why she’s feeling that and well you know there’s a connection there” 
(Nina, age 55, recovery 12½ years).

Unable to talk with her family about her past and having moved 
back to Scotland after two decades away, the bonds Nina developed 
with the other women were built on shared understandings and a 
sense of protection which were important in helping develop trust 
within the group. Nevertheless, being able to talk about their past in a 
safe and non-judgmental environment is just one element of 
developing connections and a sense of belonging. Connecting and 
bonding with others is also about ‘being heard’, knowing and feeling 
that your views are listened to and regarded by others. It is the 
reciprocity of human connection that is essential for engendering a 
sense of connectedness and belonging (48):

“Just being heard has built that esteem and that value. That is one 
of the most powerful things that I’ve experienced. Being heard” 
(Janine, age 47, recovery 21 years).

Making connections leads to a process of bonding and ultimately 
to a sense of belonging to a ‘tribe’. In addition, connecting, bonding, 
and belonging with others in recovery communities helped some 
women develop skills and increase their feelings of self-worth.

169

https://doi.org/10.3389/fpsyt.2023.1221500
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Shaw 10.3389/fpsyt.2023.1221500

Frontiers in Psychiatry 09 frontiersin.org

Discussion

Connecting and belonging are active processes that are relational, 
negotiated and performative; processes that people do through their 
social interactions (16). Individuals must weigh the advantages and 
disadvantages of connecting and belonging as creating opportunities or 
restrictions on ways of being. This is illustrated in the women’s interviews 
regarding their move out of drug use, their connections to families and 
their engagement with recovery communities. Similar to findings from 
other studies (14, 24, 49), modifying and transforming relationships were 
common among the women. Building or re-building positive 
relationships and protecting themselves from negative relationships are 
important elements of women’s recovery from substance use (26). In 
changing their lives and moving from drug use to recovery, the women 
in this study lost, gained and rebuilt relationships along the way. Their 
sense of self was constructed in their interactions with others and in the 
idea of commonly shared social values, standards, and conventions. 
Belonging also required being able to participate in the world. In other 
words, participation and belonging required acceptance by others.

The findings from this paper supports research conducted with 
women and older drug users elsewhere. As with Anderson and Levy’s 
work on older drug users (6), women in this study who experienced 
periods of social isolation found re-connecting with the wider social 
world challenging. As described by Grace and Ruth, personal networks 
including drug using associates may be difficult to relinquish, particularly 
if they provide social, emotional or practical support (8). Women may 
feel challenged in their relationships with parents, especially their 
mothers (11). Relationships with mothers (and other family members) 
can be positive to women’s recoveries offering much-needed emotional 
and practical support but in some cases, women may continue to feel 
stigmatized or pressured by family members (25). The pressures that 
arise can be both practical in the sense that once women are deemed 
‘recovered’ by family members there is an expectation they will fulfil 
tasks and roles commensurate with gendered expectations. On the other 
hand, women may feel guilty for not wanting to take on these roles or 
internalize a sense of shame or guilt at wanting to distance themselves 
from family influences they consider detrimental to their recovery.

A few women in this study expressed empathy toward their 
mothers for the sometimes extremely difficult lives their mothers had 
experienced but at the same time they wanted to develop boundaries 
and maintain some level of control in their relationships. Research 
suggests some family members do not have essential knowledge 
around addictive drug use and recovery which can lead to unrealistic 
expectations placed on women, especially in early recovery (50). The 
women’s interviews in this study add another element to Strauss and 
Falkin’s (11) work by highlighting the emotional ambivalence and 
guilt that some women may feel in limiting or cutting contact with 
parents deemed unsupportive. Managing other people’s expectations 
of them while convincing others of their abstinent identity, requires 
diplomacy and boundary-setting that some women in recovery might 
need to learn (27). Family members, including children, may enable 
recovery or become a relapse risk (50). Creating personal boundaries 
and limiting contact are effective ways of managing challenging 
relationships within the family (11, 25, 47) and are also mechanisms 
by which women can take ownership of their wider social relationships 
and enhance their sense of agency (22).

The study findings mirror findings from elsewhere (6, 7) that 
show recovery is an ongoing process in which women set boundaries 

with others, assume more control over relationships and develop a 
recovered identity that others can view as authentic, honest, and 
genuine. Making connections and belonging to social networks 
unrelated to active drug use encourages women to develop identities 
and sense of self as women in their own right, rather than women 
defined by drug use. This study adds to the body of research on 
women in recovery from drug use by looking at the experiences of an 
age and gender cohort that remains relatively under-researched, 
namely women who are in mid-life and older.

The research question asked what influence social relationships 
have on women’s sense of self as they age into drugs recovery. The 
answer is not straightforward. The direction of influence during 
recovery is complicated and the women’s interviews demonstrate 
it is a symbiotic process in which relationships, identity and 
recovery are all highly interdependent. This investigation of 
women in recovery from illicit drug use shows that a period of 
abstinence and sobriety can give women space to perform the 
necessary emotional work and adopt the language of self-
acceptance that recovery communities and fellowships espouse. 
This may encourage women to engage in mindful reflection that 
can lead to improvements in self-esteem which in turn can impact 
positively on their relationships with others. Positive reinforcement 
from others through new relationships and activities can help 
contribute to better self-concepts that help maintain recovery; one 
reinforcing the other in a constant interaction. Distancing 
themselves from a user identity and creating a new abstinent 
identity is pivotal to the process of women’s self-acceptance. 
Having the opportunity to connect to others in an actively positive 
way can counter women’s lack of self-belief brought about by 
gendered expectations, personal differences and structural and 
economic inequalities. Moreover, recovery communities can offer 
opportunities for personal growth and development. They offer 
space to lead, to take control and to help and support connections 
to others while also creating a sense of belonging.

Further work around mid-life and older women’s relationships 
with their parents, and mothers in particular, could aid understanding 
of family dynamics and how they might help or hinder recovery from 
drug use. Working with significant others and adult family members 
in the treatment of women with lived and living experience of drug 
use using behavioral and systemic approaches may help engage 
women and improve recovery outcomes (51). As Rowe has argued, 
attempting to treat people who use drugs outside of the family context 
may seriously undermine individual recovery (51). Gathering 
evidence on this issue could help family support and treatment 
services assess the need for developing support programs and 
materials for women in mid-life and older age actively using drugs or 
in recovery.

Conclusion

This paper explores from women’s standpoints, and within the 
context of mid-life and older age, their relationships within and out 
with the family thereby providing greater depth and understanding on 
a relatively under-researched area in United Kingdom substance use 
research. In doing so, the paper provides an original and important 
contribution to studies that seek to understand the intersection of 
gender, drug use recovery, aging, and social and family relationships.
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Limitations

This was an exploratory study of 19 women in mid-life and older 
age across the North East of England and Scotland. As with qualitative 
inquiries in general, the findings of this study cannot be  said to 
represent the relationship experiences of all women with a history of 
illicit drug use. Utilizing convenience sampling may have resulted in 
sampling bias therefore speaking with a greater number of women in 
mid-life and older from across the United Kingdom would elicit a 
wider range of views and experience while talking to a larger number 
of women in their fifties and sixties could elicit further information 
on the impact of aging on women’s family relationships. For example, 
how do older women navigate and negotiate family expectations 
around caring for elderly parents? Moreover, including older women 
from other underserved groups such as women experiencing 
homelessness, women of color and women in the criminal justice 
system could add further insights into relationships and recovery 
among women in mid-life and older age with histories of illicit drug 
and other substance use. There may have been an opportunity to 
compare the women’s recovery journeys across different income and 
education levels and according to sexual orientation, however these 
demographic details were not sought or provided. Reflecting on the 
analytical process, two or more coders to allow for inter-rater 
agreement on a coded transcript would strengthen the analysis. 
Nevertheless, this study was conducted by an experienced researcher 
and supervised by experienced and published academics within the 
field of addictions and additive behaviors.
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Helping themselves and helping 
others: how the passage of time 
influences why mothers with 
addictions take part in research
Karen Crawford †, Lynda Russell *†, Sharon Graham  and 
Fiona Turner 

Mental Health and Wellbeing, School of Health and Wellbeing, University of Glasgow, Glasgow,  
United Kingdom

Introduction: Women with addiction issues are under-researched, despite 
previous evidence that women’s needs are less understood than men’s and that 
services can overlook gender-specific issues. The majority of women in treatment 
are mothers and a significant number have contact with child welfare services. 
The voices of these women are needed to shape and influence evidence-based 
treatment and service development.

Aim: To examine reasons and rationale for participation in research in mothers 
with addiction issues and involvement with the child welfare system.

Method: Reflexive thematic analysis was used on interview transcripts from 
two qualitative studies. Individual themes from each study were combined and 
analysed to develop themes covering both studies and at different timepoints in 
process of child welfare assessment or removal of child/ren.

Results: Three themes were identified (1) altruism; (2) personal benefit; and (3) 
empowerment. These mothers wanted to help with research. However, they also 
participated with the hope that this might facilitate the return of their children or 
help them to access support or services. A change over time was evident and, 
in those further down the line from child removal, there was a stronger want for 
their voices to be heard in order to advocate for other women and create change 
in services.

KEYWORDS

mother, participation in research, doubly vulnerable, addiction, child welfare, altruism, 
empowerment, personal benefits

Introduction

Men outnumber women in drug and alcohol treatment services, and this can result in 
women’s needs being overlooked (1–4). In Scotland, rates of drug related deaths are higher than 
the rest of the United Kingdom and Europe (5), with women’s deaths increasing at a faster rate 
than men (6). It is more important than ever to better understand the gender-specific needs of 
women with addictions to improve treatment, support services and outcomes for women.

Some gender-specific issues are already known, such as women having a poorer uptake 
of addiction services (7) and a greater likelihood of presenting with histories of trauma and 
interpersonal issues (1, 3, 4). Mothers with an addiction are also more likely than fathers to 
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be primary carers for their children, impacting on the time and 
resources that allows their full engagement with services (8, 9). 
There are also concerns that women in addiction services are under 
researched (2, 10) making it unclear if services are offering 
evidence-based interventions.

High rates of women engaged with addiction treatment 
services are mothers and many of those are involved with child 
welfare services (10, 11). Women who experienced the removal of 
their children through child welfare proceedings describe feeling 
stigmatised and powerless (12). The lack of research into their 
needs may contribute to this experience and their participation in 
research can provide a much-needed insight into their 
lived experience.

Women with addictions who have had children removed can 
be viewed as ‘doubly vulnerable’ (13); vulnerable because of their 
addiction and any associated mental health issues, and vulnerable 
because of their child welfare circumstances. Care must be taken 
with conducting research with people who could be   
termed ‘vulnerable’ in order to attempt to uphold the ethical 
integrity of research (14). When ‘doubly vulnerable’ we tend to 
exclude these individuals from research (15), thus avoiding 
ethical dilemmas.

When recruiting and retaining participants in research, gatekeeping 
can be amplified where professionals are worried about potential harm 
because of a participant’s diminished competence, powerlessness, or 
disadvantaged status (16), jeopardising the generalisability of results (17). 
Gatekeepers “face an ethical conflict between enabling potential 
participants to exercise their right to choose whether or not to participate 
in the study and protecting potential volunteers against the perceived risk 
for undue harm” (18). When considering women with addictions, 
professionals may be worried about capacity to consent or that the timing 
of the participation is too risky in terms of the women’s recovery 
or wellbeing.

These common barriers and dilemmas prompted us to explore, 
from their own perspective, mothers’ reasons for taking part in two 
different studies involving mothers with addiction issues whose 
children had been removed from their care:

Study 1: a nested qualitative study exploring consent processes within 
the process evaluation of the Best Services Trial (BeST?), a Randomised 
Controlled Trial (RCT) which measures the effectiveness of an infant 
mental health approach when under 5 s are removed from the care of 
their parents. For more information on BeST? See Crawford et al. (19).

Study 2: a qualitative study focused on the experience of having 
children removed and contact with services in women within a 
Scottish Drug and Alcohol Recovery Service.

Research aim and question

This brief research report aims to better understand why ‘doubly 
vulnerable’ mothers with addiction issues would take part in 
research, particularly as there is potential for the research to touch 
on the sensitive issues surrounding the removal of their children at 
a time where there may be multiple demands on their time from 
statutory services.

Research question: what are these mothers’ reasons and rationale 
for taking part in research?

Methodology

Design

This study is qualitative in design and is a secondary analysis of 30 
semi-structured interviews with mothers in studies 1 and 2 above. 
Data were collected between 2012 and 2021, at which point the 
research questions were broader than that of the current study, and all 
data relevant to the current research question was extrapolated from 
the transcripts. Study 1 (Mothers in BeST?; MB) provided 18 
transcripts and Study 2 (Mothers experience of removal; MR) 
provided 12 transcripts. Interviews lasted between 20 and 135 min 
(mean 73 min). Additional information about the studies can be found 
in Supplementary material.

Data collection

In Study 1, interviews were conducted by FT and KC face-to-face 
in participant’s home or by telephone while in Study 2 they were 
conducted in an NHS Health Centre by LR. In the original studies, all 
data were collected by one-to-one semi-structured interviews, audio 
recorded and transcribed with consent. Transcripts were anonymised 
by removing any identifiable information (such as location, service 
names, and names of children, partners, family, and workers) and all 
mothers were allocated a pseudonym.

Description of the sample

Participants in the pooled dataset included 30 birth mothers with 
addictions issues, contact with child welfare services and had/have 
child/ren removed from their care. Additional details for context are 
provided in Table 1.

Ethics statements

Ethical approval was granted by West of Scotland NHS Research 
Ethics Service for both studies (Study 1—15/WS/0280; Study 2—17/
WS/0255).

Data analysis

We based our design on the framework developed by Haynes and 
colleagues (20), where multiple qualitative datasets were combined for 
analysis. Both studies had commonalities in participants, design and 
methodology, such as familiarity of the concept and data collection 
methods of the original studies. In addition, the original studies plus 
this analysis were approached from a similar epistemological position 
of phenomenology.

Data were analysed using Braun and Clarke’s six phases of 
reflexive thematic analysis (21) as this approach is suitable for a variety 
of theoretical frameworks and allows for flexibility in analytic scope. 
Due to the limited research in this area and our phenomenological 
stance, we used an inductive orientation to ensure that our analysis 
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was driven by the data. To ensure adherence to rigour and fidelity to 
the analytical approach, we were guided at all stages by Braun and 
Clarke’s quality checklist (22) and their guidance on quality practice 
and reporting (23).

KC (Study 1) and LR (Study 2) reviewed data from their own 
studies. Individually, each went through every transcript and 
identified any lines or sections where participants discussed their 
motivations for participating in the respective studies. This data was 
then used to create new transcripts relating only to their reasons for 
participation in the study. Following Braun and Clarke’s guidelines, 
KC and LR began familiarisation to become immersed in the data. 
This led to semantic and latent coding of the data and the generation 
and revision of themes. An individual report on the themes 
developed was produced for each data set. Following this individual 
process, FT repeated the process with the transcripts and themes 
from the individual data sets and developed themes for the combined 
dataset. This time the analysis, while still taking an inductive 
orientation, focused on areas of similarity and difference to see if 
motivation and reasons for participating in research were consistent 
or changed over time and between groups. SG reviewed the themes 
for the combined dataset and gave feedback as an expert 
by experience.

Researcher characteristics and reflexivity

The authors of this paper have various perspectives on the issues 
that this paper highlights: a clinical psychologist involved in research 
and clinical work with these mothers; a trial manager recruiting this 
target group; a mother with lived experience of addiction and child 
removal, who has supported women in similar situations and works 
in research; and a qualitative researcher and psychologist who has 
conducted substantial research with various stakeholders involved in 
providing support to this group. These multiple perspectives are 
viewed by the authors as an analytical strength in reflexive thematic 
analysis where subjectivity is viewed as a key feature (21). That said, 
we do recognise that our roles and experiences are likely to make us 
more inclined to support participation of ‘doubly vulnerable’ 
participant groups in research.

Results

Three themes were identified for understanding participants’ 
reasons for participation in research, which are titled as altruism, 
personal benefits and empowerment. Altruism describes reasons for 
research participation in relation to helping others, personal benefits 
in relation to helping themselves, or improving their own situation 

and empowerment explores motivations for using research as a vehicle 
for using their lived experience to speak up and make change. See 
Table 2 for the themes and subthemes.

As altruism has already been found to be a common factor for 
participating in research, we will describe this theme briefly and focus 
instead on the other two themes which provide a more nuanced 
insight into notions of “helping others” and other reasons for 
participating in research and highlight the temporal aspect of the 
themes depending on where mothers were in their timeline of 
assessment or removal of their children.

Altruism

In common with participants in research generally, many of the 
mothers taking part in both studies felt that the research was an 
opportunity to use their situation to generally “help” with research “I 
hope it helps” (MR Lynne); with some mothers having an overarching 
goal of helping children:

“I am  agreeing to it because I  think it might help kids… 
I am hoping it helps other children as well.” (MB Katie)

Personal benefits

A key motivator for taking part in the research was one of self-
interest. Three sub-themes were identified: (1) participating to aid the 
return of their child/ren from care via the perceived mechanism of 
co-operation; (2) participating in order to gain access to services and 
support; and (3) participating to help their future selves.

Participating to aid the return of their 
child/ren from care via the perceived 
mechanism of co-operation

For participants whose children were recently taken into care 
(predominately MB Mothers), participating in research was about being 
seen to cooperate with social work processes and increase their 
likelihood of having their child/ren returned. Although the research is 
separate to social work services, participation was seen as part of a bigger 
picture of trying to get their children back, inextricable from 
other proceedings:

TABLE 2 Themes and subthemes.

Theme Subtheme

Altruism

Personal benefits Participating to aid the return of their child/ren from care via 

the perceived mechanism of co-operation

Participating to gain access to services and support

Participating to help their future selves

Empowerment Being heard

Giving voice to others

TABLE 1 Demographic factors for sample.

Demographic factors Years

Mean age 34 years

Age Range 21–49 years

Time since involvement with social work 

or removal of children

0 months–20 years

Child age at assessment or removal Birth–7 years
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“It is just part of getting my girls home… I thought it would help 
on my part as well, like to help to get the kids back.” (MB Eleanor)

This aim to be seen as co-operative above all else meant that the 
position and reality of voluntariness was sometimes questioned. In the 
context of desperation for the speedy return of their child/ren, the notion 
of having choice over participation was seen as illusive even although 
understood by mothers as an explicit aim of the research process:

“[There was] a choice not to sign up, but no choice because 
we were trying to look for a parenting assessment so at that time 
it was sort of a good time to sign up because it was the last option. 
I just sort of signed up and then got information later.” (MB Paula)

“It’s happening whether you like it or not.” (MB Alice)

In seeking to demonstrate co-operation, mothers in the MB group 
sometimes expressed a sense of confusion about the distinction 
between the research and social care proceedings despite clarification 
from the research team. This led some to perceive that their 
participation may be encouraged or endorsed by social work services. 
In the absence of certainty on this point, mothers were keen to 
participate in case it was seen as favourable by social work services. In 
other words, they were prepared to ‘cover all bases’ when it came to 
demonstrating their willingness to cooperate in the hope of expediting 
the return of their child/ren:

“I wasn’t really clear if this was actually something social work 
wanted me to do or if it was just completely voluntary on my 
behalf.” (MB Janice)

However, this can be  contrasted with the mothers in the MR 
group which included some mothers who were still undergoing 
assessment. Mothers in this study did not consider participation as a 
potential means of reunification possibly indicating that the setting 
and context of the research—recruited via social services prior to their 
parenting capacity assessment versus through their Alcohol and Drug 
Recovery Service—had an impact on both their understanding of the 
studies and their motivations for participation.

Participating to gain access to services and 
support

Some mothers perceived participation as a chance to address the 
issues that led to them having their child removed, with the MB 
mothers having the aim of improving their parenting:

“I was willing to do anything or try and kind of grasp onto 
anything I could do towards like parenting classes or support…
anything I could do regarding work on myself to get my daughter 
back.” (MB Janice)

This sub-theme also housed perceptions about a need for support 
more broadly than the return of children from care from both groups 
of mothers:

“I’ve got loads of demons to work through.” (MR Annie)

High levels of unmet need in relation to parenting and their own 
mental health were apparent in the interviews:

“It’s very, very frustrating… My son is coming up for a year and 
I’m still waiting for my therapy and everything else.” (MB Amber)

It is possible women were using the interviews to meet with 
professionals to discuss this unmet need and potentially access 
alternative sources of support that were not provided through 
their current support systems. Annie (MR), for example, asked if 
she could attend the Women’s Trauma Group run by LR: “I can 
still work with you  and [Nurse co-facilitator] and do all that, 
can’t I?”

Mothers (predominately the MR group) also highlighted that they 
felt that contact with child welfare services and the removal of children 
was a difficult experience which exacerbated their pre-existing issues 
and increased their need for further support:

“That’s a huge trauma, losing your child.” (MR Lisa)

Participating to help their future selves

Although mothers had insight into their current circumstances, 
most of the mothers, and particularly the MR group, also had hope 
that, one day in the future, they might be able to take their knowledge 
and experience and work with other mothers who have had 
children removed:

“I am not fit to do work or anything, but if I did that’s what I would 
do, addiction or…and to help mothers out there.” (MR Lynne)

Mothers, again, positioned this aspiration within the context of a 
lack of support:

“I would love to work, you know once I have dealt with all this 
stuff, in the future I would love to be able to work with parents of 
accommodated children because there is a total feeling of 
abandonment.” (MR Toni)

While not able to work or provide the support they would like to 
at this time, by participating in research the mothers were able to 
perceive this as a step towards this goal and a means of being able to 
work and support mothers in a wider sense at a time where they were 
limited in their own ability to do so.

Empowerment

The data highlighted feelings of disempowerment experienced by 
mothers with addiction issues involved in the child welfare system, 
with taking part in research being viewed as a chance to speak up and 
to make change. This theme has two sub themes: (1) being heard and 
(2) giving voice to others.
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Being heard

Most of the mothers felt that the social work processes they were 
involved in were focussed on their children:

“The whole process from start to finish, it was all about my child 
which is understandable.” (MR Lisa)

But this came at the risk of not having their own stories and 
experiences fully understood. Mothers, particularly those with more 
time between assessment/removal and the interview, spoke about 
wanting to have their own voices heard. Participating in the research 
provided them with an opportunity to discuss their experience from 
their point of view and to tell their own story or version of events. This 
was felt as empowering:

“This is the first time I’ve ever been asked anything about how it 
feels to lose my children.” (MR Annie)

“The main thing is being heard.” (MR Shona)

Some felt the information about themselves in social work reports 
was out of date or incorrect; by agreeing to the interview, they had an 
opportunity to tell their own story, with no possibility of an alternative 
version being construed.

Beyond being heard and “setting the record straight,” mothers 
recognised the impact that the lack of voices of mothers may have on 
research or service development and planning. Researchers listening 
first-hand to their stories and experiences was seen as vital in 
developing and improving services:

“Obviously you [researcher] are doing a lot of reading, but you are 
also coming to see people, you are getting involved and you are 
doing it right.” (MR Annie)

Mothers felt that there was a whole narrative behind actions and 
decisions that needed unearthed in the research process. This was seen 
as integral to providing context to situations where children 
are removed:

“I felt beforehand this could be really worthwhile, you know, a 
study taking place for, like, others to look from outside the box 
to see what is going on here, and yeah I  was really quite, 
you  know, I  wanted to do it and really grasped onto it.” 
(MB Janice)

“We do not just have kids and give them away, that’s not the way 
it is.” (MR Jess)

Participating in research also gave mothers the opportunity to 
provide advice and feedback to social work services. A need for a 
more compassionate and constructive approach was highlighted, 
which mothers felt would aid the ability to change via focusing on 
how to improve. The existing approach was often seen as 
deficit-focussed:

“I know they have got to do their looking into things and 
making sure things are as they are supposed to be, but 
constantly getting told that you were untidy, unclean or did not 
have enough food, there was never any …this is what you need 
to do…or anything like steering you  in the right direction.” 
(MR Shona)

Giving voice to others

During their interviews, mothers talked about other women 
they knew who had their children removed or more 
generally  about the population of women who have had 
children removed.

Mothers who had support from partners, family, or friends or 
who had additional resources (such as finances, knowledge of the 
system or a lawyer) reported concerns about women without these 
same opportunities. They described feeling worried about these 
women and wanted to participate to increase knowledge and support 
for mothers who have had children removed but who may not have 
the same ability as themselves to be  heard. Although related to 
notions of altruism, this sub-theme illuminates a more specific wish 
to “help” that represents a desire of mothers to not only be given their 
own voice, but to also be a voice and advocate for other mothers. This 
particular group of mothers saw participating in research as a 
mechanism by which inequalities in mothers’ abilities to be heard 
could be redressed by those able to use their voice, representing more 
than just their own views:

“You are just kind of left to flounder on your own and 
I am fortunate that I was able to source and get and ask and do, 
but it is for the people who…have come from the council schemes 
[social housing in areas of socioeconomic deprivation], the 
broken homes, the non-educated or whatever… haven’t got the 
ability.” (MR Toni)

“If it wasn’t for my mother, I do not know how I would have 
probably dealt with all that myself, probably would not have, and 
that’s a shame because the thought of all those mothers that do not 
have that support, and just get their weans [children] taken away 
and that’s it, and then they give up.” (MR Lynne)

Discussion

Mothers gave rich descriptions of their reasons for taking part 
in research. The themes suggest that participation in research for this 
group is multi-faceted, just like other participant groups (24–26). 
While aiming to improve their own situation was a key motivator for 
participation, mothers also gave descriptions of participation that 
included benefits related to empowerment, an ability to help and to 
‘finally have a voice’. Placing these themes in the context of their 
wider life circumstances, participants conveyed an overarching sense 
that they have limited opportunity elsewhere to have these needs 
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met. In essence, mothers participated on the perception that this 
would help their current and future circumstances but also to 
help others.

Similar to previous research, our results show it is possible for 
vulnerable groups to participate in research at challenging times and 
to discuss sensitive topics. Mothers wanted to help and could make 
decisions about potential benefits to themselves and others if they 
participate. Our results add support to the concept that altruism and 
social change are powerful motivators for participation (24, 27); in 
addition to personal benefits (28, 29) including being able to access 
treatment or improve quality of life (30).

Previous research has highlighted that motivations vary between 
and within groups. For example, financial rewards are motivating but 
not the most common reason for participating (30, 31) and can 
be more likely to motivate certain groups such as younger participants 
or those with financial pressures (30). Our results expand on this by 
showing that the passage of time has an impact on motivation. While 
there were common motivations across both groups, only mothers 
currently undergoing assessment were motivated by a perception that 
co-operation may help with reunification with their children. On the 
other hand, mothers who had completed their assessments and had 
time to reflect on the process were more likely to be motivated by the 
thought of helping their future selves and using their voice for 
advocacy for other mothers and to shape/influence services.

The data comes from two different studies, and we believe that 
combining and synthesising specific elements of the original datasets 
was justified and strengthened the analysis and conclusions. By 
having each stage of the analysis conducted by a different author and 
then reviewed by an expert by experience, we hope to have reduced 
any possible bias. However, despite combining data from two 
different studies, the participants were all recruited from the same 
area in Scotland, increasing the likelihood of homogenous 
experiences and responses may have differed if the mothers were 
recruited from other areas. As this study used secondary data from 
two different studies, there are limitations with this approach as the 
studies had separate aims. The data about participation was taken 
from the wider interviews and not all questions were related to this 
area. All the mothers discussed their motivations and reasons for 
participation in their interviews, some without prompting, 
highlighting this as an important issue for them. However, we may 
have obtained more detailed responses if asking more directly about 
participation or if the interviews focused more in this area. As this 
study only interviewed those who participated in research, we lack 
the views of those who chose not to participate. Similarly, while 
we focused on why the mothers participated, it would be beneficial 
to explore barriers to participation and strategies to increase 
participation as this information could shape future research with 
this group.

Final reflections by expert by experience

SG—“Reflecting on this paper reminds me of the many times 
where I, and lots of women I have worked with, have felt unheard and 
just wanted someone to listen to how our lives could be made better 
had we been asked what we needed as there can be a real lack of 
understanding. As I read over this paper, I remember someone asking 
me research questions even though I was seen as vulnerable, and it 

changed my life for the better in so many ways. It’s the reason I believe 
that research is hugely beneficial and greatly needed so that a way can 
be found to make the lives of women in addiction a better one, which 
will then in turn give children a better chance at life too. I think this 
paper shows that.”

Conclusion

This study has shown that despite being ‘doubly vulnerable’ these 
mothers wanted to participate in research for their own benefit and 
the benefit of others. However, research needs to remain mindful of 
issues about consent and vulnerability and designing inclusion, 
exclusion and referral pathways appropriately, and with the right 
processes and safeguarding in place (14), as we have a responsibility 
to conduct research that is relevant to all members of the population. 
When a population is ‘doubly vulnerable’, it is even more crucial that 
this research is done. It is only the ‘doubly vulnerable’ who can answer 
certain research questions (13); otherwise, appropriate interventions 
cannot be developed to improve treatment options and services and 
to reduce drug-related deaths and the impact that addiction has on 
women and their children. We need to listen to these voices.
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