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ABSTRACT 

The study of female substance use has traditionally 

been neglected. Yet female substance abusers differ from 

their male counterparts in the areas of economic resources, 

vulnerability to impaired family relations, abuse and 

victimization, social isolation, shame and stigma when 

entering treatment, and treatment resources to meet their 

needs as women and mothers. Despite this, females do as 

well, or better, than males in treatment. However, the 

number who actually complete treatment is still very low. A 

grounded theory approach was used to identify conditions 

influencing treatment retention and to develop a model of 

women's recovery from substance use. Miller's mutual 

empowerment model was used to generate preliminary 

hypotheses. Miller's model states that women's 

psychological development occurs in the context of their 

relationships and connection to others. It was hypothesized 

that the relationship with the treatment provider would be 

the critical variable influencing treatment retention. It 

was further hypothesized that supportive, empowering 

relationships are a crucial aspect of recovery, as well as 

the emergence of a new identity. These hypotheses were 

supported. A model, recovery through connections, was 

developed. A woman's recovery is dependent upon the 

connections she forms with treatment and herself. The 
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importance of these connections is derived from the woman's 

need to fill a void, or state of deficit. The recovery 

process consists of two stages: connection with treatment 

and connection with self. Connection with treatment 

represents a positive connection with treatment. This 

connection is facilitated or hindered by positive and 

negative treatment characteristics. Positive treatment 

characteristics facilitate the formation of supportive 

relationships and lead to treatment completion. Negative 

treatment characteristics impede their formation and lead to 

quitting treatment. In the connection with self stage the 

woman is learning to meet her own needs and access power 

within herself. Personal qualities facilitating this 

connection are will, resourcefulness, spirituality and 

trusting others. Qualities hindering this connection are 

shame and self-doubt. Two contextual factors influencing 

the model are external forces and mothering. The final 

outcome is transformation. In transforming her life the 

woman transfers her connections from a using lifestyle and 

culture to a non-using, prosocial lifestyle. 
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The underlying assumption of science is that it is 

neutral, objective and value free. In order to maintain 

this objective neutral stance, scientists detach themselves 

from the political and social implications of their research 

and focus on research for the sake of research (Witt et al., 

1989). Yet, research findings often influence policy and 

vice versa. Research funding opportunities are often 

influenced by the prevailing political climate. Therefore, 

given these links among research, policy and funding 

opportunities, the question arises of how well can 

scientists actually detach themselves from the political and 

social implications of their research? 

Extending this position, one notes that this 

assumption, scientist equals objective, has been applied to 

other expert positions as well. Accordingly, it is assumed 

that "expert" equals objective, neutral, and value free. 

Expert in this case being policy makers and substance abuse 

treatment providers. However, feminists have criticized 

this prevailing assumption, arguing that research and policy 

reflect current cultural stereotypes and biases, rather than 

being neutral and value free. The obvious omission and 

misrepresentation of women and gender in social science 

research illustrates just how often scientists have failed 
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to be objective and how value-laden research really is 

(Wylie, Okruhlik, & Thielen-Wilson, 1989). Feminists have 

criticized the prevailing political and social structure 

which not only disenfranchises women, but discounts their 

value as knowers or sources of information. Furthermore, 

even when research is conducted on women's issues, it is 

often conducted and interpreted with an androcentric bias 

reflecting cultural stereotypes about women (Wylie et al., 

1989). One area where these criticisms apply is the 

research, policy and treatment of female substance abusers. 

Neglect of Research and Treatment of Female Substance Abuse 

Women are considered a "special population" in the area 

of chemical dependency research and treatment because they 

are traditionally underserved (Reed, 1985). Historically, 

very little has been published concerning female substance 

abuse. The earliest and most extensive treatment outcome 

review was conducted by Emrick (1974). Emrick reviewed 

alcohol treatment outcome studies published between 1952-

1971. In Emrick's review only 40.6% of the studies included 

any women at all and when one examined the percentage of 

women subjects in the study samples it was an alarming 6.2%. 

In addition, only 10.3% of the studies examined women 

separately from men. The percentage of women only studies 

was 1.5% as opposed to 59.4% of the studies focusing on men 



onlyl. Vannicelli (1984a) extended Emrick's study to 

include studies published between 1972-1980. In the 

subsequent 9 years, the percentage of women in the study 
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samples increased to only 7.8% and the percentage of studies 

including women increased by only 4.2%. Similarly, the 

number of women only studies increased to only 2.3% in 

comparison to 55.2% of the literature consisting of men only 

studies. The percentage of studies separating women's 

results was a meager 11.6%. In addition, Vannicelli 

combined the data from Emrick's review with her own. In a 

total of 530 treatment outcome studies published between 

1952-1980, only 7% of the subjects were women. In the 29 

year period studied, the actual number of women included in 

follow-up samples was only 8,006 (out of a total sample of 

112,146), while the number of women for which there was data 

distinguishable from men was only 3,278. 

A more recent review of treatment outcome studies 

(1984-1989) found the ratio of women to men in research 

samples comparable to current prevalence estimates 

(Toneatto, Sobell, & Sobell, 1992). For alcohol treatment 

outcome studies, the ratio of women receiving treatment was 

slightly greater than the current prevalence rate. However, 

1 The actual gender statistics are not available in this 
study. Emrick calculated them for a review article for Blume 
(1980) . 
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gender differences were still not examined in most of these 

studies. Only 12% examined dropout by gender, only 21% 

reported follow-up data by gender, and only 38.6% of the 

studies reported outcome by gender. These numbers suggest 

that gender is slowly being recognized as an important 

variable to consider in substance abuse treatment and 

research, yet research and treatment of female substance 

abuse is still deficient. 

There are several reasons for this conspicuous lack of 

attention to female substance abuse. Researchers in this 

area tended either to ignore women, combine them with men 

for analyses, or consider their results uninterpretable when 

they differed from the results of men (Reed, 1987). One 

factor influencing the paucity of research and treatment of 

female substance use was the attitude of researchers and 

treatment providers toward female addiction. Female addicts 

were considered sicker, harder to treat, less motivated, and 

more deviant than their male counterparts (Annis & Liban, 

1980; Reed, 1985). Another influential factor was the 

social stigma attached to female substance use. It was 

thought that because of the negative social consequences for 

drinking or drug use, women were less likely to develop 

substance use problems; however, while this stigma may have 

served to prevent some women from excessive use, it actually 

kept women with problems in hiding (Blume, 1990; Lex, 1991). 
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One possible explanation for the neglect of women in 

these studies may be that there are simply not that many 

women with substance abuse problems presenting for or even 

needing treatment. In fact, women are often excluded in 

large studies because of their small numbers (e.g., Polich, 

Armor, & Braiker, 1981). However, there is evidence to 

suggest that this is at most, only a partial explanation for 

why women have been neglected. The presence of sexism in 

this area of research was documented by Vannicelli (1984a) 

in her review. She reported that female first authors not 

only sampled a greater percentage of women subjects, but 

they were also more likely to specify the number of males 

and females, report findings by gender, and attempt to 

identify prognostic indicators for women. In a more recent 

review of treatment outcome studies, Toneatto et al. (1992) 

found no difference in the number of male and female 

subjects according to sex of the first author for alcohol 

outcome studies. However, male first authors sampled 

significantly more men than women in drug treatment outcome 

studies. 

Additional evidence for sexism in drug and alcohol 

research is illustrated in a review of the content of 

articles concerning female drug abuse (excluding 

alcoholism). Davidson and Bemko (1978) reviewed articles 

concerning female drug use published between 1966 and 1975. 
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This time period was chosen to determine if the women's 

movement of the 1970's influenced how women were studied. 

Interestingly, the authors had difficulty even locating 

articles concerning female substance use because the indices 

searched did not use "women" or "female" as key search 

words. Prior to 1970, the woman drug abuser was studied 

largely as an epidemiologic statistic or as a reproductive 

unit, for example, she was important only because she was 

the carrier of the fetus. Some attention was paid to 

characteristics of incarcerated female drug abusers at this 

time. After 1970 articles began to focus on female drug 

abusers as women, that is, their roles as wife, mother and 

worker. By 1975 40-45% of the articles concerning female 

drug abusers focused on their concerns as women. The 

percentage of articles focusing on women as epidemiological 

statistics had decreased, while the percentage of articles 

in the remaining category varied from year to year, yet 

still remained a major focus of study. The authors 

interpret their findings as evidence for the influence of 

social and cultural factors on issues chosen for research. 

Furthermore, this demonstrates the ability of a change in 

social attitudes, in this case the women's movement, to draw 

researchers' attention to issues neglected because of biases 

present throughout society and science. 

An example of sexism in treatment providers can be 
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found in one author's personal experience as a therapist in 

a male-dominated therapeutic community. Schultz (1974) 

initiated women's only therapy groups and began to advocate 

for and exercise treatment rights for women. Women's roles 

prior to these changes included acting as hostesses at 

social events, kitchen work, and role playing sisters, 

mothers, or partners in the male residents' therapy 

sessions. During this time the number of women at this 

treatment facility increased from 13 to 33 and completion 

rates increased from 35% to 59%. At this time the male 

community reacted with a series of caucuses and charges 

against the author forcing her to leave. In the 3 years 

following her departure the number of women in treatment 

dropped to 14 and the completion rate dropped 38%. The 

women's unit was taken over by a male coordinator and male 

therapists. 

A disparity between incidence and prevalence rates of 

female substance abuse and the percentage of women in 

treatment programs also exists, suggesting that there are 

indeed reasons other than small numbers of female substance 

abusers why women have been neglected. Estimates at the 

time the earlier review studies were conducted placed the 

ratio of male to female alcoholics at 3:1 and 4:1 

(Vannicelli, 1984a). More recent estimates indicate that 

gap may be narrowing, while treatment ratios are remaining 
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constant. According to one recent estimate, ratios of males 

to females in treatment vary anywhere from 2:1 to 10:1 

(Reed, 1987). Another recent estimate places the percentage 

of women in substance abuse treatment programs at 27.5% 

(SAMHSA, 1993a). In the latest National Household Survey on 

Drug Abuse, women comprised 29.5% of frequent alcohol users, 

43% of frequent cocaine users, and 33% of frequent marijuana 

users (SAMHSA, 1993b). Williams, Grant, Hartford, and Noble 

(1989) estimated that in the 1990's females will comprise 

approximately 1/3 of those with alcohol abuse and dependence 

problems. Another indicator of prevalence, emergency room 

visits, confirms that estimate. Of those admitted for drug 

abuse problems as a result of drug dependence in 1991, one 

third were women (DAWN, 1992). While there may be a 

difference between use and actually needing treatment, these 

statistics suggest that women may indeed be a hidden 

population needing additional research and treatment. With 

prevalence rates at 30% or higher, studies consisting of 

only 7-8% females, and studies of female addiction 

comprising approximately 5% or less of the substance abuse 

literature, much needs to be done. 

In the last two decades two main forces have served to 

bring the problem of female addiction to the forefront. 

First, the women's movement served to highlight the need for 

women to be viewed as a special population (Lex, 1991). In 
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addition, Federal legislation was passed in the 1970's 

mandating specialized drug treatment programs for women. As 

a result of this legislation, more funding became available 

not only for developing specialized drug treatment programs, 

but for research on the characteristics of female substance 

abusers (Brown, 1992). As a result, research and treatment 

of female substance abuse has increased, although it is 

still lagging behind research and treatment for and about 

men. 

Reed (1985) has argued that gender needs to be viewed 

as a culture, and service delivery, policy, and research in 

this area needs to incorporate the theory and techniques of 

cross-cultural service delivery. In keeping with a cross

cultural approach, service providers, researchers, and 

policy makers need to be aware of their own assumptions and 

perceptions of a specific group, in this case women. The 

above discussion illustrates the effect these biases can 

have on research. Assumptions of and attitudes toward 

female substance use severely limited research and 

treatment. With the advent of the women's movement 

attention was focused on this issue and, as a result, the 

study of female substance use increased. 

The present study will focus on the experiences of 

women as they recover from substance abuse. Research 

examining the issue of female substance abuse from the 
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women's perspectives is one method for exploring this issue 

to overcome some of the biases present in earlier research. 



Chapter 2 

Literature Review 
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The following literature review will show how early 

attitudes toward female substance abusers mirrored popular 

stereotypes and attitudes. Following a change in social 

consciousness, inspired by the women's movement and a change 

in national policy, the study and treatment of female 

substance abuse improved. Popular misconceptions were 

debunked and a more accurate, yet still evolving, picture of 

female substance emerged. The following literature review 

will focus on gender differences which have been found in 

the area of substance abuse. The parallel between the 

research findings and the roles women are typically assigned 

in this society will be evident from this review. However, 

it will become apparent that the emerging evidence and 

knowledge about women's unique development and status in 

this society has yet to be incorporated into substance abuse 

treatment. Biases in the assumptions about and perceptions 

of women also will be apparent. 

The review will examine research conducted primarily in 

the last 20 years concerning gender differences in substance 

abuse. Differences between the sexes can manifest in two 

primary areas: 1) the actual experience of addiction, for 

example, etiology, lifestyle, addiction impact; and 2) the 

experience of treatment, for example, entry into treatment, 
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treatment delivery, and treatment outcome. Findings in both 

of these areas will be reviewed. In addition, a goal of 

this review is to demonstrate the social context which 

contributes to the characteristics and development of female 

addiction, as well as the philosophies of the researchers, 

treatment providers, and policy makers. The literature 

review will focus first on differences between females and 

males in the addiction experience. Gender differences in 

the experience of treatment will be examined next. 

Gender Differences in the Experience of Addiction 

Demographics 

The first question which needs to be answered is: "Are 

there any differences in the characteristics of male and 

female substance abusers?" Are we justified in stating that 

the sexes need to be not only studied separately, but 

treatment approaches need to vary based on these 

differences? Studies of gender differences in addiction 

characteristics typically compare male and female treatment 

clients on a number of background characteristics. 

Typically, there are only a few significant differences, 

however, they are important with respect to treatment and 

indicative of women's lower economic status in society. In 

terms of demographics, few or no differences have been found 

for age, race, marital status, and education. A few studies 

have found that women in treatment tend to be younger than 
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men at admission (Ginther & Kadden, 1991; Moise, Reed, & 

Ryan, 1982; Tunving & Nilsson, 1985), however, most studies 

report no age differences. Differences have been found for 

employment (Denier, Thevos, Latham, & Randall, 1991; Wallen, 

1992). Women in treatment are less likely to be employed 

than men (Anglin, Hser, McGlothlin, 1987; Denier et al., 

1992; Griffin, Weiss, Mirin, & Lange, 1989; Moise et al., 

1982; Wallen, 1992). Women are more likely to be employed 

in lower status occupations than men (Denier et al., 1992; 

Griffin et al., 1989). Even with equivalent education, 

women are less likely to be employed than men (Denier et 

al., 1992; Ginther & Kadden, 1991). Women are more likely 

to be receiving welfare or disability (Anglin et al., 1987; 

Eldred & Washington, 1975; Ginther & Kadden, 1991; Moise et 

al., 1982). Additionally, women are more likely to live in 

an apartment (Ginther & Kadden, 1991) and to be raising 

children (Eldred & Washington, 1975; Ginther & Kadden, 1991; 

Moise et al., 1982). However, males are more likely to have 

a history of criminality (Anglin et al., 1987; Ginther & 

Kadden, 1991; Holsten, 1985; Moise et al., 1982; Wallen, 

1992). These differences mirror women's lower economic 

status in society, in general. Resolving this lack of 

economic resources may be critical to the successful 

recovery of female substance abusers. 
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Family Background 

The impact of family characteristics and childhood 

experiences on female and male substance abusers also has 

been examined. It is well-documented that children of 

substance abusing parents are at a higher risk of becoming 

substances abusers (e.g., Cotton, 1979). However, there is 

evidence to suggest that parental substance use may have a 

greater impact on females. Many studies have found that 

female alcoholics are more likely to have an alcoholic 

parent or other family member than their male counterparts 

(Cotton, 1979; McKenna & Pickens, 1981; Midanik, 1983). 

This finding has not been as consistent in studies including 

drug abusers. Two studies found females drug abusers more 

likely to report a family history of substance abuse in a 

first-degree relative (Denier et al., 1991; Moise et al., 

1982). While Wallen (1992) and Holsten (1985) did not find 

a difference between male and female substance abusers for 

parental use. 

Family characteristics other than familial substance 

use may also differentially impact female substance abusers. 

Winokur and Clayton (196B) found that female alcoholics were 

more likely to not know who their parents were or to have 

psychiatrically ill parents than male alcoholics. Female 

alcoholics were more likely to experience some form of 

disruption in the parent-child relationship, either an 
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alcoholic parent, a mentally ill parent, or a divorce or 

death of a parent (Curlee, 1970). Similarly, Moise et al., 

(1982) found that female drug abusers were more likely to 

report having family members with psychiatric problems. 

Holsten (1985) found that female substance abusers were more 

likely to come from a broken home and report problematic 

contact with their fathers than non-using females. 

Comparable differences were not found between male substance 

abusers and non-using males. In addition, Wallen (1992) 

found that female substance abusers were more likely to 

report still being troubled by childhood experiences. 

Experience of childhood abuse also differs for male and 

female substance abusers. These women are more likely than 

men to have been sexually abused as children (Ginther & 

Kadden, 1991; Rosenhow, Corbett, & Devine, 1988; Wallen, 

1992). Additionally, female substance abusers are more 

likely to have experienced childhood sexual abuse than women 

without substance use problems (Miller & Downs, 1993). In 

terms of physical abuse, Wallen (1992) found no differences 

between males and females, however, Ginther and Kadden 

(1991) found that females were more likely to report a 

history of physical abuse. Miller and Downs (1993) also 

found higher rates of childhood parental violence for women 

in treatment as opposed to non-substance abusing women or 

women with minor substance use problems. 
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The above findings indicate that a treatment emphasis 

on childhood and family of origin concerns may be necessary 

for women's treatment. They also demonstrate the importance 

of relationships in women's lives. Theories of women's 

psychological development have focused on women's 

relationships and connections to others as crucial to their 

growth and development (Miller, 1987). These findings 

suggest that women are more vulnerable to impaired 

relationships than men. By extension, women's treatment 

should focus not only on examining dysfunctional childhood 

and family relationships, but women's current relationships 

and ability to create constructive relationships should also 

receive attention. 

Psychological Functioning 

Female substance abusers have traditionally been viewed 

as sicker than men and harder to treat (Annis & Liban, 1980; 

Reed, 1985). This belief is based on the notion that in 

order to overcome the social taboo attached to female 

drinking, a woman must be more deviant initially (Ross, 

Glaser, & Stiasny, 1988). Subsequent research concerning 

the existence of psychopathology in male and female addicts 

has demonstrated that, while there is a tendency for 

psychological symptoms to be more prevalent in females, it 

is the type of psychopathology which differs for male and 

female substance abusers. Further, psychiatric comorbidity 
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is equally common among both male and female addicts. 

Estimates of psychiatric comorbidity range from 47-77% 

(Helzer & Pryzbeck, 1988; Khantzian & Treece, 1985; Ross, et 

aI, 1988). 

Research concerning types of psychiatric diagnoses in 

male and female addicts has revealed consistent findings. 

Studies have found that women are more likely to be 

diagnosed as depressed, while men are more likely to be 

diagnosed with antisocial personality disorder (Curlee, 

1970; Griffin et al., 1989; Helzer & pryzbeck, 1988; 

Hesselbrock, Meyer, & Keener, 1985; Khantzian & Treece, 

1985). While Ross et al. (1988) found that men were more 

likely to be diagnosed with antisocial personality disorder, 

they did not find the corresponding diagnosis of depression 

in women, however, women were more likely to have anxiety, 

psychosexual disorders, and bulimia. Women were also more 

likely to have attempted suicide (Curlee, 1970; Moise et 

al., 1982; Ross et al., 1988). In addition, Helzer and 

Pryzbeck (1988) found that women are more likely to have a 

primary diagnosis of depression, while males are more likely 

to have alcoholism as a 'primary diagnosis. Contrary to the 

above findings, Denier et al. (1991) found that female 

cocaine users were more likely to receive an additional 

psychiatric diagnosis than males. However, these diagnoses 

were made by psychiatrists and clinical staff. A structured 
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interview was used for diagnosis in the other studies 

described. The authors suggest cultural biases in how 

female addicts are viewed as a possible explanation for the 

increased psychiatric diagnoses in females in their study. 

These findings demonstrate that it is not that women 

are "sicker" than men, but that men and women exhibit 

different symptomatology. However, if one is using the 

substance abusing male as the comparison standard, which 

most early treatment and research did, women would appear 

sicker than men. These findings demonstrate how easy it is 

for experts in the field to succumb to societal stereotypes. 

Further evidence of the tendency to apply stereotypic 

notions to mental health problems was found in a study of 

clinician ratings of a healthy adult. Characteristics 

viewed as healthy for a mature adult were similar to those 

viewed as healthy for a mature male. However, the 

characteristics viewed as healthy for a mature female were 

significantly different from either of the above ratings and 

all three ratings paralleled stereotypic ideas of male and 

female behavior (Broverman, Broverman, Clarkson, 

Rosenkrantz, & Vogel, 1970). 

Women sometimes evidence greater psychological distress 

than males upon entry to treatment. Female substance users 

are more likely to have a prior history of psychiatric 

treatment or outpatient mental health utilization (Curlee, 
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1970; Ginther & Kadden, 1991; Moise et al., 1982). Wallen 

(1992) found that women reported more hopelessness, more 

trouble socializing, and a greater need for help with angry 

or violent feelings. Women have lower self-esteem than 

their male counterparts at treatment entry, comparable to 

self-esteem levels of women receiving psychiatric treatment 

(Beckman, 1978; Colten, 1979). Females are more anxious at 

entry, however, males are more guarded (Colten, 1979; Deren 

& Koslowsky, 1977). Interpersonally, females are less 

assertive, more open to relationships, and more responsive 

to others' feelings than men (Colten, 1979). It would 

appear that female substance abusers have more psychological 

difficulties than males, however, as mentioned previously, 

males entering treatment are more likely to have a criminal 

history. Once again, this difference may merely reflect the 

difference in socially approved routes for distress, and not 

indicative of women being "sicker." Further, as will be 

shown later, women face greater obstacles to and stigma for 

entering treatment. These factors may contribute to their 

increased distress upon entering treatment. Additionally, 

feminists have argued that depression in women is a reaction 

to or symptom of being under valued in society, as well as 

the socially approved outlet for women's distress (Chesler, 

1972; Jack, 1991). If this is the cause of the increased 

depression and psychological distress in women, then 



treatment approaches should focus on empowering women and 

helping to remove some of the stigma associated with not 

only being female, but a female addict. 

Social Context 
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The social context of the female substance abuser's 

life is distinguishable from the male substance abuser's 

life. There is evidence that female drug abusers not only 

experience more life stress, but they perceive less social 

support available to them, and do not cope as effectively 

with stress. Tucker (1979) found that addicted women 

entering treatment experienced significantly more problems, 

especially in the area of physical health, than addicted men 

or a comparison sample of nonaddicted women. At the same 

time, more addicted women than men reported having no 

friends and were lonely more often. Similarly, female 

alcoholics in treatment report fewer friends, feeling lonely 

more often, receiving less emotional support, having more 

conflictual relationships, and poorer relationships with 

their partners than nonalcoholic females (Schilit & Gomberg, 

1987). The lack of social support is present even after 

treatment. Rhoads (1983) found that female drug users had 

less support available to them and received less support 

following treatment. Furthermore, female drug abusers were 

more susceptible to the effects of life stress when it was 

compounded by inadequate support. 
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Coping responses of addicted women are not as adequate 

either. In response to emotional stress in their lives, 

addicted women were more likely to lose their temper and 

take things out on their children, while addicted men were 

more likely to discuss things with their partner (Tucker, 

1979). Women are also more likely to use drugs or alcohol 

to cope. Griffin et al. (1989) found that female cocaine 

addicts cited depression, feeling unsociable, family and job 

pressures, and health problems as reasons for using, while 

these reasons were not cited by men. Female alcoholics 

often drink in response to a specific stressful event, such 

as death of a spouse, illness, pregnancy, child birth, or 

marital disruption (Curlee, 1970; Hoffman & Noem, 1975). 

Female substance abusers are more likely be the victims 

of violence in adulthood. Women who drink heavily are more 

likely to be the victims of alcohol-related offenses, such 

as family problems, obnoxious behavior, and violence, than 

light and non-drinking women and men and heavily drinking 

men (Fillmore, 1985). Female alcoholics are frequently 

victims of domestic violence. In a sample of female 

alcoholics receiving treatment, 64% had been with an abusive 

partner (Haver, 1987). Rates of current or previous 

domestic violence are greater for women in alcoholism 

treatment than a control group of women in households, women 

receiving mental health services, or women with minor 
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alcohol problems (Miller & Downs, 1993). 

These findings reiterate the importance of 

relationships in women's lives and the need for treatment 

programs to teach women how to have healthy relationships. 

The findings also suggest that stress is an important 

contributor to women's abuse of substances. Thus, one would 

need to address the stress the women are experiencing, as 

well as treating the addiction. 

Addiction Course 

The progression and characteristics of the course of 

addiction also have been studied. Women tend to be the same 

age or older than men when they begin drug or alcohol use, 

however, they become addicted much faster than men. 

Hesselbrock et ale (1985) found that female alcoholics began 

drinking at a later age, yet progressed more rapidly into 

abuse or dependence. Similarly, Moise et ale (1982) found 

that female addicts began using later and entered treatment 

sooner. Deren & Koslowsky (1977) found that males had been 

using drugs for a longer period of time than females prior 

to treatment entry. Female heroin addicts become addicted 

much sooner than men (Anglin, Hser, & McGlothlin, 1987; 

Rosenbaum, 1981). Female cocaine addicts begin using 

earlier, yet male addicts had been using cocaine longer 

prior to treatment entry (Griffin et al., 1989). However, 

some studies have found no differences in age at first use 
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(Eldred & Washington, 1975; Tunving & Nilsson, 1985; Wallen, 

1992) or length of use prior to treatment (Eldred & 

Washington, 1975; Tunving & Nilsson, 1985). One study found 

age differences varied depending on the type of drug, 

however, problematic alcohol use began later for females 

(Hser, Anglin, & McGlothlin, 1987). 

Women's substance use is often influenced by the 

relationships and social network around her. Typically 

women integrate themselves into the dominant male world, 

adopting their partner's lifestyle (Rosenbaum, 1981). Drug 

or alcohol use is no exception. Women are more likely to be 

initiated into use by a male (Eldred & Washington, 1975). 

Both women and men are more likely to use with other men 

(Eldred & Washington, 1975). Further, women are more likely 

than men to be initiated into use by their spouse or partner 

or to have a substance abusing partner (Griffin, 1989; Hser, 

Anglin, & McGlothlin, 1987; Moise et al., 1982; Rosenbaum, 

1981). In one study, 87% of the women reported having a 

substance abusing partner in the past (Gehshan, 1993). For 

drug abusers still living with parents, females more often 

live with a substance-abusing or psychiatrically impaired 

parent (Moise et al., 1982). Women are more likely to give 

partner's use as the primary reason for beginning daily 

narcotics use, increasing use, and resumption of use during 

or after treatment, while men are more likely to cite 
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hedonistic reasons (Hser, Anglin, & Booth, 1987; Anglin, 

Hser, & Booth, 1987). A woman's drinking pattern is 

influenced by those closest to her, her family members, 

partner, and close friends. Wilsnack, Wilsnack, and Klassen 

(1984) found that women's heavy drinking was related to the 

number of heavy drinkers close to her. While both women and 

men acquire drugs for themselves, men use this method more 

frequently and women more often obtain drugs from someone 

else (Eldred & washington, 1975; Hser, Anglin, & McGlothlin, 

1987). Similarly, women pay for drugs much less than men do 

(Griffin et al., 1989). Women obtain their drugs free or 

get money from their partners to purchase them (Eldred & 

Washington, 1975; Hser, Anglin, & Booth, 1987). 

The impact of substance abuse differs for males and 

females. While both report psychological difficulties, for 

example, being irritable or depressed as a result of heavy 

use, the impact is greater for women. Substance abuse is 

more likely to impact social functioning, for example, work 

or money problems, for men (Robbins, 1989). 

The above discussion highlights gender differences in 

the experience of addiction, as well as the characteristics 

of male and female substance abusers. Women are more likely 

to be the victims of childhood or adult violence, have a 

greater need for relationships, are more influenced by their 

relationships and social network, and evidence different 
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psychological symptomatology. Many of the findings 

discussed seem to reflect the difference between men and 

women in status and socialization present in our society. 

Research is needed to determine whether these differences 

influence how women experience treatment and whether these 

differences influence women's treatment needs. It would 

seem that research on how women perceive treatment and what 

they view as important in treatment is necessary in order to 

design successful treatment programs for women. 

Gender Differences in the Experience of Treatment 

The above discussion highlighted differences in the 

characteristics of male and female substance abusers and 

their experience of addiction. The next question to ask is: 

What happens in treatment? How do the biases and 

stereotypes toward women manifest in treatment or entry into 

treatment? Do they affect treatment outcomes for women? 

The following review will examine these issues in the 

following areas: treatment entry, treatment delivery, and 

treatment outcome. 

Treatment Entry 

Historically, there has been greater social stigma 

attached to female substance use. These attitudes prevented 

providers, researchers, and policy makers from acknowledging 

there was even a problem. As previously stated, it was 

thought that because of the negative social consequences of 
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drinking or drug use, women were less likely to develop 

substance use problems; however, this stigma kept, and still 

keeps, women with problems in hiding (Blume, 1990; Lex, 

1991) . 

There is evidence that stigmas and stereotypic notions 

about female substance use act as barriers to entering 

treatment for women. Women are more likely than men to 

report opposition from family and friends when attempting to 

enter treatment (Beckman, 1984). Women often delayed 

entering treatment because of the stigma and shame attached 

to the label 'alcoholic' and 'addict' (Copeland & Hall, 

1992; Gehshan, 1993). This stigma may also reappear as 

women prepare to leave treatment. Female substance abusers 

were lower than men in acceptance by family at treatment 

entry and just prior to leaving treatment (Wheeler, Biase, & 

Sullivan, 1986). They were also lower in acceptance by self 

and peers prior to leaving treatment, suggesting that the 

perceived social stigma may still be influencing female 

substance abusers. In addition, women are more likely to 

experience negative social consequences, such as job loss 

and disruption in family relations, onc~ they enter 

treatment (Beckman, 1984). Women also report partners 

attempting to block their entry into treatment either by 

withholding necessary economic resources or by using 

violence or intimidation (Gehshan, 1993). 
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Treatment entry is hindered by the lack of response of 

community gatekeepers to female substance abuse. Women 

usually seek help for other problems and don't mention 

substance use as a problem and providers similarly fail to 

acknowledge, and therefore, treat it (Beckman, 1984; Helzer 

& Pryzbeck, 1988; Johnson, 1965). Physicians are often 

reluctant to treat admitted alcoholism for fear the patient

doctor relationship will be harmed or because they are 

unsure of how to approach the problem with the patient 

(Johnson, 1965). Despite this, women are somewhat more 

likely than men to seek mental health and other health 

services and slightly more likely to mention a drinking 

problem to a physician (Helzer & Pryzbeck, 1988). 

The services offered by most treatment facilities, or 

lack thereof, can also act as a barrier. Women need more 

supportive services, such as women's support groups, legal 

services, and organized recreation and health care (Beckman, 

1984). Addicted women are more likely to seek help with 

family and child-oriented problems than addicted men (Eldred 

& Washington, 1975). In addition, women are more likely to 

attend programs in agencies which have more professionals 

and provide aftercare and treatment for children (Beckman, 

1984). Lack of needed services is related to treatment 

drop-out for females, but not for males (Beckman & Bardsley, 

1986). The percentage of treatment programs offering 
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special services for women is less than 20% (Wilsnack, cited 

in Yandrow, 1989). In a survey of close to 200 treatment 

sites in the Southeastern United States, only 14% of the 

treatment programs offered child care (Gehshan, 1993). 

Further, there are very few residential programs which 

accept pregnant women or women with children (Brown, 1992). 

In the Gehshan study (1993) most programs stated they would 

accept pregnant women, however, the actual percent in the 

programs was 1-2%, with most programs lacking the necessary 

medical care for the woman (86%) or her infant (96%). 

Nationally the percent of pregnant women in treatment is 4.9 

(SAMHSA, 1993a). 

Outreach strategies can also hinder or facilitate 

women's entry into treatment. In one study an agency was 

able to increase the percentage of female clients by 60% by 

specifically targeting female audiences with prevention and 

education programs and improving community awareness of 

female substance use (DiMatteo & Cesarini, 1986). In 

another study, the number of female self-referrals increased 

from 10 to 30% following a media campaign advertising a 

treatment project with a female director (Duckert, 1987). 

Prior to any outreach efforts, however, treatment 

personnel would need to understand the needs and concerns of 

women. There is evidence that treatment personnel do not 

have an accurate notion of treatment barriers for women. 
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When surveyed, program directors identified lack of child 

care, lack of money or insurance to pay for treatment, no 

available treatment, and lack of transportation as barriers 

to entering treatment for women, while women cited fear of 

their children being taken away, shame about being an 

alcoholic or addict, depression resulting in inaction, and 

denial that they had a problem (Gehshan, 1993). It would 

appear that more direct communication with clients is 

necessary. 

Treatment Delivery 

In addition to sex-role stereotyping acting as a 

barrier, when women do enter treatment they are typically 

treated using male models, based on theories developed and 

tested on males, administered primarily by male clinicians, 

in a treatment setting run by males (Brown, 1992; DiMatteo & 

Cesarini, 1986; Gehshan, 1993; Levy & Doyle, 1974). Staff 

attitudes towards female substance abusers are also more 

negative. As stated previously, female substance abusers 

are often viewed as sicker, harder to treat, and less 

motivated (Reed, 1985). Similarly, Levy and Doyle (1974) 

found that staff members viewed women as "more emotional, 

more sensitive, limited by their biology, needing to please 

men, and implicitly sicker than men" (p.430). A study of 

physician attitudes toward alcoholism found that doctors 

portrayed women alcoholics as emotionally and 
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psychologically sicker than men alcoholics and "not as 

likeable" (Johnson, 1965). Vannicelli (1984b) found that 

alcohol treatment personnel were more likely to give women 

alcoholics a poorer prognosis than male alcoholics despite 

each having the same set of problems. While there is 

evidence that depression is found more frequently in female 

addicts than male, the focus on psychopathology serves to 

further alienate women from treatment because they feel the 

staff views them as sick and do not emphasize the importance 

of resolving practical problems, for example obstacles to 

employment and furthering education (Wildwind, 1984). 

Consistent with the more negative staff attitudes 

toward women, staff view women as having different problems 

from men. Levy and Doyle (1974) compared staff ratings of 

client problems. Women were viewed as having more problems 

with relationships with the opposite sex, parenting, bad 

feelings about their bodies, childishness, and dependency, 

while men were seen as having problems with inadequate job 

training, passivity, and unwillingness to improve 

themselves. Interestingly, both male and female clients 

reported significantly more problems with most of the above 

areas as well as others. Women clients' concerns differed 

from men's only in the areas of suicide attempts, bad 

feelings about their bodies, and thinking they weren't smart 

enough. These findings suggest that not only do staff view 
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their views of male or female client problems in general. 
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The importance of staff expectations on treatment 

outcome was demonstrated in a study by Leake and King 

(1977). Treatment counselors were told that certain clients 

would make a "remarkable recovery" in counseling. At 

follow-up clients in the high expectancy condition performed 

significantly better in terms of absences, employment, 

abstinence, counselor ratings, self evaluation, program 

completion, and peer ratings of popularity and recovery than 

clients who were labeled as having a "satisfactory" chance 

of recovery. 

The manner in which treatment or therapy is delivered 

is another area where the special circumstances or needs of 

women are often ignored. For example, while men usually 

deny the extent of problems in their life and substance use, 

women are more likely to admit they have problems (although 

not necessarily substance use problems) and acknowledge 

depression, anxiety, and low self-esteem. Confrontive 

techniques are commonly employed with men as a means of 

breaking the denial surrounding their substance use and its 

resultant problems. However, the use of confrontive 

techniques with women already depressed and anxious serves 

only to make women feel even more hopeless and out of 

control (Reed, 1987). 
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Another problem women encounter in treatment is the 

reaction of male clients to their victimization histories or 

substance use patterns and lifestyles, for example, 

prostitution. Women are discouraged from sharing these 

experiences or are the victims of derogatory comments when 

they do (Woodhouse, 1990). Similar problems are encountered 

with male staff. Women often fail to self-disclose at all 

with male staff members because of feelings of shame, 

however, they are able to discuss more intimate details of 

their lives with female staff members (Bahna & Gordon, 

1978). Gehshan (1993) interviewed women in treatment and 

women with substance problems receiving services from other 

community agencies, such as prison or women's shelters, 

about their treatment needs and experiences. Fifty-three 

percent of the women surveyed felt that women only 

counseling sessions were helpful, however, only 17% of the 

treatment programs surveyed consistently matched clients and 

counselors by gender, 46% matched them sometimes. Women 

with histories of prostitution rarely enter mixed-sex 

programs and those who do enter tend to drop out (Moise, 

Reed, & Conell, 1981). Similarly, 1/3 of the women in one 

study stated they did not enter treatment because of fear of 

discussing sexual abuse experiences (Gehshan, 1993). Female 

substance abusers are more likely than men to have histories 

of sexual abuse and violence and this history is often 
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closely linked to substance use, however, women's 

victimization is often not even addressed as an issue in 

treatment, or even inquired about in routine intakes (Root, 

1989). Similarly, Rosenhow et al. (1988) found that reports 

of childhood sexual abuse quadrupled when the staff was 

instructed to routinely gather this information. 

Stereotypic ideas of outcome goals also hinder women 

from improving their lives once they have stopped using. 

Vannicelli (1984b) observed that clinicians tended to 

perceive presenting problems of male or female clients as 

more important if they were sex appropriate. Thus, 

employment concerns would be viewed as less important for 

female clients. In fact, treatment goals tend to focus on 

employment for men and relationships for women (Levy & 

Doyle, 1974). Yet both men and women view employment and/or 

further education as a desirable outcome of treatment 

(Eldred & Washington, 1975; Levy & Doyle, 1974). In the 

study by Levy and Doyle (1974), 90% of the men and 96% of 

the women felt that lack of job training was a significant 

problem, however, 27% of the staff felt it was a problem 

specific to men, none of the staff felt it was a problem 

specific to women, and 23% felt it was a problem for men and 

women. Similarly, Edwards and Jackson (1974) found that not 

only were counselors less likely to refer female clients for 

vocational services, but females receiving vocational 
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services were less likely to receive educational and/or 

vocational upgrading and placement than men. When 

counselors were asked why they did not refer some women for 

vocational counseling, their response was that the women had 

small children and therefore, employers would not hire them. 

The primary reason given for not referring some men was 

continued drug use. Disparities in employment for female 

and male addicts are present after treatment. Marsh and 

Simpson (1986) followed methadone maintained opiod addicts 

over a 12 year period following treatment. Consistent with 

baseline figures, females were consistently employed less 

than men and were more likely to be receiving public 

assistance or financial aid from families at the 12 year 

follow-up. 

The above findings concerning women's entry into 

treatment and experiences once they are in treatment 

demonstrate the prevalence of stereotypic notions guiding 

the response to women's substance abuse issues. Compared to 

men, women experience greater stigma when attempting to 

enter treatment, treatment programs are not designed to meet 

the unique needs of women, especially women with children, 

women's victimization is ignored or dealt with inadequately, 

and expectations and goals follow traditional sex roles. 

Treatment Outcome 

Based on these criticisms of treatment programs, as 
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well as the differences between male and female substance 

users, one would expect that women would do more poorly in 

treatment programs. Surprisingly, this is generally not the 

case. Several treatment outcome studies have found no 

gender differences in outcome. In fact there is a tendency 

for women to have better outcomes than men. In the combined 

review of treatment outcome studies between 1952-1980 

described earlier, no gender differences were found in 78% 

of the studies, superior female outcomes were found in 13% 

of the studies, and superior male outcomes were found in 9% 

of the studies (Emrick, 1974; Vannicelli, 1984a). Reviewing 

outcome studies in the same time period, Annis and Liban 

(1980) found no gender differences in 65% of the studies, 

superior female outcome in 22% of the studies, and superior 

male outcome in 13% of the studies2
• The above reviews 

focused on alcohol treatment studies only. In a random 

sample of over 20,000 clients attending federally funded 

drug treatment programs in 1975, Greene and Ryser (1978) 

found no differences between males and females in length of 

stay or successful completion of treatment. Additionally, 

there was a tendency for better outcomes for women in 

certain treatment modalities. In a more recent review, 

Toneatto et al. (1992) examined outcome studies published 

2 Some of the same studies were reviewed by Emrick and 
Vannicelli and Annis and Liban. 
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between 1984-1989. For alcohol outcome studies, no gender 

differences were found in 42% of the studies, however, 

superior outcomes for women were found in the remaining 58% 

of the studies. In terms of drug outcome studies, 80% of 

the studies showed no gender differences, while 20% of the 

studies reported superior outcomes for males. 

The number of outcome studies which actually examine 

gender differences is very small. Further, the percentage 

of both males and females who actually complete treatment 

tends to be rather low, suggesting that treatment is not 

very effective for anyone (Duckert, 1987). Gender 

differences in dropout rates are rarely examined. Since 

treatment dropout rates are usually quite high, the evidence 

that treatment is equally effective for both women and men 

is based on a very small, and perhaps unique, sample of 

female substance users. 

The differential influence of prognostic indicators for 

women and men on treatment outcome has received some 

attention. In the review by Annis and Liban (1980), very 

few differences in prognostic indicators were found in 

general for either sex, and few were found consistently 

across studies. There was a tendency for a stable life 

style such as marriage and stable employment and residence, 

to be related to a positive alcoholism treatment outcome for 

men but not for women. Similar results were found in a 
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study of over 13,000 clients in federally supported drug 

treatment programs. Rosenthal, Savoy, Greene, and Spillane 

(1979) found several demographic predictors of treatment 

completion, however, none of these variables differentiated 

between female and male completers or drop-outs. 

Early criticisms of the state of female substance abuse 

treatment led to suggestions of separate treatment 

facilities for women. One study compared treatment 

effectiveness for women in traditional mixed-sex programs 

and women in all-women's programs. Dahlgren and Willander 

(1989) compared alcoholic women treated in a specialized 

women's program with women receiving treatment from 

traditional mixed-sex treatment programs. Women receiving 

the specialized treatment program were significantly better 

than th~ir controls on several outcome indicators at 2 year 

follow-up. Women in the specialized program were less 

likely to have lost their job or to be working at a reduced 

capacity, less likely to be living with a new partner, had a 

better parent-child relationship, and had decreased alcohol 

use. In a related study, Moise et al. (1981) compared 

retention early in treatment for women attending traditional 

mixed-sex methadone maintenance programs (MM) and 

therapeutic communities (TC) with comparable all-women 

programs in two cities (8 programs total). While the 

authors did not test for statistical significance, a larger 
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percentage of women in the all-women's MM program were in 

treatment after 3 and 4 months of treatment for one city, 

while in the other city there was a greater percentage of 

women in the traditional MM after 4 months. For the TC's, 

opposite patterns emerged for the two cities. In one city 

the all-women's TC had better retention at 3 and 4 months, 

while the opposite was true in the other city. However, the 

two all-women's programs with poorer retention than their 

mixed-sex counterparts recruited more difficult clients 

which may be part of the reason for the poorer retention. 

This study also examined the influence of specific client 

characteristics on retention. The all-women's TC's were 

better able to retain prostitutes and both the MM and TC 

all-women's programs were better able to retain women with 

family histories of substance use or psychiatric problems. 

The findings of the outcome studies indicate that, 

minimally, women do as well as men in treatment, thus 

debunking the earlier belief that women are sicker, less 

motivated, and harder to treat and demonstrating the 

importance of not allowing prevailing social stereotypes to 

influence research, treatment, and policy. However, the 

findings of the outcome studies seem contradictory given the 

extensive gender differences documented above, as well as 

the presence of sexism in the treatment of women. There are 

a few possible explanations for this seeming contradiction. 
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First, women are socialized to be more compliant or to "fit 

in" more than males. Therefore, it may be that in treatment 

women are more apt to follow the program and not question 

the providers. Anglin, Hser and Booth (1987) found that 

women were less likely to enter treatment because of legal 

pressure and be discharged for negative reasons, suggesting 

they are more compliant. However, Rosenthal et al. (1979) 

found no gender differences for noncompliance. The finding 

that women enter treatment sooner than men may suggest that 

women are more motivated than men to seek help. The fact 

that women usually encounter greater stigma and more 

obstacles when entering treatment also suggests that women 

are more motivated to seek help. Both Rosenthal et al. 

(1979) and Anglin, Hser and Booth (1987) argue that women's 

seeming greater motivation coupled with the lack of sex 

differences in outcome studies demonstrate that programs are 

not addressing the needs of women. If women are more 

motivated and perhaps more compliant, than we should expect 

superior outcomes for women instead of comparable outcomes. 

A second possible explanation is, as stated earlier, 

that the women in these studies may represent a small, 

unique subset of female substance abusers. There is some 

evidence for this in the studies which showed that women had 

better outcomes in an all female program (Dahlgren & 

Willander, 1989), that women with some of the 
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characteristics distinguishing them from males (e.g., family 

background, victimization, etc.) do better in women only 

programs (Moise et al., 1981), and that women with some of 

the characteristics distinguishing them from males either do 

not enter or drop out of mixed-sex treatment programs 

(Geshan, 1993; Moise, Reed, & Conell, 1981). Additionally, 

women who are successful in mixed-sex treatment programs 

tend to be more similar to males (Duckert, 1984, cited in 

Duckert, 1987; Marsh & Simpson, 1986). 

Two additional explanations for the contradictory 

outcome findings exist. First, successful recovery from 

addiction requires a certain level of emotional 

understanding and expression, since women are more 

accustomed to relating on an emotional level, it is easier 

for them to reach this level and progress more rapidly in 

treatment than men who have not been socialized to express 

their emotional side as freely (Denzin, 1993). Second, most 

outcome studies use relapse as the main indicator of 

treatment success. It may be that programs are teaching 

abstinence and doing very little to actually change the 

female substance abuser's life. The longitudinal follow-up 

study of methadone maintained addicts by Marsh and Simpson 

(1986) provides some evidence for this. While there were no 

sex differences in substance use over the 12 years and 

females reported being happier with friends, they also 
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reported poorer well-being, namely more tension and anxiety, 

and more health problems. Their employment still lagged 

behind men's and there was a greater reliance on public 

assistance. Male addicts had more criminal involvement over 

the 12 years than the female addicts. De Leon and Jainchill 

(1982) found superior female outcomes on psychological 

health 2 years after treatment, however, they attribute this 

outcome to the program's emphasis on eliminating stereotyped 

social roles and views of women. 

Current Study 

The above literature review highlighted the differences 

between female and male substance users. These differences 

suggest that there is a need to study female substance 

abusers separately from male substance abusers. While there 

is evidence that women are successful in treatment despite 

the documented gender differences, stigma and stereotypic 

treatment, many qualifiers and unanswered questions remain. 

Are women mainly learning to be abstinent, yet learning 

little about how to improve their lives? Even in all 

women's treatment programs outcomes vary widely; success 

rates vary between 20% and 60% (Duckert, 1987). What 

exactly is happening in treatment, why are women doing 

better despite the numerous obstacles? Is it that they are 

merely being compliant and fitting in to the treatment 

milieu, or are they becoming empowered as a result of 
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treatment? What is happening for the many women who do not 

remain in treatment? Are current treatment methods still 

too male based and driving women out of treatment? Do women 

even need feminist based treatment approaches? 

One way to answer these questions was to conduct a_ 

qualitative study of women's treatment and recovery 

experiences. Accordingly, the goals of present study were: 

1) to allow women to identify and describe the conditions 

under which they successfully complete treatment; 2) to 

allow women to identify and describe the conditions leading 

to women quitting treatment; and 3) to allow women to 

identify and describe the elements of successful recovery 

from addiction. A theory of women's recovery process and 

the treatment elements necessary for recovery derived from 

the women's experiences and perspectives was generated from 

this study. This theory may be used as a foundation for 

improving methods of treatment for female substance abusers. 

Initial Hypotheses 

One theme which emerged repeatedly in the literature 

review is the importance of relationships in women's lives. 

One would expect that relationships would be an important 

part of the recovery process for women, not only 

relationships with family and friends, but with treatment 

providers as well. Therefore, it was important to explore 

the role of these relationships for women as they recover. 
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It was assumed that relationships with treatment providers 

are a critical aspect of the women's success. Preliminary 

data from one study suggests this may be the case. Brookes, 

Gibson, and Bootzin (1993) found that women who were 

successful in treatment attributed their success to the 

positive relationship they had with their providers, while 

women who later dropped out of treatment described their 

relationship with the providers negatively, lacking in trust 

and support. 

An Application of Miller's Relationship Model 

Miller (1987) has proposed a relationship model of 

women's psychological development. Miller argues that 

women's basic psychological development and growth occurs in 

the context of their relationships and being connected to 

others. In contrast to males, females derive their self

esteem and sense of effectiveness out of the interplay of 

emotional connections with others. It might appear that 

this is an endorsement of women's reliance on relationships 

as central to their lives and a neglect of the need for 

women to develop their own identity, however, this is not 

the case. Rather, Miller argues it is crucial to accept the 

centrality of relationships in women's lives and focus 

instead on the nature of the relationships (Miller, 1987). 

Accordingly, Miller (1986) has proposed a model of growth

fostering or mutually empowering relationships. A mutually 
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empowering relationship is one which fosters the healthy 

psychological development of the people involved. A 

mutually empowering relationship is created by the type of 

interchanges which occur. Interchanges in empowering 

relationships are characterized by movement and mutuality. 

Mutuality refers to an empathic exchange whereby each person 

expresses their thoughts and feelings and the other person 

acknowledges and validates that experience, while at the 

same time being able to express their own thoughts and 

feelings. Movement occurs as each person is both empathic 

and adds something to the interchange. Thus, "each person's 

thoughts and feelings are in motion and simultaneously each 

experiences and knows more from the progress of that motion 

- the flow created by two people" (Miller, 1986, p.6). The 

interplay between people is key to mutually empowering 

relationships. Both have people create and contribute to 

it. The result of this type of interaction or connection is 

that the persons involved experience more zest as a result 

of the connection; a greater ability to act; a more accurate 

picture of self; a greater sense of worth; and a desire for 

more connection with others. 

The mutual empowerment model can be extended to 

therapy. In therapy the goal is change. In applying this 

model to therapy, the goal of change is obtained through 

increased connection between client and therapist. The 
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connection in the therapeutic relationship is the same as 

connections in all other relationships, mutually empowering 

and mutually empathic (Miller & Stiver, 1991). Miller and 

Stiver (1991) also describe a paradox which must be dealt 

with in therapy. Everyone to varying degrees experiences 

relationships which are hurtful, disappointing, dangerous, 

or violating. These experiences produce a sense of 

disconnection. After repeated experiences of disconnection, 

the desire for connection is even greater, however, 

techniques have been developed to keep parts of the self 

protected from the pain associated with negative 

relationships. Thus, people enter relationships and/or 

therapy desiring connection, yet interacting with a system 

of techniques designed to keep them out of connection. This 

is the paradox which must be dealt with in therapy. 

Traditional therapy has emphasized an objective, neutral 

stance. However, if the goal is to create a mutually 

empowering relationship with the client, this stance may 

only serve to increase the sense of disconnection the client 

is already feeling. Instead the authors propose a model of 

therapy based on increasing the connection between the 

therapist and client. 

In their model Miller and Stiver describe the elements 

of therapy necessary for developing a mutually empowering 

relationship with a client. As stated previously, the goal 
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of therapy is change. Change is defined in their model as 

movement out of pain and into empowerment. Movement is 

facilitated by empathy. It is the experience with the 

therapist which allow the client to move out of a state of 

disconnection. Two of the ways in which the therapist 

accomplishes this are to let the client know that the 

therapist takes the client's experience and emotions 

seriously and to let the client know she/he has an impact on 

the therapist. The therapist lets her/his own sense of 

feeling connected or disconnected to the client and what is 

happening in therapy guide the therapeutic process. 

Mutuality in therapy is defined, not as sameness of roles, 

but as acknowledging that each person is in a different role 

and both roles are valid. In this model the therapist is 

described as authentic and responsive, as well as empathic. 

Their ideas can be extended to traditional modes of 

substance abuse treatment. In many substance abuse 

treatment models the emphasis is on the client following a 

predetermined course of treatment. Treatment is very 

structured, with many rules, proscriptions, and consequences 

designed to prevent the substance abuser from relapsing. 

Resistance or questioning of the treatment program is often 

interpreted as denial. As with the neutral stance in 

therapy, the focus on compliance and not the individual may 

only produce a sense of disconnection, especially for women. 
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Applying Miller's relationship model of women's 

development to substance abuse recovery, one can explain 

recovery in terms of women's psychological development and 

growth. According to Miller (1987), women's need for 

connections often leads to subservient relationships, since 

this is the only type of affiliation available to some 

women. One hypothesis suggested earlier is that women are 

more compliant and, thus, more likely to follow rules and 

comply with treatment. Alternatively, it may be that women 

are better able to form empowering relationships with 

treatment staff and that is why they are more successful in 

recovery. Continuing with the idea that relationships are 

not only central to women's development, but central to 

their recovery, it may be that the decision to leave 

treatment is fueled by the sense of disconnection which can 

occur in highly structured or rigid treatment models. 

Related to this idea, recovery from addiction is often 

thought of as creating a new personality or identity. In 

the case of women, part of this new identity may mean corning 

to terms with their roles as a subordinate or oppressed 

persons in society. Miller (1987) describes conflict as a 

necessary ingredient in women's psychological growth in 

overcoming their subordinate role in society. However, 

women's status as oppressed is not seen as relevant to 

substance abuse treatment. Conflict between the female 
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addict's attempts to develop a unique sense of self and 

treatment requirements to conform may contribute to dropping 

out of treatment. In both of these situations, two outcomes 

may occur. In the first, the sense of disconnection or 

isolation may lead to a return to substance use. The second 

possible outcome is that recovery would continue but through 

other methods. 

Miller's mutual empowerment relationship model in 

conjunction with themes which emerged from the literature 

review were the basis of the preliminary hypotheses explored 

in this study. The first goal of this study was to identify 

and describe the conditions under which women successfully 

complete treatment. It was hypothesized that the 

relationship with the treatment provider is the crucial link 

connecting women to treatment, thus women who are successful 

in treatment have established a mutually empowering 

relationship with the treatment provider(s). The second 

goal of this study was to identify and describe the 

conditions leading to women quitting treatment. Therefore, 

the second hypothesis was that if this connection with the 

provider is broken the women are likely to leave treatment. 

This hypothesis also concerned the role of conflict in 

women's recovery. As women recover from substance abuse, 

they build a new identity for themselves. As a part of this 

new identity, women are, perhaps unconsciously, breaking 
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from their traditional, subordinate, oppressed role. 

Breaking from oppression includes standing up for oneself, 

which may lead to more conflict. This conflict may appear 

in the relationship with treatment providers. If it is not 

acknowledged by the providers, the conflict will contribute 

to a woman's leaving treatment, however, not necessarily 

leaving recovery. The third goal of the study was to 

identify and describe the elements of successful recovery 

from addiction. Related to the first two hypotheses, it was 

hypothesized that supportive, empowering relationships are a 

crucial aspect of recovery, as well as the emergence of a 

new identity separate from traditional oppressive 

subservience. 
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The contradiction between the issues distinguishing 

female from male substance users and treatment outcome 

suggest that a new approach was needed to examine this 

issue. A grounded theory approach was chosen to meet this 

need. Grounded theory is a qualitative method designed to 

create a theory describing a social process. A grounded 

theory approach was chosen for two reasons. First, grounded 

theory allows the researcher to generate a theory about a 

phenomenon from the participants' perspectives. This was 

desirable because it is the women's perspective about their 

experience which is needed to clarify the issues outlined 

previously and to ascertain the process of treatment. 

Grounded theory is participant driven and emerges from the 

participants' realities. In the present study this approach 

was desirable because little is known about women's recovery 

and their experiences with treatment. Further, women make 

treatment decisions based on their view of the situation. 

Thus, their perspective is crucial. Furthermore, feminists 

have criticized research which discounts the value of women 

as knowers or sources of information (Wylie et al., 1989). 

A qualitative approach is in keeping with a position argued 

by feminist researchers who urge the incorporation of 
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women's perspectives in research. Second, grounded theory 

allows one to test competing hypotheses on an ongoing basis. 

In quantitative studies one is required to have a hypothesis 

in order to design the study. While one can test competing 

hypotheses in a quantitative study, one is limited by the 

hypotheses developed prior to the study. However, in the 

present area little is known about the how or why of women's 

recovery, therefore a quantitative approach would limit the 

inquiry. Several issues have been raised in the discussion 

of female substance abuse. Thus, it is important to modify 

and test new hypotheses during data collection in order to 

capture what is happening as women recover from addiction. 

In the present study there are initial hypotheses which 

would seem to be contradictory with the exploratory nature 

of grounded theory. However, grounded theory relies on the 

notion of theoretical sensitivity. Theoretical sensitivity 

is a "personal quality of the researcher. It indicates an 

awareness of the subtleties of meaning of data" (Strauss & 

Corbin, 1990, p.41). The researcher develops theoretical 

sensitivity through the literature and personal and 

professional experience. Theoretical sensitivity is the 

creative aspect of grounded theory which the researcher uses 

to develop theory. However, the researcher must also 

maintain a balance between science and creativity. To do 

this, Strauss and Corbin suggest that the researcher: 1) 
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periodically question whether the data fits the researcher's 

hypothesis or interpretation; 2) view preliminary hypotheses 

and findings skeptically; and 3) closely follow the 

procedures of grounded theory. Gilgun (1992) suggests that 

researchers identify their theoretical perspectives, 

ideologies and biases prior to entering the field. The 

researcher then enters the field open-mindedly and aware of 

his/her personal styles and ideologies and how these may 

influence the research questions, the researcher's 

presentation and data interpretation. 

In the present study the initial hypotheses represented 

the author's preliminary hypotheses or biases from reading 

the literature as well as her professional experience 

evaluating the effectiveness of treatment programs for low 

income women. The initial hypotheses were based in part on 

my observations of the women's experiences in treatment. 

These observations were the impetus for this study. 

Miller's model provided a framework for these observations. 

The model also served as the basis for the preliminary 

hypotheses. It was my intent to discover, using a 

scientific method, whether my observations matched the 

experiences of female substance abusers. Recognizing that I 

was basing my initial impressions on a limited view of this 

phenomenon, I wanted to use a technique which would allow me 

the flexibility to test alternate hypotheses during the 
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phenomenon. 

Initial Observations 
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As stated earlier it is important to identify 

theoretical perspectives, ideologies and biases prior to 

entering the field (Gilgun, 1992). Accordingly, I will 

present a brief summary of my initial impressions and 

observations of female substance use. In my experience 

evaluating local substance abuse treatment programs for low 

income women I developed ideas concerning problems women 

have with treatment. There are issues which have emerged 

repeatedly from discussions with the women about their 

treatment. Women who are disgruntled with treatment or who 

have left treatment usually cite a conflict with the staff 

as the reason they left. Some of the women describe a lack 

of trust of the staff. Staff violate confidentiality and 

often challenge the truth of what the women say. Many women 

feel trapped in treatment and have difficulty following 

program rules. When women approach staff to voice their 

concerns, their concerns appear to be dismissed or 

interpreted as resistance or denial. Providers emphasize 

substance abuse treatment as paramount and other concerns 

are deemed secondary to treatment. Since low income women 

have few alternatives or resources and their lives are very 

chaotic and stressful, this places them in a bind. It would 



seem that the expectations of the treatment staff are 

unrealistic considering the multiple stressors these women 

are juggling, such as probation, Child Protective Service 

(CPS) involvement, poverty or lack of housing. 
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In contrast, women who are successful in treatment and 

are abstinent usually describe their treatment provider as 

their friend. In fact they don't state that this person is 

their counselor or a staff person when I ask what their 

relationship is to the person, they describe this person as 

someone who they can always turn to, who is always there for 

them. However, it is unclear why or how some women 

successfully resolve treatment conflicts, or even if this is 

the pertinent. It may be that treatment providers are 

correct and conflict is merely a symptom of resistance or 

denial. Whichever it is, current methods for dealing with 

it don't seem to be working since very few women complete 

treatment. It also may be that substance use will be an 

ongoing issue with this population and expecting them to 

complete treatment and remain drug or alcohol free is 

unrealistic. I also recognize that in treatment a system is 

involved, in which case both staff and clients may be 

correct, but the system may need to change. Grounded theory 

was chosen as the best way to approach this issue, allowing 

me to question, challenge, and develop hypotheses on an 

ongoing basis. Miller's mutual empowerment model of therapy 
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provided a framework for interpreting these observations. 

The women were describing relationships with providers. The 

relationships, both positive and negative, appeared central 

to the women's recovery. Miller's description of 

relationships in general, and with respect to therapy, 

matched the women's experiences. Therefore, it was the 

basis of the preliminary hypotheses. 

Trustworthiness 

In conducting a qualitative study it is important to 

demonstrate the validity of the findings. Procedures to 

insure scientific rigor and validity of the data were 

employed in this study. Lincoln and Guba (1985) suggest 

several procedures to insure the trustworthiness or "truth 

value" of the data. In order to demonstrate "truth value", 

the researcher must show that the findings are credible. 

There are several techniques which assure that credible 

findings and interpretations are produced. 

Credibility 

The first technique consists of three activities to 

increase the probability of credible findings: prolonged 

engagement, persistent observation and triangulation. 

Prolonged engagement consists of spending a sufficient 

amount of time in the culture and with the people you are 

studying in order to understand the context, identify 

possible sources of distortion and to build trust {Lincoln & 
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Guba, 1985). Prior to initiating data collection for the 

present study I had been evaluating a female substance abuse 

treatment program for 3 years. This involved interviewing 

the women and attending meetings with treatment providers. 

Often the women were interviewed 2 or 3 times over an 18 

month period, allowing me to build trust as well as observe 

changes in the women. The views of the treatment providers 

were often expressed in the meetings I attended. 

The second activity, persistent observation, refers to 

being able to ferret out the most salient features of what 

is being studied. In the present study the women's repeated 

discussions of their treatment experiences seemed to be the 

most salient variable influencing their recovery. 

Therefore, it served as the basis of the preliminary 

hypotheses. There exists the probability that the 

development of initial hypotheses may obscure other 

important variables influencing the area of study. To guard 

against this, the initial questions were designed to be 

global and open-ended so that the participant's perspective 

was solicited and not guided by the questions. Questions 

concerning treatment relationships, which reflect the 

preliminary hypothesis, were asked at the end of the 

interview. With this sequence of questions, the participant 

could discuss treatment relationships of her own accord in 

the beginning of the interview, if indeed this was pertinent 
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to her experience of treatment. Throughout the interview 

process, questions remained global and open-ended allowing 

the woman to present her point of view. To further insure 

that initial hypotheses did not obscure observation of other 

relevant variables, a brief discussion of my views on female 

substance abuse treatment was presented earlier. This way 

my theoretical perspective, observations and biases are 

presented before data collection. Documenting my views 

prior to data collection allowed me to be more aware of them 

and challenge them as data collection and theory 

construction proceeded. 

The third activity to insure credibility is 

triangulation. Triangulation refers to verifying the 

findings and interpretations through multiple sources, 

methods or investigators. In the present study support for 

the findings was obtained from empirical studies and is 

presented in the last chapter. 

A second technique to insure credibility is peer 

debriefing. Peer debriefing refers to having a second 

person unfamiliar with the topic or materials review the 

findings or interpretations. The peer debriefer helps the 

researcher by questioning the emerging findings and 

hypotheses. In addition, the peer debriefing process helps 

the researcher to clear his/her mind of emotions or feelings 

which may be influencing the researcher's judgment (Lincoln 
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& Guba, 1985). Two types of peer debriefing were used in 

this study. First, a peer debriefer was used during the 

initial coding of the data. A peer unfamiliar with female 

substance abuse coded the first two transcripts. The second 

coder and myself coded the first two transcripts separately. 

We used open coding, which is described in detail below, to 

code the data. We then met and compared the codes we had 

generated line by line for consistency of themes. 

Discussion revealed remarkable consensus on codes, concept 

labels and themes identified. The second type of peer 

debriefing occurred as the model was being developed. I met 

with two committee members on several occasions to review 

the model as it was being developed. Both committee members 

had read at least one interview transcript. The committee 

members questioned the meaning of the constructs in the 

model and the relationship between the constructs. This 

type of peer debriefing the allows the researcher to test 

working hypotheses, clarify meanings and interpretations, 

uncover biases influencing the findings and develop new 

ideas or directions to pursue. 

Dependability 

It is also necessary to demonstrate the dependability 

of the findings. One method to insure dependability is to 

establish an audit trail. In an audit trail another person 

would be able to follow the process involved in developing 
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the model and verify that the data support the final product 

(Lincoln & Guba, 1985). In the present study memos and 

diagrams were used to document the process. Memos included 

comments about the codes and categories, relationships 

between the codes and categories and conditional matrices. 

Diagrams were visual representations of the model as it was 

developed. Diagrams were also used to depict the story 

lines of the participants. 

Sample Selection 

Grounded theory uses theoretical sampling to determine 

who is interviewed. Theoretical sampling is closely tied to 

the emerging concepts at each phase of theory development. 

Initially one samples broadly in order to gather the most 

relevant information about concepts of interest. As the 

theory emerges, questions and the emerging concepts become 

more focused, therefore sampling becomes more narrow 

(Glaser, 1978; Strauss & Corbin, 1990). Thus, theoretical 

sampling relies on the emerging conceptual categories. This 

is the ideal form of sampling, however, subject availability 

and economic and time constraints may make theoretical 

sampling impractical. These constraints were present in 

this study, therefore an alternate sampling procedure was 

needed. 

In quantitative research the goal is a representative 

sample, while in qualitative research the goal is a sample 
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with variations on the independent variables (Trost, 1986). 

An alternative to theoretical sampling is statistically 

nonrepresentative stratified sampling. Statistically 

nonrepresentative stratified sampling "creates a varied 

sample for the purpose of qualitative data analysis" (Trost, 

1986, p.55). Statistically nonrepresentative stratified 

sampling was deemed appropriate for this study due to the 

high mobility of and limited access to this population. 

This approach allowed women to be interviewed when 

telephoned the researcher to indicate interest in the study, 

rather than turn them away because it was unclear whether 

they fit the initial sampling criteria but they may fit it 

later. Therefore, sampling decisions for this study were 

made based on Trost's technique rather than theoretical 

sampling. 

Sampling Technique 

Statistically nonrepresentative stratified sampling 

consists of seven steps. 

1. Identify a number of "independent" variables relevant 

for the purpose of the study. These variables should 

be chosen on the basis of theoretical ideas, 

experience, observation, or other criteria relevant to 

the study. 

2. Eliminate those variables which are less visible or 

discernible and keep only those variables which are 
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easily used. 

3. Decide whether the variable should be dichotomized or 

trichotomized and decide where to cut the variable. 

4. Combine the selected variables into a property space. 

If there are too many variables to be practical, reduce 

the number of variables or values the variable can 

have. 

5. Recognize that some cells can be logically empty. 

6 . Recognize that some cells may be empirically empty. 

7. Fill the cells with subjects in order to create a 

sample. 

In the present study the initial pertinent variables 

included type of treatment experience, children, treatment 

entry status, ethnicity, and income. Treatment experience 

was divided into no treatment, successfully completed 

treatment the first try, completed with prior attempt(s), 

and repeated attempts at treatment. Treatment experience 

was chosen in keeping with the goals of the study to 

identify conditions leading to completing treatment and 

conditions leading to quitting treatment. A variety of 

treatment experiences was desired to develop a theory which 

would apply to a variety of treatment and recovery 

experiences. Children was divided into yes/no. It was 

thought that whether a woman was a parent might influence 

recovery because children require attention on a 24 hour 
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basis. Substance use may interfere with the woman's 

parenting or vice versa. In addition, the responsibilities 

involved in taking care of children may influence the 

woman's ability to access or participate in treatment. 

Treatment entry was divided into legal (probation, court

ordered) and voluntary. It was chosen as a variable because 

legal pressure is the only reason some women enter 

treatment. Ethnicity was divided into European-American and 

minority. Ethnicity may influence treatment retention if 

programs are not perceived as culturally sensitive to the 

minority woman. Income was divided into low and medium. 

Income is an important variable in that it often determines 

the resources and choices available to a woman. 

The resulting property space based on these categories 

generated too many cells and would have made sampling very 

difficult (Table 3.1). Therefore, the independent variables 

to be used for sampling were prioritized. Treatment 

experience and ethnicity were chosen as the primary 

variables of concern. A variety of treatment experiences 

was desired in order to meet the goals of the study to 

identify conditions leading to treatment completion and 

dropping out of treatment. To further narrow the sample it 

was decided to sample predominantly lower income women with 

children. Lower income women were chosen because they are 

the highest risk group and have limited access to resources. 
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There is also a high drop out rate in this population (Green 

& Ryser, 1978). Further, my initial observations were based 

on my research and experiences with low income, substance 

abusing women. It was desired to create the theory on a 

sample with the characteristics similar to women I had 

observed and spoken with in my evaluation research. 

Information on the other variables was obtained, but was not 

used in determining whether a woman fit the criteria for the 

study. The final property space had 8 cells based on 

treatment and ethnicity (Table 3.2). In recruiting women 

for the study the goal was to obtain a sample of women from 

different ethnic backgrounds with a broad range of treatment 

experiences. 



Table 3.1 Property space of initial independent variables for sample selection 

Treatment Completed Didn't complete 

Complete 1st time Complete w/prior 2. 1 attempts Never tried 

Entry Vol. Legal Vol. Legal Vol. Legal Vol. Legal 

Children Yes No Yes No Yes No Yes No Yes No Yes No Yes No Y N 

Income L M L M L M L M L M L M L M L M L M L M L M L M L M L M L M L 

Ethnicity A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A A 

M M M M M M M M M M Mj M M M M M M M M M M M M M M M M M M M M 

Income Ethnicity 

L=low income A=Anglo 

M=medium income M=Minority 

M 

A 

M 

-..J 
.J:> 



Table 3.2 Property space of 2 remaining independent 

variables for sample selection 

Completed Completed Repeated No 

1st time w/prior attempts treatment 

A I M A I M A I M A I M 

Data Collection 

Recruitment 

The sample was obtained by interviewing former 

participants of a treatment program the author had 

evaluated, by placing flyers in local mental health 

agencies, substance abuse treatment programs, and domestic 

violence shelters, a transitional housing program for 
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addicts, threugh an Adults Molested as Children group, and 

by word of mouth. Subjects were paid $10 for participating. 

Sample Characteristics 

Twelve women and one man were interviewed. However, 

one woman and the man were later dropped from the analyses. 

The woman did not fit the criteria for an addict or 

alcoholic. The male, who was her partner, was an addict. 

However, a female sample was desired in keeping with the 

goals of the study. Two subjects were minorities, six were 

Anglo, and three were bi-racial. All cells in the property 

space had at least one person with the exception of a 

minority woman who successfully quit using without treatment 



76 

(Table 3.3). Women currently in treatment were included in 

the completed first time category. Two women fit this 

description and were very close to completion. Most women 

were currently receiving some form of treatment or 

counseling, therefore, the sample was biased in that 

respect. Table 3.3 Property space of final sample 

Completed Treatment Did not complete treatment 

Completed Completed with Repeated No 

first time prior attempt Attempts treatment 

A M A M A M A M 

Donna Laura Anna Betty Joan Gail Eve 

Irene Cathy Faith 

Kelly 

The sample was compared in terms of the other variables 

deemed pertinent: children, income, and treatment entry 

status. variation was observed in the final sample across 

these characteristics, with the exception of children. All 

subjects had children except for two. While most subjects 

were low income and receiving some form of government 

assistance, some came from middle class backgrounds, thus 

leaving the issue of economic status obscured. This is not 

uncommon, as downward social drift often occurs among 

substance abusers. Four of the subjects were in treatment 

as a condition of probation or CPS. A distribution of the 



sample characteristics is presented in Table 3.4. A 

detailed description of each subject is presented below. 
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Anna was a 28 year old Anglo. She was a divorced 

mother of 2 children, one of whom lived with her parents. 

She was a high school graduate with some college and 11 

months in the Navy. She received $493 month in AFDC, 

foodstamps, and child support. She had been arrested 4 

times, twice for domestic violence and twice for drug 

related charges. All charges were dropped, with the 

exception of one drug charge. She began using marijuana in 

high school. She began using cocaine when she was 23 years 

old. She had tried day treatment and outpatient treatment. 

She successfully completed outpatient treatment. Outpatient 

treatment was a condition of probation, however the initial 

attempt to receive treatment was voluntary. At the time of 

the study, she was receiving counseling and anti-depressants 

from two mental health agencies. She had been clean for two 

years. She was still on probation. 

Betty was a 38 year old, African American woman. She 

was living with her oldest daughter, one son, and her 

grandchild. Her 3 other children were in foster care. 

Betty completed 11 years of education and had her GED. She 

had no financial support and had applied for general 

assistance. She recently quit a job because it was too 

stressful. She had been arrested once for shoplifting. She 



Table 3.4 Selected demographics of the sample 

ID Age Educ Kids M.S. Income Ethnicity Arrests 

Anna 28 13 Yes D $493 Anglo 4 

Betty 38 11/G Yes D 0 Afr Am 1 

Cathy 34 9/G Yes D $387 Bi-racial Several 

Donna 25 13 Yes S $387 Anglo 1 

Eve 42 B.S. No M $900 Anglo 0 

Faith 33 13 Yes S $387 Hispanic 2 

Gail 36 14 No S $480 Bi-racial 4 

Irene 44 13 Yes S $581 Anglo 0 

Joan 46 11/G Yes D $500 Anglo 4 

Kelly 47 10 Yes M/S 0 Anglo 2 

Laura 70 14+ Yes D $1500 Bi-racial 3-4 

Treatment 

Complete w/prior 

Complete w/prior 

Complete w/prior 

In 1st treatment 

None 

In 2nd treatment 

Repeated attempts 

Completed 1st time 

Repeated attempts 

Completed w/prior 

Completed 1st time 

Entry 

Legal 

Vol. 

Legal 

Legal 

N/A 

CPS 

Vol. 

Vol. 

Vol. 

Vol. 

Vol. 

....,J 
00 
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began using alcohol at 14, but didn't start with her drug of 

choice, crack, until she was 30 years old. She had tried 4 

treatment programs in the last 2 years, completing a short

term outpatient program. She had received on-going case 

management services from a local substance abuse agency 

during the 2 year period. At the time of the study, she was 

in counseling, relapse prevention and 12-Step programs after 

a recent relapse. She voluntarily entered treatment on each 

occasion. 

Cathy was a 34 year old Anglo and part Hispanic woman. 

She was a divorced, mother of 2 children, one child lived 

with his father. She completed 9 years of school, had a 

GED, and 1 year at a community college. She was a full-time 

student. She received $387 in AFDC and food stamps, had 

section 8 housing assistance and a grant from school. She 

had several drug related arrests. She began using alcohol 

before 9 years old, marijuana at 9 years old, amphetamines 

at 12 or 13 years old and cocaine at 17 years old. She 

attended residential treatment which she had to leave 

because she became pregnant. She completed an outpatient 

program. Treatment in both cases was a condition of 

probation. At the time of the study, she was attending 

after care at the residential treatment center she attended. 

She had been clean for 3 years was still on probation. 

Donna was a 25 year old Anglo woman. She was a single 
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mother of one child. She completed high school and one year 

in a technical institute. She was a certified veterinary 

assistant. She received $387 in AFDC and food stamps. She 

had one arrest for possession of cocaine. She began smoking 

marijuana and drinking in 7th grade. She began using 

cocaine and crack after high school. She was in the final 

phase of residential treatment at the time of the study. 

Treatment was a condition of probation. She'd been clean 

for 11 months. Along with residential treatment, she 

attended couples counseling with her boyfriend at a local 

mental health agency and 12-Step meetings. 

Eve was a 42 year old Anglo woman. She was married 

with no children. She had a Bachelor's degree and was a 

licensed massage therapist. She was supported by her 

husband with an income of $800-1000 a month. She has no 

arrest history. She began drinking when she was 12 years 

old. She began using speed and demerol in college at 18 

years old. She quit on her own after 1-2 years of daily 

use. She continued to use hallucinogens, marijuana, and 

alcohol over the next several years. She had not used drugs 

for 7 years, but still drank alcohol on occasion. She had 

never received drug/alcohol treatment. At the time of the 

study, she was in counseling at a local mental health 

agency. 

Faith was a 33 year old Hispanic woman. She was a 
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single mother of 5 children. One child lived with her and 

the other four were living with her mother. She received 

$387 a month in AFDC and foodstamps. At the time of the 

study, she had just been hired for a part-time child care 

job. She was going to begin school in the next month. She 

completed high school and beauty college. She was arrested 

once for domestic violence. She began smoking marijuana 

when she was 15 years old. She began drinking, using 

hallucinogens, and cocaine when she was 19. However, heavy, 

regular use did not begin until she was 28 years old. She 

tried residential treatment and left to go to a different 

residential program because she viewed the first one as 

abusive. At the time of the study, she was in the second 

treatment program. She had been clean for 18 months. 

Treatment was a condition of CPS. 

Gail was a 36 year old Anglo and part Native American 

woman. She was single and had one child which she gave up 

for adoption at birth. She graduated high school, has aGED 

and a couple of years of college. She was also in the army. 

She was on disability at the time of the study. She 

received $480 a month in disability and foodstamps. She had 

rent subsidized housing. She'd been arrested four times, 

twice for drug charges and twice for prostitution. All 

charges were dropped. She began using speed in 7th grade 

and other drugs, including heroin, when she was 16 years 
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old. The longest she had been clean is 90 days in 27 years. 

She used heroin the week prior to the interview. She had 

received treatment off and on from the VA hospital. At the 

time of the study she was receiving counseling, methadone 

maintenance and attending AA. All treatment was voluntary. 

Irene was a 44 year old Anglo woman. She was single 

and had one child which she lost custody of when the child 

was 14 years old. She completed high school and one year of 

technical training. She was a certified physical therapy 

technician. She had been disabled for the previous 3 years. 

She received $545 a month in disability and $36 in 

foodstamps. She had no arrest history. She began drinking 

and smoking marijuana when she was 21 years old. She began 

drinking alcoholically in her early to middle 30's. She 

voluntarily attended outpatient counseling for her drinking 

successfully for over one year. She had been clean for 2 

3/4 years. At the time of the study, she was in counseling 

and attending 12-Step programs. 

Joan was a 46 year Anglo woman. She was a divorced 

mother of 2 grown children. She had 11 1/2 years of 

education and a GED. She received $500 a month from 

prostitution. She had been arrested four times, three times 

for forgery and once for prostitution. She began using 

heroin when she was 22 years old. She used heroin 1 1/2 

hours prior to our interview. She briefly tried residential 



and methadone maintenance in the past. At the time of the 

study, she was on the waiting list for a methadone 
. 

maintenance program. 

Kelly was a 47 year old Anglo woman. She was 

separated from her husband and had three children, two of 
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who are grown. She had 10 years of education and was a 

certified nursing assistant. She was living in a domestic 

violence shelter and had no source of income. She had been 

arrested twice, once for shoplifting and once for driving 

under the influence. She began drinking around 15 years 

old. She began drinking alcoholically and taking Valium 

around 30 years old. She first entered treatment when she 

was 43 as a CPS condition. She began drinking again after 

6 months. She tried other detoxification programs 

unsuccessfully after that. She successfully completed a 

hospital detoxification program and began attending AA on a 

voluntary basis one year ago prior to the study. She had 

been clean for 11 months. At the time of the study she was 

receiving domestic violence counseling at a shelter and 

attending AA. 

Laura was a 70 year old Anglo/Native American woman. 

She was a divorced mother of 3 grown children, grandmother 

of 9 and great grandmother of 7. She completed high school, 

had an Associate of Arts degree and several years of 

undergraduate and graduate course work. She worked full-
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time as an office manager of a transitional apartment 

complex for recovering addicts. She earned about $1500 a 

month in wages and social security, plus rent and utilities. 

She had been arrested 3 or 4 times for failure to pay 

traffic tickets. She began drinking and taking codeine in 

her late teens. She stopped drinking while she was married. 

She began drinking alcoholically in her late thirties and 

left her family at that time. She drank and used drugs, 

marijuana, cocaine, and hallucinogens, for the next 20 

years. She received outpatient counseling for 5 years while 

she was still drinking. She voluntarily attended AA 12 

years ago and had been clean ever since. At the time of the 

study, she still attended 12-Step meetings. 

The Interview 

Interviews with the women focused on the recovery 

process and experiences with treatment. Questions covered 

how they began using, the recovery process, treatment 

experiences, treatment relationships and what the women 

viewed as helping or hindering their recovery. General 

questions about their childhood were also asked. The 

questions were open-ended and very general so as not to bias 

the participants' responses. Questions were followed with 

appropriate probes to clarify answers. In grounded theory 

the goal is to code each interview prior to conducting 

subsequent interviews in order to modify the questions and 
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test emerging hypotheses. In the present study this method 

was followed for the first five interviews. However, it was 

not always possible in subsequent interviews because of 

scheduling difficulties. Therefore, while questions were 

added and modified as the interviews progressed; the same 

basic content areas were covered in every interview. Basic 

demographic and background information was also obtained. 

The interviews were tape recorded and transcribed. (See 

Appendix C for initial questions.) 

Interviews took place in the women's homes with the 

exception of three interviews. These interviews were held 

in a residential treatment facility, the park, and at an 

off-campus office. A few of the women had small children 

present during the interviews and one woman's mother was 

present. However, this did not appear to influence the 

disclosure or comfort level of the women. The women were 

very open in answering the questions. Often probes and 

follow-up questions were not needed because the women had 

covered the information in their discussion. Most of the 

women requested copies of the final results. 

Data Analysis 

Data analysis in grounded theory consists of coding. 

Coding is the method by which data are broken down, 

conceptualized, and put back together in new ways. The 

purpose of coding in grounded theory is to: 1) build theory; 



2) provide rigor to the research process; 3) assist in 

breaking through biases and assumptions which enter or 

develop during the research process; and 4) provide the 

grounding, density, sensitivity, and integration necessary 

for building a theory which closely represents reality 

(Strauss & Corbin, 1990). Three main types of coding are 

used in grounded theory: open coding, axial coding, and 

selective coding. 

Open Coding 
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Open coding is the first step in coding the data. It 

is the process of breaking down, examining, comparing, 

conceptualizing, and categorizing data. The unit of 

analysis can be a phrase, line, sentence, paragraph, or 

entire document. Each discrete unit is labeled and the 

labels are referred to as concepts. Concepts are then 

grouped into categories. Categories are given conceptual 

names reflecting the grouped concepts serving to coordinate 

groups of categories or subcategories (Strauss & Corbin, 

1990). In this study coding began with the smallest unit of 

conceptualization as the unit of analysis. In this case it 

was usually a phrase, line or sentence. It represented the 

smallest unit of content which conveyed a specific meaning 

which could be labeled or coded. The open codes were then 

grouped into categories. During this process many 

categories were generated, some of which were not used in 
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the final theory formulation. Open coding was used with all 

interviews as a first step. A list of open codes is 

provided in Table 3.5. 

Table 3.5 Categories generated in open coding 

Accepting Responsibility 
Asking for help 
Aversive Consequences 
Betrayal 
Childhood Abuse 
Control Process 
Control Use 
Definition of Addiction 
Desire for Someone Similar 
Desire to be Normal 
Downward Comparison 
External Circumstances 
Focus on Drugs 
Getting By 
Hard to Take Responsibility 
Hope 
Hostile Environment 
Inability to Change Life 
Individuation 
Integrity 
Intuitive Knowing 
Isolation 
Justice is Arbitrary 
Learning Tools 
Need for Connection 

Axial Coding 

Need for structure 
Pain Relief 
Reason for Using 
Perceived Stigma 
Poor Parental Monitoring 
Poor Relationship History 
Positive Changes 
Recognition of Chronicity 
Reality Invalidated 
Reframing 
Rejection 
Retrospective Making Sense 
Rigid System 
Role of God 
Role of Luck 
Role of Mothering 
Self-Awareness 
Setting Goals 
Shift to Self 
Supportive Environment 
Treatment Aversive 
Trust in Client 
Unresponsive System 
Using Environment 
Willingness 

Axial coding is the next step in the analytic process. 

In contrast to open coding which breaks the data into the 

smallest unit, axial coding is concerned with connecting the 

data back together by linking categories and subcategories. 

In axial coding "the focus is on specifying a category in 

terms of the conditions that give rise to it; the context in 
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which it is embedded; the action/interactional strategies by 

which it is handled, managed, carried; and the consequences 

of those strategies" (Strauss & Corbin, 1990, p.97). This 

serves as the paradigm for coding. Therefore, the data and 

the open codes generated from the data were recoded by 

comparing the categories and deriving relationships between 

the categories utilizing the paradigm specified above. 

Axial coding was used to recode the first five interviews. 

This served to develop a preliminary model and was the basis 

for the final stage in coding, selective coding. 

In the present study axial coding was applied to the 

onset of substance use as well as recovery from substance 

use. For example, the following paradigm is proposed to 

explain substance use. Traumatic or abusive childhood 

experiences and dysfunctional family relationships are 

causal conditions leading to psychological/emotional pain, 

however, the need for connection remains even if the person 

has shut down emotionally. Substance use is a strategy 

utilized to manage the psychological pain and allows the 

person to feel connected to something. The context of a 

normative using environment facilitates substance use. 

Isolation or having no one to turn to for support is another 

context which facilitates the choice of substance use for 

pain relief. The consequence of the action is pain relief, 

as well as escalation and addiction. The inability to 
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change one's life is an intervening condition making 

substance use a practical choice. The paradigm is presented 

in Figure 3.1. An example of the originally coded data 

which was later recoded following the axial coding paradigm 

is presented in Table 3.6. 
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Figure 3.1 The paradigm model in axial coding -

Causal 
Conditions 

Phenomenon 

Context 

Substance use. 

Intervening 
Conditions 

Action -
Interaction 
Strategies 

Consequences 

Abusive Childhood 
Dysfunctional Family 
Relationships 

Pain 
Need for Connection 

Using Environment 
Isolation 

Inability to 
Change Conditions 

Substance Use 

Pain Relief 
Escalation/Addiction 
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Table 3.6. Open coding of transcribed data - Using. 

Subject Statements 

She (mom) had left a note 
on my bed saying I had to move. 

She (mom) did have a terrible, 
terrible temper, you know to the 
point of picking up 2 by 4's. 

I was powerful when I took 
speed. I was totally 
unempowered when I didn't. 

It's like watching a video 
camera without sound. In a 
sense, taking drugs I got 
some sound. 

For a whole last year I was like 
not going to do it, but everyone 
else was doing it, so I would. 

It got to the point that I felt 
like, if I'm buying all this 
for him I may as well be using. 

I didn't have any friends, ended 
up hanging around people who were 
smoking. I wanted to fit in. 

I was mad at this guy. I used 
over a guy. 

Open Code 

childhood rejection 

childhood physical abuse 

use supplies what's 
missing, kills pain, 
establishes a connection 

use supplies what's 
missing, kills pain, 
establishes a connection 

using environment 

inability to change 
conditions 

isolated 

use to numb pain, deal 
with emotions 

I was actually in a lot of p~in no way out, use escalates 
toward the end. 

But I thought I had no life left. no way out 
So why quit? I'd lost. 

I don't know how it escalated. use escalates, addiction 
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The same paradigm format was used to explain recovery 

from substance use. External circumstances are a causal 

condition leading to the need to quit substance use. 

Treatment is a strategy used in an attempt to quit using. 

The treatment environment, supportive or hostile, is one 

context of quitting. Another context is the role of the 

self, or willingness or being ready to quit. The context 

influences whether or not the person remains in treatment or 

goes back to using. Intervening conditions include being 

forced to stay in treatment, for example, court-ordered or 

the shift to self, wanting to quit use regardless of the 

environment. The woman's choice of remaining in treatment 

or quitting as a strategy is dependent on the context and 

intervening conditions. A hostile treatment environment 

(context) may lead to quitting treatment (strategy). 

Possible consequences of either decision include relapse, 

abstinence, positive behavior change, and self-awareness. 

An example of the originally coded data which was later 

recoded following the axial coding paradigm is presented in 

Table 3.7. The paradigm is presented in Figure 3.2. 



93 

Table 3.7. Open coding of transcribed data - Recovery. 

Subject Statements 

In the beginning I was court 
ordered here. I was just staying 
clean because I didn't have a 
choice. 

I was using because I was 
depressed. Then I decided to get 
my shit together. 

She didn't believe I had just 
gotten my truck back, even though 
I had people who could back me. 

I didn't want her opinion and 
all I wanted to do was cry, 
complain, and her to listen. 

All my clean time I owe to her 
because she stuck in there. When 
the going was rough she was right 
there, fighting with me. I could 
just see her feeling my pain, all 
of it. 

Somewhere I found an honest will. 

I don't want to be here, but 
I need to be here. 

I figured what do I need to come 
to some place that I was trying 
to get help from to get abused. 
So after I left there I used 
a lot more than I ever had. 

Finishing what I started was 
another thing I learned. 

I could have drank the other 
night but I wouldn't have. 

Open Code 

external forces 

need to quit using, 
trying to change life 

hostile treatment 
environment 

supportive treatment 
environment, importance 
of listening 

supportive treatment 
environment, caring 
staff, empathy 

shift to self 

decision to stay, 
treatment aversive 

decision to quit, 
hostile treatment 
environment 
consequence: using 

positive behavior change, 
learning tools 

abstinence, choosing 
sobriety 
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Figure 3.2 The paradigm model in axial coding - Recovery 
from substance use 

Causal External Forces 
Conditions 

Phenomenon Need to Quit Use 

Context Treatment 

Intervening 
Conditions 

Action -
Interaction 
Strategies 

Consequences 

Environment: 
Hostile/Supportive 
Role of Self 

Forced to Stay 
Shift to Self 

Decision to stay or 
quit treatment 
Decision to quit or 
continue using 

Relapse 
Abstinence 
Positive Behavior 
Change 



Selective Coding 

Selective coding is the final step of data analysis. 

There are five steps which occur in selective coding: 1) 

explicating the story line; 2) relating subsidiary 

categories to the core category through a paradigm; 3) 

relating the categories at a dimensional level; 4) 

validating those relationships against the data; and 
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5) filling in categories that need further refinement and 

development (Strauss & Corbin, 1990). It is through this 

process that one achieves final integration of the data. It 

is an extension of axial coding in that many of the themes, 

patterns and relationships have already been identified. 

Selective coding is the process of bringing these together 

in a final model. 

The first step, explicating the story line, is exactly 

as it sounds. One must determine what story the data are 

telling. In the process of developing the story line one 

identifies a core category which underlies or relates to the 

other categories. The relationship of the core category to 

the subsidiary categories is defined and a paradigm 

explaining the relationships is developed. The final theory 

contains only those variables which are related to the core 

category. One then validates the paradigm or theory against 

the data. Does the paradigm apply to each individual or are 

there other conditions or outcomes which need to be 
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considered and added to the theory? In validating the 

paradigm against the data one is able to fill in and modify 

categories and relationships between categories. These 

steps are not necessarily followed in order, but, rather one 

moves back and forth between the steps to develop the 

theory. It is in validating the theory against the data 

that one grounds the theory (Strauss & Corbin, 1990). 

In the present study each interview was recoded in 

order to determine the story line. A path diagram was 

developed for each subject depicting her experience with 

recovery and treatment in terms of the conditions, context, 

strategies and consequences. As common elements and themes 

emerged from the individual story lines a unifying model or 

theory was developed. The theory was modified with coding 

of each subsequent interview. Story lines are compared as 

they are coded. For example, an element which leads to 

success for one person but is missing for another person who 

has been less successful is identified as an important 

element of the model. The final model represents a 

composite, in a sense, of all the interviews. Two examples 

of story lines are presented. 

The first example is Kelly. Kelly's first attempt to 

quit was the result of being forced into treatment by Child 

Protective Services (external force). She later relapsed 

and the consequences of her relapse became quite severe 
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including losing her husband and children and spending time 

in jail. It was the fear of where her life was heading 

which led her to try to quit again (decision to quit using, 

and get treatment). She ascribed her ability to 

successfully quit substances at this time to doing it for 

herself and a spiritual awakening (shift to self). She had 

a strong connection to Alcoholics Anonymous (supportive 

treatment environment) and was very resourceful in her 

attempts to straighten out her life (positive self factor) . 

She expressed anger at a system which she feels is 

oppressive and does not value women, yet she has not 

relapsed and retains a sense of herself as separate from the 

system (consequence is sense of self/identity). 

The second example is Anna. Anna's first attempt to 

quit was the result of her own realization that her life was 

falling apart (hit bottom). She voluntarily sought out 

treatment. However, the treatment environment was very 

hostile. Staff often didn't believe her and made no attempt 

to determine if she was telling the truth. They ignored 

real problems in her life and focused exclusively on 

substance use. She felt stereotyped as an addict and looked 

down upon by the staff. She subsequently quit treatment and 

relapsed and began using more than she had in the past 

(decision to quit treatment; relapse). She then moved in 

with the father of the child she was expecting and they both 
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began to decrease their drug use. At that time they were 

arrested and she was mandated to treatment (external 

forces). She asked the court to send her to a different 

treatment program (positive self factor, resourcefulness). 

She viewed this program as very positive and supportive. 

Staff in this program trusted and believed her. Treatment 

focused on the positive aspects of her life. She felt she 

could be herself in this program. She was given choices in 

her treatment and not forced to do things she didn't want to 

(positive treatment characteristics). The result of the 

positive treatment experience was sobriety which is 

maintained by spirituality or God (positive self factor), 

her role as a mother (contextual factor, mothering), and the 

perception that using had become too much of a hassle 

(contextual factor, external force) . 

The two cases presented are brief examples of story 

lines containing some of the themes discussed in open and 

axial coding. The final model brings the story lines and 

codes together into a unifying theory. In clarifying the 

connections between categories and the core category 

hypotheses are developed. These hypotheses depict the 

relationship between the categories as well as describing 

movement in the theory. The final model and resulting 

hypotheses are presented in the next chapter. 



Chapter 4 

Results 
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The goals of the present study were: 1} to identify and 

describe the conditions under which women successfully 

complete treatment; 2} to identify and describe the 

conditions that lead to women quitting treatment; and 3} to 

identify and describe the elements of successful recovery 

from substance abuse. A model identifying factors 

influencing treatment completion and recovery from addiction 

was developed. A core category which drives behavior was 

postulated, as well as the relationship between the core 

category and the recovery process. 

The goal of grounded theory is to develop a theory 

which explains a pattern of behavior. The theory revolves 

around a core category. The core category explains most of 

the variation in the phenomenon of interest. The final 

theory contains only those variables related to the core 

category (Glaser, 1978). The function of the core category 

is to "resolve the problematic nature of the pattern of 

behavior to be accounted for" (Glaser, 1978, p.93). The 

core category is chosen because it best explains the 

phenomenon being studied. It recurs frequently in the data 

and is related to, explains or drives the other categories. 

Often, but not always, the core category is a basic social 

process. A basic social process is a social or behavioral 
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phenomenon which happens over time and involves change. It 

includes at least two stages which differentiate and account 

for variation in outcome. A stage can be thought of as a 

period of growth in which a new structure emerges. There is 

a specific theme to a stage. The theme describes the new 

structure which is emerging at that stage. 

In the present study the phenomenon or behavior to be 

explained is women's recovery from substance abuse. The 

core category is the process which best explains how women 

recover. It should also explain any observed differences in 

how women recover and their outcomes, both positive and 

negative. In the present study two stages of the basic 

social process described as IIrecovery through connections ll 

were identified. Recovery through connections refers to the 

woman transforming her life through the connections she 

forms as she recovers. The stages which emerged are 

IIconnection with selfll and IIconnection with treatment. II 

Intervening conditions influencing each of these two stages 

were identified. Positive and negative personal qualities 

are the intervening conditions influencing the "connecti~n 

with self" stage. Positive and negative treatment 

characteristics are the intervening conditions influencing 

the "connection with treatment" stage. In addition, two 

contextual factors, external forces and mothering, which 

influence movement in the model were identified. 



Fif('ure -1.1 Recovery through connections.: 
A grounded theory of women's recovery from subs.tance abu,se. 

Positive Treatment 
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Positive Personal 
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Connections Theory of Recovery 

A model of women's recovery from substance use, 

"recovery through connections", was developed. Recovery 

through connections refers to the woman transforming herself 

and her life through her connections. Recovery through 

connections is the core category explaining the process of 

women's recovery. The type of connections formed and 

whether particular connections are made determine the 

woman's outcome. 

Need to Fill the Void 

All humans experience a need for connection. How this 

need is filled varies in individuals. Some people have 

strong connections to other people, some are very connected 

to their work, and some are connected to nature. In female 

substance users this need for connection drives both their 

substance use and recovery. The need for connection is 

always present, yet it came from a place of pain in the 

women in this sample. Further, the ability to form healthy 

connections was impaired. A category, the need to fill the 

void, describing this experience was identified. The need 

to fill the void refers to an underlying need which drives 

behavior at all times. In the void there is pain and no 

sense of control or power over life. The void can be the 

result of betrayal and/or abuse. There is no sense of 

connection or trust with the outside world or people in it. 
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The void creates a need to fit in. As a result there is no 

sense of identity. It was this void which led the women in 

this sample to use substances. Using numbed the pain and at 

the same time gave the women a sense of connecting with 

something and a feeling of somehow being able to control 

what they were experiencing internally. This experience was 

described by many of the women. 

"When I use I go up. I can conquer the world. It 
kills all the feelings, all the hurt and pain ... " 
(Gail) 

"It would take away my fear of being alone ... " (Irene) 

"They were so fun .... It felt really good." (Laura) 

"I did it to the extreme because I was going through a 
lot of changes, a lot of pain." (Betty) 

"The booze numbed reality enough where I felt these 
people were real accepting of me, when, in reality we 
were nothing more than drunks." (Laura) 

"I thought ... would I spend the rest of my life just 
drinking because I'm empty inside. I kept drinking but 
I kept thinking I would find God." (Eve) 

The need to fill this void and connect does not 

diminish or disappear when the woman quits or attempts to 

quit using. In fact it still drives behavior in the sense 

that the woman is still trying to connect with someone or 

something and trying to experience some sense of control 

over her life. The difference now is that the woman is 

trying to meet these needs through treatment or herself. 

The core category describing this process is connections. 
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The woman is in essence transforming her life through her 

connections. The new connections being formed serve the 

dual function of filling the void and helping the woman to 

create a new life and identity. The void is distinguished 

from the core category, connections, because it is the 

motivation for behavior, while connections describe the 

process by which the void is filled. The connections being 

formed provide the movement in the model. 

Two stages emerged which describe the woman's attempts 

to fill the void as she tries to recover: connection with 

treatment and connection with self. These stages are 

recursive and influence, as well as, interact with each 

other. They are not sequential stages in that one is not 

the precursor to the other. A stage is viewed as a period 

of growth in which a new structure emerges. In the present 

model, growth in one stage can influence growth in the other 

stage. In that sense they are recursive and interactive. 

Definitions and examples of the stages will be presented 

first, followed by an explanation of their interaction. 

Connection with Treatment Stage 

Connection with treatment refers to the woman choosing 

to identify with treatment and the lifestyle treatment 

represents over a substance using lifestyle. Two 

intervening conditions influence whether this connection is 

made. Intervening conditions moderate strategies pertaining 
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to a phenomenon (Strauss & Corbin, 1990). Perceived 

positive and negative characteristics of the treatment 

environment act as intervening conditions influencing 

whether the woman forms a positive connection with treatment 

allowing her to complete treatment and adopt a healthy 

lifestyle. These characteristics of treatment are derived 

from the woman's experiences with treatment. They are 

considered characteristics of treatment because they are 

qualities of a treatment system or environment. In some 

cases they may describe relationships with specific staff 

members. However, they are based on the women's perceptions 

and interpretations of her experiences. 

Negative Treatment Characteristics. Negative 

characteristics of treatment are characteristics of the 

treatment environment that are experienced as hostile and 

unsupportive. These characteristics include being 

invalidated by staff, an experience that justice is 

arbitrary, a lack of control over recovery, a rigid, 

unresponsive treatment system, an exclusive focus on drugs 

and perceived stigma. A woman may experience one or more of 

these characteristics while in treatment. Women described 

experiences where they were not believed and not allowed to 

prove what they said was the truth. The system had strict 

rules which did not take into account each woman's unique 

situation. Justice or application of the rules and policies 
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appeared to be arbitrary in the sense that the woman could 

not predict what the provider's response would be to a 

request or problem. Arbitrary justice pertains to whether 

the woman perceived she was being treated fairly. The 

system had control over the woman's recovery in that she 

could not make many of her own decisions regarding what she 

felt she needed to recover. There was an exclusive focus on 

drugs as the primary problem neglecting other contributing 

factors or problems in the woman's life. Some of the women 

perceived they were looked down upon by the staff because of 

their addiction. One woman described a combination of these 

characteristics which she experienced in treatment as 

follows: 

"Basically I was no good. Basically if I wasn't such a 
fucked-up person I wouldn't be using drugs, and they 
think you have all these problems in your life because 
you're using drugs. My attitude is, no, I had all 
these problems in my life that I turned to using drugs 
to escape." (Anna) 

Other women described a rigid system, unresponsive to their 

needs: 

"It was like a brainwashing setup. It was a lot of 
contradicting and they didn't see that. They would 
tell you to be assertive, speak up and this and that. 
And then when I did, it was like, "don't say that. 
Don't say anything." which was very confusing." (Betty) 

"The reason I left was because I had bills and things 
to take care of. I had gone to the head supervisor and 
told them that I needed some time to payoff things. I 
had to come to Tucson, you can come to do this (with 
me). They told me they couldn't do that. If they 
would have come with me, things had to be done. My car 
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Important things." (Joan) 
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One woman described the staff's disapproval in response to 

her making her own decision regarding her child's day care. 

"I have my daughter in daycare, she's been there for 
the past four months. Last month they questioned me 
about my daycare. They told me that next time I did 
something like that I needed to clear it through 
them ... I am used to doing stuff on my own and I want 
to be responsible now, where I don't have to go through 
you to get me daycare. I can do it myself. I still 
disagree." (Faith) 

Another woman described this response by staff when she made 

specific requests concerning what she wanted in her 

treatment program: 

(Staff), "You don't need to know." I said, "I do need 
to know. Because I, help me if I'm wrong, but I feel 
lost right now. I thought that everything was fine and 
I was so willing to make sure that I get the best 
treatment. I need to find out what did I say. You 
know, is there proof?" She says, "See that's what I'm 
talking about. You're so persistent in your ways right 
now." (Betty) 

One woman expressed her need to control her recovery 

process as follows: 

"She (friend in AA) was judging me when she shouldn't 
be judging me. Everybody works at their own pace and 
there are no rules. It takes as long as it takes. I 
get angry sometimes about that." (Irene) 

The experience that justice in treatment was arbitrary is 

described by one woman as feeling as though she was being 

manipulated by the staff. 

"You can question all you want and ask to change it, 
you never know what they will say .... I think they fool 
with your head. They really do. They played with my 
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head that day." (Donna) 

A tendency to focus exclusively on drugs ignoring other 

underlying problems was described as follows: 

"My case manager told me that was just my rationale to 
use. I told her I didn't need a rationale, that I 
would just go out and use. I told the (mental health) 
counselor and she understood about the feelings ... She 
understands that it is not all about drugs." (Gail) 

Sometimes women felt looked down upon by staff. As one 

woman described: 

" .. she treats me like I'm mentally ill because I'm a 
drug addict ... They make me feel pissed inside. Just 
because I do drugs doesn't mean I'm stupid." (Donna) 

One woman described the staff placing an emphasis on her 

responsibility for what had happened to her in the past 

ignoring the woman's victim status: 

(discussing abusive relationships) "You do this stuff 
so in that sense if you are being brainwashed into 
doing something that you would not normally do, how can 
that be my fault and my responsibility. Basically 
their attitude is that you are responsible that you 
were victimized by this person and that is your problem 
because you didn't do this." (Anna) 

These treatment characteristics make it difficult for 

the woman to establish a bond or sense of connection to a 

new life and identity. Also keep in mind that the woman is 

attempting to resolve an underlying sense of betrayal, 

disconnection, powerlessness and may have no clear sense of 

identity. These treatment characteristics can serve to 

reinforce the feelings of deficit and create an even greater 

need to fill the void. As a result, the ability to connect 



109 

with treatment can become tenuous. A woman may choose to 

return to using at this point. Using affords a sense of 

connection and allows the woman to feel she has some control 

in her life. It is a decision she makes and controls. Two 

women described their experience processing these 

characteristics which led to their leaving treatment and 

returning to using as follows: 

"At first I did trust them. But as treatment went on 
and I got to know these people, there was no one that I 
could trust. Because I didn't believe in them 
anymore." (Betty) 

"I had been in these fucked up relationships where I 
was stupid, a bitch. And my family raised me that way. 
I figured what do I need to come to some place that I 
was trying to get help from to get abused. I could get 
that on the streets. So after I left there I used a 
lot more than I ever had." (Anna) 

Positive Treatment Characteristics. Positive 

characteristics of treatment include trusting the woman, 

giving the woman responsibility, listening to the woman, 

conveying a sense of care and concern for the woman, feeling 

understood by the treatment staff, being around treatment 

providers similar to you and experiencing successes in 

treatment. The qualities of listening, caring, 

understanding and trusting facilitate a positive connection 

between the woman and treatment. Giving the woman 

responsibility and experiencing small successes give the 

woman a sense of control over her life and her recovery. 

This connection with treatment should help to fill the void 
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the woman is experiencing and facilitate the woman's 

identification with treatment and the lifestyle it 

represents. These characteristics can refer to the 

treatment environment in general or it can refer to a 

relationship the woman forms with someone in particular. 

One woman described her relationship with her counselor and 

learning how to trust others as follows: 

"He was really your friend ... He tended to take his work 
home with him. He cared about all of his clients. He 
was genuine. He advocated for his clients and could 
understand them ... You see that there are some real 
honest, genuine people. That really makes a difference 
because you kinda come from where you don't trust 
anyone." (Cathy) 

"If people had given up on me I wouldn't be here. You 
know, no one should ever be given up completely. There 
were people there for me." (Cathy) 

She also described the support she received from the staff 

in general and in response to her becoming pregnant by 

another client which is a major violation of the treatment 

program's rules. 

"They said for now don't say anything. They were real 
supportive. I had 30 days to leave the facility ... They 
put me on the phone so I could find my resources." 
(Cathy) 

Women also described the importance of receiving non-

judgmental support. 

"The kind of support you get in AA is that you can do 
it if you really want to. We'll support you even if 
you slip." (Laura) 

"At AA they listen and they respect my feelings. I'm 
validated. Treatment had different rules. Like my 
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case manager cared and a nurse cared." (Gail) 

"I like NA very much. If you want to get off, they are 
a good group who can give you support. You can go in 
there and blow off stearn." (Joan) 

"All my clean time lowe to her because she stuck in 
there." (Betty) 

Listening is another important quality. 

"If I just have someone to listen, I'll talk. If I 
talk about things then I look at things differently. I 
feel better. It really works." (Anna) 

Women described feeling trusted and given 

responsibility as important for their connection with 

treatment. 

"When I was here early on and someone was also earlier 
than me and they needed support. I was chosen to go. 
They (staff) trusted me. Someone trusting me feels 
good." (Donna) 

"One of the things that helped me was they did give me 
some responsibility." (Cathy) 

One woman expressed her need for structure and 

acceptance, while at the same time maintaining control over 

her recovery in describing the type of sponsor she would 

like. 

"Someone that is not condescending. Somebody that will 
not tell me what to do. I need a gentle person who can 
give me a push, not a hard push." (Irene) 

Women expressed a need to be around those with similar 

backgrounds, people who have been through it successfully. 

"My counselor was an ex-alcoholic, recovering 
alcoholic. She really could relate and she helped a 
lot." (Irene) 
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"People who have been through the same thing help you 
out." (Joan) 

"Just seeing other people and knowing you are not the 
only one." (Cathy) 

It was also important to learn new skills and 

experience success in treatment. 

"I had a hard time hearing the word "no." I learned I 
had an attitude problem ... I just learned I need to talk 
about how I feel or I will use." (Donna) 

"Learning to think before I act. Basically not taking 
off. I'd just up and leave. I learned not to run from 
things." (Cathy) 

"I've made a big change in my life 'cause before I 
didn't take care of myself. I do now. I care about 
me." (Irene) 

The positive and negative characteristics of treatment 

can either facilitate or hinder the woman's ability to form 

a connection with treatment. Thus, treatment environment 

can account for differences in treatment outcome. 

In grounded theory one generates hypotheses which 

describe the relationship between categories and movement in 

the theory (Strauss & Corbin, 1990). Two hypotheses 

describing the relationship between positive and negative 

characteristics of treatment and outcome were generated. 

Based on the data that were collected, one can hypothesize 

the following: 

H1 : Other things being equal, women who experience 
predominantly negative characteristics of 
treatment which include being invalidated by 
staff, an experience that justice is arbitrary, a 
lack of control over fecovery, a rigid, 
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unresponsive treatment system, an exclusive focus 
on drugs and perceived stigma, will be more likely 
to quit treatment and/or relapse. 

H2 : Other things being equal, women who experience 
predominantly positive characteristics of 
treatment including feeling trusted, being given 
responsibility, being listened to, feeling a sense 
of care and concern for the woman, feeling 
understood by the treatment staff, being around 
treatment providers similar to you and 
experiencing successes in treatment, will be more 
likely to complete treatment and/or remain sober. 

Connection with Self Stage 

Connection with self refers to a shift in the woman to 

meeting her own needs rather than turning to substances or 

others. In essence, it is learning how to fill the void by 

oneself or on your own. It facilitates a sense of identity, 

power and control. The woman is learning to connect with 

herself. Intervening conditions which influence whether 

this connection occurs are personal qualities which hinder 

or facilitate the woman's ability to form a positive 

connection with herself. 

Negative Personal Qualities. Personal qualities which 

hinder this connection include shame and self-doubt. At a 

certain point in the addiction the woman becomes aware of 

how her life has turned out. Shame is very pervasive at 

this point. At the same time it is necessary to make a 

decision about whether to do something about her life. One 

woman described the role of shame in her choice to leave her 

family rather than quit drinking. 
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"I felt like I was the worst person in the world ... An 
alcoholic gets this concept of himself, somehow 
everyone else becomes so much better than you are." 
(Laura) 

Another woman described her shame and how it led her to 

relapse at times. She also described her shame for giving 

up her daughter for adoption. 

"Just sometimes the thoughts of being a failure. I 
can't do things right." (Gail) 

"The only thing I can think of is that something 
happened that triggered that feeling of thinking I'm a 
failure." (Gail) 

"After I had my daughter I started comparing myself to 
my mother. I would say "God I'm worse than my mother. 
At least she didn't give me up." (Gail) 

At the same time she was not ready yet to choose a non-using 
lifestyle. 

"When I'm lonely I go to South Tucson (where she gets 
drugs) ... Because I feel more comfortable (there)." 
(Gail) 

Shame is also very pervasive after the woman quits when she 

is attempting to "fix" her life. One woman described her 

realization of how bad her life had become. 

"That was a whole other situation that I didn't want to 
face and I didn't want to face a lot of things I'd 
done. How are you going to turn things around and face 
them?" (Cathy) 

Self-doubt in her ability to fix the problems leading 

to or resulting from the addiction can contribute to women 

choosing to stay in a using lifestyle. It is related to the 

perception that treatment and solving her problems is too 

hard. One woman described this experience when she realized 
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that recovery was not easy and her initial decision was to 

just get by and get out of treatment. 

"Treatment is very hard. This was long term and you 
have to face a lot of things. My main thing is what do 
I have to do to get out of here?" (Cathy) 

With respect to the void, these feelings of shame and self-

doubt serve to keep the woman in the void and disconnected 

from herself and a positive lifestyle. In order to feel a 

sense of connection again, the woman may return to using. 

Two women described having resolved some of the shame over 

their past as follows: 

"I can overlook that now. It is the past and I don't 
have to keep hounding myself for what I've done." 
(Faith) 

"Some things are changed. The facts are the facts. 
The truth is the truth. But, yet I've changed." 
(Cathy) 

Another woman described her process of overcoming her doubts 

in her ability to overcome her addiction. 

"A period where I didn't know if I was strong. I felt 
weak in ways and stronger in other areas." (Faith) 

Positive Personal Qualities. On the other hand there are 

personal qualities which facilitate the connection with 

self. These include will, resourcefulness, the ability to 

trust others and spirituality. Many women mentioned finding 

"a will." This refers to something within the woman which 

gives her the strength to maintain sobriety. Women 

described their experience finding this will as follows: 
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"Somewhere I found an honest will. Not just I want to 
do this, I really did want to .... The thing is for a 
long time I never gave up hope." (Cathy) 

"You need some kind of power to have a desire not to 
drink anymore and then to change your life". (Laura) 

"I didn't check myself into rehab because I had the 
will. I had the power and I had my power." (Kelly) 

Another woman described not having found her will yet. 

"I'm not ready to quit no matter what you say to me 
because I have to come to this conclusion on my own." 
(Joan) 

Resourcefulness refers to the woman's ability to find 

and use resources on her own. Several women described 

situations where they used their own resources and in some 

cases, fought to get what they needed. 

"I talked to the lady who does the sentencing. I told 
her if they send me to this treatment program you might 
as well send me to jail because I will fuck up .... I 
told the sentencing lady about a different treatment 
program and she called them." (Anna) 

(to handle cravings) "I just go. I find myself at an 
AA meeting. If I have something else to do I just drop 
it and go to an AA meeting." (Kelly) 

"I journaled this situation. I had a lot of free time 
so I worked out a lot by journaling." (Eve) 

"Anger helps motivate me to stick up for myself. I 
talked to him and he ok'd every two week counseling." 
(Irene) 

A support system was identified as critical for 

maintaining sobriety by many women. Yet because of 

underlying trust issues developing a support system is very 

difficult to accomplish. Many women stated they needed a 
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sponsor, yet few were able to even ask someone to sponsor 

them. One woman described her process of learning how to 

trust others. 

"There are a lot of people who are not intentionally 
bad, but they are bad to each other, who are supposed 
to be friends. I learned there are some good people. 
You have to trust some people, too!" (Cathy) 

Another woman described how her inability to trust was 

hindering her getting a sponsor. 

"I'm having a hard time getting a sponsor. I don't 
trust anyone." (Irene) 

Resourcefulness and being able to trust others and ask 

for help are important qualities to counteract the feelings 

of isolation and betrayal present in the void. They are 

also tools the woman can use to gain some control over her 

life. Spirituality refers to the woman's connection with a 

force or power which not only gives her a sense of control 

and power over her life, but provides the qualities which 

are lacking in her life. This is a very powerful connection 

for women who have felt powerless and alienated most of 

their lives. Women described an addiction which had 

dominated their lives for a number of years, yet now they 

could say a prayer and the craving disappeared. Women also 

described a benevolent, forgiving, unconditional God. Once 

again this is an inner resource which counteracts the void 

and facilitates the connection with self. Several women 

described spirituality as their relationship with God. 
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Others described it accessing power in themselves. 

"I truly believe that I got in touch with the fact that 
there is a power within ourselves that can help you not 
to do things that hurt you." (Laura) 

"I believe He (God) talks to me and I talk to him. He 
helps me and gives me the answers." (Kelly) 

"To me the whole thing is to find meaning in life." 
(Eve) 

"I go to God first. It has really showed me the past 
few years that when I'm with God - I'm up. It is not a 
condemnation God." (Gail) 

One woman described accessing this power and her fear of it. 

"I went up to Mount Lemon, took a can of beans to have 
a cookout. I forgot to bring a can opener and I'm 
trying to get this knife into this can. I was beating 
and beating on and I was like, Jesus can you help me 
get this can open. And the knife slid inside and 
freaked me out." (Anna) 

Personal qualities can either facilitate or hinder the 

woman's ability to form a connection with herself. It is 

this connection which gives the woman the ability to meet 

her needs internally as opposed to externally through 

substances or relationships. This connection is also a 

source of power and motivation to overcome her addiction. 

Thus, the personal qualities a woman brings to recovery or 

learns in recovery may account for differences in the 

woman's ability to remain in treatment and/or choose 

sobriety. 

Two hypotheses describing the relationship between 

positive and negative personal qualities and treatment and 
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relapse outcome were generated. Based on the data that have 

been collected, one can hypothesize the following: 

H3: Other things being equal, women who are unable to 
surmount feelings of shame and or self-doubt will 
be more likely to quit treatment and/or relapse. 

H4 : Other things being equal, women who are in touch 
with their will and spirituality, are resourceful 
and able to trust others will be more likely to 
remain in treatment and/or abstain from using. 

Relationship Between Stages 

The recovery process consists of two stages: connection 

with treatment and connection with self. These stages are 

continuous and interactive, not sequential and 

developmental. Connection with treatment represents not 

only a positive connection between the woman and treatment 

providers, but symbolizes an emerging identification with a 

healthy, non-using lifestyle. Connection with self refers 

to the emerging identity and power the woman connects with 

in herself. 

Successful recovery is dependent on both identification 

processes occurring. The stages are interactive in that 

successes in one area may influence success in the other. 

For example, a positive connection with treatment teaches a 

woman to trust enabling her to reach out. Similarly, a 

negative connection with treatment contributes to the 

woman's sense of shame. On the other hand a success in one 

area may nullify the effects of a negative experience in the 
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other area. For example, a strong will may counteract an 

aversive treatment experience or a caring relationship may 

help a woman overcome her shame. 

Four hypotheses describing the relationship between the 

two stages were generated. The connection to self can be 

measured by assessing the personal qualities facilitating 

and hindering the connection mentioned previously. These 

are: finding a will, resourcefulness, trusting others, 

spirituality, shame and self-doubt. A positive connection 

is characterized by higher levels of will, resourcefulness, 

trusting others and spirituality and lower levels of shame 

and self-doubt. The converse would be true for women with a 

poor connection to self. The treatment environment can be 

measured by assessing the presence of the positive and 

negative characteristics of treatment defined earlier. 

Based on the data one can hypothesize the following: 

Hs: Other things being equal, women with a positive 
connection to self will be more likely to remain 
in a negative treatment environment than women 
with a poor connection to self. 

H6: Other things being equal, women with a poor 
connection to self in a positive treatment 
environment will be more likely to complete 
treatment than women with a poor connection to 
self in a negative treatment environment. 

H7: Other things being equal, women with a poor 
connection to self in a negative treatment 
environment are the most likely to quit treatment. 

Ha: Other things being equal, women with a positive 
connection to self in a positive treatment 



environment are the most likely to complete 
treatment. 

Contextual Factors 
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Context is "the particular set of conditions within 

which the action/interaction strategies are taken to manage, 

handle, carry out, and respond to a specific phenomenon" 

(Strauss & Corbin, 1990, p.101). Two contextual factors 

influencing the recovery process were identified. These are 

the role of mothering and external forces. They can 

influence the recovery process at any point including the 

decision to quit and the ability to maintain sobriety. They 

serve as constraints on the women's actions. 

Role of Mothering 

Nine out of the eleven women interviewed for this study 

were mothers. The need for connection is central to this 

theory. It is viewed as a drive motivating much of the 

women's behavior. Typically mothers have a very strong 

connection to their children. This connection is very 

salient for substance abusing mothers also. Perhaps even 

more so when one considers that the women are operating from 

the need to fill a void and a need to connect. Children are 

often the main source of connection for women. Women with 

children described their children as a primary reason they 

needed to stay sober. Two women gave their children as the 

reason they quit. 
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"My children were becoming aggressive and I was a lost 
cause for my children. I did it for my littlest baby. 
After I got high that last time it was really weird. I 
was going bananas wondering if she was ok. I packed 
everything and went into treatment." (Faith) 

"I had started drinking really heavy and my kids kept 
standing out in my mind and I would want to forget 
them. As long as I was drinking and having fun I 
didn't think about them. After a while even when I 
drank that was all I would think about." (Laura) 

Even while using heavily many women are very conscious of 

filling their children's needs and state that their 

children's needs were always met. 

"My kids never saw me use drugs. They've known I use 
them but they never saw me and to this day they don't 
know what kind of drug ... I never left anything laying 
around. What I did after they were asleep or weren't 
home was my business. I'm very close to both of them." 
(Joan) 

One woman described her experience of giving her child to 

her parents at great personal cost when she feared for his 

safety because of her use. 

"I told them to take my son, I couldn't take care of 
him. If I would've asked my parents, look I'm having a 
real big problem here, if I would have asked them to 
take my son and take care of him, they would not have 
done it. But by me saying you had better get him out 
of here they would do it. I have to play these stupid 
games with my family." (Anna) 

Children were also the reason some women stayed sober. 

"I felt so trapped with them, 'cause I didn't have an 
outlet. I had to be home. I had to work. I had to 
have dinner fixed. I had to, I was their sole 
provider. But if I didn't have them, I'd probably be 
like him (points to homeless bum in the park) ."(Betty) 

"I want to be a good mom. I need to stay clean to 
raise her." (Donna) 
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External Forces 

External forces often direct these women's lives. 

These forces often change the direction of the woman's life. 

External forces can be instrumental in the woman quitting 

substance use. Often it is the consequences of use which 

force the woman to make changes. Sometimes these external 

forces are legal, e.g., being ordered into treatment. 

Sometimes they are physical, e.g., no longer being able to 

tolerate the effects of the drugs or alcohol. External 

forces can be the result of aversive experiences the women 

have had or an awareness of the consequences of returning to 

using. In this case the external force acts as a form of 

aversive conditioning in that the woman will not do anything 

which will put her in that situation again. For some women, 

treatment was aversive and became a motivation for staying 

clean. Women gave the following reasons for quitting. 

"After my husband came to get me I continued to drink 
until I got so scared. He told me he would leave me. II 

(Kelly) 

"I must have finished the semester and left the school 
and I had no more drugs. I very rapidly went into 
being in pain completely ... I now know that was 
withdrawal. I didn't know that then (upon realizing 
the drugs had caused the problem) ... It was more like a 
very childlike thing of I've been bad and I better not 
do that again. II (Eve) 

"I stopped getting high because rather than taking me 
to a better place, they were taking me to a worse 
place. II (Eve) 

Other women describe external forces which help them to 
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maintain sobriety. 

"A lot of treatment I didn't like. Maybe that's the 
one thing that's .helping me, 'cause I don't want to go 
back." (Cathy) 

"I can't afford to mess up. If I mess up I get in big 
time trouble". (Donna) 

"I have to do uncomfortable things to make using look 
terrible so I won't come back (to treatment) ."(Donna) 

"One of the things Mayer Baba said was that if you are 
going to be a follower of me there is no drugs. I had 
already stopped doing them but the temptation came up a 
couple of times when I was emotionally upset. The idea 
would come to just go get some drug and make it go 
away. I couldn't, so I didn't." (Eve) 

Transformation 

Transformation is the final outcome in the model. The 

stages and hypotheses were discussed in terms of treatment 

completion and maintaining sobriety in keeping with the 

original goals of the study to identify conditions 

influencing these outcomes. However, treatment completion 

and maintaining sobriety can be viewed as intermediate goals 

in that the woman is in essence changing her whole way of 

life. Transformation is distinguished from recovery in that 

recovery can be viewed as specific to recovering from 

substance use, while transformation refers to the woman 

transforming her life and herself in addition to overcoming 

her substance use. In transforming her life the woman 

transfers her identification to a substance using sub-

culture and lifestyle to a non-using, healthy lifestyle. 
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Transformation is an ongoing, life long process and occurs 

in many areas of the woman's life. Behaviors, norms and 

goals are prosocial, as are the new connections they formed. 

Hence it can be viewed as the ultimate outcome. One woman 

expressed the concept of transformation very well. 

"I see everything, like school, as a part of my 
recovery. Recovery is not just staying clean and 
sober. It's changing everything, or at least it has 
been that way. Trying new things, doing new things, 
doing things different so you don't go back." (Cathy) 

Many women described how their lives and how they view 

themselves had changed. Some women described the new goals 

they set for themselves. 

"I want to go to school to get a Bachelor's degree in 
animal science." (Donna) 

"My goals right now are to keep getting straight A's in 
school and to get accepted to medical school." (Anna) 

For some women transformation was sense of identity and self 

they were developing. It was evident in how they described 

themselves. 

"I would describe myself now as a survivor. As a 
strong, strong woman, willing, determined, loving, 
who's not just willing to give up at this particular 
moment. A woman who is full of a lot of pain and 
anger. But overall, a survivor." (Betty) 

"I feel positive that I am going to do every possible 
thing that I can do and am capable of doing before I'm 
let go." (Kelly) 

One woman described the person she was striving to be. 

"To be physically, mentally, emotionally and 
spiritually well .... I want to be happy and at peace." 
( Irene) 
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As a result of the changes in their lives several women 

expressed a desire to help others with similar problems. 

"I've decided that I would start back to meetings 
probably twice a week. All you hear are the same old 
stories but different faces. My responsibility I feel 
is that maybe I won't get anything out of it but 
someone might want to talk to me about their problems." 
(Laura) 

"The reason why I'm doing this (the interview) is 
because maybe you can help people before they go 
through my hell. I would do anything to stop someone 
from going through what I have been through." (Gail) 

Smmnary 

Recovery through connections describes the manner in 

which women recover from addiction. A woman's recovery is 

dependent upon the connections she forms with treatment and 

herself. The importance of these connections is derived 

from the woman's need to fill the void. The void represents 

a state of lack or deficit which the woman is attempting 

fill at all times, whether it be through substance use or 

recovery. It is the motivation for the woman's behavior. 

The recovery process consists of two stages: connection 

with treatment and connection with self. These stages were 

viewed as continuous and interactive, not sequential and 

developmental. Connection with treatment represents not 

only a positive connection between the woman and treatment 

providers, but is the first step towards identification with 

a healthy, non-using lifestyle. Connection with self refers 

to the emerging identity and power the woman is connecting 
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with inside herself. It is through these connections that 

the woman transforms her life and her identity. 

Intervening conditions facilitating or hindering 

movement through these stages were identified. positive and 

negative characteristics of the treatment environment 

influence the connection with treatment. Positive and 

negative personal qualities influence the connection with 

self. Successful recovery is dependent on connections 

occurring in both areas. 

Contextual factors influencing the woman's ability to 

quit or remain sober were identified. External forces often 

serve to force the woman to quit or act as a constraint on 

the woman's behavior once she has quit. The role of 

mothering is an important constraint on the woman's 

substance use. Mothers are always aware at some level of 

how they should be providing for the children. 

Discrepancies between behavior and this awareness act as a 

motivation for behavior. 

The final outcome is transformation. The woman is 

transforming her life through her connections. The woman is 

transferring her identification and connections from a 

substance using sub-culture and lifestyle to a non-substance 

using, prosocial culture and lifestyle. 
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Conclusions and Implications 
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The present study generated a theory of women's 

recovery from substance abuse. A brief summary of the 

theory will be presented. The theory will be discussed as a 

theory of recovery, however, it should be kept in mind that 

this theory is specific to this sample. There was a high 

incidence of violence and victimization in this sample which 

may have affected the final theory. Additionally, many of 

the women were receiving some form of mental health or 

substance use services. The limitations of the theory and 

generalizability will be discussed further below. The 

findings will be discussed in relation to Miller's 

relationship model of women's psychological development, the 

basis of the preliminary hypotheses. Other theories of 

recovery will be discussed in relation to the present 

theory. Implications for future research will be addressed. 

The Grounded Theory 

The basic social process which describes women's 

recovery from substance use is connections. A woman's 

recovery is dependent upon the connections she forms with 

treatment and herself. The importance of these connections 

is derived from the woman's need to fill the void. A need 

for connection is present at all times, underlying much of 

behavior. However, for the women in this sample the ability 
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to connect is impaired by the pain experienced in the void. 

The need to fill the void drives the woman's behavior during 

both addiction and recovery. It represents the need the 

woman has for connection, power, control and a sense of 

identity in her life. Substance use fills these needs 

sometimes temporarily, sometimes for a life time. The new 

connections the woman forms with treatment and herself are 

the strategies by which the woman begins to fill the void 

and transform her life. 

Two stages necessary for recovery were identified: 

connection with treatment and connection with self. 

Connection with treatment describes the relationship the 

woman forms with treatment. It represents a shift the woman 

makes in her life to adopt a non-using, healthy lifestyle. 

It symbolizes the woman's decision to accept a new set of 

behaviors, norms and values. The process of identifying 

with treatment is partially dependent upon treatment 

environment characteristics which facilitate or hinder 

forming this connection. These characteristics act as 

intervening conditions influencing whether identification 

occurs. Negative characteristics include being invalidated 

by staff, an experience that justice is arbitrary, a lack of 

control over one's own recovery, a rigid, unresponsive 

treatment system, exclusive focus on drugs and perceived 

stigma. Positive characteristics include trusting the 
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woman, giving the woman responsibility, listening to the 

woman, conveying a sense of care and concern for the woman, 

feeling understood by the treatment staff, being around 

treatment providers similar to oneself and experiencing 

successes in treatment. 

In the second stage, connection with self, the woman is 

learning to meet her own needs. The woman relies less on 

substances or others to give her a sense of power and 

control in her life. She begins to access power and control 

in herself. Personal qualities of the woman act as 

intervening conditions influencing this process. Qualities 

which hinder identifying with the self include shame and 

self-doubt. Personal qualities which facilitate this 

connection with self are will, resourcefulness, the ability 

to trust others and spirituality. 

The relationship between the two stages is recursive, 

each influences the other. Both processes need to transpire 

in order for recovery and transformation occur. However, 

the manner and degree to which this happens varies and is 

unique to each woman. The importance of one stage over the 

other for recovery is also unique to the woman. For some 

women the connection with treatment was a critical turning 

point in their recovery. Yet for other women treatment 

appeared almost incidental to their quitting. An experience 

of self which was the critical turning point. However, a 
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connection with treatment or a related prosocial institution 

occurs after this turning point for these women in order for 

them to be able to maintain the change. While 

identification with one stage may be the basis for the 

woman's turning point in her recovery, it is the ongoing and 

unfolding process occurring in both stages which maintains 

recovery. Further, the identification process in both areas 

is ongoing throughout the woman's recovery and life. 

However, the connection with treatment is transferred to the 

world. The connection the woman forms with treatment is the 

first step in her forming a connection to a "new" world. In 

this case it is a non-using, prosocial world. 

Two contextual factors influencing the theory are 

external forces and the role of mother. External forces act 

to either force the woman to quit or serve as a constraint 

on the woman's behavior once she has quit. The role of 

mother is a motivation for the woman either to quit or to 

maintain sobriety. 

The final outcome is transformation. The woman is 

transforms her life through her connections. The woman 

transfers her identification and connections from a 

substance using sub-culture and lifestyle to a non-substance 

using, prosocial culture and lifestyle. 

Miller's Relationship Model 

Miller (1987) proposed a relationship model of women's 
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psychological development. The underlying premise is that 

women's basic psychological development and growth occurs in 

the context of their relationships and being connected to 

others. Contrary to males, females derive their self-esteem 

and sense of effectiveness out of the interchange of 

emotional connections with others. 

The importance of relationships, and specifically 

relationship disruptions, in the female addict's life was 

also a recurring theme in the literature review. Female 

substance abusers were more likely to have alcoholic 

(Cotton, 1979; McKenna & Pickens, 1981; Midanik, 1983) or 

mentally ill parents (Moise et al., 1982; Winokur & Clayton, 

1968), be troubled by childhood experiences (Wallen, 1992), 

and have experienced a disruption in the parent-child 

relationship (Curlee, 1970). Women's relationships are 

further disrupted by the experience of sexual abuse in 

childhood (Ginther et al., 1991; Rosenhow, et al., 1988; 

Wallen, 1992) and violence as an adult (Fillmore, 1985; 

Haver, 1987; Miller & Downs, 1993). 

Based on Miller's theory and my initial observations 

studying female substance abusers, it was hypothesized that 

the relationship with the treatment staff is the crucial 

link connecting the woman to treatment. It was hypothesized 

that women who are successful in treatment established a 

mutually empowering relationship with the treatment 
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provider(s). A second related hypothesis stated that if 

this connection is broken or never formed, the woman will be 

more likely to leave treatment. These hypotheses were 

supported. However, it was the treatment environment, as 

well as treatment relationships, which were found to be 

important. Positive and negative characteristics of 

treatment which facilitate or hinder the connection with 

treatment were identified. The positive and negative 

characteristics of treatment identified not only describe a 

system or environment, but the relationships which are 

formed in this environment. The question in essence is: 

what type of environment or relationship best facilitates 

recovery? The positive characteristics identified describe 

a supportive environment as well as a positive relationship 

with staff: caring and concern about the woman, non

judgmental support, listening and trust. The negative 

characteristics, invalidation, stigma, rigidity, etc., 

describe a hostile environment which hinders the woman from 

forming a connection to treatment. 

Miller identified a similar dynamic in therapy which 

she refers to as the mutual empowerment model. In the 

mutual empowerment model of therapy, change is obtained 

through the increased connection between the client and 

therapist. This connection is described as mutually 

empowering and mutually empathic (Miller & Stiver, 1991). 
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The goal of therapy is to resolve the sense of disconnection 

the client feels as a result of hurtful, disappointing, 

dangerous or violating relationships. The client-therapist 

relationship is viewed as important for the woman not only 

to create a new identity, but to learn how to connect with 

others. In comparing this model to the present theory, it 

is the environment as well as the relationships which must 

be empowering and empathic. The sense of disconnection 

described by Miller is comparable to the need to fill the 

void in the present theory. 

While the results support the importance of the woman's 

connection to treatment for recovery, the connection with 

self stage was not hypothesized to be as critical as it 

turned out to be. The third hypothesis stated that 

supportive, empowering relationships are crucial to 

recovery, as well as the emergence of a new identity 

separate from the traditional oppressive subservience. 

However, it was thought that this new self emerges as the 

woman begins to recover in a supportive environment. The 

results demonstrated that this connection with self can 

appear independently of treatment experiences and can 

override negative treatment experiences. 

Conflict with providers was hypothesized to be part of 

the emerging self, a form of breaking from a subservient 

identity. Evidence for this hypothesis can be seen in the 
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negative treatment characteristics described by the women. 

Women had problems with invalidation, not being able to 

control their recovery, rigidity and arbitrariness. These 

characteristics can be viewed as infringements on the 

woman's perceived rights. The fact that these women 

recognized these as violations or injustices may indicate 

that they are beginning to connect with themselves. 

Unfortunately a system which is unresponsive at this point 

may provide the impetus for women to leave treatment. 

Relationship Model and Treatment Implications 

Theories of women's psychological development have 

focused on women's relationships and connections to others 

as crucial to their growth and development (Miller, 1987). 

The above findings, as well as the literature documenting 

women's increased vulnerability to impaired relationships, 

provides evidence for these theories. In addition, Denizen 

(1993) found that female substance abusers are better able 

to relate on an emotional level than male substance abusers, 

which is important in establishing connections with others. 

Thus, women's treatment should focus not only on examining 

dysfunctional childhood and family relationships, but 

women's current relationships and their ability to create 

constructive relationships. The relationships with 

treatment providers is one point where this can begin. The 

relationship with treatment providers should be a model of a 
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healthy relationship for the woman. Current relationships 

also need attention. Holsten (1984) found that women's 

successful recovery was related to becoming a mother or a 

wife. Similarly, Ravndal and Vaglum (1994) found that women 

who relapsed or quit treatment were more likely to have 

formed an unhealthy relationship with a male partner early 

in treatment. Relationships are viewed as an appropriate 

treatment goal for women (Holsten, 1984; Levy & Doyle, 

1974). The authors highlight the need for research 

concerning the role of family, partner and peer 

relationships for both treatment process and outcome. 

Mothering can be viewed as a special circumstance of the 

centrality of relationships in women's lives. It's 

importance in recovery is discussed below. Accordingly, 

treatment should focus on women's current relationships both 

inside and out of treatment; how they impact the woman's 

participation in treatment; and how to create constructive, 

healthy relationships. 

Theories of Recovery 

There are few theories of the recovery process. 

Denizen (1993) developed a theory of recovery based on his 

observations of Alcoholic Anonymous meetings and three 

multimethod treatment centers over a five year period. The 

treatment centers also utilized the Twelve Steps of A.A. 

Recovery from alcoholism is accomplished through the 
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discovery of the real self which is hidden under the layers 

of alcoholism. Underneath the layers of alcoholism are 

buried emotions. Central to recovery is the person learning 

to let go of his/her control. The role of treatment is to 

provide a context for this discovery process and to teach 

the alcoholic a new language of emotions and emotionality. 

This discovery process occurs in the context of treatment 

yet it is the individual who has the ultimate responsibility 

for treating his/herself. 

The focus on the discovery of self is similar to the 

connections with self stage identified in the present study. 

However, it is the role of treatment in this process which 

varies between the two models. In Denizen's theory, 

treatment is the backdrop for discovering the self. It 

provides the tools and context for discovering the self. 

There is no discussion of how treatment and the assumptions 

underlying treatment may facilitate or hinder how or whether 

the discovery of self occurs. Treatment failures in this 

theory would be attributed to the individual's inability to 

take responsibility for his/her recovery. It is as though 

the treatment system has no influence on what happens with 

the client other than providing the appropriate tools to the 

client. In the present study this was not found to be the 

case. While the connection with self does emerge from 

within the individual, treatment characteristics can 
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facilitate or hinder this process. 

Brown (1985) developed a developmental theory of 

recovery. Brown administered an open-ended questionnaire to 

80 male and female abstinent alcoholics in Alcoholics 

Anonymous concerning their recovery experiences. Similar to 

Denizen, Brown posits the construction and reconstruction of 

a person's fundamental identity as key to the recovery 

process. Letting go of control is also central to recovery 

in this model. There are four stages of recovery: drinking, 

transition, early recovery and ongoing recovery. At each 

stage there are behavioral, cognitive, dynamic and object 

attachment tasks. 

There are similarities in some of the constructs 

identified by Brown and the present theory. Brown describes 

a shift in object attachment which occurs in the transition 

phase. The transition phase occurs when the alcoholic is 

attempting to give up alcohol. Alcoholics in her study 

reported a fear of the void, a feeling of emptiness which is 

overwhelming at times. Thus there is a need for object 

replacement. At this stage individuals need to transfer 

attachment to the AA organization, books and food .. The 

attachment should not be to a person at this time because 

relationships are viewed as transitory and unstable. 

The need to fill the void was identified as the 

motivation driving both addictive and recovery behaviors in 
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the present theory. However, in the present study it was 

more than a feeling of emptiness. It contained feelings of 

powerlessness and betrayal. Thus, there may be emotional 

needs other than emptiness, which the women in this sample 

were attempting fill in recovery. Merely attaching to an 

organization or another object may not fill a need for 

control or power in your life or reverse feelings of 

betrayal. In addition, the need to fill the void in the 

present theory is viewed as a major motivation driving 

behavior. The void or emptiness in Brown's model is not 

portrayed as strongly. 

The connection with treatment in the present theory is 

similar to transferring attachment to AA. It is a 

connection and identification with an institution and a new 

way of life. However, Brown's theory is similar to 

Denizen's theory in that the role of treatment or the 

institution is the background of the person's inner struggle 

to give up alcohol. The interaction between the treatment 

system characteristics and the individual's unfolding 

process are not addressed in Brown's theory either. 

Drawing from theories of Human Development, Denizen's 

and Brown's theories employ an organismic model of the 

world. Briefly, the organismic model posits change as 

ongoing and sequential and directed toward an end state, 

however at varying rates for individuals. In this model the 
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individual incorporates information from the environment to 

construct emerging structures. It is a unidirectional 

model. The environment is in essence, passive (Lerner, 

1986; Reese & Overton, 1970). 

In contrast, the contextual model of development is 

more applicable to the connections theory developed in this 

study. The contextual model of development is bidirectional 

in nature. The interaction between the organism and the 

environment is key to this theory. With a contextual 

approach, one studies the relationship between the 

functional and structural characteristics of the individual 

and the features of the individual's context. Therefore, 

change is described in the context in which it is embedded 

(Lerner, 1986). The results of the present model describe 

change as dependent not only on the woman, but on her 

environment. Recovery theories and treatment programs which 

assume that there is an unidirectional relationship between 

the woman and treatment may be missing an important 

ingredient in the recovery process. 

Implications for Research and Treatment: Treatment 

Environment 

Several testable hypotheses were derived from the 

theory. The role of the treatment environment in treatment 

retention can be explored. Positive and negative 

characteristics were identified. These can be related to 
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treatment outcome. Previous research on treatment outcome 

typically fails to examine the contribution of the treatment 

system. Outcome research has tended to focus on demographic 

and personal characteristics of the individual as predictors 

of retention (Annis & Libban, 1980; Bennett & Rigby, 1991; 

Craig, 1985; Rosenthal et al., 1979). Treatment providers 

have similarly focused on the individual as the reason 

people drop out of treatment (Craig, 1985). Craig describes 

staff attitudes toward patients leaving treatment as one of 

helplessness, feeling useless to intervene and thinking it 

is the patient's problem. 

The importance,of the therapeutic milieu was identified 

by Moos (1974) in his work with psychiatric populations. 

Moos describes the work of Dr. Phillipe Pinel as the 

precursor of this idea. Pinel subscribed to the notion of 

"moral treatment" which postulated that the treatment 

environment influenced recovery from mental illness. Moral 

treatment referred to tolerant and accepting attitudes, 

setting examples of appropriate behavior, humanitarianism, 

and loving care (Pinel, 1806 as cited in Moos, 1974). 

Moos subsequently developed measures assessing the 

treatment environments of hospital and community-based 

psychiatric programs. Ten scales assess three dimensions of 

the treatment environment. The relationship dimension is 

measured by the involvement, support and spontaneity 



142 

subscales. The personal development or treatment program 

dimension is measured by autonomy, practical orientation, 

personal problem orientation and anger and aggression 

subscales. The last dimension is administrative structure 

or system maintenance. It is measured by the order and 

organization, program clarity and staff control subscales. 

The scales most relevant to the treatment characteristics 

found in this study are the support, autonomy and anger and 

aggression subscales. The support subscale assesses not 

only support between patients, but understanding and 

helpfulness of the staff toward the patient and how 

considerate doctors are toward the patients. Autonomy 

measures how independent and self-sufficient patients are 

encouraged to be by the staff. Anger and aggression 

measures how the staff responds to patient anger and 

criticism toward the program. Encouragement of patient 

expression of anger is seen as appropriate. 

Moos extended this concept to the evaluation of 

substance abuse treatment environments. Cronkite and Moos 

(1978) found treatment experiences and perceptions of the 

treatment environment were not only strong predictors of 

outcome, but that their contribution to outcome was as great 

or greater than patient-related variables. At the same time 

patient's perspectives of treatment were found to be only 

minimally related to patient background and personality 
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characteristics (Moos & Bromet, 1978). Verinis (1983) found 

lower patient ratings on the Moos Ward Atmosphere Scale 

coincided with periods of high discharge rates. Eriksen 

(1987) used the Moos Ward Atmosphere Scale to measure 

changes in the treatment environment before and after 

restructuring a treatment program. Improvements in the 

treatment environment after restructuring were found in both 

staff and patient ratings. 

The research on the treatment environment supports the 

positive and negative characteristics identified in the 

present study. Moos' support dimension is comparable to the 

supportive characteristics the women described. The 

autonomy dimension is comparable to the women's need to 

control their treatment and life decisions. It also relates 

to their complaints about treatment rigidity. Anger and 

aggression may be addressing some of the concerns women 

expressed about being invalidated by staff. However, 

feeling invalidated by staff is probably more than just 

being able to criticize the treatment program. It includes 

an element of perceived injustice or unfairness. The 

experience of justice being arbitrary relates to this idea 

as well. This experience is not captured in the research on 

treatment environments and may be unique to female substance 

abusers, especially those with victimization histories. 

Women who have been victimized may have a greater need than 
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males or even women without such histories, to be listened 

to, believed and treated fairly. Women in this study also 

described feeling stigmatized and looked down upon by the 

treatment staff. Early attitudes toward female substance 

abusers characterized them as sicker and harder to treat 

(Annis & Libban, 1980; Reed, 1985). In the literature 

review, studies were cited concerning women's perception of 

being stigmatized as an 'alcoholic' or 'addict' which 

delayed their treatment entry (Copeland & Hall, 1992; 

Gehshan, 1993). This perceived stigma returns when the 

woman prepares to leave treatment (Wheeler et al., 1986). 

In the present study, perceived stigma was experienced 

during treatment from the treatment providers. Research 

concerning staff attitudes and client perceptions may help 

to clarify this issue and provide strategies for changing 

treatment programs. 

Related to the current findings and the research 

discussed above on the treatment environment are the 

assumptions underlying treatment programs and substance 

abuse research. The underlying assumption of science as 

neutral, objective and value free was discussed in the 

introduction. Feminist theorists criticized this approach 

arguing that current cultural stereotypes and biases often 

influence research and policy (Wylie et al., 1989). This 

criticism can be extended to the treatment environment 
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findings. One cannot assume that because you are a 

treatment provider you are without biases or even opinions 

which influence the delivery of treatment. The women in the 

present study had clear preferences as to how they wished to 

be treated, yet it was unclear whether this information was 

sought by the treatment staff. In terms of treatment 

outcome research, despite the early studies demonstrating 

the importance of the treatment environment, the majority of 

outcome studies continue to focus on person variables as the 

major predictors. 

Feminist researchers urge other researchers to examine 

their biases and assumptions in conducting research. These 

biases and assumptions do not have to necessarily be sexist. 

One of the underlying assumptions in the substance abuse 

field appears to be that the locus of change is located 

solely in the individual. Recovery theories and treatment 

programs assume there is a unidirectional relationship 

between the woman and treatment. This is in contrast with a 

contextual approach where the environment the woman is 

recovering in is examined as a major contributor influencing 

the recovery process. In the contextual approach, change is 

described in the context in which it is embedded (Lerner, 

1986). Therefore, the assumption that the locus of change 

rests solely in the individual may be limiting our ability 

to design more effective treatment programs and conduct more 
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Implications for Research and Treatment: Personal 

Characteristics 
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Personal qualities which facilitate or hinder recovery 

were identified. The qualities identified in the present 

study are a departure from those which have been studied 

with respect to treatment retention. As mentioned 

previously, demographic and personality variables are 

employed most frequently as predictors of outcome. The role 

of shame and self-doubt have not been examined with respect 

to outcome, although shame recently has been identified as a 

barrier to entering treatment for females (Copeland & Hall, 

1992; Gehshan, 1993). Further evidence for shame in female 

substance abusers is the finding that females have lower 

self-esteem at treatment entry (Beckman, 1978; Colten, 1979) 

and were less accepting of themselves prior to leaving 

treatment (Wheeler et al., 1986). In addition, shame may be 

related to the perceived stigma identified as a negative 

treatment characteristic. Research in the area of shame and 

perceived stigma may assist treatment programs in designing 

strategies to lessen the female substance abuser's shame. 

Lessening shame and stigma would allow the woman to accept 

her life and mistakes and give her the confidence to 

overcome her problems and change her life. 

Spirituality also has not been studied despite the 
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popularity of 12-Step programs and 12-Step based treatment 

programs. One attempt in this direction is the Recovery 

Progress Inventory. The inventory is a measure of spiritual 

practices based on the Twelve Steps of AA. The inventory 

measures behaviors, spiritual practices, cognitions and 

attitudes. Sample items assess the frequency of prayer, 

meditation and relaxation, completion of specific steps, 

accepting life and others, quality of relating to others, 

monitoring cognitions and health practices. Changes on the 

inventory were correlated with changes on psychiatric 

symptomatology (Brown & Peterson, 1991). However, not all 

recovering substance abusers utilize the Twelve Steps, 

therefore a more general study of spirituality and how it is 

defined and experienced by substance abusers is needed. 

Related to spirituality is the concept of will. Women 

described finding a "will." In the Twelve Steps "a 

spiritual awakening" is described. Both the notion of 

spirituality and will denote some sort of internal shift to 

access inner power. Research as to how, when or why this 

occurs is needed. A related question would be whether it 

needs to take place in order for change to occur or is it a 

process unique to some individuals. 

The other personal qualities identified were 

resourcefulness and the ability to trust others. Studies 

have demonstrated that relative to male substance abusers, 



148 

female substance abusers are more lonely and isolated 

(Schilit & Gomberg, ~987; Tucker, 1979) and have less 

support available to them following treatment (Rhoads, 

1983). In the present study women identified support as 

critical to their recovery, yet had difficulties trusting 

others. This may be due in part to the high victimization 

in this sample. Repeated victimization impairs a person's 

ability to trust and reach out to others. A supportive 

environment is one way women may learn not only to trust 

again, but develop healthy relationships. 

Victimization can also influence a woman's 

resourcefulness. If her attempts to change her life have 

failed in the past, as was the case with many of the women, 

her motivation to change things in the present may be low. 

In addition women are more likely than men to use drugs or 

alcohol to cope (Griffin et al., 1989). It may be necessary 

for treatment providers to provide advocacy for women 

initially until they learn methods for utilizing resources 

and coping. 

Implications for Research and Treatment: Contextual Factors 

Two contextual factors were identified in the model. 

External forces and mothering were identified as factors 

outside the woman's control which influence quitting 

substance use, seeking treatment and maintaining sobriety. 

External forces serve to force the woman to quit or act as a 
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constraint on the woman's behavior once she has quit. These 

include legal pressures, physical limitations, aversive 

experiences and awareness of the consequences of use. The 

concept of "hitting bottom" in 12-Step programs is similar 

to some of these forces. Bottom refers to a multitude of 

consequences the person experiences as a result of substance 

use. These consequences often force the person to realize 

they have a problem and seek help. 

Women also described aversive experiences, including 

treatment, which act as a form of aversive conditioning. 

The woman is motivated to comply or stay sober to avoid the 

aversive consequences. An awareness of the consequences of 

her actions is guiding the woman's decisions. This would 

seem to suggest that behavior modification principles which 

rely on consequences or reinforcers to change behavior, may 

be an appropriate treatment strategy. 

The role of mothering was mentioned as a reason women 

either quit substance use or maintain sobriety. Mothering 

is one of, if not the, primary connection these women have. 

In the present model and Miller's model, a woman's 

connections are central to her development. Therefore, it 

makes sense that mothering is an important connection which 

should be the focus of attention during treatment and 

recovery. Yet only recently have programs made attempts to 

provide daycare or allow children to remain in treatment 
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with their mothers. The number of programs which address 

this issue is very low (Brown, 1992; Geshan, 1993; Wilsnack, 

cited in Yandrow, 1989). Further evidence for the 

centrality of motherhood in female substance abusers' lives 

can be found in the results of the program evaluation which 

was the impetus for this study. As a part of the evaluation 

staff members were asked to rate their clients' improvement, 

motivation and interest in child on a monthly basis. 

Interest in child ratings were consistently higher, 

suggesting that the woman's primary concern was her child's 

well-being as opposed to her own treatment needs (Brooks & 

Bootzin, 1994). Treatment programs need to recognize the 

importance of this relationship and incorporate it into the 

woman's treatment. A program emphasis which expects the 

woman to place her treatment over her child's needs may lead 

to poor treatment recruitment and retention. 

Limitations and Generalizability 

The present theory was developed on a small sample of 

women, therefore its generalizability to all female addicts 

is limited. In addition there was no comparison group to 

prove or disprove the theory. This particular sample was 

characterized by high rates of childhood abuse and domestic 

violence in adult relationships. In the present theory, a 

void characterized by isolation, lack of trust and 

powerlessness was identified. This void was hypothesized to 
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drive behavior at all times, however the feelings described 

may be more prevalent in women with victimization histories. 

Therefore, this need to fill the void may not drive behavior 

in addicted and alcoholic women without victimization 

histories or, as mentioned above, the feelings present in 

the void may be different. As a result their recovery 

process and treatment needs may be very different. 

There were two other characteristics specific to this 

sample which may limit the generalizability of this theory. 

The sample was low income and many women were receiving some 

form of social services. The fact that the women were low 

income may have contributed to the feelings of 

powerlessness. Typically low income people have access to 

fewer resources and the resources they do utilize can vary 

in quality. Some of the problems they describe may be more 

specific to federally funded programs which serve this 

population. In terms of the women receiving some form of 

social services, this is not uncommon for substance abusers. 

Because recovery is about more than just stopping use, many 

addicts and alcoholics participate in counseling to remedy 

problems in their life which either contributed to or were 

the result of use. Ongoing participation in 12-Step or 

other programs to prevent relapse is also common. 

Therefore, the fact that the women were receiving services 

should only minimally restrict generalizability. 
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The theory was developed about women's recovery because 

the literature review demonstrated clear differences between 

female and male substance abusers. It is unclear how 

generalizable the theory is to males. The treatment 

environment studies cited above were conducted with 

primarily male samples suggesting that some of the treatment 

environment findings could apply to males also. Shame has 

been identified as specific to female substance abusers, 

therefore, those findings may not apply to males. Thus, 

parts of the theory may be more applicable to males than 

other parts. 

The model presented in this study was derived from the 

perceptions of the women in this sample. In order to verify 

the validity of these findings other sources and methods 

need to be explored. One possible source for examining this 

issue would be to obtain the views of the treatment 

providers. Other methods include quantitative studies to 

confirm these findings and longitudinal studies following 

the ongoing process of treatment and women's recovery. 

The fact that the initial hypotheses were confirmed in 

this study may be another limitation. In qualitative 

studies, confirmation of hypotheses suggests that the 

researcher was biased in interpreting the findings. 

However, there are two reasons why this may not be the case. 

First, the initial hypotheses were developed by observing 
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this population. The pertinent issues were identified by 

observation, yet a framework in which to interpret and 

present the findings was needed. The final model 

accomplishes this. Second, the prominence of the connection 

with self stage was not hypothesized. While it was 

recognized apriori that an emerging self was a part of 

recovery from substance abuse, the importance of the 

connection with self in changing the course of the woman's 

addiction was not foreseen. 

Conclusions 

A theory of recovery through connections was developed 

in this study. This theory extended previous theories of 

recovery by including the interaction between the woman and 

the treatment environment. The importance of the treatment 

environment has received little or no attention in the past. 

In the present study it was a critical aspect of the women's 

recovery. Personal qualities which have not been previously 

researched were identified. The centrality of relationships 

in women's lives and development was found to be crucial for 

women's recovery. While this issue has received attention 

as an antecedent or contributing factor in women's substance 

use, it has not been addressed in relation to recovery and 

treatment outcome. The usefulness of this theory is that it 

complements existing research as well as suggests new 

directions for substance abuse research. 
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APPENDIX A 

HUMAN SUBJECT'S WAIVER 



THE UNIVERSITY OF 

Human Subjects Committee ARIZONA® 
HEALTH SCIENCES CENTER 

--, -

June 15, 1994 

Audrey Brooks, M.S. 
c/o Wendy Gamble, Ph.D. 
Department of Family/Consumer Resources 
section of Family Studies 
FCR 
Main Campus 

1622 E. Mabel SI. 
Tucson, Arizona 85724 
(602) 626-6271 

RE: FACTORS INFLUENCING WOMEN'S RETENTION IN SUBSTANCE ABUSE 
TREATMENT 

Dear Ms. Brooks: 

We have received documents concerning your above cited project. 
Regulations published by the u.s. Department of Health and Human 
Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

~ 
William F. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js 

cc: Departmental/College Review Committee 
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PARTICIPANT CONSENT FORM 

I AM ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I 
AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW 
I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING 
THIS FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND 
THAT I GIVE CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN 
CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO 
THAT I KNOW THE NATURE AND THE RISKS OF MY PARTICIPATION AND 
CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND 
INFORMED HANNER. 

Audrey Brooks, M.S. of the Division of Family Studies at the 
University of Arizona will be examining women's experiences 
with substance abuse and substance abuse treatment. My 
participation in this study will assist researchers in 
finding out about the factors that influence how women cope 
with substance abuse and how women view substance abuse 
treatment. The information I provide will be shared only 
with the researchers on this project and will be kept 
completely confidential (private). Only combined or 
aggregate information will be reported from this study. The 
information I provide would never be identified with my name 
or other identifiable characteristics. I understand that 
this project has been approved by the Human Subjects 
Committee of the University of Arizona. A copy of this 
consent form has been provided. 

I am being asked to participate in this study because: 

1. I have past or present experience with substance 
abuse. 

2. I have had some experience with substance abuse 
treatment programs. 

If I agree to participate, I will be expected to do the 
following: 

1. I will participate in an interview concerning my 
experience with substance abuse and substance abuse 
treatment. The interview should take 1-2 hours. It is 
not possible to conduct the interviews in Spanish, 
therefore, the interview will be conducted in English 
only. 

The only risk in participating in this research study is 
that I may experience some discomfort talking about some of 
my life experiences. A list of community referrals will be 
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provided if I wish. However, it has been found that it is 
often beneficial to talk about these experiences. 

The benefits I will receive from participating in this study 
are: 

1. I will receive $10 for the interview. 

2. The information I provide will help to understand 
female substance abuse better. 

3. If I choose to do so I may provide my name and 
address to Audrey Brooks who will send me a summary of 
the results of this study at a later date. I 
understand that this summary will contain information 
about all the participants, in general. My name will 
not appear in this report. 

I HAVE READ THE ABOVE INFORMATION AND UNDERSTAND WHAT IS 
EXPECTED OF ME FROM THIS STUDY AND KNOW THE RISKS AND 
BENEFITS I WILL RECEIVE FROM PARTICIPATING. I UNDERSTAND I 
MAY ASK QUESTIONS AT ANY TIME DURING THE STUDY, AND I MAY 
FREELY WITHDRAW FROM THE STUDY AT ANY TIME. I UNDERSTAND 
THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS 
FORM. BY SIGNING THIS FORM AND ANSWERING THE INTERVIEW 
QUESTIONS I AM INDICATING MY WILLINGNESS TO PARTICIPATE. 

IF I HAVE ANY QUESTIONS CONCERNING THIS STUDY I MAY CALL 
AUDREY BROOKS AT (602) 621-9317. IF I HAVE ANY QUESTION 
CONCERNING MY RIGHTS AS A RESEARCH SUBJECT, I MAY CALL THE 
HUMAN SUBJECTS COMMITTEE OFFICE AT THE UNIVERSITY OF ARIZONA 
AT (602) 626-6721. 

Participant's Signature Date 

Investigator's Signature Date 

Received $10 
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INTERVIEW SCHEDULE 
Recovery Process 

1. How would you describe yourself? 

2. Tell me about when you were using. What was a typical 
day like? PROBES: What was happening with your family, 
your kids, your partner, your friends? How were you 
supporting yourself financially? What substances did 
you use? How long did you use them? 

3. Why did you quit using? PROBES: What was happening 
with your family, your kids, your partner, your 
friends? How were you supporting yourself financially? 
Was there any legal or CPS involvement? 

4. What was it like when you first quit using? 

5. How is your life different since you stopped using? 

6 . How is your life the same since you stopped using? 

7. Have you relapsed since you first quit using? If yes: 
What do you think happened? 

8 . What is your life like right now? 

Treatment Experiences 

1. How did you get into treatment? 

2. What was the treatment program like? 

3. What did you think you'd get out of treatment? PROBES: 
How did you think you would be different after 
treatment? How did your life would be different? 

4. Were there things you liked about treatment? 

5. Tell me about a good experience you had in treatment. 

6. Were there things you didn't like about treatment? 

7. Tell me about a bad or unpleasant experience you had in 
treatment. 

8. Were there times you wanted to quit treatment? Why? 
Why did you decide to stay? 
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9. Did you quit treatment? If yes: What made you decide 
to leave? If no: Are you glad you went through that 
program? 

General Questions 

1. When was the last time you used drugs or alcohol? (Do 
not include prescription drugs) . 

2. What do you feel has helped you the most since you 
quit? 

3. What do you feel has been the hardest part about trying 
to stay off drugs or alcohol? 

4. What do you think you need to stay off drugs or 
alcohol? 

5. How would you define success in substance abuse? 

Treatment Relationships 

1. Was there anyone who you feel really made a difference 
in your quitting? How did they make a difference? 
What was your relationship like with that person. How 
did you get along with that person? 

2. What was your relationship like with the treatment 
staff? How did you get along with them? 

3. Tell me about a time a staff person really helped you. 
How did they help you? 

4. Tell me about a time you had a disagreement with the 
treatment staff. What happened? 

5. How were decisions concerning you made in treatment? 

Relationship History 

1. What were you like as a child? What was your family 
like? PROBE: Did anyone close to you misuse alcohol or 
drugs? Did anyone ever physically abuse you growing 
up? Did anyone ever sexually abuse you? 

2. What were you like as a teenager? What was your family 
like then? 



162 

3. What were you like as after high school? What were 
your relationships like? Were you ever hit by any of 
your partners? What was your life like? 
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DEMOGRAPHIC QUESTIONNAIRE 

Background Demographics 

1. How old are you? 

2. What is your ethnic origin? 

3. What is your marital status? 

4. Who are you currently living with? 

s. How long have you lived in these arrangements? 

6. How many adults live in your home with you? 
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7. How many children live with you? (biological and step) 

8. Please list all your children (biological and step 
children, living in the home and not in home) . 

a. 
b. 
c. 
d. 
e. 
f. 
g. 

Name Age BioI yiN Sex Lives With? 

9. How many years of education do you have? 

Do you have aGED? 
job training? 

Have you had any technical 
Do you have a degree? __ __ 

10. What is your current employment status? 
How long? If employed, what is your 
occupation? 

11. What is your monthly income? Source? 
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12. What agencies are you currently receiving help from? 
What type of help? 

Legal Involvement 

13. Have you had contact with CPS in the last year? 

14. Are you currently involved with CPS? __________ _ 

15. Have you ever been involved with CPS? 

16. Are you currently involved with the legal system? __ __ 

What for? ______________________________________________ __ 

17. How many times have you been arrested in your adult 
life time? 

What for? 
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