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Abstract

Gender impacts substance use initiation, substance use disorder development, engagement with 

treatment, and harms related to drug and alcohol use. Using the biopsychosocial model of 

addiction, this review provides a broad summary of barriers and facilitators to addiction services 

among women. It also reviews substance use among pregnant and parenting women and 

approaches to care. Given the increasing rates of substance use among women, there is a need 

to implement and scale-up gender-responsive addiction programming and pursue advocacy at the 

policy level that addresses the root drivers of substance use inequities among women.
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INTRODUCTION

Gender differences exist in the origins, development, course, and treatment of substance 

use disorders (SUD). Men have historically used alcohol and other substances more than 

women, and therefore, addiction services, research, and policies have primarily been either 

tailored to men or designed using a gender-neutral approach.1 Gender-neutral approaches 

tend to benefit men over women, as they fail to consider the specific needs of women. 

This is problematic, as the gender gap in SUD is narrowing.2,3 Over the past decade in 

the United States, metrics, such as rates of high-risk drinking and alcohol use disorder,4 

opioid misuse and opioid overdoses rates,5,6,7 and methamphetamine-involved overdose 

rates,8 have all increased more rapidly in women than men. Given the narrowing gender 

gap, there have been increasing calls for clinical, public health, and research approaches that 

comprehensively address women-specific needs.1,9,10

Gender-based differences in SUD development, trajectories, health and psychosocial 

consequences, and treatment outcomes are well documented in the literature.11,12,13 

Compared with men, women initiate drug and alcohol use at an older age and may exhibit 

a telescoping effect, that is, they more rapidly progress from initiation of substance use to 

the development of an SUD.14,15 Research has consistently demonstrated greater physical, 

psychological, and social harms of drug and alcohol use in women.16,17,18 For example, 

compared with men, women who inject drugs experience higher rates of injection drug 

use–associated infections, including HIV and hepatitis C.17,19 Worldwide, women account 

for approximately one-third of people with SUD but only one-fifth in SUD treatment, 

highlighting a treatment disparity.20

Here, the authors provide a broad overview of critical issues in SUD in women using the 

biopsychosocial model of addiction.21 From the wide range of issues relevant to women 

and SUD, they prioritize the following topics: (1) barriers and facilitators to addiction 

treatment and harm reduction services; (2) substance use while pregnant and parenting; and 

(3) gender-responsive addiction care.

Sex, Gender, And The Intersectionality Of Race

Understanding gender-based differences in substance use requires a comprehensive 

framework that recognizes the difference between sex and gender and encompasses the 

full spectrum of gender identity. “Sex” is the biological classification of a human as 

male or female based on their physical and physiologic attributes.22 “Gender” refers to 

socially constructed roles and behaviors that vary across societies and change over time.22 

Gender identity refers to one’s internal sense of being a woman, man, or anywhere along 

the gender spectrum, including transgender, nonbinary, and genderqueer identities.23 In 

this article, “women” refers to all individuals who identify as a woman, regardless of 

their sex. However, it is recognized that compared with cisgender women, transgender 
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and genderqueer individuals experience enhanced marginalization and discrimination based 

on their gender identity.18 Transgender and genderqueer women are twice as likely to 

misuse alcohol and other drugs compared with cisgender women.24 They also experience 

heightened risk for other SUD-related comorbidities, gender-based violence, suicide, and 

murder compared with cisgender women.25

There is also a need for a comprehensive and intersectional perspective that recognizes 

that women’s experiences with substance use are not homogeneous. Intersectionality affirms 

that sex and gender interact with race/ethnicity, class, sexual orientation, and other social 

categories to shape human experiences (Fig. 1).26 In particular, structural racism enhances 

stigma, discrimination, gender-based violence, and treatment barriers for Black, Indigenous, 

and other Women of Color compared with White women with SUD.27,28 Racism is a 

primary driver of drug law enforcement and public conceptions of drug use, and in the 

United States, Black Women are disproportionately targeted by laws and policies that 

reinforce racial inequities in the consequences of substance use.29,30

The Biopsychosocial Model Of Addiction

The authors use the biopsychosocial model of addiction that roots SUD as a product of 

the genetic, neurobiological, and social environment.21 This framework orients women’s 

experiences with substance use and addiction treatment across 4 dimensions: biological, 

psychological, social, and system structures (Fig. 2). The authors provide a high-level 

overview of each dimension. It is beyond the scope of the article to explore each dimension 

fully.

Biological—Sex differences exist in how men versus women respond biologically to 

alcohol and drugs in both the short and the long term.11 Different alcohol metabolism in 

men compared with women is the most consistent and well-understood finding. Women 

develop higher blood alcohol levels after drinking equivalent amounts of alcohol compared 

with men and are at higher risk of cirrhosis than men.31,32,33 The evidence on effects of 

sex hormones on subjective drug experiences is equivocal with no consistent differences 

found.11 In addition, associations between sex and neural responses to substances are not 

well studied, as most structural brain studies on addiction and substance use do not evaluate 

sex differences.34 Ongoing research to better understand the intersection of sex, genetics, 

and risks of substance use and addiction is needed.1

Psychological—In the psychological realm, women with SUD have higher rates of 

cooccurring psychiatric disorders, including mood disorders, posttraumatic stress disorder, 

and eating disorders.35,36 Women are also disproportionately affected by trauma and 

abuse.37,38 These experiences drive substance use initiation and persistent use.13,39

Social—Interpersonal relationships and communities substantially influence women’s 

substance use patterns. For example, women are more likely to start using substances if their 

intimate partner does so.40 Male-dominated street cultures influence women’s drug injection 

practices, whereby women are more likely than men to use assisted injection methods.41 

Women who use drugs are also more likely than men to engage in sex work.42 Because of 
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structural factors, such as the criminalization of sex work, sex work environments increase 

the risk of violence, trauma, and sexually transmitted infections.16

Systems—The criminalization of some substance use and sex work, and stigma 

surrounding these while pregnant and parenting disproportionately impact women.43,44 

Women face increased policing and police violence while using illegal drugs and doing 

sex work that limits harm reduction behaviors and service utilization.45,46 Current punitive 

legal and child welfare approaches to substance use while pregnant and parenting reinforce 

stigma, discourage health care access, and perpetuate substance use among women.47,48

Barriers To Addiction And Harm Reduction Services

Women are less likely to enter substance use treatment compared with men relative to the 

prevalence of SUD in the general population.12 However, once in treatment, gender has 

not consistently been associated with differences in retention or substance use, suggesting 

women can and do benefit from treatment.12,49 Therefore, examining psychological, social, 

and systems barriers to treatment is critical to reducing disparities for women.

Psychological Barriers—Psychological factors, such as high rates of cooccurring trauma 

and severe mental illness, among women with SUDs can influence engagement with 

care.49,50 At least half of the women seeking treatment for SUD have experienced trauma 

and have a cooccurring mental illness.49 Women who use drugs and have experienced abuse 

are reluctant to seek care and have more unmet and complex health care needs when they 

present to care compared with those who have not experienced abuse.51,52 Nevertheless, 

SUD treatment services do not universally address trauma or have mental health services. 

The US 2019 National Survey of Substance Abuse Treatment Services found that only 70% 

of SUD treatment facilities offered some degree of mental health treatment services (Table 

1).53 As defined in this survey, mental health services could be counseling alone and did not 

necessarily include access to psychiatric evaluation and vice versa. Unaddressed trauma and 

untreated mental illness reduce attendance and retention in SUD care.12

Social Barriers—Harm reduction and other low-barrier treatment programs can become 

male-dominated, reproducing street-gendered relations and inequalities that limit women’s 

access to services.54 Women who use drugs are also more likely than their male counterparts 

to enter dependent and/or violent relationships dominated by their partner, hindering their 

economic freedom and autonomy to seek treatment.11,40 Substance use services often fail 

to take sufficient steps to counteract these gendered barriers. For example, despite evidence 

that gender-concordant providers improve entry into and continuation in treatment,55,56 1 

national study of 108 methadone programs found that only 9% offered and matched clients 

to gender-concordant clinicians,51 and another study showed only 38% provided domestic 

violence services.53 Work force challenges, namely fewer women practicing addiction 

medicine, likely limit programs’ abilities to offer gender-concordant clinicians.

Systems Barriers—Enhanced surveillance and punitive policies for pregnant and 

parenting women increase stigma and disincentivize women from accessing treatment.48,57 

Women also cite limited treatment options while pregnant, difficulty accessing childcare, 
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and difficulty balancing rigid treatment schedules while fulfilling caretaking obligations 

as barriers to SUD treatment.48 The same 2019 US survey of SUD programs found that 

24% offered treatment for pregnant or postpartum women, 6% provided child care for 

clients’ children, and 3% had residential beds for families (see Table 1).53 In addition, 

other structural determinants of health, such as housing instability, legal issues, and lack of 

transportation, disproportionately reduce women’s access to services compared with men.58 

SUD services do not universally prioritize addressing these social determinants, for example, 

by paying for transportation to and from treatment, thereby reducing access for women.53,59

Facilitators To Addiction Treatment And Harm Reduction Services

Although there is robust literature documenting the gendered barriers to SUD treatment 

that women encounter, less research has focused on facilitators to treatment among women 

compared with men. The strengths-based approach, most notably used by social workers, 

highlights competencies, motivations, and social/environmental supports that facilitate 

engagement with care.60 A strengths-based approach recognizes that gender also positively 

influences women’s treatment engagement and outcomes.

Biological Facilitators—From a biological standpoint, women are more likely than men 

to engage in the health care system when they are young and healthy for preventive, sexual, 

and reproductive health needs.61 Women are more likely to have a regular clinician from 

whom they seek routine care and medical advice, which improves trust in the health care 

system.61 Regular engagement in medical services could facilitate screening for high-risk 

substance use, SUD diagnosis, and linkage to treatment for both SUD and psychiatric 

disorders.

Psychological Facilitators—Concerning psychological differences, the higher 

prevalence of cooccurring mood and anxiety disorders in women with SUD can 

present challenges, but also opportunities for engagement in mental health therapies that 

simultaneously improve SUD outcomes (eg, cognitive-behavioral therapy).62 Studies show 

women are more likely to seek and receive medical treatment for underlying psychiatric 

disorders than men, in part because of conventional gender norms that make it more 

acceptable for women to express strong emotions and engage in counseling.63,64 Use of 

antidepressants is more common in women than men.65 Engagement with mental health 

services and openness to treatment present opportunities to address substance use in women.

Social Facilitators—Socially, women’s recreational and community activities are less 

likely to center on alcohol or drug use, thus reducing their exposure to habitual substance 

use early in life.11 Women tend to form more intimate, supportive relationships with both 

friends and romantic partners.66 The ability to sustain relationships and mobilize social 

support is positively associated with individuals’ psychological well-being and capacity to 

cope with adverse events.67 In addition, although women’s role as caregivers can serve as 

a barrier to seeking SUD treatment, it can also be a facilitator; research has consistently 

demonstrated that the desire to maintain or regain child custody is a strong motivator 

for SUD treatment in women.12,68 Engaging and leveraging women’s community support 

networks provides an opportunity to increase treatment success.
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System Facilitators—Finally, system-level factors can also facilitate SUD treatment 

among women. Women-led policy and community efforts that seek to reduce substance 

use harm inequities have a long and strong history in many communities. Women-led 

community organizations designed for women who use drugs and women engaged in sex 

work improve health outcomes and engagement in care, as they are perceived as safe and 

welcoming spaces for women.69,70 Thoughtful policies and programs that prioritize the 

well-being of the fetus and parent-infant dyad provide investment opportunities to expand 

women-only and family-based treatment programming.71

Substance Use Among Pregnant And Parenting Women

Pregnancy—The 2019 National Survey of Drug Use and Health data found, in the last 

month, 5.8% of pregnant women reported illicit substance use, 9.6% reported tobacco 

product use, and 9.5% reported alcohol use.72 Although pregnant women report less 

substance use than nonpregnant women, the medical risks are greater. For example, women 

who use illicit drugs, alcohol, and tobacco are at greater risk of miscarriage and preterm 

delivery.73,74 Stimulant and alcohol use are associated with medical complications of 

pregnancy, such as gestational hypertension and preeclampsia.74 The consequences of 

cannabis use during pregnancy are less understood, but a large 2019 retrospective study 

found cannabis use was associated with an increased risk of preterm labor and placental 

abruption.75 Substance use during pregnancy also impacts the health of the developing fetus, 

which is well described elsewhere.74

Although pregnancy can be a strong motivator for treatment among women with SUD, 

punitive laws and practices regulating substance use during pregnancy are major barriers 

to accessing care. Thirty-six states recognize fetuses as potential victims of crime, and, in 

2014, Tennessee became the first state to explicitly criminalize drug use during pregnancy.76 

Data from 2021 show that 23 states and the District of Columbia classify drug use during 

pregnancy as child abuse; 3 states find drug use during pregnancy as grounds for civil 

commitment, and 25 states and the District of Columbia mandate reporting of prenatal drug 

use to child welfare services.77 Many of the mandated reporting laws include medications 

prescribed during pregnancy to treat opioid use disorder as a reason to file a report to child 

welfare.77 Such mandates alienate pregnant women from seeking care, and among those that 

do, discourage them from accepting lifesaving pharmacologic treatment for SUD.78,79 For 

Black, Indigenous, and pregnant Women of Color, the punitive nature of these mandates is 

compounded by institutional racism resulting in significantly more report filings and custody 

disruptions.80,81

Despite these barriers, pregnancy is a powerful catalyst for change and engagement with 

SUD treatment among women with SUD. A 2016 survey found 88% of pregnant women 

self-disclosed their substance use to their obstetric provider.82 SUD treatment that is 

individualized, responsive to the women’s context, and integrated with mental health and 

postpartum care is critical. However, many SUD treatment programs for pregnant women 

are not integrated with postpartum or pediatric care.68 The postpartum period can be 

particularly challenging for women with SUD given high rates of postpartum depression, 

fragmented transitions of care, lapses in insurance after delivery, physiologic changes 
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impacting SUD treatment, and stress and shame related to neonatal withdrawal syndromes 

or loss of child custody.83,84 A 2019 study found that overdose risk was greatest 7 to 12 

months following delivery compared with all other prenatal and postpartum periods.85

Breastfeeding—Breastfeeding is an important aspect of the postpartum period for women 

with SUD. There are specific advantages of breastfeeding for substance-exposed mother-

infant dyads; for example, breastfeeding reduces the severity of neonatal-opioid withdrawal 

syndrome and decreases the need for pharmacologic treatment.86 Despite this, breastfeeding 

rates among women with SUD vary widely, in part because of restrictive breastfeeding 

guidelines.87 Current recommendations from the American Academy of Breastfeeding 

Medicine stipulate that in addition to women being engaged in prenatal care and stable 

in recovery, they should also have no record of substance use (by urine drug testing) 90 to 

30 days before delivery.88 Such policies reduce the number of women who are supported in 

breastfeeding initiation.89

Although there are clear harms to breastfeeding by women with active substance use, 

substance use in the third trimester should not disqualify women who are not using 

substances at delivery and are motivated from initiating breastfeeding. A retrospective 

cohort study from 2020 showed that the predictive value for postpartum substance use 

based on urine drug testing from the third trimester was only 36%.90 Most substances are 

eliminated in hours to days rather than days to weeks from the maternal system.91 Therefore, 

women who discontinue substance use before delivery or during the delivery hospitalization 

could be supported to initiate breastfeeding. Women-centered recommendations paired with 

ongoing screening, home lactation visiting programs, and SUD treatment support could 

facilitate successful breastfeeding among substance-exposed mother-infant dyads.

Parenting—In the United States, between 55% and 70% of women in substance use 

treatment programs have children.72 The same stressors leading to drug and alcohol use 

and SUD development among women can be exacerbated when parenting. Namely, parents 

experience increases in stress, sleep deprivation, and economic responsibilities and often 

need to prioritize their children’s needs over their own SUD treatment and other health care 

needs.92

Integrated treatment programs are critical to supporting parenting women with SUD. 

Different models exist, but dyadic models, or programs that provide care to both parents 

and children, offer several advantages. Examples of such programs include the FOCUS 

program at the University of New Mexico and the FIR Square and Sheway programs in 

Vancouver, Canada.93,94 Both programs are medical homes for families that provide wrap-

around services to women and their children up to ages 3 to 5. These programs focus on 

interdisciplinary care delivery, case management, community outreach, housing, and legal 

services.93 Integrated programs have been shown to increase treatment retention, reduce 

parenting stress, decrease substance use and relapse, increase self-esteem, and improve 

parenting knowledge.95
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Gender-Responsive Addiction Care

Given the differences in the impact and patterns of substance use between women and men, 

it follows that clinical programs providing care for women who use drugs should reflect 

those differences. This can be called “gender-responsive care,” and for this review, is defined 

as patient-centered care that considers how gender has affected a woman’s experience with 

drug and alcohol use and treatment (Fig. 3). Even when clinical programs are not exclusively 

focused on women, any addiction treatment provider or program can ensure women receive 

care tailored to their needs by adopting specific approaches described in later discussion.

Specific Components of Gender-Responsive Care

Trauma and mental health: As discussed earlier, cooccurring mental health disorders 

and trauma are high among women with SUDs. Programs should offer trauma-informed 

integrated treatment for cooccurring mental health disorders, including considering single-

gender group therapy, which some women report creates a safer environment.

Sexual health: If available, programs should offer comprehensive reproductive and sexual 

health care. In addition to routine screening for sexually transmitted infections, age-

appropriate cervical cancer screening, assessing pregnancy timing goals, and providing 

appropriate counseling for contraception or preconception should be offered. Addressing 

the sexual and reproductive health needs of women increases engagement with addiction 

treatment.96

Social needs: Different clinical programs will have varying capacities to respond to social 

needs affecting women. However, having the capacity to refer to clinical and community 

supports, such as housing services, life skills programs, and recovery management, is 

necessary. Wherever possible, providing childcare, transportation, and cell phones for those 

who need them can concretely increase access to care for women.

Women’s only programs: Women’s only treatment offers a safe environment that women 

may be more comfortable accessing. Programs unable to offer women’s only spaces all the 

time could alternatively offer select women’s only groups, days, or times for treatment or 

harm reduction services.97

Including partners and families: Data demonstrate the importance of including families 

and partners in treatment.98 Families can provide critical support for women outside of 

the clinical setting at home and in the community. When possible, this includes providing 

childcare services for parenting women.

Overall, gender-responsive care can mitigate many of the barriers to care described earlier. 

By acknowledging gender-based differences and tailoring care, treatment programs can 

provide care that meets women’s unique needs and improves their outcomes.

Summary

Women have unique, currently unmet, needs that impact their substance use initiation, 

SUD development trajectories, and harms related to drug and alcohol use. Implementing 
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and scaling up gender-responsive addiction programming is critical given the evolving 

epidemiology of substance use among women, and evidence that shows gender-responsive 

services improve treatment outcomes.99 Additional investments in research to maintain 

and build multidisciplinary research programs that seek to address all aspects of the 

consequences of substance among women are needed.100 In addition, advocacy at the 

policy level to expand postpartum Medicaid coverage, expand funded parental leave, expand 

childcare benefits, and dismantle punitive policies that target pregnant and parenting women 

are needed to address the root drivers of substance use inequities and barriers to care among 

women.
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Key points:

• The substance use disorder gap between men and women is narrowing.

• Gender-based differences in substance use disorder development, trajectories, 

health, and psychosocial consequences exist.

• Gender-responsive care is patient-centered care that considers how gender has 

affected a woman’s experience with drug and alcohol use and treatment.

• There is a need to implement and scale-up gender-responsive addiction 

programming.

• Advocacy at the policy level to address the root drivers of substance use 

inequities among women is needed.
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Figure 1. 
Intersectionality of sex, gender, race/ethnicity, and substance use
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Figure 2. 
Biopsychosocial model of addiction and gender.
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Figure 3. 
Gender-responsive care
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Table 1.

Availability of gender-responsive services among substance use disorder treatment programs, United States 

2019
a

Ancillary Services Percent of Facilities Offering Services

Case management 96

Mental health 75

Transportation assistance 46

Domestic violence 38

Childcare for client’s children 6

Residential bed for client’s children 3

a
Data derived from the Substance Abuse and Mental Health Services Administration 2019 National Survey of Substance Abuse Treatment 

Services.53
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