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Abstract

Reasons for increased rates of addiction and substance involvement among adol escent
girlsare examined in light of the absence of gender parity in service planning and
delivery. Pathways and risk factors to addiction unique to girls and young women are
outlined dong with their implications for the development of effective interventions. An
andysis of our falure to reach girls while rates of substance abuse declinein boysis
undertaken, and the importance of program planning that addresses mgjor issues for girls
isstressed. Essential components for the trestment of adolescent girlsin both single sex
and coed programs are explained. Recommendations for measures that will assure parity
in the planning of services within New Hampshire are included.



The Anatomy of Our FailureisFemale

Alcohol and other drug addictions are increasing in adolescent girls a an darming
rate. Current intervention and treatment systems have been developed primarily to
address addiction in men and boys, asfemaesin need of services have historically
condituted aminority. Extreme stigma, socidly constructed ascriptions of gender, and
numerous other barriers have contributed to the excluson of women and girlsfrom
research and program design in acohol and other drug addiction trestment systems.
Evidence suggedts that the shortcomings of the system in regard to the unique needs of
women and girls have resulted in a desth rate from acoholism that is now 50-100 percent
higher in femdes (Sullivan, Fama, Rosenbloomé& Pfefferbaum, 2002) and a Stuation that
designates girls as the most at risk individuas and the most likely to place others at risk
(Alexander, 1997; OJIDP, 1996).

Intervention efforts aimed at male populations such as employee assistance
programs and impaired driver interventions fall to take into account the Stuation of
women. Prevention and treatment efforts aimed a youth are generdly tailored to the
needs of boys and young men who are stereotypically consdered likely to act out by
experimentation with acohol and other drugs, while girls are not.

The redity of addiction and abuse, however, increasingly stands in sharp contrast
to socialy congtructed gender stereotypes. In the 2001 Y outh Risk Behavior survey 80%
of New Hampshire high school girls reported having at least one drink of acohol, and
53% reported drinking in the last 30 days. Thirty-eight percent of femaesin aUniversity
of New Hampshire Teen Assessment Program reported binge drinking in the last month;

binge drinking is defined as having 5 or more drinksin arow (2002). Many experts now



agree that levels of consumption for men and boys need to be adjusted for women and
girls. Metabolic differences mediated by weight, body fat, somach enzymes, hormond
levels and other physiologicd factors are responsible for higher blood dcohol levels for
longer periodsin women and girls consuming identica amounts to their mae
counterparts (CASA, 2003; Hill, Muka, Steinhauer & Locke, 1995; Sullivan Fama,
Rosenbloomé& Pfefferbaum, 2002; van der Wade, Urgenson, Weltz & Hanna, 2002;
Wilsnack & Wilsnack, 1994).

In Canada smoking rates of women have surpassed those of men, despite
increased regulation and targeted public hedlth efforts. While overal smoking rates are
declining, young women's smoking is surpassing that of young men. These data indicate
aradica revamping of prevention policiesisin order--agender specific andyssthat does
not seek to ignore the relationship between chemica dependency in women and girls, the
socid redity of women's dependent status, and the status of their dependent children
(Alexander, 1997).

In fact an astute analysis of epidemiologica trends revedls that the current
equality of use and abuse rates of adolescent boys and girlsis due to addiction and usein
girlscontinuing to rise while it has declined in boys. “ Perggting high rates of substance
use and the closing of the gender gap demondtrate that teenage girls are not getting the
message’ (CASA, 2003, piii).

The number of women entering the crimind judtice sysem ison therise. More of
these women than their male counterparts are addicted to alcohol and drugs. Two-week
prevalence rates for substance abuse disorders of incarcerated women were sgnificantly

higher than males (GAINS, 2002). Women arrestees are more likely than men to test



positive for illicit substances ( Inciardi, Lockwood & Pottieger, 1993). Since the
enactment of the 1986 mandatory drug-sentencing laws, the rate of increase for
incarcerated female drug offenders has surpassed the rate of males. 1n 1995 the number
of women in state prisons for drug offenses increased by 95% as opposed to 55% for men
(Covington, 2001). From 1986-1995 the rate of women incarcerated for drug offenses
increased 888%, with 35.9% currently serving time for possession only (Covington,

1996, 2001). Y ¢, treatment services for women within the crimina justice system remain
woefully inadequate.

Within the juvenile justice system the digparity of servicesis even more
pronounced. Facilities offer few options for girls, and programs that house girls who are
pregnant or postpartum are dmost non-existent (OJIDP, 1996). In New Hampshire,
trestment beds in the juvenile justice system are only available for boys (Minard,
Merrow, Stapleton & Gagnon, 2002). Y et, from 1992 to 1996 arrests of juvenile females
committing Violent Crime Indexed offenses increased 25% while they remained stable
for boys. Property Crime Indexed offenses increased 21% among girls while dedining
4% among boys (Budnick & Shields-Fletcher, 1998). It isimportant to note that assault
charges among girls nearly dways stem from familia disputes and disputes with friends
or acquaintances and rarely from stranger violence (OJIDP, 1996). The mgority of girls
are detained for status crimes, and running away is the sole offense where femaes
surpass maes (Budnick & Shields-Fletcher, 1998; OJIDP, 1996, Prescott, 1998). One
researcher assarts that “ among juvenile girlsidentified as delinquent by court, over 75%
have been sexudly abused and in attempting to mitigate that abuse by running away, they

are often labeled as delinquent” (Cahoun as quoted by Prescott, 1998, p3-4).



Intervention systems have yet to be indituted effectively within child protective
services, amagor point of entry into the socid service system for addicted women and
girls. Itisnationdly recognized that current child protective system poloicies actively
discourage women with acoholism and other addictive illnesses from seeking help
(Liebschutz et d; 2001, CWLA, 2003). The fear of losing child custody isamagjor
deterrent in accessing recovery services (NHTFWA, 2003). These problematic policies
are under study by nationd indtitutes such as the Child Welfare League and the
Children’s Defense Fund (CWLA, 2003; CDF, 2003). It is estimated that up to 78% of
foster placements are due to parenta addictiveillness (Young & Gardner, 2002), and that
children of addicted mothers who have had a history of out of home placements have an
extremely high likelihood of aso becoming addicted (Clark, 2001). They aredso at risk
for incarceration, violent victimization and sexud victimization. These girls grow into
teens, and “teenage girls are likdier than women of any other age to smoke, binge drink
and useillicit drugs during pregnancy” (CASA, 2003, p v) and often lose custody of their
own children. Y et, human service systems have wasted multiple opportunities to
intervenein this Stuation.

Rates of interfamilid violence, rape, and childhood sexua and physicd abuse
among girls seeking treatment for dcoholism and other drug addiction are astoundingly
high. Addicted women reporting one or more forms of physica and sexua abuse across
gudies range from 75-89% and higher (Clark, 2001; Liebscultz et a, 2002; Price &
Smmd, 2002). Up to 70% of drug using girls report having been sexualy abused
before the age of sixteen, and more that 80% had at |east one addicted parent (NIDA,

1994). Current data from anew Harvard School of Public Health survey statesthat 1 out



of 5 women will have experienced interpersond violence within a dating relaionship

before the age of sixteen (Silverman, Rg, Mucci & Hathaway, 2001).

The Crucial Positioning of Intervention with Girls

The collective result of these factorsis a system that islargely unresponsive to the
needs of femaes. Women rarely enter into treatment until late stage addiction is upon
them and their mental and physica hedlth has deteriorated, along with their financid
gtuation and their family life. Alcohal isthe third leading cause of death among women
35-55 (Alexander, 1996). The potentia to intervene a a much earlier stage with women
and girlsexists. However, it will require very specific planning. It will require thought
and the inclusion of research specific to girlsin the development of prevention,
intervention and trestment programs.

Nowhereis that specificity more needed than with the population of adolescent
girls. Substance involved girls are particularly in need of programs that address the
development of a hedthy gender identity. Thelr very entry into the conflicted roles
young women face exerts a set of developmenta chalenges that are unique and
inextricably linked with behaviors thet will put them &t risk for addictiveillness. The
specific needs of girls can no longer be ignored in adolescent treatment programs. Girls
pathwaysin and out of addiction stand in sharp contrast to those of boys.

By desgning programs crafted to address the issues of young women and girls,
we can prevent a perpetuation of disturbing trendsin the increase of addiction and its
conseguences among this population.  The pressures that face adolescent girls are very

different from those facing adolescent boys, and the risk factors differ subgtantialy. At



no time in higtory has this developmenta juncture been more difficult for girls (Pipher,
1994).

Desgning early interventionsis epecidly criticd snce evidence suggests girls
move from experimentation with substances into problematic use and addiction more
quickly than boys (CASA, 2003). Additiondly, adolescent girls have significantly higher
rates of binge drinking and illicit drug use while pregnant than their adult counterparts,
and substance use during pregnancy is related to afamily higtory of drinking among
femde rdatives and padt illicit drug use (CASA, 2003; Handmaker, Miller & Manicke,
1999). Yet, tragicdly, no programs exist in this state designed specifically to treet this
high risk, easly identifiable population, despite the potentiad to redeem two livesfor the
price of one. The sole women's program in the state, Odyssey Family Center, accepts
pregnant and parenting women, but rardly admits girls under the age of 18. The fadility is
not set up to treat younger, addicted, pregnant teens that may need to finish high school,

or may be more gppropriatey treated within their communities.

Major Issuesand Risk Factorsfor Girls:

= Girlsand women tend to use and drink in order to hold on to intimate
relaionships. For adolescent girls adating partner is often the gateway to
drinking behavior, while the same is dmost never true for boys.

» Interpersonad violence, rape and date rape, sexua coercion, and issues of
childhood sexua abuse and trauma are mgor risk factors for developing addictive

illnessesin girls.



Body image, eating disorders, and weight and appetite control are significant
motivators for girlsto begin to experiment with substances such as tobacco,
amphetamines, cocaine, acohol and opiates, as well as other drugs with anorectic
properties.

Socidly congtructed gender roles and mediaimages of femininity present girls
with the task of developing an identity that is paradoxica in nature. The demand
to be sexua at a younger and younger age, coupled with earlier onset of puberty is
presenting children with choices that are difficult for grown women. “Puberty—
especidly early puberty—increases] the risk for substance abuse among girls
more than among boys’” (CASA, 2003, p 1).

New evidence suggests that girls respond more strongly than boys to peer
pressure, that they are introduced to substance use at an earlier age than boys, and
that their physica and cognitive development is more severely affected (CASA,
2003).

Women and girls tend to begin using substances to relieve stress. Stress among
adolescent and pre-adolescent girlsis a prevaent complaint, and stress rdief is
cited as asignificant contributor to relgpse. Maes tend to relagpse due to
overconfidence (Hodgins, € Guebdy & Addington, 2001; Price & Simmel, 2002;
Purdey-Crotteau, 2001).

Rates of mood disorders are higher in women and girls, and adolescent girlswho
experience depression have a high likelihood of developing addictiveillness. The

Universty of New Hampshire Teen Assessment Program found 84% of femaes
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surveyed report depressed fedings in the past month; 26-29% reported serious

thoughts of suicide and 18 % reported attempting suicide (2002).

Hence adolescent treatment programs can increase their effectiveness for girls by
addressing these and other issues in gender specific groups and programs. A fundamental
difference in the overarching philosophy that predicates the development of successful
ealy intervention with girlsis related to these issues and risk factors. Boystend to
exhibit behavior with antisocid features when developing pathologies that sometimes
accompany substance involvement and addiction (van der Wade, Urgenson, Weltz &
Hanna, 2002). Thus social norm theories that underpin prevention programs with
adolescent boys may be effective. Girls, however, may need to question, or at least think
critically about conformity to socid normsin order to mitigate their risk of substance
involvement. The societd messages about women and girls place them at risk for
developing eating disorders and for engaging in earlier and earlier sexud behaviors. Itis
ascrucial for girlsat risk for substance abuse to critique culturd norms asit isfor boys
to conform to them. Thisfundamenta difference cannot be adequately addressed in
mixed programs.

Research on group norms and gender suggests that femaes tend to hang back in
groups where maes are present and display a sgnificant reluctance to disclose, especidly
about issues related to sexua abuse, incest and rape. Conversely, males tend to benefit
from the presence of females and display awider range of emotion (Covington, 1996,
1998, 2001;Hodgins, € Guebdy & Addington, 2001; Price & Simmel, 2002; Purdey-

Crotteau, 2001).
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Girls are more susceptible to peer pressure and partner pressure. They are more
relationd in their orientation and show stronger susceptibility to the influence of partner
and familid use (CASA, 2003; Glover-Reed& Leavitt, 1998; Price & Simmel, 2002). On
the positive Sde, spiritud, religious and mora training and involvement exert a strong
influence on girls and appear to be more prophylactic than for boys (CASA, 2003).
Research dso suggests that females are more open to seeking help for their addictive
disorders but are more likely to do so in amenta hedlth setting. Some data point to
better responses anong females to behavioral, cognitive and educationa approaches, and
to outpatient and lower intengty programs (Hodgins, € Guebaly & Addington, 2001;
Purdey-Crotteau, 2001). The strongest predictor of agirl’s successin treatment is her
counselor’s expectation that she will succeed (OJIDP, 1996). These examplesillustrate
that programs addressing the redlities and risk factors for young women that build on
their strengths may promise successful outcomes.

Inlight of these data, what are the implications for policy and programs amed a
adolescentsin New Hampshire? The attitude that it takes a healthy nerve to demand
resources be spent on girls when there are not enough programs for boys must be
abandoned. In New Hampshire rates of spending on programs for adolescents, for
women, and for pregnant and post partum females are well below nationd averages
(New Futures, 2002). What happens when all three intersect? The state of New
Hampshire owes its girls, its women and its children parity in prevention and trestment of

addictiveillness.
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“Programming asif Girls Mattered” (Chesney-Lind, 1998, p 31)

The remainder of this report will outline some recommendations that will assgt in
the development of dternative treatment models that account for needs of adolescent girls
by the implementation of gender specific interventions and treetment. The two
dternatives are Sngle sex programs and gender specific services within coed programs.

Dueto the redities of palitica and financid congraints | will focus most of my
recommendations on gender specific services that can be implemented in coed programs.
However, | must stressthat single sex programs are preferable. Many girls who come
from unsafe homes, or homes where addictive illness abounds, are in need of resdential
sttings. Itisdso likely there are as many New Hampshire girls who could benefit from
single sex outpatient services. Efforts toward the creation and funding of single sex
model programs for adolescent girls should be a planning priority. It iscrucid that we
begin to accrue both demographic and outcome data with this population in order to plan,
implement, and evauate effective programs.  Additiondly, the very existence of such
pilot programs facilitates the creetion of collaborative linkages necessary for
communities to begin to respond to the needs of girls. Blended funding streams and
chdlenge grants such as those available to the states under the 1992 JIDP Act should be
investigated. Gender biasin the ddivery of placement and treatment services for girls
involved in the Juvenile Justice system is one of the focus aress of these grants (OJDP,
1996). Programs that screen, intervene, treat and support pregnant and parenting acohol
and other drug-addicted teens are ethicaly and fiscaly essential. The absence of

programs dedicated to girls sends a message of disempowerment and hopelessness.
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Recommended Elements of Gender Specific Adolescent Programs
Srength Based Approach- Many girls who have survived violent chaotic homes,

incest and sexua abuse, and homes with one or more addicted parents and siblings have
developed sgnificant survivd skills.  Sdf-medicating with acohol and drugs may have
darted out as ameansto survive. Reframing some maadaptive behaviorsasasurviva
response to trauma and abuse can help girlsto let go of shame, thereby clearing the way
for the development of sdf-esteem. By building on qudities such as willingness and
resliency, girls can begin to examine the ma adaptations that must be overcome and
replace them with postive coping mechanisms. Thisimparts a sense of agency and
contral that can facilitate participation in shaping a brighter future. By utilizing
participatory models, peer mentoring and soliciting idegs, feedback and suggestions at
various junctures, not only can more responsive programs and more inclusive evauations

ensue, but aso girls can begin to place some vaue on their own experience.

Small Sngle Sex Groups- Girlsarein need of a safe place to explore issues and
build peer support. Many adolescent girls experience significant isolation, withdrawad,
sdf-hatred, depression and sdf-mutilation. In smdl, single sex groups they can begin to
discuss sengitive issues of abuse, early sexudization, guilt and shame. Thefirgt order of
need in dl trauma protocolsis safety, and many researchersin the field of addictions
treatment for women and girls recommend that trauma survival be assumed when
designing programs for females (Covington, 1996; Prescott, 1998; CSAT, 1994: CSAT,
2002). Girlsneed to fed safe from sexud harassment and the threat of victimization.

They aso need modding of trusting relations and boundaries by femae counsdors and
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fadlitators. Additionally, work on gender specific group normetive behaviors and
relaiond thergpy models, such as those developed at the Stone Center, suggest dl femae
groups are more likely to maximize participation and retention (Covington. 1996, 1998;

Hodgins, d Guebady & Addington, 2001).

Trauma Informed Services- Beginning at the assessment phase, and extending

through al crigsintervention protocols and trestment programming, it is crucid thet all
gaff who comein contact with addicted girls are traumainformed and trained.  The
eradication of retraumétization throughout the continuum of care should be a priority as
the first mandate of dl intervention should be do no harm. Trauma and abuse screening
should be a critica component of the intake process. A trauma theory should underlie the
development of thergpeutic interventions with adolescent girls, and research should begin
in order to select the most appropriate trauma response mode for addicted girls. Lisa
Naavitas Seeking Safety model or the ATRIM mode (Addiction Trauma Recovery
Integrations Model) are some of the candidates for consderation (SAMHSA, 2001).
Awareness of the potentia for retraumatization should influence dl surveillance,

redraint, criss intervention and disciplinary protocols aswell as dl exposure to male
cientsand counsdors. Confrontational appr oaches effective with boys are not

appropriate here.

Integration of a Srong Female Presence- In addition to the utilization of femae

counsdlors and taff, programming for girls should make use of femae resources a every

juncture. Role modeling by femae leaders in the community, especidly culturdly
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gppropriate role modds that include female community leaders of color and recovering
women, can be integrated as a resource for educationa groups and mentoring programs.
Exposing girlsto politicd, artistic, spiritua, entrepreneuria, vocationd and culturd

fema e organizations and activities within their communities results in a broadening of

their horizons. Twelve step groups such as Alcoholics Anonymous have Public
Information and Hospital and Ingtitutions committees that can provide female speakers.
Planned Parenthood of New Hampshire, the New Hampshire Codition Against Domestic
and Sexud Violence, the YWCA, GirlsInc., The New Hampshire Minority Hedlth
Codlition, and the New Hampshire Task Force on Women and Addiction are just afew of
the resources available. Modding female independence and agency effectively

empowers young women to question limitations imposed by socidly congtructed

dereotypes of femininity.

Extensive Therapeutic and Educational Components that Address Crucial
I ssues- Girlsarein dire need of non-coercive educationa type group work that focuses

on hedlthy boundaries, assartiveness training, stress management, spiritudity and

parenting. Issues of body image--edting disorders and hedthy weight and fitness
management, women's hedlth, reproductive choice, and prevention of sexualy

transmitted diseases should also be addressed in single sex psycho-educationa groups.
Girlsarethemogt at risk for HIV infection. According to The Journd of the American
Medical Women's Association (2001) teenage girls rate of HIV infection from

heterosexua sex rose by amost 117% between 1994 and 1998, and femaes ages 15to 19

experienced a 90 % increase in the rate of HIV infection due to injection drug use during
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the same period. Infection rates among women entering the crimina justice system are

as high as 35% (Covington, 1996, 2001). Girls should be engaged in single sex psycho-
educationa programs where they learn to identify and address high-risk behavior and
other key issues. Simply knowing that proper condom use can prevent the spread of HIV
isof no useto agirl who is cludess when it comes to setting boundaries in intimate
relationships, or is completely lacking in assertiveness skills. They must acquire the full
range of knowledge and skills needed to maintain their recovery and build a future for
themsdves. Family work, affective work and work that strengthens self-esteem and self-

efficacy dl play apart in ensuring recovery.

Conclusion

There are many more aspects of gender specific treatment and intervention that
should be included in program planning. | have provided a rough sketch of some of the
key components. But, the suggestions of one lone researcher are a patry substitute for
the dlocation of resources and the prioritizing of planning amed a mitigating the
disturbing downward trgjectory many of New Hampshire' s girls and young women are
becoming hopelesdy locked into. A system that perpetuates this failure to reach our
daughters and siters will result in more addicted mothers, the birth of more substance
affected babies and more deaths of women in the prime of life. At thisjuncture, New
Hampshire must look forward and inward when planning prevention, intervention and
trestment efforts with youth, and must designate young women and girls asan
underserved population. Resources are needed immediately to correct these inequities

and ensure that parity for girls and boysisamgor focus of dl planning. New Hampshire
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has these resources within the community. The qudlity of life for children and theleve

of community response to issues that thresten our youth is srong in this sate. If these
human and community resources are marshaled in a concerted, focused effort to respond
to the Stuation of at risk and addicted girls, it islikely the financid resources can be

procured. But, if there is no gender specific planning, there is sure to be no gender

specific funding.
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