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AbSTRACT 
AIM – While gender differences in substance use/problems have been found to be smaller in more 
gender-equal countries such as Sweden, gender-specific norms still prevail, and women’s (mis)use 
continues to be more condemned than men’s. This article analyses and discusses similarities and 
differences between the sexes in alcohol and drug treatment in terms of men’s and women’s treatment 
experiences, consumption/problems, social situation, and life-domain problems. METHOD – 1865 
respondents were interviewed (structured interview) at the beginning of a new treatment episode in 
2000–2002 in Stockholm County (sample representative of those starting a new treatment episode for 
alcohol or drug problems in Stockholm County). Responses are cross-tabulated by sex and multivariate 
logistic regression is used to predict whether men or women have more severe problems in various 
life domains of the Addiction Severity Index (ASI composite scores). RESULTS – bivariate analyses 
showed that women and men differ significantly in their treatment experiences. Women are more likely 
to have contact with mental health services, whereas men tend to deal more with the criminal justice 
system. The sexes do not differ in alcohol and drug problem severity, but women are more likely to have 
problems with pharmaceuticals. In contrast to the hypothesis, it turned out that men, not women, are 
more marginalised as concerns housing, income, family situation, lack of friends. Women report more 
problems related to family, social life and mental/physical health, while men report higher criminality 
and financial problems. CONCLUSIONS – There are no gender differences among the clients in the 
treatment system when it comes to substance problem severity but differences occur concerning the 
clients’ social situation and different life-domain problems. As men are more socially exposed a focus 
on women may obscure problems among men.
KEY WORDS – Gender, treatment, alcohol, drugs, Sweden.
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Introduction
Women’s substance use has traditionally 

been lower than that of men (bergmark 

2004; Plant 1997; Wilsnack & Wilsnack 

1995). in the 1970s, it was acknowledged 

that men had been both the research objects 

and researchers. Feminists in particular 

pointed out that women might differ from 

men in their substance (ab)use, problems 

and treatment needs (ahlström & Haavio-

Mannila 1989). the gender gap is still no-

table (Holmila & raitasalo 2005) but has di-

minished (caN 2009; ahlström & Haavio- 

Mannila 1989; Mäkelä et al. 2006; Plant 

1997). this convergence in consumption 

(and problems) has followed women’s in-

creasing participation in public life, eco-

nomic/political power, etc. (ahlström & 

Haavio-Mannila 1989; Plant 1997). some-

what contrary to the perception that wom-

en have been neglected, researchers have 

identified that women are “not a ‘high-risk 

group’ for either heavy drinking or alco-

hol-related problems” (Plant 1997, 30). 

Given that more men drink and consume 

larger quantities of alcohol, men as a group 

are in fact – from a public health perspec-

tive – at higher risk (Hensing & spak 2009). 

still, there seems to be a greater stir around 

women and substance (mis)use.

an analysis of swedish alcohol policy 

action plans between 1965 and 2007 (ab-

rahamson & Heimdahl 2010) reveals that 

the increase in female drinking was at first 

viewed as consistent with emancipation, 

neither particularly desirable nor in need 

of investigation. the man and his drink-

ing was the norm. in later policy plans, 

women’s drinking is increasingly defined 

as more complex and problematic than 

that of men: “although men drink more 

and face more alcohol-related problems, 

it is the change in women’s drinking that 

causes concern” (abrahamson & Heim-

dahl 2010, 76). Women are portrayed, of-

ten with certainty and weak evidence, as 

having special problems which stem from 

underlying issues (low self-esteem, depres-

sion, physical/sexual abuse, sexuality, re-

lationships, childhood experiences, emo-

tional vulnerability) and as having special 

treatment needs from those of men (ibid.; 

see also Plant 1997; schliebner 1994). Men 

need help with their drinking problem – 

and that is the extent of their problem. 

Women need additional help to find solu-

tions to their underlying problems in order 

to overcome their misuse. Men’s problems 

are thought to be easier to treat because 

their drinking is more tolerated by society 

and less connected with blame than female 

problem-drinking. Women’s problems are 

thereby distinguished from the less com-

plex problems of men in the policy plans 

(abrahamson & Heimdahl 2010). 

it is possible that these calls for develop-

ing treatments for women (abrahamson & 

Heimdahl 2010) may explain why roughly 

one third of the treatment units in swe-

den claim to provide special treatment for 

women whereas special programmes for 

men are not emphasised (socialstyrelsen 

2004). 

such convictions about gender are also 

present among swedish addiction treat-

ment staff. compared to men, women 

who misuse are described as sicker, with 

poorer self-esteem, lacking good relation-

ships with other women, in search of their 

female identity, manipulative, and in need 

of longer treatment periods with a stronger 

focus on social relationships, mothering, 

and other aspects not directly linked to 

misuse (Holmberg 2000; Laanemets 2002; 
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Mattsson 2005). based on a staff question-

naire from the same study as client data 

analysed in this article Palm (2007) shows 

the staff members believe there are differ-

ences between the problems of misusing 

women and men and how they should 

be treated. the staff assume that women 

need more social support, are more ex-

posed/marginalised, have greater feelings 

of shame, and experience more treatment-

seeking barriers. Few gender differences 

were found in the client data. Women did, 

however, report more often that they had 

not sought treatment earlier because they 

were afraid of losing custody of their chil-

dren (47% women as opposed to 27% men 

with children), and more women reported 

having too many responsibilities at home 

(43% vs. 25%). 

these studies suggest that beliefs about 

misusing women and men may influence 

the treatment supply and differences in 

how women and men are treated. it is 

therefore important to further scrutinise 

what similarities and differences there are 

between treated women and men in swe-

den and to discuss if the repeated claims 

of the special problems and needs of wom-

en and women-specific treatments are jus-

tifiable. this article thus continues the 

comparative analyses of treated women 

and men (see Palm 2007) by systematical-

ly analysing similarities and differences 

between women and men in alcohol and 

drug treatment with regard to where in the 

treatment system they show up, treatment 

experiences, self-reported consumption 

and problems, choice of drug, social situa-

tion, and problems in various life-domains 

(mental/physical health, family problems, 

criminality, work). the use of cross-sec-

tional data implies that the article informs 

us about the characteristics of the treated 

population but it will not tell us whether 

treatment is more successful in helping 

women or men.

Use and problems in the general popula-

tion

General population studies repeatedly 

show that women abstain more often and 

drink less (frequency/quantity) than men 

and that men’s drinking causes more prob-

lems (bloomfield et al. 2006; 2010). in eu-

rope, and in sweden, men report drinking 

about twice as much alcohol as women. 

the ratios are higher for frequency of 

heavy drinking (Järvinen & Ólafsdóttir 

1989; Leifman & Gustafsson 2003; Mäkelä 

et al. 2006). 

a swedish population survey (Hradilo-

va selin 2004) suggests that gender dif-

ferences are less prominent regarding ad-

verse consequences and drinking-related 

problems when the analysis controls for 

consumption and sociodemographics. 

No sex differences were found for loss of 

control, chronic health problems or fam-

ily problems. Women experienced fewer 

problems with the police and the law 

than did men. estimates for the swedish 

population suggest that 10% of men (in 

1972, öjesjö & Hagnell 1980) and 3.3% of 

women (in 1990, spak & Hällström 1995) 

show lifetime prevalence for alcohol de-

pendence/abuse (see rehm et al. 2005). 

in 2000, 16% of men and 8% of women 

had ever used an illegal substance, usually 

cannabis (caN 2007). case-finding studies 

indicate that about one quarter of “heavy 

drug addicts” are women (byqvist et al. 

1993; olsson et al. 2001). 

comparative research on alcohol use in 

relation to gender equality concludes that 
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gender differences (% current drinkers/

heavy drinkers, heavy drinking, adverse 

consequences such as dependency and 

deaths from cirrhosis) are less pronounced 

in countries such as sweden with high 

gender equality and degree of moderni-

sation (bloomfield et al. 2006; kuntsche 

et al. 2006; Mäkelä et al. 2006; rahav et 

al. 2006). to my knowledge, there are no 

studies on whether or not treated women 

and men are more alike in more-gender 

equal countries. 

Prevailing gender-specific cultural norms

there are still gender differences that 

remain largely unexplained (Holmila & 

raitasalo 2005). one explanation is that 

women are controlled through the pre-

vailing gender division of labour and re-

sponsibility for family life and reproduc-

tion (bogren 2010; snare 1989). concerns 

about women’s substance abuse do vary 

by time and location (eriksen 1999), but 

disorderly behaviour among women is 

met with greater condemnation than that 

among men. Female misuse is, at least 

partially, associated with disgust, non-

femininity, weakness, licentiousness, ir-

responsibility and stigma. Not only may 

such norms serve as barriers for women’s 

use of substances, but they may also make 

misusing women feel guilty, be met with 

distrust and avoid seeking treatment (ed-

man 2004; eriksen 1999; Holmila 1991; 

kristiansen 1999; Mphi 1994). some stud-

ies have shown higher levels of feelings of 

shame and depression among women in 

treatment for drug problems (o’connor et 

al. 1994). 

interestingly, eriksen (1999) notes that 

women in pre-industrial Danish society 

drank almost like men. Later on, female 

sobriety became associated with honour/

purity, while sobriety among men was 

linked to powerlessness/impotence. erik-

sen argues that the idea of alcohol’s in-

compatibility with the female gender and 

the control over women are constructions 

created in order to preserve society, as nec-

essary counters to the drinking, extrovert 

man. alcohol is a gender symbol used in 

the construction of masculinity and femi-

ninity (ibid.). 

Voices have been raised for an increased 

interest in men from a gender perspective 

on masculinity. the man as the norm not 

only obscures the situation of women but 

also the problems of men (Hensing & spak 

2009). one example is that fatherhood, an 

important motivational factor for misus-

ing men (Leissner & Hedin 2002), is often 

neglected when treating men. courtenay 

(2000) points out that explanations are not 

sought for the high levels of severe health 

conditions and premature death among 

men since these features are viewed as 

natural – the norm. instead of focusing on 

men’s underutilisation of care, women’s 

health, expected needs and utilisation 

of care are stressed (see also abraham-

son & Heimdahl 2010). Women may feel 

ashamed of misuse (see above) as may 

men, too, since loss of control (part of de-

pendency) is not compatible with a hege-

monic masculinity (Jacobsson et al. 2005). 

Neither are help-seeking (a learned female 

behaviour), admittance of pain/suffering 

or depression categorised as masculine 

(courtenay 2000). there may therefore be 

gender-specific barriers to admitting prob-

lems and seeking treatment among both 

women and men. 
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Treatment of misusing women and men

the claims and awareness that emerged 

in the 1970s of the (previous) lack of stud-

ies on women and treatment issues, that 

treatment had been designed by and for 

men, and of misusing women’s special 

treatment needs may have treatment im-

plications (beckman 1976; Plant 1997; 

schliebner 1994; schmidt & Weisner 

1995). it was assumed that women would 

try to keep their problems secret for fear 

condemnation. researchers have, on the 

other hand, questioned the idea of such 

hidden alcoholism being more prevalent 

among women than among men (spak 

1996; österling et al. 1993). in california, 

female alcoholics were even found to be 

overrepresented in most treatment facili-

ties (alcohol/drug treatment, mental/pri-

mary health, emergency services) when 

problem prevalence in the population was 

controlled for. Women were more often 

treated outside the specialised addition 

treatment system, particularly in mental 

health services. Men reported more alco-

hol-related contacts in the criminal justice 

system (cJs) (Weisner & schmidt 1993, see 

also toneatto et al. 1992). in sweden, and 

in many other countries, women make up 

about one third of the treated population 

(socialstyrelsen 2004).

it has been argued that women become 

problem drinkers at a later age than men 

but that their problem progression is fast-

er, also referred to as a telescoping effect 

(ashley et al. 1997; beckman 1976). Wom-

en have been found to report feelings of 

guilt about drinking sooner in the process 

and to seek treatment at younger ages than 

men (schuckit et al. 1995). based on analy-

ses of national general population surveys 

in the United states, keyes et al. (2010) 

challenge the notion of a telescoping ef-

fect in the progression of women’s alcohol 

problems. Neither could such an over-

all telescoping effect be detected among 

treated opiate users in europe (Hölscher et 

al. 2009), stockholm included. Men pro-

gressed faster in alcohol, economic and le-

gal problems while women’s progress was 

faster in family and social problems (ibid.). 

brennan et al. (1993) show that women  

at treatment entry report more family and 

psychological problems whereas men re-

port more financial problems, both signifi-

cant aspects in entering treatment (Mar-

lowe et al. 2001). 

some researchers have suggested sin-

gle-sex treatment or treatment directed 

towards women’s needs (Dahlgren & Wil-

lander 1989; schliebner 1994; Weisner & 

schmidt 1993). other sources state that al-

cohol and drug treatment is equally effec-

tive for both sexes (socialstyrelsen 2007, 

163; toneatto et al. 1992). When outcome 

differences are found, it is usually women 

who do better after alcohol/drug treatment 

(toneatto et al. 1992). still, women are 

often portrayed as more difficult to treat 

(above). 

This study’s hypotheses
as presented above, women’s (mis)use is 

still viewed as more problematic, but in 

the aftermath of relaxing gendered norms, 

women’s use is approaching that of men 

as are some adverse consequences. there 

are those that question the idea of wom-

en’s use being more problematic than that 

of men and that women should have spe-

cific (treatment) needs. Men, it is argued, 

also need special attention (courtenay 

2000). Despite these inconsistencies, i hy-

pothesise, following stereotypical gender 
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images, that treated women 1) more often 

have (had) contact with mental health 

services while men have more of a history 

with the CJS (treatment and referrals); 2) 

have more severe alcohol and drug prob-

lems when starting treatment than men; 3) 

more often than men have problems with 

psychotropics (drug of choice); 4) are more 

socially exposed in their living situation 

and social life (housing, education, work, 

income, family situation, friends); 5) more 

often report life-area problems related to 

family, social life, physical and mental 

health while men report more problems 

with work, finances and crime. these hy-

potheses are tested in the full sample and 

among those entering treatment with the 

most severe alcohol and drug-dependence 

problems.

Methods
the study “Women and men in swedish 

alcohol and drug treatment”, the meth-

ods (and interview forms) as well as the 

treatment system of stockholm county 

have been described in detail elsewhere 

(blomqvist et al. 2009; room et al. 2003; 

Palm & storbjörk 2003; eriksson et al. 

2003; storbjörk 2006). 

in 2000–2002, 1865 patients/clients who 

started a new treatment episode for alcohol 

or drug misuse in the addiction treatment 

services run by or paid for (contracted out) 

by the municipal social services or county-

based health system were interviewed by 

project staff (1-hour structured interview). 

the study was approved by the regional 

ethical review board of stockholm for 

vetting the ethics of research involving hu-

mans (no. 00–319). all those who had not 

participated before, gave their informed 

consent, and everyone who could perform 

an interview in swedish was eligible.

Given the number of treatment agencies, 

respondents were recruited from a sam-

ple of units and municipalities selected 

to represent the system of care in terms of 

geography (location and richer/poorer ar-

eas) and types of care provided. the full 

variety of treatments are represented in 

the sample: hospital-based detoxification; 

outpatient, residential, and coercive treat-

ment; methadone maintenance; treatment 

for problems with pharmaceuticals and in-

fectious diseases among misusers; housing 

assistance or caring homes to facilitate or 

maintain recovery; and assessments.

it was difficult to know the client loads 

and to plan fieldwork and sampling in ad-

vance. it was also easier to recruit respond-

ents from inpatient services than from out-

patient units. the data has therefore been 

weighted to more fully represent the sys-

tem as a whole, based on the records held 

by the health system and estimations by 

the National board of Health and Welfare 

in sweden (NbHW). treatment provision/

responsibilities are split between actors 

with different systems for recording cli-

ents, and a misuser is often in contact with 

several agencies simultaneously. because 

of this complexity and lack of a unified reg-

istration system, it is impossible to know 

exactly how representative the sample is. 

We do not know how many eligible clients 

refused or were not asked to participate 

(because of early dropouts, the staff some-

times forgot to notify us about new clients 

even though we took action to secure this, 

etc.). We paid treatment staff, with the as-

sistance of research staff, to list new clients 

and their status (interviewed, participated 

at another unit, refused, etc.). this effort 

failed because of the high number of staff 



191NORDIC STUDIES ON ALCOHOL AND DRUGS   V O L .  28.  2011 . 3

(hundreds) involved. the lists are unreli-

able and have not been used to estimate 

response rates. the weighting procedure 

was used to test and improve representa-

tiveness based on what we know about 

the distribution of interventions in the 

county. clients recruited from outpatient 

and inpatient treatment were up-weighted 

and down-weighted, respectively.1 We be-

lieve that the sample is representative of 

those starting a new treatment episode in 

the publicly funded (the vast majority of 

treatment episodes) addiction treatment 

system of stockholm county. 

because many of the analysed questions 

are quite clear-cut, the meaning should 

be clear from the wording in the tables. 

Most of the questions on social situation 

and problems in various life domains 

come from the addiction severity index 

(asi) (McLellan et al. 1992). the wording 

and the creation of some of the less well-

known and more complicated measures 

are presented in appendix 1.

client characteristics and responses are 

cross-tabulated by sex. two-sided Pear-

sons chi2 tests and t-tests are used to in-

dicate statistically significant differences 

between the sexes. internal missing values 

were low (0–0.5%; max. circa 2%) and 

no values were imputed. the 5%-level is 

used for differences mentioned in the text 

but significance-levels of 10% are shown 

in the tables. i want to acknowledge that 

when a large number of comparisons are 

made, the chance for type i (false posi-

tive) and type ii (false negative) errors in-

creases. the tests may therefore indicate 

significant differences that are not there, 

and vice versa. 

Multivariate logistic regression model-

ling was used (not shown) to test if sex 

predicted an asi composite score (cs) 

above the sample mean on each cs (in total 

sample) when controlling for age, housing, 

education, main source of income, recruit-

ment unit, number of days in treatment the 

previous year and type of dependence (al-

cohol, drug, both alcohol and drug, none) 

(measured as in the tables in this article). 

alcohol and drug asi-cs models were run 

with and without dependence. this did 

not change the results.

Women and men fulfilling at least five 

of the six dependence criteria (icD-10, 

Üstün et al. 1997, see appendix 1) in the 

last 12 months for alcohol and main drug 

of choice are studied separately. in the 

sample, 38% fulfilled at least 5 alcohol 

dependence criteria (18% met 5 criteria; 

20% met 6 criteria) and 29% fulfilled at 

least 5 drug dependence criteria (9% met 

5 criteria;  19% met 6 criteria). a total of 

88 (5%) respondents reported 5+ on both 

alcohol and drug dependence and are thus 

included in both the reporting of charac-

teristics of alcohol and drug-dependent 

users in the tables. the cut-off was set at 

5 to obtain groups of the most severely de-

pendent women and men large enough to 

be compared. smaller sample sizes affect 

significance levels, and it is expected that 

fewer significant differences are found be-

tween the sexes when the sample is bro-

ken down.

Results
Hypothesis 1, women have more often con-

tact with mental health services while men 

are more connected to CJS, is addressed in 

table 1 on referral to treatment, where in 

the system respondents were recruited/

interviewed, and treatment history (for 

alcohol/drug problems). a higher percent-
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age of men (65%) than women (55%) were 

referred to the study recruitment unit from 

another service. among the referred, wom-

en more often came from the mental health 

system, especially severely drug-depend-

ent women, while men were more often 

Table 1. referral, placement in the treatment system (recruitment unit) and treatment history 
among women (V) and men (A), by total sample and among those who fulfilled 5+ alcohol and 
5+ drug dependence criteria (icD-10), % for categorical variables, m and sd for scores

ALL V ALL A ALC V ALC A DRUG V DRUG A

n (unweighted) 527 1338 191 524 165 396

REFERRAL TO RECRUITMENT UNIT

-Referred from another unit (yes) 55 65 (a) 50 72 (a) 58 62

-If referred, from type of unit: (c) (c)

Specialised alcohol/drug treatment in health system 33 31 39 37 33 36

Mental health system 9 5 6 6 11 3

General health system 8 10 5 10 8 3

Social services system 44 47 44 42 43 50

Compulsory treatment 3 1 3 <.5 2 2

Criminal justice system (CJS) 1 3 1 1 1 2

Other (incl. self-help, shelters, private doctor/psychologist) 3 4 1 4 1 4

RECRUITMENT UNIT/INTERVIEWED AT

-Recruited from social services (vs. health system) 41 50 (a) 39 44 41 56 (b)

-Recruited from inpatient treatment (vs. outpatient) 37 53 (a) 35 52 (a) 50 67 (a)

-Health system recruitment unit (a) (b) (b)

Alcohol detox, inpatient 14 25 23 42 7 8

Drug detox, inpatient 9 14 5 2 29 44

Clinic for pharmaceutical drugs, in- and outpatient 10 2 2 <.5 18 5

Clinic for Methadone maintenance or infectious diseases 4 5 2 2 12 12

Outpatient 63 54 69 53 35 31 

-Social services recruitment unit (a) (a) (a)

Housing, inpatient 16 36 13 40 7 28

Residential, therapeutic community, inpatient 32 24 29 20 39 39

Intensive outpatient 14 11 15 11 22 13

Less intensive outpatient (incl. assessments) 37 28 43 29 32 20

TREATMENT HISTORY ALL V ALL A ALC V ALC A DRUG V DRUG A

-Previous treatment for alcohol/drug misuse in...

-specialised addiction treatment, health system 77 79 83 87 76 88 (a)

-mental health system 36 27 (a) 38 32 (d) 43 26 (a)

-general health system 40 41 46 49 38 45

-social services system 61 74 (a) 64 78 (a) 68 82 (a)

-compulsory treatment 13 18 (b) 10 14 (d) 22 33 (c)

-criminal justice system (CJS) 9 20 (a) 7 16 (a) 10 26 (a)

-private doctor/psychologist 19 18 19 24 29 20 (c)

-self-help groups 54 59 (d) 58 72 (a) 54 57

-No of treatment types, 0-20, life, mean 5.0 [3.3] 5.6 [3.5] (a) 5.0 [2.8] 6.2 [3.3] (a) 5.6 [3.5] 6.6 [3.3] (b)

-No of treatment types, 0-20, 12 m, mean 2.3 [1.9] 2.3 [1.9] 2.6 [1.9] 2.6 [2.0] 3.0 [2.2] 3.1 [1.9]

-Zero days in treatment, 12 m, % 18 21 15 16 16 11 (d)

-Mean no of days in treatment last year, 0-365 56.1 [71.6] 70.2 [88.2] (a) 59.5 [73.6] 64.8 [77.7] 70.1 [80.5] 89.7 [92.9] (c)

Two-sided test of difference between the sexes (Pearson’s Chi2 and T-Tests), (a) p≤0.001; (b) p≤0.01; (c) p≤0.05; 
d) p≤0.10.
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referred from social services. a larger pro-

portion of men were recruited when start-

ing an inpatient intervention (vs. outpa-

tient) and a larger share of women had en-

tered a unit in the health system (vs. social 

services). More specifically, men recruited 

from the health system were more often in-

terviewed while in detoxification, whereas 

a higher proportion of women were found 

in outpatient treatment and at a clinic for 

problems with pharmaceuticals. consist-

ent with their housing situation (below), 

a higher proportion of men than women 

was recruited at the beginning of a housing 

intervention. a higher share of women in 

the total sample and in the 5+aD (alcohol 

dependence) group received residential 

treatment through the social services. out-

patient treatment was also more common 

among women than men in the social serv-

ices system. 

sex differences emerged in treatment 

history. Women, across groups, had more 

often received mental health care whereas 

a higher proportion of men had experi-

enced treatment in the social services sys-

tem, cJs, and compulsory treatment. se-

verely alcohol-dependent men were more 

likely to report participation in self-help 

groups than women. on average, men had 

experiences of a higher number of differ-

ent types of treatment (0–20, lifetime) and 

reported a higher number of days in treat-

ment in the previous year, in the full sam-

ple and 5+DD (drug dependence) group. 

this is congruent with their housing situa-

tion and experiences of housing assistance 

(below). in sum, women and men differ in 

their ways of using the treatment system 

and in their treatment experiences. the 

data support hypothesis 1. 

according to the 2nd and 3rd hypoth-

eses, women have more severe alcohol 

and drug problems when starting treat-

ment and more often have problems with 

psychotropics than do men. Fifteen vari-

ables measuring substance use and prob-

lems were cross-tabulated by sex (table 

2). significant differences (p≤0.05) were 

found for only 4 variables (total sample). 

treated women and men did not differ on 

frequency of drinking but men were more 

likely to drink large quantities. Women 

were somewhat more likely to say that 

they needed (more) help for their drinking, 

but women and men, in the total sample 

and in the 5+aD group, did not differ in 

alcohol-dependence criteria, dependence, 

or experienced alcohol problems. Neither 

did the proportion of drug users differ by 

sex. among those who had used a drug in 

the last year, women and men differed on 

their main drug of choice. a pharmaceuti-

cal drug (benzodiazepines, sedatives, hyp-

notics, and barbiturates, not following a 

prescription) was more frequently report-

ed by women, across groups. among men, 

somewhat higher percentages reported 

amphetamines and cannabis. Men used a 

higher number of different types of drugs 

(ns in 5+aD group) and more often in-

jected drugs. Drug-using women and men, 

across groups, did not differ in drug-using 

days, drug-dependence criteria or depend-

ence, experienced drug problems or need 

of help.

the comparisons show that the women 

more often than men reported both alco-

hol and drug problems. severely drug-de-

pendent women (5+DD group) reported a 

higher number of alcohol-dependence cri-

teria and showed a higher prevalence of si-

multaneous alcohol dependence than men 

in the same category. compared to men, 
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these women were more inclined to say 

that they wanted help with their alcohol 

problems. this difference is also visible in 

the drug section. 

in conclusion, the data mainly fail to 

support hypothesis 2, about alcohol and 

drug problem severity, as women and men 

do not differ much in their substance use 

or problem levels in particular. Women 

are somewhat more likely, though, to have 

problems with both alcohol and drugs. 

Men, on the other hand, more often use 

several types of narcotics and intravenous 

drugs. table 2 does, however, support hy-

pothesis 3 which claims that women more 

often have problems with psychotropics. 

the sexes differ in their main problem 

drug.

Hypothesis 4 argues that women are 

more socially exposed as concerns their 

living situation and social life. table 3 

presents data on housing, education, work, 

Table 2. alcohol and drug consumption, problems and drug of choice among women (V) and 
men (A) in treatment, by total sample and among those who fulfilled 5+ alcohol and 5+ drug 
dependence criteria (icD-10), % for categorical variables, m and sd for scores

ALL V ALL A ALC V ALC A DRUG V DRUG A

n (unweighted) 527 1338 191 524 165 396

ALCOHOL

-Frequency, how often drink, 12 m (d)

Not at all 9 10 0 0 11 15

1 time per year – 6 times a week 62 60 50 46 75 77

Daily 30 31 50 54 14 8 

-Frequency, how often 12 drinks, 12 m (a) (a) (c)

Not at all 39 30 7 1 57 50

1 time per year – 6 times a week 47 50 66 57 34 45

Daily 15 20 27 42 8 5 

-Mean number of alcohol dependence criteria, 0-6, 12 m 3.0 [2.4] 2.9 [2.4] 5.6 [0.5] 5.5 [0.5] 1.9 [2.3] 1.3 [2.1] (b)

-Alcohol dependent, 3+ criteria, 12 m 57 56 100 100 36 23 (b)

-Mean number of days experienced alcohol problems, 0-30 9.1 [12.0] 8.7 [12.0] 17.1 [11.5] 17.8 [11.8] 3.7 [8.7] 3.3 [8.6]

-How important is treatment/help, 0-4*, mean 1.6 [1.8] 1.5 [1.7] (d) 2.9 [1.4] 2.9 [1.4] 0.8 [1.4] 0.5 [1.2] (c)

DRUG USE

-Used a drug, 12 m 51 54 41 38 100 100

AMONG THOSE WHO HAVE USED A DRUG, 12 m:

-Most often used drug, 12 m (a) (c) (b)

Opiates 37 38 15 10 50 56

Benzodiazepines, sedatives, hypnotics, barbiturates 22 9 28 21 17 8

Amphetamines 19 23 24 24 14 21

Cannabis 15 25 24 43 11 10

Other (cocaine, hallucinogens, inhalants, etc.) 7 5 9 4 8 6 

-Mean number of of drug categories, 12 m 3.0 [2.0] 3.4 [1.9] (a) 2.5 [1.8] 2.8 [1.8] 3.7 [2.1] 4.2 [1.8] (b)

-Mean number of of drug-using days, 0-30 20.5 [24.1] 18.3 [21.8] 10.6 [16.8] 11.6 [17.6] 25.5 [25.8] 26.3 [24.1]

-Mean number of drug-dependence criteria, 12 m 4.1 [2.0] 3.9 [2.2] 3.3 [2.4] 2.6 [2.3] (c) 5.7 [0.5] 5.7 [0.5]

-Drug dependent, 3+, 12 m 77 72 (d) 66 45 (b) 100 100

-Have injected a drug, 12 m 40 53 (a) 18 36 (b) 44 72 (a)

-Mean number of days experienced drug problems, 0-30 15.5 [13.7] 14.6 [13.7] 8.0 [11.6] 7.1 [11.9] 21.1 [12.0] 21.3 [11.8]

-How important is treatment/help, 0-4*, mean 2.1 [1.8] 2.1 [1.8] 1.1 [1.7] 1.0 [1.6] 3.0 [1.4] 3.2 [1.4]

Two-sided test of difference between the sexes (Pearson’s Chi2 and T-Tests), (a) p≤0.001; (b) p≤0.01; (c) p≤0.05; 
d) p≤0.10. *0 not at all-4 extremely important. 
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income, family situation and friends. 

there is no great age difference between 

the sexes that could explain other differ-

ences in the social situation. the mean 

age among severely alcohol-dependent re-

spondents was 10 years older than in the 

drug group (5+ DD group).

this hypothesis is not supported by 

the data. Women did in fact report a more 

stable social situation than did men, with 

Table 3. Demographics and social situation among women (V) and men (A) in treatment, by 
total sample and among those who fulfilled 5+ alcohol and 5+ drug dependence criteria (icD-
10), % for categorical variables, m and sd for scores

ALL V ALL A ALC V ALC A DRUG V DRUG A

n (unweighted) 527 1338 191 524 165 396

-Mean age 42.2 [12.6] 43.1 [12.8] 43.3 [10.9] 46.9 [10.4] (a) 33.2 [9.9] 34.2 [9.5]

-Main type of housing, 30 d (a) (a) (a)

Own housing 68 46 82 60 51 29

Sublet, stay with family or friends 14 20 9 14 30 29

Arranged by social services 9 14 6 9 6 10

Homeless 8 18 2 15 13 30

Other 1 2 0.5 2 1 2 

-Education, completed (a) (b) (d)

(Not) finished 9 yrs elementary school, single subjects high school 34 39 27 33 43 51

High school and single subjects at university 50 53 54 56 50 47

University 16 9 19 11 6 3 

-Occupation, 30 d (a) (a) (a)

Work/education 17 21 15 23 12 12

Unemployed 29 32 28 28 37 44

Retired 17 20 17 24 9 9

Sick-leave 28 14 33 18 27 12

Institutionalised 4 11 3 4 8 20

Other, incl. parental leave 5 3 3 3 7 3 

-Main source of income, 30 d (a) (c) (a)

Salary, studying 25 24 26 29 17 13

Social allowances 18 26 13 21 22 35

Sick-leave benefit or pension 44 31 50 38 37 17

Illegal activities 5 10 1 3 12 26

Other, incl. unemployment benefits, from family or prostitution 9 9 10 9 11 9 

-Have children under the age of 18 31 33 32 27 37 46 (d)

-Living situation, 3 yrs (a) (a) (a)

With partner and/or child(ren) 53 35 59 38 47 31

Family or parents 6 6 4 2 18 12

Alone or with friends 34 40 34 49 24 31

Institutionalised or no stable situation 7 20 3 11 11 27 

-Live with partner misusing alcohol and/or drugs 19 10 (a) 18 10 (a) 21 13 (c)

-Company/circle of friends (a) (a) (a)

Mainly misusers 15 26 19 33 27 34

Both misusers and non-misusers 27 31 24 32 20 34

Mainly non-misusers 40 31 39 26 33 22

Hardly any or no company 18 13 19 10 20 10 

-At least one close friend 81 79 83 84 78 70 (d)

Two-sided test of difference between the sexes (Pearson’s Chi2 and T-Tests), (a) p≤0.001; (b) p≤0.01; (c) p≤0.05; 
d) p≤0.10. 
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one exception: women more often report-

ed living with a misuser. Women reported 

more responsibilities at home: at least 

one person depended on them for their 

livelihood. approximately one third of 

respondents had children under the age 

of 18. this percentage was higher in the 

5+DD group, which is younger, and espe-

cially among men in that group. Higher 

percentages of women than men reported 

that they had their own housing, a univer-

sity degree, had been living with a partner 

and/or child(ren), and more seldom had 

addicts in their circle of friends. Men, on 

the other hand, were more inclined to re-

port that they were alone and had had no 

stable situation in the last three years; that 

they were homeless or had their housing 

arranged by the social services. this pat-

tern is quite consistent also in the 5+aD 

and DD groups. With regard to occupation 

and income, women were more likely to 

report that they were on sick leave and 

received sick-leave benefit or (early) pen-

sion. social allowances and illegal activi-

ties were more frequently reported by men 

as the main source of income especially in 

the 5+DD group. 

Hypothesis 5 states that women more 

often report life-area problems related to 

Table 4a. Problems in various life domains among women (V) and men (A) in treatment, by 
total sample and among those who fulfilled 5+ alcohol and 5+ drug dependence criteria (icD-
10), % for categorical variables, m and sd for scores

ALL V ALL A ALC V ALC A DRUG V DRUG A

n (unweighted) 527 1338 191 524 165 396

FAMILY AND SOCIAL RELATIONS

-Severe problems, 30 d or lifetime, with…

-mother, father, siblings 68 58 (a) 66 60 82 72 (c)

-partner a/o children 67 52 (a) 71 57 (a) 72 65

-close friends 30 32 37 33 40 47

-colleagues 13 19 (b) 17 20 17 22

-Abused by family/friends/neighbours/colleagues, life:

-mentally/emotionally 74 49 (a) 78 51 (a) 80 58 (a)

-physically 55 23 (a) 62 24 (a) 53 27 (a)

-sexually 22 5 (a) 21 7 (a) 27 6 (a)

-Mean number of days problem with family, 0-30 3.8 [8.2] 2.2 [6.3] (a) 4.4 [8.6] 1.8 [5.8] (a) 3.7 [8.3] 3.7 [7.8]

-Mean number of days problems with other, 0-30 0.8 [3.8] 1.2 [4.9] 0.7 [2.7] 1.7 [6.1] (b) 1.2 [4.2] 1.6 [5.2]

-How important is treatment/help, family, 0-4*, mean 1.2 [1.7] 0.7 [1.3] (a) 1.6 [1.7] 0.7 [1.3] (a) 1.2 [1.6] 0.9 [1.4] (c)

PHYSICAL HEALTH

-Long-lasting physical injuries/illnesses that affect lifestyle 46 48 44 47 49 49

-Treated for medical problems (injury/disease) by a physician, 6 m 53 46 (c) 58 46 (b) 53 43 (d)

-Mean no of days experienced problems, 0-30 10.7 [12.9] 9.4 [12.7] (c) 12.5 [13.6] 10.3 [13.0] (c) 9.1 [12.3] 9.4 [12.7]

-How important is treatment/help, 0-4*, mean 1.4 [1.7] 1.2 [1.6] (c) 1.5 [1.6] 1.2 [1.6] (d) 1.4 [1.6] 1.3 [1.7]

MENTAL HEALTH

-Significant period of serious depression not under direct influence 
of alcohol/drugs, 30 d/life 

66 52 (a) 64 59 65 50 (a)

-Anxiety, at least 2 weeks, not related to alcohol/drugs, 30 d/life 68 54 (a) 75 58 (a) 66 57 (d)

-Prescribed medications for psychiatric problems, 30 d/life 60 46 (a) 62 56 63 47 (a)

-Suicidal thoughts, 30 d/life 51 44 (b) 49 51 50 54

-Suicide attempts, 30 d/life 33 25 (a) 34 27 (d) 27 33

-Mean number of days experienced problems, 0-30 14.3 [12.9] 11.1 [12.2] (a) 16.8 [12.4] 13.4 [12.1] (a) 16.4 [13.3] 14.2 [12.5] (d)

-How important is treatment/help, 0-4*, mean 2.1 [1.7] 1.6 [1.7] (a) 2.5 [1.6] 2.0 [1.6] (a) 2.4 [1.7] 2.0 [1.6] (c)
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family, social life, physical and mental 

health while men report more problems 

with work, finances and crime (tables 4a, 

4b, 4c). Women also reported more fre-

quently severe problems with their fami-

lies; emotional, physical and sexual abuse; 

more days experiencing family problems 

and a greater treatment need in this area 

than did men (family and social relations). 

a larger share of men reported problems 

with colleagues. the sexes did not differ 

on problems with close friends. 

approximately half of both women and 

men said they had a long-lasting physical 

illness. a higher proportion of the women 

said that they had been treated for medical 

problems recently. in the whole sample, 

women reported a higher mean number 

of days experiencing problems with their 

physical health and were more inclined to 

declare a need of help.

Women, in the full sample, scored sig-

nificantly higher than men on all measures 

for mental health problems. Fewer signifi-

cant differences were found in the 5+aa 

and 5+DD groups. a higher proportion 

of the 5+DD women reported depression, 

prescribed medications for psychiatric 

problems and greater treatment needs than 

men, which is consistent with higher pro-

Table 4b. Problems in various life-domains among women (V) and men (A) in treatment, by 
total sample and among those who fulfilled 5+ alcohol and 5+ drug dependence criteria (icD-
10), % for categorical variables, m and sd for scores (continued)

ALL V ALL A ALC V ALC A DRUG V DRUG A

n (unweighted) 527 1338 191 524 165 396

CRIMINALITY

-Charged with… (lifetime)

-drug offences (dealing, possession) 20 39 (a) 6 21 (a) 42 73 (a)

-crimes against property 22 46 (a) 12 37 (a) 40 69 (a)

-crimes of violence 12 37 (a) 14 34 (a) 15 53 (a)

-disorderly conduct/public intoxication 20 38 (a) 30 49 (a) 25 36 (c)

-DUI/drunkenness 11 43 (a) 11 46 (a) 14 41 (a)

-Been incarcerated (prison/custody/correctional treatment/forensic 
psychiatric unit), life 

16 50 (a) 5 40 (a) 29 67 (a)

-Currently on parole or probation 11 20 (a) 6 11 (d) 18 41 (a)

-Mean number of days engaged in criminal activity, for money, 0-30 2.0 [6.7] 2.8 [7.5] (c) 0.3 [2.4] 1.4 [5.3] (b) 4.2 [8.8] 7.8 [11.1](a)

-How important is help, 0-4*, mean 0.2 [0.9] 0.5 [1.1] (a) 0.1 [0.5] 0.3 [1.0] (a) 0.4 [1.1] 0.8 [1.4] (c)

ALCOHOL LIFE AREA PROBLEMS/HARMFUL EFFECT ON… (12 m) 

-social life/friends 51 49 87 87 32 23 (c)

-physical health 47 44 83 79 30 20 (c)

-family life 48 43 (d) 80 73 (c) 32 23 (c)

-work/studies 35 34 68 67 23 18

-finances 47 55 (b) 84 89 (c) 28 29

-Mean number of alc life area problems, 0-5 # 2.3 [1.9] 2.3 [12.0] 4.0 [1.1] 3.9 [1.2] 1.5 [1.9] 1.1 [1.8] (d)

DRUG LIFE AREA PROBLEMS/HARMFUL EFFECT ON…  
(Among those using drugs, 12 m) 

-social life/friends 69 70 54 54 88 91

-physical health 58 58 49 42 79 81

-family life 66 67 51 47 85 85

-work/studies 59 58 46 40 79 80

-finances 66 72 (d) 55 57 85 91 (c)

-Mean number of drug life area problems, 0-5 3.2 [1.8] 3.2 [1.9] 2.6 [2.1] 2.4 [2.0] 4.1 [1.2] 4.3 [1.1]



198 NORDIC STUDIES ON ALCOHOL AND DRUGS   V O L .  2 8.  2 0 1 1  . 3

portions of women reporting pharmaceuti-

cals as their main problem drug.

Prominent sex differences were also 

found for criminality (table 4b), with 

men reporting significantly higher levels 

of criminality, charges, involvement with 

the cJs, and need of help. the proportions 

and means are especially high among men 

in the 5+DD group.

respondents were also asked if their al-

cohol and drug use had had a harmful ef-

fect on their life in various domains in the 

last year. in the total sample, women were 

more likely to say alcohol had caused prob-

lems in their family life whereas men were 

more likely to claim that both alcohol and 

drug use had caused financial problems. 

No other sex differences were found for 

problems with social life/friends, physical 

health, and work/studies. severely drug-

dependent women, however, more often 

than men in the 5+DD group, said that al-

cohol had a harmful effect on their social 

life, physical health and family life. 

table 4c presents mean composite 

scores (cs) of the asi. the table supports 

the findings above. Men showed higher 

cs on criminality (across groups), while 

women in the total sample had higher 

problem scores for family/friends and 

mental/physical health problems. Multi-

variate logistic regression models, finally, 

showed (not shown in table) that sex did 

not predict an asi-cs above sample mean 

for alcohol, drugs or family/friends. Men 

had significantly lower odds for scoring 

high on physical health (or=0.76), work 

(or=0.61), and mental health (or=0.53). 

they also had higher odds for scoring high 

on criminality (or=2.25). 

in summarising the findings of table 

4a–4c, we can conclude that hypothesis 

5 is supported in the main. Women more 

often reported problems related to health, 

mental health in particular, and social life. 

Family-life problems did not differ by sex 

when other factors were controlled for. 

Men reported more problems with crimi-

nality and finances. the findings were less 

clear-cut for work problems.

Discussion
a starting point for these similarities and 

differences between women and men in 

swedish addiction treatment was the con-

verging use patterns and smaller sex ratios 

Table 4c. Problems in various life-domains among women (V) and men (A) in treatment as 
measured by the composite scores of the addiction severity index (asi), by total sample and 
among those who fulfilled 5+ alcohol and 5+ drug dependence criteria (icD-10), m and sd

ALL V ALL A ALC V ALC A DRUG V DRUG A

n (unweighted) 527 1338 191 524 165 396

ASI COMPOSITE SCORES

-Physical health 0.34 [0.38] 0.30 [0.37] (c) 0.37 [0.38] 0.32 [0.38] 0.31 [0.37] 0.32 [0.38]

-Work 0.74 [0.28] 0.75 [0.31] 0.72 [0.28] 0.72 [0.31] 0.80 [0.26] 0.86 [0.24] (c)

-Alcohol 0.31 [0.32] 0.31 [0.32] 0.55 [0.28] 0.58 [0.27] 0.15 [0.22] 0.12 [0.22]

-Drugs 0.10 [0.15] 0.10 [0.15] 0.05 [0.10] 0.04 [0.10] 0.27 [0.15] 0.28 [0.14]

-Criminality 0.07 [0.18] 0.13 [0.23] (a) 0.02 [0.10] 0.08 [0.19] (a) 0.15 [0.25] 0.26 [0.30] (a)

-Family/friends 0.23 [0.24] 0.18 [0.21] (a) 0.27 [0.24] 0.19 [0.21] (a) 0.23 [0.24] 0.22 [0.23]

-Mental health 0.26 [0.20] 0.21 [0.20] (a) 0.29 [0.19] 0.26 [0.20] (c) 0.28 [0.21] 0.24 [0.20] (c)

Two-sided test of difference between the sexes (Pearson’s Chi2 and T-Tests), (a) p≤0.001; (b) p≤0.01; (c) p≤0.05; 
d) p≤0.10.
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in use as well as problems in a country with 

quite equal opportunities for women and 

men (as suggested in the GeNacis-study, 

cf. rahav et al. 2006). added to these are 

the still prevailing norms and gender roles 

that keep women more responsible for car-

ing relations and family life, and associ-

ate men with responsibility for finances; a 

greater condemnation of female deviancy; 

the debated topic of women’s special char-

acteristics and treatment needs; and the in-

creased interest also in men’s issues. i will 

here bring the findings together, discuss-

ing and suggesting possible implications 

based on this representative treatment 

sample, and will do this in the context of a 

country with high gender equality relative 

to international comparisons.

Various selection processes will decide 

who ends up in treatment among those 

who feel that they have problems or are 

thought to have them. Further, not every-

one with a problem needs treatment, since 

many problem users recover without it 

(klingemann et al. 2010). Previous analy-

ses of the studied sample show that men 

are more likely to be in treatment than 

women when comparing those in treat-

ment to those in the general population 

and controlling for alcohol use, depend-

ence, (in)formal responses to drinking 

and previous treatment (storbjörk & room 

2008). these treated women and men did 

not differ much in the social controls they 

had experienced that brought them to 

treatment. Women were somewhat more 

likely to report family reasons, though, 

while men were more inclined to report 

problems with the police. they also re-

ported entering treatment to get a respite 

and practical help (eriksson et al. 2003; 

Palm & storbjörk 2003; storbjörk 2009). 

Five hypotheses for expected gender 

differences were tested on this sample of 

respondents entering treatment with vary-

ing degrees of pressures to do so (storbjörk 

2006). in short, it was found that women 

and men differ in their treatment experi-

ences. Women are more likely to be found 

in the health system and in outpatient 

treatment, whereas men’s treatment tend-

ed to be based in the social services system 

and in inpatient facilities. Women were 

also more likely to have (had) contacts 

with and to be referred from mental health 

services, while men had more experiences 

with the cJs, the social services and com-

pulsory treatment. thereby hypothesis 1 

was supported. the sexes did not differ in 

their alcohol and drug problem severity, 

which means that hypothesis 2 was reject-

ed. congruent with hypothesis 3, women 

have more problems with pharmaceuticals 

than do men. in contrast to the hypothesis 

it was men, not women, who were more 

socially exposed (housing, income, family 

situation, friends). Hypothesis 4 is there-

fore rejected. Women report more prob-

lems with health and relationships, while 

men report higher criminality and finan-

cial problems. Hypothesis 5 is mainly, but 

not fully, supported.

interestingly, men and women are quite 

similar in their substance use and related 

problems. they do not differ in the fre-

quency of alcohol or drug use, number 

of life areas harmfully affected by use, 

number of dependence criteria or days 

experiencing substance problems and 

felt treatment needs. in agreeing with the 

gender equality thesis (rahav et al. 2006), 

these results do not correspond well with 

claims of women having more severe prob-

lems when entering treatment or women 
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having greater treatment needs – at least 

if one relies on women’s self-reports. Nei-

ther did these women and men, as noted 

by Palm (2007) and storbjörk (2003), differ 

much concerning experienced barriers to 

enter treatment and whether it would be 

embarrassing to seek help. 

However, some differences were found. 

Men drink heavily slightly more often 

than women. Drug-using women use more 

pharmaceuticals while men are more in-

clined to have problems with ampheta-

mines, which may explain why more men 

report injection use and use-related finan-

cial problems. severely alcohol-depend-

ent women, on the other hand, more often 

report that their alcohol use had a harmful 

effect on their family life. this difference 

implies that gender roles still exist. an-

other aspect is that the financial situation 

differs between the sexes, which may be 

why men have more financial problems. 

Men more often support themselves by il-

legal activities or social allowances (main 

income), whereas women more often have 

sick-leave benefits which are generally 

higher than social allowances. one possi-

bility is that the welfare society’s way of 

distributing resources plays a part in this 

difference by providing women with a 

more stable financial situation than men. 

it was also found that more women than 

men had problems with both alcohol and 

drugs. it could be argued that women, 

or at least one group of treated women, 

have more severe problems. However, 

men tended to report more frequently si-

multaneous use of various narcotic drugs 

(opiates, amphetamines, cannabis, phar-

maceuticals, etc.), which means that both 

women and men report polydrug use but 

of various kinds, which may have impli-

cations for treatment. still, also severely 

drug-dependent women used a great many 

different drugs. this implies that polydrug 

use is a concern for the treatment system, 

applying to both treated women and men.

Gender differences were most striking as 

to problems in various areas of life, that is, 

problems not necessarily related to alco-

hol or drug use. to a large extent, the dif-

ferences support traditional gender roles 

and stereotypical images of women and 

men. Misusing women experience and re-

port more problems in their mental/physi-

cal health, whereas men report a much 

higher engagement in criminal activities 

and the criminal justice system (charges, 

probation, prison). as noted above, the 

treatment history also differed by gender: 

previous treatment in the mental health 

system was more commonly reported by 

women, and treatment in the cJs by men. 

one possible limitation to the analysis is 

its foundation on self-reports. self-report-

ed data has been found to be adequately 

valid and reliable for substance use ques-

tions (Delboca & Darkes 2003; Midanik 

1988), but we cannot reject the possibility 

that women and men for reasons of desir-

ability follow traditional gender roles in 

over- and underreporting problems. For 

example, even though respondent confi-

dentiality was guaranteed, men may feel 

less masculine if they admit depression 

and worries about psychological prob-

lems. Women, then, may feel less femi-

nine, if they declare engaging in criminal 

activities (cf. courtenay 2000). as men-

tioned by courtenay (2000), research has 

also shown that doctors fail to diagnose 

depression in men. if such problems are 

not acknowledged, men may not recognise 

having psychological problems, whereas 
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women have been “trained” to make such 

interpretations (cf. courtenay 2000).2 

assuming that differences in criminal-

ity and health problems are “real”, it is no-

table that women have in fact more often 

received professional help for their mental 

and physical problems. Men seem to be 

left with many charges and little treatment. 

this applies to those men in particular 

who are the most severely drug-dependent 

and have the highest scores on criminal-

ity. around 70 percent of these men have 

been charged with drug offences and 

property-related crime. as many as 67 per-

cent have been incarcerated, but only one 

fourth report that they have received treat-

ment in the cJs. Men do seem to commit 

more crimes than women, but one way of 

viewing this matter is that women receive 

more care for their problems than do men. 

Women probably receive treatment in the 

mental health system, while men are rath-

er handled by discipline and correction in 

the cJs or in compulsory treatment, which 

they often view as punishment. treatment 

in the criminal justice system has been ex-

panded since these interviews were con-

ducted (Frodlund et al. 2005), which may 

have changed the situation. around half 

of the respondents were referred to treat-

ment, corresponding to the figure for the 

country as a whole (socialstyrelsen 2004). 

However, the men in the study were more 

often referred, and one can thus ask if the 

treatment system appears more continu-

ous for men than for women. 

it has been said about misusing women 

that “when angels fall, they fall disturbing-

ly far” (cf. Mphi 1994) or “when a woman 

falls, she always falls deeper than a man” 

(eriksen 1999, 63). this does not seem to 

be the case in the swedish sample when 

looking at the social situation of treated 

substance misusers. Women tend to live 

with a misusing partner, and misusing so-

cial networks correlate with poorer treat-

ment outcome (Witbrodt & romelsjö, in 

press), but men are generally more socially 

marginalised (living arrangements, hous-

ing, income, etc.) and more often alone. 

this, too has been found to be a disadvan-

tage in recovery (Åkerlind & Hörnquist 

1992). there may be several explanations 

for the difference. it may be that women 

manage to keep their misuse from recogni-

tion longer and can thus hold on to their 

house and income longer. on the other 

hand, these women have extensive treat-

ment histories, and it is most likely that 

their problems have come to the knowl-

edge of others. another possibility is that 

the stereotypical belief of female misusers 

as more marginalised has kept the situa-

tion even more hidden from recognition 

among men. in agreement with their poor-

er income and housing situation, men also 

have more previous treatment experiences 

in that section of the social services treat-

ment system that originates from poor re-

lief and is still more stigmatising than the 

health system (see stenius et al. 2010). 

a focus on women may, then, conceal 

matters important to men, as is argued by 

courtenay (2000) and Hensing and spak 

(2009). Men are, for instance, more in-

clined to engage in risk behaviours: this 

article, too, shows that men more often use 

intravenous drugs, a fact which may need 

special attention. a focus on women’s 

higher prevalence of sexual abuse probably 

steals attention from that a lot of men have 

also experienced abuse, mainly emotional 

and physical. and why do we take men’s 

higher criminality for granted? could it be 
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that men receive less support from society 

and are thereby tempted to steal for their 

livelihood? courtenay (2000) notes that 

institutions such as the health care system 

are important structural agents in the con-

struction of gender and health. this is an 

area rarely examined. can misusing men’s 

criminality, as suggested by courtenay 

(2000), be a way of dealing with a margin-

alised position in relation to men with a 

higher status? Do these men use non-con-

ventional resources to reconstruct their 

position as embodying true masculinity? 

can men’s greater involvement with the 

criminal justice system foster, in a disad-

vantageous way, their perception of this 

view of masculinity as desirable?

in conclusion, most of the statistically 

significant differences found are not very 

big.  Does it matter at all if women report a 

mean number of 10.7 days of experiencing 

health problems, when the corresponding 

figure for men is 9.4 (sig, 5%)? a focus 

on differences may also exaggerate and 

strengthen believed gender-specific fea-

tures. it is possible that a woman with an 

extensive criminal record or a man worry-

ing about his depression – contrary to ster-

eotypical gender differences – will be dis-

criminated against in the treatment system 

(Palm 2007). Maybe the simplest solution 

is to focus on the individual rather than on 

gender-specific problems and treatment. 

by continuing to follow the habitual ex-

pectations about gender differences and 

roles, researchers, policy-makers and care 

providers re-create the very roles and dif-

ferences (courtenay 2000). 

can we argue, then, that the treatment 

system and its clients appear gender 

equal? because no comparisons have been 

made with earlier populations, this article 

cannot answer whether there is a trend to-

ward an equalisation between women and 

men in treatment or not. What we can say 

is that the system is quite equal on the cli-

ents’ substance use and problems but less 

equal in where women and men are found 

and have been treated. Neither is the sys-

tem gender-equal in the social situation 

or the life-domain problems of the treated 

misusers. However, it can be questioned 

if this implies that women need special 

treatment “providing a caring, nurturing, 

and empowering environment” (schliebn-

er 1994, 514). one can ask, too, why there 

is such a fuss about women’s use and mis-

use when the differences are not, after all, 

that big. Maybe we do not want women 

and men to be equal? in accordance with 

the hegemonic views on femininity and 

masculinity and the historical construct 

(eriksen 1999, see also Holmila 1991), is 

it possible that we still want women to be-

have in a more orderly fashion and better 

than men? 
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 NOTES

1 the weighting differs between the health 
and the social services system because of 
different and defective registration systems. 
the health system sample was weighted 
by the system’s own records of the share of 
patients, November 2000–November 2001, 
in various types of units (outpatient was 
weighted by 2.62; inpatient 0.55; clinic for 
pharmaceutical drugs 0.43; and methadone 
maintenance/clinic for infectious diseases 
among misusers 0.78). the social services 
sample was weighted by the average income 
in the geographic areas (high, medium, 
low) and share of clients in various types of 
interventions (housing, outpatient, resi-
dential treatment including coercive care 
and family homes). the weighting relies on 
estimations of interventions in the county 
by NbHW (socialstyrelsen 2002, table 5). a 
unit for homeless people in stockholm city 
was treated as a category of its own. the 
following weights were used: county high 
income and housing assistance 4.67; outpa-
tient 0.50; residential 4.83. county medium 
income and housing 0.48; outpatient 0.12; 

residential 0.76. county low income and 
housing 10; outpatient 1.09; residential 10. 
stockholm city high income and hous-
ing 2.47; outpatient 1.60; residential 5.43. 
stockholm city medium income and hous-
ing 1.63; outpatient 1.00; residential 3.73. 
stockholm city low income and housing 
3.11; outpatient 1.15; residential 4.36. Unit 
for homeless and housing 0.44; outpatient 
1.50; residential 1.24.

2 another limitation is that no comparisons 
have been made to how women and men 
respond to questions on mental health, etc., 
in the general population. Do the differenc-
es found mirror differences in the general 
population, or do misusing individuals 
differ somehow? a general population 
survey was conducted within the study 
(storbjörk & room 2008), but the number of 
people suffering from substance problems 
was extremely low and many sections of 
the client interview were not included for 
their irrelevancy and because the length of 
the interview was restricted in telephone 
interviews.
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 APPENDIX

Measures in Table 1: Referral: “People come 
to treatment for different reasons. For each 
statement, please tell me how much you agree 
that it is the reason you came here: 1) agree; 2) 
somewhat agree; 3) somewhat disagree; 4) disa-
gree. i was referred here or sent here from an-
other unit.” if (somewhat) agree, “which unit?” 
response categories (the same as for treatment 
history, below): specialised alcohol and drug 
treatment in the health system (incl. “acute in-
patient treatment in emergency department”, 
“detoxification or other inpatient treatment”, 
“outpatient unit”, “outreach/mobile team”, 
“methadone maintenance”). Mental health 
system (“psychiatric inpatient”, “outpatient 
treatment”). General health system (“other 
inpatient hospital treatment”, “general outpa-
tient treatment”, e.g. family doctor, etc.). social 
services system (“intensive 6+h/w outpatient 
treatment”, “less extensive outpatient treat-
ment” by/through the social services, “residen-
tial/recovery home”, “housing support”, “work 
training”). compulsory treatment, according to 
special law, residential facilities run by state 
institutions. criminal justice system, cJs (“out-
patient treatment in probation program”, e.g. 
drinking driving program or “treatment in pris-
on”). other (aa, Na, Links and other self-help 
groups, family care, outreach groups, shelters). 
Private doctor/psychologist (refers to self-paid 
treatment by “private medical treatment” or 
“private psychologist/therapist”). these make 
up to a total of 20 different treatment types that 
are summed and reported as mean number of 
treatment types, lifetime and last year. the total 
number of days in treatment in the last year is 
the sum of days in each treatment type (0-20). 
Treatment history refers to “all treatment, care 
or other support you have received in your life 
and in the past 12 months that had to do with 
your alcohol or drug use. exclude present treat-
ment (where recruited/interviewed for study).” 
(treatment types, 0-20, above).

Table 2: Frequency of alcohol use: “in that 
time (most recent 12 moths), how often do you 
drink alcoholic beverages?”, “at least 12 drinks 
(144 g ethanol) in total in the course of a day or 
an evening?” Alcohol and drug dependence cri-
teria refers to icD-10 (Üstün et al. 1997; WHo 
1992 and measured by questions from WHo 
ciDi, World Health organization composite 
international Diagnostic instrument, cottler 

et al. 1991; kessler & Üstün 2004; Wittchen et 
al. 1991). the criteria include “need/compul-
sion to take substance”, “difficulties control-
ling consumption”, “withdrawal symptoms”, 
“increased tolerance”, “growing disinterest in 
other things as a result of substance use”, and 
“continued consumption despite physical or 
mental injury”. the mean number of criteria 
is presented as well as proportions fulfilling at 
least 3 criteria (dependency). “How many days 
in the past 30 have you experienced alcohol 
problems? (0-30)”. “How important to you now 
is getting treatment for your alcohol problems? 
(0 no need of help, 1 a little need, 2 a moderate 
need, 3 an evident need, 4 a very strong need). 
treatment need questions refer to additional 
help beyond treatment respondent is already 
receiving. 

Drug use: “Which of these kinds of drugs did 
you use on your own (illegally or without pre-
scription/in larger amounts/for a longer time 
period than prescribed) in the past 12 months”. 
opiates refers to heroin, methadone, subutex 
and painkillers including codeine; pharma-
ceuticals refers to benzodiazepines, sedatives, 
hypnotics, barbiturates; amphetamines; canna-
bis refers to marijuana and hashish; and others 
refer to cocaine including crack, hallucinogens, 
inhalants and other potential drugs. steroids 
were excluded. Main drug of choice is based on 
either “Which kind of drug or medication have 
you used most often in the past 12 months” or 
“which of these kinds of drugs or medications 
is the main reason/main other reason (than al-
cohol) you are coming to treatment?” depend-
ing on skip patterns in the interview. Days ex-
periencing problems and help-needs, here as 
well as in sections below, as for alcohol above. 

Table 3: Housing categories are: own housing 
(own place to live, owns a house or condomin-
ium or leasing, etc., includes living in partner’s 
apartment); subletting (someone else has the 
original lease/rental, live/stay at parent’s/rela-
tive’s house, family, lodging house or in a hous-
ing collective); arranged by the social services 
(experimental/training apartment, institution/
family care, hotel paid by the social services). 
Living situation: “What have your usual living 
arrangements been in the past three years?” (see 
categories in table 3). Number of close friends: 
“How many close friends do you have? People 
you trust and can talk to about most things (ex-
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clude family, partner, boy or girlfriend)?”
Table 4a: Family and social relations: “Have 

you ever in your life, or in the past 30 days, 
experienced serious problems getting along 
with any of the following persons?”, “Did any 
of these people abuse you?” Physical health: 
“Do you have any chronic medical problems 
or diseases which continue to interfere with 
your life? (severe medical problems that re-
quire regular treatment, e.g. medications, diet 
restrictions, inability to participate in normal 
activities. e.g., high blood pressure, diabetes, 
epilepsy, physical handicap)”, “Have you been 
treated for medical problems (injury/disease) 
by a physician during the past 6 months? (in-
clude all visits to general practitioners, district 
doctors, specialists, etc. exclude prescrip-
tions only and visits for alcohol or drug use, 
e.g. hangover, vomiting, withdrawal)”. Mental 
health: “Have you had a significant period in 
which you have… experienced serious de-
pression… serious anxiety or tension (min. 2 
weeks, do not apply to periods under the direct 
influence of alcohol/drugs)”, “Have you been 

prescribed medications for any psychological/
emotional problem?”, “Have you experienced 
serious thoughts of suicide”, “attempted sui-
cide” (these refer to last 30 days and/or life-
time).

Table 4b “still thinking of the last 12 months, 
would you say that you felt at any time that 
your alcohol use (/your use of any drug, other 
than alcohol) had a harmful effect on… your 
friendship or social life? physical health? home 
life and marriage/relation to partner? studies 
or possibilities at work or in your occupation? 
finances?” (yes/no for each of the five, for alco-
hol and drugs separately.

Table 4c: addiction severity index, asi 
(McLellan et al. 1992), composite scores have 
been calculated as suggested in appendix 10 of 
andréasson et al. (2003) referring to an unpub-
lished report by McGahan et al. (1986). in gen-
eral, wordings and instructions for conducting 
asi interviews in andréasson et al. (2003) were 
applied. the scores range from 0 (no problems) 
to 1 (most severe).




