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Introduction

CHEMICAL DEPENDENCY AMONG WOMEN IS A SERIOUS PROBLEM IN
this country. For instance, of the 10 million or more alco-
holics currently in the United States, an estimated 30 to 50
percent are women (Kirkpatrick).

Despite the fact that there are so many chemically de- .
pendent women in this country, only a small portion of the
research directed at substance abuse focuses on women
(Harrison). This lack of information is especially unfortu-
nate when one considers the physical, psychological and
cultural issues confronting chemically dependent womien.

There is little literature on women and polydrug {multi-
drug) use (Taylor & St. Pierre). The literature that does
examine women and chemical dependency focuses on
alcohol use. Reporis on women and alcohol cite distinet
physical differences between women and men. For ex-
ample, if 2 woman and a man of the same height and
weight drink the same amount of liquor, they will not be
equally drunk. The woman, who has more body fat, and
therefore less body fluid to dilute the alcohol, will become
the drunker of the two (Witters, Venturelli, p. 205). Ifa
woman is premenstrual, smaller amounts of alcohol may
produce inebriation than are necessary at another time in
the menstrual cycle (Medformation). Because this fact is not
well known and because not all women are sensitive to
their own patterns of menstrual change, these differences
may be surprising and unexpected for women.

Women who abuse alcohol generally begin drinking
heavily later in life than men, yet become alcoholic more
quickly (Medformation). Also, women alcoholics tend to
have more serious health problems than men. For example,
women alcoholics have been found to develop cirrhosis
faster and from drinking smaller amounts than men, and on
the average women die from cirrhosis at a younger age
than men (Medformation). Statistics have also shown that
alcohol-dependent women have more circulatory, digestive
and accident fatalities (Medformation).

Recent research has also indicated that women have
less of the enzyme that breaks down alcohol in the stomach
than men, allowing more alcohol to enter the bloodstream.
This difference between women and men means that all
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other things being equal, the effect of the same amount of
alcohol will be felt more by a woman. This may also
explain why alcoholic women are more likely to have liver
damage than alcoholic men (Frezza et al.).

Stereotypes of Chemically Dependent Women

Women who abuse alcohol and drugs are often stereotyped
and viewed differently than men with similar dependen-
cies. It is important to understand the sterectypes so we
can have a better understanding of women's experience of
chemical dependency and because a woman's actual expe-
rience is often very different from the stereotypes.

Perhaps the most common stereotype of the chemically
dependent woman is of the slovenly, repulsive drunk. As
Marian Sandmaier states in The Invisible Aleoholics, "Ladies
don't get drunk” {Sandmaier, p. 2). To some degree,
alcoholic men have avoided this stigma of the disgusting
drunk, and in fact, some male alcoholics, such as W. C.
Fields, Dean Martin and Charlie Chaplin, are celebrated.

The chemically dependent woman defies the ideal
image of wife, mother, caretaker and nurturing person. She
is seen as a “non-woman” and is “un-sexed” by her chemi-
cal dependency (Sandmaier, p. 22}, While men may
struggle with many issues related to their substance abuse,
they are not un-sexed by it; in fact, drinking or drug use is
viewed by many as a masculine ackivity.

Another comumon stereotype of the drinking woman is
that of the sexually available, promiscuous woman who
hangs out in bars, waiting for a sexual encounter (Sand-
maier, p. 14). The reality is that the majority of alcoholic
women drink at home (Kirkpatrick, p. 92). Also, many
alcoholic women have a decreased interest in sex (Sand-
maier, p. 15) and, by some estimates, as many as 50 to 70
percent of alcoholic or drug dependent women have been
sexually abused or harassed at some time in their lives
(Kirkpatrick, p. 96). _

The double bind is that alcohol or drugs are often
pressed on women in the hope that they will become more
sexually receptive and compliant. Yet when they do
comply, they are labeled as loose or whorish. Alcohol and



some drugs loosen inhibitions in both men and women,
and the woman who has been using these substances may
be more susceptible to men’s advances or even rape. This
vulnerability can make women more open to accusations of
promiscuity (Sandmaier, p. 14).

Emotional Health

and Chemically Dependent Women

While each woman who is chemically dependent has a
unique set of circumstances, professionals in the chemical
dependency area have found common emotional patterns
and issues among women who abuse drugs or alcohol
and/or are in treatment.

Chemically dependent women may struggle with
feelings of worthlessness, helplessness, guilt and shame
{Laign). It has been established that women who abuse
drugs or alcohol have lower self-esteem, higher anxiety
levels and feel more alienation, when compared with both
nenabusing women and alcoholic men (Taylor and
5t. Pierre).

Depression is perhaps the most prevalent obstacle for
women who are seeking treatment for chemical abuse.
Women recovering from substance abuse describe their
depression as a low point in their life, a feeling of great loss
or emptiness (Kirkpatrick, p. 44). For women, this depres-
sion often lasts a long time into recovery. Fighting depres-
sion is also considered by some to be the hardest part of
becoming well (Kirkpatrick, p. 49). i

Physical Fitness and Mental Health

Lack of physical fitness certainly is not the cause of chemi-
cal dependency or the mental state associated with drug
abuse. However, research supporting the positive mental
benefits of exercise raises the question of what might be the
role of physical activity in chemical dependency treatment
programs.

Various researchers over the past decade have focused
on the role physical activity plays in mental health. Studies
have shown that aerobic exercise can improve symptoms of
depression and anxiety, and it can boost self-coneept
(Folkins and Sime). Tucker, et al. found that physical
fitness can increase hardiness and act as a deterrent to
stress. While the exact mechanism through which exercise
improves mental health is unclear, physical activity pro-
duces physioclogical changes that contribute to positive
mental outlook. In relieving anxiety, physical activity
relaxes muscles, alleviates fatigue and encourages sound
sleep (Ledwedge).

Further, biochemical changes in the brain associated
with physical activity may be helpful in alleviating depres-
sion. Noreprinephine, a neurotransmitter of the sympa-
thetic nervous system known to be low in depressed per-
sons, has been found to increase dramatically with physical
exercise (Ledwedge).

Several researchers have explored the reasons fitness is
an important component in the rehabilitation process.
Many of these studies have been restricted to male partici-
pants or have neglected to explore the personality and

physical differences between men and women and the ways
these differences, coupled with physical activity, may play a
role in their rehabilitation programs. Nonetheless, analysis
of these studies has shown that physical fitness is an impor-
tant component in the rehabilitation process. Though
research is continuing in this field, in our own search for
resources we found the material to be limited. More re-
search is needed for future progress in this field of study.

Studies Examining the Role of Physical Fitness
and Chemical Dependency Recovery
The following studies are among those that point to the
likelihood that physical activity is beneficial in a chemical
dependency treatment setting.

A 1972 study involving 20 male alcoholics, aged 35 to
55, examined the ways jogging affected hospitalized alcohol-
ies (Gary & Guthrie, 1972). Participants jogged one mile five
times a week for four weeks. Results after 20 days of
jogging included noticeable changes in the study partici-
pants such as lower pulse rate and reduced sleep distur-
bances. “The inability to get a good night's sleep is a
common complaint of alcoholic patients in the hospital and

. contributed in some to build-up of stress which led to

drinking episodes” (Gary & Guthrie, 1972).

In a study conducted by Frankel and Murphy in 1974,
the psychological benefits of exercise in alcohol treatment
programs were examined. Frankel and Murphy incorpo-
rated the MMPI in their study of 214 male alcoholic patients
at V.A. Hospital in Salem, VA. The average age of the
participants was 45 (range 28-56). Before engaging in the 12-
week fitness program, patients received physical exams; all
were considered to be in poor health.

The study focused on two components: physical fitness
and personality. The exercise program consisted of one-
hour sessions, five days a week, including a 10-minute
warm-up and 20 minutes of calisthenics, followed by 15
minutes of individual work. The remaining 20 minutes
focused on aerobic work. In addition to the fimess program,
patients participated in group psychotherapy, education
and family counseling. Patients were again examined upon
their completion of the program. Results included substan-
tial changes in the personalities of the participants (based
upon the standard 13-scale MMPI). The most notable
changes were decreases in depression and blame projection.
Based on specific variables on the MMPI, the researchers
attributed these changes to the patients’ participation in the
physical fimess program.

A 1982 study, conducted by Sinyor, et al. in Quebec,
involved 46 male and 12 female patients, with a mean age of
42. This six-week study considered the relationship be-
tween physical fitness and abstinence in alcoholics. A
comparison was conducted between nonaleoholics who
participated in a similar program.,

Two exercise groups were established following a
medical evaluation. Patients either participated at a full or
lower level of intensity, depending on their health. The one-

Contitted on next page
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hour sessions, conducted every morning, consisted of
warm-up and stretching exercises, followed by light calis-
thenics and 12 minutes of aerobics. The classes closed with
a cool-down session.

Researchers examined data three months after comple-
tion of the program. Abstinence rates were compared with
those of two control groups: 1) those who did not partici-
pate in the physical fitness program and 2) patients treated
at four other centers in Quebec. Results included personal
observations by patients, relatives and employers in regard
to abstinence. It was observed that patients who partici-
pated in the physical fithess program “experienced qualita-
tive changes in fitness not unlike those found in non-
alcoholics who exercise regularly” (Sinyor, et al. 1982).
Further, after three months, 69.3% of the patients who
participated in the fitness program remained abstinent,
compared to 38% of those patients who did not participate
in the program and 37% of those patients at the other
treatment centers in Quebec during the same time. It was
noted in an 18-month follow-up that most patients, follow-
ing departure from the treatment centers, did not maintain
their higher level of fitness. Differences, if any, between
men and women in this study were not explored.

In addition to research, several programs have focused
an a holistic approach, which includes a fitness component
as part of treatment. At the Franciscan Program at St.
Francis Medical Center in Cape Giradeau, MO, patients
engage in a contracted program that monitors their behav-
ior and exercise patterns. An educational program presents
patients with information about exercise and fitness and
means of incorporating it into their lifestyles. Emphasis is
placed upon “the whole person — the physical, emotional,
mental and spiritual selves” (Murray).

Patients learn how to moniter their own fitness levels
while taking into account their own special circumstances
and needs. Consideration is given to the importance of a
proper warm-up and cool-down and the importance of
reaching target heart rate. This education process is struc-
tured so that patients may continué to use it after they
leave the treatment facility. Two weeks after beginning the
fitness program, patients are evaluated to determine
whether they have kept the goals they stated in their
contracts. “Results suggest that the majority of patients do
fulfill contract obligations or do make significant progress
toward their personal contract goals” (Murphy).

Bartha and Davis (1982) of Ohio State University advo-
cate a similar approach for treatment. In what they term
“high level fitness,” Bartha and Davis believe that a fitness
program educates alcoholics and promotes healthier life-
styles. They recommend a five-point wellness program of
nuiritional awareness, physical fitness, stress management,
environmental sensitivity and self-responsibility.

Method

A two-page questionnaire on physical activity and chemi-
cal use patterns was created by the research staff of
Melpomene Institute in order to determine the respon-
dents’ view of physical activity in chemical dependency
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treatment, The questionnaire had two sections. The first
section requested demographic data, information about
drug use and number of times in treatment. Women
who were currently in treatment answered one version
of Section II, while women in recovery answered a
different version.

A woman was considered to be in recovery if she had
not used drugs or alcohol for at least two months, Informa-
tion gathered from both groups concerned the respondents’
physical activity patterns prior to treatment, whether their
current or most recent treatment program included a struc-
tured physical activity program and the opinion of the
respondent as to the benefit of such a program.

Questionnaires were distributed through a convenience
sample of chemical dependency counselors and treatment
facilities in the Twin Cities and central Minnesota area.
Participation was voluntary, and the anonymity of respon-
dents was assured.

Description of the Sample

Eighty-two women responded to the questionnaire, with 44
categorized as being currently in treatment and 38 catego-
rized as being in post-treatment recovery.

Mean age for the entire sample is 32.1 years, with 28.2
years being the mean age for respondents in treatment
and 36.7 being the mean age for respondents classified as
in recovery.

Period of time since last chemical use is reported in
months, with 22.4 months being the mean length of time for
the entire sample. The mean time period since last chemical
use for the treatment group was 2.9 months. The mean for
the recovery group is 45.6 months, or 3.8 years.

The entire sample has been in treatment an average of
1.9 times, with the treatment group averaging 1.8 times in
treatment and the recovery group 2.1 times.

The abused drug of choice for both groups was alcohol,
chosen by 70.5% of the treatment respondents and 78.9% of
the recovery respondents. The second most abused drug

4 ™\
Respondents’ Drug of Choice
Entire Sample |In Treatment | Recovery
N=82 N=44 N=38
Drug Used # % # Yo # %
Alcohol 61 74.4 31 70.5 30 7889
Cocaine 17 207 106 287 7 182
Marijuana 7 85 4 9.1 3 7.9
Barbituates 3 3.7 1 2.3 2 5.3
Amphetamines 4 49 2 45 2 5.3
Sedatives 1 1.2 0 0 1 2.6
Hallueinogens 1 1.2 0 0 1 2.8
Minor
Tranquilizers 1 1.2 0 0 1 2.6
Narcotics 2 4.5 2 4.5 0 0
\. v,
Table 1
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Other Drugs’ Used by Respondents
Entire Sample
N=82

Drug Used # % Valid %
Marijuana 30 385 448
Cocaine 13 i5.9 19.4
Hallucinogens 17 207 25.4
Alcohol 12 14.6 17.9
Narcotics 6 7.3 9.0
Amphetamines 18 232 284
Sedatives 6 7.3 9.0

N
In Treatment Recovery
N=44 N=338
# %  Valid % # % Valid %
17 38.6 447 13 34.2 44.8
10 22.7 26.3 3 7.9 10.3
13 28.5 34.2 4 105 13.8
B 13.6 15.8 6 15.8 20.7
4 9.1 10.5 2 5.3 6.9
8 18.2 211 1 28.9 379
4 8.1 10.5 2 5.3 6.9 J

Table 2

was cocaine, with 22.7% of the treatment and 18.4% of the
recovery respondents naming cocaine as the drug of their
choice. Marijuana and marijuana derivatives, such as hash
and hash oil, was the third most frequently mentioned
drug by both groups as their drug of choice, named by
9.1% of the treatment group and 7.9% of the recovery
group. Drug of choice for the entire sample and by group
is found in Table 1.

Table 2 summarizes other drugs, in addition to the
drug of choice, used by the women in this sample. For
those respondents currently in treatment, the most com-
monly used other drugs were 1) marijuana, 2) hallucino-
gens and 3) cocaine. For respondents in recovery, the most
commaonly used other drugs were 1) marijuana, 2) am-
phetamines, 3) alcohol and (4) drugs whose street names
were unknown. Other drugs that were used by the entire
sample and by each groups are shown in Table 2.

Route of administration for ingested drugs was primar-
ily oral for both groups, followed by smoking, inhalant and
intravenous. Route of administration for ingested drugs is
shown in Table 3.

Physical activity prior to chemical dependency treat-
ment is shown in Table 4 and Figure 1. From Table 4, we
can see that only six of the women in the treatment group
and three of the women in the Tecovery group had been

r I
Respondents’ Route of Administration
Entire Sample | In Treatment Recovery
N=82 N=44 N=38
# Y # % # %
Oral 73  96.3 42 955 37 974
Inhalad 26 a7 17 386 9 23.7
Smoked 39 47.6 20 455 19 50.0
ntravenous 4 4.9 2 45 2 53
Table 3

regularly active at least three days per week. More typi-
cally, the women in both groups engaged in physical
activity infrequently ornotatall. In Figure 1, we see that
the women engaged in a variety of sports, with walking as

‘the most popular sport. Housework was cited by three

women in the recovery group as a physical activity. In
addition, two women said prior physical activity consisted
of trips to the liquor store. Two women said sex was their
physical activity, and one woman said that prior physical
activity consisted of “lifting 8 ounces of booze to her
mouth.” Other actual sports cited were golf, basketball,
skiing and skating.

Results and Discussion

This study focused on the effect of a structured physical
activity program in the context of a chemical dependency
treatment program. This study differs from other research
on the effects of physical activity in chemical dependency
treatment in that we are concerned with women’s subjective

4 )
Physical Activity Prior to Chemical Dependency
Treatment in Days per Week

In Treatment | Recovery

N=44 N=38

# % # %
3-7 Days/Week 6 13.6 3 7.8
2 Days/Wesk
or Less 0 0 1 2.6
Infrequently 11 25 13 342
None 10 227 8 211
Missing Data:

L N=17 for Treaiment Group; N=12 far Recovery Group J
Table 4

Continued on next page
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Physical Activity Prior to
Chemical Dependency Treatment
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Figure 1

experience. This study looks at women'’s experience or
perceptions of the benefit of physical activity as a part of
their treatment for chemical dependency.

Figure 1 and Table 4 show that, although the respon-
dents engaged in a variety of sports prior to treatment, nnly
a very few of the women were physically active on a
regular basis. Of those women currently in treatment, only
6 of 44 were active on a regular basis prior to treatment
and, of the recovery group, only 4 of 38 had been active on
a regular basis prior to treatment.

When we look at physical activity programs in treat-
ment, we find that, of our total sample, 43.2% (N=19) of
those women currently in treatment and 44.7% (N=17) of
those women in recovery had such a program in their most
recent treatment.

The physcial activity that the women participated in
during treatment varied widely. The respondents were
active anywhere from one to seven days per week. Sports
within the described programs included walking, aerobics,
swimming, biking, volleyball and running. Also men-
tioned by respondents was “working out” in general or
going to the gym or the YWCA.

Those women who were currently in treatment but
were not exposed to a physical activity program were
asked if they thought a physical activity component would
be useful in their treatment. Fifty percent of those who an-
swered the question felt that a physical activity program
included in their treatment would have been a positive ad-
dition. The other 50% felt that physical activity would have
had no effect. This group is not commented on further in
this report.

When looking at the recovery group of women as a
whole, the benefits of physical activity are more obvious.
We asked the women in recovery if physical activity in
general plays a role in maintaining recovery or sobriety.
Of those who answered (34 of 38}, 67.6% (N=23) said yes.
About one-third of the women, 32.4% (N=11), said that
physical activity does not play a role in maintaining
recovery.

Among those women who were exposed to a physical
activity program in treatment, the perceived benefits of
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such a program differed between the treatment and recov-
ery groups. Table 5 depicts the role of physical activity
among women in both groups who were exposed to a
physical activity program in treatment. For the currently
in-treatment group, the benefits of a physical activity were
not clear-cut. The most commonly cited benefits were 1)
physical benefits, 2) stress reduction and 3) mental benefits
in general.

For the recovery group, however, the benefit of stress
reduction as a result of physical activity was cited by a ma-
jority (69.2%) of the women. Other benefits commonly
cited by this group were increase in self-esteem and physi-
cal and social benefits.

The most common responses to this question among
the women who are currently in treatment was mixed
between the physical benefits of exercise and stress reduc-
tion, while stress reducticn was the clear-cut benefit for
those women in recovery.

Also, while the literature points to the possibility that
physical activity helps alleviate depression, which is espe-
cially common among women in treatment, none of the
women answering this question said that physical activity
played a role in lifting depression in a treatment setting.
However, three women in the recovery group said that
physical activity was helpful in maintaining sobriety after
treatment because it helped lift depression. For example,
one woman said “...[exercise] plays a part in my mental
well-being which, of course, is connected to my sobriety. [
have PMS, have struggled with depression and mood
swings in my life. Exercise is a vital part of my well-being.”

Further, the actual benefits or role of physical activity
seem less apparent fo women at the time that they are
participating in a chemical dependency treatment program.
While stress reduction was cited by many of the women in
the recovery group, that insight is in retrospect and may
not have been clear to the women at the time that they were
actually in treatment.

( N
Role of Physical Activity for Respondents Exposed
to Structured Physical Activity in Treatment

In Treatment ;| Recovery
N=17 N=13
# % # %
Stress Reduction 5 284 g 6£9.2
Physical Benefits 6 353 2 154
Impoertant in General 1 5.9 1 7.7
Negative/No Benefits 0 - 0 -
General Mental Benefits 4 23.5 0 -
Increased Self-Esteem 2 11.8 3 23.1
Something to Do with Time 2 11.8 0 -
Helps to Stay Scher 3 178 0 -
Socialization/
Social Benefits 0 - 2 154
Other 2 11.8 1 7.7
\. v
Table 5



4 N
Effect of Physical Activity Broken Down
by Program/No Program in Last Treatment

Recovery Group

Phys. Act. Phys. Act.
Played a Hole DID NOT Play
in Sobriety/ a Role in

Recovery Sobriety/Recovery

# % # %

Structured Physical

Activity in Last Treatment 12 80.0 3 20
No Structured Physical
Activity in Last Treatment 10 58.5 7 41.2

. y

Table 6

When this recovery group is broken down by those
who had a structured program in their last treatment and
those who did not, we see that physical activity plays the
largest role. As Table 6 illustrates, 80% (IN=12) of the
women who had a structured physical activity program in
their last treatment said that physical activity plays a role in
maintaining their recovery or sobriety. Only 20% (N=3) -
of the women who had a structured physical activity
program said that physical activity does not play a role in
their recovery.

The women wheo are currently in treatment do not see
overwhelming benefits to a physical activity program.
However, a majority of the women who are recovering
from chermical use do, in fact, say that physical activity
plays a role in their maintaining recovery. This is espe-
cially apparent in looking at women who were exposed to a
structured physical activity component in their most recent
chemical dependency program.

It seems that a time factor might account for the differ-
ence between the treatment and recovery groups. Itis
possible that the benefits, or the impact, of physical activity
do not become apparent immediately. Treatment is an
intense, emotional experience for most of these women.
Therefore, it is only after a period of several months or
longer that the recovering woman begins to appreciate the
role of physical activity. The woman who is currently
participating in a chemical dependency treatment program
is not primarily concerned with the benefits or effects of an
exercise program, but rather with many other issues associ-
ated with chemical abuse.

The role of exercise may not be apparent to these
women at the time of treatment because it takes Hme for a
regular physical activity habit to develop. Additionally, it
takes a period of time for positive benefits to appear.

It is important to note that when asking about the
effects of physical activity, we used the term “role”, rather
than “benefit”. We did this in order not to attach a positive
or a negative value to physical activity. There were, how-

ever, no negative effects expressed by any respondent in
this study. Also, in reviewing the data, we find that a large
number of respondents have not been or are not currently
physically active.

Conclusion

The following findings emerge from this study of 82
women, 44 of whom are considered currently in treatment
for chemical dependency and 38 of whom are considered in
recovery from chemical dependency:

1. For those women currently in a treatment program for
chemical dependency, the benefits of a structured physical
activity program are not obvious.

2. For those women who are in recovery from chemical
dependency, 69.2% say that stress reduction is a primary
benefit of a structured physical activity program.

3. In the recovery group, those women who had been
exposed to a structured physical activity program were
much more likely (80% vs. 58.5%) to see physical activity as

.a factor than those who did not have this exposure.

In considering the various issues confronting women
who are struggling with chemical dependency, the positive
mental benefits cited by these women, such as stress reduc-
tion and increase in self-esteem, must be taken into account.
In light of these findings, we feel that the possible long-
term benefits of a physical activity component in chemical
dependency treatment should be considered. We would
encourage the inclusion of a physical activity program in
chemical dependency treatment for women.

This pilot study points to a need for additonal research
on this topic. With minor changes, we plan to replicate this
research with a larger national sample.O
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