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Introduction
In 1987 I began working as a psychologist at a women's crisis centre in Amsterdam. Users of the centre were all
female hard drug-users and, with a few exceptions, were also daily involved in prostitution. During my time at the
Women Crisis Centre (in short: VKC), I discovered that these women were classed either as being untreatable, or as
victims of a male-dominated society. Neither of these viewpoints was very helpful to the women themselves.
When I started at the VKC, I had only common sense knowledge about addiction and heroine prostitutes. I believed
these women were indifferent to treatment and would never talk about their past or their feelings to a middle-class
academic like myself. I was wrong. These women were just as ready to talk about the things that bothered them as
were the patients I had treated in a regular psychiatric hospital in the city of Delft. Besides that, the female hard druguser appeared to have a lot in common with the ordinary psychiatric patient. And yet she was never seen as such. She
was seen as a drug addict, who was a prostitute into the bargain, and as such, untreatable.
This last presumption was challenged by the foundation of the VKC in 1987, a short term, in-patient crisis centre with
a capacity for six women at a time. My experience of the VKC taught me that the female hard drug-user is not just a
drug addict, she is a female drug addict, and that this makes a great deal of difference; being a female druguser, she is
down-trodden in her social position even more than a male hard drug-user; furthermore not only is she addicted to
drugs, she also suffers from severe psychological problems which were often pre-existent to the drug-use, and, last but
not least, she has often experienced different sorts of childhood traumas to male drug-users. Women are four or five
times more likely to be the victim of sexual abuse than men (Soman, 1991). It is this complicated nature of the female
hard drug-user which needs to be taken into account if a relevant treatment model is to be provided. The aim of this
present study is to investigate the psycho-social characteristics of female drug- users in order to ascertain whether or
not it is possible to provide some suggestions for treatment of this 'untreatable' group.
Female-male differences
At the time we started this study of female drug-users they were categorized as "Extremely Problematic Drug-users",
just like the male drug addicts who caused trouble on the streets of Amsterdam. They were referred to as the 'hard
core' of female drugusers. Local authority of the city of Amsterdam estimates that some 400 women are 'hard core'
female drug-users. There were several treatment programmes for this group, all of which were tailored to the drug
addict - who was, not very surprisingly, supposed to be male. The VKC was the only centre which provided feminist
therapy, albeit in a rather rudimentary form. Judging from the scientific literature, there was no good reason at all to
put every drug addict, be it male or female, in the same box.
Research has shown that the problems of female hard drug- users are different from those faced by their male
counterparts. Rosenbaum (1981) observed that female drugusers cite family problems as a reason for becoming
addicted; few male drug-users give a similar reason. She also found in her study of female hard drug-users that more
than twice as many women as men became dependent on heroine after initial use, and moreover, that women
proceeded more swiftly to regular daily use than men.
Contrary to what is known about male drug-users, female hard drug-users often have a history of childhood physical
and sexual abuse (Cohen & Densen-Gerber, 1982, Roshenow et al., 1988, Silbert & Pines, 1981). It seems that they
often use hard drugs as a way of providing relief from painful feelings; they use drugs as a way - albeit an ineffective
one - of coping with problems, conflicts concerning gender-identity and negative effects of childhood traumas.
It is not only with regard to childhood traumas that female drug-users differ from male hard drug-users; they also
differ with regard to the route to addiction. Researchers (Hser et al., 1987) maintain that the initial use of heroine by a
woman is highly influenced by a man, especially a sexual partner, who is often a daily heroine user. Men also start
using drugs because male-friends use them, though they never report a spouse or partner's use of drugs as a reason
why they began to use drugs (Hser et al, 1987).
Moreover, female and male hard drug-users have a completely different life-style. More than three-quarters of hard
drug using women are involved in prostitution as a way of buying drugs (Keesmaat, 1989); the majority of male drugfile:///I|/drugtext/local/library/books/karsten/introduction.htm[24-8-2010 12:00:05]
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users gain money through dealing, theft, burglary, fraud and other criminal offences (Swierstra, 1990). According to
Grapendaal, Leuw and Nelen (1991), more than half of the drug-users had already committed a criminal offence
before they became addicted, 28% became criminals after they had become addicted and a minority of 21% did not
commit any crimes.
Because women are involved in prostitution, they do not take part in criminal activities on a large scale. The economics
of hard drug-use, e.g. prostitution, vastly influence the way a female hard drug-user lives. For instance, if she has no
access to an area where prostitution is tolerated she will be harassed by the police and exposed to danger from her
clients.
Research also indicates that women drug-users suffer from more health and dental problems than their male
counterparts (Rosenbaum & Murphy, 1987).
Researchers (Ettore, 1992, Reed, 1987, Beschner & Thompson, 1981) observe that present substance abuse treatment
programmes and the current perspective on addiction - as illness with important psycho-social aspects (Leuw, 1991) are resistant to the notion of gender as well as to an approach sensitive to the needs of women. Some researchers (e.g.
Beschner & Thompson 1981) suppose that treatment centres lack the knowledge, skills and motivation to provide
women-oriented services. Reed (1987) however does not totally agree with this opinion:
While this may be the case in many instances, a more fundamental obstacle has been the failure to recognize how
much existing intervention models and treatment organizations were designed for men.
Because there are many differences between male and female drug-users, it is important to investigate the psychosocial characteristics of the female drug-users, the differences and the heterogeneity among them as group.
Outline
It used to be impossible for the traditional drug dependence treatment programmes to reach and treat the group of
female hard drug-users, lacking as they did an approach sensitive to the women's needs. The VKC was founded in
1987 in order to reach this target group and to motivate them for treatment. We started to study what kind of psychosocial characteristics the group presented, what kind of social position they occupied, what the function was of female
hard drug-use, what kind of background these women had, what kind of childhood traumas they had experienced and
what kind of psychopathology they suffered from.
From the beginning it was clear that, in order to gain the research data, a women sensitive approach was needed. The
so-called objective psychological questionnaires or diagnostic interviews could not provide data concerning paths to
addiction and prostitution, childhood experiences and traumas and women's social position. Moreover, as Van de Berg
& Blom (1987) also point out, in the case of female hard drug-users, the traditional methods that could normally be
applied to analyze a group or a subculture fail, because they do not form a subculture or a group; they form, rather, a
disjointed gathering of separate individuals, all of them working alone and living in social isolation. Van de Berg &
Blom turned to the separate life-histories of the individual women in order to gain some insight in their motives and
important decisions.
In the present study I have combined data-gathering based on individual life-histories with more objective, empirical
research. The present study is, therefore, divided into two parts: the first part consisting of a qualitative analysis of data
which is based on life-histories and semi-structured interview and the second part consisting of a quantitative analysis
of scores on psychological questionnaires, of data obtained from the semi- structured interview and of data from the
diagnostic interview.
The first part of present study explores the following questions:
1. What are the background characteristics of female hard drug-users in general; what are their particular routes to
addiction and prostitution, what kind of drugs do they use, what kind of prostitution are they involved in and how
might the legal context of drugs and prostitution be defined? (chapter one)
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2. How might a general framework of female drug-use be developed from a gender perspective? (chapter two)
3. How do the background characteristics of the research subject compare to the data of female drug-users in
general? (chapter three)
4. Applying the general framework developed in chapter two, which kind of survival strategies might be discerned
among the research subjects? (chapter four)
I shall begin by considering at close hand the first part of the present study and subsequently explain the second part of
the study as well as the research questions of the second part.
First part of this study
The first part of this study consists of background characteristics, a general framework of female drug-use and an
application of these two angles in the chapters three and four to the group of female hard drug-users that were treated
between June 1988 and August 1989 in the VKC.
The first chapter is divided into the following subsections. First, the chapter starts with a general description of female
drug-users' demographic characteristics, based on the data of a survey among 202 male and female drug- users (Korf
& Hoogenhout, 1990). Second, in order to gain an insight into the process of getting addicted and becoming a
prostitute, I describe the diverse routes to prostitution and addiction, which are published by Van de Berg & Blom in
their study of heroine prostitutes (Van de Berg & Blom, 1987).
Drug-use and prostitution form the focus of the life of the so-called hard-core female drug-user. I describe the druguse, based on the survey by Korf & Hoogenhout (1990). In addition to drug-use I describe prostitution, the difference
between a "common" prostitute and a streetwalker and also the risk of AIDS. The data is based on literature
(Vanwesenbeeck et al., 1989, Keesmaat, 1989, James & Meyerding, 1977, James, 1980, Day & Ward, 1990, Hoek et
al, 1989, 1990, Hartgers, 1992).
The main part of the life of the female hard drug-users takes place on the wrong side of the law. For this reason I
found it necessary to discuss the legal context of drugs (Baanders, 1989, Grapendual et al., 1991, Swierstra, 1990,
Derks & Hoekstra, 1991) and prostitution (Haveman & Wijers, 1992, Altink, 1992, Hes, 1992).
chapter two is devoted to a gender perspective on female drug-use. This is necessary because current perspectives on
addiction - be they biological, psychoanalytical or psychological- do not consider the notion of gender (Berrigde &
Edwards, 1987, Dole & Nyswander, 1965, 1980, Walburg, 1980, Derks & Hoekstra, 1991, Stanton & Todd, 1982,
Meyer, 1986). The notion of 'gender' as recently developed in women studies and post-structuralism points to the
symbolic female-male difference. The idea of 'gender' relates to the historical and cultural dimension of the distinction
between the sexes (Nicolai, 1992 a). I have tried to develop a gender perspective on female drug-use by borrowing
data for a general context of female gender identity (Kaplan, 1991).
Kaplan (1991), a leading American psychoanalyst, has made a study of perversion as an expression of pathology of
gender within the social context of patriarchal society. Traditionally, the concept of perversion is applied to bizarre or
unusual sexual behaviour by males. Less than one percent of the cases cited as sexual perversion have been of females
(Kaplan, 1991). However, with another understanding of the idea of perversion - perversion not only as an expression
of pathology of sexuality, but also of gender-pathology - the female perversion is born. In the case of male
perversions, the spotlight is on sexuality, but behind the idol of masculinity are unconscious forbidden wishes to be a
passive, submissive, denigrated woman, humiliated by a dominating force, the law, or the phallus of the father. Male
exhibitionists show their genital, exhibit their power with the purpose of keeping other feelings of inferiority, of
castration anxiety at bay.
Kaplan supposes that women's psychological disorders reflect pathologies of gender identities. Gender-identity points
to the individual way a woman experiences the female-male difference, her history of socialisation in a maledominated society and her individual identification with social gender stereotypes. The pathologies of gender identities
come into being when a woman fails to cope effectively with childhood traumas and can only survive by enlisting
social gender stereotypes and identifying strongly with feminine virtues such as passivity, cleanliness, purity, kindness,
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concern for others and submission. An example of this extreme identification with feminine virtues is the anorectic
woman. Contrarily, the prostitute is an example of rejection of feminine virtues. Resistance against social stereotyping
and identification show the same process: social gender identity determines the gender identity of an individual
woman.
Women use psychological strategies that enlist social gender stereotypes as a way of surviving childhood traumas.
These perverse strategies have nothing to do with kinky sex (for example fetishism as a male perversion), but result
from a combination of a social gender stereotype of femininity and a personal solution to childhood trauma. I will
briefly illustrate this rather abstract theory with an example. Kaplan herself leaves drug-use aside, but she does briefly
comment on prostitution, saying something about the kinship between frigidity and prostitution, referring to a paper by
Abraham (1920) on the female castration complex. Although she does not refer to prostitution in the context of druguse, her example of the kinship of prostitution and frigidity makes clear what, in her view, is a perverse strategy.
Kaplan:
By taking the active, dominating role and appearing to care about sex as much as or even more than a man, the
prostitute, who is typically frigid despite her outward appearance of active sexual interest, is making conscious what is
unconscious in her proper, middle-class sisters - the wish to be more than a man and more sexually potent than a
man.(p.180)
Kaplan concludes that frigidity concerns a frustration of masculine wishes and penis envy to be sure, but is also about
the anxiety of exhibiting active sexual desire in a male-dominated society. Between parentheses it could be remarked
that Kaplan does not refer - as others do - to women who are sexually abused as a child and later become a prostitute.
She does not include in her psychoanalytical theory the perspective of dissociation as part of the negative
psychological after-effects of traumatic events.
chapter three is devoted to the question of whether or not the general characteristics presented in chapter one also
apply to the group of female drug-users in treatment. The chapter describes the characteristic features of the female
hard drug-users in treatment, the route to addiction and prostitution, drug-use, and prostitution in relation to the
general data of samples of women who use hard drugs. This chapter gives insight into the question of whether the
research subjects present a special group of female hard drug- users or whether they could be seen as representative of
the general group of female hard drug-users. The research is based on the individual life histories of the 52 research
subjects, the semi-structured interview (see appendix two) and the data that was standardly gathered at admission.
In chapter four I consider at close hand what the coping strategies are within the general framework of female hard
drug-use as a female perversion. The point of departure is that two important gender identity conflicts occur in
women's lives that could be related to women's drug-use: the conflict of whether or not to adapt to social gender
stereotypes and the conflict of whether or not one is in control of one's own life. These gender identity conflicts can
result in four strategies that will be illustrated with case material.
Second part of this study: the empirical research
In the empirical research part I investigate the kind of childhood traumas the research subjects were subjected to and
the psychopathology that exists among the research subjects. The relationship between sexual abuse and prostitution
has already been the subject of research (Silbert & Pines, 1983, James & Meyerding, 1977). Some authors mention
that female drug addicts have a history of childhood sexual abuse (Carson, Coucil & Volk, 1988, Cohen & DensenGerber, 1982, Roshenow 1988, Corbett & Devine, 1988, Schaap, 1988).
There is considerable evidence to suggest that drug-users - male and female - suffer some kind of psychiatric disorder.
Rounsaville (1982) showed that a psychiatric disorder could be detected among 70% of the drug addicts. Mclellan et
al. (1984) demonstrated that the severity of psychiatric illness could predict treatment outcome. Recent American
research among substance abusers (Rounsaville et al. 1982; Ross et al. 1988; Khantzian and Treece, 1985) diagnoses
mostly affective disorders (40 to 60%) and anxiety disorders (10 to 17%).
Dutch research among 203 drug-users found that 37.5% of the subjects experienced anxiety disorders and 15%
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affective disorders (Van Limbeek et al., 1991). In research among 152 drug-users resident at a detoxification clinic
Hendriks (1990) diagnosed that 60% was suffering from a personality disorder (an anti-social personality), 37% was
depressed, 25% had agoraphobia, 26% a social phobia and 18% a panic disorder. There are three possible hypotheses
for the co-existence of drug-use, prostitution and psychological complaints.
The first hypothesis considers the question whether or not psychiatric disorders follow or precede drug-use or whether
there is no relation between psychopathology and drug-use. This first hypothesis is subdivided into the following five
possible relationships. Psychiatric disorders precede drug-use (Khantzian, 1985), pre-existing psychopathology is a
risk factor and drugs may be used as a kind of self-medication; psychiatric disorders emerge as a consequence of
addiction (Weissman et al, 1977; Grant et al., 1978; psychopathology modifies the course of an addictive disorder;
psychopathological conditions occur in addicted individuals with no greater frequency than in the general population,
suggesting that the psychiatric disorder and the addictive disorder are not specifically related.
The second hypothesis is Kaplan's hypothesis. According to Kaplan (1991) pathologies of gender identity that are
related to childhood traumas can cause different psychological strategies. Contrary to the first hypothesis, Kaplan
presumes that women's psychological problems and complaints are related to their position within the social context of
patriarchal society.
The third hypothesis supposes that psychological complaints (including drug-use and prostitution) are linked to sexual
and/or physical childhood traumas (Carson, Coucil & Volk, 1988, Cohen & Densen-Gerber, 1982, Roshenow 1988,
Corbett & Devine, 1988, Schaap, 1988).
According to Meyer (1986), who classified the possible relationships (and one non relationship) between
psychopathology and addictive disorders as summarized in hypothesis one above, the relationship between
psychopathology and addiction is another example of the Chicken and the Egg. No one has as yet produced the final
statement about this issue.
I have chosen a conceptual framework that aims to understand addiction as a survival strategy. This viewpoint does
not exclude any one of the above possible relationships between addiction and psychopathology. Female drug-use is to
be understood within the context of women's socialization, gender-identity and social position. I will therefore focus
on explanation two, that connects addiction to childhood traumas and gender-identity. Hypothesis two includes
hypothesis three, in the sense that psychological complaints can be subsumed under the category 'psychological
strategies' and physical and sexual abuse under the category 'childhood traumas'.
Research design
In the present study female drug-use is understood as a psychological strategy to enlist the use of social gender
stereotypes in order to survive childhood traumas. In the second part of the present study I investigate the childhood
traumas experienced by the research subjects as well as the psychopathology (besides addiction) found among them.
Furthermore I shall investigate whether or not childhood traumas and psychopathology could be used as categories to
divide the group of research subjects into subgroups. Since the entire group of female hard drug users at the VKC was
initially regarded as being untreatable, I found it worthwhile to analyze whether some women among them were easier
to motivate to undergo treatment, or whether some women were in need of other treatment services other than those
the VKC could supply.
I would like to emphasize that this study is not a treatment-effectivity study. It is much too early to measure the
treatment outcome of the Women Crisis Centre. The goal of this study is to explore the characteristics of female hard
drug- users, to understand female drug-use, to describe the characteristics of female drug-users in treatment, to analyze
the relationship between psycho-diagnostic variables, childhood traumas and treatment needs and where possible to
give some recommendations for treatment services.
The empirical research took place between June 1988 and August 1989, with a follow-up measurement in August
1990. The research subjects (n=52) are women who use hard drugs and are involved in prostitution. They were
admitted to the VKC between June 1988 and August 1989, because they had been heavily addicted to hard drugs over
a prolonged period and were in crisis.
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The goals of the VKC in 1987 were to give shelter, offer crisis-intervention and refer women to treatment centres.
Because referral to other centres was only possible when women were both in need of and motivated to undergo
treatment I investigated whether childhood traumas and psychopathology predicted the treatment needs of the women.
My clinical impression was that women who had, for example, experienced the childhood trauma of incest and also
suffered from posttraumatic stress disorder returned to the VKC more quickly than women who had experienced other
traumatic events and presented a different psychopathology. In the statistical analysis I used the following as outcome
variables: 'time between discharge and first re-admission within one year' and 'number of readmissions within one
year'. These variables are supposed to indicate the treatment needs of the women who stayed at the Crisis Centre. The
variables of 'childhood traumas' and 'psychopathology' are used as predictor variables. The prediction analysis is based
on the statistical method of multiple regression analysis (see chapter five, the methods section).
The variables of childhood trauma and psychopathology were measured at the time of the client's admittance by
making an inventory of childhood traumas and by administering psychological questionnaires (Beck Depression
Inventory (BDI) and Symptoms Check List (SCL-90)) and making a diagnosis.
Initially I tried to measure the improvement of the clients by administering the same psychological questionnaires (BDI
and SCL-90) upon discharge. This research design failed, because almost half of the group of female drug-users did
not feel motivated to fill out questionnaires at the moment of discharge. Sometimes they also had to leave in a hurry or
were forced to leave because, for example, they had used hard drugs in the building.
As mentioned above, I also chose two other outcome variables: 'time between discharge and first re-admission' and
'number of re-admissions'. The advantage of these outcome variables is that they could always be registered, regardless
of whether a women left in a hurry, was forced to leave or otherwise. Another advantage is that these variables may
also provide an impression of the treatment needs of a female drug-user. For instance, if a female drug-user quickly
returns to the VKC after discharge, she makes clear that she is in need of further treatment and is not able to cope with
her problems without the VKC's support. A speedy return to the VKC and a number of readmissions within a year
might indicate motivation for further treatment.
In the present study 'crisis intervention', operationalized as 'length of stay at the VKC' is statistically conceived as an
interacting variable.
The second part of the present study investigated the following questions:
1. What is the frequency of the childhood traumas among the research subjects, what is the average number of
childhood traumas they have experienced, and what are the predictive qualities of the childhood traumas, separately
and in total? (chapter five)
2. What kind of psychopathology is found among the research subjects and what are the predictive qualities of the
different psychological variables, separately and in total? (chapter six)
3. Is there evidence for cohesion between childhood traumas and psychopathology and what are the relative predictive
qualities of the separate variables and the two sets of variables as a whole? (chapter six)
The investigation into the occurrence of childhood traumas and psychopathology is based on 52 research subjects
admitted to the VKC between June 1988 and August 1989. The predictive analysis of childhood traumas and
psychopathology refers only to those research subjects who are readmitted (n = 26) within a year after discharge
(readmission before August 1990)
The research chapters devoted to childhood traumas and psychopathology give a brief overview of the relevant
literature. This is followed by a research design. In the methods section the background characteristics of the subjects
are given, the setting, the assessment and the procedure of data-gathering and data-analysis is explained. Next, the
results are given and discussed.
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Short comments
The chapters of the research part (chapters 5 and 6) have some overlap, because the methods of research are repeated
in each research chapter.
Some of the results are typical for this group of women, who are chronically in crisis, use hard drugs and work as
prostitutes and therefore are not representative for all women, or all female drug or substance users. However, some
issues are part of every women's life, such as gender-identity, coping strategies, socialisation, childhood traumas, loss,
dependency and pleasure.
The research setting VKC
In 1987 female drug therapists in Amsterdam took the initiative of developing a feminist crisis intervention centre for
female hard drug-users (VKC). Their initiative was a response to recent treatment failures with this particular group.
As I mentioned earlier, drug using prostitutes were seen as extremely problematic drug abusers, because they could not
be reached and treated by the traditional drug dependence treatment programmes. The female drug therapists who took
the initiative of developing a women's crisis centre founded the VKC based on women-oriented criteria as formulated
by Reed (1987). Women-oriented drug dependent treatment services:
- intend to address women's treatment needs;
- reduce barriers to recovery from drug dependence that are more likely to occur for women;
- deliver the services in a context that is compatible with women's styles and orientations and is safe from
exploitation;
- take into account women's roles, socialization and relative status in a larger culture. To illustrate the kind of
problems the VKC is confronted with I shall conclude this introduction with the life-history of one of the first clients
of the VKC.
Her story is typical for the women who are admitted to the Centre and it is this kind of story that inspired the
foundation of the VKC.
Rosa's life history
A therapist of the 'Stichting Drugshulpverlening Amsterdam' referred Rosa, a 22 year old woman of foreign origin, to
the VKC because she had recently been raped and physically abused. She was raped when sexual intercourse took
place against her wishes. She had agreed to follow a man in his car and to satisfy him by hand. He took her far out of
the city, raped her and manhandled her. Later, after she had gone to the police, they told her that the man was wanted
for the murder of a heroine prostitute.
Rosa was very distressed. Why was she alive and the other woman dead? She is ashamed of herself. Why did this
happen to her? At night she sleeps with the light on, straight up in bed She suffers from nightmares. During the day
she reads violent comic books and watches television.
Rosa is on methadon-maintenance treatment. Prior to admission she used heroine and cocaine.
A deprived background
Rosa is a child from her father's second marriage. Her mother happens to be mentally ill and could not care for her.
During the first year after she was born, she was taken care of by a female cousin. When this cousin departed for
Canada, an aunt reared her. When Rosa was twelve, she returned to her father who had just entered his third marriage.
Rosa stayed with him and his wife until she was fourteen.
When she was eight years old, Rosa witnessed her mother chasing her brother with an axe.
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At the age of twelve, a class-mate tried to rape her. She was raped by an acquaintance when she was fourteen years
old. Her father was adamant she should report the rape to the police, but she did not dare. Her brother, who knew the
perpetrator, was in jail, awaiting trial for murder. He pleaded not to identify the perpetrator, because the perpetrator
could betray him. After the rape, Rosa became ill and stayed in bed. Her half-sisters said to her: " You will like sex
when you are older." What became of Rosa?
Rosa did not stay at home. Between the ages of fourteen and eighteen she lived with foster parents. At the age of
eighteen she started using drugs and became homeless. Now, when I ask her about her future, she says: "a woman has
three choices: she can either become a prostitute or she can go out stealing or she can seduce a man who is a dealer".
Rosa feels she has no choice: she will always remain a victim. Her treatment need was to get some rest. After she got
some rest, she departed She stayed for some time with a man and now and then she is readmitted. Only a low
threshold programme is possible for her, because she refuses to give up drugs.
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Chapter one Female hard drug- users
1.1 Introduction
Before giving a description of the demographic and psychosocial characteristics of female drug-users in Amsterdam, I
would first like to give a brief sketch of the context of drug-use including a brief summary of the history of drugs in
Holland (section 1.6 contains a description of the international situation), the number of substance users, the
characteristics of addiction and the harmful personal and social effects of substance use.
Before 1970 drug problems did not exist in Holland. Drug- use was limited: some artists used heroine, cocaine or
amphetamines and in the big cities of Amsterdam and Rotterdam there was limited opium use confined to the small,
closed Chinese community who used it in the so-called opium 'den' (Hoekstra & Derks, 1991). Opium smoking as a
domestic phenomenon never attracted much attention (Berridge & Edwards, 1981). However, about 1970 some young
people started to use amphetamines and so-called hippies started to buy drugs on the street from the young Chinese. In
the fall of 1972, heroine was introduced onto the street market. Drugs became a growing problem. Leuw (1984)
estimates the growth of drug-use in Amsterdam as follows: in 1973, there were 1500 drug-users; in 1974, 5000 and in
1984, between 8000 and 10,000. According to Plomp and Reijneveld's estimate (1991), there are 11,000 to 12,000
drug- users in Amsterdam. There are 24,000 drug-users in the Netherlands as a whole (Driessen, 1991).
How many women are using drugs? In the Netherlands it is estimated that 7000 women use drugs (Driessen, 1990).
Many more women are addicted to pills (500,000, Broersma & Van Wees, 1991); a lot of women drink too much
(150,000 to 200,000), or are compulsive gamblers (14,000). Some of them, we do not know how many, have two or
more addictions.
Still, it is the female hard drug-users who attract most of the public's attention. Heroine prostitutes, as they are
commonly called, excite moral indignation and the public's imagination, because they live immoral, dangerous and
sensational lives. Their problems touch fundamental questions such as the meaning of life, death, sex, aggression,
happiness, self-destruction and reproduction.
Characteristics of addiction
The term "addiction" suffers from a lack of precision and a variety of interpretations that sometimes seem more to
confuse than to enlighten (Meyer, 1986). In order to give some idea of what addiction means, Van Bilsen (1992),
applying the elements of the Alcohol Dependence Syndrome proposed by Edwards & Gross, (1976), suggests the
following common characteristics of addiction:
- life revolves around addiction, addiction is the fuel of one's life, nothing is more important than, for example,
obtaining drugs. Addiction includes 'an overwhelming involvement with drugs and/ or other activities that are harmful
to the person involved and to society (Alexander, 1990)
- careful search and planning of the addictive behaviour, continual paying of attention to ensuring the supply of
enough drugs (food, alcohol or tranquillizers) - increased tolerance with regard to the effects of the addictive
behaviour, over time an increasing dose is needed to provide the same effect as the initial dose
- physical dependence, characterized by withdrawal symptoms (irritation, restlessness, depression, boredom), which
appear when regular administration of drugs or other substances is discontinued
- awareness of compulsion or urge to perform the addicted behaviour
- the need for continued drug-use in order to avoid withdrawal symptoms
- relapse after a period of abstention
Addiction is not necessarily linked to psycho-active drugs, but concerns behaviour (Van Bilsen, 1992). The above
characteristics could be seen as characteristics of behaviour. For this reason, all kinds of initially pleasurable behaviour
can become excessive and addictive, like working, daydreaming, sexual behaviour, gambling, eating and kleptomania
(Van Bilsen, 1992 Reedijk,1992, Orford,1992).
Definitions concerning addiction emphasize: excessive appetite (Orford, 1992) or pathological use, social impairment
(Edwards & Gross,1976) compulsiveness of the behaviour aimed at immediate satisfaction of needs (Marlatt, 1983)
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and dependence (requiring the presence of tolerance or withdrawal symptoms).
The DSM-III-R distinguish between two categories of substance use disorder: alcohol or drug abuse and alcohol or
drug dependence. The above characteristics of addiction are typical for alcohol or drug dependence.
Harmful personal and social effects of drug-use
The short-term effects of drug-use, 'getting high', are perceived as pleasant by the majority of those who use them.
Depressed feelings are relieved, anxiety disappears. But the long term effects of drug-use are often disastrous. Because
drug-use includes alcohol use, I will discuss the effects of both substances. Moreover, drug-users are often multiple
users and are sometimes also addicted to alcohol.
Drug-use causes bodily harm. The immediate physical effects of alcohol abuse involve gastric, vascular and liver
problems. Some alcoholics suffer serious brain damage, experience delirium and develop Korsakov's disease.
Opiate use masks all kind of physical problems. Women's menstrual cycle disappears; as a consequence, contraceptives
are used either intermittently or not at all and pregnancies remain unnoticed until the fourth or fifth month. Drug-user's
babies might be HIV-infected, they might suffer withdrawal symptoms, their birth-weight may be too low, and often
they are born prematurely.
Because opiate use has a masking effect on bodily sensations, drug-users often remain unaware that they are suffering
from serious diseases such as pulmonary infections, vascular diseases, endocarditis and abdominal pains. Frequently,
drug-users suffer from tuberculosis or hepatitis. Because of opiate use many drug-users' teeth are in a very bad
condition. Many dentists refuse to treat drug-users because they are afraid of AIDS infection.
As drug-users inject themselves, they sometimes develop infections and develop abscesses. Intravenous drug-users get
many scars. Aids is a serious social and public health problem, it is estimated that 30 percent of Amsterdam's
intravenous hard drugusers is HIV-infected (Van den Hoek, 1990).
Cocaine use also causes serious physical damage such as nasal problems, frontal sinus infection, fits of coughing,
bronchitis, vascular diseases and gastro-intestinal spasms and complaints.
Drug-users who are trying to get 'clean' suffer withdrawal symptoms such as anxiety, restlessness, perspiration, shakes
and vibratory motions. Withdrawal symptoms are experienced as a serious bout of "flu".
If we look at the social consequences of drug-use, the costs seem very high. Alcohol abuse is directly responsible for
2000 deaths a year. Alcohol abuse is involved in 40% of fatal traffic accidents and in 20% of crimes such as murder,
grievous bodily harm, attempted manslaughter and criminal damage (Lemmers, 1991). Alcohol abuse lies at the cause
of one quarter of all fatal accidents in the home (Hoekstra & Derks, 1991).
There is a link between illegal drugs and crime. Drugs are expensive and drugusers need money, more money than
they can obtain by legal means. Compared with other countries, few Dutch drug-users commit crimes against property
in order to obtain drugs (Grapendaal et al., 1991). The study by Grapendaal et al. shows that, as far as illegal activities
concerned, there are different groups of drug-users in Holland:
- one group (63% of the respondents) with a predominantly legal income, including state benefit; a minority (15%)
belongs to the category of so-called extremely problematic drug-users
- one group (22% of the respondents) that acquire their income from criminal activities; this group is responsible for
60% to 70% of all criminal activities among drug-users; this group consists predominantly of Dutch citizens of thirty
years old or younger
- one group of drug-users (15% of the respondents), who earn their income through dealing in drugs on the street.
This group consists predominantly of Surinam drugusers over the age of 30 (65%) and addicted for longer than eight
years (75%).
In 1990 half of all prison inmates were addicted to drugs (Leuw, 1989). In 1989 almost 50 percent of drug-addicts
received a prosecution because of a crime against property. Almost half of all female prison inmates are in jail because
of crimes committed in contravention of the Opium Act (SCP, 1992).
1.2 Some demographic characteristics
What is known about the sort of woman who gets addicted to drugs? How old is she, what is her socio-economic
background, is she well-educated, married, does she have children, is she a native or a migrant? How much money
does she have, and how much does she spend? In order to become familiar with the profile of the Dutch female hard
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drug-user I shall use the data of a recent Dutch investigation among 202 drug-users in Amsterdam.
In 1987 Korf & Hoogenhout (1990) interviewed 202 drug-users who used drugs almost daily (with a minimum of five
days a week) in Amsterdam. They interviewed them about their background, life-style, experience with drugs
dependent treatment programmes and their appreciation of the programmes. One quarter of the respondents was female
( 87 persons), three-quarters of the drug-users was native, one quarter of foreign origin. As research method they used
a chain referral sample.
The mean age of the woman drug-user in their study is 27,8 years, the age-variation of male and female drug-users
varies between the ages of 16 and 47. More than forty percent of the women drug-users is of foreign origin, for
example, from Surinam. Unfortunately Korf & Hoogenhout (1990) do not always use 'gender' as a discriminating
variable between the groups. The data relating to social class and education are derived from the total group of 202
drug-users, male and female. Almost half of the drug-user's mothers are housewives. Most of the drug-users belong to
lower class or lower-middle class. More foreign drug-users than Dutch drug-users belong to the lower (middle) class.
Drug-users have had little education; forty percent of them has only primary or vocational school; 22% has advanced
elementary education, 16% has been to high school; 25% has been to college or university, but not all of them got
through their examinations.
Korf & Hoogenhout (1990) did not collect data related to marriage, but they did examine whether or not the drug-user
lived alone or with others. More than two-thirds of male and female drug-users shared an apartment with one or more
persons. More women drug-users than male drug-users shared an appartment. Female drug-users shared their living
space in almost every case with men. Almost one-third of male and female drug-users had one or two children. More
female drug-users than male drugusers had children. Half of the foreign women drug-users had children; one third of
the Dutch women drug-users had children. Generally speaking, the children of drug-users did not live with their
parents. Three-quarters of the Dutch drug using parents did not provide or care for their children; nine out of ten
foreign children of drug-using mothers had been placed with relatives or in foster care.
Almost all male and female drug-users (86%) had their own doctor. 79 Percent of the Dutch female drug-users went to
their own doctor. Of the foreign female drug-users, 83 percent had their own physician.
Male and female drug-users were asked how much money they got the week before the interview (in 1987). The
average weekly income came to 711 guilders. There was much variation. One fifth had had no income. About forty per
cent had less than 250 guilders to spend per week (just as much as state benefit). The other forty percent was more
fortunate: some of them had up to 8,000 guilders a week. Korf en Hoogenhout (1990) did not differentiate between
men and women.
The cost of living, including housing, food and clothes, amounted to 245 guilders a week. Drug-users spent more
money on drugs, including alcohol, benzodiazepines and sleeping tablets, than on their living. On average they spent
575 guilders a week on drugs. About 15 percent did not spent more than 100 guilders. Almost 50 percent spent
between 100 and 500 guilders on drugs. About 25 percent spent more than 700 guilders a week on drugs.
Drug-users (male and female) were asked about their main income sources during the week previous to their being
interviewed. One third acquired their income through drug dealing. State benefit was the main source of income for 24
percent of the drug-users. 16 percent were dependent on prostitution as their main source of income. Less than 10
percent had a job. More than 50 percent of the female drug-users used prostitution as their main income source. They
also profited from state benefit as a main income source (it was possible to state more than one main income source).
Criminal activities such as dealing in drugs, working in the sex industry, theft, burglary and fraud were drug-users'
main income sources (in 63% of all cases).
1.3 Paths to addiction and prostitution
Heroine and prostitution are woven together into the lives of most female drug-users. I will start the description of
drug-use and prostitution with the study of Berg & Blom (1987) who interviewed more than sixty women drug-users,
none of whom were in treatment at the time of research. Their research resulted in five characteristic 'paths' to
addiction and prostitution. The paths distinguish between lower, middle and upper class women and between the
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sequence of addiction and heroine. As far as the paths to addiction are concerned, I shall focus on Berg & Blom's study
because they make clear how Dutch women become addicted. Other research (Hser, Anglin and McGlothin, 1987,
Reed, 1987, Rosenbaum, 1981) also investigate female hard drug-users, but their focus is different; they focus for
instance on the differences between male and female drug-users (see Introduction, page 2).
First, Van de Berg & Blom emphasize that male drug-users' 'drug career patterns' are different. As Janssen &
Swierstra (1982) describe, male drug-users belong to a subculture. In as far as women belong to a subculture, they
belong to the subculture of their boyfriend. When their relationship with their boyfriend is over, they are also excluded
from the subculture. Just as there are few 'old-girls networks' in society, so there are no independent, women's drugusing subcultures. Women frequently live on their own and have to fend for themselves.
Van de Berg & Blom distinguish five different paths in becoming a drug-using woman. The first two paths concern
women who are first prostitutes and subsequently become addicted. The opposite is true for the last three paths.
Path One Heroine as downfall
Path One concerns lower-class women who chose prostitution as profession. They grew up with women who were
prostitutes, it was their aunt 's or their mother's profession. When they become addicted, they fail in their own eyes. In
the world of prostitution, female drug-users who work as prostitutes belong on the lowest scale of the social ladder,
because they are utterly dependent and are no longer free and independent women. Van de Berg & Blom has called
this path 'heroine as downfall'.
Path Two Heroine as trap
Path two relates to middle-class women who become prostitutes in order to have pleasure, fun and freedom. As
women they are independent, they do not share their income with a man. How do they become addicted? At first their
life is very exciting. The women work as prostitutes only incidentally, they use the money to buy clothes, to buy a
relatively small amount of drugs and go to parties at night. Occasionally they use heroine or cocaine at parties. They
are unaware of the diminishing opportunities to change their lifestyle, they do not have any work-experience outside
prostitution and their education is unfinished. For them, heroine is a trap, and they have fallen into that trap. Van de
Berg & Blom call the second path to heroine use 'heroine as trap'. Rosenbaum (1987) also notes that a career in
addiction is one of narrowing down of options. In her study of addicted women she notes that prolonged drug-use
diminishes the opportunities to find a job, advance education, maintain relationships outside the 'drugs-scene' and take
care of children.
Paths Three, Four and Five concern women who start with an addiction and subsequently turn to prostitution because
they need money for their drug-use. Van de Berg & Blom distinguish between lower, middle and upper-class women.
Path Three describes the lower-class woman's passage to prostitution.
Path Three Prostitution out of necessity
The lower-class woman's route to prostitution is referred to by Van de Berg & Blom as 'prostitution out of necessity'.
Women become addicted because they have a boyfriend who uses drugs. They are in love, they idealise the
relationship with their boyfriend and try to escape from difficulties in their past. Many of these women have
experienced physical and sexual abuse in their past, sometimes they were raped inside the family, sometimes outside.
The case I described earlier, the story of Rosa, is an example of 'prostitution out of necessity' (see page 10, example
Rosa).
Women in Path Three have a very limited life-experience. Their world consists of their parental home, their
neighbourhood, their experience with heroine and prostitution. Their view of the future is sometimes as romantic as it
is prosaic: they would like to have a husband, a family, children, a house of their own and would like to live happily
ever after. Sometimes their view of the future comes true: a boyfriend or a former client rescues them from drugs and
prostitution. They start a new life. They have children and thanks to the children they stay clear of drugs.
Unfortunately, if problems start, if the children provide difficulties, if the husband is out of work, they sometimes
relapse. For them, drugs are a coping strategy for which they know no alternative
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Path Four Prostitution as slippery slope
Middle-class women, the subjects of Path Four, were first addicted and subsequently became prostitutes because they
were in need of money for drugs. In a certain way their position resembles the women of Path Three. Like the Path
Three women they first became addicted and subsequently became prostitutes. Like them, they dislike prostitution.
Like them, their childhood was unhappy. There is only one big difference: life has endowed them with more
opportunities. They are better educated than the women of Path Three. They learned to talk, to express their feelings
and were able share their problems with middle-class friends. Although the middle-class women had more
opportunities, they nevertheless became addicted, because, for example, they felt affectively neglected or because their
parents were too busy with their own lives. For example, parents quarrelled continuously and ended up with divorce.
Sometimes the middle-class women were very lonely as a child, family-life was depressing, because mother or father
was depressed. Possibly there had been a loss in the family, a parent or a brother or sister had died. As a child they
may have felt survivor's guilt. They were alive, the brother or sister was dead.
There could also be a question of role reversal, mother was too sick, too drunk or too depressed to care for her
children and the oldest daughter took mother's place. Sometimes her father took her as a wife and used her for his own
sexual and emotional needs. She, as a daughter, was alienated from her own feelings and needs. Now, when she uses
drugs, when she injects herself, for a short time her feelings of depression or dissociation will abate and she feels
happy. Van de Berg & Blom called Path Four 'prostitution as a slippery slope'.
Path Five Heroine as rebellion
Rebellious middle-class and upper-class women take drugs out of rebellion against their parents. Van de Berg & Blom
call this route 'heroine as rebellion'. Half of this group is foreign, most of the women are German. Some of them have
received a college education, others have advanced secondary education. Some parents were very conservative,
religious or authoritarian; others believed in freedom, smoked cannabis, but neglected the affective needs of their
children. Some of them were beaten as a child, others sexually abused. Some of them left home with their boyfriends
when they were sixteen and went to Amsterdam in search of freedom and a new way of life. They cut themselves free
from their families and afterwards had no social support.
Van de Berg & Blom (1987) characterise this group of upper-class women as proud and self-confident. Prostitution is
their only problem. They experience prostitution as very humiliating. They try other ways of getting money and rob
their clients if possible or talk with them instead of having to have intercourse. They would like to steer clear of drugs
and escape prostitution, but mostly they are not able to stop their drug-use. They cannot profit from treatment, because
their dislike of society and its social rules or their dislike of conformity stands in the way of getting detoxified. These
women can act very self-destructively, sometimes they wish to become HIV-infected, like their boyfriend, sometimes
they plan to take an overdose, they dream of dying together with their boyfriend. They do not have anything to lose,
because they have lost everything.
1.4 Drug-use
In this section I shall describe the drugs women use, the dominant combinations of drugs and how women use those
drugs.
Heroine
Korf & Hoogenhout (1990) found that in 1987 drug-users in Amsterdam preferred heroine. Heroine is a sedative,
semi-synthetic drug prepared from morphine. Drug-users used heroine most frequently and spent most of their money
on heroine. Almost half of the drug-users had been using heroine for more than 10 years. On average they were
nineteen years old when they first used heroine. The physical effects of heroine are described in the introduction to this
chapter. Heroine's duration of effect varies between two and six hours. In the study by Korf en Hoogenhout (1990)
94% of the drug-users had used heroine in the previous week.
Cocaine
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In 1987, cocaine came second to heroine in popularity of usage (Korf & Hoogenhout, 1990). Cocaine, derived from the
coca leaf, produces local numbness and was used by dentists as a local anaesthetic. It is a stimulant, and produces
feelings of euphoria. Cocaine's duration of effect varies between half an hour and four hours. 73% of the drug-users
had used cocaine during the week prior to the interview (Korf en Hoogenhout, 1990). With regard to duration of druguse, cocaine use starts a few years after heroine addiction.
Cannabis
Cannabis itself has quite a bewildering variety of derivations, each with a different name. The resinous exudation of
the flowering tops and leaves is generally known as hashish; material derived by chopping the leaves and stalks is
termed marijuana (Berridge & Edwards, 1987). Cannabis produces a mildly intoxicating effect; other effects are fits of
giggles, feelings of hunger and sometimes anxiety or short-term psychotic reactions.
Cannabis occupies the third position after heroine and cocaine among the Amsterdam drug-using population (Van der
Korf en Hoogenhout, 1990). More than one third of the population had used cannabis in the 24-hour period prior to
the interview and almost two-thirds had used cannabis in the previous week. Half of the male drugusers used cannabis,
this is in marked contrast to the female hard drug-users. A quarter of the female drug-users used cannabis. With regard
to duration of drug-use, on average, cannabis use precedes heroine use.
Tranquillizers and sleeping tablets
Tranquillizers and sleeping tablets are legal drugs. They are prescribed by a doctor. They are used in times of
psychological disturbances, when people are under great stress. The tablets have a sedative effect, and are mildly
intoxicating. Use over a longer duration produces addiction. In Van der Korf & Hoogenhout's study (1990), one third
of the drug-users had used sleeping pills and/or tranquillizer in the week prior to the interview. Contrary to
expectations women drug-users used less pills than male drug-users. Population research show the reverse: women
take more pills than men (Sandwijk et.al. 1988).
Alcohol
Van der Korf & Hoogenhout (1990) also studied the use of alcohol among the Amsterdam drug-users. Two-thirds had
used alcohol in the week prior to the interview, half of them had used alcohol during the 24-hour period prior to the
interview.
Methadone
Methadone treatment, conceived of as an alternative to heroine addiction, was introduced as a legal opiate by the
physician Dole and the psychiatrist Nyswander in the early 1960's. Methadone is an orally administered, analgesic and
synthetic opiate, but does not produce exactly the same physiological or psychoactive effects as heroine. It is possible
to use methadone as a detoxification treatment or as maintenance treatment. Methadone prevents withdrawal sickness.
In a detoxification clinic a drug-user is prescribed a certain dose. Each day there is one methadone tablet less, until the
druguser is drug-free.
A maintenance dose is a way of treating chronic heroine-users. Heroine-users are stabilized and they do not have
withdrawal symptoms. Methadone-maintenance treatment in the eighties was seen as a means of reaching drug-users
as a group. It was supposed that once drug-users were on methadone-maintenance, they could be motivated to become
clean. Another reason given was that drug-users on methadone did not need to resort to so much criminal activity in
order to maintain their drug-addiction. The last supposition worked, the first did not. Many drug-users use other
substances in addition to methadone. Methadone establishes a bottom line in drug-use, besides which other drugs are
used.
Women on methadone experience side effects such as weight gain, weight loss, amenorrhea, acne, hoarseness,
sweating, constipation, leg cramps, muscle spasms, hair loss, bladder infections, nervousness, arthritis, anxiety,
memory loss, body aches, emotionality, non-emotionality, and lethargy (Rosenbaum & Murphy, 1987). As Rosenbaum
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& Murphy note, almost every physical effect and its opposite can be contributed to methadone. They note that perhaps
weight fluctuation (mostly weight gain) is the most common physical change that women attribute to methadone.
Dental problems are another common complaint among women in the initial stages of methadone maintenance, as are
lethargy and drowsiness. Methadone's duration of effect is about 24 hours.
Almost three-quarters of the group of drug-users had used methadone during the week prior to the interview.
Combinations
Only 6% of drug-users only use opiates (Korf & Hoogenhout 1990). The most popular combinations are: opiates +
cocaine + alcohol + cannabis (20%); opiates + cocaine + alcohol + cannabis + pills (14%); opiates + cocaine + alcohol
(11%). Male drug-users use combinations of three or more kinds of drugs more frequently than their female
counterparts.
Methods of drug-use
Korf en Hoogenhout (1990) researched how drugs were used. The predominant way of using heroine was heroine
smoking. Heroine smoking is called 'chinesing'. 'Chinesing' goes as follows. Prior to smoking, users heat the prepared
heroine above a flame on a piece of tinfoil; after the heroine is heated they inhale wreaths of smoke through a pipe or
straw.
Currently,the predominant way to use cocaine is freebasing. Prior to smoking, cocaine is heated or 'cooked up'.
Reagents such as ether or baking soda are used to remove the hydrochloride from the cocaine powder. The result, an
alkaloidal base, is fed through a water pipe filled with liquid, and the fumes are inhaled.
Less than one third of drug-users, 29%, use drugs intravenously. Native users are more likely to use drugs
intravenously than foreign drug-users. Foreign female drugusers use drugs intravenously more frequently than male
foreign drug-users. Because intravenous drug-use and needle-sharing go hand in hand, intravenous drug-use is a highrisk factor in acquiring the AIDS virus.
1.5 Prostitution
Women's stereotypical role in patriarchal society portrays two poles. The positive pole shows the woman on a pedestal,
the woman as madonna; the negative pole typifies the woman who has failed, the fallen woman, the prostitute. James
(1980) characterizes the female sex role prostitution as follows:
"Prostitution is a traditional variation of the female sex role which, in the past, has been seen by many not only as
abnormal but as destructive to society and to the individual prostitute. Streetwalkers, in particular, have been
stereotyped as "sick", degraded women, self-destructively abusing themselves through constant exposure to the risk of
disease, drug-use problems, assault, men who "use" them and imprisonment (p.1)."
James (1980) presumes women's choice to act as prostitutes is caused by parental neglect in their youth. She studied
136 female prostitutes. The mean age at which the women she studied left home for good was 16.25 years. "Dispute
with family" was one of the major reasons for leaving home. Physical and emotional abuse were also important
reasons. The prostitutes accentuated parental neglect, rather than abuse as the main cause in separating them from their
families. Parental abuse or neglect is widely considered to be a typical experience in the life of women who become
prostitutes. Jackman et al (1967), Esselstyn (1968), Greenwald (1970), Davis (1971) and Gray (1973) all mention
alienation of the child from the parents and unsatisfactory relationships with parents as background in the lives of
women prostitutes. In short, according to James, prostitution is an adaptation to negative circumstances.
The prostitute acts in a self-destructive way because she has lost her friends and family. The prostitute is a so-called
fallen woman. She earns her money by prostitution, sometimes she works for her boyfriend, sometimes for a pimp. She
develops a deviant sort of self-regard. She is not immediately aware that her situation is a self-destructive one.
Prostitution as an adaptation to negative circumstances shows a narrowing down of options.
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Heroine prostitutes are streetwalkers. They are different from common female prostitutes. In order to demonstrate the
difference between streetwalkers and so-called common prostitutes I would like to compare the experiences of
streetwalkers with the experiences of common prostitutes. The following description of common female prostitutes is
based on the study by Vanwesenbeeck, Altinck and Groen (1989).
The common prostitute
Vanwesenbeeck, et al. (1989) estimate that in Holland some 20,000 women work as prostitutes. They work in clubs, in
red light districts, in brothels, as escorts, at home or on the street. According to local authority of Amsterdam in 1993
some 10,000 women work in Amsterdam as prostitutes. Amsterdam has 60 clubs and some 200 brothels, exploiting
340 'windows'. Local authority estimates that some 500 to 1000 women are addicted streetprostitutes.
About 7% of the prostitutes Vanwesenbeeck (1989) studied were streetwalkers. Most of the women worked in the
windows of the red light district, in a club or in a brothel. Vanwesenbeeck (1989) mentions that it is very difficult to
determine whether the population under scrutiny represents the whole group of female prostitutes. The researchers
reached most respondents in a roundabout way, through the clubs, or through other women. Other ways of making
contact with the group, via for example advertisements, failed. Vanwesenbeeck (1989) compensated this flaw in
methodology by calling in the help of experts who are members of the "Rode Draad", an organization of prostitutes.
These experts tested the representativity of the responses.
Generally speaking, for prostitutes who are not drug-addicts, prostitution is a deliberate choice. The work is exciting,
the women like to be their own boss and earn a lot of money.
Lana, 27 years old: " Prostitution is not an easy job, but I prefer it to working in an office. The office-staff do nothing
but gossip about women, men, children and clothes. Anyway, I couldn't find the excitement I find in this work in any
other job. And of course, I get a kick out of the money. When I am working, I feel sure of myself. When I sit behind
the window, I get compliments. I just need to hear how cute I am." (Groen, 1987, transl. CK)
Psychological and physical consequences of common prostitution
The main psychological consequences of working as a prostitute are tension and nervousness, depression, hostility,
distrust, aggression, anxiety and feelings of guilt (Vanwesenbeeck et al. 1989). Relatively few women experience
serious psychological disturbances, although many occasionally contemplate suicide. They have the following
(psycho)somatic complaints: venereal diseases, headaches, eating problems, sleeplessness and hyperventilation.
Prostitution influences relationships with family, husband and friends. Half of the prostitutes work secretly, leading a
double life. They get support primarily from their colleagues, and in the second place from their husbands.
As I described earlier, when a professional prostitute gets addicted, she drops down the social scale, loses her position
and status. She is stereotyped as the lowest of the low, a streetwalker.
Streetwalker
Three-quarters of the women who use hard drugs, are involved in prostitution (Keesmaat, 1989). Most of them detest
prostitution and say they can only carry on with it because they are under the influence of drugs. The customers
humiliate and exploit them, they drive slowly along the streets in their cars, while waiting until a woman is sick from
withdrawal. They hope that they will get her cheaper that way or that she will do things other women refuse to do.
They hope that she will be so desperate that she has no will of her own and will be completely in their power.
Van Gelder and Van Roekel (1989) describe the exception to this rule. Sometimes the relationship between an
addicted prostitute and her customer is quite friendly. The customer and his 'regular' prostitute spend a whole day
together and, when she is in need of drugs, the man pays for them for her, so she does not need to look for another
customer.
Physical and psychological consequences of streetwalking
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Streetwalkers are likely to be seriously harmed in their feelings of self-esteem (Keesmaat, 1989). They detest
themselves, they are disgusted when they see what their life has become and they can only survive by using drugs.
They feel ashamed of themselves. They fear rejection, and often they are rejected. One German streetwalker said: "Was
bin ich, ich bin Scheisse." (What am 1, I am shit). I presume that streetwalkers have more physical and psychological
complaints than prostitutes in clubs and brothels. They live continually in danger on the streets, the possibilities of
becoming infected with syphilis increase, they are at risk when they are forced to have sex without protection and
when they are raped. They do not have any 'space of their own', they live on the street night and day. Sometimes they
sleep during the day in a hotel. Drug-use protects them against feelings of cold and hunger. They do not immediately
feel the consequences of neglect and so the neglect increases, day by day. Although many streetwalkers are homeless,
some of them have a family, a partner and children. Like the common prostitutes they do not dare to tell their family
about their work. Keesmaat (1989) cites a woman who uses hard drugs:
"I have always been a proud kind of girl and that's why I keep myself so much to myself. They would not believe me,
if I told them what I did. If I did tell them, my mother would drop dead (Mavis, 35 years old, p. 57)". (transl:CK).
Surinam and Moluccan women fear the shame they will bring on their family and the consequence that they will be
banished from their family.
Streetwalkers are doubly ashamed: because of their addiction and because of their prostitution. They are also more
ashamed about their experiences in prostitution than common prostitutes, because streetwalkers permit more insulting
and humiliating behaviour than common prostitutes. The streetwalkers' position is more characterized by dependency.
Some of them turn to an addicted boyfriend, start a relationship with him and are physically and sexually abused.
Some of them are forced to turn to prostitution, with their boyfriend acting as pimp. She has to earn money for him as
well as for herself. She is the drugs winner.
The risk from HIV-infection
Almost one-third of intravenous drug-using prostitutes are infected with the HIV-virus (Van den Hoek et al., 1989).
As far as the number of women using hard drugs is concerned (Driessen, 1991), including the rate of intravenous druguse (Korf & Hoogenhout, 1990) and the rate of HIV-infection, it is estimated that at least 600 women are HIVinfected. Needle-sharing and sex without protection are the risk-factors. A study on drug-addicted prostitutes reports
that 'prostitution does not constitute an additional risk factor', provided women are injecting drug-users (Dan, Rock and
BarShani, 1987). But, as another study shows, sexual behaviour is a risk factor for nonintravenous drug-users, (Sterk,
1990). Non-intravenous drug-users might get AIDS from their male customers (Alexander, 1987).
A study in the USA of 120 streetwalkers, three-quarters using drugs, (Sterk, 1990) showed a higher rate of
seropositivity among cocaine and crack-using prostitutes (82% of whom are seropositive) than among intravenous
drug-using prostitutes (57% seropositive). Cocaine and crack are known to cause sexual arousal and it is not unusual
for drug-users to engage in sexual activities with each other (Sterk, 1990). Also, women offer their bodies in exchange
for "free" cocaine powder or a ready-prepared rock of crack. Compared with other sexually-transmitted diseases,
female-to-male transmission of HIV is low (Friedland,1987; Padian, 1987; Levy, 1988). It is possible that the
nonintravenous drug-using women have sexual encounters with males who are at risk because they are intravenous
drug-users or bisexual. Sterk (1990) states that: "This could imply that prostitutes are at higher risk of being infected
by their customers than are their customers at risk of being infected by the prostitute" (p.119).
Common prostitutes, who do not use drugs, have a lower risk of getting infected. Results of Sterk's study showed that
15% of the non-drug-using prostitutes were HIV positive. Results of Day and Ward's research (1990) in St Mary's
Hospital in London among two hundred prostitutes, only 7% of whom were using drugs, showed that three of the 87
women tested were HIV-positive. Two of these three women used drugs intravenously, one woman had a bisexual
partner. Day and Ward's research (1990) supports the impression that among 'common' prostitutes the rate of HIVinfection is low.
Some sexual behaviour of female drug-using prostitutes enhances the risk from HIV infection. As mentioned earlier,
teeth and gums are commonly in a deplorable condition whereby oral sex becomes a high-risk behaviour. Van den
Hoek et al. (1989) presume that because HIV-infection is coupled with other sexual transmitted diseases, drug-using
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women who are already infected with other sexual diseases are more at risk of becoming HIV-infected.
Hartgers (1992) assessed HIV risk behaviour among 122 HIV positive, injecting drug-users, including eighteen female
prostitutes, who were all aware of their serostatus. She investigated the extent to which these drug-users put others at
risk from HIVinfection, mainly through unsafe sex. One fifth of the research subjects put others at risk over a period of
approximately four months. Many do not think they will be able to use condoms when necessary and many have
limited confidence in the efficacy of condoms in preventing HIV-transmission. Hangers (1992) found that female
prostitutes, compared with females, have an increased risk of having unsafe vaginal sex, with clients or with private
partners.
1.6 Legal context of drugs and prostitution
Drugs
Until the beginning of the 20th century, drugs like opium and coca could be freely used in the United States with few
legal restrictions and without irreversible physical damage to users (Hangers, 1992, Van Epen, 1988). Around 1870
heroine started being produced commercially from morphine and could be bought at drugstores (Swierstra, 1991). New
legislation in America (Harrison Narcotic Act, 1914) put an end to the free availability of heroine and morphine, but
during the ensuing twenty years doctors were allowed to prescribe heroine and morphine (Swierstra, 1991). After this,
drugs became illegal in the United States and a war on drugs began.
So far, Dutch drug policy has been characterised by the public health point of view which normalizes drug-use and
aims at preventing a health problem being turned into a crime problem. Dutch policy aims at lessening the problems
attendant to drug-use, instead of decreasing drug-use itself.
In 1976 the so-called Dutch Opium Act, based on the Single Convention, New York, 1961, was revised. The sale and
use of up to 30 grammes (one ounce) of cannabis leaf or resin became a minor offence on the same level as a parking
offence. The Opium Act differentiates between two kinds of drugs: list I features drugs presenting unacceptable risks
(heroine, cocaine, amphetamines, ecstasy, the so-called hard drugs) and list II contains drugs presenting acceptable
risks (cannabis products, the so-called soft drugs). Instructions of the Public Prosecutor (1976, 1978), made public in
1980 (Staatscourant, 137) are that the police force would not directly prosecute the import and export or possession of
hard drugs or soft drugs for personal use. The powers of the police force are directed towards catching consignments
that seem destined for export.
Dutch drug policy is a success: most drug-related crime has been abolished, the death-toll of heroine is declining (64
persons in 1987) and the average age of death was rising. Cigarettes are reckoned to have killed 20,000 people yearly,
alcohol 2000 people.
The Dutch police force is combatting the international drugs trade, while drug smugglers and dealers receive heavy
sentences. The mean jail sentence for drug crime is 36 months (SCP, 1992). According to Baanders (1989), the Dutch
Ministry of Justice is the first one to have amended the law so as to improve the legal powers for confiscating the
property of organized criminals. The amount of money involved in the drugs trade is estimated at 2,5 billion guilders
(SCP, 1992).
There is very little tolerance with regard to drugs-related crimes; drug-users have the same degree of responsibility for
their criminal conduct as non-drug-users. An integral legal approach aims at reducing drugs-related public nuisance,
such as harassment of tourists, car theft, hanging around and gathering of drug-users.
Why are drugs not free and legal? One objection is that the legalization of drugs would mean withdrawing from
international conventions that outlaw the sale and use of drugs. Another objection is that with legalization of drugs,
secondary prevention is awarded priority over primary prevention. This is called an "unnecessarily risky enterprise"
(Grapendaal, Leuw & Nelen, 1991). The risk means expansion of the market for soft drugs and the increasing
commercialisation of soft drugs. The risks include increasing drug tourism, international isolation and the increasing
use of soft drugs and hard drugs among young people, teenage drop-outs and fringe groups.
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The advantages of legalization are the reduction of drugs-related crime, normalization of drug-use, decriminalisation
of the drug-user and the reduction of prostitution out of necessity. Obviously, female drug-users would profit from
legalization, because they would not then be forced into prostitution and the social stigma would be lessened.
But, in view of the important economic interests involved in the drugs trade (2,5 billion guilders), the option of
legalization does not seem very feasible.
Current political issues in the debate on drugs policy concern not only the legalization of soft drugs or the exact
opposite, e.g. surveillance of coffee shops (should the coffee shops be forbidden from admitting people under the age
of 16?) but also on compulsory treatment of criminal drug-users or treatment under duresse for drug-users who have
committed at least four crimes within any one year. These criminal drugusers can 'opt' for therapy instead of
imprisonment. Because female drug-users do not usually commit crimes - prostitution is a semi-legal activity - they
are not subject to compulsory treatment or treatment under duresse.
Prostitution
The foundation of an Eroscentre in Rotterdam was judged to be unlawful, because according to Dutch penal code any
kind of prostitution is illegal (Haveman, Wijers, 1992). For ten years now there has been discussion on the abolition of
the ban on prostitution (article 250 bis Penal Code). It is now up to the Upper Chamber to declare prostitution legal or
illegal. The proposal for abolition of prostitution as a crime aimed originally:
- to put up a vigorous fight against the trade in human beings (formerly trade in women) and against forced
prostitution
- to put prostitution under state control and regulation
- to ameliorate the position of prostitutes.
At the end of 1991 the legal tide for abolition turned, prostitution continued to be a crime (Altink, 1992). However,
local authorities could give permission for the running of a brothel. A consequence is that policies on prostitution vary
from town to town according to local by-laws. For local authorities there are three conceivable policies with regard to
prostitution: that prostitution is forbidden and liable to punishment; that prostitution without license is forbidden; that
the local authority has not regulated prostitution. A person who has forced someone into prostitution or who has
applied deception or abuse of duresse is liable to punishment.
The Minister of Justice introduced the new immigration law as a further element to prevent prostitution (article 250 ter,
Penal Code). Owners of brothels are not allowed to hire women from developing countries (non- EC countries) to
work as a prostitute. Officially the Minister of Justice's proposal aims to prevent the trade in human beings. The
presumption is that it often happens that women from development countries are misled or are forced into prostitution.
A brothel-owner is liable to punishment even if a women from a developing country voluntarily decides to become a
prostitute, because she would then be working in a brothel without a work permit (Employment of Foreign Workers
Act). The Minister of Justice does not want the public authorities to be involved with prostitution, so he decided that
prostitutes from non-EC countries, although legal in Holland, will not get a work permit. Normally there is no
discrimination between EC women and non-EC women with regard to practising a profession.
Chances are that more women will turn as a result to illegal prostitution, to streetwalking. The primary goal of the
proposed Act, the abolition of the ban on prostitution, has turned into a ban on non-EC women getting involved in
prostitution. The likely consequence is that illegal prostitution will increase. Proposed regulations, initially aimed at
their protection, now threaten to drive a vulnerable group - the socalled Third World women - into the arms of illegal
prostitution and criminal owners (Haveman & Wijers, 1992, Hes, 1992). The rights of the prostitutes themselves and
the improvement of their situation have disappeared (Hes, 1992). The aim of decriminalization and the lessening of
stigmatization of prostitutes has not been reached. Instead, the proposed regulation may become contraproductive.
The 'Abolition of the ban on prostitution Act' does not say a word about tolerance of a streetwalkers' zone. Since
streetwalking is expected to increase when the proposed Act is accepted by the Upper Chamber, I will conclude this
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issue with a discussion about the necessity for toleration of a streetwalkers' zone.
The necessity of a streetwalkers' zone
Female streetwalkers are exposed to violence and sexual assault. The paper 'Bottlenecks in providing treatment
services for female hard drug-users in Amsterdam (1990)' drew attention to the great increase in violence and sexual
assault against prostitutes due to the absence of a free zone for streetwalkers. The vice squad recognizes the increase of
violence, but cannot do much about it. Many women are afraid to report violence or rape, afraid of the police, or afraid
of the perpetrators. The vice squad's position is difficult; they are part of the same police that hunts down streetwalkers.
How can the streetwalkers place their trust in them?
Streetwalkers cannot always report crimes to the vice squad. Crimes that include violence have to be reported to the
police-station. Some policeman treat them with disdain: 'you are only a whore, and whores don't count.'
Another consequence of the policy failure to tolerate a streetwalkers' zone is that the public health is put at risk.
Amsterdam's Municipal Health Service (GG&GD) studied 104 streetwalkers who reported that they frequently used
condoms. Nevertheless, 81% of them had suffered from a venereal disease in the previous six months (Van der Hoek
et al. 1989). What was the explanation behind this result? Many prostitutes do not use condoms when they have
intercourse with their boyfriend or a regular customer. But of course, the boyfriend or regular customer could be
infected with a venereal disease. If streetwalkers are ill with withdrawal symptoms and men insist on intercourse
without protection, they are at risk of becoming infected. Since 1986 heterosexually transmitted cases of syphilis have
been on the increase (Van der Hoek et al, 1990). There was an increase in the number of hard drug-users who became
syphilis-infected, in 1985 7% of them was infected, in 1988 23%. An increase in the number of syphilis-infected
prostitutes was responsible for the increase in the number of syphilis case.
Research (Hartgers, 1992) shows that female prostitutes in Amsterdam are at risk from practising unsafe vaginal sex.
It seems that as far as prostitution is concerned, the judicial angle, the moral viewpoint and the public fear of nuisance
dominates the public health point of view
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2.1 Introduction
The etiology, concomitants and consequences of addiction have been of much interest to scientists. In the past decades
there have been several attempts to describe antecedents and consequences of addiction in theoretical models. Perhaps
the most important trend is that scientists agree that addiction is a heterogeneous concept in terms of its antecedents
and consequences (Hendriks, 1990). But, no matter how heterogeneous these concepts may be, the differences between
male and female drug-users have not much been considered. The importance of recognizing the differences has been
emphasized in the introduction to this study. Because many problems of women are linked to women's socialization
and gender identity it is my aim to initiate a tentative theory of female drug-use from a gender perspective. It is this
theory which forms the basis for the questions that will be investigated in the following chapters. In order to develop a
conceptual framework, I will first briefly summarize the major models of addiction as background. Subsequently,
taking the concept of gender-identity as a starting-point, I will elaborate Kaplan's view on perversion before
concluding the chapter by applying her theory to female drug-use.
2.2 Existing models of addiction
In the last decades of the nineteenth century addiction became a medical 'growth area': textbooks started to discuss
'morphia habit', 'morphinism', 'acute and chronic poisoning by opium' and 'withdrawal symptoms' (Berridge &
Edwards, 1987). Earlier, until about the middle of the century, doctors had treated opium eating according to the
patient's wish (Berridge & Edwards, 1987). They prescribed huge doses of opium without intervening; there are reports
of maintenance on a lower dose and sometimes doctors were called to treat disturbing symptoms, though not the
opium-eating habit itself.
As Berridge & Edwards (1987) note, 'disease' was generally defined in terms of deviation from the normal. Many
doctors recognized that many addictions were iatrogenic in origin. Failures in medical monitoring administration or
failures in selfadministration were prime causes of drug addiction.
In the early 1960's, the American metabolism expert Dole was of the opinion that addiction was a metabolic sickness
caused by heroine use. According to this theory, methadone could cure the sickness by substituting the substance that
heroine had withdrawn from the body. Besides, Dole thought, if enough methadone was administered, the effect of
heroine use was undone (Dole & Nyswander 1965, 1980). We are still being confronted with the consequences of this
concept even today. The Dutch methadone programmes of the seventies were inspired by the ideas of Dole and the
psychiatrist Nyswander (Van de Wijngaart 1989).
However, methadone treatment did not keep its promise; drug-users were not cured and methadone did not block the
effects of heroine. As I described earlier, methadone is currently used as a last resort to keep the withdrawal symptoms
at bay.
The original metabolic disease concept is revised in the light of new discoveries in medical science (Hendriks, 1990)
and interest has shifted towards narcotic receptor occupation (Dole, 1988), the role constitutional factors play in the
process of addiction and the chemistry of the brain (Van Ree, 1979, 1987, De Wied, 1977).
From the psychodynamic perspective, drug dependence is not a toxicological manifestation of a drug's destructive
action on brain and body, but, as Sandor Rado (1933) suggested, an individual's attempt to cope with serious emotional
problems. According to Rado:
(...) not the toxic agent, but the impulse to use it, makes an addict of a given individual.
The drug-user is someone who is unable to cope with frustrations in life, to experience 'painful' tension and who has a
low tolerance of pain. In this state of mind, an individual experiences a 'tense depression'. If the individual finds that
drugs relieve that tension, then he is sensitized for the pharmacogenic pleasure-effect.
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The psychological perspective casts addiction into the light of a learning framework. Drug-use is seen as learned
behaviour that is reinforced by stress-reduction (Conger, 1956; Kingham, 1958).
The classical conditioning paradigms refer to the eliciting of stimuli for the response of drug-use. Operant, or
instrumental, conditioning refers to the reinforcement of the response (Kanfer & Philips, 1970). As an example of the
learning perspective, Miller's (1976) operant conditioning paradigms of alcohol use are presented below. Miller
presents the following as eliciting cues of alcohol use: an aggressive boss (social cue), an alcohol advertisement
(situational cue), a thought: 'I have
made a mess of my life' as a cognitive cue and withdrawal symptoms as a physiological cue. Excessive alcohol use is
the response to these cues. The response is reinforced by positive physiological effects, increased spontaneity and
increased assertiveness. The response is also reinforced by diminishment of aversive social, cognitive, physiological
and emotional feelings.
This example shows that the learning framework applies social, psychological and physiological antecedents and
consequences of behaviour.
Stanton and Peele (1982) viewed addiction from a systems/communication perspective. Their main thesis is that druguse by a child has a meaning in the family system. As the child prepares to leave the parental home and start work or a
career, a crisis between parents develop, because the parents depend on their children for emotional support. The crisis
is temporarily resolved when drug-use by the child unites the worrying parents.
While the above models of addiction have all contributed something to the understanding of drug-use, none of these
models sufficiently explains or describes female drug-use. Looking for a theoretical framework to explain this female
drug-use, I have turned to feminine psychology, whose basic activity is to question and analyze conscious,
unconscious or ignored gender differences in socialization, in gender ideals of femininity and masculinity, in social
constructs of identity, in expression of emotions, in social status, in economic power, in standards of mental health and
in treatment services. Because the aim of this study is to explain female drug-use, I shall first briefly summarize the
psychoanalytical view on female development and then focus on a theory that gives an explanation of female 'deviant'
behaviour from a gender perspective.
The theory I have chosen is not a framework that portrays women as innately innocent, powerless victims of a bad,
male-oriented society. Nor is it a conceptual framework that diagnoses women's pathologies without considering the
social context. I have chosen instead a psychoanalytical conceptual framework that looks at pathology as a strategy, as
behaviour within a social context. Because female drug-use concerns women who do "bad or morally wrong" things,
displaying defiance at the moral code, I have looked for a theory about women's "bad" behaviour from a gender
perspective within a social context. Because drug-use is also a form of dependent behaviour I have sought a theoretical
framework that explains dependent behaviour from a gender perspective within a social context.
As I will later show, Kaplan's (1991) psychoanalytical theory about female perversions considers and explains
women's "bad" behaviour and dependent behaviour from a gender perspective. Also she bridges the gap between
psychoanalysis and the social context in which behaviour takes place.
As an introduction to her theory I shall first describe the concept of gender and the construction of gender-identity.
Next I will illustrate the concept of social genderidentity with an example of my own. Subsequently I shall explain
Kaplan's gender theory about bad behaviour and dependency. Finally I shall apply this theory to female drug-use.
2.3 Gender identity
One of the recent developments in feminine psychology is the gender theory. Nicolai (1992 a and b), a leading Dutch
psychiatrist, has developed a feminist model of women's psychiatric disorders based on gender-identity and the
conflicts generated by conflicting notions surrounding it. She differentiates between biological sex, psychological and
social-based gender-identity and social-cultural sex roles.
Generally, biological sex is defined when a child is born: 'it is a boy' or 'it is a girl'. At the same time the first step in
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the psychological development of gender identity is taken.
Between the ages of 18 months and 24 months a child experiences a sense of 'core gender identity' (Stoller, 1977).
With 'core gender-identity' is meant the subjective feeling, whether conscious or unconscious, of belonging to one or
the other sex (Nicolai, 1992 b).
Social-cultural sex-roles are rules and precepts for stereotypical male or female behaviour. These culturally determined
sex-roles change in the course of time. Sex-roles influence many aspects of life: clothes, food, expectations, attitude,
speech, language, preferences and leisure activities (Nicolai, 1992 b). Social-cultural precepts and rules strengthen the
male or female gender identity (Nicolai, 1992 b).
Several theories have attempted to explain the psychological differences between males and females. One of the most
influential theories is psycho-analysis. Although Freud's original statement "anatomy is destiny" (1924) has been swept
away by psychoanalytically-oriented feminists, they nevertheless have used the pre-oedipal development and the
oedipal dilemma to explain the social construction of male and female gender identity and stereotype sex-roles
(Chodorow, 1978; Mahler, 1975, Dinnerstein, 1976). Traditional standards and rules are reproduced in patriarchal
society's families, not by nature but by culture. The way French structuralists understand the Oedipus complex, viewed
as a metaphor (Lacan, 1966), has influenced feminist theory of gender identity development and the reproduction of
social-cultural values and sex-roles.
Structuralists like Lacan (1966) view the Oedipus complex not as a biologically determined phenomenon, but as a
metaphor. They emphasize the universal force of the incest taboo and the subject's introduction into patriarchal culture
through accepting the 'law of the father'.
By accepting the ban on sleeping with mother and identifying with father's role in society, the little boy enters the
civilised world of the grown-ups. According to Lacan (1966), the consequence of acceptation of the law of the father
is castration. The supposed symbiotic unity between mother and son is broken. Boys will grow up into men only by
giving up their wish to marry their mother and behave like their father. It is clear that the son's introduction to the
world of symbols, the world of culture is accompanied by a loss, the loss of his supposed unity with his mother. Never
in his live will he ever again experience the same closeness of unity with another person. The annulment of the
supposed unity with mother leaves an emptiness which cannot be filled. Man's whole life is filled with the desire to
obliterate the emptiness. He will never succeed. In essence, the human being is 'fhomme manque'.
Freud presumed that the pre-oedipal development of boys and girls was identical. There is now considerable evidence
to suggest that even in that period, there are differences between male and female children. Stoller (1968) has shown
that gender identity is firmly established by about twenty-four months of age.
According to Freud, the Oedipal conflict of the little girl comes into being when she discovers the biological difference
between herself and her brother or boyfriend. As a reaction, the little girl's interest in masturbation diminishes. Also,
she is very angry with her mother. She holds her mother responsible for her "castration". She holds her mother in
contempt. The little girl shifts her attention from her mother towards her father and hopes that he will give her a penis.
Subsequently she wishes to get a child from the father as compensation for her wish to get a penis.
As girls give up their wish to have a penis and exchange the wish for a penis for a child of the father, they grow up
and participate in the world of culture. Girls have to give up their phallic wish to become mother's lover, and will have
to satisfy themselves with identifying with mother's role in society. The wish to reproduce, the wish to have a child
becomes deeply ingrained in her psyche.
More recent theory is based on Stoller's concept of core gender identity, not based on the Oedipal shock, but based on
interaction between biological factors, identification with mother, separation from mother and identification with
father, plus learning experiences.
New developments in psychoanalytical theory emphasize the experience of 'primary femininity' of little girls, not as a
defense against penis-envy, but as a positive feminine development. The relationship with the mother is studied again
and re-evaluated (Bergmann, Glover & Mendell, Oliner & Kestenberg in Mendell, 1982; Bernay & Cantor, 1986;
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Bernstein, 1990; Flax, 1981; Halberstadt- Freud, 1987). These recent developments in psychoanalytical theory refute
the idea of the existence of a feminine "core" consisting of three essential traits: narcissism, passivity and masochism
(Bernstein, 1983). The current view on female development includes the positive, less conflictual aspects of
femininity: an early identification with the mother, designated as primary femininity; a wish for a child beginning
much earlier than in the Oedipal phase; an early positive relationship with father and an incorporation of the maternal
ego ideal (Bernstein, 1983).
The above model of female development has provided some insight into the construction of female and male gender
identity. The model shows the importance of the role of the family as the transmitting agency of cultural norms and
values. But it does not say anything about the content of the cultural norms and values defining what is feminine and
what is masculine.
In order to gain insight into the so-called social gender identity I shall give an example of current social gender ideals
of femininity and masculinity. I found the social gender ideals well-illustrated in the scrapbook of the television serial
Beverley Hills. The following is based on this scrapbook.
The meaning of social gender identity
Brenda, one of the female leads, experiences gender identity conflicts. She comes from a provincial town and has just
arrived in Beverley Hills. It is not easy for her to adapt. She tries to wear the right clothes and to see the right people,
but she experiences an inner conflict, because she does not conform to parental standards and values. In the end, she
put all parental and social expectations aside, tries to be herself and... becomes the most popular girl at school, and
starts dating Dylan, school's fastest boy.
From the moment that Brenda first starts dating Dylan, she tries to change him, and she succeeds where 'normal'
women fail. He starts to show his feelings. Dylan is rich, good-looking and intelligent. He is also a bit of a rebel with
an obscure past. He continually has conflicts with his teachers at school. Dylan appears rough from the outside, a real
macho. He acts tough, his hobby is, for example, driving his car. With sunglasses on, he sits behind the steering-wheel.
He acts as if he is very indifferent. But, as the scrapbook says, when you get to know him better you find that he is a
really sensitive boy. Since he met Brenda, he has started to show his feelings. But he still has macho-qualities in the
sense that he is mysterious, exciting and dangerous. These qualities have to be seen as opposites of feminine qualities.
Brenda, for instance, shows her feelings, talks about her problems, is intimate with her girlfriends and obviously cares
about her parents and her brother. She does not act impulsively and does not take risks. She behaves like a proper girl.
Dylan is dangerous in the sense that he is tough and does things that other people do not dare, he surfs dangerously
and takes risks while driving his car. He remains a mystery, because he does not talk about his problems. He is goodlooking, attractive, the opposite of a weak female and therefore exciting.
My interpretation is that, although it seemed that Brenda has solved her gender identity problems by 'just being herself',
she did just the opposite and identified with a very traditional female gender ideal. In just being herself, she plays the
innocent girl who, by lucky coincidence, becomes the girlfriend of the school's most popular boy. She just plays the
role of Cinderella, and the prince on the white horse really comes.
The Beverley Hills television serial encourages identification with the idols by providing things such as posters. Tshirts and a scrapbook to be filled with pictures of Brenda, Kelly, Andrea, Brendon and Dylan. Girls chase after these
pictures. It is as if the whole process of social gender identification acts like a drug, they get a high out of it and have
"withdrawal" symptoms when the pictures are sold out. At school, their thoughts are filled with the craving of buying
pictures after school. They act as if they are obsessed. They spend their money at the drugstore buying a package of
pictures. Do they already have the pictures in the package or not? They feel low and very frustrated if a package
contains many doubles, although they can exchange the doubles with girlfriends. And yet they crave to buy another
package. When they are bored, feel lonely and/or depressed, their spirits lift when they go out to buy a package. They
telephone their girlfriends when a new load of packages has arrived at the drugstore.
There is actually no need to get addicted to buying packages. The Beverley Hills album includes an order card and if
you fill in the form they send you the missing pictures. But the girls do not get a high out of ordering. So, they go on
buying packages and the pile of Beverley Hills pictures in their bedroom grows.
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I suppose the attraction of Beverley Hills comes from presenting simple, stereotypical social gender identities that
'solve' gender role conflicts. Girls in Beverley Hills act as girls, they are attractive, show their legs and bosom. The
boys admire the feminine girls. The girls admire the masculine boys, who are mysterious, dangerous and macho.
Beverley Hills appeals to hurt narcissistic feelings. They transform femininity and masculinity into something
magnificent.
Nowadays when narcissistic feelings are hurt, girls are disallowed from doing the things they would like to do, they
have to choose the exact sciences, they have to transform their traditional ideas about femininity (filled with thoughts
of getting babies and playing with dolls) and develop traditionally male interests. For their part, boys are threatened in
their manhood by being pictured in campaigns against sexual violence as potential rapists. It is easy for them to
become scared when traditional male sexuality is associated with rape and assault. How beautiful and easy life
becomes when they can identify with the glorious manhood of Beverley Hills boys.
The example of Beverley Hills demonstrates the process of socialization through identification with social gender
ideals of femininity and masculinity. The following will make clear that conflicting ideas about social gender roles and
ideals can cause psychological disturbances.
A gender perspective on psychopathology
Research has shown that women suffer more from psychological complaints than men (SCP, 1992). Mothers with
young children especially are at risk of developing psychological and psychosomatic illnesses (Knijn and Verheijen,
1988). These illnesses are expressions of gender identity conflicts (Knijn and Verheijen, 1988). Many mothers with
young children are dissatisfied because there is a gap between the ideal of having a career and a paid job and the
traditional organisation of motherhood. There is a gap between wish and reality.
More women than men are diagnosed as being depressive (Weissman & Klerman, 1977, Paykel,1991, Nicolai, 1992 b).
Women are ten times more as likely to suffer from anorexia nervosa as men (SCP, 1992) and also suffer more from
bulimia. Although men commit suicide almost twice as often as women, women are twice as likely to attempt to do the
same (SCP, 1992).
These differences between men and women could be explained in several ways. Women might be constitutionally or
psychologically predisposed to develop certain psychological complaints. Another explanation is that women live
under more difficult social circumstances as men. Thirdly, it could be that women are more likely to be diagnosed as
mentally ill as men.
The theoretical explanation that I adopt is the feminist model of psychological problems (Nicolai, 1992 b) that looks at
psychological problems within gender perspective. The gender perspective introduces the element of social context in
order to explain why women get more depressed, suffer more from eating disorders or try more often to commit
suicide than men. The social context is the context of social gender ideals of femininity and masculinity, the reality of
gender 'normality' and the inconsistencies between them. The above example of mothers with young children who are
at risk of becoming psychologically disturbed is an example of the gap between ideals and reality. According to the
feminist model of Nicolai (1992 b), psychopathology could be interpreted as:
- resistance of, or rebellion against, social gender identity expectancies leading to identification with 'deviant' gender
identifications of femininity (the sick woman, the fallen women, the bad woman)
- a consequence of inconsistencies between biological role, individual gender identity, social gender identity and
individual qualities, leading to conflicting ideas of self
- a consequence of sex-related traumatic events, such as rape, incest, physical abuse or abortion.
Female drug-use, as a kind of psychological disorder, might also be placed in a gender perspective. But before I can
do this, I need a more elaborated view on psychopathology and gender pathology. I have therefore looked at a theory
that interprets psychopathology as gender pathology.
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2.4 A gender perspective on perversions
Kaplan (1991), a leading American psychoanalyst, has made a study of perversion as expression of pathology of
gender within the social context of patriarchal society. Her use of the concept of perversion is innovative in that she
does not limit perversion to deviant, unusual or bizarre (male) sexual behaviour, as is usual (Freud, 1905). Instead, she
extends the concept of perversion to female behaviour that enlists gender stereotypes in a way that deceives the
onlooker about the unconscious meanings of the behaviours she or he is observing. Applying perversion in the usual
way, meaning unusual or bizarre sexual acts, perversions are almost non-existent among women. Less than one percent
of cases cited as sexual perversion have been of females (Kaplan, 1991).
However, with a different understanding of the idea of perversion - perversion not only as expression of pathology of
sexuality, but also of gender-pathology - the female perversion is born. In the case of male perversions, the spotlight is
put on sexuality, but behind the idol of masculinity lie unconscious, forbidden wishes to be a passive, submissive,
denigrated woman, humiliated by a dominating force, the law, or the phallus of the father. Male exhibitionists show
their genital, exhibit their power with the purpose of keeping other feelings of inferiority of castration anxiety away.
Generally, male perversions are as much pathologies of gender role identity as they are pathologies of sexuality.
Kaplan (1991) considers that most of the characteristics we think of as innately feminine or innately masculine are
social gender conventions that have prevailed over long periods of human history. She presumes that social gender
stereotypes are reflections of the social and economic structures of westernized industrial societies. Her theory is that
conflicts about gender identity, conflicts, for example, between social gender stereotypes and individual desire are
expressed in perversions. Kaplan illustrated her theory with the example of madame Bovary who was not satisfied
with the role of housewife, mother and wife. Madame Bovary was not able to submit to domesticity. In her rebellion
against gender normality, she finds herself within other stereotypes of femininity: the dissatisfied wife, the mad
housewife, the seductive housewife, the submissive woman, the commodity-hungry kleptomaniac and the witchmother. Perversions as pathologies of gender role identity deal with inner conflicts that result from identification with
or rebellion against feminine virtues such as passivity, cleanliness, purity, kindness, concern for others and submission.
Kaplan writes that the road to perversion is paved by individual history and childhood traumas. For example, if a
woman has been deprived of material goods in her youth, it is possible that she will apply the perverse strategy of
kleptomania; on the other hand, if she has been a pure, proper little girl, she might apply the perverse strategy of
anorexia.
Kaplan gives several examples of female perversions, for example kleptomania, prostitution, masquerading as a man
or as an extremely feminine female, reading romance novels as romantic turn-ons, self-mutilation, the child as
salvation, physical abuse of a child and anorexia.
These perversions are considered to be the result of women's socialization in and rebellion against patriarchal society.
The perversion is a mental strategy that uses one or another social stereotype of masculinity and femininity in a way
that deceives the onlooker about the unconscious meanings of the behaviours she or he is observing" (Kaplan, 1991,
p.9).
The main characteristics of perverse strategy are:
- the appeal of its capacity to provide individual relief from troubling affects and emotions
- the expression of social gender stereotypes that are reflections of the social and economic structures of
society
- the desperation, the fixity of behaviour, the person has no other choice or would be overwhelmed by
anxiety, depression or psychosis
- defiance of the moral code
- the necessity of a performance, an enactment
- it is a central occupation of the person's existence
- the person feels she is doing something bad and morally wrong
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- the person snatches pleasure from defeat
- one forbidden impulse is conscious with the purpose of keeping other forbidden impulses unconscious.
Perversions distinguish themselves from normal behaviour in their capacity to provide relief from depression and
anxiety. For example: the behaviour of 'eating' is normal behaviour when one is hungry, but that same behaviour can
become 'perverse' when eating takes the form of stuffing oneself with food in order to bring relief from feelings of
depression and anxiety.
In the past decades the concept of perversion described pathologies of sexuality, mostly pathologies of male sexuality.
But there is another dimension to perversion. Perversion also indicates hidden feminine wishes or cross gender wishes.
Because we are already acquainted with male perversions, such as fetishism or exhibitionism, we will depart from
male perversions in order to gain insight into the functioning of female perversions.
Fetishism as male perversion
Perversions are easily associated with 'kinky' sex or sadomasochism. Male perversions are indeed unusual or bizarre
sexual enactments, such as fetishism, transvestism, exhibitionism, voyeurism, sexual masochism, sexual sadism,
paedophilia, zoophilia or necrophilia. Male perversions are as much pathologies of gender role identity as they are
pathologies of sexuality. In the perversion, forbidden and shameful feminine wishes are expressed, the wish to be a
passive, submissive, denigrated woman, humiliated by a 'phallic' dominator of either sex. Remains of the Oedipal
conflict are expressed in perversions.
Kaplan tells a story about a male fetishist who could only masturbate after humiliating a nice woman. This fetishist
invites to dinner an unknown woman, whom he has met in a supermarket. At dinner she drinks too much. He prevents
her visiting the toilet at the restaurant and takes her out for a walk. When the urge to pee is overwhelming, he books a
room in a hotel. When they arrive in the hotel room, he throws her out of the room without her shoes. The shoes he
places on the foot of the bed and subsequently he is able to masturbate.
This fetishist has had un unhappy childhood. His mother was addicted to alcohol. In the afternoon she slept and he had
to play outside her bedroom. When he cried for his mother, his father told him to play with his mother's shoes. Thus,
shoes became fetishes for him and were a kind of transitional object. The shoes represented the love of his mother, her
presence and warmth. Once, he went to school with his mother's shoes on. His schoolmates laughed at him and he felt
very humiliated.
After he got married, he forced his wife to drink and lose control of herself, soil herself with drink and food. Only
when she was drunk could he have intercourse with her. She felt humiliated and stopped drinking. He went out at
night in search of nice women whom he could humiliate.
Social gender stereotypes of masculinity and the man's response to his childhood trauma are collaborating in the
fetishist perversion. In humiliating women, he humiliates himself.
The strong appeal of perversion, as this case history demonstrates, lies in its capacity to provide relief from troubling
affects and emotions. The pervert has no other choice, otherwise he would be overwhelmed by anxiety and depression.
Female perversions
The main difference between male and female perversion is that male perversions enlist sexuality as a way of
surviving childhood traumas and that female perversions enlist social gender stereotypes to be relieved of painful
feelings and to express hatred against the male-dominated society. Both male and female perversions deal with
sexuality and gender pathologies and hidden feminine or masculine wishes.
In order to gain insight in the dynamic process of female perversion I would like to take two of Kaplan's female
perversions as example, 'kleptomania' and the 'Horigkeit script'. I have chosen these two specific perversions because
their dynamic background is strikingly comparable to female hard drug-use.
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Kleptomania
In the perversion of 'kleptomania', the dynamic of the process of perversion - social gender stereotypes are enlisted as
strategies to escape from painful feelings that are a result from childhood traumas - is very obvious. Stolen goods are
used to compensate for all kind of infantile deprivations. The theft is also an expression of hatred and contempt toward
the male-oriented society.
Women's gender role types them both as primary consumers and as deprived of economic power. Women's status in
the economic order is marginal. Kleptomania is the woman's response to deprivation of power.
I will illustrate kleptomania with the clinical story of Sharon, a former patient of mine.
Sharon's kleptomania
Some years ago a probation officer referred Sharon, a middle-aged woman of foreign origin, to a mental health
setting. Formerly, Sharon came to trial because she had stolen goods from a supermarket. Instead of punishment she
was referred for treatment. Sharon had experienced childhood trauma, she was beaten by her mother. When she was
sixteen, she was forced to marry. Her husband abused her physically. Sometimes she escaped and went with her
children to a crisis centre, a so-called 'Blijf van mijn Lijf home. In her own Hindustani culture women were not
allowed to divorce their husbands. If a wife divorced her husband, she brought shame on herself and her family.
Sharon's family always persuaded her to return to her husband. Once, because her husband threatened her with a knife,
she jumped out of the window and she was so seriously injured that she was admitted to a hospital. Revalidation took
almost a year. After more than ten years of physical abuse, she divorced her husband.
When Sharon's children were young, she had no money. When they came out of school, she would go to a shop in her
neighbourhood and steal pieces of candy. After her divorce, Sharon got state benefit and could buy what she needed.
Nevertheless, whenever she entered a supermarket, her state of consciousness altered and, in a trance, she quite openly
stole goods like coffee and tea. It was only afterwards, when she was caught, that she awoke and felt sick.
In her case, kleptomania could be interpreted as a result of her wish to spare her children the childhood trauma of
deprivation. In her eyes, a mother without sweets or cookies for her children is a bad mother. Sharon's kleptomania
could also be seen as an expression of (self) hatred. Sharon feels angry and depressed because she has not seen her
mother for twenty years. She feels hatred for her culture, because it allowed her husband to abuse her and deprive her
of all luxuries.
In the light of the conceptual framework of female perversions, Sharon's kleptomania has the function of expressing
hatred against society and providing relief from painful feelings such as anxiety and depression. It appeared that when
Sharon stopped being a kleptomaniac she became overwhelmed by depression and wanted to kill herself. Only her
children kept her alive.
The Horigkeit script
Another gender identity conflict is expressed in submissiveness. Submissiveness, or 'Horigkeit' is defined as extreme
dependency on a man.
Kaplan (1991) illustrates submissiveness with the story of an educated woman who is a brilliant speaker. She is
constantly being invited to give speeches. Before giving a speech, she is very nervous, but she speaks well and the
audience generally reacts very enthusiastically. Afterwards, some strange things happen. She mingles among the
audience in search of an older, fatherly man. When she meets this person, she asks him humbly if he thinks she was
any good. He reassures her, she performed very well tonight. She prolongs her sweet-talking, and at the end of the
evening he accompanies her to her hotel room. She acts as if she is nothing without him. Sexual union with this man's
phallus reaffirms her feminine self. She has done something forbidden and has to punish herself. The next morning,
she feels ashamed and betrayed, because she has made an exhibition of herself and has humiliated herself.
Another example which illustrates this perversion was featured recently in a Dutch paper. The widow of a famous
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Dutch writer gave an interview. The interviewer describes the widow as a woman in her forties who does not look
grown up. According to the interviewer, this is commonly seen in women living with older men: they retain the image
of being 'daddy's little girl'. The widow met her husband when she was 23 years old and he was 47. He had twice been
married. Until his death, she assisted him in everything. She gave up her own interests, because what he was doing was
more interesting and she had few ambitions of her own.
After his death, while putting his work into the archives, she often has the feeling that she has become her own
husband. She gave up her own life, she sacrificed herself and as a reward she now lives in permanent union with her
husband's fame.
Why is the behaviour of these women perverse? The first woman acts as if making a speech was bad, morally wrong
and forbidden. As if she has stolen goods or power [the phallus] belonging to someone else. The strongest appeal of
her perversion is its capacity to provide her with relief from anxiety. If she does not sleep with a fatherly man, she has
a sleepless night filled with anxiety and fits of coughing.
The second woman avoids feelings of anxiety and depression by assuming the identity of another person. She says: "I
was constantly searching for my identity as a person of my own, until suddenly, I did not need it any more." By giving
up her maiden name, she felt strong.
James (1980) observes that because Westernized industrial culture has placed so high a value on "proper" sex role
identification, many people have become addicted to the acting out of social role-stereotyped behaviour in order to
prove their normality and consequently their acceptability. The Horigkeit script is just like a script to be acted out
consisting of pure, innocent self-defeating femininity.
I will now investigate whether it might be possible to understand female drug-use as a female perversion.
2.5 Drug-use as a female perversion
Kaplan (1991) does not consider female drug-use as a female perversion. However, in my view it is indeed quite
possible to see female drug-use as a pathology of gender, as a perversion. This becomes particulary when one looks at
the similarities of female addiction and female perversion. I will consider these similarities in detail.
One characteristic of female perversion is the appeal of its capacity to provide individual relief from troubling affects
and emotions. Drug-use, like a perversion, produces a kick, rush or flash that enables a woman to anaesthetize her
feelings and to reduce tension.
Another characteristic of female perversion is that the perversion itself is the expression of social gender stereotypes
that are reflections of the social and economic structures of society. This is also the case with the female drug-user.
The female druguser is rebelling against gender 'normality' and finds herself identifying with another stereotype of
social gender: the fallen woman.
A third characteristic of female perversion is the desperation, the fixity of behaviour. The person has no other choice,
otherwise she would be overwhelmed by anxiety, depression or psychosis. This is also true of the female drug-user.
She cannot give up drugs, because she would then not only feel withdrawal symptoms, but also be overwhelmed by the
pain of childhood traumas. The female drug-user is aware of a compulsion or urge to perform the addicted behaviour.
The fourth characteristic of female perversion is the defiance of the moral code. A female drug-user flouts the moral
code by acting out her role of the 'fallen woman'. The fifth characteristic of the female perversion is the necessity of a
performance, an enactment. The female drug-user sometimes masquerades as a 'fallen woman', she plays the role of
societal outcast as a stage performance. Behind the acting-out lie hidden feelings of vulnerability, of longing for a
symbiotic union with mother, of longing to be taken care of. Her mother almost never lived up to society's images of
the good mother. By acting out the bad woman-script she is able to take her enraged revenge on society and at the
same time, by taking drugs, she provides herself with a perfect mother and a perfect lover.
The sixth characteristic of perversion considers perversion to be a central occupation of the person's existence. There is
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a strong resemblance here with addiction. Addiction includes 'an overwhelming involvement with drugs' (Alexander,
1990). Life revolves around addiction, addiction is the fuel of one's life, nothing is more important than obtaining
drugs (Van Bilsen, 1992). Careful research and planning of the addictive behaviour takes place, a female drug-user
devotes continuous attention to having a supply of enough drugs.
The seventh characteristic of perversion is that the person feels she is doing something bad and morally wrong. The
female drug-user also feels that what she is doing is outlawed and morally wrong.
The eighth characteristic is that the person snatches pleasure from defeat. This is also typical of drug-use. It is a defeat
when, after a period of abstention, a female druguser relapses and uses drugs again. But she also snatches pleasure
from this defeat.
The last characteristic of perversion is that one forbidden impulse is conscious with the purpose of keeping other
forbidden impulses unconscious. The female drug-user is generally aware of the forbidden impulse of wanting to take
revenge on society by acting out the bad-woman script. She is also aware that she is physical dependent on drugs. She
knows that increased tolerance with regard to the effects of the addictive behaviour forces her to take an everincreasing dose in order to provide the same effect. She also knows that she is in need of continual drug-use if she is to
avoid withdrawal symptoms. But she is unaware that she is not only acting out the bad-woman script, but also acting
out the "Horigkeit script". Just like the so-called Horigkeit script, a drugusing woman has become extremely
dependent. If she uses hard drugs, a woman is doubly dependent. Not only is she dependent on a man because of
money, but also on a drug.
Considering the general characteristics of female perversion, drug-use also might well be seen as such. The kind of
perversion female drug-use resembles most is the Horigkeit script and kleptomania.
Just as in drug-use, kleptomania is about using material goods to compensate for childhood deprivations. And if we
compare female drug-use to the Horigkeit script it is striking that in both instances there is a question of extreme
dependency, either on a man or on a drug. Identification with male power provides an escape from serious, primary
femininity-threatening, masculine wishes. The 'Horigkeit script' expresses the conflict between woman's primary role
as wife and mother and her exclusion from public and social power. The submissive script hides enormous feelings of
anger, frustration, anxiety and depression, precisely as is the case with female drug-use.
The following case-history illustrates the gender identity conflicts and the extreme dependency of one female druguser who was admitted at the VKC.
Kelly's drug-use
Kelly, a woman in her thirties, was admitted to a drugs clinic because she was in crisis after her five year-old daughter
had been put into foster care. She hyperventilates and is depressed. In the clinic she relates how, as a child, she was a
tomboy, climbed trees, played only with boys and loved meccano. Her relationship with her mother was perfect. As
she describes her mother, tears well in her eyes. Her mother appears to be a very submissive woman. Her mother spent
her life in the service of her husband and children. Kelly's father was a rough man, a garage owner, who beat Kelly up
because she did not comply with his rules and did not behave submissively. Because of her misbehaviour, Kelly was
placed in foster-care when she was four years old. Although in foster-care, she was still allowed to visit her parents.
When she was seventeen, she dropped out of school, out of foster-care, became addicted to drugs, used drugs
intravenously and, at the age of 29, had a child. She did not know who the father was. After the child, a girl, was born,
Kelly cared for it for a year and a half, after which Kelly's mother took over till the child was five years old. Then, the
little girl was placed in foster-care, which meant for Kelly that she did not easily have access to her daughter.
When asked about her wishes for the future, Kelly said she had none. She no longer wished to be alive. Nothing
interested her any more, not even drugs. She just wanted to visit her mother and daughter once before she died. She
did visit her mother and daughter. A month later, she died in the general hospital from a brain haemorrhage
In the end, the perverse strategy had lost its meaning, Kelly died of loss, loss of her mother and loss of her daughter.
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Kelly had rebelled against woman's submissive role in society, she would never submit herself to the wishes of a man.
She would be independent. She earned her own money from prostitution; she used drugs with the purpose of keeping
responsibility and masculine wishes away. For her, it was impossible to manage a life on her own, not in the service of
another person. Initially, she had experienced pleasure in tomboy activities, but had been beaten up because of it. Now,
she kept away from her father, hated him and could not identify with him.
In spite of her rebellion against female gender identity, the only thing worth living for was her child. She rejected her
own masculine wishes and, while identifying with her mother, she became a totally dependent woman. When she lost
her daughter, she lost all interest, both in life and in drugs.
This case-history shows the characteristics of female perversion. Kelly's life was devoted to rebellion against gender
'normality'. As a child, she was a tomboy and could not identify with her submissive, but nevertheless perfect mother.
She made a saint out of her mother. Nor could she identify with her father, because he rejected her and beat her
because of her tomboyish behaviour.
Through her inability to identify with a stereotype gender ideal of femininity, because she resisted submissiveness, she
found herself within another stereotype of femininity, that of the fallen woman. As a fallen women she is, like her
mother, an extremely dependent woman, dependent on drugs, dependent on prostitution. The self-sacrifice of her
mother and her own apparently selfish behaviour are two sides of the same coin, a coin that holds no advantages for
either of these two women.
2.6 Summary
In this chapter I have tried to develop a gender-perspective on female drug-use. I began by looking at existing models
of drug-use, the physiological-medical view, the psychoanalytical view, the learning theory model and the model of
family therapy. These models explained the drug-use of the drug-user but not of the female drug-user. As I showed in
the introduction, there are considerable differences between male drugusers and female drug-users. In order to explain
the differences between male and female drug-users I explored the theory of gender identity, the innate feeling of
belonging to one or the other sex. This innate sense of being male or female is definitively established before a child is
24 months old (Stoller, 1968). Gender-identity is a result of a combination of biological, psychological and cultural
influences. Because female development is extensively influenced by social gender ideals of femininity and
masculinity, I illustrated social gender ideals with an example from a popular television serial, Beverley Hills. At one
and the same time this example of social gender identity demonstrates both the gender identity problems experienced
by young people and how they solve them.
As Kaplan (1991) demonstrates, female perversions, by enlisting social gender stereotypes, function as strategies for
solving gender identity pathology. Kaplan illustrates her theory that gender pathology causes perversions with the
example of Madame Bovary, a woman who resisted gender 'normality' and as a consequence identified with other,
more or less deviant, social gender stereotypes of femininity. In Kaplan's view, female perversions enlist social gender
stereotypes as a way of surviving and compensating childhood traumas. She gives several examples of
childhoodtraumas, including parental neglection, childhood cruelty, sexual abuse and physical abuse.
I selected two female perversions from Kaplan's study, 'Kleptomania' and the 'Horigkeit script'. I presumed that both
perversions are in some way similar to druguse. Just as drug-use is forbidden, so it is forbidden to steal. Society views
a woman that steals or uses drugs as a bad woman. So both women, the woman who steals and the woman who uses
drugs, act out a deviant gender role, a 'bad-woman script'. The so-called 'Horigkeit script' refers to extreme
dependency on a man. A female drug-user is not only dependent on a man, but also on drugs. She is not able to make
her own choices, but is a victim of her own dependency.
Although Kaplan did not refer to female drug-use as a female perversion, I thought it would be worthwhile to examine
whether or not her theory could be applied to female drug-use, because it would then be possible to generate a genderperspective on addiction.
In order to study whether female drug-use could be seen as a female perversion, I compared Kaplan's characteristics of
female perversions to female drug-use and found that female drug-use could indeed be understood within Kaplan's
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terms.
One consequence of viewing female drug-use as a female perversion is that it now becomes important to investigate
the role of childhood traumas and the psychological strategies that women enlist to survive these traumas. This indepth investigation of the background of female drug-users will take place after a global sketch of the psychosocial
characteristics of the female drug-user who is admitted at the VKC, including her drug-use, her involvement in
prostitution, and her crisis.
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3.1 Introduction
The aim of this chapter is to study the characteristics of the sort of women who undergo treatment at the VKC. I shall compare this
group with what is known of female drug-users in general as described in chapter one. In chapter one it was said that the average age of
female hard drug-users is 28 years; in more than forty percent of all cases the women are of foreign origin; they generally belong to
lower class or lower middle class, in half of the cases the mother is a housewife; female hard drug-users tend to have little schooling;
they live with others; half of them have children; they have a physician, housing and a weekly income of 711 guilders, spending an
average of 820 guilders a week; in more than half of the cases the women's main source of income is prostitution (Korf & Hoogenhout,
1990).
It was also shown in chapter one that the following five paths led to addiction and prostitution: heroine as downfall and heroine as trap
(both paths apply to women who were already involved in prostitution and subsequently became addicted); prostitution
out of necessity; prostitution as a slippery slope and prostitution out of rebellion (these paths apply to women who were first addicted
and only later turned to prostitution). This data, showing as it does a picture of women who are living on the fringes of society and
whose lives might turn into a negative spiral, are compared to data of female hard drug-users whose lives are in crisis and who find
themselves unable to go on. This comparison should enable us to gain insight into the general background and the social position of the
female hard drug-users in crisis who are admitted to the VKC. Later chapters will develop particular themes, such as psychopathology
and childhood traumas.
Before supplying the demographic data of this particular group of women and their paths to addiction, I will first explain the methods
of data collection, the background of the VKC and the way the research subjects were referred to the VKC.
3.2 Methods
Data collection
All clients who were admitted in the Women's Crisis Centre during the period June 1988 to August 1989 were asked to participate as
research subjects. One person refused. Some of them stayed in the Centre for only a few hours, so that it was not possible to collect any
data. The remaining 52 subjects gave permission (informed consent) for their data to be used for research.
The collection of data started in June 1988. On the first day of their stay in the VKC, clients were asked by a staff member general
questions about their age, source of income, marital status, children, previous therapy and physician. On the next day, the clients were
interviewed by one of the three psychologists about their crisis, its background, problem-solving strategies and related problems (the
semi-structured interview is featured in appendix two). Almost all the participants of this study were using methadone at the time of the
interview.
The data, collected on admission, was divided into categories, such as age, cultural background and crisis situation.
Setting
The Women's Crisis Centre provides a short, in-patient crisis intervention treatment programme for six women at a time. The length of
stay is limited to three months. In order to be admitted to the programme, a woman has to meet the following two criteria:
- she has to be severely addicted to drugs
- she has to be in crisis
The first criterion means that a woman who has been addicted for only a few months will be referred to another agency for out-patient
treatment. Very young women of thirteen or fourteen years old are also referred to other agencies. The second criterion means that
admission must be the only possible solution to the crisis: a woman is unable to solve her problems on her own or with help from
family or friends.
Female drug-users who are not in possession of a Dutch residence permit are not admitted to the Crisis Centre unless it can be
demonstrated that there are exceptional humanitarian or medical reasons in favour of doing so. In such a case, the treatment goal is
repatriation. Admission is not possible if a female drug-user requires more medical or psychiatric care than the Centre is able to provide.
Referral to the VKC
Almost half of the group (24 women) were referred to the Women's Crisis Centre by the Municipal Mental Health Service (GG&GD).
The GG&GD holds surgery hours for prostitutes. If a prostitute is seriously ill or in crisis, the GG&GD calls the Crisis Centre and refers
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or brings her as soon as there is a vacancy.
One Christian organization, the 'Regenboog' Foundation which does outreach work at night among the heroine prostitutes also brings the
women to the Centre if they are in crisis, exhausted and depressed. Together with another low threshold organization called 'Street
Corner Work', The 'Regenboog' referred a total of seven women.
The Jellinek Centre, which can more accurately be termed a high-threshold centre for in-patient and out-patient treatment services for
substance abusers also refers clients to the Women's crisis centre, if, for example, a woman is in crisis but cannot find the motivation to
undergo detoxification or other treatment.
The 'Stichting Drugshulpverlening Amsterdam (in short: SDA) referred 5 women. The SDA has some women in treatment on an outpatient basis and offers counselling services, provides methadone and sometimes state benefit. Women who are in the care of the SDA
can also eat at a canteen and sleep at night at the 'Nachtopvang' of the SDA (a kind of bed and breakfast for homeless drug-users). If
the 'Nachtopvang' is not able to accommodate the women, for example if they are too ill or too mentally unstable, then the
'Nachtopvang' refers them to the Women's Crisis Centre.
Other referring agencies include the woman's own doctor and a German organization for the repatriation of German drug-users (Amoc).
Figure 3.1 shows the distribution of referring agencies and the number of women they referred. Four women had heard of the Crisis
Centre and came on their own initiative.

The referring agencies were asked what their expectations were of the Crisis Centre. Most of them expected that the woman being
referred was not motivated for help, and was therefore only in need of time-out.

3.3 Demographic characteristics Age
The mean age of the research subjects (n=52) is thirty (sd=4,9). There is an age peak between 24 and 28. Figure 3.2 shows the agedistribution.
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Cultural origin
Figure 3.3 shows that the majority of the women are of Dutch origin, followed by those of Surinam origin and after that the group of
German origin
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Social class of parents, environment and education
The classification is based upon common Dutch classification of social classes. The social classification includes three levels: upper
class, middle class and lower and lower-middle class.
Upper class is Class A. Upper class refers to company directors, top civil servants, doctors and professionals such as writers and
musicians.
Middle class is Classes B1 and B2. The middle class includes directors of small and medium sized businesses, teachers and civil
servants.
Lower class and lower middle-class refers to social Classes C and D, and includes those with small businesses, skilled factory-workers,
the unemployed and those on state benefit.
Of the 52 research subjects, 49 subjects answered the question about their father's or mother's occupation.
As far as the fathers are concerned, two fathers earned a living from criminal activities; one worked as a drug dealer and the other as a
pimp. In 20 of the cases, the father's occupation could be categorized either as lower class or as lower middle-class. Fathers worked as
bricklayers, factory workers, taxi drivers, garage workers or salesclerks. Some fathers were without work. In eight of the cases, the
fathers had a middleclass occupation, working, for example, as teachers, managers, political journalists or civil servants.
Some fathers (4) had upper-class occupations, working, for example, as bank manager, architect or professional engineer. Two fathers
had creative jobs: one was an inventor and the other was a musician.
As far as the mothers' occupations are concerned, many research subjects (17) responded that their mother worked as a housewife or
else that she had no job. In order to establish if they were lower class or middle-class housewives, I looked at the occupation of the
mother's husband or partner and found that four house-wives had partners whose jobs would place them in the middle-class bracket.
Two research subjects said that their mother was or had been a prostitute. One mother was married to an engineer.
The mothers of five subjects had lower or lower middle-class occupations. They worked as cleaners, seamstresses or in the catering
industry.
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Eight mothers had middle-class occupations as nurses, civil servants, secretaries, teachers or managers.
Two mothers had upper-class occupations; one was a psychiatrist and the other manager and owner of a company in the clothing
industry.
I have classed criminal activities under the category of lower-class. Data comparing mother's and father's job resulted in the following
social class distribution (see figure 3.4)

Financial situation
27 of the 52 research subjects answered the question about the financial situation in their family of origin. Eight subjects described their
family as poor; many of them (19) said that as a child they had had enough money and some of them termed their family rich or very
rich.
Education
45 of the 52 research subjects answered the question on education. Figure 3.5 shows the distribution of education. One research subject
had never gone to school. 25 research subjects had had primary school and/or domestic science school or lower vocational education.
Nine research subjects had lower general secondary education, two of them had gone to higher general secondary education and eight of
them had a pre-university education, including one women who had been to a teacher training college.
Education seems to be a weak point in the background of female hard drug-users; half of the women had only had lower (vocational)
education or no education at all.
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Marital status
Many research subjects lived alone (37 of n=52). Many of them had had relationships in the past. Of the 37 subjects who lived alone,
eight women had formerly been married or had been living together with a man. Six of them were married or lived with a man or a
woman. Nine women had a steady relationship or a male friend (see figure 3.6).
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Children
Almost half of the women (25) had one or more children. Fourteen women had no contact with their children, eleven women saw their
offspring sporadically or only had contact with them by telephone
Social position
The staff of the Women's Crisis Centre collected data about housing, insurance cover by the Dutch National Health Service and sources
of income for administrative purposes. The annual report of the Women's Crisis Centre for 1989 shows the data of 68 women who
stayed there during that year. Three-quarters of them (53 women) had no roof over their head. A similar number (49 women) was not
covered by the Dutch National Health Service. Three quarters of the women (51) earned money from prostitution, 14 women were
receiving state benefit and three women gave drug dealing as a source of income.
Differences between research subjects and general sample
If we compare the characteristics of the research subjects (n=52) with the data from the sample examined in Korf and Hoogenhout's
study (1990) among more than two hundred Amsterdam drug-users, then some differences can be noted.
The mean age of the research subjects is thirty years; they are, on average, two years older than the drug-using women of Korf and
Hoogenhout's sample.
With regard to social class, both groups are alike: lower class and lower middleclass predominate. Where they differ is with regard to
education; the subjects of the present study have had less education than those of Korf and Hoogenhout (almost 50% has only had
primary education compared to almost 40%).
As far as social circumstances are concerned, the groups differ greatly. Korf and Hoogenhout's female research subjects have housing
arrangements and they often share housing with a boyfriend. Three-quarters of the research subjects in the present study have no roof
over their heads. Twice as many of Korf and Hoogenhout's women received state benefit as did the women in the present study. More
women in the present study are prostitutes (90%) than in the general sample (50%).
The conclusion that can be drawn is that the women who use hard drugs and come for treatment to the VKC live in situations of much
more social deprivation (no housing, no doctor, not medically insured, no state benefit) and much more social isolation than the group
of women who use hard drugs in general.
3.4 Paths to addiction and prostitution
Introduction
Many of the women (48 of 52) are involved in prostitution. In Chapter One I described the paths to prostitution (Van de Berg & Blom,
1987). The results of the present study show that Path Three, prostitution out of necessity, which is chosen by thirty lower class women,
is the most common route. The next path is path 5, prostitution out of rebellion, a route chosen by seven upper class women. Path 4,
prostitution as a slippery slope, a route similar to path three, but then chosen by six middle-class women, comes third. Four lower-class
women started working as prostitutes and subsequently became addicted (path 1, heroine as downfall). One middle-class women
worked first as a prostitute and later became addicted (path 2, heroine as trap). Figure 3.7 shows the path distribution.

file:///I|/drugtext/local/library/books/karsten/chapter3.htm[24-8-2010 12:00:06]

Chapter three Female drug-users in treatment

Each path will be illustrated by a case-history.
Path one Heroine as downfall
Path 1 describes lower-class women who chose prostitution as a profession. These women often grew up with women who were
professionally involved in prostitution. For these women, becoming addicted means failure as a professional prostitute.
Saskia's story
Saskia died in 1989 from the after-effects of physical abuse by her boyfriend. After her death, her boyfriend committed suicide. She left
a teen-age daughter of eighteen.
In brief, Saskia's life-history is as follows. She was the eldest of 10 children. Until the age of six she was happy, as she was in the care
of her grandmother. At this point, her mother wanted her to live with her, and from then on her life changed dramatically: she was
beaten by both her father and her mother and was raped by her father when she was ten years old.
She broke free when she was sixteen and started earning a living by prostitution. By the time she was eighteen she had started taking
drugs. When she was 19 she met her boyfriend. He physically abused her and forced her to continue with her prostitution.
Before her death, Saskia had one stay at the VKC after having been beaten up by her boyfriend. She was not interested in therapy and
returned to him after a short period.
Path two Heroine as trap
Path two is chosen by middle-class women who enter prostitution in order to have fun. The women are generally independent and they
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use the money they earn from prostitution for clothes, parties and cocaine. They are unaware that they risk becoming addicted. It is as if
they are suddenly caught in a trap: their education is unfinished, they have no work experience and they cannot choose to opt out, do
'normal' work and stop drug-use. Path two could only be applied to one of the research subjects. However, her case-history does not
show that she became involved in prostitution out of pleasure. In her case, prostitution was necessary because she needed some means
of support after having ran away from home. Nevertheless, I have categorized her case under path two, because she answers the criteria:
she is of middle-class origin and her involvement in prostitution preceded her drug addiction.
Helen's story
Helen, a Dutch woman of 27, was admitted at the VKC after she had heard that she was HIV-positive.
Her background is as follows. Helen's father was a teacher, her mother, a chronic psychiatric patient who was placed in a mental
institution when Helen was three years old. Her mother developed schizophrenia following the death of Helen's little sister. Helen still
visits her mother in the mental hospital once a month.
After her father's death, Helen, then eleven years old, was placed in foster care. At the age of fifteen, she reported to people at school
that her foster-father was sexually abusing her. Nobody would believe her. She felt ashamed and ran away. Because she needed money,
she turned to prostitution. After meeting a drug-addicted boyfriend she became addicted. Her boyfriend physically abuses her.
Path three Prostitution out of necessity
Path three, the most common route to addiction and prostitution, is referred to by Van de Berg & Blom (1987) as 'prostitution out of
necessity' and evokes the picture of women who have fallen into a trap. Their life starts as a trap, as a narrowing down of opportunities.
Some of them are placed in foster care when they are four years old or younger, some of them are raped or beaten up, many of them are
neglected and have experienced poor parenting. They all come from working-class backgrounds and have only primary school and a
few years of advanced education.
Shanti
Shanti, a Dutch woman of 34, is referred to the Crisis Centre by a doctor because she is psychotic. She is homeless, no longer looks
after herself and requires medication. She uses half a gramme of heroine and half a gramme of cocaine a day. She started using drugs
when she was eighteen. Her story is that her boyfriend laced her food with drugs.
Shanti has a history of psychiatric treatment, including a spell as an in-patient at a psychiatric hospital, though she refuses to talk about
this because the experience was too horrible for words. She spent two years there.
The story of Shand's background reflects her inner confusion. Her father, she claims, is of noble birth and Shanti says she dearly loves
him. He was a sailor and bought her in France when she was four years old. Though her father placed her on a
pedestal, Shanti also felt imprisoned. He is now a garage-owner and is the only one Shanti can trust.
According to Shanti, her mother is her father's exact opposite. She herself is somewhere between the two. Shanti says that her mother
has committed incest with Shand's brothers. But actually, she says, they are not her brothers: one is from another man and one is
adopted. Shanti is afraid of her mother and her brothers, because, according to her, they tried to kill her because she knew about the
incest. Shanti says that they had closed the doors and windows and beaten her up.
Shanti was married between the ages of eighteen and twenty-six. According to her, her husband was a mean person, who physically
abused her, forced her into prostitution and forced her to take drugs.
Shanti has been to jail for stealing garments from shop-window dummies. The clothes on the dummies were not attached to a securitydevice, so she could steal them without getting caught.
She has had drug-free periods. But, she says, it is a pleasure for her whenever she is addicted again. When she is 'clean', she suffers
from 'clean-freaken', as she calls her religious delusions. Once, when she was clean, she predicted that a girlfriend of hers would be
raped in one and a half hours. When she was proved right she immediately went back to using drugs.
Nowadays her father and mother are divorced and Shanti stays in contact with both of them. She lives on the streets and switches from
one treatment services centre to another.
Path four Prostitution as a slippery slope
This path resembles the path mentioned above, but with one important difference: the women of path four have had more opportunities
in life. They have grown up in middle-class surroundings. Six women took path four.
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Donna
Donna, a 32 year old woman from Surinam with a four year old son, was referred to the Crisis Centre because she has chronically been
living in crisis since she left her husband one and a half years ago. Her crisis situation was aggravated when she was put in jail because
of blackmail. She has lost weight and is exhausted.
She started using drugs when she was nineteen. Her boyfriend locked her up, beat her and forced her to use drugs. She has been
addicted to heroine, cocaine and alcohol since the age of 21. She uses drugs intravenously.
Speaking about her family background, Donna says that she has never known any stability or security. Her mother, who worked as a
teacher, had one boyfriend after another. Donna's father, her mother's second husband, was succeeded by fivestepfathers. She has two
brothers and five sisters. Donna is the second child. She remembers fights between her father and her mother; once, her mother had
beaten up her father so badly that he had to go to hospital.
After the divorce, Donna's father's became very indifferent towards her. She has not seen him since the age of fifteen.
When Donna describes her relationship with her mother she always starts to cry. Her mother is a very severe woman who physically
abused her children, sometimes with sadistic punishments: once she smeared pepper in Donna's face.
Her mother always said to Donna, "You are my dearest child, but also my ugliest." Or "You are as ugly as a monkey". Donna thinks
that her mother was jealous of her daughters. Her mother was only interested in material goods. Donna cries because she longs for her
mother's love. Positive about her mother was that she taught her children to behave properly and hygienically, and that she protected
them against men.
Donna left home at the age of fifteen. She ran away, went to her grandmother's and her grandmother send her to an aunt. She worked
for a year and a half in a hospital in Paramaribo.
Meanwhile, her mother went to the Netherlands and asked her to come and join her. Donna left for the Netherlands and thought
everything would be ahight with her mother. But when she arrived in Holland, her mother's physical abuse started all over again.
Before she was 23, Donna had had several boyfriends, three miscarriages and one abortion. At 26, she got married. She was her
husband's eighth marriage. Before her marriage, she had been warned by the seventh wife that her husband-to-be was not a nice man.
But she hoped she could change him. After getting married, her husband physically abused her, but because she was pregnant, she
stayed with him. Moreover, she wanted to spare her child an endless string of stepfathers.
During the first years of her marriage Donna stayed clean, but relapsed after her husband had physically abused her and when she felt
she could no longer care for her child. She ran away. On her return, she found that her husband had placed their child in foster care and
so she gave up. She deeply felt that she had failed as a mother.
When asked about her motives and reasons for continuing her addiction, Donna refers to her mother's physical abuse, her longing for
the love of a mother and a father, her depressive reaction after the loss of her son and her distrust towards other people. She does not
think she is able to trust anybody. She has developed a general anxiety of prostitution and snails. Because of her fear of prostitution, she
prefers stealing. According to Donna, her fear of snails is related to her Surinam background. Donna's case-history shows many
parallels with the above mentioned cases of path three. There is mention of childhood physical abuse, absence of a father, running away
at fifteen, repetition of physical abuse in her relationship with partners and being forced into the use of hard drugs. She earns money
through prostitutioin out of necessity, trying to talk her clients into satisfaction and avoiding physical sexual contact.
The differences are that Donna is relatively well-educated. She finished advanced primary education and took a medical secretarial
course. She has worked as a medical secretary. Donna shows some insight into her inner conflicts; she is aware that she still is hoping to
be loved by her mother and father and also of how hopeless this longing is. She is able to put her feelings, thoughts and fantasies into
words. But still, this does not mean she is able to cope with her situation. She would like to give up drugs, but every time she tries, she
relapses.
Path five Addiction and prostitution out of rebellion
Seven women took path five, the upper-class women's path. According to Van der Berg & Blom (1987) these women developed an
addiction because they wanted to rebel against their environment, traditions, mother and father. In a certain way this is true. But they
are also rebelling against an unhappy childhood and from this point of view their drug use resembles that of the women in path three
and four.
It is remarkable that only one woman on this path is of Dutch origin. The other six women are of foreign origin: two are from Surinam,
one is Italian, one German-Italian and two Austrian.
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Laura
Laura, a 25 year old woman from Surinam, was admitted to the Crisis Centre after giving birth to a baby that was stillborn. She has an
one year old son who is cared for by her sister-in-law.
Laura's father was a writer, her mother, a housewife. Laura has nine brothers and sisters of whom she is one of the youngest. She
adored her father and because she was one of the youngest, he spoiled her very much. He has never done anything wrong. Her mother is
a gentle person, though a little bit weak, always seeming to choose the easy way out. Laura's father died when she was six years old.
Laura's education consists of three years Higher General Secondary Education and vocational training.
After her father's death, her life changed dramatically. Her mother got a boyfriend and was physically abused by him. Her mother ended
in a wheelchair, lives in a nursing home and is becoming an alcoholic. Laura's elder sister took over responsibility for
Laura and placed her, at the age of sixteen, in a supervised rooming project. It was there that she met her addicted boyfriend, who
supplied her with drugs.
After she became addicted, a girlfriend introduced her to prostitution. She developed into a classy prostitute with her own fixed
clientele, but she still loathes prostitution and is only able to do it by suppressing her feelings.
She had a personal relationship with a former client, the father of her son. He wanted her to stop taking drugs and to stop working as a
prostitute. When she was unable to stop her drug-use, he left her. Shortly afterwards, she found a new boyfriend and got pregnant
again. This was the child that was stillborn.
According to Laura, she cannot stop using drugs because this makes the memories about her mother become too painful. Her drug-use
enables her to forget her worries about her mother.
Comparison with the study by Berg & van der Blom
The data gained from the research subjects can be compared to the data published by Berg & Van der Blom (1987). Van de Berg &
Blom interviewed 65 heroine prostitutes, both male and female. They excluded the data from nine interviews, in some cases because the
heroine prostitute was male, in others because the quality of the audiotape was poor. The average age of the 65 people interviewed was
22. According to the researchers, their sample is not quite representative: they estimate that more middle-class and upper-class women
were prepared to give an interview, and that single women were over-represented in their sample because married women or women
with a steady boyfriend were afraid to co-operate. The path distribution among the 56 women interviewed by Van de Berg & Blom
(1987) shows that 13 women followed path one, five women path two, 14 women path three, seven women path four and 17 women
path five.
The results of the present study are in marked contrast to those of Van der Berg & Blom. Path 3 is the predominant route (30 women),
followed by path 5 (7 women). It seems more and more obvious that, when compared to the group of heroine prostitutes as a whole, our
research subjects seem to belong to the category with fewer opportunities than the 'average' woman who uses hard drugs. They have a
socioeconomic background of lower social class, they have little schooling and they are involved in prostitution out of necessity.
3.5 Drug-use
Almost all the subjects in the present study (n=52) are multiple drug-users. They use heroine, cocaine, medicines, methadone and
alcohol. One woman uses the following substances every day: ten grammes of cocaine, one gramme of heroine and nineteen methadone
tablets. She spends more than two thousand guilders a day on drugs. The research subject who spends the least buys thirty or forty
guilders worth of drugs a day.
Most women spend a few hundred guilders each day on drugs. Figure 3.7 shows the drug-use-distribution.
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Average years of drug-use
The average number of years of drug-use is eleven years (sd = 4,6). Figure 3.9 shows the number of years drug use-distribution

Ways of using hard drugs
Many research subjects (40 of 52) used the hard drugs intravenously. The other women smoked heroine or cocaine.
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Starting with hard drugs
Almost half of the research subjects (24 of 52) began using hard drugs between the ages of sixteen and nineteen. Nine research subjects
were younger, starting between the ages of twelve and fifteen. Only a few research subjects were older than 24 when they started using
hard drugs. Figure 3.10 shows the distribution of age at which drug-use began.

The following case-history is illustrative of women who start taking drugs at an older age than usual. Drug-use is clearly not related to
adolescence, but a way of coping with emotional and social problems.

Janine's story
When Janine was referred to the Women's crisis centre, she was 42 years old. She was desperate, because her children, nine years old
and three years old, had been placed under judicial observation in a general hospital. There was suspicion that the children's father had
committed incest with them.
Janine started taking heroine when she was 27 because her father had just died and she had recently got divorced. Her new boyfriend
was a drug dealer who gave her drugs. She never uses drugs intravenously. When she uses drugs, she experiences positive sexual
feelings, which she never had before. Drug-use relieved her of feelings of alienation and made her capable of expressing her feelings.
Janine is a middle child of ten children. When she was ten years old, her father, then aged 41, got himself a girlfriend of fourteen. He
invited his young girlfriend to live with him in the house. Janine's mother did not resist, perhaps because her husband often beat her.
Janine suffers from amnesia concerning the period from when she was three years old to six years old. She suspects her father sexually
abused her, but remembers nothing about it. She knows that her brother once sexually assaulted her. Her father was a tight-mouthed,
aggressive factory-worker. He died at the age of 58. Janine sees her mother as a gentle woman, a real mother and a good housewife.
Janine's first husband, a neighbour with two children, took advantage of her. He was a jealous alcoholic who physically abused her. Her
second husband, by whom she had two children, also physically abused her and, at a time when they had no money, forced her into
prostitution. She started to work as a prostitute when she was 37 years old. When she was 39 years old and pregnant, her husband beat
her during her pregnancy.
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She left him, but still meets him, speaks to him and gives him drugs. She cannot imagine life without a man, without male approval. She
feels herself very dependent. She is depressed, desperate and suicidal and would like to kill both herself and her two children.
Comparison with Korf & Hoogenhout's sample (1990)
Like the women in Korf & Hoogenhout's sample, the women featured in the present study are multiple drug-users. There is a
remarkable difference between the two groups with regard to the methods of drug-use. Only 29% of the women in Korf &
Hoogenhout's sample used drugs intravenously, while intravenous drugs were used by three-quarters of the women in our sample.
According to estimates of HIV-prevalence (Van den Hoek et al., 1989), it can be presumed that 30 percent of the forty intravenous
drug-using research subjects (12 women of the 52 research subjects) is infected with the HIV virus.
Thirty of the female drug addicts at the Women's crisis centre were tested for the HIV-virus in 1990. The tests were voluntary and half
of the women at the Women's crisis centre were not tested. Two thirds (twenty women) tested positive for the HIV virus (annual year
report 1990, Women's crisis centre). All HIV-infected women were intravenous drug-users. In 1990, three addicted women at the
Women's Crisis Centre were suffering from Aids and exhibited severe somatic complaints.
3.6 Prostitution
Many research subjects (48 of 52) earned money from prostitution. They turn to prostitution (mean age 23, sd = 5,4) only after they
start on drugs (between 16 and 19). The number of clients is often determined by the subject's need of drugs. Because the women drugusers are often unable to have sexual contact before taking drugs, they ask their clients to pay about fifty guilders in advance. They
usually have about eight clients a day. If they are obviously ill with withdrawal symptoms, the price goes down. One or two research
subjects said they made more money in private clubs. They said they earned two or three thousand guilders an evening when working in
a private club. Usually the women are streetwalkers, though there are some exceptions. Sometimes they both work both on the street
and in clubs (seven women). One woman works at Yab-Yum, a well-known brothel in Amsterdam. Another works for an escort
service. Three women have worked in the Red Light District.
Four women named the high earnings as a positive aspect of prostitution. More then half of the research subjects (26 of 48 women) said
they had exclusively negative experiences of prostitution. According to them, prostitution felt like rape. They were disgusted and felt
ashamed.
Some research subjects said that their experiences in prostitution did not influence their private sex-life. They differentiated between
private life and work, between boyfriend and client (6 research subjects). Sixteen research subjects did not like sex at all; prostitution
had served only to increase their distaste or to cause them to lose interest in sex altogether.
The practice of safe sex
Nineteen research subjects used condoms with clients. The other research subjects did not answer this question or did not usually use
condoms.
The research subjects were also asked if they used condoms with their boyfriends. Eight research subjects answered that their boyfriend
did not like to use condoms and so they did not. Other contraceptive measures (taking the pill or using a contraceptive injection) also
appeared to be sporadically.
Comparison with another sample
Keesmaat (1989) mentioned that three-quarters of women who used hard drugs were involved in prostitution. In the present study more
than 90% of the women were involved in prostitution.
3.7 Crisis situation
The case histories, mentioned in section 3.4, show that the lives of female hard drugusers are filled with crisis situations. They had
already experienced crisis situations at home long before they became addicted.
The Women's crisis centre initially used 'crisis situation' as a selection criterion. However, it soon became evident that 'crisis' was not
useful as a selection criterion, because all drug-using women referred to the Crisis Centre live chronically in crisis
However, despite the fact that they lived chronically in crisis there was usually just one crisis too many which preceded admission.
The most common crisis situations could be divided into four categories: a medical crisis, a social crisis, a psychological crisis and a
psychiatric crisis. Figure 3.11 shows the distribution of the various crisis situations. Some women have two or three crises, for example
a psychiatric crisis in conjunction with a medical or social crisis.
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The crisis is classed as medical if the female drug-user is referred to the Crisis Centre because she is suffering from a somatic illness
which is acute though not severe enough for admission to a hospital to be thought necessary. The following somatic illnesses required
admission in the Women's crisis centre: miscarriage; advanced state of pregnancy; hepatitis A or B, Aids or being HIV-positive; abscess
caused by intravenous drug-use; pneumonia or ovaritis. Other women referred to the Crisis Centre also suffered from somatic illnesses,
but their medical problems did not come first. Eight women (15%) were admitted on medical grounds.
The crisis is classed as predominantly social if the problems concern housing, food and rest. These drug-using women are exhausted
and need some time to recover. Some women are suffering only from a social crisis, but mostly the social crisis is linked with a
psychological crisis. Exhaustion and lack of problem solving abilities or of seeing a way out lead to feelings of anxiety, depression and
suicidal thoughts. More than eighty percent of the women (42 of 52 women) were suffering from a social crisis. This is hardly
surprising given the fact that three-quarters of the women did not have a roof over their heads.
The crisis is deemed to be predominantly psychological if a female drug-user is referred to the Crisis Centre because she is depressed
and has lost control over her life.
She has given up the responsibility of caring for her own well-being. She is at risk of committing suicide. Three-quarters of the women
are in psychological crisis.
If the female drug-user has lost contact with reality, if she is psychotic or very confused, the crisis is termed psychiatric. When in
psychiatric crisis, the woman might suffer from psychotic symptoms such as hallucinations, delusions and extreme confusion. She is in
need of psychiatric drugs and a psychiatrist is normally consulted for diagnosis and prescription. Eight women were suffering from a
psychiatric crisis (15%). In general, such crises are chronic. Sometimes the symptoms worsen, a women wanders confused and naked
on the street and is picked up by the police. She will then go from the police station to the Women's Crisis Centre, sometimes staying
only a few hours, sometimes longer.
Figure 3.12 shows how many of the admission cases constitute single, double or triple crises.
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In many cases a social crisis was coupled with a psychological crisis.
3.8 Summary
The social situation of the research subjects in the present study is on average inferior to that of other drug-using women. Selfdestructive tendencies are more evident in the present group, they use drugs intravenously, are not medically insured and live in a
condition of continuous social deprivation.
The paths to prostitution and addiction show that the path of 'prostitution out of necessity' is predominant. Most women are lower class
or lower middle class with only primary school as education. Poor parenting, neglect, physical and sexual abuse, placement in foster
care or boarding school and a gender-identity as society's female pariah are highly significant contributory factors to juvenile addiction
and prostitution.
Many female drug-users act out of anger or grief caused by parental inadequacy, cruelty or neglect, which leaves them in a state of
enraged worthlessness. These women, characterised as outcasts of society, are almost always the product of an unhappy childhood. This
study did not find one woman from a stable, happy and loving family background who became addicted and a prostitute.
There is no possibility for the development of any basic trust; these women's lives shows a repetition of cruelty, neglect and assault.
Many female addicts have developed diverse strategies to survive the psychological consequences of childhood traumas. The next
chapter is devoted to these strategies.
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4.1 Introduction
In chapter two it was shown how addiction could be seen as a perversion, as a coping strategy - albeit an ineffective one - for dealing with
childhood traumas and gender pathologies.
Summarizing chapter two it may be said that a woman might continue her drug use for various reasons: she may wish to compensate
herself for childhood cruelty, neglect, poor parenting, for the lack of warmth, the never completed union, the never reached intimacy with
her mother; she may stage a performance of 'the fallen woman', the outcast of society. Behind the act of the independent 'fallen woman'
might be hidden the dependent wish to be taken care of. By acting out the 'fallen woman'- script she takes her enraged revenge on society
and at the same time, by taking drugs, she provides herself with a substitute for the perfect mother or the perfect lover.
The above explanation of female drug-use, based on the data from Kaplan's framework (1991) is a general explanation of mental illness
within a social context. As Brinkgreve (1992) points out, a gap exists between general, more or less sociological explanations and
individual symptoms. In order to explain the different kinds of perversions - anorexia, kleptomania, extreme dependency and selfmutilation - Kaplan refers to individual history and individual childhood traumas.
Kaplan's general framework contributes considerably to an understanding of female drug-use. The next step could be to examine whether
or not it is possible not only to generalize and systematize the strategies that enlist social gender stereotypes to survive gender pathology
and childhood traumas into different kind of perversions, but also to identify the typical gender identity conflicts and accompanying
conflict-solving strategies within one perversion. Two important types of gender identity conflicts occur in women's life that could be
related to female drug-use: the conflict of whether or not to adapt to social gender stereotypes and the conflict of whether or not one is in
control of one's life. These gender identity conflicts might result in any one of four strategies, as the following section will illustrate.
4.2 Survival strategies' model
One conflict is about adaptation to social gender stereotypes. Some researchers (Rosenbaum, 1981) argue that female drug-users uphold
traditional sex-role stereotypes by identifying with their male partner and upholding the social expectations that they should share his
important life activities with him. Others (Chein, Gerard, Lee and Rosenfeld, 1964) presume that female drug-users deny their passive
natures by using drugs. Female drug-users reject their femininity (Perry, 1979). Ettore, 1992, points out that female drug-use could be an
indication of a trend towards social equality of women. In the present study, we will investigate whether or not the problem-solving
strategies characteristic of female drug-users' reflect traditional female gender stereotypes and whether they imply an inward (the
introverted variant) or outward direction of energy and aggression (the extroverted variant).
The other conflict is about social gender expectations of being 'in control'. According to social expectations, women ought to be in control
of the domestic/female sphere: they deal with children and household chores; they should act in a caring way towards their men. Ettore
(1992) supposes that for any woman the social expectation is that she will behave in a traditional, i.e a dependent way. Ettore goes on to
say that there is nevertheless an incompatibility between the social expectation for women to be dependent and the need for all women to
be 'in control'. Female drug-users defy the social expectation of being 'in control'. In the public's view, female drug-users are seen as
having 'lost control' in their domestic situation. They are seen as bad mothers, uncaring towards their children and irresponsible as wives,
failing to consider the needs of their husbands.
Some female drug-users refute this view of having 'lost control' by exerting control over the way the public perceives them. They control
their public image by being cold, tough, aggressive and manipulative; through using their body, their sexuality as an instrument for
obtaining money and gaining control over men, obtaining dominance and power. This variant is called 'control'
Other female drug-users give up the struggle, are demoralized and comply to the public image of having 'lost control'. This variant is
called 'avoidance'.
The contrasts in variants yield the following diagram:
Avoidance
Control

Introvert
Anaesthesia (1)
Submission (3)

Extravert
Flash, kick (2)
Performance (4)

figure 4.1 Four survival strategies.
I will investigate below whether or not it is possible to apply this model to the individual life-histories of the research subjects and to the
data of the semi-structured interview.
4.3 Research subjects' survival strategies
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I discovered that 'anaesthesia', the first survival strategy, could be used to categorize the cases of drug-use as self-medication.
Characteristic of this strategy is the fact that the research subject does not take drugs for pleasure, or because she is curious about hard
drugs, but because she is anxious to avoid responsibility and negative emotions or to reduce psychiatric symptoms such as hallucinations
and delusions. Women who use drugs to anaesthetize their feelings seem to experience themselves as victims: victims of violence, of an
unhappy childhood, of society. They turn their energy and aggression inwards.
The second strategy 'flash, high' is also employed to avoid feelings, but is the opposite of 'anaesthesia' because it is precisely those feelings
of anaesthesia, emptiness and boredom the research subject is trying to avoid: the flash or kick disrupts the anaesthetized feelings. The
flash is similar to the kick of the kleptomaniac woman, whose stealing disrupts her feelings of alienation. This 'flash' category includes
motives such as curiosity and being in need of a 'kick'. The research subjects who apply this strategy are more inclined to direct their
energy and aggression outwards, and strive more for their own enjoyment. Since they are 'in control' of their own pleasure they can, as a
consequence, refute the image of women as passive beings, dependent for pleasure on men and children.
The third survival strategy 'submission' shows introverted energy in conjunction with subjection to another's control. Kaplan's
'Horigkeitsscript' (1991) is an example of this strategy. Also classified under this strategy are the problems with leaving home and the
symbiotic union with mother mentioned earlier.
The last strategy, the strategy of 'performance' concerns the opposite of submission: the research subject makes an masquerade of herself
as the 'fallen woman', she plays the role of outcast of society as a stage performance. Behind this acting-out she is able to hide her feelings
of vulnerability, of longing for a symbiotic union with mother and of longing to be taken care of.
Analyzing and categorizing the data of the semi-structured interview [the interview is featured in appendix two and contains questions
about background to crisis; lenght of crisis; former attempts to solve crisis and the reasons why these attempts failed] into survival
strategies resulted in the following distribution of coping or survival strategies (see figure 4.2). Two strategies, 'submission' and
'performance' could only be found in combination with the 'anaesthesia strategy' or the 'flash strategy'. The category 'other strategies'
consists of strategy three (one research subject), strategy four (one research subject), a combination of strategy four and one and strategies
unknown (two research subjects).
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It is evident that 'anaesthesia' and 'anaesthesia in combination with submission' are the most common survival strategies. The more
rebellious strategies, the flash strategy and the performance strategy are adopted by one quarter of the research subjects. The majority of
the research subjects uphold traditional sex role stereotypes by identifying with a submissive and dependent image of women. The
implication of above results is that the treatment of gender identity problems is an essential element in the treatment of women who use
drugs.
I will explain below the four main survival strategies with some illustrations from the research subjects' case-material. It must be kept in
mind that the present subjects show combinations of these strategies.
Anaesthesia as a survival strategy for childhood traumas
In the case of anaesthesia, the main functions of drug-use are:
- to anaesthetize unbearable, painful feelings of fear, anxiety, confusion and depression; the drugs are used as self-medication
- to escape, to cope with or offer a solution to gender identity problems
- to reduce tension
Research subjects report that they cannot live with their mental pain, they cannot cope with their feelings, thoughts and emotions and have
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to anaesthetize them.
The following example illustrates this strategy. From the moment Nancy awakes she uses drugs. What does she think when she wakes up?
Her inner dialogue goes as follows:
- I'm feeling miserable, as if I have not slept at all; everything hurts, it's too much for me, I can't stand this feeling of sickness
- Do I have to get up? Why are they waking me up? I know it's awful, but, yes, I have to get up, my son needs me
- I have got my son, so I have to care for him. It is my last chance. If I don't care for him, he'll end up in foster care, just like the other
children. I won't let that happen again. If that happens, then I've lost everything, my husband and my children and what's to stop me killing
myself? Nothing
- Too many things surfacing from the past, all those awful thoughts about incest, I will never escape those memories. Nobody has as
many problems as I do. I always seem to feel sick, to have lost my energy and never know what to do. I feel rotten, worthless, I can't stand
it anymore, it would be better if I wasn't alive anymore.
Nancy feels depressed and takes tranquillizers as self-medication in order to avoid her feelings and to enable her to care for her eight
month old baby.
The data from the semi-structured interview showed that the research subjects in the present study named a total of 82 reasons for
continuing their addiction. These reasons were almost always expressions of the 'anaesthesia strategy'. They wanted to escape unbearable
and painful feelings. Precisely what are the events that these women wish to avoid? Quite astonishingly, almost 60% of these events are
related to her sex as a woman. The distribution of these events is shown (figure 4.3):

For ease of understanding it is important to note that I have included the loss of contact with a child as a sex-linked event, because the
meaning of such an event is very sexspecific: the child motivates the female drug-user to stay alive and to control her druguse. If contact
is broken, all reasons for staying alive and controlling the drug-use disappear. She feels she has failed as a mother, and for this reason she
no longer has any reason to live. The other reasons or events which prompted continued drug-use were not linked so strongly to sex. In
order of importance they were as follows: homelessness (14), grief over the death of important persons which never had been dealt with
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(7), relationship problems (7), disrupted relationships with the family (7) and being HIV-positive (2).
The flash strategy
The flash strategy is meant to disrupt feelings of alienation or anaesthesia, to bring pleasure, to enhance or liberate (sexual) feelings, to
improve sexual functioning and to increase the capacity to endure prostitution.
I will illustrate the flash strategy by taking the example of Deborah, a forty year old woman of Surinam Hindustani origin. She was
referred to the VKC by her physician after a suicide attempt.
Deborah
Deborah, mother of three children, is addicted to heroine and cocaine and has been using drugs for the past ten years. She started taking
drugs out of curiosity taking them from her ex-husband. For years her drug-use was controlled; she only used drugs in the evenings and at
night and was able to continue caring for her children.
Deborah's problems started when she came into contact with the police. She was dealing in drugs and the police had recently raided her
house in search of drugs and arrested her. After her arrest she went downhill. Her illusion of control was shattered and she tried to kill
herself with sleeping-tablets.
Deborah is also an example of strategy four, the stage performance strategy. She is the queen of the women drug-users. She dresses herself
beautifully, moves like a fashion model and is in good health. She has a great deal of pride and has never been involved in prostitution.
She became a drug dealer because she made a better job of it than her husband. Speaking about her beginnings as a drug-dealer she says:
"Actually it was my husband, who was the drug dealer, but he always made a mess of it. There was always money missing, so I threw him
out of the house. I said to him: this is my house and from now on I'm going to do things my way. Then I took over the business. It's been
flourishing for a few years now".
Deborah has identified with a male sex-role, and she is better at it than a male. When she was young, her mother always said: "Learn a
trade, don't become like me." Deborah is the most highly educated of all the research subjects. She was unlucky because after her arrival in
Holland, she found it impossible to get a job which suited her level of education. She said that the only job she could get was as a cleaner.
She worked as a cleaner until she took over her husband's business.
Deborah would like to advocate 'controlled' drug-use. Her dream for the future consists of being the manager of a clothing boutique and
using drugs only incidentally for pleasure.
The submission strategy
The submission strategy is employed in order to avoid having to take control of one's own life, to banish feelings of loneliness or of loss as
a consequence of broken contacts with family, and to avoid fears of abandonment (by a peer group, husband or boyfriend). The
submission strategy often goes hand in hand with strategy one, the anaesthesia strategy. The familiar pattern of submission, of dependency
is present in almost every case since, with one or two exceptions, every woman becomes addicted through a supplying, addicted boyfriend.
One question we may ask ourselves is what exactly the advantage is for the boyfriend whose girlfriend is also addicted. The advantage lies
in the fact that if his girlfriend is hooked, the boyfriend can easily persuade her to get involved in prostitution, She can then earn money for
two, for his and for her drugs. The case related below is a good illustration of this.
Christa
Christa, a twenty-six year old German-Italian is residing illegally in The Netherlands. She was referred to the Women's Crisis Centre
because she is suffering from some somatic problems: she has a broken leg and is in need of rest. She is homeless, so the Women's Crisis
Centre is the only place she can stay and get some rest.
Christa grew up with two sisters, an Italian father and a German mother. Her father worked as an engineer. Both parents thought that their
marriage was the biggest mistake in their life and divorced when Christa was fourteen years old. According to Christa her Italian father is
authoritarian, selfish and manipulative. Her mother is quiet and also selfish.
Christa started using drugs when her younger sister died of leukaemia at the age of seventeen. It took her sister two years to die. Christa
felt she failed to keep her sister alive and at the same time failed to get her Italian boyfriend to quit drugs. He refused to stop and so, in
order to keep the relationship alive and so avoid another loss, she joined him, depending on him in her drug-use. He set the shots in her
arms, she was unable to do it for herself. After finishing their nine year relationship she went to Holland and got a new boyfriend. Again
Christa says she would like to quit using drugs, but she gives her boyfriend heroine, to keep him happy. She has turned to prostitution in
order to buy drugs for them both.
The performance strategy: masquerading as the fallen women
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Women drug-users would rather act out a perverse script of being a 'vicious and deprived sinner', lost for humanity, the scum of society
than be seen as extremely vulnerable. They restore a magical sense of power and control by taking the process of self-destruction and
mutilation into their own hand. A pregnant example of this strategy is the following case-history.
Karen
Karen, a 27 year-old German, was referred to the Women Crisis Centre because she was suffering from pneumonia. Her treatment goal is
repatriation to Germany.
Karen's stepfather beat her up until she was fourteen years old. At that age she was placed at a boarding school. She has completed preuniversity education. Karen has a daughter of six who is taken care of by her parents-in-law. Recently, her husband and she divorced and
she came to Holland with her boyfriend. They had made plans to commit suicide by taking a overdose in Amsterdam. Her boyfriend is
suffering from Aids. Karen is not only suicidal, she also hopes to get Aids from her friend or a baby. She takes no precautionary measures
when she and her boyfriend have sexual intercourse. There follows below a reproduction of some parts of a conversation I have had with
her. 'T' stands for therapist, 'K' for Karen.
T: Your behaviour seems to me to be very risky. Aren't you afraid of becoming HIVinfected?
K: It's not so risky.
T: Would you take the same risks if you had a baby by your boyfriend?
K: (hesitant) I would be more careful, the child would need me, what would become of the child if I died too?
T: (confronting) Do you see the way you think? You always put other people first, your boyfriend, your baby ...
K: I don't care about myself. I'm not important. I wouldn't mind if I died. That's just the way I am. I don't see any alternatives.
T: Why not?
K: Ever since I was a child I have been brought up with the idea that I am no good, that I am bad. There comes a time when you start to
believe it yourself. And if on top of that you're a junkie and a prostitute into the bargain, then society makes you want to puke. It
stigmatizes you. I stand in front of the mirror and think: "Was bin ich? Ich bin Scheisse, a junkie."
T: Don't you want to change that?
K: When I was with my boyfriend in Germany, I used to feel better about myself. I had a bit more self-esteem. But since we've been in
Amsterdam I've lost all positive self-regard. Maybe, if I go into treatment in Germany I'll feel a bit better about myself. But now, I can't
say that I'm going into treatment to help myself, because I won't do it for myself. No, I am going into treatment to be a better person for
my boyfriend and my baby.
My interpretation is that Karen identifies with society's view of her as a heroine prostitute. She likes being in control, so she exaggerates,
she is more self-destructive than even society imagines her to be. Her self-destruction puts the blame on society. It is as if her sick habits,
her sick body scream: "it is society's neglect, society's rejection that's done this to me. I am innocent, but society has made a victim of me,
an outcast, a pariah. I'm going to die because society and my parents don't care. For them, for my parents, I am less than nobody."
4.4 Discussion
Some drug researchers (Chein, Gerard, Lee and Rosenfeld, 1964) have argued that female drug-users deny their passive natures by using
drugs. The female drug-user is tough, manipulative, aggressive, cold and hard. She has adopted an independent, if not rebellious survival
strategy that includes the use of illicit drugs. Drug-use could be seen as an indication of a recent trend towards social equality for women
(Ettore, 1992). Although this is an interesting observation, the above survival strategies show that the rebellious strategy only fits a part of
the research subjects: those that use the flash strategy and performance strategy (see figure 4.2).
The majority of the research subjects (33 female drug-users) upholds traditional sex role stereotypes by identifying with a submissive,
dependent and introverted survival strategy. In society's eyes this group of women has failed as women and as mothers. Female drug-users
have often identified with this view and are demoralized as a consequence. They do not offer any resistance to society's view of them, do
not seek help as a consequence.
Regardless of the extent to which female drug-users are rebellious, they nevertheless show both sides of the same coin: they are caught in
a web of conflicting gender identities and are unable to develop autonomy.
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5.1 Introduction
Kaplan (1991) points out that perversion is not only a strategy for surviving social gender identity problems but also a problem-solving strategy for
coping with childhood traumas (for explanation, see chapter 2). The gender-identity conflicts of female drugusers - one part of female perversions - are
about adaptation to traditional sex roles and controlling their lives or being out of control. Female drug-use as a general perverse strategy has been
subdivided into four problem-solving strategies: anaesthesia, flash, submission and performance (see chapter four). This coming chapter is devoted to the
other part of the female perversions, the kind of childhood traumas that the subjects have experienced. The frequency of the traumas, their number and the
predictive qualities of these childhood traumas all come under investigation.
In past years, research into the prevalence of childhood traumas has supplied the following data.
Dutch research indicates that about 16% of 'normal' women have experienced sexual contact with relatives in their childhood against their will. Half of
them suffered later from negative psychological effects (Draijer, 1988).
International research, although using somewhat different criteria to establish the fact that incest or sexual abuse had taken place, indicates that 18% to
20% of "normal" women have experienced sexual abuse by relatives in their childhood (Finkelhor, 1979, Russell, 1983).
Clinical studies show that about one third of women who undergo psychiatric treatment have experienced sexual abuse in childhood (Rosenfeld, 1979,
Nicolai, 1990). Studies among female drug-addicts also show that about one third of the women have a history of childhood sexual abuse (Carson, Coucil
& Volk, 1988, Cohen & Densen-Gerber, 1982, Roshenow Corbett & Devine, 1988, Schaap, 1988). Herman (1981) found that 35% of the women who
were victims of father-daughter incest abused alcohol and/or drugs compared to 5% of the women with a 'seductive' parent.
Briere (1984) studied a random sample of 153 female "walk-in's" to a local Counselling Programme and found that the group formed by former sexual
abuse victims (n= 67) were significantly more likely than non-abuse clients (n= 86) to have a history of alcoholism (27% versus 11%) or drug addiction
(21% versus 2%).
Research also found a relationship between sexual abuse and prostitution (Silbert & Pines, 1983, James & Meyerding, 1977).
The incidence of sexual abuse committed by an acquaintance before the age of sixteen is 39% among prostitutes (Vanwesenbeeck et al, 1989).
Prevalence research on childhood physical abuse (R6mkens, 1989) among 1016 women found that one quarter of the women had been physically abused
as a child. Before the age of twelve they were beaten, some of them once in two months, some of them once a week. The physical abuse included hard
and repeated beatings, kicking, being locked up and thrown downstairs. For part of the group the abuse was very severe, including strangulation attempts,
wounding with a knife or a pair of scissors, and burning.
Research design
The goals of the VKC in 1987 were to give shelter, offer crisis-intervention and refer women to treatment centres for further treatment. Because referral
to other centres was only possible when women were both in need of treatment and motivated to undergo treatment I investigated whether or not
childhood traumas predicted the treatment needs of the women. Some research subjects may possibly profit from referral to treatment centres more than
others and the kind of childhood trauma the woman has experienced might be related to her need of treatment. As mentioned in the introduction to this
study the focus of this particular piece of research lies on the individual research subject and her treatment needs and not on measurement of the
treatment-outcome.
This chapter begins with an investigation into the frequency of occurrence and average number of cases of childhood sexual abuse, physical abuse and
other traumatic events; the subsequent part of the chapter consists of the application of a prediction analysis based on the statistical method of multiple
regression analysis.
In this study the focus lies on negative stressful childhood experiences. It is therefore necessary to investigate the victimization of the woman as a girl or
as a young adolescent of sixteen years or younger. Draijer (1990) and Vanwesenbeeck et al.(1989), investigating childhood sexual abuse, have also used
the age of sixteen as criterium. Another reason for applying sixteen years as criterium is that many of the research subjects left the parental home when
they were sixteen. James (1980), who studied 136 female prostitutes, found that sixteen was the average age at which the women left home for good.
Childhood traumas are used as a set of predictor variables. These variables were measured at the time of the client's admittance by administrating the
semi-structured interview (see appendix two). The outcome variables are 'time between discharge and first re-admission within a year after discharge' and
'number of re-admissions within a year after discharge'. These variables may provide an impression of the treatment needs of a female drug-user. For
instance, if a female drug-user returns to the VKC soon after discharge, she makes clear that she is in need of further treatment and is not able to cope
with her problems without the VKC's support. A speedy return to the VKC and a number of re-admissions within the space of a year might indicate
motivation for further treatment.
Most women who are re-admitted (n=26) returned to the VKC within three months (n=11), six women within three to six months, six women within six
to nine months and three women within nine to twelve months (sd =103).
Most women who were re-admitted (n=26) were re-admitted once or twice within a year (n=20), three were re-admitted three times within a year and
four were re-admitted four times or more (sd=1,5). One research subject returned to the VKC in crisis seven times within a year.
In the present study 'crisis intervention', operationalized as 'length of stay at the VKC' is statistically conceived as an interacting variable. Twenty-six
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research subjects stayed at the VKC for less than thirty days, the other twenty-six of the group stayed for thirty to ninety days (maximum period at the
VKC).
5.2 Methods
Subjects
All clients who were admitted to the Women's Crisis Centre between June 1988 to August 1989 were asked to participate as research subjects. One person
refused. Some of them stayed in the Centre for such a short time that it was not possible to collect any data. The remaining subjects gave permission
(informed consent) for their data to be used for research. The background characteristics of the subjects (see chapter three) are as follows:
On average the research subjects are thirty years old. The majority of the subjects is of Dutch origin. Their socio-economic background is lower class and
lower-middle class. They are poorly educated. Half of the subjects has children. Three-quarters of the subjects has no housing and is not covered by the
Dutch National Health Service.
Most of them are multiple drug-users. On average they have been using hard drugs for a period of eleven years. The predominant method of drug-use is
intravenously. It is likely that about 30% of the intravenous drug-users is HIV-infected.
Almost all subjects are involved in prostitution (90%). Many of them become prostitutes out of necessity (see paths to prostitution and addiction, Chapters
One and Three) because they need the money for drugs. The crises that force the subjects to seek help are social, psychological, psychiatric or medical in
nature. Generally speaking there is more than one crisis situation.
Setting
The Women's Crisis Centre (VKC) provides an in-patient feminist treatment service for six female drug-users temporarily in crisis. The treatment services
of the VKC are aimed at a crisis intervention that takes no longer than a few weeks (maximum length of stay is three months).
Assessment
Briefly summarizing, traumas belonging to the DSM-III-R category of post-traumatic stress disorder (PTSD), are characterised by three groups of
symptoms: re-living an aspect of the trauma; avoiding anything likely to remind one of the trauma and a state of hyper-arousal (Gersons, 1992). In this
chapter the traumatic events themselves that may cause these psychological consequences are mapped out by analyzing the interviews of the research
subjects including their answers to questions about negative sexual or physical childhood experiences (the semi-structured interview is included in
Appendix Two). The next chapter consists of an investigation into the nature of the psychopathology.
The following list of childhood traumas includes childhood traumas meeting the DSM-III-R criteria of a traumatic event (incest, physical abuse, rape) and
the DSM-IIIR axis IV criteria of psycho-social stress events (e.g. mental abuse/cruelty, parent's divorce, quarrelling between parents and foster
care/adoption). For the sake of convenience the term 'childhood traumas' will be further used in the present study to refer to both traumas and psychosocial stress events.
Given below is a list and explanation of the traumatic events reported by the research subjects:
1 Incest by a parent/relative
As far as defining the sexual abuse is concerned, I have applied the criteria defined by Roshenow et al. (1988) who investigated sexual abuse among
substance abusers. They considered a patient to have been subject to sexual abuse if the following conditions were met:
- the patient was 16 years old or younger when the sexual abuse first occurred;
- the sexual contact involved direct physical contact with unclothed genitals rather than mere exposure or a verbal request;
- the perpetrator was at least five years older than the patient or was otherwise more powerful than the patient;
- the victim experienced the event either at the time or afterwards as unpleasant;
- the victim did not experience the event as resolved during childhood.
The incest traumas of the research subjects varied. Some were abused at a very young age, before they were four years old. Some were abused when they
were ten or older. The application of force also varied, one research subjects was threatened with knives, others were mentally forced to keep the incest
secret. Some research subjects who told other people about their experiences were not believed. One person was placed in a children's home when she
told others about incest with her father.
In the majority of cases the incest was committed by the father or stepfather. In all cases the incest was experienced as traumatic.
2 A brother or sister was subjected to incest
Sexual abuse within a family causes psychological harm not only to the victim, but also to siblings who witness the sexual contact between brothers and
mother (one research subject) or know that their brother or sister is victim of sexual abuse. One research subject knew that her father abused her sister,
and discovered her sister in the act of trying to commit suicide. Another subject, who cared for father and sisters, in fact mothering them, was told when
she was about fifteen by a sister that her father abused all her sisters. She felt completely betrayed by her father whom she loved very much and asked
herself why he had not abused her and how it was possible that she had not known anything about it. She also felt betrayed by her sisters because they
had not told her about it. Her whole former life felt like a lie and when she could no longer live with this reality she started to use drugs.
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Another client says that her father has sexually abused both her sisters, one older and one younger. Her father was an alcoholic and physically abused all
his children. Her relationship with her father is ambivalent, she loves him and would like to be treated as a good daughter, but she is also afraid that he
will sexually abuse her. It is not clear why he did not abuse her, or whether it is true that she was not sexually abused. These days she has an alcoholic
partner. Her former boyfriend physically abused her and she once tried to commit suicide.
The experiences of the research subjects vary from traumatic events to severe psychosocial stress events. Often the combination of events, the lack of trust
in the parental home or the foster-care that sometimes follows parental abuse causes severe psychosocial stress.
3 A parent/relative physically abused the research subject
Many subjects were physically abused. The abuse included being thrown downstairs, attempts to drown the subject in a washstand, strangulation attempts
and beating with a heavy object.
4 A parent/relative subjected the mother or a brother or a sister to physical abuse
Sometimes only one person in the family is the victim of physical abuse. One research subject describes her father as a quiet, distant man with a great
love for animals. Her mother is a very caring and loving person who never complains, though she does suffer from a great deal of stress. Mother's only
problem is that she cannot talk about her problems. Her father, on the other hand, talks quite easily. Mother and father are always quarrelling, and father
beats mother up. When she is twelve, her parents divorce. At the age of fourteen she leaves home, becomes pregnant and has an abortion. Another
research subject describes a similar story. As a baby she is adopted. Her foster-mother - who is infertile - is an alcoholic. Her foster-father, a quiet man,
regularly beats her mother. When she is older, she is beaten by both foster-parents. At the age of fourteen her foster-mother dies from the consequences
of alcohol abuse. The research subject is placed in a institution. At the age of sixteen she is on the street. In combination the above stressful events cause
severe psycho-social stress.
5 An acquaintance or unknown person has raped the research subject
One research subject and her girlfriend were raped at the age of ten and her girlfriend was murdered. She was able to escape, but did not dare talk about
it.
Several research subjects were raped by a 'gang' of boys. One research subject was first raped by an unknown person while she was collecting money. She
later told her father and from then on her father started sexually abusing her.
6 A person not related to the family physically abused the research subject
Only one research subject experienced this negative psycho-social stress event. She was placed as a baby in a children's home because of a legal measure.
Her mother was a prostitute and lost custody of the child. At the age of five, she went to live with foster parents. Her foster-father beat her. She was an
outcast in the family. Nobody else was physically abused. Her foster-father and her foster-sisters called her a bastard. She met her mother when she was
fifteen and lived with her for a few months. They quarrelled. She also visited her father, who was an alcoholic. At the age of sixteen she started using
drugs; she felt strong and independent after drug-use. Nobody could dominate her any more.
7 The research subject herself physically abused a member of the family
This negative event refers to aggressive behaviour of the research subject towards her brother, sister or her mother's new boyfriend. The child is then
labelled as 'difficult' or 'troublesome'. The mother asks the Child Welfare Council to intervene. The Council places the difficult child in a children's home.
The consequences of the 'difficult' behaviour thus make it a psycho-social stress event in the life of the research subject.
8 Mental abuse/cruelty within the family
The subjects described the attitude of a (religious) father as cruel. For example, the father who committed incest with his daughter also gave her presents
and went out with her. The research subject says: "He had a relationship with me as if I was his wife." Her mother was jealous, angry and sad. Her father
dominated family-life. When he was at home, the atmosphere became very tense. Another subject says: "My father abused me psychologically, but I don't
remember any of it. I have erased it from my memory". She suffers from amnesia concerning certain periods in her life .
9 Parents' divorce
Usually the occurrence of parental divorce is a serious psycho-social stress factor. In the life of the research subjects this event is sometimes more than
merely stressful, it is traumatic, because the consequences of the divorce are so negative. Sometimes the mother starts drinking, sometimes she gets a
boyfriend who beats her and the children. Sometimes the step-father sexually abuses the children. As the research subjects say, life changed after the
divorce and for some of them became unbearable. They became unruly or misbehaved to such an extent that they were placed in an institution.
10 Continuous quarrelling between parents
According to the DSM-III-R, axis IV "quarrels within the family" is a light psychosocial stress factor. A chronically bad marriage between the parents is
a moderate psycho-social stress factor. Most research subjects who experienced "quarrels between parents" also describe their parent's marriage as
chronically bad. The atmosphere indoors was always tense: "as long as I remember tiffs and wrangles polluted the air". Some research subjects describe
their father as a hard, distant and rigid man and their mother as too soft, caring or easily influenced. One research subject suspects that her father killed
himself because of the quarrels with her mother. In her case it was the father who was soft, easy-going and nice and the mother who was dominant.
11 Death of a parent
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Usually the death of a parent is an extreme psycho-social stress factor. Some research subjects experienced the event as traumatic because, as the example
above shows, the parent committed suicide. Sometimes the parent's death was preceded by a long and drawn out illness with the research subject having
to care for the patient while still a young child. Sometimes the consequences of the death of a parent are doubly traumatic, for example when, after the
death of the mother, a brother or sister commits suicide.
12 Death of a brother or a sister
Death of a sibling is usually a serious or extreme psycho-social stress factor. For two research subjects the event was traumatic because in one case it was
a case of suicide and in the other a prolonged period of illness.
13 Father of research subject is unknown
This event, father unknown, in itself a moderate or severe psycho-social stress factor, is complicated by the fact that sometimes the siblings of the
research subjects are of different fathers. For example, the research subject knows that she and her brother have the same unknown father, but the
following children all have different fathers. The mother has had a string of boyfriends, neglects the children and the older children have to rear the
younger children. They suffer from emotional neglect. Another research subject did not see her father from birth. Her mother divorced her father when
she was fourteen days old. She had a stepfather who physically abused her. As a teenager she went looking for her real father. She met him when she was
fourteen but was disappointed to find him very indifferent towards her.
14 Research subject had no contact with father
One research subject loved her father very much and was traumatized when the father was forced by the mother to leave. Circumstances in the family
altered dramatically after the departure of the father, the only "safe" person the research subject had.
15 Mother was a prostitute
The fact that the mother is a prostitute is probably not in itself a severe psycho-social stress event, although it could generate feelings of shame. However,
the consequences of the mother's profession could cause severe psycho-social distress. Both research subjects felt themselves emotionally neglected,
sometimes their mother has burdened them with feelings of guilt, because she said the only reason she engages in prostitution was for the children, in
order to give them presents or expensive holidays.
16 Parents' alcohol abuse
Research subjects called parental alcohol abuse a severe psycho-social stress factor and sometimes traumatic, because mother or father neglected the
children and household, sometimes became aggressive and physically abused children or partner.
17 The research subject is placed in foster care
The above examples of traumatic events show that in some cases a child is placed in a children's home or in foster care, because it is too difficult, or
because it tells "lies" about sexual abuse by a parent. In other cases, the child is placed in foster care after the death of a parent, sometimes as a judicial
measure. The child usually experiences the parental rejection as very painful and traumatic.
18 The research subject was adopted or reared by grandparents
The events of adoption or rearing by grandparents in itself do not cause severe psychosocial stress. In one case, the subject did not know she was adopted.
Her stepmother told her in a quarrel she was adopted, after which the subject ran away. In another case the rearing by a grandmother was stressful
because the mother constantly interfered and there was continuous quarrelling and physical abuse.
19 The research subject's family belongs to an extreme religious cult
The families of two research subjects belonged to a religious cult, one to the "Norwegian Brothers" and one to an extremely religious Baptist group. As
psychological after-effects of their severe and anxiety-provoking upbringing they described suffering from internal feelings of being worthless, a nobody.
One subject recalled that until the time of her first menstruation she had slept in one bed with a brother who was four years younger than herself. Her
parents then forbade her to sleep next to him any longer and made her very angry. When she was thirteen, her parents disowned her brother and forbade
her to have contact with him.
Procedure
The data was collected on the day after admission to the VKC.
Data analysis
In order to investigate the predictive qualities of childhood traumas measured at 'baseline', I applied multiple regression analysis. The optimal model is
one which enables the most to be predicted using the minimum number of variables. For that purpose I use the method of regression analysis which, on
the basis of variables measured at base-line, predicts the outcome variables. Because it happens that in this study more than one predictor variable was
applied, I investigated how the optimal combination of predictor variables could be reached, which would be still statistically relevant.
To get an insight into the relative importance of variables in predicting the outcome variables, the standardized regression coefficient (Beta) is convenient.
The unstandardized regression coefficient (B) is functional when the formula is applied in practice. The regression coefficient's (B) confidence intervals
are 95%. The confidence intervals are applied to provide an estimate of the value of the regression coefficient. Although now and then p-values are
mentioned - for example when differences between women who are not re-admitted and women who are re-admitted are studied and the hypothesis 'both
groups are not alike' cannot be rejected -, usually 95% confidence intervals are applied and these intervals are reported in the tables of appendix 1.
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The multiple correlation coefficient (MR) is the Pearson product-moment correlation coefficient between the set of predictor variables on the one hand,
and the outcome variables on the other. MR squared indicates the percentage of explained variance, identical to the meaning of the Pearson correlation
squared. Statistically significant relationships are reported (0.05 level).
The procedure was as follows: all predictor variables entered the regression equation one by one and were tested to see whether or not they were able to
predict an outcome variable (singular analysis); next, all variables pertaining to childhood traumas entered the regression equation (multiple analysis),
after which the variables not meeting the criterium for removal (p < 0,05) were gradually eliminated.
The multiple regression equation was repeated, entering the interacting variable "length of stay" in order to investigate whether or not this particular the
intervening variable influenced the relationship between predictor variables and outcome variables.
For the sake of readability of this study, most tables have been included in appendix one.
5.3 Results
5.3.1 Childhood traumas
The research subjects have suffered many traumatic events in their childhood. The most frequent traumas are: rape, physical abuse, parents' divorce and
incest.
Table 5.1 shows the distribution of childhood traumas.
kind of traumatic event
incest
incest of sibling
par/rel. phys. abuse
phys.ab.m/sibling
rape
phys.ab by unkn.p.
phys.ab.by r.subj.
mental abuse/cruelty
divorce
parents quarrel
death of a parent
death of a sibling
father unknown
no contact father
mother prostitute
alcohol abuse
foster care
adopt/rear.gr.par.
religious cult

readmitted (n=26)
53%
67%
40%
40%
50%
50%
50%
39%
37,5%
45,5%
33%
67%

38,5%
64%
75%
50%

nominal numbers (n=52)
17
6
20
5
22
1
2
2
18
8
11
3
6
1
2
13
11
4
2

% of total (n=52)
33%
11,5%
38,5%
10%
42%
2%
4%
4%
35%
15%
21%
6%
11,5%
2%
4%
25%
21%
8%
4%

Table 5.1 Childhood traumas of readmitted research subjects (n=26) and percentages and nominal numbers of childhood traumas of the total group (n=52)
Number of childhood traumas
The research subjects' average number of childhood traumas is three (sd 1.6 with a minimum of 0 and a maximum of 7). For the variation of childhood
traumas see figure 5.1.
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With regard to the number of childhood traumas, the group of women who were readmitted does not differ from the group who were not re-admitted
within a year. Nor is there a connection between the number of childhood traumas and days in treatment.
Significant multiple traumas
Women who have experienced 'physical abuse', 'rape' or 'placement in foster care' have experienced significantly more traumatic events than women who
did not experience these traumatic events, see table 5.2.
kind of trauma
physical abuse
rape
foster care

Spearman correl.
0,24
0,24
0,39

approx. signif.
0,04
0,05
0,02

Table 5.2 Spearman correlations of childhood traumas whose presence means that it is likely that the research subject did experience significantly more
traumatic events.
Draijer (1988) found that people with a double trauma have more serious psychological disturbances than those with a single trauma. For this reason I
investigated whether or not there is some pattern in the combination of other childhood traumas besides 'physical abuse', 'rape', or 'placement in foster
care'.
Figure 5.2 shows the distribution of other traumas when a women experienced 'physical abuse', 'rape' or 'foster care'.
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The above table shows that female drug-users who have been placed in foster care were more likely to be raped than women who were not placed in
foster care. This relationship is also statistically significant (p=0,00, Pearson chi-squaretest). Of the eleven women who were placed in foster care, nine
were raped and five suffered from incest (some experienced rape and incest).
According to the Pearson chi-square test there was no other significant relationship between the traumatic events.
Although women with incest as childhood trauma have not experienced statistically significant more childhood traumas, the distribution of other
childhood traumas besides incest is nevertheless given, because incest is, according to research, an important factor in the background of female drugusers (see figure 5.3).
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Interdependency of childhood traumas
The previous statistical analyses showed that the occurrence of one of the three abovementioned traumas signified that it was likely that women who
experienced one of these traumas had suffered more than average traumata (the average number of traumas was three). It also appeared from the statistical
analysis that women who had been placed in foster care were more likely to be raped than the other women who were not placed in foster care. Some
further analysis was conducted to investigate the existence of clusters of traumatic events. The data regarding childhood traumas was statistically analyzed
(HOMALS), but there did not appear to be any statistically significant pattern or cluster of traumatic events. This means that the coherence between
childhood traumas is arbitrary. This result is very important and will be mentioned in the discussion.
5.3.2. Prediction analysis of childhood traumas
No childhood trauma as such is able to predict time between discharge and re-admission to the VKC ( see table 5.3 and 5.3.1, appendix one).
In combination, the childhood traumas predict re-admission at the Women's Crisis Centre quite well: r=0,87;p=0,00. Multiple regression analysis makes
clear that some childhood traumas predict a speedy return to the Crisis Centre and some childhood traumas predict just the opposite. Figure 5.4 shows the
childhood traumas that relate positively to a speedy return to the Women's Crisis Centre; figure 5.5 shows the childhood traumas that relate negatively to
a speedy return to the Crisis Centre (see for data, table 5.4 and 5.4.1).
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Childhood traumas and number of re-admissions
No childhood trauma as such predicts the number of re-admissions to the Women's Crisis Centre (see table 5.5, Appendix One). Multiple regression
analysis shows that 'incest with sibling' somewhat predicts the number of re-admissions (r=0,24; p=0,10).
5.4 Discussion
The frequency, average number and severity of childhood traumas evoke the picture of the research subjects living in a trap for the rest of their days, with
scarcely any opportunities to ameliorate their position.
On average the research subjects had experienced three childhood traumas. 'Incest', 'physical abuse','rape' and 'parents' divorce' happened most frequently.
The research subjects who experienced physical abuse, rape or foster care had experienced significantly more traumatic events. So when subjects have
experienced one of these three traumatic events it is likely that they have been subjected to more than three traumatic events. Especially distressing, but
nevertheless not remarkable, are the experiences of the research subjects who were placed in foster care (11 out of 52): nine of them were also raped
(statistically significant) and five experienced incest. Placement in foster care is often a consequence of parental abuse or neglect.
The incidence of incest among research subjects (33%) is more than twice as high as among "normal" female population (Draijer, 1988) and equals the
rate of incest found among psychiatric patients (Rosenfeld, 1979) and among female drug-users (Cohen & Densen-Gerber, 1982).
The incidence of sexual abuse committed by an acquaintance before the age of sixteen is somewhat higher among prostitutes (39%, Vanwesenbeeck et al,
1989), but some of these events are classified in the present study as rape (for example when the acquaintance does not belong to the family).
The physical abuse registered in the present study is of similar nature as Romkens(1989) described in her study of physical abuse, including being thrown
downstairs, attempts to drown the child in the washstand, strangulation attempts and beating with a heavy object. In the present study the incidence of
physical abuse is one and a half time as high as in Romkens'. This higher incidence could be caused by measurement: I measured the incidence of
physical abuse until the age of sixteen, while Romkens lists the physical abuse of subjects of twelve and younger.
It is remarkable that besides the coherence between the childhood traumas of 'physical abuse', 'rape' and 'foster care' going together with more than three
traumas and the significant relationship between 'foster care' and 'rape' there is, according to the HOMALS-analysis, no clustering of childhood traumas.
This could mean that it would be wrong for researchers or therapists only to focus on one childhood trauma, for example incest. The present study shows
that the research subjects have experienced a wide range of traumatic events, each one possibly as important as the other. On the other hand, this result
could also refer to failures in the research design, for example the omission to incorporate 'age' as an important variable. Also no further differentiation
took place with regard to the specific traumatic events, because the number of research subjects is small (n=52). It could be that further differentiation of
the incest trauma would have produced other results. For example, with regard to incest Draijer (1988) showed that four abuse-indicators could be
applied: unwantedness, negative perception, subjectively experienced inequality and involuntariness.
Initially, when I started this research, I thought that women who had experienced incest would return to the VKC more quickly than other women. This
idea was based on some clinical examples in the VKC. My presumption about a fast return of women with incest traumas was also based on literature that
showed the serious psychological consequences of an incest trauma. I thought it possible that the after-effects of the trauma might motivate or force the
women to seek help. A short period between discharge and re-admission would prove the treatment need of women with the childhood trauma of 'incest'.
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This results show that there is indeed a relationship between childhood traumas and re-admission, because the re-admissions could be predicted quite
well, but a relationship between the incesttrauma and a speedy return to the VKC is lacking.
Given the above results, it is not immediately evident why some particular childhood traumas ('rape', 'an alcoholic parent', 'death of a sibling', 'parent
having incest with a sibling' and 'the family belonging to a religious cult') rather predict a faster return to the Women's Crisis Centre while others do not.
Viewing the data from the perspective of the strategy of 'having control over one's life', it appears that, in one way or another, all the childhood traumas
which are responsible for a quick return to the Crisis Centre concern loss of control. 'Rape', 'an alcoholic parent', 'death of a sibling', 'parent having incest
with a sibling' and 'the family belonging to a religious cult' might confront the child with a feeling of helplessness, painful grief, sadness and lack of
parental comfort. It is possible that the above-mentioned childhood traumas lead to greater feelings of loss, powerlessness, emotional neglect, inner
directed aggression, guilt and shame than other childhood traumas do.
Research subjects who have experienced 'quarrelling parents' as a childhood trauma witnessed perhaps a symmetrical fight between the parents, with both
parents taking an equally strong position. Perhaps they attributed the problems they experienced to the parents' failing instead of to their own badness. It
is also possible that the family, in spite of the quarrels, provided opportunities for relationships based on attachment. Contrary to children who
experienced physical or sexual abuse, they might not feel overwhelmed by loss.
Examining the different effects of childhood traumas on the outcome criteria of this study, research by Carmen, et al. (1984) among files of 188 male and
female psychiatric patients may possibly throw some light on the question of why these specific traumas predict a fast return.
The study by Carmen et al. (1984) showed that it is the way the victim of physical and sexual abuse deals with aggressive feelings that causes her or him
to become a psychiatric patient. Inwardly directed aggression, including self-mutilation and suicide attempts, are related to childhood sexual abuse.
Patients with a childhood sexual abuse trauma suffer more from inwardly directed aggression than patients who did not experience sexual abuse. Those
who direct their aggressive feelings outward still believe they are able to influence their life, that taking control over their life is worthwhile.
In accordance with the study by Carmen (1984), the different effects of childhood traumas could be interpreted as a reflection of the way in which the
research subject copes with problems. It is possible that the victimized research subjects anaesthetize their feelings and submit themselves to substance
abuse or the violence of a partner. Perhaps a recurrence of assault, rape or physical abuse takes place quickly after discharge, again they find themselves
in crisis and are dependent on support of the Women's Crisis Centre.
It could be that the research subjects with such childhood traumas as 'quarrelling between parents', 'divorce' and 'own abuse of other family members'
have experienced more attachment and allow themselves more aggressive feelings and a more forceful stage-performance strategy as 'junky' and
prostitute.
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6.1 Introduction
In the previous chapter the average number of childhood traumas and the predictive qualities of the traumata were investigated. It appeared that the
research subjects had experienced an average of three childhood traumas and that the childhood traumas 'rape', 'physical abuse', 'parental divorce' and
'incest' occurred most frequently.
This chapter is devoted to the kind of psychopathology that was found among the research subjects, the predictive qualities of the different
psychological variables and the coherence between childhood traumas and psychopathology.
As was shown in the Introduction to the present study, there is research evidence to suggest that women suffer more from psychological complaints
than men (SCP, 1992). There is also considerable evidence to suggest that drug-users - male and female - suffer from some kind of psychiatric
disorder. The co-existence of psychiatric illness and substance abuse disorder is referred to as 'dual diagnosis' (Ganguly, 1990). As is mentioned in
the Introduction to this study, the question of whether drug-use precedes psychiatric illness or is a consequence of it is an example of the 'Chicken
and the Egg'. In the context of the present study it is impossible and quite unnecessary to solve this question. Drug-use and psychiatric illness are
viewed in this study as perverse strategies to survive gender identity problems and childhood traumas (see Chapters Two and Four).
In order to relate the results of the present chapter to other research results I will briefly summarize the most important data of the research on
psychiatric disorders among drug-users (see also the Introduction of present study) and on the coherence between childhood traumas and
psychopathology.
Summarizing the international research, it was found that drug-users suffered in particular from depression (40% to 60%), and anxiety disorders (10
to 17%). Dutch research (Van Limbeek et al., 1991; Hendriks, 1990) showed that drug-users suffered from anxiety disorders, including agoraphobia,
social phobia and panic disorder (37% to 69%) and depression (15% to 37%).
The results on the Symptom Checklist-90, administered to 202 drug-users (Korf & Hoogenhout, 1990), show a considerable variation of psychiatric
symptoms and complaints: part of the group has as many complaints as the 'normal' population, part of the group equals or exceeds those of
psychiatric out-patients.
Research in the United States on health and mental health problems of groups that are likely to use drugs and/or alcohol - the groups of homeless
men and women - give evidence to show that 17% of the women suffer from schizophrenia, 24% from an affective disorder and 44% from an
anxiety disorder. Almost half of the women suffered from an addiction, 17% used drugs, 32% alcohol (Breaky et. al. 1989).
On the basis of the literature some coherence between the two sets of variables - childhood traumas and psychopathology - might be expected. With
regard to the psychological after-effects of childhood traumas, research evidence shows that childhood traumas including sexual abuse are related to
mental disorder. For instance, twice as many women with psychological complaints or addiction have a history of sexual abuse than the average
'normal' woman (Draijer, 1988). About one third of female psychiatrical patients and female addicts have experienced childhood sexual abuse
(Rosenfeld, 1979, Nicolai, 1990, Carson, Coucil & Volk, 1988, Cohen & DensenGerber, 1982, Roshenow, Corbett & Devine, 1988, Schaap, 1988).
Women who were abused as children may suffer from depression (Gelinas, 1983), from post-traumatic stress disorder (Goodwin, 1985; Lindberg
and Distad, 1985 and Bezemer, 1986), from dissociation disorders (Putnam et. al. (1986) or other psychiatric disorders.
Draijer (1988) found that people with double traumas have more serious psychological disturbances than people with single traumas. Women who
have experienced such childhood traumas as neglect, sexual and physical abuse and repetition of traumatic events at an older age suffer a cumulative
pathogenetic effect (Draijer, 1988). On the basis of this research evidence I expected firstly to find some coherence between the two sets of variables
and secondly that certain traumatic events, such as rape and physical abuse as well as the diagnosis post-traumatic stress disorder would predict a
speedy return to the VKC.
Research design
In this chapter I shall begin by investigating the seriousness of the psychological problems and the kind of psychological disturbance; in the second
part of this chapter I shall give a prediction analysis based on the statistical method of multiple regression analysis. Finally I shall give an integral
analysis of the coherence between childhood traumas and psychopathology.
The psychiatric disorders and the results from the psychological questionnaires were used as a set of predictor variables and as separate variables.
These variables were measured at the time of the client's admittance to the VKC. The outcome variables
are: 'time between discharge and first re-admission within a year after discharge' and 'number of re-admissions within a year' (see Chapter 5 for
explanation of these criteria).
In the present study 'crisis intervention', operationalized as 'length of stay at the VKC' is statistically analyzed as an intervening variable (see Chapter
5 for explanation of this criterium).
6.2 Methods
Subjects
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52 research subjects participated in this study. The background characteristics of the subjects can be found in Chapter Five.
Setting
The Women's Crisis Centre (VKC) provides in-patient feminist treatment service for six female drug-users at a time who find themselves in crisis.
The treatment services of the VKC are aimed at a crisis intervention that takes no longer than a few weeks, with the maximum length of stay being
three months.
Assessments
The subjects were evaluated on the day after their admission at the VKC. The following instruments were administered by trained psychologists.
The Symptom Check List-90 - in short SCL-90 -, consisting of 90 questions, is a multi-dimensional indicator of psychopathology based on the
subject's self-appraisal. This questionnaire, developed in the United States (Derogatis, 1983) has been translated into Dutch, adapted and standardised
(Arrindell & Ettema, 1986). The psychological questionnaire covers a wide range of complaints typical of psychiatric out-patients. The 90 items
cover somatic and psychological complaints on eight dimensions (the score range is based on the norm group of women psychiatric out-patients
n=1074, Arrindell & Ettema, 1986):
- anxiety (ANX), a patient suffers from complaints which go together with anxiety such as a heightened vegetative arousal, nervousness and panic
attacks; score range from very low (10-16) to very high (> 44);
- agoraphobia (AGO), a person experiences phobic anxiety, he or she fears open spaces; the score range from very low (7) to very high (> 31);
- depression (DEP), a person complains of sombre feelings, lack of energy, absence of self-esteem; score range from very low (16-29) to very high
(> 69)
- somatic complaints (SOM), somatic symptoms which go together with functional disorders; score range from very low (12-17) to very high (>
47);
- distrust and interpersonal sensitivity (SEN), complaints that concern dissatisfaction with oneself in relation to other persons; score range from very
low (18-25) to very high (> 70);
- insufficiency of thinking and acting (IN), a person suffers from obsessivecompulsive behaviour, for example acting compulsively; score range
from very low (9-13) to very high (> 37);
- sleeping problems (SLA); score range from 3 to 15
- rage/hostility (HOS); kinds of aggression, irritability and resentment; score range from very low (6) to very high(> 19).
A subject fills in a score on a seven point-scale that differs between very low; low; below average; average; above average; high and very high.
The Beck Depression Inventory (in short BDI) is a self-report questionnaire, consisting of 21 questions (Beck et al, 1961, Bouman, Luteijn,
Albersnagel & Van der Ploeg, 1985). The scores of the questionnaire refer to the existence of depression and the seriousness of the depressive
complaints. According to Wiggins (1973) the BDI happens to be a cumulative measurement model that resembles the clinical picture. The
seriousness of the depression increases along with the number of symptoms (Van den Hoofdakker, 1987). BDI's rule of thumb is that women
generally score two points more than average and men two points below average. The BDI' scale is a 7 point scale and the score range differs from 2
to 37 (Bouman et. al. 1985).
Psychiatric diagnoses were obtained using the third version of the Diagnostic and Statistical Manual (DSM-III; American Psychiatric Association,
1980). The DSM-III-R diagnostic system uses five axes. The first axis describes the clinical syndrome and mental states that cannot be attributed to
mental disorder but need attention. The second axis describes personality disorders and specific developmental disorders; the third is concerned with
somatic illness; the fourth determines the weight of last year's psychosocial stress factors; the fifth axis reports last year's highest level of social
functioning. In clinical practice the first two axes are generally used in order to diagnose mental disorder. All research subjects could be diagnosed as
suffering from Psychoactive Substance Use Disorders. On the basis of this diagnostic category, no distinction was possible between the research
subjects. As the above studies (see 6.1) have shown that it is a question of the co-existence of addiction and other psychiatric disorders, this present
study is concerned with a rough distinction in co-existing psychiatric pathology, applying the following three diagnostic categories of the DSM III-R
axis I: depression NOS(311.00), post-traumatic stress disorder (309.89) and psychosis NOS (309.89). Although there was in some cases more than
one other psychiatric disorder, for example, a research subject suffered from depression and post-traumatic stress disorder, for clarity's sake a choice
has been made on the basis of three specific questions: whether or not the research subject is psychotic, whether or not the subject is depressed and
finally whether or not the research subject is suffering from a post-traumatic stress disorder. Where the depressive disorder was dominant, this
diagnostic category was chosen, although some criteria were met from the diagnosis of post-traumatic stress disorder. Where the post-traumatic
disorder was dominant, this category was applied, although there was evidence of some overlap with the depressive disorder. For clarity's sake each
research subject received only one diagnosis besides the diagnosis of substance abuse disorder. The following explaination should make the chosen
diagnostic categories clear.
The diagnosis of 'depression NOS' was applied because the research subjects did not completely meet the criteria for Major Depressive Episode
(296) or Dysthymal disorder (300.40) and because exclusive criteria existed for both diagnoses. The diagnosis of 'post-traumatic stress disorder' was
applied, even though the research subjects also suffered from 'dissociation'. However, because not all the criteria of dissociatioe disorder were met,
this diagnosis was not applied. Moreover, Multiple Personality Disorder, a kind of dissociatioe disorder, was not diagnosed, because this disorder
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was not included in the DSM-III-R.
The diagnosis of 'psychosis NOS' was applied, because there was not enough data to justify a more specific diagnosis and because there were some
excluding criteria. In addition, psychoactive substance-induced organic mental disorders and drug-induced psychosis were ruled out.
Procedure
The collecting of data started in June 1988.
The 52 participating subjects were interviewed on the day after their admission to the Women's Crisis Centre (the semi-structured interview can be
found in Appendix Two). At the same time, they also filled out some psychological questionnaires. Most of the participants of this study were under
the influence of methadone both at the time of the interview and when filling in the questionnaires.
Three psychologists, including myself, trained in diagnosing according to DSM-III, did the interviews and psychodiagnostic research. A Mental
Health Service psychiatrist gave a second DSM-III-R diagnosis of the group that was re-admitted in the Women's Crisis Centre. He based his
diagnosis on files. The agreement with regard to the diagnosis between the first and second assessor was 80%.
On request, the results were reported to the research subject. The data collection based on interviews and psychological questionnaires was finished
in August 1989. Staff of the Crisis Centre registered dates of admission and discharge. This registration was checked by staff of the SDA. The
registration and counting of readmissions was done by the Centre's staff and checked by staff of the SDA.
Data analysis
In order to investigate the predictive qualities of psychological variables measured at 'baseline', the method of multiple regression analysis was
applied. This method is explained in the previous chapter.
In order to compare the psychological complaints that were found with the reference groups, statistical averages and standard deviations were
determined. The extent of the difference between research subjects (o) and reference group (r), which is clinically often more interesting than
statistical significance, was determined according to the following formula:

A difference of .80 or more is perceived as large. A difference of .50 is judged as medium and a difference of .20 as low (Cohen, 1977).
In the multiple regression analysis, the integral analysis uses all significant predictor variables and subsequently gradually eliminates the nonsignificant variables.
6.3 Results
6.3.1 Psychological complaints
SCL-90 and BDI
The psychological self-observation questionnaires SCL-90 and BDI were used in order to investigate psychological/psychiatric complaints. Figure
6.1 shows the distribution of psychological complaints. The group of women of the Women's Crisis Centre was compared to a group of 'normal'
women and women who are in out-patient psychiatric treatment (see table 6.1, appendix one).
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With the exception of sub-scale AGO (agoraphobia), the research subjects' scores are higher than those of female psychiatric out-patients. Cohen's
formula was applied to determine whether the differences between the scores of the diverse samples were minimal, medium or high. Female drugusers at the VKC scored higher (somewhere between minimal and medium) than female psychiatric patients on the sub-scales of depression and
sensitivity. As figure 6.1. shows, the VKC's female drug-users score higher on all scales than the 'normal women'. The scores of the SCL-90 clearly
show that the female drug-users who stay at the VKC are suffering from such psychiatric complaints.
The figures 6.2 and 6.3 show the total scores on SCL-90 and BDI for the different groups. (The table is included in Appendix One, table 6.1).

The research subjects score much higher than female psychiatric patients on the BDI, and according to Cohen's formula the difference is large (0,80).
The differences between the VKC's female drug-users and the female psychiatric patients on the SCL90 are minimal. The group of women who were
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re-admitted (n=26) does not differ significantly from the group of women who were not readmitted (n-26) with regard to scores on BDI and SCL-90
(see table 6.2, Appendix One).
The distribution of the DSM-III-R scores is shown in figure 6.4:

Figure 6.4 Distribution of depression, posttraumatic stress disorder and psychosis of addicted women (n=52)
For the sake of clarity only one co-existent axis I diagnosis (co-existing with the psychoactive substance disorder) is made (see section 6.2 for
explanation).
With regard to DSM-III R diagnoses, the group of women who were later re-admitted to the VKC does not differ significantly from the group of
women who were not. Depression occurred 13 times in the group of women who were not re-admitted as opposed to 12 times in the group who
were. Post traumatic stress disorder occurred 8 times in each group. Psychosis was diagnosed 3 times in each group. In the group of women who
were not re-admitted there were two cases in which no diagnosis was made, and in the group of who did return, three cases.
Connection between SCL-90, BDI and DSM-III R diagnoses
According to the Spearman correlation co-efficients of the psychological questionnaires SCL-90 and BDI and the DSM-III R diagnoses, there is
some positive connection between SCL-90 and BDI (r=0,67;p=0,00). This is not remarkable, because both questionnaires refer to 'depression' (the
SCL-90 as sub-scale). This connection (r=0,67) between SCL-90 and BDI could also mean that both questionnaires measure the same thing, namely
severity of psychiatric complaints.
There is no connection between BDI and DSM-III R diagnoses. This is not remarkable because the BDI measures the severity of depression and the
DSM-III R refers to the kind of psychiatric illness.
SCL-90 and the DSM-III R diagnosis of 'depression' are slightly positively connected (r=0,28;p=0,02), SCL-90 and post-traumatic stress disorder are
negatively connected (r=-0,40;p=0,00). The first result can be easily explained: the SCL-90 also measures depression. The second result could be a
consequence of the choice of registering only one diagnosis: depression or post-traumatic stress disorder. Presuming that the SCL-90 particularly
refers to depression, besides which the scores on this subscale were very high anyway, this result means that the research subjects with the diagnosis
of 'post-traumatic stress disorder' were not dominated by depression but by anxiety, re-experiences of traumatic events and dissociation.
There is no connection between psychological questionnaires and psychosis. (This data is recorded in Appendix One, Table 6.3).
6.3.2 Prediction analysis of psychological complaints
The next question is whether the psychological variables measured at baseline predict the time between discharge and re-admission to the VKC and
whether these variables predict the number of re-admissions within one year.
The psychological questionnaires BDI and SCI-90 could not predict the number of days between discharge and re-admission, nor could they predict
the number of readmissions within one year.
However, the diagnoses of 'depression' and 'post-traumatic stress disorder' were able to predict the period between discharge and relapse into crisis
(re-admittance within three months, six months, nine months or twelve months). When depression or post-traumatic disorder was diagnosed, the time
between discharge and re-admission was shorter than without these diagnoses. Regression analyses for both diagnoses showed that the diagnoses
could reasonably predict the period that a woman could survive without the help of the Women's Crisis Centre once discharged (r=-0,56;p=0,0l, the
figures are included in Appendix One, Table 6.4).
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The post-traumatic stress disorder( r=-0,65; p=0,00) is a relatively stronger predictor variable than depression (r=--0,51; p=0,02). These results could
mean that women with both diagnoses experience a greater treatment need or have a more favourable, trusting attitude towards treatment and could
be more easily motivated to other, long term treatment agencies. In short, they respond well to in-patient crisis intervention, they want more
treatment and they are not the stereotypical 'untreatable' heroine prostitute. The other group of research subjects, the women with the diagnosis of
'psychosis', although not 'untreatable', could possibly need other treatment facilities than the Women's Crisis Centre provides.
Psychological complaints and number of re-admissions
The relationship between the psychological variables (questionnaires and diagnoses) and the number of re-admissions within a year was not
significant.
Coherence between childhood traumas and psychopathology
The connection between childhood traumas and psychopathology was so slight that no conclusions could be drawn. The only Spearman correlations
between childhood traumas and psychopathology that met the criterium of significance were the following: - 'incest with sibling' and post-traumatic
stress disorder
(r=-0,24;p=0,04).
- 'incest with sibling' and depression (r=0,25;p=0,03 ).
- 'father unknown' and post-traumatic stress disorder (r= 0,24;p=0,04).
- 'father unknown' and psychosis (r=0,25;p=0,04).
- 'quarrel between parents' and post-traumatic stress disorder (r=0,41,p=0,00).
- 'quarrel between parents' and depression (r=-0,30;p=0,01)
- 'placement in foster care' and post-traumatic stress disorder (r=0,27;p=0,03).
6.3.3 Integral prediction analysis
The integral analysis shows that some predictor variables can predict the return to the Women's Crisis Centre quite well (mr=0,90; r square=0,82, see
Table 6.5, Appendix One). I have divided the significant predictor variables into two groups. One group (see figure 6.5) predicts a fast return to the
Crisis Centre; the other group of predictor variables predicts a longer stay outside the Crisis Centre ( see figure 6.6).
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Figures 6.5 and 6.6 show that the diagnosis of 'post-traumatic stress disorder' predicts a fast return to the Women's Crisis Centre quite well. The other
diagnostic category, depression, has been eliminated in the integral analysis and appears to be a less forceful predictor variable. Physical abuse was
also eliminated as a predictor variable.
Of all predictor variables the variable 'quarrel between parents' is the most forceful predictor variable. This variable predicts that women with that
kind of trauma stay away from the Women's Crisis Centre longer without support. The other variable that predicts a longer period of absence, 'client
physical abuses other members of family', is a less forceful predictor (r=0,35). 'Divorce' as predictor variable has been eliminated in the integral
analysis.
Integral analysis and number of re-admissions
There has been no integral analysis of the two sets of predictor variables and this outcome variable, because no variable as such, or set of variables,
earlier predicted the number of admissions.
6.4 Discussion
The scores on the psychological questionnaires SCL-90 and BDI show that the whole group of female drug-users treated at the VKC (n=52) suffers
from as many or more psychiatric complaints than female psychiatric out-patients.
Compared with Korf and Hoogenhout's (1990) study among 202 drug-users, the research subjects in this present study score higher on the SCL-90
than did Korf and Hoogenhout's sample. The above differences in scores on the SCL-90 can easily be explained. First, Korf and Hoogenhout's
respondents (1990) were not in crisis. Secondly, the research subjects in the present study live in conditions of more social deprivation and isolation
than those of Korf and Hoogenhout. Social deprivation and isolation are conditions that might cause psychological distress. Thirdly, the women of
this present study are on average two years older than Korf and Hoogenhout's respondents. The scores on SCL-90 also show an elevated score on the
sub-scale Sensitivity. Sensitivity includes complaints that represent distrust and dissatisfaction with one's self in relation to others. Sensitivity could
be a factor in drop-out behaviour in traditional substance abuse treatment programmes. Some research subjects mentioned that they felt humiliated in
other treatment programmes. They were treated as a "junky with junky tricks". The therapists of the Women's Crisis Centre on the other hand have
an attitude based on trust and acceptance. Perhaps the most important factor in conquering the distrust of the female drug-users is that the therapists
do not ask them to change. They accept them as being addicted, they accept their need of prostitution.
Three DSM-III-R diagnoses were applied to the research subjects: depression NOS, post-traumatic stress disorder and psychosis.
The DSM-III R diagnosis of depression (almost 50%) occurred most frequently, followed by post-traumatic stress disorder (about 32%). Of the 52
research subjects, six suffered from psychosis (11%); five women obtained no axis I diagnosis. Compared
with international research the present study found the same amount of depressive disorder as in other studies, but twice as many anxiety disorders
(in the present study only one specific kind of anxiety disorder was used, the post-traumatic stress disorder). It may be concluded that the range of
psychopathology among the research subjects is within the range of psychopathology that other researchers found among drug-users. Generally
speaking drug-users suffer frequently from depression (drug-use could be a kind of self-medication to alleviate feelings of depression) and,
moreover, women are more likely to suffer from depression than men. It is not therefore remarkable that depressions within this group of female hard
drug-users are more severe than those within the group of female psychiatric patients. In addition, the research subjects are a group of women who,
at the time of admission, are in the grip of a crisis which they do not know how to solve. The crisis situation in itself could aggravate the feelings of
depression.
The kind of psychopathology that more than three-quarters of the research subjects present (depression and post-traumatic stress disorder) is
treatable, for instance via a cognitive-behavioural approach or Multi Modal Therapy (Lazarus, 1973, Kwee & Lazarus, 1986).
Given the presence of co-existing psychopathology we may now ask ourselves whether the contra-indications of the 'regular' mental health
institutions may need to be reconsidered. This subject is further questioned in the next chapter.
According to statistical analysis (Pearson-chi-square test), the group of women who were not re-admitted did not differ significantly with regard to
the severity of psychological complaints and psychiatric disorders compared to the group of women who were (see Appendix One, Tables 5.1.a and
5.1.b) The present results show nevertheless that statistically significant differences among the women who were re-admitted could be found. The
psychological questionnaires (BDI, SCL-90) did not predict any outcome measure, though the diagnoses did predict the period between discharge
and readmission quite well. It is presumed that women with the diagnosis of depression and post-traumatic stress disorder who return more quickly
to the VKC than women who suffer from psychosis are more able to profit from the VKC approach, and may profit from referral to other treatment
agencies. It is also possible that women with the diagnosis of 'psychosis' could profit from another approach, perhaps from some kind of sheltered
accommodation or 'bed and breakfast' facilities. In addition we may also ask ourselves whether a 'harm reduction' approach might not improve
conditions for this group of women, particularly a kind of experimental drug-dispensing programme. This would prevent prostitution out of
necessity.
This study gives no clear answer to the question of whether or not there is a connection between childhood traumas and psychopathology. Statistical
analysis minimally corroborates the hypothesis that childhood traumas and psychopathology are connected. This result contrasts sharply with what
other researchers have found, namely that the combination of physical and sexual abuse causes more psychopathology than the experience of one
traumatic event (Bryer et.al. 1987).
The integral analysis delivered a somewhat surprising picture, namely that 'quarrel between parents' was the most forceful predictor of the two sets of
predictor variables. This variable predicts a longer stay outside the VKC without support. It could be that this result confirms the hypothesis that
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women who are able to direct energy and aggression outwards are better able to cope with problems (see Chapter Four for an explanation of different
strategies). Another explanation is that this traumatic event is the least traumatic of all nineteen traumas or that women with this trauma have
experienced some attachment within the family.
Finally, the predictor variable 'post-traumatic stress disorder' and certain traumatic events such as 'rape', 'death of a sibling', 'alcoholic parent','incest
with a sibling' and 'religious cult' predict a fast re-admission to the VKC and evidence the need of treatment as well as the wish to be treated. Some
of these events are traumas - rape, death of a sibling, incest with a sibling -, some, such as 'alcoholic parent' and 'belonging to a religious cult' would
probably be categorized as a severe psycho-social stress event. But perhaps these events are traumatic because of the context of parental neglect and
rejection.
Although the present study shows that psychopathology and childhood traumas predict the outcome variables quite well, it remains to be seen what
the influence might be of a third variable: the social position of the female drug-user. The research subjects are in a worse social position than the
female drug-users of the general sample (Korf & Hoogenhout, 1990), they also suffer from more psychopathology. It is possible that social position
and psychopathology are slightly connected. The present study has not statistically analyzed this connection because there was not much
differentiation between the subjects with regard to social position: three quarters of the subjects had no housing, no medical insurance and no state
benefit. So 'social position' did not seem a variable that would make a division in subgroups possible.
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Several researchers have investigated the question of why women who use hard drugs and/or are involved in prostitution
are so difficult to reach and why they keep away from treatment agencies (Van de Berg & Blom, 1987, Vanwesenbeeck
et al. 1989, Keesmaat 1989). According to treatment organizations, women who use hard drugs are underrepresented
(Van de Berg & Blom, 1987). The following explanations are given.
Van de Berg & Blom argue that the women are caught in a circle of prostitution and drugs and that they do not see any
way out beyond their present way of life. The use they make of treatment organizations is aimed at sustaining their
addiction, so they argue. The low-threshold treatment organizations have the function of providing them with methadone
and time-out. Instead of motivating the women for a high-threshold treatment programme, the treatment organizations
help the women who use drugs to maintain drug- use and prostitution. Van de Berg & Blom draw the conclusion that it is
very hard for an outsider to break the circle of drugs and prostitution and that the only way to reach the women is to wait
until they themselves are motivated to seek help. Their motivation for change is related to what they expect from life.
Their expectations are influenced by: education; the experiences that influenced their path to addiction and prostitution;
their position in the world of heroine prostitutes and their social contacts with family or friends (Van de Berg & Blom,
1987). In short: Van de Berg & Blom apply an individual perspective: change can only be expected, if the female druguser wants to change.
Keesmaat (1989) & Vanwesenbeeck et al.(1989) have another explanation for the comparatively low numbers of few
female drug-users in treatment. They point out that part of the group of women who use hard drugs and/or are involved in
prostitution do not need help, because they are doing quite well. These women feel they are in control of their life and do
not have social or psychological problems. They do not regard themselves as victims. Part of the group feels so
demoralized that they do not expect that a social worker or a doctor can do anything for them. These women do not trust
social workers and experience the traditional treatment organizations as so-called male bastions. According to
Keesmaat(1989) and Vanwesenbeeck(1989), the absence of motivation is caused by a lack of trust in substance abuse
programmes.
It is understandable then that the group formed by extremely problematic female drug-users could not be reached and
treated by traditional substance abuse programmes. This group did not experience the traditional treatment programmes as
sensitive to women's needs.
Contrary to traditional treatment programmes, the VKC provided a women-oriented services and a programme that
excluded male drug-users. In a short time the VKC succeeded in reaching this group of formerly untreatable, highly
problematic female drug-users, the so called 'hard core of heroine prostitutes'. It appeared that the female drug-users
wanted to participate in treatment and in research. This made it possible to extent the knowledge about this almost
unknown group. The goal of the present study was then as follows: to explore the characteristics of female hard drugusers, to understand female drug-use from a gender identity perspective, to describe the characteristics of female drugusers in treatment, to categorize their survival strategies, to analyze the relationship between childhood traumas,
psychodiagnostic variables and treatment needs and finally to give some recommendations for treatment services. This
study is divided into two parts. In the first part, the psychosocial background of women who use hard drugs is
investigated along with the conceptual framework of female hard drug-use. Both angles are applied to the research group
of 52 women who were treated at the Women Crisis Centre (in short: VKC).
The second part of this study consists of empirical research. The objective of the research was to investigate whether two
sets of variables, childhood traumas and psychopathology, measured at baseline, were positively or negatively related to a
speedy return to the VKC and/or the number of re-admissions within one year. In the Introduction the specific research
questions have been described and the general methods of the present study has been presented.
Demographic characteristics of female drug-users
In chapter one, the general background of female hard drug-users is given. Approximately 7000 women in the
Netherlands are addicted to hard drugs (Driessen, 1990). Approximately 10,000 women work as prostitutes in the city of
Amsterdam. A small number of these women, fewer than 10 percent, are socalled 'heroine-prostitute'. Some 400 women
belong to the hard core [i.e. their lives revolve around involvement in prostitution] of heroine prostitutes. The 52 research
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subjects are, apart from a few exceptions, part of this group of 'hard core heroine prostitutes'.
Comparing the psychosocial characteristics of the group of female drug-users that were admitted to the VKC with
existing data from samples including female drug-users, the following becomes clear: on average, the group of research
subjects are two years older and socially live in a far more isolated position than the female respondents of the sample by
Korf & Hoogenhout (1990). Almost twice as many women from the research group (90%) are involved in prostitution as
in the general sample.
How do women become drug-addicted prostitutes? Van de Berg & Blom (1987) distinguish five different paths to drugs
and prostitution. They base their different paths on class distinction: they differentiate between lower class, middle class
and upper class women. Also, they differentiate regarding the order of drugs and prostitution: their first two paths heroine as downfall and heroine as trap - describe women who were first prostitutes and subsequently addicted; the other
three paths, prostitution out of necessity (path three), prostitution as a slippery slope (path four) and heroine as rebellion
(path five) describe women who were first addicted and later became prostitutes.
The paths show that in almost every case there is evidence of a narrowing of options: prolonged drug-use diminishes the
prospects of gaining a job, of advancing education, of maintaining relationships outside the drugs scene or of taking care
of children. The path distribution among the 56 women interviewed by Van de Berg & Blom (1987) shows that thirteen
women followed path one, five women path two, fourteen women path three, seven women path four and seventeen
women path five. In contrast to the women interviewed by Van de Berg & Blom (1987), most of the research subjects
have a background of lower social class or of lower middle class and their dominant path to addiction and prostitution is
called 'prostitution out of necessity'.
The research subjects are less educated than the women of the sample of Korf and Hoogenhout (1990). Contrary to the
research sample of Korf and Hoogenhout (1990) the research subjects have no housing, are not medically insured and
make less use of state benefit than the general sample.
Which drugs did women use? In 1987 drug-users generally preferred heroine, second came cocaine and third, cannabis
(Korf & Hoogenhout, 1990). One third of the female drug-users used sleeping-tablets and tranquillizers. Almost threequarters of the female drug-users used the substitute drug methadone (Korf & Hoogenhout, 1990). Almost all female
drug-users are multiple drug-users. The dominant way to use drugs was to 'chinese' heroine or 'base' cocaine (techniques
used to smoke drugs). In contrast to this data, the research subjects, although also multiple drug-users, use drugs
predominantly (77% versus 29% of the general sample) intravenously.
It can be concluded that, given the fact that needle-sharing is a risk factor and research has shown that 30% of the
intravenously drug-users is HIV-positive, the research subjects are more at risk from the AIDS virus than the women
belonging to the general sample.
The conclusion can also be drawn that the extremely problematic female drug-users differ from the younger women of
the general sample with regard to 'social position'. The women treated at the VKC live in a situation of much more social
deprivation and isolation than other hard drug using women. They live, day and night on the street, socially they are
isolated, they are not medical insured, have no physician and no state benefit.
Drugs make it possible to survive being an addict and a prostitute without housing and income. It is not a circle (Van de
Berg & Blom, 1987) but a negative spiral of social isolation, prostitution and addiction that needs to be broken.
The social position of female drug-users is not only characterised by drugs, prostitution and material needs, but also by
the legal context of drugs and prostitution. Female drugusers are doubly criminalized. Although Holland's drug policy is
characterized by the dominance of the public health point of view, drugs remain illegal.
As yet, legalization is not feasible. Legalization of drugs means withdrawal from international conventions that outlaw the
sale and use of drugs. Other objections concern the fear that legalization means spreading the use of hard drugs. Besides,
in view of the important economic interests involved in the drugs trade (2,5 billion guilders), the option of legalization
does not seem very feasible.
As yet, prostitution is a semi-legal activity. The Dutch Upper Chamber is discussing a proposal concerning abolition of
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the prohibition on prostitution. Among other things, the new regulation originally aimed to improve the position of
prostitutes, but now the regulation's aim is to regulate prostitution and to prevent immigration of foreign prostitutes.
So, as far as their legal position is concerned, heroine prostitutes will remain doubly criminalized. The past years have
shown a worsening in their social position, due to a more repressive climate. Recently the local authorities of the city of
Amsterdam (1993) has made a distinction between streetwalkers and other prostitutes. Streetwalking remains on the
wrong side of the law, stays forbidden, other kinds of prostitution in brothels will be allowed when the brothelholder has
permission from the local authority.
A gender perspective on female drug-use
The social isolation of female drug-users and their socially oppressed position has probably influenced the attitude of
scientific researchers. Ettore (1992) argues that until recently mental health professionals were guided by the idea that a
woman who uses hard drugs is 'a fallen woman'. The field of 'women' and 'addiction' has, as a consequence, been a 'nonfield'.
"The difficulties of introducing critical work on gender as a valid area of research in this field must not be
underestimated" (Ettore, 1992, p.2).
She argues further that a feminist critique on drug does not exist. "Few, if any, feminist scholars have written about
women and addictions".
The present study has tried to understand women who use hard drugs from a notion of gender and to apply an approach
sensitive to the needs of women. After first summarizing the major models on addiction as background, Chapter Two
goes on to initiate a tentative theory of female drug-use from a gender perspective. I have chosen a psychoanalytical
conceptual framework that enables us to look at drug-use as a perverse strategy, as behaviour within a social context. In
past decades, the concept of perversion traditionally described pathologies of sexuality, mostly pathologies of male
sexuality. Kaplan (1991), a leading American psychoanalyst, has made a study of perversion as an expression of
pathology of gender within the social context of patriarchal society. Her use of the concept of perversion is innovative,
because she does not limit perversion to deviant, unusual or bizarre (male) sexual behaviour, as is usual (Freud, 1905).
Instead, she extends the concept of perversion to female behaviour that enlists gender stereotypes in a way that deceives
the onlooker about the unconscious meanings of the behaviours she or he is observing.
According to Kaplan, female perversions enlist social gender stereotypes as a way of surviving childhood traumas. From
Kaplan's study I have selected two female perversions, 'Kleptomania' and the 'Horigkeitsscript', which are, in some ways,
similar to drug-use. Just as drug-use is forbidden, it is forbidden to steal. Society views a woman that steals or uses drugs
as a bad woman. So both women, the woman who steals and the woman who uses drugs, act out a deviant gender role, a
'bad woman script'. The so-called 'Horigkeitsscript' refers to extreme dependency on a man. A female drug-user is not
only dependent on man, but also on drugs. She is not able to make her own choices, but is a victim of her own
dependency.
Although Kaplan did not refer to female drug-use as a female perversion, I found it worthwhile to examine whether or
not her theory could be applied to female drug-use as this would make it possible to generate a gender-perspective on
addiction.
Considering the similarities in general characteristics of female perversion and female drug-use, drug-use might well be
seen as a perversion and treated as such.
In Chapter Four, female drug-use as a female perversion was investigated at close hand. Two important types of gender
identity conflicts occur in women's life and could be related to female drug-use: the conflict of whether or not to adapt to
social gender stereotypes and the conflict of whether or not one is in control of one's own life. These gender identity
conflicts could result in two main strategies: avoidance of unwanted feelings and need of control over one's own life with
both an introvert and extravert variant. A combination of two survival strategies, 'anaesthesia' and 'submission', was the
most frequently applied survival strategy (18 out of 52 research subjects). The 'anaesthesia' strategy followed second (15
out of 52 research subjects. 'Anaesthesia' refers to the numbing of unbearable, painful feelings caused by childhood
traumas. 'Submission' is a combination of introverted energy in conjunction with subjection to some one else's control.
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Less frequently, drugs are used to get a kick, to disrupt feelings of alienation (flash strategy) or to give a stage
performance of a 'fallen' woman.
These results contradict the prevailing stereotypical social image of drug using women as sexually attractive, seductive
women with a syringe in their hand, setting a shot, putting the moral code at defiance. It is more likely that a woman
uses drugs because she does not want to feel painful emotions and has given up control of her own life.
Empirical research
Given the fact that research in this field is relatively new, much emphasis has been given in previous chapters to a
research method that is explorative, qualitative and subjective while making use of the individual life-histories of women.
In addition, the empirical research part investigates the frequency, nature and predictive qualities of childhood traumas
and the nature and predictive qualities of psychopathology present among the research subjects. Finally, the link between
childhood traumas and psychopathology is examined.
The empirical research took place between June 1988 and August 1989, with a follow-up measurement in August 1990.
The research subjects (n=52) are women who use hard drugs and are involved in prostitution. They were admitted
between June 1988 and August 1989 to the VKC, because they were heavily addicted to hard drugs over a prolonged
period and were in crisis.
Methods
Quite contrary to expectations, women who use hard drugs were keen to participate in interviews and did not object to
filling out psychological questionnaires. They were curious, wanted to know more about themselves, wanted to gain an
insight into the nature of their depression, their psychosomatic complaints and states of dissociation. The research
subjects were highly cooperative and ready to share their often painful experiences. According to them, the way the data
was gathered, was in sharp contrast to their former experiences in traditional substance-abuse treatment programmes.
They now felt respected instead of humiliated. They felt encouraged by the accepting attitude, by the lack of pressure to
abstain or detoxify.
Initially, a measurement had been planned at the date of discharge. The psychological questionnaires would again be
distributed and the results of the questionnaires would be used as outcome criteria. The results would testify to the
programme's value. However, this research design failed because some women felt frustrated at not being able to stay
long in the Crisis Centre, and the Crisis Centre could not provide housing or financial aid. They had expected to stay
longer until all their problems were solved. Some women were discouraged because the rules were strict and drug abuse
or violence within the building led to discharge. Some research subjects left the Crisis Centre enraged, threatening never
to come back.
This situation, women leaving the Centre in rage or in haste, made it impossible to systematically gather data at
discharge. The data that was gathered could not be used because of its incompleteness.
It was not only the research subjects themselves who lacked the motivation to fill out the questionnaire on discharge, but
also the Centre's staff. In contrast to the first phase of treatment, when the staff strongly supported the psychodiagnostic
research, the last phase of treatment was focused on discharge and finding a good agency to refer to. If there was a
vacancy at a treatment agency, the research subject was referred on to it, regardless of whether the psychological
questionnaires were filled out or not.
Because of the above experiences we changed the outcome-measure to 'time between discharge and re-admission' and
'number of re-admissions'. The first criterium in particular, 'time between discharge and re-admission', proved very useful
with regard to dividing the group into subgroups. This variable may provide a hint as to the treatment needs of a female
drug-user, particularly if she returns to the VKC soon after discharge, makes clear that she is in need of further treatment
and is not able to cope with her problems without the VKC's support. A rapid return to the VKC might indicate
motivation for further treatment.
Results
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Chapter Five is devoted to one particular part of the empirical research, namely that of childhood traumas. The frequency,
number and predictive qualities of the childhood traumas was investigated. The traumas were listed on the basis of the
data from the interviews. Not every trauma is one in the sense of DSM-III-R. Some events are an example of
psychosocial stress events. For convenience sake I have applied the term 'trauma' both to 'real' childhood traumas and to
psychosocial stress events.
The most frequent childhood traumas among research subjects (n=52) were: rape, physical abuse, parents' divorce and
incest. Women who experienced 'physical abuse', 'rape' or 'placement in foster care' had significantly more traumatic
events than women who did not experience the same traumatic events (Pearson chi-square test, p < 0,05). The mean
number of traumatic events was three. From the eleven subjects who were placed in foster care, nine were raped and five
had experienced incest. The relationship between 'foster care' and 'rape' was statistically significant.
The incidence of incest (33%) is twice as high as among the 'normal' female population (Draijer, 1990). The rate of incest
found among the research subjects is similar to the rate found among female addicts and prostitutes and similar to the
percentage of incest found among female psychiatric patients. In the present study, the incidence of physical abuse was
one and a half times higher than the rate found by Rbmkens. It should however be noted that in the present study the
incidence of physical abuse until the age of sixteen is measured, while Romkens lists the physical abuse of subjects of
twelve and younger. The conclusion can be drawn that the research subjects are a multiplely traumatized group (they
have experienced more childhood traumas than 'normal' women have), they have probably suffered as many or more
childhood traumas than female drug-users of general samples, prostitutes in general, or female (ex psychiatric patients.
On the specific trauma of 'incest' or 'rape' they do not score higher than other female psychiatric patients or other female
drug-users, but it is still possible that multi-traumatization is higher within this group of female drug-users under
treatment than in other groups. Further research is recommended with regard to the issue of frequency and the relative
importance of multiple traumatization.
The childhood trauma data was statistically analyzed (HOMALS), but no statistically significant pattern or cluster of
traumatic events was detected. This means that the coherence between childhood traumas is arbitrary. It is therefore
necessary to list more traumatic events than sexual or physical abuse alone. Also with regard to treatment, the results of
the present study do not justify a focus on 'incest' or 'physical abuse' as the only important childhood traumas.
On the basis of the literature (see Chapters Five and Six), it was expected that women who had experienced incest would
return to the VKC sooner and go through more readmissions than women who did not experience such trauma. On the
basis of the literature (see Chapter Six) it was also expected that women who had experienced combined traumas such as
rape, incest and physical abuse would be an outstanding group with a significantly higher number of re-admissions than
other women. Although a combination of traumatic events predicted the time between discharge and readmission, the
individual childhood traumas did not.
The combination of traumatic events - `rape', `having an alcoholic parent', `the death of a sibling' and `belonging to a
religious cult' - predicts speedy re-admission to the Crisis Centre quite well (r=0,85; p=0,00). 'Quarrelling between
parents' predicts just the opposite: women stay away from the Crisis Centre for longer. In one way or another, all the
childhood traumas responsible for a speedy return to the Crisis Centre involve some form of loss. 'Rape', 'an alcoholic
parent', 'death of a sibling', 'parent committing incest with a sibling' and 'the family belonging to a religious cult' might
confront the child with a feeling of helplessness, painful grief, sadness and lack of parental comfort.
Chapter Six is devoted to the kind of psychopathology that was found among the research subjects and the predictive
qualities of the different psychological variables. The psychological self-observation questionnaires SCL-90 and BDI
were used in order to investigate psychological/psychiatric complaints. On the BDI, female drugusers (n=52) scored
much higher than women who had undergone psychiatric treatment and according to Cohen's formula the difference is
large (0,80).
The differences between female drug-users and female psychiatric patients on the SCL-90 are minimal.
The group of re-admitted women (n=26) does not differ significantly from the group of non-re-admitted women (n-26)
with regard to scores on BDI and SCL-90. The psychological questionnaires BDI and SCL-90 could not predict the
number of days between discharge and re-admission, nor could they predict the number of re-admissions within one
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year.
All research subjects could be diagnosed as suffering from Psychoactive Substance Use Disorders. I have investigated the
co-existing psychiatric pathology, applying three diagnostic categories of the DSM-III-R: depression, post-traumatic
stress disorder and psychosis.
The DSM-III R diagnosis of depression NOS (almost 50%) occurred most frequently, followed by post-traumatic stress
disorder (about 32 %). About 11% of the research subjects was diagnosed as suffering from psychosis. A few women
(n=5) could not be diagnosed according to the axis I of the DSM-III-R. Post-traumatic stress disorder and depression
predicted the period between discharge and re-admission to the Women Crisis Centre quite well, the post-traumatic stress
disorder was of both diagnoses the more powerful predictor. Psychopathology did not predict the number of readmissions.
Compared with international research the present study found the same amount of depressive disorders as in other study's,
but twice as many anxiety disorders (in the present study only one specific kind of anxiety disorder was employed, the
posttraumatic stress disorder).
As general conclusion it could be postulated that the range of psychopathology among the research subjects is within the
range of psychopathology found among other drug-users. They frequently suffer from depression and it seems that
depressions are more severe within this group of female hard drug-users than within the group of female psychiatric
patients.
It can be concluded that the findings with regard to the occurrence of childhood traumas and psychopathology are in
accordance with what is known in general about the childhood traumas and psychopathology of female drug-users,
prostitutes and female psychiatric patients. It is remarkable that, in the present study, childhood traumas and
psychopathology appear to be independent factors. More childhood traumas do not cause higher scores on the SCL-90
and BDI. There is almost no connection between individual diagnosis and childhood traumas.
It is difficult to draw any conclusions about the relation between social position, psychopathology and childhood traumas.
The research subjects are in a worse social position than the female drug-users of the general sample (Korf &
Hoogenhout, 1990), they also suffer from more psychopathology. It is possible that social position and psychopathology
are slightly connected. The present study has not statistically analyzed this connection.
The question is whether or not social position could be explained by gender identity conflicts and the four problem
solving strategies (Chapter Four). All strategies of female drug-users reflect a self-destructive attitude, a process of
victimization and social stigmatization. It might be that a complex of factors, including childhood traumas,
psychopathology and the consequences of social isolation, a position as female pariah and a self-destructive attitude
based on gender identity conflicts, that all result in the social trap in which female hard drug-users are caught.
Recommendations
Drugs
The objection to the legalization of drugs is always that drug-use would spread and drug tourism increase. Although this
may be the case, it is certainly not proven that putting a drug on a list of forbidden drugs will keep children and
adolescents away from drugs. The consumption of Ecstasy after the addition of Ecstasy to list I of the Opium Act in 1988
shows the opposite: in the last years the use of Ecstasy has increased. Although legalizing hard drugs is not immediately
feasible, it would be possible however, to introduce some experimental drug dispensing programmes for a certain group
of drug using women, just like the dispensing programme in Widnes (Liverpool). The Amsterdam morphine dispensing
programme (Derks, 1990) has provided a serious opportunity for extremely problematic drug-users to stabilize their lives
and has not resulted in a free availability of morphine in the city, due to the strict conditions of the programme. One step
further is a general drug dispensing programme for drug-using women, who use drugs as a survival strategy.
Prostitution
It is recommended that local authorities should aim to improve the position of prostitutes and only give licences to those
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brothel-owners who treat the prostitutes fairly and offer good working conditions.
The creation is recommended in Amsterdam of a free zone for streetwalkers, so streetwalkers can be treated as human
beings instead of being hunted as beasts. A humanitarian approach towards prostitutes is in accordance with human rights
regarding women's physical and mental integrity and expresses a respect for women's autonomy. Prohibition of
prostitution wrongly criminalizes and stigmatizes female drug-users.
State benefit, medical insurance and housing
The group of female hard drug-users who were admitted to the VKC differed considerably from the female hard drugusers of the general sample with regard to their social position. Because many women have no housing, they cannot get
state benefit and are not medically insured. If they are in need of treatment in a psychiatric hospital, referral is not
possible, because they are not insured and have no housing. In order to break this chain of social expulsion, it is
recommended that the various agencies for state benefit, housing and medical insurance be encouraged to work together
in, for example, 'a crisis team' with well-defined responsibilities for improving the social circumstances of female hard
drug-users and preventing their further social deterioration.
It is also recommended that cheap 'boarding houses' be created for female hard drug-users and that they be given
responsibility and support for the running of these boarding houses.
It is also recommended that a 'hostel' be founded: a safe bed, bath and breakfast for female hard drug-users.
Children
Half of all the female hard drug-users have children. Few of them are able to take care of their children, many of them
have no contact with them. A great deal of the research subjects suffered as a result of the loss of contact with their
children. They welcomed a new pregnancy as a second chance to become a good mother. The few women who
cared for their children were afraid that in-patient treatment would mean that the children would be put under legal
protection and into foster care. Amsterdam has one centre for mothers with small children, Beth Palet. Women who are
addicted to drugs could be referred to this centre. Some research subjects were referred to this centre after
crisis intervention. Although they were glad that they could stay there with their baby, they regretted that they were seen
only as mothers and not as drug-using women who were in need of treatment. These women failed and left the centre.
Another possibility in Amsterdam is a day care facility for addicted parents with children under the age of five. Although
these facilities are a step in the right direction, it would be better if conditions could be created where mothers could get
treatment and remain in contact with their children.
Education and work
In the present study it is shown that female drug-users have little schooling and that their social background is lower
class or lower middle class. It is recommended that special programmes for female hard drug-users be set up to stimulate
education, work and social integration. Although the present rehabilitation programmes do sometimes have special
women's groups, there is no special rehabilitation programme focused on women and sensitive to women's needs. Most of
the research subjects have a history of prostitution. They say that they need to talk about their former experiences,
because sometimes, when going to school or when starting work they re-experience some events connected with
prostitution. In mixed programmes they do not dare talk about prostitution. In class they are afraid that other people may
find out they are a prostitute. In mixed rehabilitation programmes they are afraid of men and male teachers and may
drop-out.
Treatment programmes
After admission to the Women's Crisis Centre the research subject was asked: what do you think the Women Crisis
Centre can do for you? The answer categories consisted of five possible answers: next to nothing; provide some rest;
getting support, sorting things out; to get over the crisis; other things...
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The research subject was also asked: What do you expect you can do for yourself? There were three possible answers:
next to nothing; to stick to agreements; other... Most women wanted to get some rest, sort things out (among other things:
finance, housing and relationships), come out of crisis and make important decisions about their future.
Their first need is to get assistance for solving practical and material problems such as:
- getting state benefit
- making a list of other possible sources of income, such as child or family allowance or individual rent subsidy
- purging debts
- getting a National Health Service registration
- applying for a certificate of urgency to get a house
- listing judicial problems and possibly jail sentences
- beginning a divorce or contacting child protection in order to see the children
The research subjects did expect that they could keep agreements about solving material problems and sometimes they
wanted to get better.
For many women who use hard drugs, addiction is not the problem, addiction is the solution to their problems. Chapter
Two contains an explanation of how drug-use solves women's gender problems and childhood traumas.
The dominant view on substance-abuse ignores women's social context, their childhood traumas, gender identity
problems and their former experience as a prostitute. After the assistance in material problems many research subjects
require assistance in solving their psychological problems including their drug-use. For further help I recommend that
first of all the contra-indications of the so-called regular mental health care institutions must be reviewed.
The most important recommendation of this study concerning treatment is that treatment of childhood traumas, treatment
of gender identity problems and treatment of migrant problems are essential elements in the treatment of women who use
drugs.
The treatment of female hard drug-users could possibly be integrated into programmes that are now being developed for
the mental health care (NVAGG, 1993). 'Mental health care in programmes' is a response to the demand that mental
health care and cure should provide programmes in response to the market. This development must be seen in the context
of the reorganization of Dutch Mental Health Care System.
The future programmes will not be based on the diverse organizations, but on the different functions of mental health
care. The NVAGG (1993) has described the following functions: indication and advice; treatment; guidance; in-patient
nursing and care; long stay treatment and prevention. For each target group a programme based on the above functions
could be developed. The following female target groups might be distincted: female migrants, including migrant [hard
drug-using] prostitutes, elder women, chronically psychiatric women, traumatized women, mothers with children, women
who use substances and female minors. For each of this targetgroups a circuit of care and cure might be developed,
including the functions of indication and advice, treatment, guidance, nursing and care, long stay treatment and
prevention.
Female drug-users could in the future be referred to the programme for addicted women, but also to other women's
programmes according to their treatment need and diagnosis.
On the basis of the data of the present study (n=52) the target group of extremely problematic female hard drug-users
could be subdivided into the following segments: - female migrants (40%)
- chronic psychiatric patients with the diagnosis 'psychosis' (10%)
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- sexually and/or physically traumatized women (incest 33%, rape 42%; physical abuse 38%)
- mothers with children (50%)
- women with the problem of addiction to substances, food, gambling or tranquillizers (100%)
Because female drug-users differ in their treatment needs, gender identity problems, childhood traumas, coping strategies,
social position and their diagnosis and prognosis, it deserves recommendation that they are referred to a programme
tailored to their needs and not only to the programme for addicted women.
The diverse programmes are all women-oriented and provide treatment for gender identity problems, the diverse survival
strategies and individual needs. The different programmes are not detailed yet, but I will give some indication of the
special activities of the diverse programmes. The programme for mothers with children will provide part-time treatment,
special facilities for children and training of the mother as parent. The programme for chronic female psychiatric patients
will provide long-stay programmes for women and special rehabilitative training. The treatment of traumatized women
will focus on out-patient treatment at the 'RIAGG'. Female drugusers who wish to cease drug-use will be referred to the
women's programme for substance use which will be provided by the substance-abuse treatment agencies.
It is possible that a woman might be referred from one programme to another, according to her treatment plan. For
example, she might start with detoxification in the women's programme for substance abuse and subsequently participate
in the programme for traumatized women. Another example: a chronically psychotic woman might participate in the
programme for chronic patients and stay in a "long-stay centre", also participating in a group for addicted women in the
programme for substance use. Further research
Right from its very beginnings in 1987, the Women Crisis Centre has carried out follow-up research. Three months after
discharge from the Women Crisis Centre the agency who had the client in treatment was asked about the well-being of
the client. The following questions were asked: is the woman still in treatment? How is she doing? How many times a
week or a month does she visit the treatment agency? Does the treatment policy of the agency match that of the Women
Crisis Centre?
After the follow-up measurement in August 1989 we heard that one woman who had not been re-admitted within a year
had been murdered in 1989 by her boyfriend. Her case is still included in the category 'non-re-admitted women'. Her data
did not have to be eliminated, because she did not belong to the group of women upon whom the predictor analysis was
based.
The follow-up measurement in August 1990 showed that fifteen women out of the 26 not re-admitted women had
improved. From the ten women who were treated as out-patients, seven had improved. Eight women were still in inpatient treatment and had improved.
Seven women were out of reach of Dutch treatment services, three had gone to Germany or Austria, four women were
not in contact with treatment agencies. Figure 7.1 shows the follow-up:
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Follow-up in august 1991
In august 1991 it appeared that two women from the re-admitted group had died, one woman died of an overdose, the
other woman of a brain haemorrhage.
Because the material gathered at base-line is almost complete, it deserves recommendation that a follow-up study be
organised on the research subjects of the present study to investigate the survival-rate of the research subjects, their druguse and social situation. Investigation after a number of years might give some insight into the variables that, in the long
run, are crucial in the lives of female drug-users.
Also, some single-case studies might be done to gain insight into the development of certain variables, such as social
position, gender-identity, addiction, depression, posttraumatic stress disorder, prostitution, multiple traumatization and
social and family relationships. The interviews then could be videotaped and appraised by independent observers. With
regard to the next research project it deserves recommendation that a supervisory committee, including two female drugusers, be installed in order to interpret the data, to draw conclusions and to guarantee the representativity of data.
Further it merits consideration to design a screening list to detect depression and posttraumatic stress disorders, because
these disorders predict a speedy return to the Women's Crisis Centre and these women probably are able to profit from
treatment when they are referred to other treatment agencies. Women with the diagnosis 'psychosis' also deserve early
detection, because they probably profit more from an approach based on providing structure, support and the opportunity
to form a relationship of attachment to one or two members of the staff. In contrast to the women with the diagnosis of
'depression' or 'post-traumatic stress disorder' these women generally will not profit from a quick referral, because first of
all a relationship based on trust is needed. Probably a form of 'case-management' is indicated.
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Investigation is recommended in a following study of the family background of female drug-users, because it is
remarkable that the most powerful predictors are linked to the situation at home. 'Quarrelling between parents' as most
powerful predictor variable predicts a longer stay outside the Women's Crisis Centre, 'member of a religious cult' is
second in place to predict a quick return to the Crisis Centre. It would be advisable to compare the family background of
the female drug-users with women of 'Blijf van mijn Lijf' homes or with female psychiatric patients.
It is recommended that a certain part of research funds be reserved to stimulate research on women and addiction and to
evaluate the above women programmes.
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