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Background: Health-related research on women who use drugs (WWUD) tends to focus on reproductive and sexual health and treatment. Missing from the picture is an exploration of mid-life and older women's bodily experiences of transitioning from long-term substance use into recovery. While there are a growing number of studies that explore the intersection of drug use and ageing, the gaps in analysis lie in the intersections between drug use, recovery, ageing, gender, and the body.

Methods: In-depth qualitative interviews were undertaken with 19 women in the UK who self-identified as “in recovery” from illicit drug use. The interviews were transcribed verbatim and analysed using Braun and Clarke's thematic analysis techniques. The study received ethical approval from the University of Glasgow.

Results: Key findings from the interviews relate to the women's personal sense of power in relation to current and future health status, the challenges they endured in terms of ageing in recovery and transitioning through the reproductive life cycle, and the somatic effects of trauma on women's recovery. The findings demonstrate that health in recovery involves more than abstinence from drugs.

Discussion: Moving from the body in active drug use to the body in recovery is not without its challenges for mid-life and older women. New sensations and feelings—physical and mental—must be re-interpreted in light of their ageing and drug-free bodies. This study reveals some of the substantive sex-based differences that older women in active drug use and recovery experience. This has important implications for healthcare and treatment for women in drug services and women with histories of drug use more generally.

Keywords: mid-life and older women, substance use, ageing, bodies, recovery, health, menopause


INTRODUCTION

An androcentric approach to health has been prevalent within medical research and this is particularly true of substance use research (1). A particularly neglected research area in the field of substance use relates to the bodily and embodied experiences of mid-life and older women in recovery from illicit drug use. This paper's aim is to pay attention to the voices of women ageing into recovery and provide a deeper understanding of their experiences of drug-free and ageing bodies. This paper specifically focuses on women's experiences of bodily recovery from unmanageable substance use.

As the body ages its ability to process drugs changes (2). Age-related changes in physiology and long-term drug use can increase adverse drug reactions in older people, exacerbate a decline in organ function, and increase respiratory disorders and cancers (3). Higher rates of blood-borne viruses (BBVs), and physical and mental health morbidity are reported among older people who use drugs compared to their younger cohorts (4). In terms of gender differences, older women who use drugs exhibit poorer overall health status and more chronic physical and mental health problems than older men who use drugs (5). Women report higher rates of heart disease, circulation problems, asthma, bladder problems, colitis/bowel problems and arthritis than their male counterparts (6). Women who use opioids and alcohol report higher levels of psychological distress, including anxiety, depression and panic disorder than men (5, 6). Adverse childhood experiences are associated with lifetime mental health conditions and alcohol and substance use among older people (7, 8) and women who use heroin are potentially more prone to mental health conditions than their male counterparts given that many are likely to have experienced emotional, physical and sexual violence and exploitation (9, 10). While existing research suggests gendered differences in physical and mental health problems among older people who use substances, the lack of focus on gender differences is a limitation in understanding the complex physical and mental health needs of older men and women who use opiates, alcohol and other drugs (5, 11).

For most women, the reproductive lifecycle is one of the biological conditions that distinguishes their bodily experiences from men. Women who use drugs can experience amenorrhoea (the absence or cessation of menses in women of reproductive age) (12). Perceived infertility due to drug-induced amenorrhoea may result in unplanned pregnancy (12, 13) during active drug use and following abstinence when the women's menstrual cycle begins again. Though limited, evidence suggests that older women who use drugs may be at risk of earlier onset of menopause than those in the general population (14) and issues related to the menopause can be complicated by methadone treatment (15). Symptoms such as hot flushes resemble symptoms of opiate or methadone withdrawal (16, 17). Women with drug using histories experiencing increased levels of physical discomfort, insomnia, irritability, anxiety, and depression during their menopausal transition may be at higher risk of relapse (15). The social marginalisation of women who use drugs combined with the intersection of being an older woman risks inhibiting wider medical and sociological interest in this particular group of women.

As the site of biographical experiences, bodies are shaped by people's socio-economic and cultural circumstances (18). Midlife can be for some people a critical time to manage both chronic conditions and mental health conditions (19). For people who have used drugs over a long period of time, midlife and older can be a time when the somatic nature of the body becomes more evident. The substance use recovery literature is large and increasing but there are relatively few studies that examine the bodily aspects of recovery. Seminal recovery studies discuss people's health in relation to the impact of drug use and methadone treatment but not their health in recovery (20, 21). While there has been some research that has explored bodies in recovery, this work remains limited. Nettleton et al. (22) found people in recovery endure more bodily discomfort and pain over a longer period compared to people who used drugs. Neale et al. (23) explored how the use of opiates and opioids can mask bodily pains but in recovery, the emergence of aches and pains are perceived as the result of general wear and tear from prior substance use, stress, tension and ageing (23). In order to more fully understand the impact of health on recovery “a fuller appreciation of the lived experiences of recovery must incorporate and give greater attention to the body” [(22), p. 353]. This paper provides that attention by seeking to understand what it means to move from a substance using body to a recovered body as women age into their recoveries from substance use.

Leder's (24) concept of dys-appearing bodies is a useful tool that can provide a phenomenological understanding of women's embodied experiences of drug use and recovery through the temporal phase of mid-life. Leder's theory looks at the human body as a lived structure that is central to our lived experience. The lived body is an embodied self that “lives and breathes, perceives and acts, speaks and reasons” [(24), p. 6]. Bodily dys-appearance occurs “when the body undergoes some disturbance, when it “seizes” our awareness” [(24), p. 70]. “Dys” originates from the Greek prefix, meaning bad or ill. For example, we notice pain and bodily discomfort when they stand out from all the other sensations we experience. They hurt and re-focus our attention inward; re-organising our relationships with lived space and time, others and ourselves. But, pain, discomfort and other bodily sensations can also be difficult to articulate to others (and sometimes ourselves) (25). They can disrupt our connection with the external world, inducing self-reflection and isolation. They constrict our being-in-the-world back to an awareness of our own body and the particular body area where sensations are felt. The spatial world stops being the “centre of purposeful action” [(24), p. 75] and the temporal world contracts. Physical discomfort demands our attention and brings us back to the here and now. Bodily dys-appearance can also be characterised by affective disturbance [(24), p. 85]. Anxiety, for example, manifests itself somatically through a number of bodily symptoms including increased heart rate, feeling nauseous and difficulty breathing. Activities, therefore, are directed towards the goal of removing pain and bodily discomfort. Both health and illness exhibit alienations from the body—in health the body disappears and attention is directed towards the world; in illness and discomfort the body dys-appears and attention is directed inward to the self. So too with affective disturbance—in health, capacity to direct attention towards the world is expanded; in anxiety, depression or other forms of affective disturbance the mind dys-appears and attention is directed inward towards the self.

The lived experiences of pain and bodily discomfort in older women who use drugs is an important but barely explored area of research within the drug research literature. The interactions of older age, accompanying illness, drug use, and recovery are yet to be explored. We know there is some evidence that older drug users are reluctant to ask for help due to perceived or enacted discrimination (26) therefore, as populations age, it is increasingly pressing that the role of somatic dys-appearance during drug use and recovery should be considered by researchers within the spheres of women's health and addiction studies.



METHODS


Recruitment

Women over age 35 with a history of drug use were recruited to this study. The cut-off age of 35 years could be considered young but the health effects of prolonged drug use and its effect on the ageing body suggests that women who were early onset users and engaged in long-term drug use may have a biological age that is older than their chronological age (27, 28). Long-term drug use is defined as 11 years or more (29). Convenience sampling was utilised in this study, as older people who use drugs and particularly older women who use drugs, are a hard-to-reach group (30). Participation was voluntary and the study was advertised through email distribution by contacts and colleagues; on flyers and posters in locations where people in recovery meet, such as recovery cafes; and posted on online recovery sites. Women who chose to participate were included if they met the following criteria: 1) women with a history of illicit drug use; 2) self-identified as in recovery from drug use (abstinent or low risk use) and 3) were 35 years old or older. Participants were excluded if: 1) they said they did not meet the inclusion criteria; 2) identified as having mental ill health or other issues that might trigger distress during the interview or 3) were non-English speakers. In the event, two women were excluded as neither had engaged in illicit drug use. Once participants agreed to interview, arrangements were made for interviews to be conducted at a venue chosen by the women. Ten women chose their home as the location for the interview; five were interviewed on their work premises; and, four chose to come to the first author's university office. Each interview was carried out in a private space. The interviews were conducted one-to-one by the first author (who has extensive experience of carrying out sensitive interviews) and lasted on average 60 min.



Topic Guide

The topic guide for the study was piloted and developed through work carried out in a previous study (31). The advantages of piloting the topic guide for this study were that it helped hone the questions, identify challenges in the interview process, and follow up areas of further interest. For example, following the pilot study, more opportunities were created for the women to discuss their experiences of health and therapeutic relationships through their periods of drug use and recovery. To help women feel comfortable to talk about their bodies in recovery, questions were adapted from previous studies with older women to help prompt them to discuss appearance and the corporeal aspects of ageing (32, 33). The opening health question moved from the piloted question “Can you tell me about any changes to your health as you've stopped using?” to the more open “How is your health today? How does it compare to when you were in your twenties?” Indirectly asking about health promoted discussion around the ageing body without any perception of participant discomfort or reticence.



Analysis

An inductive and deductive analytical approach was used. An inductive analysis develops concepts and themes from the raw data and is an iterative process whereby the data are collected and analysed simultaneously (34). I Nevertheless, it is also recognised that it is impossible to approach the data without any preconceived ideas of what themes or concepts might emerge from the raw data [(35), p. 210] hence a deductive approach is acknowledged.

The interviews were transcribed verbatim by the first author. The first author checked a sample of five transcripts against the recorded data for quality control to ensure their accuracy. In addition, 17 participants were given the opportunity to read through their transcripts. Two participants did not have an opportunity to check their transcript as there was no way to contact them without going through a third person. Maintaining their confidentiality was crucial and as such their transcripts were not forwarded. Of the 17 who were given the opportunity to read and check their transcripts, 12 took up the offer and five responded positively. No participants raised any issues, corrections or complaints.

The transcripts were analysed using Braun and Clarke's (36) thematic analysis technique. Thematic analysis is a flexible and useful heuristic device for managing and producing a detailed account of data and is widely used within qualitative drug-based research (37–39). The advantage of thematic analysis is its relatively simple yet robust analytical strategy. The interview transcripts were coded thematically through six phases by the first author: familiarisation with the data, transcription, initial coding, searching for themes, reviewing themes, defining themes, and report writing. Transcribed interviews were read through at least twice for familiarisation. At this stage, ideas about themes began to emerge and coding began to take shape. A coding framework was devised to identify themes and sub-themes in the interview transcripts. As this study followed on from a pilot study, a number of top-level themes were already identified from the pilot work and related to the study aims. For example, a priori themes included health, ageing, and recovery. These top-level themes were relevant and coded to all participants as they were the main topics discussed in the interviews. The coding was further refined as interviews progressed and with repeated reading of the transcripts. For example, in further iterations the code “health” was further refined into additional secondary codes, such as women's experiences of the menopause or drawing on the literature to include the concept of “dysappearing bodies.” The first author (AS) maintained a coding book, in which codes, description and examples were detailed and discussed with the co-authors of this paper (GR and LP). The qualitative software package NVivo 11 was used to code and categorise the interview data.



Ethical Considerations

The study was approved by the University of Glasgow's College of Social Sciences Research Ethics Committee (ApplicationNo:400170200). Women who expressed an interest in the study were given the participant information sheet and given at least two days to read through it and ask questions before signing the consent form. The women were assured complete anonymity, with all identifiable information removed from transcripts, and published materials. All names used are pseudonyms.




RESULTS


Sample

Nineteen women with a history of using illicit drugs and recovery participated in the study. The women were aged between 36 and 60 years (mean average age 47). The women resided in a mix of urban (N = 10), rural (N = 6) and coastal locations (N = 3) across the North of England and Scotland. Fifteen women were early onset users, starting drug use in their teens and early twenties. Four women were late onset users, starting in their late twenties and early thirties. The participants used a range of drugs including heroin, powder cocaine, crack-cocaine and skunk weed between 7 and 47 years (mean average 21 years). The mean average age at which the women gave up drug use was 34 years old, ranging between 26 years and 54 years of age. Time in recovery ranged from 6 months to 18 years (mean average 9 years). Sixteen women reported no drug use and three women reported occasional low-risk drug use including intermittent use of cocaine, cannabis and alcohol, amphetamines and heroin (low-risk defined as illegal drug use at minimum level causing no psychological, legal, employment, family or health problems [(40), p. 83]).



Health and Bodies in Recovery—Temporality and Power

The women in this study reported a range of mental health conditions including anxiety, bi-polar personality, schizophrenia, and depression that many had experienced prior to recovery, and some prior to their onset of drug use. Most had experienced or witnessed physical and/or sexual violence as children and/or adults. At least seven women had been prescribed anti-depressants for decades. Nonetheless, most of the women described improvements in mental health after they stopped using drugs although this occurred gradually over time in recovery. Discussing early recovery and mental health well-being some of the women recalled their vulnerability in relation to intimate relationships.

“I would say the first couple of years in recovery. It's a very dangerous place, psychologically.” (Fiona, age 44, recovery 17 years)

“I had a period of time a few years ago when I was completely clean and some of the behaviours, some of the stuff that I was doing with men, using men to make me feel good...I suppose it was a bit like, it was addictive behaviour you know…I think I had some kind of breakdown or something and obviously I relapsed...” (Claire, age 39, recovery 18 months)

Viewing from the present her behaviours in previous recovery as “dangerous” and “crazy,” Claire actioned intimacy with men to improve her self-esteem and sense of self-worth. For Jennifer, aged 44, coming to terms with her past meant coming to terms with her body:

“I think that those behaviours that I learned to manage life for a long time, see my body as a sexual object, something that I used in some transaction, those behaviours were probably the hardest ones to change. Stopping drugs was hard but even when I stopped drugs I continued those behaviours at periods you know here and there. So I think today I see my body as, it's just a body. It doesnae have any power or anything like that...It took me a long time to connect with my body and feel like I was alright with it.” (Jennifer, age 44, recovery 10½ years).

Learning how to manage emotions and subsequent behaviours in ways that did not leave them feeling exploited (either by their own actions or by those of others), was important in enabling some of the women to come to terms with their bodies in the past and appreciate them in the present: thus, improving their sense of bodily self-efficacy and self-esteem.

In terms of physical health, some of the reported conditions included chronic obstructive pulmonary disease (COPD) and emphysema which some participants attributed to smoking drugs; nerve pain and deep vein thrombosis occurring from injecting drug use; and trigeminal neuralgia and fibromyalgia, rheumatoid arthritis and arthritis that occurred, or the women became aware of, in recovery. Seven women had cleared the hepatitis C virus (HCV), contracted during their period of using drugs. No women had hepatitis B or C at time of interview. While most of the women described their current physical health as good there were concerns that irreparable damage had been done to their bodies as a consequence of their drug use. Women in both long-term and early recovery expressed concern that risk behaviours in the past might have consequences for their health in the future:

“It does concern me that ehm…there's maybe some damage that I've done maybe in my past or ehm that's going to come back and bite me on the arse. That's going to come back ehm and kill me maybe...I'm constantly aware of my mortality now I think. And I think that's because I'm fucking over 50. And I just think about how careless I was with my health and my life.” (Lorna, age 53, recovery 18 years)“I've got a lot of fear as well you know because my family all die young with cancer you know…and I went for genetic testing and they said I've got a 80% chance of lung cancer but didn't stop me using or smoking or anything like that. Now I'm more thinking about it now. I'm like that “oh fuck” you know. But what's for you is for you, you know what I mean. That's the way I've got to think. I cannae sit and just dwell about it.” (Sara, age 44, recovery 18 months)

Both Lorna and Sara felt a sense of their own mortality as women in mid-life: Lorna because she was “over 50” and Sara as she approached her mid-40s. Lorna's “concern” that past “careless” behaviours had contributed to known (HCV) and unknown health conditions was underpinned by the helplessness she felt. Sara's fear was compounded by a family history of cancer and while worried about the consequences of her cocaine use, knowing there could be a genetic propensity to cancer, she accepted it as something she had no control over. Both women felt a sense of powerlessness regarding their future health status. Nonetheless, Sara and Lorna's narratives illustrate how some women make sense of their health in the present, which is anchored to behaviours in the past that have potential to impact on health and well-being in the future. Moreover, the pervasive social value of individuals taking personal responsibility for their health may be such that, no matter how long women have been in recovery, former actions, lifestyles and behaviours that were potentially physically injurious to health and well-being are used to explain current health conditions by the women themselves and their health providers (41).

Perhaps because of a tendency to accept their current health as a consequence of past behaviours, some of the women compared their health to other people who use drugs and spoke about pain and illness as something to be endured. A number of the women described their health as good although they suffered pain on a daily basis.

“Aye I've got a sore hip but on the whole I'm not too bad. I have got chronic lower back pain...I've got asthma, but on the whole my health's really good. And I know I'm lucky and I'm grateful because I know a lot of people at my age whose health is not nowhere near as good and you lose a lot of people. There's always someone passing away. Like every week there's someone else.” (Grace, age 49, recovery 5 years)

“But like I says my health now, obviously I'm feeling all the aches and pains and whatnot…All the damage I've done to my nerves with all the injecting in my legs and things like that. Ehm but I'm not really complaining either. Especially when I think back what I put my body through and how I've come out the other end of it....” (Terri, age 59, recovery 10 years)

Some of the women were stoical regarding their current health, “grateful” for having survived their drug use relatively unscathed. It has been theorised that certain types of pain and illness (such as that associated with substance use) are experienced as ‘moral events' involving internalised and externalised shaming and blaming (42). A tendency to judge people who use drugs, plus the stigma associated with injecting drug use and bloodborne viruses is such that some people may be reluctant to discuss health issues anticipating some form of felt or enacted stigma from others (43). Furthermore, emphasising personal responsibility for their health, risks disregarding the political, economic and socio-cultural circumstances of people's lives (44). Maya, age 42, recommended that practitioners working with older women who use drugs should remember, “We are people with complex issues and often very challenging histories, not necessarily of our own making.”



Ageing in Recovery

Some women spoke about changing their outlook on their health as they got older. Acknowledging potential damage to their health from past drug use, the women now took steps to improve their health in the present.

“I feel like my attitude towards my health, I would never, like I went for a smear test last Tuesday. I never miss anything. I feel really privileged to be in a country where we get those regular checks for free. Ehm, so I buy into all of them.” (Jennifer, age 44, recovery 10½ years)

“As I've got older my health has become more important...I think gradually there's been an awakening of self-worth that's directly related to self-care.” (Janine, age 47, recovery 21 years)

Janine's attention to her health was prompted by her sponsor in Alcoholics Anonymous who encouraged good nutrition, exercise and sleep. From Janine's perspective, changes to her diet and general self-care had led to improvements in both her health and her sense of deserving care: “I was worthy of that care.”

Abstaining from drugs and entering recovery revealed aches, pains and other symptoms that were absent while the women were using drugs.

“The first thing that I noticed when I got clean was that life hurts....I'd been using opiates for years and years and years. Not feeling any pain apart from the pain of withdrawal. And once that's over I realised, my god, my bones have aged somewhat…I felt like an old woman complaining to the doctor “This is sore and that's sore.”” (Lorna, age 53, recovery 18 years)

“I never thought I had bad health until I stopped...Soon as I stopped oh my god. I think I went from a 20 year old to an 80 year old. Just the pains you get and you're beginning to realise what other things you have, things that are wrong with you that you didn't think you had.” (Shona, age 60, recovery 12 years)“I think when I was using drugs, it masks so much doesn't it” (Kate, age 60, recovery 5½ years)

The women likened their painful bodies to old bodies and recovering bodies. Lorna, who stopped using illicit drugs at age 35 and Shona, who stopped at age 48 both described their drug-free bodies (in early recovery) as “old.” Applying Leder's (24) hypothesis, their ageing, recovering bodies seized the women's attention. During their drug using period, their bodies went unnoticed until withdrawal pains seized their attention. In recovery, with no opiates or other self-medicating drugs in their system, pain or discomfort were noticed when they interrupted their consciousness. At this point the women's bodies were no longer “absent,” instead they disturbed or “dys-appeared” (24).

In addition to a reduction in or absence of illicit drug use, the decrease or absence of prescribed drugs also heightened the women's awareness of pain.

“Back then ehm I…when I was obviously getting so much pain killers, taking my painkillers and Valium, never felt pain eh. Never felt anything eh. Total numb feeling it was, I suppose. But now I'm in pain all the time.” (Shona, age 60, recovery 12 years) “And that's the other thing because I am older and I'm weaning myself off this pain medication, when I was young I never had any aches and pains. I was like ‘oh fuck' you know so there is this as well. I think your body gets used to aches and pains but basically because I've anaesthetised myself for so many years, I'm just, can't cope with it. So that does concern me a bit.” (Nina, age 55, recovery 12½ years)

Nevertheless, some of the women were reticent to blame all their aches and pains on the absence of drugs and felt that they were experiencing the “natural” bodily discomforts of the ageing process. As Shona stated, “I put a lot of things down to I'm getting old because I am.” (Shona, age 60, recovery 12 years).



Ageing Into the (Peri-) Menopause

The women in this study were at different stages in their reproductive lifespan. Some were still menstruating or entering into the peri-menopause while a few were post-menopausal. This section reveals some of the women's discussions around menstruation and the menopause and its impact on their recovery.

Women who use drugs can experience amenorrhoea, the absence or cessation of menses (periods) in women of reproductive age (12). For Jennifer (age 44, recovery 10½ years), recalling her absence and thinking about her embodied future, this meant:

“All that weight loss to not having periods for years. That's osteoporosis in the post.” (Jennifer,

Perceived infertility due to drug-induced amenorrhoea may result in unplanned pregnancy (12) during active drug use and following abstinence when the women's menstrual cycle begins again. Fiona found out she was 26 weeks pregnant following detoxification from methadone, heroin and diazepam and said:

“I didn't realise I was actually pregnant because I'd not had regular periods for about 2 years.” (Fiona, age 44, recovery 17 years)

The return of women's periods after years of drug use can be an uncomfortable aspect of recovery, as described by Claire:

“PMT is horrendous. I dread it. And it seems to surprise us each month. I'm like what's going on, why do I feel like this and why is my head racing...So yeah, I really struggle with it. It's, you know, this recovery stuff, getting used to feelings and thoughts anyway, it's hard enough without all that going on. PMT stuff...Yeah. I don't find it easy this time of the month I really don't. And I think that anxiety gets a lot more when I'm due my period.” (Claire, age 39, recovery 18 months)

These findings support other studies on women recovering from heroin use (23). For some women in early recovery who are learning to manage their emotional well-being, menstruation involves a process of recognising, remembering and self-discipline. Insights into the potential for relapse caused by the return of menstrual symptoms and the anxiety that can accompany them suggest this is an area of women's recovering health that requires further enquiry.

Seven women discussed their experiences of the peri-menopause, the transition time to the menopause, when menstruation ceases altogether. Jennifer used a combination of hormone replacement therapy (HRT) and mindfulness practise to manage her symptoms which she described as “extreme” and having “a significant impact on [her] well-being.” Symptoms included brain-fog, anxiety, fatigue and loss of libido.

“My GP initially diagnosed me as being depressed and I was offended almost because I knew I was feeling a bit down but I didnae feel like I was depressed. This was a male doctor and I sought a second opinion and went to a female doctor and she got it instantly and she went “no, you're not depressed this is what's going on for you.” And just to have someone to validate that and go “yep, this is.” And I thought that's what it was.” (Jennifer, age 44, recovery 10½ years)

While Jennifer attributed her low mood to the changes that come with (peri-) menopause, her experience echoes those of women elsewhere with regard to health concerns diagnosed as psychogenic by medical practitioners (16, 45). Jennifer felt that the menopause was an issue that needed to be discussed with women in recovery:

“I think that menopause as well is something that should be talked about...especially for women in recovery. I think you're programmed to always bring things back to yourself and look at yourself and what's going on with you then going through this period of my life this is not something that is the result of my past or, it's just something that all women go through.” (Jennifer, age 44, recovery 10½ years)

The menopause, as Jennifer points out, is a natural bodily transition that requires medical and/or social support and understanding in the present, not personal self-reflection on past or present behaviours or actions. Like Claire, around the start of her periods, who experienced sensations that felt like the more familiar sensations of withdrawal and cravings, Grace recalled her menopause symptoms as similar to being “on something” and found it worrying and uncomfortable.

“I just felt like I had baby brain. Everything was getting on top of me. I was getting forgetful. I was thinking I was on something when I wasn't. Just I don't know. Couldn't concentrate. Wasn't sleeping properly. Hot flushes. Over and over. They just got worse and worse and worse. Headaches. Restless. Emotional.” (Grace, age 49, recovery 5 years)

These findings show that older women in recovery from drug use can experience menstrual, peri-menopausal and menopausal symptoms that feel, to them, similar to the effects of narcotic drugs and drug withdrawal. This presents not only a potential relapse trigger, but also a set of symptoms that are open to misinterpretation by a medical profession that already has a history of dismissing women's understandings of their own bodies as psychogenetic (45), and specifically of dismissing the sense-making of women in recovery through an addiction and recovery lens (46). Together, these produce a double barrier to care, as women and care providers both make sense of menstrual, peri- and menopausal symptoms through both a substance use and wider psychogenetic lens.

Having considered the women's self-reported health and experiences of their bodies and ageing in recovery, the next section explores trauma as felt and embodied by the women.



Embodied Trauma, Embodied Emotions

Most of the women discussed having experienced some form of physical or psychological trauma. In the Body Keeps the Score, Van der Kolk (47) suggests post-traumatic stress disorder (PTSD) is embodied and carried on in the body long after the trauma has stopped. Terri, a child-rape victim expressed how that event had affected her health and that even with counselling the physical and mental health effects of the trauma remained:

“It's the amount of years that it's took that's, it's a hard part as well. And it's all the drugs and the drink and how it affected my health as well into the bargain. Because I'm in pain every day, every day. Seven days a week...And it's just so, so unbelievable how much that could just change your life like that. Ken, somebody could sit and speak to you for hours but when that person goes away it's just there again.” (Terri, age 59, recovery 10 years)

Terri was particularly graphic in describing the intense embodied emotions she still experienced in times of distress. A few months earlier, she had been abused on social media.

“Oh I was devastated....And I was like I was drained with it…totally drained. I was really gutted about the whole situation like. And it went from there to they were actually going to put me under the counsellor because I told the doctor “that is on my mind in the morning when I wake up. When I go to my bed.” I said “I am so embarrassed that I feel humiliated at all the amount of people that's joined in and that. Honestly” I says “I feel absolutely gutted wi this.” And I actually lost weight just in that wee space of time wi the stress of it. I'll never forget it. I'll no, that'll never just go away.” (Terri, age 59, recovery 10 years)

The embodied emotions Terri felt had a temporal aspect that was not easily shaken. Terri imagined she would never forget how she felt, her embodied humiliation carried into the future. Time contracts as embodied emotions and trauma are felt and relived. The past, present and future seemingly combine. Maya described how images evoke painful memories for her:

“Like I was saying with the photo…because how horrible the image it creates for me in my mind you know I can see myself, I can remember the feelings and how I felt at that time and it was so horrendous.” (Maya, age 42, recovery 14 years)

Despite all the work the women have put into their recovery, the trauma they have experienced throughout their lives, is still carried within their bodies. Research elsewhere has described the return of emotions in early recovery as something akin to becoming “un-numb” [(23), p. 93]. Eventually, emotions settle and people learn how to manage them more effectively. The findings in this study echo those of Neale et al. (23) but also demonstrate that even in long-term recovery the body still “keeps the score” (47) when remembering past events and traumas.




DISCUSSION

The interviews illustrate the complex bodily processes felt by women in recovery from substance use. The women described a number of mental and physical health symptoms that have also been identified in other studies with substance users (4–6, 48). However, this study moves beyond describing health conditions to explore mid-life and older women's bodily experiences of drug-free and ageing bodies. The long-term effects of prolonged illicit and prescription drug use are concerns for these women, as is the cessation or reduction of some prescribed medications. They work hard to make sense of bodily sensations [around pain, discomfort, menstruation and the (peri-) menopause] and navigate these in relations with others—including medical practitioners who frame them as psychogenetic and/or related to their past drug use. The intersection of the ageing and drug-free body brings to the foreground changes in the women's values towards their health where greater self-care is taken, and a process of self-understanding is undertaken. As younger women who used drugs, the body was, as Leder describes it, absent (24). Nevertheless, while their bodies went unnoticed in terms of pain and illness, their bodies were still valued in terms of transactional power. As older drug-free women, improvements in self-worth combined with a sense of personal responsibility for their health, helped them re-evaluate their bodies. For some women, this instilled feelings of greater bodily and emotional control that were absent through their drug-using period. However, ideas about personal responsibility were complicated. They were also at times related to an awareness of the wider social economic and political circumstances of the women's lives. In this sense, emphasis on individual responsibility risked downplaying factors over which the women had no control, and also heightened the risk for feelings of stigma and shame. Understanding of these wider factors that generated health risks was also important for developing ideas about being worthy of care. Some actively worked out to maintain good physical health and almost all practised some form of meditative or therapeutic practise to maintain good mental health. Despite their new and emerging pains, their bodies in recovery were preferable to their bodies in active drug use. This re-evaluation of bodies that are free from unmanageable and damaging drug use could provide opportunities for improving medical practise and recovery support with mid-life and older women. Understanding women's medical and drug-using histories is obviously important but as highlighted in the findings, can also be reductive. Practitioners could build on women's emerging and growing sense of worth and motivation for improving self-care by acknowledging and paying attention to the women's own understanding of their bodies and health. Advice and support around the bodily changes that abstinence incurs could help women make sense of these changes, reducing perhaps some of the discomfort and anxiety they experience. More attention could be given to diet, physical activity and good mental health practises (such as mindfulness) which might help women manage more effectively the emerging and often uncomfortable, bodily sensations of early recovery.

Paying attention to the women's voices we hear how the body and health in recovery involves much more than abstinence from drugs. Moving from long-term substance use and into recovery is potentially a time of increased vulnerability for some women as their libido returns and they reach out for intimacy and support [(49), p. 23]. Understanding the body and their sexuality as it was in the past and its centrality to feelings of self-worth and self-esteem required the women in this study to learn how to deal with their emotions and bodily sensations without feeling bodily exploited. To what extent women struggle with this aspect of early recovery is relatively unknown but the findings from this study suggest that some women will find it challenging. Research into this aspect of women's early recovery could help raise awareness and inform practise around this period of potential vulnerability helping women avoid repeating negative behaviours from their past (50).

Most women approaching or in mid-life manage changes in their reproductive cycles. Menstruation and menopause are events that can interrupt and disrupt women's bodies and where symptoms need to be re-interpreted as natural bodily processes. The women in this study discussed their menses and (peri-) menopausal symptoms, shedding further light on a neglected aspect of research in the addiction literature. Adding to the work of Tuchman (16) and Johnson et al. (17), the women confirmed the “felt” similarities between the effects of drug use and withdrawal and the symptoms of pre-menstrual tension and the peri-menopause/menopause. They further reveal how these symptoms can be particularly challenging for women in early recovery. They have to learn to understand and interpret new and emerging bodily pain and sensations without the anaesthetising effects of drugs. Understanding these as natural could help reduce anxiety for women in active drug use, medication-assisted treatment, and recovery. Research that explores women's experiences of their reproductive lifecycles could help to reveal the complex intersections of gender, health and ageing in drug use and recovery. Insights gathered from women who use or have used drugs, as well as professionals in the fields of substance and use and/or women's health, could support the development and co-production of information materials, awareness-raising, and possible interventions and/or support around menses, the perimenopause and menopause. Implications for practise suggest treatment staff and prescribers are trained to listen to and support women, and transfer up-to-date knowledge on this aspect of women's health.

Moving from the body in active drug use to the body in recovery is not without its challenges for mid-life and older women, and for the practitioners who support them. New sensations and feelings, physical and mental, must be re-interpreted in light of their ageing and drug-free bodies. It is the body that carries them through their experiences and it is the body through which they experience the journey. Their bodies contain their past, present and future selves. It symbolises who they were, who they are and who they might become. Understanding what it feels like for women making this transition from substance use to recovery is relatively uncharted in the literature to date. Women's embodied recovery is about far more than just abstinence. As Maya reminds us, practitioners need to acknowledge that women, who have used or use drugs, often have challenging and complex histories unrelated to their drug use. Practitioners must pay attention to women's own understanding of their bodies, bodily sensations and physical health needs in order to provide them with effective health care and support as they move out of drug use, into and through recovery.


Limitations

The sample size of 19 women might be considered a limitation of the study however, the original sample size (15 to 25 women) was chosen to reflect the anticipated challenges of recruiting older women with a history of drug use (30). A larger sample of women from across the UK and a greater number of women in active drug use would provide a wider range of experiences to explore. Speaking with a greater number of women in their fifties and sixties could also elicit further information on the peri-menopause and menopausal period in women's lives, thus adding to the limited number of existing studies, most of which originate from the USA. Moreover, including older women from other marginalised groups such as homeless women, BAME women and women in the criminal justice system could add insights into the structural and socio-economic barriers and inequalities that impact on bodily recovery among women with a history of drug use. As such, the findings of this study, as with qualitative inquiry in general, cannot be said to represent the universal experiences of all older women with a history of drug use, although the methods used to collect the data and the findings could be transferable to health-based studies with populations of older women who use drugs elsewhere in the UK and beyond. Nevertheless, despite the size of the sample, the participants in this study reported having to learn how to understand their recovered or recovering body, how to interpret and respond to often novel and/or unwelcome bodily sensations, and to do so in relation to health care providers and others.



Final Thoughts

This paper explores from women's standpoints and within a context of ageing and health, journeys from being a woman who uses drugs to a woman in recovery, providing greater depth and understanding on, an issue that is relatively unknown in UK substance use research. Paying attention to the women's voices provides unique perspectives on their embodied recoveries, as felt and experienced by them. The women's experiences are singularly personal to them, yet taken together they offer deeper understanding of the bodily experiences that shape their health as they transition into and through recovery. In doing so, the paper provides an original and important contribution to studies that explore the intersection of gender, substance use, ageing, recovery and the body.




DATA AVAILABILITY STATEMENT

The data that support the findings will be available in University of Glasgow's repository for research data (Enlighten: Research Data) and the UK Data Service (University of Essex) following a 24 month embargo from the date of publication to allow for publication of research findings. Requests to access the datasets should be directed to ashaw419@gmail.com.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by University of Glasgow's College of Social Sciences Research Ethics Committee. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

AS is responsible for the conceptualisation, design of the study, fieldwork, data management, analysis, and drafted the first version. LP and GR critically revised and finalised it for publication. All authors approved and contributed to the final version.



FUNDING

This Ph.D. study was funded by the Economic and Social Research Council [ESRC (DTC) Main ES/J500136/1].



ACKNOWLEDGMENTS

The authors would like to thank the women who participated in this research and everyone who helped with recruitment.



REFERENCES

 1. Miller J Carbone-Lopez K. Beyond ‘doing gender': Incorporating race, class, place, and life transitions into feminist drug research. Subst Use Misuse. (2015) 50:693–707. doi: 10.3109/10826084.2015.978646

 2. Dowling GJ, Weiss SRB, Condon TP. Drugs of abuse and the aging brain. Neuropsychopharmacology. (2008) 33:209–18. doi: 10.1038/sj.npp.1301412

 3. Akwe JA. Pulmonary effects of cocaine use. J Lung Pulm Respir Res. (2017) 4:00121. doi: 10.15406/jlprr.2017.04.00121 

 4. Badrakalimuthu VR, Tarbuck A, Wagle A. “Maintenance treatment programme for opioid dependence: characteristics of 50+age group.” Drugs Alcohol Today. (2012) 12:57–163. doi: 10.1108/17459261211263451 

 5. McHugh RK, Votaw VR, Sugarman DE, Greenfield SF. Sex and gender differences in substance use disorders. Clin Psychol Rev. (2018) 66:12–23. doi: 10.1016/j.cpr.2017.10.012

 6. Grella CE, Lovinger K. Gender differences in physical and mental health outcomes among an aging cohort of individuals with a history of heroin dependence. Addict Behav. (2012) 37:306–12. doi: 10.1016/j.addbeh.2011.11.028

 7. Choi NG, DiNitto DM, Marti CN, Choi BY. Association of adverse childhood experiences with lifetime mental and substance use disorders among men and women aged 50+ years. Int Psychogeriatr. (2017) 29:359–72. doi: 10.1017/S1041610216001800

 8. Larkin H, Aykanian A, Dean E, Lee E. Adverse childhood experiences and substance use history among vulnerable older adults living in public housing. J Gerontol Soc Work. (2017) 60:428–42. doi: 10.1080/01634372.2017.1362091

 9. Gilchrist G, Gruer L, Atkinson J. Predictors of neurotic symptom severity among female drug users in Glasgow, Scotland. Drugs. (2007) 14:347–65. doi: 10.1080/09687630601062941 

 10. McKeganey N, Neale J, Robertson M. Physical and sexual abuse among drug users contacting drug treatment services in Scotland. Drugs. (2005) 12:223–32. doi: 10.1080/09687630412331317998 

 11. Rosen D, Hunsaker A, Albert SM, Cornelius JR, Reynolds CF. Characteristics and consequences of heroin use among older adults in the United States: a review of the literature, treatment implications, and recommendations for further research. Addict Behav. (2011) 36:279–85. doi: 10.1016/j.addbeh.2010.12.012

 12. Mburu G, Ndimbii J, Ayon S, Mlewa O, Mbizvo M, Kihara C, et al. Contraceptive use among women who inject drugs: motivators, barriers, and unmet needs. Women's Reprod Health. (2018) 5:99–116. doi: 10.1080/23293691.2018.1463737 

 13. Bell J, Harvey-Dodds L. Pregnancy and injecting drug use. Br Med J. (2008) 336:1303–5. doi: 10.1136/bmj.39514.554375.AE

 14. Tuchman E. Exploring the prevalence of menopause symptoms in midlife women in methadone maintenance treatment. Soc. Work Health Care. (2007) 45:43–62. doi: 10.1300/J010v45n04_03

 15. Schoenbaum EE, Hartel D, Lo Y, Howard AA, Floris-Moore M, Arnsten JH, Santoro N. HIV infection, drug use, and onset of natural menopause. Clin Infect Dis. (2005) 41:1517–24. doi: 10.1086/497270

 16. Tuchman E. Women and addiction: the importance of gender issues in substance abuse research. J Addict Dis. (2010) 29:127–38. doi: 10.1080/10550881003684582

 17. Johnson TM, Cohen HW, Howard AA, Santoro N, Floris-Moore M, Arnsten JH, et al. Attribution of menopause symptoms in human immunodeficiency virus-infected or at-risk drug-using women. Menopause. (2008) 15:551. doi: 10.1097/gme.0b013e31815879df

 18. Cunningham-Burley S, Backett-Milburn K. The body, health and self in the middle years. In: Nettleton S, Watson J. The Body in Everyday Life. London: Routledge (1998). pp. 142–59. 

 19. Johnson PJ, Mentzer KM, Jou J, Upchurch DM. Unmet healthcare needs among midlife adults with mental distress and multiple chronic conditions. Aging Ment Health. (2021) 26:775–83. doi: 10.1080/13607863.2021.1904830

 20. McIntosh J, McKeganey NP. Beating the Dragon: The Recovery From Dependent Drug Use. Harlow: Prentice Hall (2002). 

 21. Biernacki P. Pathways From Heroin Addiction: Recovery Without Treatment. Philadelphia, PA: Temple University Press (1986). 

 22. Nettleton S, Neale J, Pickering L. 'I don't think there's much of a rational mind in a drug addict when they are in the thick of it': towards an embodied analysis of recovering heroin users. Sociol Health Illness. (2011) 33:341–55. doi: 10.1111/j.1467-9566.2010.01278.x

 23. Neale J, Nettleton S, Pickering L. The Everyday Lives of Recovering Heroin Users. London: Royal Society of Arts (2012).

 24. Leder D. The Absent Body. Chicago, IL: University of Chicago Press. (2015) 

 25. Scarry E. The Body in Pain: The Making and Unmaking of the World. New York, NY: Oxford University Press (1987). 

 26. Scottish Drugs Forum. Older People With Drug Problems in Scotland: Addressing the Needs of an Ageing Population. Glasgow: Scottish Drugs Forum (2017). 

 27. Bachi K, Sierra S, Volkow ND, Goldstein RZ, Alia-Klein N. Is biological aging accelerated in drug addiction? Curr Opin Behav Sci. (2017) 13:34–9. doi: 10.1016/j.cobeha.2016.09.007

 28. Vogt I. Life situations and health of older drug addicts: a literature report. Suchttherapie. (2009) 10:17–24. doi: 10.1055/s-0028-1128135 

 29. Han B, Gfroerer JC, Colliver JD. Associations between duration of illicit drug use and health conditions: results from the 2005–2007 national surveys on drug use and health. Ann Epidemiol. (2010) 20:289–97. doi: 10.1016/j.annepidem.2010.01.003

 30. Moxon D, Waters J. Illegal Drug Use Through the Lifecourse: A Study of 'Hidden' Older Users. Abingdon, Oxon: Taylor & Francis (2016). doi: 10.4324/9781315587790 

 31. Shaw A. Exploring the influence of social relationships on identity, drug use and recovery among older drug using females (MRes thesis). University of Glasgow, Glasgow, Scotland (2017) 

 32. Liechty T. “Yes, I worry about my weight … but for the most part I'm content with my body”: older women's body dissatisfaction alongside contentment. J Women Aging. (2012) 24:70–88. doi: 10.1080/08952841.2012.638873

 33. Hofmeier SM, Runfola CD, Sala M, Gagne DA, Brownley KA, Bulik CM. Body image, aging, and identity in women over 50: the Gender and Body Image (GABI) study. J Women Aging. (2017) 29:3–14. doi: 10.1080/08952841.2015.1065140

 34. Bryman A. Social Research Methods. Oxford: Oxford University Press (2016). 

 35. Joffe H. Thematic analysis. In: Harper D, Thompson AR. Qualitative Methods in Mental Health and Psychotherapy: A Guide for Students and Practitioners. Chichester: Wiley (2011). p. 209–23. doi: 10.1002/9781119973249.ch15 

 36. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. (2006) 3:77–101. doi: 10.1191/1478088706qp063oa 

 37. De Maeyer J, Vanderplasschen W, Camfield L, Vanheule S, Sabbe B, Broekaert E. A good quality of life under the influence of methadone: a qualitative study among opiate-dependent individuals. Int J Nurs Stud. (2011) 48:1244–57. doi: 10.1016/j.ijnurstu.2011.03.009

 38. Shannon K, Kerr T, Allinott S, Chettiar J, Shoveller J, Tyndall MW. Social and structural violence and power relations in mitigating HIV risk of drug-using women in survival sex work. Soc Sci Med. (2008) 66:911–21. doi: 10.1016/j.socscimed.2007.11.008

 39. Rhodes T, Watts L, Davies S, Martin A, Smith J, Clark D, et al. Risk, shame and the public injector: a qualitative study of drug injecting in South Wales. Soc Sci Med. (2007) 65:572–85. doi: 10.1016/j.socscimed.2007.03.033

 40. Carballo JL, Fernández-Hermida JR, Secades-Villa R, García-Rodríguez O. Effectiveness and efficiency of methodology for recruiting participants in natural recovery from alcohol and drug addiction. Addict Res Theory. (2009) 17:80–90. doi: 10.1080/16066350802401295 

 41. Kearney MH. Understanding Women's Recovery From Illness and Trauma, Vol. 4. Thousand Oaks, CA: Sage (1999). 

 42. Werner A, Isaksen LW, Malterud K. ‘I am not the kind of woman who complains of everything': illness stories on self and shame in women with chronic pain. Soc Sci Med. (2004) 59:1035–104. doi: 10.1016/j.socscimed.2003.12.001

 43. Scambler G. Re-framing stigma: felt and enacted stigma and challenges to the sociology of chronic and disabling conditions. Soc Theory Health. (2004) 2:29–46. doi: 10.1057/palgrave.sth.8700012 

 44. Karadzhov D. Personal recovery and socio-structural disadvantage: a critical conceptual review. Health (London). (2021). 1–25. doi: 10.1177/13634593211014250

 45. McGregor AJ. Sex Matters: How Male-Centric Medicine Endangers Women's Health and What We Can Do About It. Paris: Hachette Go (2020). 

 46. Shaw A. Older women managing relationships and navigating health in drugs recovery: A qualitative study (Doctoral dissertation). University of Glasgow, Glasgow, Scotland (2021). 

 47. Van der Kolk BA. The Body Keeps the Score: Brain, Mind, and Body in the Healing of Trauma. London: Penguin Books (2015). 

 48. Rosen D, Smith ML, Reynolds CF 3rd. The prevalence of mental and physical health disorders among older methadone patients. Am J Geriatr Psychiatry. (2008) 16:488–97. doi: 10.1097/JGP.0b013e31816ff35a

 49. Skårner A, Månsson SA, Svensson B. ‘Better safe than sorry': women's stories of sex and intimate relationships on the path out of drug abuse. Sexualities. (2017) 20:324–43. doi: 10.1177/1363460716665782 

 50. Skårner A, Svensson B. Women's and men's stories about sex and intimate relationships in long-term recovery from problematic drug use. In: Galvani S, Roy A, Clayson A. Long-Term Recovery from Substance Use: European Perspectives. Bristol: Policy Press (2022). 67–79. doi: 10.2307/j.ctv273k4n6.14 

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Shaw, Reith and Pickering. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.







OPS/images/crossmark.jpg
©

2

i

|





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Paying Attention to Women's Ageing Bodies in Recovery From Substance Use



		Introduction



		Methods



		Recruitment



		Topic Guide



		Analysis



		Ethical Considerations







		Results



		Sample



		Health and Bodies in Recovery—Temporality and Power



		Ageing in Recovery



		Ageing Into the (Peri-) Menopause



		Embodied Trauma, Embodied Emotions







		Discussion



		Limitations



		Final Thoughts







		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References

















OPS/images/cover.jpg
@ frontiers | Frontiers in Psychiatry

Paying Attention to Women'’s Ageing
Bodies in Recovery From Substance
Use





OPS/images/logo.jpg
& frontiers | Frontiers in Psychiatry





