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16 June 2021 health prqblern, ancl~ women, contrary to popular belief, are
no exception to this phenomenon. Surveys suggest that
women using substances are a small but significant group
and can be difficult to access and target. Sexual health in
these women is of particular importance because most
drugs of abuse have a bearing on sexual functioning. The
exact mechanisms through which they cause sexual
dysfunction is still under scrutiny. Treatment of substance
use disorders in women requires a gender-sensitive
approach. Drug use and sexual functioning have a complex
and multidimensional relationship. In this article, the
authors examine this relationship; and review relevant
literature on drug use in women, drug-induced female
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Substance use disorder, Drug | same. It can be concluded that there is a conspicuous lack
use, Female sexual dysfunction, of sufficient literature in this area, especially in the Indian
Anorgasmia context, which needs to be remedied at the earliest.

Introduction the concept of aphrodisiacs to the use of
common substances to enhance performance
to chronic use leading to impairment, and
sexually transmitted diseases (STDs) in the
context of drug use, have been almost

The threads of history about sex and drugs
have been intimately intertwined over
centuries. These threads, spanning right from
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Female sexuality was considered taboo for
the longest time. It is only recently that the
topic has garnered the attention of
researchers and clinicians. Akin to this,
women as substance users are finally being
recognized as an important group, with
service needs just like their male counterparts.
Women who use drugs are not easy to access,
owing to the stigma associated with their
situation. Our cultural beliefs and conditioning
do notallow us to view women as much other
than wives, mothers, and care givers of the
family. There are significant gender-related
differences in various aspects such as types
of drugs, the pattern of use, and lived
experiences and needs, owing to a multitude
of factors like female physiology, family
functioning, occupation, financial status,
gender roles, and stigma (Sharma et al., 2017).
There is a substantial under representation
of women in the discourse on people who
use drugs. Hence, combining the two, drug
use and female sexuality, we get a talking
point that has tremendous significance but
has long been disregarded. Studies on this
topic are few and far between. If we are to
further research and discuss this issue, it
would be pertinent to evaluate the current
information. In this article, we review the
literature pertaining to drug use and women's
sexual health.

The pattern of drug use in women

Drug use has been primarily considered a
male forte, and it is only recently that we are
waking up to the ground reality of this
phenomenon in women. A handful of
studies have been carried out in this regard in
the past few decades. The initial studies
demonstrated a considerable gap between
substance use by men and women, which has
been steadily narrowing with time, pointing
towards increased substance use by women.
In the Epidemiological Catchment Area
Study in the US, the male-to-female ratio of
alcohol use disorders was 5:1. (Helzer et al.,

1991) The National Epidemiologic Survey
on Alcohol and Related Conditions found
that males had a 2.2 times higher likelihood
than females of abusing drugs and 1.9 times
higher likelihood of being dependent users,
with a 3:1 male-to-female ratio of alcohol use
disorders (Compton et al., 2007; Hasin et al.,
2007). Later surveys suggested a 1.4:1 ratio,
and it is clear that globally, the gap is
narrowing (McHugh et al., 2014). This has
been attributed to changes in traditional
gender roles, with more women stepping out
to work and lesser women choosing to have
children, changes in societal norms, and
decreased stigma pertaining to drug use in
women (Greenfield and Room, 1997;
Thronton and Freedman, 1983). However,
the same statistics can definitely not be
applied to the Indian scenario, as we are a
country with immensely diverse outlooks
and social structures.

The earliest Indian surveys reported that
drug use in women was minuscule as
compared to men (Mohan and Desai, 1993;
Mohan and Sundaram, 1987). The 2001
national survey, titled “National Survey on
Extent, Pattern and Trends of Drug Abuse
in India” was highly male-centric. The
Focussed Thematic Study that interviewed
75 women from three cities found that
commonly used drugs were heroin,
propoxyphene, alcohol and sedatives. Multi-
drug use was common, and 40 women out of
the sample were using intravenous drugs.
The key informants opined that substance
abuse in women was camouflaged (Ray et al.,
2004). In a survey of 1865 female substance
users (FSUs), about 6% were aged below 20
years, one-third were illiterate, and 64% were
married. A high prevalence of alcohol,
oploid, solvent, and cannabis use was noted
(Murthy, 2008).

The National Family Health Survey carried
out in 29 states in 2005-00, found 2% of
women using alcohol and 11% using tobacco
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(International Institute for Population
Sciences and Macro International, 2007).
The 2019 National Survey reported alcohol
use in 1.6% of women, compared to 27.3%
of men, with the interesting observation that
alcohol use was found among women of
almost all states of the country. Cannabis use
was found among 0.6% females, opioid use
in 0.2%, and inhalant use in 0.07% (Ambekar
etal.,2019).

Sociocultural factors have a profound effect
on drug use in women. They are attributed
maternal and nurturing roles, which
influence society’s perception of their drug
use. (Becker et al., 2016). Women who use
drugs may be viewed as ‘doubly deviant’,
having wavered from their accepted social
codes of behaviour as well as traditional
family roles (Fagan, 1994). At the same time,
traditional use of certain preparations in
women is also known, such as betel nuts,
cannabis, tobacco, and even alcohol. Various
circumstances can pull women into more
severe forms of drug use. Women from
lower socioeconomic strata may be driven by
poverty into drug peddling, which can be a
gateway to drug use. Those involved in
criminal activity or commercial sex work are
more likely to start using drugs. Specific
vulnerability factors, such as drug use in
family/spouse, sexual relationship with a
drug-using partner, and peer group
influences, have also been identified (Murthy,
2008).

Substance use and sexual activity

Drugs and sex are a tale as old as time itself.
Both these entities influence aspects of each
other in extensive ways. Despite still being
considered taboo, risky sexual behaviors
among the young population are on the rise
and need to be recognized (Choe etal., 2001).
The UNODC study unveiled some hard-
hitting and unpleasant facts about the sexual
experiences of FSUs (Murthy, 2008). The

mean age at first sexual encounter was 17.3
years, with 2.5% of these women having their
first experience with a customer of
commercial sex work. Nearly 14% had been
forced into their first sexual experience, and
as high as 49.7% had more than one sexual
partner in the previous year. About 46% had
indulged in sex in exchange for drugs or
money, and 40.5% had been forced to do so.
These numbers are bound to rattle any
reader, but it does not end there. Half of the
users reported indulging in sexual activity
under the influence of drugs, with barrier
protection not being used in over 60% of
these instances. A study in 2001 found that
two-thirds of the FSUs interviewed were
involved in sex work for money or drugs
(Panda et al., 2001). About 30% of FSUs
reported being subjected to sexual violence
of wvarious kinds. Many reported being
coerced into non-conventional forms of

intercourse (Murthy, 2008).

Conversely, women involved in sex work or
who have sexual initiation at an eatly age are
more likely to indulge in drug use, primarily
through the injecting route (Roberts et al.,
2010).

Effect of substance use on sexual
functioning

The deleterious effects of substance use on
sexual functioning in men is an extensively
studied and discussed topic. Research in
women, howevet, leaves much to be desired.

Alcohol

In males, high doses of alcohol have been
known to decrease arousal, impair erection,
and hamper ejaculation. It can also lead to
hypogonadism. It can increase arousal and
pleasure in low doses and reduce vaginal
lubrication, pain during intercourse, and
difficulty reaching orgasm with chronic
intake (Dissiz et al., 2015; Ghadigaonkar and
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Murthy, 2019). Interestingly, the subjective
report of sexual arousal does not always
correspond to physiological response in
women, as it does in men. Increasing blood
alcohol concentrations decreases vaginal
blood flow and orgasmic intensity and
increases the orgasmic latency. But women,
at this time, may report being more sexually
aroused (Crowe and George, 1989; Wilsnack,
1984). An Indian study of 40 women with
alcohol dependence syndrome found that
55% of participants had one or more kinds of
sexual dysfunction, significantly higher than
the prevalence found in healthy controls.
Common ones were low desire, an orgasmia,
and dissatisfaction with orgasm. Low
education status, longer duration of alcohol
use, early initiation of alcohol use, and high
severity of dependence were significant
predictors (Anil Kumaretal., 2017).

Tobacco

Tobacco smoking is an extensively studied
cause of sexual dysfunction in men. In
females, there are studies that have found it
to independently be a risk factor for sexual
dysfunction (Aslan et al., 2008; Oksuz and
Malhan, 2006). A study conducted on 900
Korean premenopausal women found
smoking a risk factor for FSD and described
a dose-dependent association between
smoking and sexual functioning (Choi et al.,
2015). It also found nicotine dependence
associated with sexual dysfunction in
females, as reported by some other studies
(Diehl et al., 2013; Harte and Meston, 2008).
These findings have been attributed to
various endocrine and vascular mechanisms.
Smoking may affect oestrogen levels and
inhibit ovarian functioning, which leads to
sexual dysfunction. Furthermore, genital
vasculature is sensitive to estrogen levels, and
blood flow is decreased due to smoking
(Tziomalos and Charsoulis, 2004). A study
using the Colour Doppler technique to study
vascular flow in women had some fascinating

findings. There was significantly higher
resistance in the arteries of the uterus,
clitoris, and labia minora in smoking women
than in non-smoking women. The pulsatility
index of the dorsal clitoral artery was
inversely related to the frequency of orgasm.
There was a significantly lower frequency of
orgasms in female smokers. Nicotine has also
been held responsible for reduced nitric
oxide levels, increased beta-adrenergic
receptors, and enhanced anticholinergic effects,
impairing genital blood flow, leading to
inadequate vaginal lubrication (Battaglia et al.,
2011).

Marijuana

Marijuana has been known in popular culture
for its aphrodisiac properties. It is often used to
enhance the sexual experience, maybe even
more so than alcohol (Sumnall et al., 2007).
The cannabinoid receptors have a role in
modulating pathways that control sexual
functioning. However, data on this is limited,
and the mechanism is not entirely
understood (Pfaus, 2009). There are
contradictory studies available in the
literature. Many studies suggest a positive
association between marijuana use and
parameters of sexual functioning like desire,
orgasm, and sexual satisfaction (Gorzalka
and Hill, 2010; Gorzalka etal., 2010). In a survey
of 373 participants, 34% reported using
marijuana before sexual activity. Those using
marijuana were significantly more likely to
report satisfactory orgasms (Lynn et al,
2019). Others indicate that marijuana use is
associated with dysfunction such as impaired
sexual arousal, painful sex, and inhibited
orgasm (Johnson et al., 2004; Klein et al.,
2012).

Opioids

Data on the effects of opioid use on female
sexual functioning is extremely limited. In its
initial phase, opioid use can improve
vaginismus in women (Ghadigaonkar and
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Murthy, 2019). However, endocrine studies
suggest that opioids hamper the production
of hormones, lead to hypogonadism and
eventually cause menstrual irregularities and
sexual dysfunction (Daniell, 2008; Rhodin et
al., 2010). At the core of it, there is a
disturbance of the hypothalamus-pituitary-
gonadal (HPG) axis (Saso, 2002). However,
these studies have been carried out in women
on opioid treatment for chronic pain and not
for recreational use. A study of 258 Italian
women stabilized on opioid maintenance
therapy (methadone or buprenorphine)
showed significantly higher sexual
dysfunction than the regular population
(Zamboni et al., 2019). Within the types of
opioid maintenance too, methadone has
been found to cause higher sexual
dysfunction than buprenorphine
(Giacomuzzietal., 2009).

Cocaine

Cocaine has also been considered to have
aphrodisiac properties. A study of 100
female cocaine users did not support this
notion and instead found higher rates of
sexual dysfunction in these women
(Henderson et al., 1995). Cocaine use can
cause increased prolactin levels, which is
known to cause sexual dysfunctions like
diminished libido and difficulty reaching
orgasm (Kopetzetal., 2010).

Amphetamines

Amphetamines and related drugs are popular
for enhancing sexual desire. In small doses,
they heighten enjoyment and delay in
orgasm. MDMA or ecstasy has earned the
title of ‘love drug’. In a study of 20 male and
15 female MDMA users, all female subjects
reported moderate to a profound increase in
sexual desire. 93% of the females reported
moderate to a profound increase in
satisfaction, and 80% felt enhanced
lubrication. The orgasm was delayed in many

subjects, though 53% of women perceived
higher intensity of orgasm (Zemishlany etal.,
2001). However, prolonged use is known to
cause decreased desire and anorgasmia
(Buffum, 1982).

Management strategies

Management of any condition begins with
an extensive assessment. The same principle
applies to drug-induced sexual dysfunction.
Assessment must begin with an exploration
of the client’s concept and understanding of
the problem. There may be various physical
or emotional factors exerting an influence
over sexual functioning, which must not be
ignored (Ghadigaonkar and Murthy, 2019).
Other causes of sexual dysfunction,
including organic ones, must be considered.
This would need a thorough history, general
examination, and systemic examination.
Blood investigations, including hormonal
profiles, may be ordered as required.
Specialist referrals should be sought as and
when required. Start with introductory
educational sessions about sexual functioning,
and clarify any misconceptions (Avasthi et
al., 2017). The cornerstone of treatment
would be to treat the substance use disorder.
The management of SUDs in females poses
some unique challenges. Such clients do not
readily come forward for treatment. A study
carried out at our center found that among
the 4642 new patients who registered
themselves for treatment of SUDs over eight
years, only 40 were females- a measly 0.9%.
This minuscule group represents only the tip
of theiceberg, and is indicative of the dismal

treatment gap that needs urgent attention
(Sidana etal., 2020).

The treatment of SUDs in females would
carry the same basic outline like any other
case, but with some significant nuances. It
would be pertinent, through motivational
interviewing, to explain to the client the
benefits of cessation of druguse, even if itis
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not the primary cause for sexual dysfunction
(Dissiz et al.,, 2015). Many gender-specific
factors can affect the treatment progression.
These would include relationship factors
(family/partner role), parenting issues
(pregnancy/children), and co-morbid
psychiatric illnesses (mood and anxiety
disorders- more common in females)
(Oliveros and Kaufman, 2009). Involving the
partner or undertaking family therapy can be
a good strategy, associated with favorable
outcomes (Fals-Stewart et al., 2005; Zlotnick
et al, 1996). Women in treatment for
substance use disorders may derive greater
benefit from supportive therapies rather than
other therapeutic approaches (Oliveros and
Kaufman, 2009). They do not respond very
well to traditional, confrontational approaches;
and have better treatment outcomes when
they experience safety, respect, warmth,
nurturing, and empathy from their therapist
and the therapeutic experience (Cohen,
2000; Grosenick and Hatmaker, 2000). It is
essential to be sensitive to these differences
in order to improve treatment retention and
positive outcomes.

Challenges and future directions

While reviewing the literature, it was
disappointing to see the deficiency of data
about women in the context of this topic.
The relative insufficiency of researchleads to
a skewed perception of the issue on service
providers. Substance use in women has far
more complicated biological, psychological,
and social underpinnings than men. Similarly,
female sexual functioning has complex
neurobiological and endocrine mechanisms
heavily influenced by mental makeup,
societal expectations, and relationship
factors. Lack of data and poor information
leads health professionals to view women
through a lens of either unfounded
stereotypes of ill-suited masculine paradigms.
This leads to poor understanding of their

issues, lack of sensitivity, and under serving
of their needs.

The need of the hour is to undertake
extensive and trobust research to better
understand these complex phenomena and
bust the therapeutic sexism, so to speak, that
has been at play for decades together. Itis of
utmost importance to try and reach
populations of vulnerable women who still
have limited access to knowledge, resources,
and treatment. This would need a strong
liaison between specialists, primary care
providers, paramedical staff, social workers,
and community representatives. Lastly,
sensitization of both service users and
providers is of the essence. Women all across
must be made aware of these health
conditions, have free dialogue and provide
easy access to information and interventions.

Conclusion

With changing times, substance use has
ceased to be a primarily male phenomenon.
A substantial section of women are part of
the drug-using population, and India is no
exception to this transition. The relationship
between drugs and sexual activity is
multifaceted and complex. Drugs of abuse
have a bearing on the sexual functioning of
women by affecting various biological
processes. Commonly used substances like
alcohol and tobacco have relatively better-
understood mechanisms of causing sexual
dysfunction. Effects of marijuana, opioids,
cocaine, and amphetamines are less clearly
understood, and most literature is
contradictory and inconclusive. Despite their
potential to cause sexual dysfunction, these
substances tend to be used to enhance sexual
desire and pleasurability. Sexual well-being is
an inalienable part of any individual's health
and deserves more attention, especially in
women. There are glaring lacunae in data,
resources, and training; and it is about time
we as professionals took notice and made
efforts to remedy the situation.
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