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Abstract Substance use disorder (SUD) onset, trajectory,
comorbidity, and outcome can differ greatly according to
sex and gender. Mindfulness-based interventions are prom-
ising treatments for SUD; however, as of yet, no systematic
review has organized the results of studies examining these
treatments according to gender. The purpose of this review
was to determine whether gender influences the efficacy and
effectiveness of mindfulness-based treatments (MBTs) for
substance use. A systematic review was conducted on jour-
nal databases, and out of 36 papers that met the criteria for
inclusion, 6 included participant gender as a variable. Two
papers based on one randomized controlled trial study failed
to find gender differences in the efficacy of MBTs for
substance use, though a number of quasi-experimental stud-
ies and case series did find that women gravitated more
towards MBTs or that women may have benefitted more
from mindfulness interventions. Overall, MBTs hold prom-
ise as treatments for SUD. Additional research on
mindfulness-based interventions for SUDs is needed that
includes gender as a variable.
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Introduction

Substance use disorder (SUD) onset, trajectory, comor-
bidity, and outcome can be greatly influenced by an
individual’s sex and gender. Compared to male substance
abusers, women who use substances are more likely to
experience adverse medical and social consequences
(Brady and Randall 1999). Though a certain degree of
stigma is associated with substance use in general, wom-
en who misuse substances experience far more stigma
than men (Brady and Randall 1999). As well, the med-
ical consequences of substance use for women are often
more severe and female substance misusers have a higher
risk of both physical and sexual victimization. Despite
these areas of increased risk, until the early 1990s, the
majority of substance abuse research used mainly male
samples (Greenfield et al. 2007). Today, additional re-
search is still needed on ways of increasing effectiveness
and accessibility of substance use services for female
populations.

The need for research on substance use treatment and
services for women is partly due to the different circum-
stances surrounding substance use for women and men.
Indeed, the developmental course of SUDs in women and
men is quite dissimilar. Although the overall rate of sub-
stance use is higher in men, women can often experience
more severe medical consequences of alcohol use. For ex-
ample, women are more likely to develop cirrhosis of the
liver or hepatitis due to alcoholism (Saunders et al. 1981).
Women also typically begin to use substances at an older
age than men; however, substance use in women often has a
telescoped trajectory, in that the length of time between first
substance use and seeking treatment for substance misuse is
truncated compared to the course of substance use in men
(Greenfield et al. 2010).

The psychological correlates of SUDs also seem to differ
according to gender. Women are more likely to have
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preexisting mood and anxiety disorders before developing an
SUD, as well as comorbid affective disorders upon having
developed an SUD (de Graaf et al. 2002; Zilberman et al.
2003). The rates of physical and sexual abuse are also much
higher for women with SUDs than for the general population,
and as in the general population, women with SUDs are more
likely to have experienced sexual assault than men with SUDs
(Gutierres and Todd 1997; Simpson andMiller 2002). Reasons
for substance use may also differ between men and women.
For example, some studies have found that alcohol-dependent
women are more likely to drink in response to negative affect
or stressful events than men and are more likely to use alcohol
to alter their mood (King et al. 2003; Olenick and Chalmers
1991; Rubonis et al. 1994; Zywiak et al. 1996). In tobacco
abuse literature, research suggests that women are more likely
to cite negative affect and weight control as reasons for smok-
ing (Ward et al. 1997; Berlin et al. 2003).

Women and men may also have different relapse patterns.
A recent review of gender differences in substance use
relapse cues found that women are more likely than men
to have an alcohol relapse in response to family or marital
problems and are more likely to experience a drug relapse in
response to unpleasant affect and interpersonal problems
(Walitzer and Dearing 2006). For men, on the other hand,
marriage has been found to be a protective factor against
relapse (Schneider et al. 1995). Depression and childhood
sexual abuse are risk factors for substance use relapse in
both genders (Greenfield et al. 2007; Walitzer and Dearing
2006); however, as previously mentioned, female substance
misusers are more likely to have depression or to have
experienced childhood sexual abuse than men. Despite re-
search suggesting gender differences in relapse cues, two
systematic reviews have found that there are no overall
gender differences in relapse rates (Greenfield et al. 2007;
Walitzer and Dearing 2006). The one exception may be
tobacco use, in which women have a higher relapse rate
than men (Ward et al. 1997).

One promising intervention for SUDs is mindfulness
meditation. Mindfulness entails a nonjudgmental awareness
of experiences as they occur in the here-and-now (Kabat-
Zinn, 2005). Clients who are taught mindfulness learn to
recognize that their internal experiences are temporary and
subjective projections rather than permanent and accurate
representations of reality (Appel and Kim-Appel 2009).
Thus, clients are taught to be aware of internal and external
experiences without judging themselves based on these
experiences or acting automatically in response to these
experiences (Segal et al. 2002). Mindfulness can thus aid
clients in gaining a greater insight into their habitual cogni-
tive and behavioral patterns and in learning to react con-
sciously and thoughtfully rather than automatically or on
impulse (Kabat-Zinn 2005; Appel and Kim-Appel 2009). A
number of different therapies teach mindfulness skills or are

based on mindfulness principles, such as mindfulness-based
cognitive therapies (MBCT), dialectical behavior therapy
(DBT), acceptance and commitment therapy (ACT), and
spiritual self-schema (3-S) therapy. However, besides their
shared use of mindfulness, each of these therapies can have
quite different philosophical bases and organization (Chiesa
and Malinowski 2011).

There are a variety of possible mechanisms by which
mindfulness can aid in substance use relapse prevention.
Thought suppression is one psychological mechanism that
may be related to substance use relapse. Suppressing
thoughts counterintuitively makes them more available to
conscious attention, and individuals who are unsuccessful at
quitting substances have been found to have higher rates of
thought suppression than those who are successful
(Salkovskis and Reynolds 1994; Palfai et al. 1997; Toll et
al. 2001). Rather than ask clients to suppress or avoid
substance use-related thoughts, mindfulness meditation
encourages clients to be aware of their urges, recognize that
the urges are temporary, and then wait for them to pass.
Indeed, one study of mindfulness meditation and substance
use found that changes in level of thought suppression
mediated the relationship between mindfulness intervention
and reduced substance use (Bowen et al. 2007).

Another mechanism through which mindfulness might
decrease substance use relapse is by changing a client’s
relationship to stress and negative affect. Stress and negative
affect are potent risk factors for relapse, particularly among
women (Sun 2007). When an individual is being mindful,
she is more aware of her stress responses, is able to maintain
a sense of calmness and balance, and can choose to act
thoughtfully rather than revert to an automatic fight or flight
reaction that may increase the stress (Kabat-Zinn 2009). It
has been suggested that mindfulness may help desensitize
individuals towards negative affect and make difficult emo-
tions more tolerable (Breslin et al. 2002). As well, through
increasing relaxation and reducing tension, mindfulness med-
itation may provide an alternative to substance use for stress
reduction and reducing negative affect (Marlatt and Chawla
2007; Hsu et al. 2009). Indeed, mindfulness-based interven-
tions have been linked to decreases in stress and anxiety
(Shapiro et al. 2007; Goldin and Gross 2010). Mindfulness-
based therapies, such as MBCT, have also been found to be
effective at reducing negative affect (e.g., Shapiro et al. 2007)
and depressive relapses (Segal et al. 2002).

Finally, it has recently been found that trait mindfulness is
lower in populations of substance users as compared to the
general population and in polysubstance users as compared to
monosubstance users. This finding is unsurprising as many of
the traits that characterize substance use, such as impaired
self-regulation and impulsive behavior in response to cues,
are contradictory to mindful practice (Dakwar et al. 2011).
Therefore, training substance users to be more mindful in
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response to stressful, triggering situations would most likely
be a beneficial intervention.

Despite the promise of mindfulness-based treatments
(MBTs) as interventions for substance use and the recorded
differences in substance use patterns and relapse between
men and women, as of yet, there has been no systematic
review that has united these topics of gender and substance
use with mindfulness. The purpose of this paper is to review
the efficacy and effectiveness of MBTs and to explore
whether results differ according to gender.

Method

A search was conducted of the electronic resources
PsycINFO, MEDLINE, and references of retrieved articles.
The search included papers published in English up until
and including April 2011. The keywords used were mind-
fulness, substance use, substance abuse, Vipassanā, dialec-
tical behavior therapy, acceptance and commitment therapy,
and spiritual self-schema. The titles and abstracts of identi-
fied studies were screened by the primary author. The crite-
ria for inclusion were (1) the study intervention must include
a mindfulness component or be mindfulness based; (2) the
focus of the research must be a population with SUDs; (3)
the study must include post-intervention assessment meas-
ures; (4) the study must be published in a peer-reviewed
journal. Reasons for exclusion were (1) reviews and meta-
analysis and (2) non-English publication.

Results

The electronic resources search revealed 2,231 articles.
Sixty-one of these articles were selected for reading, and
36 met the criteria for review inclusion. Out of the final 36
articles, 12 were randomized controlled trials (RCTs).
Though they each include a mindfulness component, be-
yond that element, the interventions included in this review
can be quite different in both tasks and philosophies (Chiesa
and Malinowski 2011). Therefore, the results will be orga-
nized first by gender and then by intervention type. For chart
of studies included in the review, see Table 1.

Gender Differences

Out of 36 papers, 6 measured gender differences (Simpson
et al. 2007; Bowen et al. 2009; Marcus et al. 2009; Britton et
al. 2010; Chen et al. 2010; Witkiewitz and Bowen 2010).
Two of these papers were based on one RCT study compar-
ing mindfulness-based relapse prevention (MBRP) to a 12-
step treatment (Bowen et al. 2009; Witkiewitz and Bowen
2010), three were quasi-experimental design (Simpson et al.

2007; Marcus et al. 2009; Chen et al. 2010), and one was a
case series examining mindfulness meditation as part of an
unspecified multicomponent intervention (Britton et al.
2010). The study on which the RCTs are based did not find
significant gender differences on outcome results between
interventions (Bowen et al. 2009; Witkiewitz and Bowen
2010). As part of this systematic review, we conducted a
power analysis of the original RCT study using GPOWER
(Faul et al. 2009) and found that, if we assume a power of
0.8, the study had a sufficient sample size to detect gender
differences at a moderate effect size (d00.45), but not a
small effect size. Of the three quasi-experimental designs,
a study by Chen et al. (2010) comparing Qigong meditation
to a relaxation- and education-based intervention found that
women in both groups had higher levels of craving and
withdrawal at baseline as compared to men and showed
greater reduction in craving and withdrawal over the course
of the treatment. Furthermore, women in the Qigong med-
itation group showed greater reductions in anxiety and with-
drawal than women in the comparison group or men in any
group (Chen et al. 2010). The second quasi-experimental
study by Marcus et al. (2009) compared stress levels in a
mindfulness-based therapy offered in a treatment communi-
ty to an intervention chemical dependency training, life
skills coaching, and cognitive restructuring and found that
women in both treatment groups had higher stress levels
than men. The quasi-experimental study by Simpson et al.
(2007) compared Vipassanā meditation (VM) to an inter-
vention that included chemical dependency treatment and
mental health services and found that women were more
likely to self-select for VM, but that VM was equally
effective for both genders. Finally, a case series by
Britton et al. (2010) examining mindfulness meditation
and comparing those who completed treatment with
those who did not complete treatment found that women
who completed the mindfulness meditation course of
treatment initially decreased and then increased substance
use, while women who did not complete treatment and
all males increased at each time point. In conclusion, the
research is slightly mixed. Studies based on an RCT did
not find gender differences, while some less rigorously
designed studies have found that women are more
attracted to MBTs than men or that women fare better
in such treatments.

Female Populations

Ten studies examined female-only populations. Of these,
three were RCTs, two examining DBT for substance abuse
(DBT-SA) and one focusing on standard DBT (Linehan et
al. 1999, 2002; van den Bosch et al. 2002). Of the remaining
studies, four were case series (Dimeff et al. 2000; Avants et
al. 2005; Amaro et al. 2010; Axelrod et al. 2011), one was a
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case study (Batten and Hayes 2005), one was a pilot study that
collected participant feedback (Vallejo and Amaro 2009), and
one was of qualitative design (Beitel et al. 2007). Of the RCTs,
one comparing DBT-SA to alternative mental health counse-
lors found that participants in DBT-SA achieved significantly
higher proportion of days abstinent both during the interven-
tion and at a 16-month follow-up than the control group
(Linehan et al. 1999). The second DBT-SA study used com-
prehensive validation therapy as a comparison group and
found that, while DBT-SA was associated with lower rates
of positive urinalysis during treatment and posttreatment, the
differences were no longer significant at a 16-month follow-
up (Linehan et al. 2002). The RCT examining standard DBT
did not specify the comparison group beyond saying that it
was treatment as usual and found no significant substance use
differences between groups at posttreatment or at 18-month
follow-up (van den Bosch et al. 2002). An additional case
series used DBT-SA as an intervention and found that partic-
ipants who completed the treatment demonstrated a decline in
drug use and an increase in abstinence (Dimeff et al. 2000).
Another case series studying standard DBT found significant
reduction in pretreatment to posttreatment substance use
(Axelrod et al. 2011). Two case series used 3-S as an inter-
vention, and both found a decrease in drug use (Avants et al.
2005; Amaro et al. 2010). The pilot study by Vallejo and
Amaro (2009) adapted MBRP for women who had experi-
enced trauma and found that the clients reported satisfaction
with the program. Finally, a qualitative study examining fe-
male participants in 3-S found that participants reported im-
proved interpersonal functioning that they believed was due to
the intervention (Beitel et al. 2007).

Male Populations

A total of three studies focused only on male populations, all of
them single-client case studies (Heffner et al. 2003; Marcotte et
al. 2003; Singh et al. 2011). One case study using ACT found
that the client achieved abstinence and lower symptom distress
by the end of the year, but not lower interpersonal distress
(Heffner et al. 2003). In a case study using 3-S, the client
achieved the outcome of cocaine-free urinalysis (Marcotte et
al. 2003). Finally, in a case study examining a mindfulness-
based smoking cessation intervention, the client achieved absti-
nence from tobacco at 3 months and maintained the abstinence
throughout a 3-year follow-up (Singh et al. 2011). Though the
results of each of these case studies are promising, more exten-
sive research is needed on the effectiveness of mindfulness-
based interventions for substance use in male-only populations.

Acceptance and Commitment Therapy

ACT encourages clients to identify their values, choose
goals based on those values, and use mindfulness in order

to accept internal experiences that the client may perceive as
aversive or as impediments to those goals (Hayes et al.
2004). Seven studies were found that used ACT as an
intervention. Three of these studies were RCTs (Gifford et
al. 2004; Hayes et al. 2004; Smout et al. 2010), three were
case studies (Heffner et al. 2003; Batten and Hayes 2005;
Twohig et al. 2007), and one was a case series (Luoma et al.
2008). Two of the RCTs comparing ACT to a 12-step
intervention found no significant difference in substance
use at posttreatment, but significantly less substance use in
the ACT group at follow-up (Gifford et al. 2004; Hayes et
al. 2004). The third RCT compared ACT to CBT and found
that only CBT had significant improvements using hair
analysis during treatment, and at follow-up, only CBT
reached significance for increase in perceived negative con-
sequences of substance use (Smout et al. 2010). All three
case studies reported abstinence upon termination of inter-
vention (Heffner et al. 2003; Batten and Hayes 2005;
Twohig et al. 2007), though one case study of three partic-
ipants found that two out of three had resumed substance
use at follow-up (Twohig et al. 2007) and another found that
the client resumed occasional drinking and marijuana use,
but not regular cocaine or methamphetamine use, over
follow-up (Batten and Hayes 2005). The case series did
not examine changes in substance use, but did find that
participation was associated with decreases self-stigma,
shame, and experiential avoidance and increases in social
support and self-esteem (Luoma et al. 2008). Therefore,
ACT appears to be more effective over the long term than
12-step-based interventions, but not more effective than
CBT at reducing substance use.

Dialectical Behavior Therapy

DBT is a cognitive–behavioral-based approach that is used
for the treatment of borderline personality disorder (BPD)
(Linehan 1993). The standard DBT treatment has since been
modified into DBT-SA, a form of therapy adapted for use
with clients who have both BPD and SUD. In addition to
distress tolerance skills, emotional regulation skills, and
interpersonal effectiveness skills, clients are taught mindful-
ness skills in order to help them “surf their urges” for
substance use (McMain et al. 2007). Five studies were
found that examined DBT or DBT-SA for clients with both
BPD and SUD. Two of these studies are case series (Dimeff
et al. 2000; Axelrod et al. 2011) and three are RCTs
(Linehan et al. 1999, 2002; van den Bosch et al. 2002).
Both case series found that drug use declined over the
course of treatment (Dimeff et al. 2000; Axelrod et al.
2011). One RCT compared DBT-SA to alternative mental
health counselors and found that participants in the DBT
condition had a significantly higher proportion of alcohol
and drug abstinent days over the year of treatment and at the
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16-month follow-up (Linehan et al. 1999). Another RCT
compared DBT-SA to comprehensive validation therapy with
a 12-step component and found that, while participants in the
DBT-SA condition had a lower proportion of opiate-positive
urinalysis at 1 year, by 16 months, there was no significant
difference in urinalysis between conditions and both condi-
tions had a low proportion of positive urinalysis (Linehan et
al. 2002). Finally, an RCT that compared standard DBT to
treatment as usual found that, while DBT was more effective
than treatment as usual at reducing severe BPD symptoms,
neither condition was effective at reducing substance use (van
den Bosch et al. 2002). Therefore, DBT-SA holds promise as a
treatment for concurrent SUD and BPD, while there is less
evidence to support the use of standardDBTas an intervention
for decreasing substance use.

Mindfulness-Based Stress Reduction

Mindfulness-based stress reduction (MBSR) provides in-
struction in mindfulness so that clients can increase their
self-awareness and decrease their levels of stress in response
to aversive internal and external experiences (Kabat-Zinn
2009). Two studies, both case series, examined MBSR for
substance use (Bootzin and Stevens 2005; Davis et al.
2007). One study of adolescents found that MBSR im-
proved sleep behaviors, but that drug use increased for all
participants (Bootzin and Stevens 2005), while the other
study found that 10 out of 18 participants achieved absti-
nence by a 6-week follow-up (Davis et al. 2007). The
research is not sufficient in quantity or quality to draw
conclusions regarding MBSR and substance use.

Mindfulness-Based Cognitive Therapy

MBCT was originally developed for the treatment of de-
pression and depressive relapse and combined aspects of
MBSR with elements of traditional cognitive therapy (Segal
et al. 2002). All three studies examining MBCT used a
modified form of the intervention in order to best suit the
population. One case series examined individuals with
binge eating disorder and SUD and found that the interven-
tion was related to lower addiction severity (Courbasson et
al. 2011). Another quasi-experimental study examined a
population in a treatment community and found that indi-
viduals in the mindfulness therapy had overall lower cortisol
levels (Marcus et al. 2009). Finally, a case study for a
tobacco user found that the client achieved tobacco absti-
nence and maintained it for 3 years (Singh et al. 2011).

Mindfulness-Based Relapse Prevention

MBRP combines elements of traditional relapse prevention
with MBCT and MBSR (Bowen et al. 2009, 2011). The

therapy teaches clients mindfulness skills so that they might
increase their self-awareness during situations that are of
high risk for relapse and enhance their coping skills and self-
efficacy in such situations (Bowen et al. 2009). Five papers
based on four studies examined MBRP and substance use.
Out of two RCTs, one compared MBRP to a 12-step inter-
vention (Bowen et al. 2009; Witkiewitz and Bowen 2010).
The authors of this study found that while MBRP had
significantly greater decreases in alcohol and drug use, the
group differences were no longer significant at a 4-month
follow-up (Bowen et al. 2009). A second publication on the
same original study found that level of craving mediated the
relationship between depression and substance use in the
12-step group, but not in the MBRP group, and that all
participants who practiced meditation at the follow-up as-
sessment were abstinent regardless of their depression level
(Witkiewitz and Bowen 2010). The second RCT compared
MBRP to CBT and found no significant differences between
treatments for drug or alcohol use, though individuals in
MBRP had attenuated anxiety responses to laboratory-
induced conditions (Brewer et al. 2009). One pilot study
adapted MBRP for women with trauma and measured client
satisfaction and responses to the group (Vallejo and Amaro,
2009). Finally, a case series found that MBRP was related to
decreases in depression, drinking days, and total drinks, but
not in abstinence. In addition, at follow-up, overall change
in total drinks did not reach significance (Zgierska et al.
2008).

Vipassanā Meditation

VM courses more overtly make reference to Buddhism than
other types of mindfulness interventions. They teach partic-
ipants mindful meditation as well as Buddhist views of
suffering, craving, and addiction (Bowen et al. 2006).
There are three papers based on one parent study of VM.
Two papers based on one parent quasi-experimental study
on a prison population found that VM participation was
related to lower drug and alcohol use at follow-up and less
avoidance of thoughts (Bowen et al. 2006, 2007). A later
publication based on the same original study compared VM
to chemical dependency and mental health services and
found that VM predicted lower substance use at posttreat-
ment and follow-up and that severity of posttraumatic stress
did not mediate treatment outcome (Simpson et al. 2007).

Spiritual Self-Schema

3-S therapy was developed for individuals with an SUD
who are also at risk for developing or spreading HIV
(Margolin et al. 2006). The therapy uses mindfulness train-
ing in order to teach clients to recognize patterns of the mind
that cause suffering and that form the “addict self-schema.”
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Through the therapy, clients begin to identify less with their
addict self and more with their “true self,” the “spiritual self-
schema” (Avants and Margolin 2004; Margolin et al. 2006).
A total of six studies were reviewed that use 3-S as an
intervention. One RCT compared 3-S to methadone mainte-
nance and found that participants in 3-S were less likely to
engage in HIV risk behavior and identified less with their
“addict self-schemas” (Margolin et al. 2006). Two case
series reported decreases in drug use after a course of 3-S
treatment (Avants et al. 2005; Amaro et al. 2010). One
quasi-experimental study found that, compared to metha-
done maintenance, 3-S was associated with decreased drug
use (Margolin et al. 2007). One case study found that 3-S
resulted in cocaine-free urinalysis (Marcotte et al. 2003).
Finally, a qualitative study found that clients appreciated
how 3-S did not lecture them and that they believed the
meditation component would help them in the future (Beitel
et al. 2007).

Discussion

The single RCT study that examined gender differences in
the effectiveness of mindfulness-based therapy for SUD
failed to find significant effects of gender (Bowen et al.
2009; Witkiewitz and Bowen 2010), though it may have
lacked sufficient power to detect gender differences of
smaller effect sizes. Equally, a number of quasi-
experimental studies and case series did find that women
gravitated more towards MBTs or that women may have
benefitted more from the said treatments (Simpson et al.
2007; Britton et al. 2010; Chen et al. 2010). Overall, more
research with sufficient power to detect small gender differ-
ences needs to be conducted in order to form a more definite
conclusion about the role of gender in MBTs for SUD.

Four of the papers included in this review compared
MBTs to 12-step format (TSF) interventions and found
that the MBTs were either equal or superior to the 12-
step treatments for increasing abstinence (Alterman et al.
2004; Bowen et al. 2009; Hayes et al. 2004; Witkiewitz
and Bowen 2010). Two studies compared MBTs to CBT,
and one found them equally effective (Brewer et al.
2009), though the other found that only CBT had signif-
icant improvements using hair analysis (Smout et al.
2010). Overall, though the quality of research differs,
each type of MBT reviewed in this paper was found to
be effective at reducing substance use. However, a num-
ber of the studies reviewed in this paper failed to include
follow-up measurement of outcome variables, weakening
our ability to infer the long-term effectiveness of MBT
for substance use.

One possible future direction for research on MBT and
substance misuse is integration with trauma-focused

interventions. The rates of trauma and posttraumatic stress
disorder (PTSD) are precipitously high among individuals
with SUD, especially women, and numerous researchers
have argued that integrated rather than sequential treatment
of SUD and PTSD is the most effective treatment route
(Evans and Sullivan 1995; Najavits 2002; Bollerud 1990).
Though less research exists on the use of MBTs for trauma
than for SUD, there is reason to believe that MBT might be
a promising treatment for complex trauma and PTSD
(Becker and Zayfert 2001; Wagner and Linehan 2006). For
example, MBTwould address avoidance of painful thoughts
and experiences and emotional numbing, two main symp-
toms of PTSD and the experience of trauma (Follette et al.
2006; Orsillo and Batten 2005). Equally, it has been found
that trait mindfulness is negatively correlated with PTSD
symptoms and depersonalization among individuals who have
experienced trauma (Vujanovic et al. 2009). However, it is
also possible that some mindfulness exercises, such as breath-
ing exercises or certain yoga positions, could be triggering for
individuals who have experienced particular types of interper-
sonal violence (Vallejo and Amaro 2009); therefore, it is
important that the MBT therapist be vigilant and cautious
in leading the exercises and that clients be empowered to
take control of their own treatment and recognize when
they need to step back from an exercise. As of yet, few
studies have examined MBT for trauma; however, a
number of case studies, case series, and a quasi-
experimental study have found it to be an effective
treatment (Blevins et al. 2011; Twohig 2009; Batten
and Hayes 2005; Vallejo and Amaro 2009). In this liter-
ature review, two studies measured both SUD and PTSD
symptoms. The first, a study of VM for incarcerated
individuals with SUD and PTSD, found a decrease in
substance use but not trauma symptoms (Simpson et al.
2007); however, PTSD symptom severity did not influ-
ence treatment outcome for substance use. The second, a
case series of an integrated MBRP treatment designed for
women with both trauma symptoms and SUD found that
women reported finding the treatment helpful and useful,
but did not report symptom outcome (Vallejo and Amaro
2009). Thus, additional research is needed on ways of
integrated MBTs for substance use with trauma-focused
interventions.

Though the review seems to suggest that MBTs are
equally effective for both genders, there may be ways of
additionally tailoring the treatments for women and men.
For example, the treatments could include discussions re-
garding the influence of gender roles on the participant’s
lives and substance use. Indeed, mindfulness practice may
be a means of alleviating the influence of oppressive and
harmful gender role self-schemas. Women’s proscribed gen-
der role includes the belief in the importance of being
attractive, being unselfish and putting others’ needs before
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one’s own, and avoiding complaining (Toner et al. 2012). In
an article on self-schemas of African-American women and
their relationship to health, Woods-Giscombe and Black
(2010) describe the “superwoman schema” and the
“strong black woman script,” schemas that value self-
sacrifice, self-silencing, and emotional suppression.
Because of its emphasis on nonjudgmental acceptance
of internal experiences rather than attempts at their sup-
pression, mindfulness practice works against the urge to
self-censor or suppress one’s needs. Instead, those who
practice mindfulness may be more aware of internal pain
or stress and more inclined to practice self-care (Woods-
Giscombe and Black 2010). Some of the treatments
reviewed already have an empowerment component. For
example, 3-S therapy encourages clients to identify with
the best aspects of themselves and decrease their amount
of self-stigmatization.

Knowing the high rates of trauma among individuals
with SUD, another possible way of tailoring the intervention
for individuals of each gender is to have male-only and
female-only groups. Research has suggested that women
in particular may feel more comfortable joining women-
only treatment groups, though the influence of same-
gender treatment on results is mixed (Greenfield et al.
2007). In this review, the majority of interventions were
mixed gender.

There are a number of limitations to this paper. Only
articles published in English could be included in this
paper, limiting the potential scope of the review. As well,
no unpublished articles were included, leading the review
to be susceptible to publication bias. Many of the studies
included in this review did not mention gender in their
findings, which could possibly be due to a lack of
gender effect rather than to gender not being included
as a research variable. Equally, a number of studies that
did include gender as a variable did not publish their
power analysis, thus making it difficult to ascertain if the
studies had sufficient power to detect gender effects of
small effect sizes. Another possible limitation is the lack
of differentiation between studies that examined illegal
substance use, studies that focused on alcohol, and stud-
ies that focused on tobacco. Despite the different social
contexts surrounding these substances, a number of stud-
ies examined polysubstance use or use of both alcohol
and other drugs; thus, for the purpose of this review, no
differentiation was made in the results between types of
substance use. Finally, no coding measure was used in
order to rank the quality of the research studies included
in the review and no information on effect sizes has been
provided. Despite the limitations, this review possesses a
number of strengths. To the best of our knowledge, it is
the only review to look systematically at gender differ-
ences in MBTs. This systematic review has thus been

able to point out gaps in the literature and identify future
areas for mindfulness-based research.

Conclusion

Evidence suggests promise for the use of mindfulness-based
interventions in the treatment of SUDs. However, a limited
number of papers have examined the existence of gender
differences in the effectiveness and efficacy of MBTs. Based
on the small amount of existing literature, this review sug-
gests that more rigidly designed studies failed to find effects
of gender on the effectiveness of MBTs, though some non-
controlled studies have found evidence of greater effective-
ness for women. More research is needed on the relationship
between MBTs and gender.
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