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Abstract

Background Residential medium-term centers are among the treatment facilities available for women with
substance use disorders in Iran. This qualitative study aimed to explore the lived experiences of women undergoing
treatment for substance use disorders at residential medium-term rehabilitation centers in Sanandaj, the capital city of
Kurdistan Province in western Iran.

Materials and methods This qualitative study employed content analysis to explore the experiences of women
undergoing residential treatment for substance use disorders. Seventeen women were purposively selected from
a women-only rehabilitation center for participation in semi-structured interviews. The interviews were recorded,
transcribed, and analyzed using qualitative content analysis.

Results Data analysis revealed two main categories related to the participants’experiences with substance use
disorder treatment at residential medium-term care centers: (1) Inhibiting factors, including unsuitable family
situations, economic hardship, structural barriers, physical and environmental obstacles, lack of continuity of care, and
comorbid health conditions; and (2) Facilitating factors, such as a drug-free environment, a comprehensive treatment
curriculum, peer support, and access to psychological services.

Conclusion Based on the findings of this study, it can be concluded that various factors influence the recovery and
rehabilitation process of women with substance use disorders. Overall, increasing awareness of these factors and
designing interventions tailored to address them may contribute to improving quality of life and promoting sustained
abstinence among these individuals.
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Introduction

Globally, women with substance use disorders face a dis-
tinct set of challenges that differentiate their experiences
from men. These include higher rates of trauma, intimate
partner violence, social stigma, and co-occurring mental
health issues such as depression and anxiety [1, 2]. Stud-
ies in countries have shown that women are less likely to
access treatment, more likely to relapse due to psychoso-
cial vulnerabilities, and face unique barriers such as fear
of losing child custody or partner violence [3, 4].

Multiple studies have highlighted the vulnerable status
of women in Iran regarding the medical and social reper-
cussions of drug use and substance use disorders [5]. The
heightened vulnerability of women to the adverse effects
of drug use gives rise to increased clinical need. Gender
roles and societal expectations often place consider-
able pressure on women, leading to heightened levels of
stress, anxiety, and other mental health challenges. These
gendered pressures can contribute to maladaptive cop-
ing mechanisms, including substance use, and make the
recovery process more complex. Acknowledging these
sociocultural dynamics is essential for developing effec-
tive, gender-sensitive interventions that are responsive to
the unique needs and lived experiences of women [6, 7].

The need for gender-specific treatment services is fur-
ther exacerbated by Iran’s close proximity to Afghanistan,
one of the world’s largest producers of opiates [5, 8].

Available data on the prevalence of drug use among
Iranian women remain limited and insufficient. Accord-
ing to several reports, women account for approximately
6.9% of individuals with substance use disorders in the
country [9]. A study investigating patterns of drug use
among women in Iran estimated the number of female
opioid users to be between 100,000 and 150,000 [9].
There are notable gender disparities in patterns of drug
use and the associated consequences among individu-
als with substance use disorders. Although women may
have fewer years of drug use compared to men, they
often experience more severe medical complications and
adverse social outcomes by the time they enter treatment
programs [1]. Women tend to progress from initial drug
use to dependence more rapidly than men—a phenom-
enon often referred to as 'telescoping'—and typically
experience negative physical, psychological, and social
consequences at an earlier stage. The treatment expe-
riences of women with substance use disorders sug-
gest that they face greater challenges compared to men.
women with substance use disorders are particularly vul-
nerable to complications such as chronic illness, mental
health disorders, and adverse reproductive health out-
comes, including pregnancy-related risks [10]. Iranian
women are reluctant to seek therapy due to the social
stigma associated with drug use and many services are
over run by male users [9].
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Evidence indicates that women who have access to
women with substance use disordersion treatment pro-
grams and engage in regular counseling sessions have a
significant decrease in drug use [3]. Women who engage
in substance abuse frequently encounter many barriers
while attempting to obtain treatment. These obstacles
encompass social, cultural, and institutional challenges,
personal hindrances, insufficient availability of services
specifically designed to address women's needs, and the
feeling of societal stigma [10]. Iran lacks adequate treat-
ment facilities tailored to the specific requirements of
drug women with substance use disorderss. Because
society tends to stigmatize women who use drugs more
than men, women often hesitate to seek women with
substance use disordersion treatment facilities, which are
typically frequented by men.

Iran has intermediate residential centers or camps
that exclusively serve to women women with substance
use disorders, providing exclusive women with sub-
stance use disordersion treatment programs. Mid-term
residential centers, which are called camps, are places
that are established with the permission of the country's
welfare organization, and where women with substance
use disorderss are treated in the medium-term residen-
tial method. Medium-term programs are programs that
usually last 4week and are carried out in a non-acute and
non-hospital setting. The basis of this type of treatment is
self-help, a 12-step recovery program, and social model
rehabilitation is in place.

The existing literature suggests that these treatment
centers employ a therapeutic approach centered on the
principles of 12-step programs. This methodology aims
to create a substance-free environment by addressing
the fundamental needs of clients, including food, hous-
ing, and medical care. Additionally, the centers utilize
the mechanism of the quasi-family group dynamic to
penetrate the patient's intrinsic personality structure
and facilitate its reconstruction [11]. This multifaceted
intervention strategy seeks to disrupt the individual's
maladaptive patterns and rebuild a healthier, more resil-
ient sense of self. It is based on the principles and healthy
skills of individual and social life [12].

This study is among the first to qualitatively explore
the lived experiences of Iranian women receiving treat-
ment in medium-term residential women with substance
use disordersion centers. While much of the existing
research has focused on quantitative outcomes or gen-
eral treatment efficacy, this study centers the voices
of women themselves shedding light on the personal,
social, and structural dynamics that shape their recov-
ery. By uncovering both the inhibiting and facilitating
factors encountered in treatment, the findings contrib-
ute to the development of gender-sensitive policies and
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interventions that are tailored to the unique realities of
women with substance use disorders in Iran.

To guide this exploration, the study was driven by
three research questions: (1) what are the main barriers
to women with substance use disorder treatment among
women in residential medium-term centers? (2) What
factors facilitate recovery in these settings? (3) How do
gender roles and social expectations shape women’s
experiences with women with substance use disorders
and treatment in Iran?

Methods

Design

This study employed a qualitative research design using
conventional content analysis, as proposed by Grane-
heim and Lundman, which is rooted in an interpretivist
paradigm. This approach aims to explore the subjective
meanings and lived experiences of participants in their
social and cultural contexts.

Participants

Inclusion criteria were as follows: (1) women aged 18 or
older; (2) individuals with a history of substance use who
were currently undergoing or had recently completed
treatment in a medium-term residential center in Sanan-
daj; (3) ability and willingness to provide informed con-
sent and share their lived experiences; and (4) absence of
acute psychiatric disorders or ongoing legal proceedings
that could impair participation.

Exclusion criteria included: (1) refusal to participate;
(2) inability to provide meaningful responses due to
severe cognitive or psychological conditions; and (3) cur-
rent intoxication at the time of the interview.

Participants were selected using purposive sampling
with maximum variation. This approach was chosen to
capture a broad range of experiences and ensure diver-
sity in age, educational level, marital status, employment
status, and stages of women with substance use disorder-
sion and treatment. The inclusion of women at different
points in their recovery journey enriched the data and
supported a deeper understanding of the phenomenon
under study.

Data collection

The semi-structured interview guide was developed
based on a comprehensive literature review and was
reviewed by two experts in qualitative research and
women with substance use disordersion treatment to
ensure content validity. A pilot interview was also con-
ducted with two participants (not included in the final
analysis) to test the clarity, relevance, and flow of the
questions. Minor revisions were made accordingly before
beginning the main interviews. Prior to each interview,
Participants were recruited in collaboration with the
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treatment center staff. the researcher introduced the
study, explained its objectives and significance, ensured
confidentiality, and obtained written informed consent to
foster participant trust and openness. Written informed
consent was obtained, ensuring voluntary participation
and the right to withdraw. Ethical approval was granted
by Kurdistan University of Medical Sciences (IR.MUK.
REC.1397/258).

Data were collected by trained researchers using semi-
structured, face-to-face interviews. Each interview lasted
between 30 and 60 min and was guided by open-ended
questions designed to explore participants’ experiences in
depth. Example questions included: “How long have you
been using drugs?’, “Which types of substances have you
used?’, “Please describe your experience with treatment
at the camp,” and “What were the advantages and dis-
advantages of your treatment?” These questions encour-
aged participants to share their personal narratives and
allowed for the emergence of rich, detailed responses. All
interviews were conducted in a private and quiet room
within the residential treatment center to ensure confi-
dentiality and participant comfort. The participants were
either currently undergoing treatment or had recently
completed it and were still residing at the facility at the
time of the interview. No interviews were conducted
after participants had left the center. This allowed us to
capture their reflections while the treatment experience
was still fresh and ongoing, or immediately after comple-
tion, thus ensuring richness and relevance in the data.

Participants were encouraged to elaborate on their
responses through probing questions like What do
you mean? or Can you explain more? to gain deeper
insights into their experiences. All interviews were digi-
tally recorded and transcribed verbatim shortly after the
sessions.

Participant recruitment and interviews continued until
data saturation was reached—defined as the point at
which no new codes or themes emerged from the data.
This principle ensures that the data collected is suffi-
cient to comprehensively understand the research phe-
nomenon [13]. Ultimately, 17 women were interviewed,
a number deemed sufficient based on the principle of
information redundancy, which is standard in qualitative
research.

Data analysis

Data were analyzed by the first and second authors
using the conventional content analysis method pro-
posed by Graneheim and Lundman.All interviews were
transcribed verbatim and imported into MAXQDA
2020 software for systematic management and cod-
ing. The analysis began with repeated readings of the
transcripts to achieve immersion in the data. Meaning
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units—segments of text that conveyed a single idea
were identified and condensed without losing their core
meaning.

These condensed meaning units were assigned initial
codes, which were then grouped into subcategories based
on conceptual similarity. The subcategories were further
reviewed, compared, and organized into main categories
(themes) through an iterative and collaborative process
involving multiple researchers. Coding disagreements
were resolved through discussion until consensus was
reached.

Throughout the process, analytic memos were writ-
ten to capture emerging patterns, and codebooks were
revised as needed. Data collection and analysis occurred
simultaneously to allow for early insights to inform sub-
sequent interviews. The final thematic structure included
two main themes and ten subthemes, representing the
lived experiences of women undergoing women with
substance use disordersion treatment in medium-term
residential centers.

Trustworthiness

To ensure the trustworthiness of the study, we followed
the four criteria outlined by Lincoln and Guba: credibil-
ity, dependability, confirmability, and transferability. For
credibility, we used member checking, where several par-
ticipants reviewed the transcriptions and initial interpre-
tations to confirm accuracy. Peer debriefing sessions were
held with qualitative experts to refine codes and resolve
analytic discrepancies. An audit trail was maintained
throughout the study, documenting coding decisions,
analytical reflections, and methodological shifts.

To enhance confirmability, we used reflexive journaling
during data collection and analysis to reduce researcher
bias. For transferability, we employed maximum varia-
tion sampling to capture a diverse range of participant
backgrounds and treatment experiences, and provided
rich descriptions of the research context and partici-
pant demographics to allow for comparison with other
settings.

Table 1 Socio-demographic characteristics of participants (n=17)
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Ethical considerations

The study protocol was approved by the Ethics Com-
mittee of Kurdistan University of Medical Sciences (IR.
MUK.REC.1397/258). Formal permission to access the
treatment center was obtained through an official letter
of introduction. Participants were informed about the
study’s purpose and procedures, and written informed
consent was obtained. Participation was voluntary, and
participants had the right to withdraw at any time. Con-
fidentiality and anonymity were strictly maintained.
All procedures complied with the Declaration of Hel-
sinki. Participant data were anonymized using unique
codes. All recordings and transcripts were securely
stored and accessed only by the research team to ensure
confidentiality.

Results
In this study, 17 female women with substance use dis-
orders who were undergoing treatment in medium-term
residential centers were included in the study. The demo-
graphic characteristics of the participants are shown in
Table 1.

Also, data analysis revealed two categories related to
the participants’ experiences of treatment for substance
use disorders among women in residential medium-term
care centers: (1) Inhibiting Factors (unsuitable family
situations, economic hardship, structural barriers, physi-
cal and environmental barriers, lack of continuity of care,
and comorbid health conditions) and (2) Facilitating Fac-
tors (a drug-free environment, comprehensive curricu-
lum, peer support, and psychological services). The main
themes and categories are presented in Table 2.

Inhibiting factors

Unsuitable family situation

The subcategory ‘Unsuitable Family Situation’ included
several subcodes derived from participants’ narratives,
such as dysfunctional family dynamics, drug use among
family members, and lack of emotional or practical
support. These conditions created environments that
increased stress, weakened motivation, and hindered sus-
tained recovery.

Variable Categories Frequency (n) Percentage (%)
Age (Mean+SD) - - 394+2
Education Level Primary 13 76.5%

Higher (Diploma+) 23.5%
Employment Status Employed 3 17.6%

Unemployed 14 82.4%
Marital Status Single 6 353%

Married 41.2%

Divorced 4 23.5%
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Table 2 Thematic categories and subcategories
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Main Category Subcategories (with Description)

Inhibiting Factors

- Unsuitable Family Situation: Dysfunctional dynamics, substance use among family members, and lack of emotional support.

- Economic Hardship: Financial difficulties, poverty, and inability to afford treatment.

- Structural Barriers: Weak institutional oversight, inconsistent programs, lack of supervision.

- Physical and Environmental Barriers: Overcrowding, poor hygiene, lack of clean facilities or open space.

- Lack of Continuum of Care: Absence of aftercare services, follow-up counseling, or housing support post-treatment.

- Comorbid Health Conditions: Coexisting medical or mental illnesses, such as depression or anxiety, not being adequately

addressed.
Facilitating Factors

- Drug-Free Environment: Secure setting without access to substances, reducing temptation and enabling focus.

- Comprehensive Curriculum: Education on coping skills, stress management, relapse prevention, and self-awareness.
- Peer Support: Encouragement and guidance from recovered individuals with shared experiences.
- Psychological Services: Individual and group counseling sessions, diagnosis and treatment of underlying psychological issues.

“In our family, my father and two brothers are drug
users. Their late-night drug use creates an environ-
ment where relapse is highly probable” (Participant
14).

“There’s no emotional support at home. No one lis-
tens or helps. I feel invisible there” (Participant 3).
“Every time I returned home after treatment, I ended
up using again. It’s not a safe or stable place” (Par-
ticipant 16).

However, when the home environment is marked by
instability, substance use, or unresolved interpersonal
conflict, it can become a significant barrier to sustained
abstinence. Instead of serving as a source of support, the
family setting may reinforce the very behaviors and emo-
tional patterns that led to substance use in the first place.

Most participants in this study identified their home
life as a significant obstacle to recovery. Returning home
after completing treatment was often described not as a
fresh start, but as a return to the same triggers that had
initially fueled their substance use disorder.

Economic hardship

This subcategory captures the financial struggles that
often serve as a significant barrier to accessing and sus-
taining women with substance use disorder treatment.
For many participants, the cost of care was not just an
inconvenience—it was a source of daily stress and a
deciding factor in whether or not they could continue
their recovery.

Residential treatment centers, although crucial for
rehabilitation, require payments that many women sim-
ply cannot afford. These women often come from low-
income families or are unemployed themselves, making
the financial burden of treatment nearly impossible to
manage without external support.

Participants described having to choose between basic
living expenses and their health. Financial instability was
woven through nearly every aspect of their experience,
from entering a treatment program to staying in it long
enough to benefit. For some, external support—such as

aid from welfare organizations—made treatment pos-
sible, but this was the exception, not the rule.

Participant 6 explained the difficult trade-offs her fam-
ily faced:

“I am unemployed, and my father is a daily wage
laborer in construction. He doesn’t always have
work. On top of rent and daily living costs, he also
has to pay for my treatment.”

Participant 2 highlighted her complete lack of financial
resources:

“I have no income at all. I received a letter through
welfare to receive free treatment in the camp.”

These accounts reveal that without financial assistance
whether through subsidies, free treatment slots, or
broader social welfare programs many women remain
excluded from the care they desperately need. Integrat-
ing economic support into women with substance use
disorder treatment programs is not an added benefit; for
women in precarious living situations, it is a fundamental
requirement for successful recovery.

Structural barriers

Structural and legal frameworks play a critical role in
shaping the effectiveness of women with substance use
disorder recovery programs especially for women, whose
treatment needs are often complex and overlooked. Par-
ticipants in this study highlighted the disconnect between
policy on paper and practice on the ground. Although
laws and regulations related to women with substance
use disorder treatment exist, their weak implementa-
tion, lack of enforcement, and minimal oversight seri-
ously undermine treatment outcomes.In the residential
center examined, participants described a troubling lack
of supervision and accountability. Treatment programs
were inconsistently delivered, with little regard for qual-
ity or gender-specific needs. Many women reported feel-
ing abandoned in a system that was supposed to support
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them, but instead left them vulnerable to misinformation,
relapse, and emotional harm.

Participant 5 described the consequences of weak insti-
tutional oversight:

“I think one of the biggest problems in the camp is
that no one supervises the treatment process. The
officials leave everything to a few workers, and those
workers just do whatever they want. The quality of
treatment is poor, relapse is common, and no one
pays attention to what women need.”

Participant 3 reinforced this concern by pointing to wide-
spread relapse after discharge: “Most people relapse after
leaving the camp. The chance of relapse is much higher
than with methadone treatment. A lot of my friends went
through multiple relapses after getting out”

Participant 9 shared a particularly disturbing exam-
ple of misinformation due to a lack of education and
supervision:

“One of the problems in these camps is that clients
don’t get the training they need, and some patients
give harmful advice to others. I learned how to use a
glass pipe inside the camp because someone told me
it wasn’t for women with substance use disorders. If
I had known the truth, I wouldn’t have wasted four
years of my life on it”

These stories paint a sobering picture of how structural
neglect, through inadequate laws, poor enforcement,
and lack of monitoring, can directly harm women seek-
ing help. The findings emphasize the need for systemic
reform, including proper implementation of existing
laws, gender-sensitive treatment protocols, and rigorous
oversight to ensure that recovery centers truly support,
rather than endanger, the women they serve.

Physical and environmental barriers

One major factor influencing the success of women with
substance use disorder treatment for women is the physi-
cal environment of treatment centers. A safe, healthy, and
supportive space is crucial to help women feel secure and
comfortable enough to focus on their recovery. When the
environment is calm and free from threats or negative
influences, women are more likely to engage positively in
their treatment. Essential facilities like clean toilets, rest-
ful sleeping areas, kitchens, and dining rooms also play
a vital role in improving treatment outcomes and overall
quality of life.

In this study, many participants pointed out seri-
ous shortcomings in the physical and sanitary condi-
tions of residential centers. These issues ranged from
cramped spaces and a lack of outdoor areas to poor

Page 6 of 12

hygiene standards. Such barriers made the environment
uncomfortable and, in many cases, hindered the recovery
process.

Several women described the centers as overcrowded
and confining, lacking even basic outdoor space where
they could relax or socialize. This created a prison-like
feeling that added to their stress and discomfort.

Participant 7 shared:

“The camp could be a much better place for treat-
ment, but it feels like a prison here. There’s hardly
any space no yard or open area where women with
substance use disorders can hang out”

Others expressed the need for bigger, more open spaces

that would allow for walking, eating, and socializing ele-

ments important to emotional well-being during recovery.
Participant 6 said:

“I wish the camp were located in a large area, like a
parking lot, so thered be more space for walking and
eating”

Lack of continuum of care

A critical factor in achieving long-term recovery for
women with substance use disorder is the presence of
consistent, supportive services after formal treatment
ends. For women in recovery, this phase is especially
vulnerable—without structured follow-up, including
psychological counseling, social support, health educa-
tion, and physical rehabilitation, the likelihood of relapse
increases significantly. These services not only help pre-
vent a return to substance use but also empower women
to build healthier relationships, improve their quality
of life, and reintegrate into society with confidence and
dignity.

Many participants in this study highlighted the com-
plete absence of post-treatment support as a major bar-
rier to sustained recovery.

Participant 8 voiced deep concern:

“Unfortunately, I haven’t seen any aftercare pro-
grams for people who finish treatment. Someone in
recovery can easily relapse and harm themselves or
even others without help. It's really sad that noth-
ing is in place to support them afterward. Recovery
doesn’t end the moment someone leaves the camp.
They still need follow-up, counseling, and support to
return to a normal life”

Participant 16 shared a more personal struggle:

“I have no place to go. I just sleep wherever I can. I
wish theyd let me stay here. I help out with every-
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thing—cleaning, whatever they need. But if I leave, I
know I'll go back to using drugs”

These experiences make it clear that without a proper con-
tinuum of care, women with substance use disorders in
treatment programs may fall short in offering real, lasting
recovery. For many women, what happens after treatment
is just as important as the treatment itself.

Comorbid physical and mental health conditions

The coexistence of physical and mental health issues
among women who use drugs emerged as a major bar-
rier to successful women with substance use disorder-
sion treatment. Many participants in this study reported
suffering from chronic conditions such as heart disease,
rheumatism, anxiety, and depression health concerns
that not only complicated the treatment process but were
often overlooked or poorly managed within the rehabili-
tation system.

The absence of regular medical checkups, mental health
assessments, and individualized care plans left many
women feeling neglected and unsupported throughout
their recovery journey. Some shared that due to the lack
of adequate treatment for their underlying conditions,
they returned to substance use in an attempt to manage
physical pain or emotional distress ultimately perpetuat-
ing the cycle of women with substance use disordersion.

Participant 12 expressed her concern:

“I don’t think the camp is suitable for everyone. Each
person comes in with a different kind of drug use,
and some have specific illnesses. Here, they don’t
care whether you're sick or not—they accept every-
one. I heard someone died here during treatment
because of heart disease and stress. I just wish a
doctor came regularly to examine and care for the
patients”

Participant 1 shared a similar experience: “In my opinion,
everyone who uses drugs has some kind of mental health
issue. I've had severe depression and anxiety for years. I
also have rheumatism. Sometimes, I use drugs just to
relieve the pain”

These accounts underscore the urgent need for an inte-
grated and multidisciplinary approach to women with
substance use disorders treatment for women one that
not only addresses substance use but also provides com-
prehensive care for co-occurring physical and mental
health conditions.

A major facilitator highlighted by participants was the
presence of a drug-free and temptation-free environ-
ment within the women with substance use disordersion
treatment centers. This clean and safe setting was seen as
essential for helping individuals focus on their recovery
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and avoid relapse. Participants stressed that being away
from drug-related triggers and social circles involved in
substance use made it easier to maintain abstinence and
begin the detoxification process.

Despite some operational challenges, the centers were
described as supportive places that fostered a healing
atmosphere. Many participants felt a sense of security
and relief knowing that drugs were not accessible within
the facility, which in itself served as a powerful motivator
to stay committed to treatment.

Participant 7: “There’s no trace of drugs here. When I'm
at home, just seeing the room where I used to use makes
me feel sick and tempted to relapse”

Participant 17: “This is the first time I haven’t used in 20
days. I wish I could stay here for a few months longer and
keep this clean streak going”

Participant 12: “Knowing there’s no substance here takes
the thoughts of using away. It's given me peace of mind
and helped me focus better on my recovery.”

This subcategory shows how a drug-free environment
not only removes immediate access to substances but
also helps patients develop hope and motivation for long-
term recovery.

Comprehensive curriculum

All participants expressed satisfaction and interest in
attending the educational classes offered at the treat-
ment centers. These courses covered a variety of impor-
tant topics essential to supporting their recovery, such as
coping skills, improving mental health, and understand-
ing the root causes of women with substance use disor-
dersion. By increasing their awareness of these issues,
participants felt more confident in identifying their core
problems and choosing the best treatment approaches.

The curriculum focused heavily on practical skills like
managing high-risk situations, stress control, motiva-
tion for change, and communication skills. Participants
shared that these skills have been very helpful through-
out their recovery journey.

Participant 6: “I look forward to the group sessions. They
teach us so many useful things. I feel better and less miser-
able there”

Participant 10: “The camp trainings are great because I
get to hear about other people’s relapse experiences, and
that really helps me”

Participant 14: “Learning how to manage stress and
handle high-risk moments has made a huge difference for
me. I feel more in control and hopeful”

These subthemes demonstrate how a comprehensive cur-
riculum empowers women in women with substance use
disordersion treatment by equipping them with knowl-
edge, practical skills, and support to aid their recovery.
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Peer support

Peer support plays a vital role in women with substance
use disorders treatment, especially within women’s resi-
dential centers. This support comes from individuals
who have personally experienced drug use but are now
clean and serve as camp workers or assistants. Their lived
experience, combined with the training they receive at
the center, makes them invaluable sources of encourage-
ment and guidance for current patients.

These peers do more than just offer advice they provide
hope, understanding, and emotional support that only
someone who has walked a similar path can truly offer.
Their presence helps patients feel less isolated and more
understood, significantly boosting motivation and resil-
ience during challenging moments.

One participant shared:

“When I was in the detox room, the assistants spoke
to me with such kindness and gave me hope some-
thing I hadn't felt in a long time”

Another participant emphasized the emotional support
provided by the assistants:

“They share their stories, especially about how they
handle cravings and temptations. Knowing they
have been through it and succeeded gives me the
strength to keep going”

Many participants expressed that peer support is not just
about sharing experiences but also about offering practi-
cal tools and motivation to help sustain recovery:

“Sometimes when 1 feel weak, talking to someone
who has been where I am reminds me that recovery
is possible”

This unique connection between patients and peer assis-
tants creates a supportive environment that comple-
ments formal treatment and greatly increases the chances
of long-term success.

Psychological services

For many women, the psychological services available in
the residential center were described as a lifeline. These
services went far beyond routine therapy—they created
a space where women felt seen, heard, and emotionally
supported. The participants shared that they were finally
able to talk openly about long-buried emotions, past
traumas, and overwhelming stress that had often driven
their drug use.Several participants said they never knew
they were dealing with depression, anxiety, or other men-
tal health issues until they began therapy at the center.
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Working with a psychologist helped them put a name to
what they were feeling—and opened the door to healing.

Participant 8 shared: “T've been dealing with a lot of
emotional distress. I used to feel persistently sad and anx-
ious, not realizing it was signs of depression. The counselor
here has been incredibly supportive. Theyve advised me to
consider medication”

Participant 5 said: ‘T never thought what I was feeling
had a name. After a few sessions, I realized I had been
living with anxiety for years. Now I finally feel seen and
understood. It’s the first time someone has helped me con-
nect my emotions to my past”

Another powerful impact of the psychological services
was how they helped women rebuild their emotional
strength. Many spoke of learning how to manage anger,
reduce emotional overwhelm, and handle daily stress in
healthier ways. For some, these sessions were the first
time they had ever talked about happiness or hope.

Participant 1 mentioned: “The psychologist conducts
sessions on fostering happiness, hope, and relaxation. 1
used to turn to drugs when overwhelmed or upset. Here,
we're learning how to manage our emotions better, espe-
cially controlling our anger”

Overall, the presence of a psychologist made a sig-
nificant difference. Participants said that being able to
explore their inner struggles with a trained professional
helped them feel less alone—and gave them the tools to
truly begin healing.

Disscussion

The findings are discussed in relation to the study’s three
guiding research questions, providing insights into the
barriers, facilitators, and gender-specific dimensions of
treatment experiences among Iranian women with sub-
stance use disorders.

Unsuitable family situation

Participants predominantly emphasized the negative
impact of an unsupportive family environment on the
effectiveness of treatment, expressing concerns about
the risk of relapse after discharge from the residential
center. This finding aligns with previous research, which
has similarly highlighted the role of family dynamics in
treatment outcomes. For instance, one study reported
that 53% of Iranian women diagnosed with substance use
disorders had a husband or sexual partner who actively
used drugs [9]. Previous studies have demonstrated
that living with family members who struggle with sub-
stance use disorders significantly increases the risk of
relapse [14-16]. This finding is particularly significant
in the context of Iran, where close family ties and large
extended family structures can serve as both a source of
support and a barrier to recovery. When substance use
is normalized within the family, it may undermine an
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individual’s motivation to remain abstinent especially for
women, who often lack the autonomy to leave harmful
or enabling home environments. Addressing substance
use disorders among women requires a multifaceted
approach that includes specialized treatment options tai-
lored to the unique needs of each individual. Undoubt-
edly, unsuitable living conditions significantly undermine
the effectiveness of treatment for women with substance
use disorders [17].

Indeed, developing a comprehensive approach that
addresses individual needs and ensures a secure, sup-
portive environment is essential for improving treatment
outcomes among women with substance use disorders
[18]. Treating women with substance use disorders who
live in challenging familial environments requires the
implementation of programs that are responsive to their
unique needs and constraints [19]. Women in such cir-
cumstances may benefit from family therapy or broader
family involvement in their substance use disorder treat-
ment, extending beyond standard counseling groups and
support systems. Family therapy can enhance communi-
cation, strengthen relationships, and address underlying
familial issues that contribute to substance use [20].

Family members can support one another by offering
encouragement, empathy, and accountability, in addition
to actively participating in family therapy. Such support
is particularly critical during the early stages of recovery,
when individuals often face significant challenges and
temptations that may threaten their sobriety.

Economic hardship

Another key finding of this study is the identification of
unfavorable economic conditions as a significant barrier
to successful treatment in residential centers. The major-
ity of participants reported living in socioeconomically
disadvantaged circumstances. Women with substance
use disorders often face substantial obstacles in seeking
treatment and accessing necessary care, primarily due to
financial constraints and limited economic opportunities.
In Iran, many women don’t have financial independence
and often rely on male family members who may not be
supportive—or might even struggle with substance use
themselves. This economic dependence, shaped by gen-
der roles, makes it harder for women to access and stick
with treatment.

Past studies have also highlighted economic issues
among Iranian women with substance use disorders
[19, 21]. The economic situation of women significantly
affects their ability to access treatment for substance use
disorders. Financial barriers—including treatment costs,
lack of health insurance coverage, and the inability to
take time off work—can impede women’s access to essen-
tial rehabilitation services [20].
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Furthermore, substance use disorders in women can
negatively impact their financial well-being, leading to
unemployment, economic instability, and legal complica-
tions, which further exacerbate the financial barriers to
accessing treatment. Economically disadvantaged women
may also face additional challenges, such as inadequate
transportation and poverty-related obstacles, which hin-
der their ability to engage fully in treatment programs.
Therefore, treatment programs for women with sub-
stance use disorders should incorporate financial sup-
port measures or alternative payment options, such as
expanding healthcare coverage and promoting employ-
ment opportunities to facilitate recovery and long-term
stability.

Structural barriers

Structural factors related to the treatment of women with
substance use disorders include treatment conditions,
regulations, and provisions that affect both the accessi-
bility and quality of care. The availability of resources for
substance use disorder therapy is critical in determining
treatment effectiveness. However, access to therapy is
often limited in many regions due to insufficient financial
allocations, a shortage of qualified treatment providers,
and inadequate insurance coverage.

These structural problems aren’t new—past studies
have pointed to the same gaps in Iran’s health system,
showing how deep and persistent they are. These circum-
stances can pose significant challenges for individuals
struggling with substance use disorders, especially those
with limited financial resources or without insurance
coverage.

Additional contributing factors include the limited
availability of treatment options for pregnant women,
rigid treatment program structures, fears of losing cus-
tody of their children, and the lack of specialized pro-
grams to support and care for children whose mothers
are undergoing treatment [20, 22]. To effectively improve
treatment outcomes for women with substance use disor-
ders, it is essential to adopt a comprehensive and gender-
sensitive approach that addresses their specific needs and
lived experiences [23]. Women’s specific health needs are
often overlooked in substance use disorder policies. Until
healthcare systems address the deeper structural issues
rooted in patriarchy, treatment for women will remain
limited, reactive, and fragmented [24].

Physical and environmental barriers

The physical and environmental conditions of treat-
ment centers play a critical role in the success or fail-
ure of substance use disorder rehabilitation programs,
particularly for women. For women with substance
use disorders, the importance of a safe, supportive, and
trauma-informed environment cannot be overstated.
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These individuals often face unique challenges, including
histories of domestic violence, sexual abuse, and other
forms of trauma. Grosenick’s study explored the percep-
tions of clients, staff, and administrators regarding key
characteristics of the physical setting—such as comfort,
safety, attractiveness, size, privacy, and spatial arrange-
ment—in substance use treatment centers. The findings
emphasized the significant influence of these environ-
mental factors on treatment engagement and client out-
comes [25]. Participants in the study expressed concerns
about the inadequate physical conditions of the treat-
ment facility, including poor lighting and substandard
sanitation, underscoring the need for greater attention to
environmental factors. These findings highlight the criti-
cal importance of thoughtful planning and investment
in the physical environment to optimize the therapeutic
setting and enhance treatment outcomes for individuals
with substance use disorders.

Lack of continuum of care

Study participants emphasized the lack of post-treatment
support initiatives. Women who have recently completed
their rehabilitation often face significant challenges in
continuing their recovery upon returning to their com-
munities and families. The findings suggest that, in addi-
tion to experiencing poverty and substandard living
conditions, these women require comprehensive sup-
port across psychological, physical, economic, and social
dimensions. Insufficient post-treatment support can
severely impact the long-term success of recovery efforts.
Addressing these gender-specific challenges and provid-
ing comprehensive, gender-responsive treatment and
support services is essential to improving outcomes for
women with substance use disorders [26]. This requires
addressing stigma and discrimination, offering gender-
specific treatment and support services, and overcoming
social and economic barriers that hinder women’s access
to substance use disorder treatment [20]. A comprehen-
sive approach is essential to address these challenges,
considering the diverse needs and experiences of women
who use substances. This may include implementing
gender-specific interventions and support, addressing
trauma-related symptoms, providing childcare services,
overcoming barriers to reproductive healthcare, and
enhancing social support systems [27]. Different studies
also align with the findings of this study in emphasizing
the importance of emotional, psychological, social, and
financial support for women after treatment [27].

Comorbid health conditions

This study examines the prevalence of concurrent ill-
nesses among women struggling with substance use
disorders. Women who use drugs tend to have a higher
prevalence of mental health disorders compared to men.
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Research indicates that this difference is, on average,
twice as large in women [28]. Depression in women arises
from a complex interplay of biological and psychological
factors [12]. The study findings suggest that anxiety dis-
orders among women who use substances are associated
with an increased likelihood of relapse after completing
substance use disorder treatment programs [29]. Under-
lying physical and psychological conditions, such as
depression and anxiety, can complicate the treatment of
women with substance use disorders and make recovery
more challenging, thereby affecting treatment outcomes
[27]. Providing comprehensive and integrated care that
addresses both substance use disorders and the individ-
ual’s physical and mental health needs can improve treat-
ment outcomes for female substance users and support
their overall health and well-being.

Facilitating factors

Drug- free environment

Participants in this study highlighted a drug-free envi-
ronment and social distancing as advantageous aspects of
treatment in the facility. The establishment and mainte-
nance of a drug-free setting can be a valuable component
of women with substance use disordersion treatment.
The availability of drugs in the patients’ living environ-
ment increases the likelihood of relapse, presenting
challenges to treatment [23]. A drug-free environment
supports recovery, reduces relapse risk, and encourages
skill learning. However, maintaining this environment
can be challenging due to factors like poverty, lack of
support, and psychological traumas, which can contrib-
ute to women with substance use disordersion.

Comprehensive curriculum

Educational programs: including relapse prevention
strategies, family therapy, and life skills education, can
positively impact substance-using women and individu-
als. These programs provide information and skills to
manage risks, mitigate hazards, and improve treatment
access. However, individualized care is crucial for recov-
ery [30].

Peer support

Assistant support constitutes a pivotal element in numer-
ous women with substance use disordersion treatment
approaches and recovery strategies, including commu-
nity reinforcement approaches, therapeutic communi-
ties, and 12-step programs. The role of peers in women
with substance use disordersion treatment underscores
the significance of social roles in sustaining abstinence.
Overall, peers can play a vital role in women with sub-
stance use disordersion treatment programs within camp
environments.
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Asistants support constitutes a pivotal element in
numerous women with substance use disordersion
treatment approaches and recovery strategies, includ-
ing community reinforcement approaches, therapeutic
communities, and 12-step programs. The role of peers
in women with substance use disordersion treatment
underscores the significance of social roles in sustaining
abstinence. Overall, peers can play a vital role in women
with substance use disordersion treatment programs
within camp environments [31]. These individuals pro-
vide valuable emotional support, share personal experi-
ences, model positive behaviors, and offer guidance to
individuals in recovery. Numerous studies have high-
lighted the effectiveness of interventions by these indi-
viduals in treatment settings and women with substance
use disordersion therapies [32—34]. It’s noteworthy that
assistants support should not substitute professional
treatment, therapy, or medical recommendations. There
is a crucial need for the education and training of these
individuals in providing support within defined bound-
aries [33]. This study focused solely on women, limiting
our ability to compare perceived social support across
genders. Previous studies indicate that men who receive
higher levels of social support tend to have greater moti-
vation for treatment. Many women in our study reported
that the lack of consistent social support posed a signifi-
cant barrier to their recovery [35]. These findings high-
light the need for future research to investigate gender
differences in perceived social support and their effects
on women with substance use disordersion treatment
outcomes.

Psychological services

The majority of participants in this study emphasized the
continuous presence of psychologists as a positive fac-
tor in treatment within the camp. The provision of psy-
chological services in a camp setting can be an essential
component of women with substance use disordersion
treatment. Individuals in recovery, while distanced from
their usual support networks, might face unique chal-
lenges and stresses. In such settings, individuals may
experience a spectrum of emotions related to being away
from home or confronting difficult issues. Extensive
research supports the effectiveness of psychological ser-
vices in treating women with substance use disordersion
in women. Overall, psychological counseling can be a
valuable resource in the treatment of women with sub-
stance use disordersion among women [36]. Gender roles
and societal expectations often place significant pressure
on women, which can lead to increased stress, anxiety,
and mental health challenges. These pressures sometimes
contribute to maladaptive behaviors and make recov-
ery or coping more difficult. Recognizing these influ-
ences helps us design more effective, gender-sensitive
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interventions and provide better support tailored to
women’s unique needs [6, 7]” The findings of this study
reflect broader, ongoing challenges within Iran’s addic-
tion treatment system. Previous research has pointed
out how treatment services are often fragmented, how
women’s unique needs are frequently overlooked, and
how stigma around substance use especially for preg-
nant women and adolescents remains a major barrier. On
top of that, policy gaps and the lack of cohesive national
frameworks have made these problems worse, result-
ing in limited access to care, high dropout rates, and
less-than-ideal outcomes for women seeking treatment
[37-40].

Conclusion

Based on the presented results, it can be concluded that
various factors can impact the recovery and rehabilita-
tion process of women with substance use disorders. On
one hand, inhibiting factors such as unsuitable family
situations, economic hardship, structural and environ-
mental barriers, lack of continuum of care, and comorbid
health conditions can pose challenges to the achievement
of recovery.On the other hand, facilitating factors such as
providing a drug-free environment, comprehensive treat-
ment programs, peer support, and access to psychologi-
cal services can create the conditions for individuals to
regain health and achieve sustainable recovery.Overall,
awareness of these factors and designing interventions
tailored to them can be effective in improving the quality
of life and sustaining abstinence in these individuals.

This study is limited by its single-center design and
the exclusion of perspectives from family members and
healthcare providers. However, its strengths include the
use of in-depth qualitative interviews and purposive sam-
pling with maximum variation to capture diverse treat-
ment experiences. Future studies should be conducted
in multiple treatment centers across different regions,
incorporate perspectives from family members and staff,
and explore long-term treatment outcomes through lon-
gitudinal research designs.
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