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Abstract

Alcohol and other drug misuse are significant but neglected public health issues in conflict-affected populations. In
this article, we review the literature on the challenges and strategies for implementing substance misuse treatment
and prevention services in conflict and post-conflict settings in low- and middle-income countries. We identified
nine studies describing interventions in conflict-affected populations residing in Afghanistan, Croatia, India, Kenya,
Kosovo, Pakistan, and Thailand. Six of these nine studies focused on refugee populations. Reports revealed challenges
to intervention implementation, as well as promising practices and recommendations for future implementation that
we characterized as existing in the inner and outer contexts of an implementing organization. Challenges existing in
the outer context included low political prioritization, lack of coordination and integration, and limited advocacy for
access to substance misuse services. Challenges within the inner context related to competing priorities and a shortage
of providers. Resource limitations existed in both the inner and outer contexts. Stigma was a challenge that threatened
implementation and utilization of substance use services in situations when substance use interventions were not
congruent with the roles, structure, values, and authority of the system or implementing organization. Future research
should focus on developing, applying, and evaluating strategies for overcoming these challenges in order to make
progress toward meeting the need for substance misuse services in conflict-affected populations.
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Burden of substance misuse in conflict and post-
conflict settings
Conflict-affected populations experience an elevated risk
and burden of alcohol and other drug misuse [1, 2], yet
there is substantial variability in patterns of use between
cultures and contexts [3]. Substance misuse in conflict
and post-conflict settings can exacerbate the concurrent
health and social consequences arising from conflict and
stifle the recovery process [4, 5]. The mechanisms by
which conflict is believed to increase risk for substance
misuse include using substances, particularly alcohol, as
a means to cope with increased psychosocial distress
and adversity in the aftermath of a humanitarian

emergency; changes in access and availability of alcohol
and other drugs; displacement; and evolving social
norms [6, 7]. Epidemiologic estimates of the burden of
substance misuse in conflict-affected populations are not
always reliable and difficult to compare due to strong
heterogeneity of studies with considerable variability in
measurement, study design, sampling methods, and
characteristics [2]. Important intervention guidelines for
humanitarian assistance such as the IASC Guidelines on
Mental Health and Psychosocial Support in Emergency
Settings [8] and the Sphere Handbook [9] include
recommendations for addressing substance use. In prac-
tice, however, alcohol and drug misuse are not or insuffi-
ciently addressed in the humanitarian response [10]. An
analysis of consultations in health facilities in 90 refugee
settings showed that the number of consultations for al-
cohol or substance use problems was low [11]. There is
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a clear need for further and more standardized research
on patterns of alcohol and other drug misuse in
conflict-affected populations as well as the implementa-
tion and evaluation of treatment and prevention services
in these settings [12].
Currently, knowledge on the effectiveness of interven-

tions is limited with very few studies evaluating sub-
stance use outcomes with rigorous methods. However,
more evidence is available on the feasibility of introdu-
cing and implementing substance misuse interventions
in various conflict-affected populations. Synthesizing the
evidence on the feasibility of interventions is important
in its own right because it may inform the design of
future intervention studies and contribute to anticipating
and potentially circumventing the identified implemen-
tation challenges. Thus, the purpose of this article is to
review implementation challenges, strategies, and oppor-
tunities for alcohol and other drug misuse treatment and
prevention interventions in conflict-affected populations.

Substance misuse interventions in conflict-
affected populations
We conducted a scoping review of the academic and
unpublished literature to identify articles describing the
implementation or evaluation of substance misuse inter-
ventions in conflict-affected populations. Academic
databases included AnthroSource, Embase, PsycINFO,
Published International Literature on Traumatic Stress
(PILOTS), PubMed/MEDLINE, and SCOPUS. We also
searched five gray literature databases (ALNAP, IRIN,
mhpss.net, ReliefWeb, and ACAPS) and four relevant
United Nations agency websites (UNHCR, WHO,
UNODC, and UNICEF) and conducted targeted
searches of Intervention: the Journal of Mental Health
and Psychosocial Support in Conflict Affected Areas. All
searches included key terms focused on substance mis-
use (e.g., “drug,” “alcohol,” “substance”), interventions
(e.g., “intervention,” “treatment,” “therapy,” “program”),
and refugees or conflict-affected populations (e.g., “refu-
gee,” “war,” “conflict,” “post-conflict,” “displaced”).
Searches were initially conducted in April 2016 and up-
dated in October 2018. In the updated searches, we
added a search concept that included a list of conflict
and post-conflict countries using data from the United
Nations Peacekeeping database [13]. In total, we
screened 12,994 articles for potential relevance to this
review. We included all articles that were published in
English and described a prevention or treatment
intervention for refugees or conflict-affected persons in
low- and middle-income countries. Factors relating to
implementation were extracted from the included stud-
ies by two authors (MCG, JCK). We clustered the chal-
lenges and strategies for implementation into themes
that emerged during the article review and data

extraction process and compared them with existing
implementation science frameworks that could be used
to synthesize and present these findings.
We identified six studies conducted in refugee popula-

tions [4, 14–20] and three studies conducted in other
conflict-affected populations [21–24]. As shown in
Table 1, one study conducted in Kosovo focused on
strengthening collective resilience to develop systems
and capacity to address substance misuse in the commu-
nity following a dramatic increase in the prevalence of
substance use and disorder after the war. The Linking
Human Systems (LINC) family- and community-based
community resilience intervention relies on respected
community members to facilitate communication and
access to resources within the community to address
priority health and social concerns related to a recent
collective traumatic event or loss. In Kosovo, the LINC
intervention resulted in the establishment of substance
misuse resource centers focused on education and treat-
ment services [22].
We identified one universal prevention, three indicated

prevention, and one harm reduction intervention in this
scoping review. The universal prevention intervention,
Project Northland, is a multi-year, school-based inter-
vention aimed to delay alcohol initiation and reduce
drinking among middle school students in Croatia.
Using an ecological approach, this intervention engages
with the students, their parents, and peers to mitigate
risk factors for alcohol initiation and risky drinking [21,
23]. We identified three indicated prevention interven-
tions for refugees in Thailand and Kenya, all of which
aimed to reduce hazardous alcohol or khat use through
brief motivation-based interventions in camp and urban
settings [14–16]. Notably, the focus of these interven-
tions was to reduce risky substance use, as opposed to
preventing the incidence of alcohol use disorder, which
is the traditional target of indicated prevention ap-
proaches [25]. Two of these interventions targeted
Burmese refugees living in camps along the Thai-Burma
border who displayed risky drinking patterns. The first
study screened men in outpatient care settings using the
Alcohol Use Disorders Identification Test (AUDIT) and
provided brief advice on cutting down alcohol use to
men who met criteria for high-risk drinking. These men
were also offered individual counseling. Individuals who
met criteria for possible alcohol dependence were re-
ferred to specialized substance use services [15]. The
second brief intervention for Burmese refugees in
Thailand integrated screening and brief interventions for
hazardous alcohol use into a Common Elements Treat-
ment Approach (CETA), a transdiagnostic psychother-
apy that was developed for treatment of depression,
anxiety, and post-traumatic stress, among other com-
mon mental health problems. All participants were
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screened for risky drinking using the AUDIT, and those
who met the criteria were administered the brief inter-
vention as part of their CETA program [14]. The third
brief indicated prevention intervention recruited male
Somali khat chewers, about half of whom were refugees,
who were motivated to stop or reduce their khat use. In-
stead of being integrated into another service, the brief
motivation-based intervention was administered as a
stand-alone single-session service [16]. In addition to
these prevention interventions, we identified one quali-
tative evaluation of the implementation of harm reduc-
tion services for people who inject drugs in Afghanistan,
most of whom had been refugees in Iran or Pakistan. Al-
though Kabul had four no-cost substance use treatment
centers at the time of the study, they had limited cap-
acity and typically there was no availability forcing most
treatment-seeking people who inject drugs to utilize
community-based harm reduction programs. The pri-
mary activity of these harm reduction programs was
syringe exchange, but they also included infectious

disease prevention, counseling, psychoeducation, and na-
loxone distribution [20, 26].
The remaining three interventions focused on treat-

ment of alcohol and other drug problems through
rehabilitation programs among refugees in Thailand,
Afghanistan, and Pakistan and medication-assisted treat-
ment for opioid use disorder in northeast India [17–19,
24]. The DARE program provided inpatient and out-
patient services to refugees and migrant workers in
Thailand. These services were delivered in four phases:
detoxification using Burmese herbal medicines and ther-
apies, recovery counseling focused on self-care and cop-
ing, psychoeducation and harm reduction, and
reintegration [17]. The remaining intervention was
developed by the United Nations Office of Drugs and
Crime (UNODC) and focused on providing community-
based services for substance use prevention and treat-
ment. Services included home-based detoxification,
coordinated aftercare (e.g., self-help groups), and social
reintegration (e.g., livelihood training, community

Table 1 Characteristics of substance misuse interventions in conflict-affected populations

Author, year Country Population Objective (design) Intervention Implementation
challenges

Abatemarco, 2004;
West, 2008

Croatia Middle school
students (49%
female, 10–14 years)

Delay alcohol initiation
and reduce use (cluster RCT)

School-based
educational intervention

Human resources,
community buy-in,
competing priorities,
government turnover

Agani, 2010 Kosovo Family and
community members

Strengthen community
resilience and resources
to address substance
misuse (no evaluation)

Linking Human Systems
Community Resilience
Model (LINC)

None reported

Armstrong, 2010;
Kumar, 2009

India People who inject
drugs; mean age,
30–31 years;
mostly male

Reduce opioid use and
related harm (Armstrong,
2010: prospective; Kumar,
2009: cross-sectional)

Sublingual
buprenorphine

Sustainable funding

Bolton, 2014 Thailand Adult Burmese
refugees

Reduce alcohol and
co-occurring mental
health problems (RCT)

Transdiagnostic
psychotherapy including
brief motivational
interviewing

Supervision, communication

DARE, 2014;
Lai, 2014

Thailand Refugees (male and
female, adult and
adolescent)

Treat and prevent
substance use
disorder (pre-, post-test)

Drug and Alcohol
Recovery Education
(DARE) and rehabilitation

None reported

Ezard, 2010 Thailand Adult male
Burmese refugees

Detect hazardous
alcohol use and
motivate reduction
in risky drinking
(cross-sectional)

Screening and
brief intervention

Stigma, mistrust

Todd, 2009;
Todd, 2015

Afghanistan Males who inject
drugs; 95% refugees;
mean age, 32 years

Reduce injection-related
harms (qualitative)

Harm reduction and
needle exchange
program

Insufficient services,
logistics, organization

UNODC, 2003;
UNODC, 2004

Afghanistan,
Pakistan refugee
camps

Adults (mostly
refugees) with
substance use
problems

Prevent and reduce
substance misuse and
promote reintegration
(no evaluation)

Capacity building,
community awareness,
rehabilitation

None reported

Widmann, 2017 Kenya Male (50% refugees);
mean age, 27 years

Reduce khat use (RCT) ASSIST-linked
brief intervention

Criminality, political
tension

Abbreviations: ASSIST Alcohol, Smoking and Substance Involvement Screening Test, RCT randomized controlled trial, UNODC United Nations Office on Drugs
and Crime
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volunteering). The programs in Thailand, Afghanistan,
and Pakistan also included community awareness and
education campaigns to prevent substance use [18, 19].
The combined medication-assisted treatment and harm
reduction program in Nagaland and Manipur, India,
provided buprenorphine to individuals with opioid use
disorder seeking care through non-governmental
organization-administered HIV prevention programs.
Clients were predominantly males (92%) who had been
injecting heroin, Spasmo Proxyvon, or other opioids.
Buprenorphine was prescribed by trained health care
workers under the supervision of medical doctors work-
ing in community-based drop-in centers, which also
provided peer support and education, HIV counseling
and testing, STI treatment, condom distribution, and
primary care [24, 27].
Three of the included studies employed experimental

evaluations that allow for inferences to be made about
the effectiveness of these interventions [14, 16, 21, 23].
The remaining studies were observational, non-con-
trolled, or focused on describing the intervention with-
out an evaluation of effectiveness. As per the eligibility
criteria for this review, all studies included examination
of feasibility and process outputs. Therefore, it is not
possible to make inferences on effectiveness, but these
studies provide important insights into challenges in im-
plementation of these interventions that may inform

substance misuse programming and intervention re-
search in the future.

Challenges and strategies for implementation of
substance misuse interventions in conflict-
affected populations
We characterized the challenges and strategies refer-
enced in these articles using Aarons and colleagues’
Exploration, Preparation, Implementation and Sustain-
ment (EPIS) framework. The EPIS framework organizes
implementation factors into those existing in the inner
or outer context (Fig. 1). The phases at which imple-
mentation challenges and strategies may emerge in the
inner and/or outer context begin with the moment an
organization recognizes an opportunity and explores
options to improve service delivery (i.e., exploration
phase), followed by the decision to adopt a specific
evidence-based strategy (i.e., preparation phase), intro-
ducing the new strategy (i.e., implementation phase),
and ultimately maintaining the implementation of the
new strategy (i.e., sustainment phase). At the intersec-
tion of the inner and outer contexts lies the fit of the
intervention within the organization and system. More
specifically, this refers to the agreement between the
roles, structure, values, and authority of the intervention,
organization, and system [28, 29]. In contrast to previous
substance use interventions that have used this

Fig. 1 Challenges for implementation of substance use treatment and prevention services in conflict-affected populations. We adapted the
Exploration, Preparation, Implementation and Sustainment (EPIS) framework developed by Aarons and colleagues to describe challenges for
implementing substance use treatment and prevention interventions in conflict-affected populations into those existing within the inner and
outer context [29]. Challenges related to the service environment, inter-organizational environment, and lack of consumer advocacy were
identified in the outer context. Inner context implementation challenges relating to characteristics of the program or implementing organization
included absorptive capacity and competing priorities. Lack of innovation-values fit of substance use services within the system and organization
manifested through multiple forms of stigma
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framework to develop an implementation and evaluation
strategy [30], we used the EPIS framework to classify im-
plementation challenges that were reported after an
intervention had been implemented.

Outer context
In the outer context, we identified implementation chal-
lenges existing across EPIS phases. These challenges
related to the service environment, inter-organizational
environment, and consumer advocacy and support.

Service environment
Barriers pertaining to the service environment were
primarily related to the sociopolitical context in
post-conflict settings and included low political will to
prioritize or provide resources to support substance mis-
use services as well as the criminalization and stigma
toward illicit substance use and misuse. These challenges
were often compounded in conflict-affected settings by
frequent and unpredictable government turnover, which
resulted in changes to resource allocation, regulations,
and support for services [21]. One example of the im-
pact that changes in governance can cause is the case of
the Russian annexation of Crimea in 2014, which was
followed by a ban on opioid agonist treatment by the
Russian government, thus leaving people who were on
medication-assisted treatment without access to care
[31, 32]. Similarly, the possibility of legal or livelihood
consequences, particularly in refugee camp settings
where policies prohibiting alcohol or other drug use may
have implications for access to humanitarian aid (e.g.,
food rations) or the resettlement process, may introduce
barriers to service utilization and disclosure [15]. An-
other outer context challenge relating to the service
environment is the role of other stakeholders, such as
the alcohol industry. Qualitative interviews with policy-
makers, humanitarian aid workers, and other local stake-
holders revealed that licit substance industries may
capitalize on post-conflict environments where govern-
ments may weakly regulate or enforce the marketing
and distribution of alcohol or the drugs, which is likely
to increase access and use of substances [33, 34].

Inter-organizational environment
In general, successful implementation of substance mis-
use interventions at the organizational level was largely
attributed to strong partnerships with community stake-
holders and ensuring a sense of ownership over these
services such that they became prioritized by and part of
the health and education sector’s mandate [15, 23]. In
our review, there were several examples of situations
where institutional biases toward substance use (i.e.,
structural stigma) introduced barriers to delivery and
utilization of substance use services. Structural stigma

may also be a driver of low prioritization, acceptance, or
adoption of substance use services by a variety of organi-
zations and stakeholders. For individuals with substance
use problems, structural stigma may present in the form
of negative attitudes held by representatives of medical
and other institutions that exclude these individuals
from accessing the same level or quality of care [35].
This form of stigma can exacerbate client’s resistance to
seek treatment and reduce access among individuals that
are motivated to seek services. For example, public
transportation drivers reportedly prohibited people who
were known to inject drugs from riding buses or other
modes of transportation used to travel to harm reduc-
tion centers in Afghanistan. Furthermore, clients who
walk to health care facilities reported being harassed by
police, which similarly made it difficult to access harm
reduction services [20]. To circumvent this challenge, a
medication-assisted treatment and harm reduction pro-
gram in India carried out advocacy with police, militant
groups, policymakers, and other stakeholders to ensure
that they did not interfere with client’s access to services
or program activities [27].

Consumer advocacy and support
There is a need for advocacy promoting the provision of
substance misuse prevention and treatment services for
populations affected by conflict directed toward govern-
ments, humanitarian agencies, and policymakers that are
responsible for allocating resources and determining
health system priorities in the aftermath of a conflict or
other emergency. Only one study included in this review
described advocacy efforts as part of their implementa-
tion strategy but did not specify whether consumers
were involved in these activities [27]. Recommended
strategies for increasing the visibility of alcohol and
other drug misuse as a priority in conflict-affected popu-
lations include increasing awareness regarding the harm-
ful effects of substance misuse, sharing information and
expertise on the topic, and improving the quality of data
documenting substance misuse and related conse-
quences in conflict-affected populations [33].

Inner context
Barriers residing within the inner context were related
to intra-organizational factors, primarily those that dealt
with human and material resource capacity as well as
competing priorities that affected the scope of services
provided within the organization.

Absorptive capacity
In our review, we identified factors relating to ab-
sorptive capacity that challenged implementation of
substance use interventions in conflict-affected popu-
lations including human and material resource
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limitations and limited knowledge of evidence-based
interventions. Resource limitations in low- and
middle-income contexts are often exacerbated in
conflict and post-conflict settings where pre-existing
facilities, services, and other resources may become
inaccessible or seriously limited, forcing remaining
providers to operate within critically resource-con-
strained circumstances [36, 37]. Additionally, when
services are provided within the context of research
or humanitarian funding, the sustainability of pro-
gramming may be threatened when resources are no
longer available after external humanitarian agencies
leave and the responsibility to support these
programs is transferred to other stakeholders (e.g.,
the government) [24, 27].
Loss of human resources due to attrition of providers

and other personnel in humanitarian settings further
reduces access to services for people with substance
use problems [38]. Lack of specialized providers is a
common challenge for mental health programs more
broadly in low-income and humanitarian settings [39,
40]. Growing evidence suggests that the capacity of lay
health workers to provide mental health, including sub-
stance misuse, interventions is sufficient and serves as a
cost-effective strategy to alleviate the unmet need for
care due to the shortage of specialty health providers in
many low-income settings [41]. One included study
employed a “training of trainers” model whereby local
personnel served as trainers for school teachers, who
ultimately delivered a school-based alcohol misuse
prevention intervention to youth in a post-conflict set-
ting. Although the teacher trainings were reportedly
successful, the study investigators cite the process of
identifying and adequately training the trainers to be a
challenge [21], and previous researchers have noted the
importance of ensuring trainers themselves have suffi-
cient time to practice newly learned skills, before be-
coming trainers [42].
Building capacity of intervention providers, particu-

larly non-specialized providers without prior training,
often requires high levels of monitoring and supervision
that may be impractical for long-term, real-world pro-
gram implementation, particularly when challenged by
language and cultural barriers [14, 23]. Effective capacity
building for lay providers of psychosocial interventions
requires more than one-off didactic trainings and must
incorporate ongoing supervision, active learning, and
organizational support to ensure fidelity [42]. Challenges
in the training and supervision process need to also be
addressed through evaluations of provider competency
and establishing realistic but adequate supervision
mechanisms to ensure fidelity. Deficits in provider com-
petencies can be recognized by clients, which may dis-
courage continued engagement and retention in care

[20]. One study quoted that providers were giving clients
“empty promises of treatment,” which may reflect insuf-
ficient provider competency or lack of resources pre-
cluding optimal implementation of substance misuse
interventions [20]. Additionally, inconsistent operating
hours and schedules, discrimination and harassment,
and lack of resources and supplies (e.g., syringes, metha-
done) limit providers’ ability to deliver care [20]. To ad-
dress absorptive capacity challenges, it is important that
providers are equipped with practical guidelines that
may be implemented with fidelity by non-specialists,
particularly in settings where there are few or no avail-
able specialty substance misuse treatment providers—
and that sufficiently long-term capacity building strat-
egies are planned for from the beginning, especially in
humanitarian response [43].

Competing priorities
Competing priorities and scope of services were another
implementation challenge relating to intra-organizational
characteristics. For example, clients of a harm reduction
program reported that the services they needed or priori-
tized were not available and recommended that organiza-
tions expand their scope of services. Some of these
services were specific to substance misuse treatment and
harm reduction (e.g., medication-assisted treatment),
while others would require integrated or coordinated ser-
vices across sectors (e.g., shelter, employment, counseling)
[20]. In humanitarian settings, the need for inter-sectoral
collaboration is critical given the needs of communities
who have often lost their assets through disaster or dis-
placement and may require concurrent interventions for
basic needs and social problems (e.g. livelihoods, protec-
tion, and education), as well as physical and mental health
issues [8, 40]. Organizational flexibility to accommodate
the increased demand and ensure that access to these
services are maintained despite disruptions in distribution
of supplies, transportation systems, or destruction of
facilities is a critical challenge in acute post-conflict and
disaster settings [44].

System- and organization-level innovation-values fit
Innovation-values fit refers to the degree to which a
service is congruent with the values and goals of a sys-
tem, an organization, its leadership, providers, and the
consumer. Stigma and values are largely interconnected
constructs and may influence the innovation-values fit
of substance use services within a given organization or
system. Stigma has been thought to be the manifestation
of social devaluation or a means of social control to
deter certain behaviors, such as substance use [45].
Across studies, settings, stakeholders, and implementa-
tion levels (i.e., inner vs. outer context), stigma was con-
sistently described as challenge for implementation and
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typically reduced access to services. Stigma, particularly
self-stigma, was referenced in numerous studies and
cited as a source of resistance to seek care, which limits
service utilization and compromises implementation of
substance misuse interventions. Self-stigma (i.e.,
self-devaluation and fear resulting from identification
with a stigmatized group), perceived stigma from pro-
viders and the community, and mistrust are common
reasons that individuals resist seeking treatment for sub-
stance use problems [46, 47]. Several studies have
reported on the impact of policies prohibiting substance
use, particularly those with legal and livelihood conse-
quences, which reinforced structural stigma and resulted
in disincentives to disclose substance use to providers
and other professionals in conflict-affected and displaced
populations [1, 15, 46, 48]. Structural stigma, which was
also considered a contributor to inter-organizational im-
plementation challenges, may reinforce self-stigma and
provider stigma. Stigma raises critical ethical concerns,
which should impact the delivery of substance use ser-
vices. For example, when implementing substance use
assessment and interventions, particularly in situations
where substance use is criminalized or have implications
for the receipt of other services, the provider’s know-
ledge is not highly protected or there is a lack of privacy;
additional protections should be introduced to ensure
the safety of clients and improve utilization of substance
use interventions.

Discussion
Availability and access to services for substance use
disorders are limited for conflict-affected populations.
This review identified multiple implementation chal-
lenges for such services existing within service deliv-
ery organizations as well as related to the external
context, which includes the sociopolitical climate,
inter-organizational environment, and limited advo-
cacy for increasing service availability. Studies from
high-income countries examining the delivery of sub-
stance use interventions have similarly identified
resource limitations [49], provider knowledge and cap-
acity [50], and inter-organizational coordination [30,
51] as barriers to implementation. The post-conflict
context, however, presents unique challenges due to
instability, disruptions to pre-existing systems, dis-
placement and accelerated attrition of human re-
sources, and rapid turnover in government and
institutional leadership, among other factors. Further-
more, post-conflict settings are heterogeneous. In our
review, the majority of studies enrolled refugees who
were currently residing in refugee camps, lived among
host communities, or had returned to their country of
origin. The services afforded to these variable groups
may differ based on their context and location, which

introduces added variability into the outer context
that may impact implementation.
Few studies provided recommendations for strategies

to overcome the implementation challenges they experi-
enced. Previous research on stigma reduction, capacity
building, and inter-organizational coordination may pro-
vide insight into promising strategies for testing in fu-
ture implementation studies evaluating substance use
services in conflict-affected populations. Stigma is a crit-
ical barrier that exists across the inner and outer con-
texts. Skills-based interventions for individuals with
substance use disorder appear to be promising strategies
for reducing self-stigma for populations in high-income
countries [35], but we could not find information on the
effectiveness of skills-based stigma reduction interven-
tions for populations using substances in low- and
middle-income countries or conflict-affected popula-
tions. Task shifting and incorporating peers into inter-
vention delivery may also serve to reduce institutional
and provider-related stigma, as has been suggested by
research in high-income settings [52]. Further efforts to
develop and evaluate contextually appropriate stigma re-
duction interventions are needed to reduce barriers to
accessing or seeking care for substance use disorder in
conflict-affected populations. As was done in one study
included in this review [27], investing in advocacy efforts
with a variety of stakeholders (e.g., community members,
law enforcement personnel, policymakers) during the
planning phase of implementation may assist in reducing
structural stigma, improving inter-organizational coord-
ination, and preventing undue barriers to accessing ser-
vices. Integration of substance misuse treatment services
into existing health systems, such as primary care or
mental health and psychosocial support, may also reduce
structural stigma and barriers at multiple levels and
increase the scope of services available to clients. Fur-
thermore, this strategy aligns with existing recommenda-
tions for substance misuse and mental health care in
low-resource and humanitarian settings [44, 53]. An ad-
vantage of training providers operating within existing
systems is that in situations where concerns about the
consequences of substance misuse may be heightened
(e.g., refugee settings), providing substance misuse ser-
vices within pre-existing systems and a neutral context
may also be more ethically appropriate and improve cli-
ent safety. Training providers in the provision of sub-
stance misuse treatment and prevention interventions
must be coupled with efforts to reduce stigma. A sys-
tematic review of substance misuse stigma reduction
interventions found that educational and critical
reflection-based interventions for representatives of pub-
lic institutions, including health providers, were effective
in reducing structural stigma; however, the effects of
education-based interventions on stigma in the general

Greene et al. Harm Reduction Journal           (2018) 15:58 Page 7 of 10



population were mixed [35]. Research on the topic has
been conducted in high-income countries but as far as
we know not in low- and middle-income countries. It is
important that this will be done in the future since cul-
tural and contextual factors contributing to stigma—as
well as the feasibility and fit of interventions to reduce
stigma—may vary significantly.
Recommended interventions provided by lay or spe-

cialized providers must be feasible, relevant, and
acceptable in the local context. Identifying and restor-
ing services that were available prior to the conflict or
displacement may be an appropriate first step in pro-
viding services that are acceptable to the local popula-
tion [8]. In situations where no services have been
available historically, dedicating time to understanding
the local context and working in partnership with
local stakeholders to identify acceptable and relevant
intervention strategies and organizational partnerships
is critical. To maximize feasibility, it is also imperative
that cost-effective interventions are prioritized given
likely resource limitations.
When interpreting the results of this review, there are

important limitations of that must be considered. First,
very few studies were identified in this broad, scoping
review. This reflects the lack of research on substance
use interventions in conflict-affected populations. This
lack of literature limited our ability to make strong con-
clusions based on the included studies that varied by set-
ting, population, refugee status, intervention modality,
evaluation method, etc. Given this heterogeneity, the
findings of this review should not replace efforts by
practitioners and researchers to thoroughly explore cul-
tural and contextual factors specific to a population and
setting that may uniquely impact implementation [54].
An additional limitation relates to the lack of current
knowledge on the effectiveness of the interventions in-
cluded in this review in conflict-affected populations.
Most of the included studies did not include rigorous
evaluations or detailed descriptions of the interventions.
Future operational research should consider hybrid
effectiveness-implementation designs that allows for
both process and impact outcomes to be explored [55].
It is possible that interventions were not included be-
cause we limited our studies to those published in
English, and due to systematic exclusion of studies (i.e.,
publication bias), we may not have access to all relevant
reports or articles. Despite these limitations, this study
documents the first effort to synthesize literature on the
implementation of substance use interventions in
conflict-affected populations.

Conclusions and implications
Although recent studies have found that it is feasible to
introduce substance misuse treatment and prevention

services in conflict- and post-conflict settings, research
on overcoming implementation barriers is still in its in-
fancy. Further operational research is needed to evaluate
effective models for service delivery and how to integrate
these services into existing systems and to assess the im-
pact of service delivery on substance use and related
outcomes. Opportunities for addressing implementation
challenges include identifying effective stigma reduction
interventions, increasing provider capacity to provide
substance misuse services to conflict-affected popula-
tions, integrating substance misuse services into existing
systems, and generating high-quality data that can be
used to advocate for greater prioritization of substance
misuse services in policymaking and resource allocation.

Abbreviations
ASSIST: Alcohol, Smoking and Substance Involvement Screening Test;
AUDIT: Alcohol Use Disorders Identification Test; CETA: Common Elements
Treatment Approach; EPIS: Exploration, Preparation, Implementation and
Sustainment; LINC: Linking Human Systems Community Resilience Model;
RCT: Randomized controlled trial; UNODC: United Nations Office on Drugs
and Crime

Acknowledgements
Not applicable

Funding
MCG is supported by the National Institute on Drug Abuse (T32DA007292).
This review was supported in part by the United Nations High Commissioner
for Refugees (JCK and MCG, consultants).

Availability of data and materials
Not applicable

Authors’ contributions
MCG and JCK conducted the review and wrote the initial draft of the paper. All
authors contributed to the critical review, editing, and the final version
submitted for publication. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Not applicable

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Mental Health, Johns Hopkins Bloomberg School of Public
Health, 624 North Broadway, Rm. 888, Baltimore, MD 21205, USA.
2Department of Epidemiology of Microbial Diseases, Yale School of Public
Health, New Haven, CT, USA. 3Public Health Section, United Nations High
Commissioner for Refugees, Geneva, Switzerland. 4Peter C. Alderman
Foundation, Kampala, Uganda.

Received: 7 November 2018 Accepted: 12 November 2018

References
1. Ezard N. Substance use among populations displaced by conflict: a

literature review. Disasters. 2012;36(3):533–57.

Greene et al. Harm Reduction Journal           (2018) 15:58 Page 8 of 10



2. Horyniak D, Melo JS, Farrell RM, Ojeda VD, Strathdee SA. Epidemiology of
substance use among forced migrants: a global systematic review. PLoS
One. 2016;11(7):e0159134.

3. Lo J, Patel P, Shultz JM, Ezard N, Roberts B. A systematic review on harmful
alcohol use among civilian populations affected by armed conflict in low-
and middle-income countries. Subst Use Misuse. 2017;52(11):1494–510.

4. Lai L. Treating substance abuse as a consequence of conflict and
displacement: a call for a more inclusive global mental health. Med Confl
Surviv. 2014;30(3):182–9.

5. Weaver H, Roberts B. Drinking and displacement: a systematic review of the
influence of forced displacement on harmful alcohol use. Subst Use Misuse.
2010;45(13):2340–55.

6. Jack H, Masterson AR, Khoshnood K. Violent conflict and opiate use in low
and middle-income countries: a systematic review. Int J Drug Policy. 2014;
25(2):196–203.

7. Hanna FB. Alcohol and substance use in humanitarian and post-conflict
situations. East Mediterr Health J. 2017;23(3):231–5.

8. Inter-Agency Standing Committee. IASC guidelines on mental health and
psychosocial support in emergency settings. Geneva; 2007.

9. The Sphere Project. Humanitarian charter and minimum standards in
humanitarian response. Geneva: Author; 2011.

10. Tol WA, Barbui C, Galappatti A, Silove D, Betancourt TS, Souza R, et al.
Mental health and psychosocial support in humanitarian settings: linking
practice and research. Lancet. 2011;378(9802):1581–91.

11. Kane JC, Ventevogel P, Spiegel P, Bass JK, van Ommeren M, Tol WA. Mental,
neurological, and substance use problems among refugees in primary
health care: analysis of the Health Information System in 90 refugee camps.
BMC Med. 2014;12:228.

12. Roberts B, Ezard N. Why are we not doing more for alcohol use disorder
among conflict-affected populations? Addiction. 2015;110:889–90.

13. United Nations. United Nations Peacekeeping Operations. In: Nations U,
editor.: United Nations,; 2018.

14. Bolton P, Lee C, Haroz E, Murray L, Dorsey S, Robinson C, et al. A
transdiagnostic community-based mental health treatment for comorbid
disorders: development and outcomes of a randomized controlled trial
among Burmese refugees in Thailand. Plos Med. 2014;11(11):e1001757
Available from: https://journals.plos.org/plosmedicine/article?id=10.1371/
journal.pmed.1001757.

15. Ezard N, Debakre A, Catillon R. Screening and brief intervention for high-risk
alcohol use in Mae La refugee camp, Thailand: a pilot project on the
feasibility of training and implementation. Intervention. 2010;8(3):223.

16. Widmann M, Apondi B, Musau A, Warsame AH, Isse M, Mutiso V, et al.
Comorbid psychopathology and everyday functioning in a brief
intervention study to reduce khat use among Somalis living in Kenya:
description of baseline multimorbidity, its effects of intervention and its
moderation effects on substance use. Soc Psychiatry Psychiatr
Epidemiol. 2017;52(11):1425–34.

17. DARE Network Staff. Project evaluation report. Mae Sariang: DARE Network;
2014. p. 2014.

18. UNODC. Drug abuse treatment and rehabilitation: a practical planning and
implementation guide. 2003.

19. UNODC. Substance abuse treatment and care for women: case studies and
lessons learned. 2004.

20. Todd CS, Stibich MA, Stanekzai MR, Rasuli MZ, Bayan S, Wardak SR, et al. A
qualitative assessment of injection drug use and harm reduction programmes
in Kabul, Afghanistan: 2006-2007. Int J Drug Policy. 2009;20:111–20.

21. Abatemarco DJ, West B, Zec V, Russo A, Sosiak P, Mardesic V. Project
Northland in Croatia: a community-based adolescent alcohol prevention
intervention. J Drug Educ. 2004;34(2):167–78.

22. Agani F, Landau J, Agani N. Community-building before, during, and after
times of trauma: the application of the LINC model of community resilience
in Kosovo. Am J Orthopsychiat. 2010;80(1):143–9.

23. West B, Abatemarco D, Ohman-Strickland PA, Zec V, Russo A, Milic R.
Project Northland in Croatia: results and lessons learned. J Drug Educ.
2008;38(1):55–70.

24. Armstrong G, Kermode M, Sharma C, Langkham B, Crofts N. Opioid
substitution therapy in Manipur and Nagaland, north-East India: operational
research in action. Harm Reduct J. 2010;7:29.

25. Mrazek P, Haggerty R. Reducing risks for mental disorders: frontiers for
preventive intervention research. Appendix A (487–553). Washington, D.C.:
National Academy Press; 1994.

26. Todd CS, Nasir A, Stanekzai MR, Fiekert K, Sipsma HL, Vlahov D, et al.
Hepatitis C and HIV incidence and harm reduction program use in a conflict
setting: an observational cohort of injecting drug users in Kabul.
Afghanistan Harm Reduct J. 2015;12:22.

27. Kumar MS, Natale RD, Langkham B, Sharma C, Kabi R, Mortimore G. Opioid
substitution treatment with sublingual buprenorphine in Manipur and Nagaland
in Northeast India: what has been established needs to be continued and
expanded. Harm Reduct J. 2009;6:4.

28. Powell BJ, Beidas RS. Advancing implementation research and practice in
behavioral health systems. Admin Pol Ment Health. 2016;43(6):825–33.

29. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of
evidence-based practice implementation in public service sectors. Admin
Pol Ment Health. 2011;38(1):4–23.

30. Becan JE, Bartkowski JP, Knight DK, Wiley TRA, DiClemente R, Ducharme L,
et al. A model for rigorously applying the Exploration, Preparation,
Implementation, Sustainment (EPIS) framework in the design and
measurement of a large scale collaborative multi-site study. Health Justice.
2018;6(1):9.

31. Flippovych S. Impact of armed conflicts and warfare on opioid substitution
treatment in Ukraine: responding to emergency needs. Int J Drug Policy.
2015;26:3–5.

32. Kazatchkine M. Russia’s ban on methadone for drug users in Crimea will
worsen the HIV/AIDS epidemic and risk public health. BMJ. 2014;348:g3118.

33. Wallace K, Roberts B. An exploration of the alcohol policy environment in
post-conflict countries. Alcohol Alcohol. 2014;49(3):356–62.

34. Bakke O, Endal D. Vested interests in addiction research and policy alcohol
policies out of context: drinks industry supplanting government role in
alcohol policies in sub-Saharan Africa. Addiction. 2010;105(1):22–8.

35. Livingston JD, Milne T, Fang ML, Amari E. The effectiveness of interventions
for reducing stigma related to substance use disorders: a systematic review.
Addiction. 2012;107(1):39–50.

36. Mehic-Basara N, Ceric I. Treatment of addicts in Bosnia and Herzegovina -
constraints and opportunities. Psychiatr Danub. 2012;24(Suppl 3):392–7.

37. Ventevogel P, van Ommeren M, Schilperoord M, Saxena S. Improving
mental health care in humanitarian emergencies. Bull World Health Org.
2015;93(10):666–A.

38. Murray LK, Tol W, Jordans M, Zangana GS, Amin AM, Bolton P, et al.
Dissemination and implementation of evidence based, mental health
interventions in post conflict, low resource settings. Intervention. 2014;12(Suppl
1):94–112.

39. Javadi D, Feldhaus I, Mancuso A, Ghaffar A. Applying systems thinking to
task shifting for mental health using lay providers: a review of the evidence.
Glob Ment Health. 2017;4:e14.

40. Weissbecker I, Hanna F, El Shazly M, Gao J, Ventevogel P. Integrative mental
health and psychosocial support interventions for refugees in humanitarian
crisis settings. In: Wenzel T, Drozdek B, editors. Uncertain safety:
understanding and assisting the 21st century refugees. Cham: Springer;
2019. p. 117–53.

41. van Ginneken N, Tharyan P, Lewin S, Rao GN, Meera SM, Pian J, et al. Non-
specialist health worker interventions for the care of mental, neurological and
substance-abuse disorders in low- and middle-income countries. Cochrane
Database Syst Rev. 2013;11:Cd009149.

42. Murray LK, Dorsey S, Bolton P, Jordans MJ, Rahman A, Bass J, et al.
Building capacity in mental health interventions in low resource
countries: an apprenticeship model for training local providers. Int J
Ment Heal Syst. 2011;5(1):30.

43. Kane JC, Greene MC, Augustinavicius J, Murray LK, Kizza D, Odokonyero R, et al.
Key challenges in the dissemination and implementation of guidelines for
mental health and psychosocial interventions in low- and middle-income
countries. In: Caspi Y, Morina N, editors. International perspectives on traumatic
stress: theory, access, and mental health services. Hoboken: Wiley; 2016.

44. Streel E, Schilperoord M. Perspectives on alcohol and substance abuse in
refugee settings: lessons from the field. Intervention. 2010;8(3):268–75.

45. Room R. Stigma, social inequality and alcohol and drug use. Drug Alcohol
Rev. 2005;24(2):143–55.

46. Ezard N, Oppenheimer E, Burton A, Schilperoord M, Macdonald D, Adelekan
M, et al. Six rapid assessments of alcohol and other substance use in
populations displaced by conflict. Confl Health. 2011;5(1):1.

47. Luoma JB, Nobles RH, Drake CE, Hayes SC, O'Hair A, Fletcher L, et al. Self-
stigma in substance abuse: development of a new measure. J Psychopathol
Behav Assess. 2013;35(2):223–34.

Greene et al. Harm Reduction Journal           (2018) 15:58 Page 9 of 10

https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001757
https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001757


48. Horyniak D, Higgs P, Cogger S, Dietze P, Bofu T. Heavy alcohol consumption
among marginalised African refugee young people in Melbourne, Australia:
motivations for drinking, experiences of alcohol-related problems and
strategies for managing drinking. Ethn Health. 2016;21(3):284–99.

49. Stanger C, Budney AJ. Contingency management approaches for
adolescent substance use disorders. Child Adolesc Psychiatr Clin N Am.
2010;19(3):547–62.

50. Watson J, Back D, Toner P, Lloyd C, Day E, Brady LM, et al. A randomised
controlled feasibility trial of family and social network intervention for
young people who misuse alcohol and drugs: study protocol (Y-SBNT). Pilot
Feasibility Stud. 2015;1:8.

51. Gordon MS, Kinlock TW, Miller PM. Medication-assisted treatment research
with criminal justice populations: challenges of implementation. Behav Sci
Law. 2011;29(6):829–45.

52. Ti L, Kerr T. Task shifting redefined: removing social and structural barriers to
improve delivery of HIV services for people who inject drugs. Harm Reduct
J. 2013;10:20.

53. World Health Organization. mhGAP intervention guide for mental,
neurological and substance use disorders in non-specialized health settings.
Geneva: World Health Organization; 2010.

54. Greene MC, Jordans MJD, Kohrt B, Ventevogel P, Kirmayer LJ, Hassan G, et al.
Addressing culture and context in humanitarian response: preparing desk
reviews to inform mental health and psychosocial support. Confl Heal. 2017.

55. Bauer MS, Damschroder L, Hagedorn H, Smith J, Kilbourne AM. An
introduction to implementation science for the non-specialist. BMC Psychol.
2015;3:32.

Greene et al. Harm Reduction Journal           (2018) 15:58 Page 10 of 10


	Abstract
	Burden of substance misuse in conflict and post-conflict settings
	Substance misuse interventions in conflict-affected populations
	Challenges and strategies for implementation of substance misuse interventions in conflict-affected populations
	Outer context
	Service environment
	Inter-organizational environment
	Consumer advocacy and support

	Inner context
	Absorptive capacity
	Competing priorities

	System- and organization-level innovation-values fit

	Discussion
	Conclusions and implications
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

