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Abstract 

Background: Populations affected by humanitarian emergencies are vulnerable to substance (alcohol and other 
drug) use disorders, yet treatment and prevention services are scarce. Delivering substance use disorder treatment 
services in humanitarian settings is hampered by limited guidance around the preparation, implementation, and 
evaluation of substance use disorder treatment programs. This study aims to identify and prioritize key gaps and 
opportunities for addressing substance use disorder in humanitarian settings.

Methods: UNODC convened a consultation meeting (n = 110) in coordination with UNHCR and WHO and adminis‑
tered an online survey (n = 34) to, thirteen program administrators and policymakers, eleven service providers, nine 
researchers, and one person with lived experience to explore best practices and challenges to addressing substance 
use disorder in diverse populations and contexts. Participants presented best practices for addressing substance use 
disorder, identified and ranked challenges and opportunities for improving the delivery of substance use disorder 
treatment interventions, and provided recommendations for guidelines that would facilitate the delivery of substance 
use disorder treatment services in humanitarian emergencies.

Results: Participants agreed on key principles for delivering substance use disorder treatment in humanitarian 
settings that centered on community engagement and building trust, integrated service delivery models, reducing 
stigma, considering culture and context in service delivery, and an ethical ‘do no harm’ approach. Specific gaps in 
knowledge that precluded the delivery of appropriate substance use disorder treatment include limited knowledge 
of the burden and patterns of substance use in humanitarian settings, the effectiveness of substance use disorder 
treatment services in humanitarian settings, and strategies for adapting and implementing interventions for a given 
population and humanitarian context. Participants emphasized the need to strengthen awareness and commitment 
related to the burden of substance use disorder treatment interventions among communities, practitioners, and 
policymakers in humanitarian settings.

Conclusions: Results from this consultation process highlight existing gaps in knowledge related to the epidemi‑
ology and treatment of substance use disorders in humanitarian emergencies. Epidemiological, intervention, and 
implementation research as well as operational guidance are needed to fill these gaps and improve access to sub‑
stance use treatment services in humanitarian settings.
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Background
Global displacement reached unprecedented levels in 
2021 with over 80  million people forced to flee their 
homes due to humanitarian emergencies [1]. Trends in 
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humanitarian emergencies, defined as an event or series 
of events that disrupt and threaten the safety, health, 
and wellbeing of population [2, 3], have shifted in recent 
years. Political conflicts have become more intense, more 
people have been internally displaced by conflict and vio-
lence in the last decade than ever before, hunger and pov-
erty have increased, and climate change has precipitated 
natural disasters and severe weather events, all of which 
have been compounded by the direct and indirect con-
sequences of the COVID-19 pandemic [4]. Humanitarian 
emergencies have become increasingly characterized by 
the confluence of these hazards and threats to population 
wellbeing, which exacerbate their respective impacts on 
morbidity and mortality [3].

Populations affected by humanitarian emergencies may 
experience an elevated vulnerability to alcohol and other 
drug use disorders, hereafter referred to as ‘substance use 
disorders’. While there is an absence of prospective longi-
tudinal studies examining changes in risk and incidence 
of substance use disorder among populations affected 
by humanitarian emergencies, qualitative and quantita-
tive cross-sectional or retrospective studies suggest that 
exposure to humanitarian emergencies is associated with 
substance use disorder and related harms. For example, 
a systematic review of opiate use in the context of armed 
conflict found that five out of six studies suggested that 
opiate use and related harms, including hospital admis-
sions and drug-related deaths, increased after periods of 
armed conflict [5]. Elevated risk for substance use disor-
der in these settings may be conferred through exposure 
to potentially traumatic events, adversity and stress, and 
the higher prevalence of mental health problems that 
commonly co-occur with substance use disorders [6–11], 
as well as increased exposure to readily available sub-
stances and potential breakdown of social norms around 
substance use. Substance use disorder has been described 
in the context of humanitarian emergencies [7, 12–16]. In 
studies using validated measures, estimates of the preva-
lence of alcohol dependence has ranged from < 1–42%, 
and estimates of drug dependence, type not specified, has 
ranged from 1 to 20% in populations displaced by emer-
gencies [11]. A limitation of existing literature is that 
most studies do not provide information about the types 
of drugs used among those with drug dependence [11].

While the mental health and substance use disorder-
related needs of those in humanitarian settings are 
high, resources are scarce and the existing health infra-
structure is often too overwhelmed to provide sufficient 
care to all those who need it [17, 18]. Additionally, the 
resources needed to address substance use disorder in 
humanitarian settings depends on the type(s) of sub-
stances that are prevalent (e.g. alcohol and/or different 
types of drugs), the patterns of use, and the populations 

that may be most at risk, all of which vary across set-
tings. An analysis of consultations in 90 refugee settings 
documented notable differences in contact coverage with 
primary care for mental, neurological, and substance use 
(MNS) problems, with particularly low contact coverage 
for alcohol and other drug use disorders [19]. Although 
this may be due, in part, to the varying prevalence of 
MNS problems in different populations, other resource 
and access constraints are likely to contribute to this lack 
of coverage such as limited training and capacity, access 
to care, availability of medications, and norms around 
help-seeking for substance use disorders are likely to also 
explain the low treated prevalence of substance use dis-
orders [19–21]. Other challenges for implementation of 
substance use disorder treatment programs in humani-
tarian settings include low political prioritization, lack of 
coordination and integration of substance use and related 
services, competing priorities, high staff turnover, struc-
tural and community stigma, and logistical challenges 
[21–23].

Although interventions and guidelines have been 
developed to address substance disorders in humani-
tarian settings [24–27], there is little research on their 
effectiveness and uptake. Interventions that have been 
recommended to address harmful alcohol and drug use 
in these settings include brief motivational conversa-
tion, self-help groups, stress management, social sup-
port strengthening, and withdrawal management [26]. 
Many such interventions are derived from evidence in 
high-resource and non-humanitarian contexts and their 
relevance, safety, feasibility, and effectiveness in humani-
tarian settings has not yet been discerned. The dearth 
in literature reflects current research and funding pri-
orities and, subsequently, the programming capacities of 
humanitarian aid organizations. The limited research on 
these interventions in humanitarian settings restricts the 
capacity of practitioners to develop effective implementa-
tion strategies. Moreover, the limited evidence available 
is a challenge for policy and high-level decision makers 
with the responsibility to address the substance use dis-
order related needs of populations experiencing emer-
gencies and displacement.

Calls to expand the knowledge base for substance use 
disorder interventions, reflect humanitarian program-
ming capacities and practitioners’ need for additional 
guidance to inform planning and implementation for 
these programs [28–31]. The Prevention, Rehabilita-
tion, and Treatment Section of the United Nations Office 
on Drugs and Crime (UNODC), whose mandate is to 
develop and disseminate best practices in substance use 
disorder epidemiology, prevention, and treatment, has 
established an initiative to address substance use dis-
order and associated health and social consequences 
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in humanitarian settings. The goal of this initiative is to 
increase access to substance use disorder treatment in 
humanitarian settings by generating practical resources 
to support program planners and practitioners in sub-
stance use disorder treatment delivery. In effort to guide 
the development of a technical handbook to achieve this 
goal, this study aimed to explore the major gaps, chal-
lenges, and priorities for addressing substance use in 
humanitarian emergencies.

Methods
In September 2020, UNODC in coordination with 
the United Nations High Commissioner for Refugees 
(UNHCR) and the World Health Organization (WHO), 
convened a three-day expert consultation meeting. Par-
ticipants were invited by stakeholders to participate 
based on their role as a policymaker, practitioner, advo-
cate, researcher, or person with lived experience work-
ing on issues related to substance use interventions in 
humanitarian settings. United Nations Member States 
were invited to nominate a representative to attend the 
meeting and other experts were identified through refer-
ral and the networks of UNODC and other meeting 
organizers. We also invited authors of relevant publica-
tions that were identified through literature review. No 
additional eligibility criteria were set for participation. 
The meeting included presentations on best practices, 
experiences, and research from 55 participants. Plenary 
discussion and small breakout groups were used to iden-
tify key populations, gaps in knowledge, principles, and 
resources needed to improve the treatment of substance 
use disorder in humanitarian emergencies. One member 
of our team took detailed notes on each presentation and 
discussion, which were also recorded. We collected all 
presentation materials from participants for the analysis.

In February 2021, all expert consultation meeting 
attendees who were not directly involved in the develop-
ment of the technical handbook (n = 92) were invited to 
participate in a 20-min online survey (see Additional File 
1). Of the 92 expert meeting attendees who were invited 
to participate, 34 completed the survey. The objectives of 
the survey were to obtain specific recommendations on: 
(1) essential services to address substance use disorders 
in humanitarian settings; (2) key gaps in knowledge and 
skills needed to treat substance use disorders in humani-
tarian settings; (3) challenges for delivering substance 
use interventions in humanitarian settings; (4) priori-
ties for improving the implementation and delivery of 
substance use interventions in humanitarian settings; 
and (5) policy recommendations. We drew from recom-
mendations for designing questions for surveys as part 
of the Delphi method, which resulted in questions with 
open-ended response formats as well as ranking tasks 

where respondents were asked to prioritize a list of ser-
vices, needs/gaps, resources, and challenges [32, 33]. 
Survey questions were developed by study investigators 
and were informed by the themes that emerged from 
the expert meeting as well as the information needed to 
develop the technical handbook. At the end of the survey 
participants were invited to recommend other experts to 
invite to complete the survey. The survey remained open 
from February 2–March 4, 2021. All survey procedures 
were approved by the Columbia University Institutional 
Review Board (AAAT5271).

Data analysis
Detailed notes from the expert meeting were synthesized 
daily by our notetaker and presented to participants at 
the beginning of the following day of the expert meeting 
for clarification and feedback. At the end of the consul-
tation meeting, we collected all presentation materials 
and reviewed them. Using content analysis, we identi-
fied key themes and guiding principles from the meeting 
notes and presentation materials and synthesized them 
into a final expert meeting report that was reviewed by 
the consultation committee. Analysis of the online expert 
survey included preliminary open coding of themes 
from open-ended questions (SH) and review of codes 
by another author (MCG). For questions that involved 
ranking response options, we calculated the median rank 
across all interviews to estimate the relative priority of 
responses.

Results
Expert consultation meeting
Consultation meeting attendees included 110 par-
ticipants from 32 countries in Europe (n = 61), Latin 
America and the Caribbean (n = 4), the Middle East and 
North Africa (n = 7), North America (n = 10), South 
Asia (n = 7), South East Asia and the Pacific (n = 7), and 
sub-Saharan Africa (n = 14). Fifty (45.5%) of participants 
were female. Professional roles included policymaker or 
UN/government advisor (48.6%), practitioner (28.6%), 
researcher (20.0%), or advocate (2.9%) working on issues 
related to substance use interventions in humanitarian 
settings. Some participants possess multiple professional 
roles; however, those reported reflect the role that most 
closely relates to their primary title and affiliation.

Guiding principles for addressing substance use disorders 
in humanitarian emergencies
Through the content analysis of meeting notes and pres-
entation materials we identified a set of guiding prin-
ciples for addressing substance use and substance use 
disorders in humanitarian settings, which included build-
ing trust; community engagement, including people 
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with lived experience, families, and caregivers; reducing 
stigma; ensuring that programs are inter-sectoral, inte-
grated, inclusive, and inter-layered; promoting dignity 
and empathy; ensuring an ethical ‘do no harm’ approach; 
and considering culture and context in the design and 
implementation of substance use disorder treatment pro-
grams in humanitarian emergencies.

Online survey
Thirty-four experts completed an online survey, of whom 
11 (32%) were health or low-threshold service provid-
ers, 11 (32%) were program planners or administrators, 
2 (6%) were policymakers, 1 (3%) was a person with lived 
experience, and 9 (26%) were researchers/academicians. 
Of the respondents, 16 (47%) work in humanitarian set-
tings, 4 (12%) work in non-humanitarian settings, and 14 
(41%) were not specified.

Key gaps in knowledge for addressing substance use 
disorders in humanitarian emergencies
The online survey participants identified seven key gaps 
in knowledge regarding the epidemiology and treatment 
of substance use disorders in humanitarian settings: (1) 
Substance-use disorder related needs, prevalence of sub-
stance use and substance use disorder, and burden of 
substance use disorder in humanitarian settings (20.6%; 
e.g. “Under-estimating of the burden of substance use. 
Many turn a blind eye in camps because they don’t think 
much about it”); (2) Substance use disorder treatment 
options and their relative effectiveness and feasibility in 
humanitarian settings (26.5%; e.g., “lack of awareness of 
treatment modalities and their efficacy”); (3) The role of 
context in substance use disorder and implementation of 
treatment and care services (20.6%; “Understanding the 
political economy of alcohol availability and consump-
tion”, “Impact of conflict and drug production on the 
vulnerabilities of young women and girls”); (4) Capacity 
needed to provide substance use disorder assessment, 
treatment, and advocacy (44.1%; “Lack of skills in man-
aging different levels of substance use in non-stigmatiz-
ing, accessible, community-based settings”); (5) Stigma 
(20.6%; “Understanding stigma and cultural attitudes 
towards alcohol use”); (6) Substance use disorder comor-
bidities (11.8%; “Comorbidity of substance use with other 
health and mental health concerns”, “Lack of recognition 
of intersectionality of substance use with critical social 
issues: IPV, poverty”); and (7) Availability and utilization 
of substance use services (23.5%; “Evidence-based inter-
vention models”, “Person-centered care”, “Stigma pre-
venting treatment uptake”). Survey participants reported 
challenges navigating existing operational guidelines to 
select appropriate interventions, adapting clinical guide-
lines and implementation approaches in diverse contexts, 

and generating relevant policy frameworks to inform 
systems- and policy-level strategies to promote the pro-
vision of substance use disorder treatment services for 
people in need in humanitarian emergencies.

Challenges for addressing substance use disorders 
in humanitarian settings
After describing gaps in knowledge and skills needed to 
deliver substance use disorder treatments, survey par-
ticipants were prompted to ascertain the most critical 
challenges experienced when delivering substance use 
disorder treatment services in humanitarian settings. At 
the policy level, both lack of political prioritization and 
other legal and political constraints were noted as bar-
riers to implementing substance use disorder treatment. 
The lack of political will, which can be defined as the lack 
of “committed support among key decision makers for a 
particular policy solution to a particular problem,” [34] 
was attributed to the number of competing priorities and 
was amplified by political resistance to evidence-based 
substance use treatment approaches (e.g., treatment 
with long-acting opioid agonists such as methadone/
buprenorphine) in some contexts. Criminal justice sanc-
tions for substance use and the lack of awareness among 
policymakers were considered significant barriers to ser-
vice delivery.

Challenges related to capacity and knowledge pre-
sented obstacles to service delivery. 29% of survey par-
ticipants mentioned that the lack of skills and resources 
dedicated to substance use and substance use disorders 
make it challenging to design and implement treatment 
interventions. Often, substance use interventions are not 
addressed due to competing demands on humanitarian 
agencies and individual provider time. One respond-
ent stated that “support staff like psychiatric nurses and 
social workers are very difficult to find and there are no 
training programs to support current models of treat-
ment.” The limited training and capacity were attributed 
to outdated research and service delivery guidelines. 
Even in the presence of up-to-date guidance and infor-
mation, cultural and language barriers present challenges 
to delivering substance use services in humanitarian 
emergencies. A consistent theme in the consultation 
meeting and the online survey related to the uncertainty 
about how to adapt evidence-based substance use inter-
ventions in situations when existing guidance did not fit 
the needs of a specific population or the resources avail-
able in a given humanitarian context.

A central challenge that influenced all other determi-
nants of substance use disorder treatment delivery in 
humanitarian settings was stigma. People living with a 
substance use disorder often face social and structural 
stigma, especially in certain cultural contexts, which can 
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influence how services are implemented and prioritized, 
help-seeking and utilization of services, and community 
support. Individuals with substance use disorder dis-
placed by humanitarian emergencies were described as 
experiencing double-stigma due to substance use disor-
der and due to being displaced. Gender was described as 
a factor that modified stigma toward substance use, usu-
ally with women experiencing greater stigma relative to 
men.

Priorities for improving the treatment of substance use 
disorders in humanitarian settings
Online survey participants ranked substance use 
assessment and intervention activities according to 
which they thought were most essential (Table 1). The 
most essential intervention in acute settings included 
increasing access to services through referrals and link-
ages to treatment as well as community awareness rais-
ing and psychoeducation. In protracted emergencies, 

Table 1 Gaps, challenges, and priorities for addressing substance use disorders in humanitarian settings

Question Priority Responses

1. Which interventions do you consider essential to addressing sub‑
stance use disorder in humanitarian emergencies? [n = 33]

1 Increasing access to services and referrals

2 Awareness raising and psychoeducation

3 Low‑threshold services

Needs/situational assessments and treatment planning

2. What information is needed to plan a substance use disorder treat‑
ment intervention or program in a humanitarian setting? [n = 31]

1 Substance use patterns in the community

2 Community norms and attitudes toward substance use

3 Available services and referral options for substance use services

Capacity of existing health facilities and staff to provide substance use 
services

3. For each of the following types of activities, what additional guidance would be most helpful to support the delivery of substance use disorder 
treatment in humanitarian settings?

3a. Needs and situational assessment methods [n = 30] 1 Rapid needs and situational assessment

2 Key informant interviews

3 Community observations

Resource mapping

Surveillance and quantitative survey methodologies

3b. Program planning [n = 29] 1 Service provider training and capacity building

2 Coordinated care pathways

Clinical supervision

3 Accessing to essential medicines

3c. Adaptations of tools and activities [n = 31] 1 Adapted needs assessment and situation analysis tools

Adapted interventions according to patterns of substance use

Adapted interventions according to the culture

2 Adapted case identification and diagnostic tools

3 Adapted implementation plans to operate within available resources

3d. Interventions [n = 29] 1 Awareness raising and psychoeducation

2 Low‑threshold services

Evidence‑based psychosocial interventions

3 Evidence‑based pharmacological interventions

Overdose identification and emergency management

3e. Implementation processes [n = 31] 1 Guidance for adapting interventions

Guidance for implementing interventions

Guidance on capacity building materials to implement interventions

2 Links/access to existing clinical guidelines for these interventions

Development of context‑specific guidelines

3 Brief reference sheets summarizing clinical guidelines

3f. Monitoring and evaluation [n = 24] 1 Designing program objectives and indicators

2 Selection of means of verification (measures) to assess indicators

3 Data collection methods for monitoring treatment outcomes
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increasing access to services was also considered the 
most essential intervention. Other highly-ranked activ-
ities included low-threshold services as well as needs/
situational assessments and treatment planning.

Survey participants indicated that additional guid-
ance is needed to plan for, implement, and evaluate 
substance use disorder treatment programs in humani-
tarian settings. In the planning phase, survey respond-
ents reported that knowledge about the epidemiology 
of substance use disorder in the community is criti-
cal to preparing relevant programs (Additional File 1). 
Participants requested more guidance on how to con-
duct rapid needs assessments, focus group discussions, 
key informant interviews, and observations during the 
early stages of program planning. Beyond characteriz-
ing the epidemiology of substance use disorder in the 
community, participants described the need for tools 
to map existing resources for addressing substance use 
disorder to ensure that these resources are leveraged 
to promote the sustainability of substance use disorder 
treatment programs. Survey participants detailed the 
need for guidance on capacity-building and providing 
training to increase substance use disorder treatment 
capacity.

Given the variation across humanitarian contexts, 
online survey participants highly-ranked the develop-
ment of guidance on the adaptation of interventions to 
specific populations and settings to improve the imple-
mentation of substance use disorder treatment and 
related services (Additional File 1). More specifically, 
respondents requested guidance to support for adapting 
needs assessment and situational analysis tools, adapting 
interventions according to type and patterns of substance 
use disorder, and cultural adaptations to improve the rel-
evance of interventions for a given population and set-
ting. Survey respondents reported that new or adapted 
tools to support awareness-raising and psychoeducation 
would be most helpful for addressing substance use dis-
order in humanitarian settings. Five participants stated 
that they also would benefit from support on how to 
engage and mobilize community members during pro-
gram design and implementation. Participants described 
needing guidance for adapting and implementing inter-
ventions and capacity-building materials to implement 
substance use disorder treatments as well as designing 
implementation strategies that improve access to care in 
both acute and protracted emergencies (Additional File 
1).

Regarding monitoring and evaluation, survey partici-
pants stated the need for tools and information to design 
program objectives and indicators (Additional File 1). 
Guidance on the selection of means of verification and 
data collection methods to monitor treatment outcomes 

was also prioritized. Detailed results from the online sur-
vey rankings are available in Additional File 1.

Policy recommendations
The online survey participants were asked to provide 
policy recommendations for strengthening substance use 
disorder treatment in humanitarian settings. Four major 
suggestions were provided to address substance use and 
substance use disorders in emergency situations. First, 
increased government support of policies that facili-
tate access to substance use disorder treatment services 
was described as a prerequisite to adequately address 
substance use disorders in emergency settings. Specific 
recommendations included a health-centered approach 
instead of criminal justice sanctions for people who use 
substances and with substance use disorders and allocat-
ing more resources to substance use disorder treatment 
services. Second, participants prioritized health system 
strengthening and integration of substance use disorder 
treatment into existing health systems. Substance use 
disorders often co-occur with other mental and physi-
cal disorders, yet remains siloed in delivery. Integration 
of substance use services into mental health and primary 
care systems has the potential to improve implementa-
tion and decrease stigma. Third, adoption of policies 
informed by public health was considered an essential 
strategy for reducing stigma, which was perceived as a 
mechanism to lower discrimination and increase help-
seeking and utilization of substance use disorder treat-
ment. Participants recommended that policy efforts 
to reduce stigma should be accompanied by commu-
nity education and awareness raising efforts to increase 
acceptance of evidence-based drug use disorder treat-
ment interventions, including low-threshold services. 
Fourth, participants advocated for the inclusion of people 
who use substances in research on substance use disorder 
and in the intervention design, development, implemen-
tation, and evaluation process to ensure that interven-
tions are culturally acceptable and optimized to benefit 
the target population. As described by one participant, 
inclusion of people who use substances and with lived 
experience in humanitarian settings will lead the target 
population to “become an asset, not a subject”.

Discussion
The consultation process consisting of an expert meeting 
and an online survey revealed key gaps and opportuni-
ties for addressing substance use disorders in humanitar-
ian settings. Key gaps in knowledge were directly related 
to the challenges experienced when implementing 
substance use disorder interventions in humanitar-
ian settings as well as prioritized needs for future guid-
ance for program planners and service providers. 
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Recommendations to close existing gaps included con-
ducting needs assessments and research to increase our 
understanding of the epidemiology of substance use dis-
order in humanitarian settings, improving methods for 
adapting evidence-based interventions to different popu-
lations and contexts, strengthening community- and pol-
icy-level awareness, and mainstreaming of substance use 
disorder treatment in humanitarian settings.

Consistent with previous literature evaluating chal-
lenges to implementing substance use interventions 
in humanitarian settings, aspects of the outer context 
(e.g., political commitment, policy constraints), human 
resource capacity, stigma, and limited advocacy for ser-
vices were central barriers to service delivery [22]. In 
contrast to previous studies, this research revealed pro-
cess- and intervention-related implementation chal-
lenges within humanitarian settings, such as the need for 
guidance on adapting assessment tools and operational 
guidelines to different contexts. Existing substance use 
disorder screening and assessment tools have yet to be 
adapted and validated for their use in humanitarian con-
texts, which is an important part of furthering evidence 
and knowledge on the epidemiology of substance use dis-
order in emergency settings. The emphasis on strength-
ening knowledge that leads to tangible improvements 
in service delivery resembles the research priorities set 
for the field of mental health and psychosocial support 
in humanitarian settings more broadly, which include 
strengthening knowledge on assessment and epidemiol-
ogy, adaptation processes, establishing the effectiveness 
of interventions, and understanding cultural relevance of 
interventions in humanitarian settings [35].

Recommended adaptations to existing substance use 
disorder assessment tools and treatment guidelines 
related more to improving the fit and cultural relevance 
of the intervention as opposed to adapting implemen-
tation processes to operate within available resources, 
capacities, and type of emergency setting. We antici-
pated that potentially life-saving interventions, such as 
overdose management, acute withdrawal management 
and other interventions to reduce the negative health 
and social consequences of substance use would be pri-
oritized during acute emergencies while other potentially 
longer-term psychosocial and pharmacological drug use 
disorder treatment interventions would be increasingly 
prioritized in protracted or stabilized settings. Instead, 
participants considered increasing access to services, 
raising awareness, and psychoeducation as the most 
highly prioritized activities in both acute and protracted 
emergencies. This finding is consistent with many of the 
minimum health services required to minimize harms 
related to alcohol and other substance use in emergencies 
[27].

Several recommendations emerged for strengthening 
community-based strategies for addressing substance use 
disorder in humanitarian settings. First, building com-
munity awareness and psychoeducation about substance 
use disorder was described as essential for improving 
help-seeking and treatment utilization, which is consist-
ent with prior research among conflict-affected and dis-
placed populations [23, 36, 37]. The need for community 
awareness also related to reducing stigma across multi-
ple levels—community members, providers, policymak-
ers—which often impacted acceptability of substance use 
interventions, allocation of resources, and political prior-
itization [38]. Qualitative research conducted among dis-
placed populations identified stigma and norms as major 
barriers to seeking professional services for substance use 
disorder [39, 40]. The inclusion of people with lived expe-
rience with a substance use disorder in the design and 
implementation of programs to address substance use 
disorder in humanitarian settings is an important strat-
egy for mitigating implementation challenges and unin-
tended harm, often related to the consequences of social 
and structural stigma [41].

Implementation priorities, such as the need to increase 
access to services and health systems strengthening, 
reflects the preference among refugee participants for 
coordinated and integrated care models. Intersectional-
ity and the role of social and structural determinants of 
health in substance use disorder in humanitarian set-
tings emerged as an important gap in existing knowl-
edge that is consistent with prior qualitative research 
with populations affected by humanitarian emergencies 
[39, 42]. Overcoming challenges related to fragmenta-
tion of services, particularly for substance use disorder 
which is often also excluded from mental health systems 
of care, requires deliberate efforts to understand commu-
nity demand and engagement in services, map existing 
resources and referral pathways, identify opportunities 
for integration of services to address co-occurring social 
and health problems, and invest in strengthening the 
capacity of health systems and services, which can be 
augmented by advocating for greater political commit-
ment to addressing substance use disorders in humani-
tarian settings.

Through this expert consultation process we identified 
some key gaps in knowledge, challenges, and priorities 
for addressing substance use disorders in humanitarian 
settings. These findings build on existing research docu-
menting current gaps in research and practice within 
the context of a high and growing burden of substance 
use disorders globally [43–45], and will contribute to 
the development of a technical handbook designed 
to provide specific guidance for the implementation 
of substance use disorder treatment interventions in 
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humanitarian emergencies. This multi-step consulta-
tion process enabled the study investigators to prioritize 
operational challenges where additional guidance may be 
helpful to inform program planning and implementation 
from the perspective of policymakers, program planners, 
and administrators. Beyond the immediate objective 
to inform the development of this technical handbook, 
these results can inform how future investments in 
addressing substance use disorders in humanitarian set-
tings may be prioritized. These results provide insight 
into future priorities for research and also areas of oppor-
tunity for practice.

A strength of this approach was that the consulta-
tion process enabled the investigators to draw from the 
experience of stakeholders with diverse professional 
roles (e.g., policymakers, practitioners, researchers) in 
humanitarian response and/or substance use epidemi-
ology, treatment, and policy. Representation of people 
with lived experience was limited, which was due, in 
part, to our recruitment strategy. This research would be 
strengthened by inclusion of individuals with a history of 
substance use disorder in a humanitarian setting. We did 
not collect detailed demographic or other information 
from participants. However, UNODC operates based on 
UN rules and regulations and always seeks to have a bal-
ance in gender and regional representation in its activi-
ties to the extent possible. Few participants possessed 
expertise in both humanitarian assistance and substance 
use programming, further highlighting the need to build 
capacity in this area. Furthermore, recruitment relied on 
expert nominations from various stakeholders and we 
did not collect information about individuals who were 
not selected or declined participation. Our small sam-
ple size in the online survey also limits generalizability 
of these findings or examining differences across world 
regions, professional role, or other factors. Additionally, 
the survey was designed by study investigators primar-
ily to inform the development of a technical handbook 
and, while the survey questions were informed by the key 
findings of the expert meeting, they were not drawn from 
standardized or validated measurement tools, which pre-
cludes our ability to directly compare our findings to pre-
vious research.

Conclusions
Findings from this study suggest future directions for 
both research and practice. Critical gaps in knowledge 
related to the burden and patterns of substance use dis-
order, the effectiveness of treatment interventions, and 
the processes for implementing services to address sub-
stance use disorders in humanitarian settings are perva-
sive. Epidemiological, intervention, and implementation 
research are needed to fill these gaps in knowledge. For 

practitioners, guidance is needed to translate existing 
and forthcoming evidence into practice including pro-
cesses for adaptation, implementation, and evaluation of 
substance use disorder treatment interventions. Further 
models are needed to integrate substance use services 
within mental healthcare and positioned within exist-
ing health systems to reduce fragmentation and promote 
sustainability. In all these future efforts, participation of 
communities, caregivers, and people with lived experi-
ence is needed to reduce the health and social burden 
caused by substance use disorders and improve the rele-
vance and acceptability of substance use assessments and 
interventions.
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