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Development of services for substance use problems: 
need for a system-based approach
Thomas F. Babor 1

ABSTRACT This review describes systems-level innovations that may enhance accessibility, economy and 
integration of treatment services for substance-related disorders. After introducing a conceptual model to 
describe the resources, qualities and effectiveness of drug treatment services, evidence is reviewed in three 
areas (primary care, criminal justice, and mental health) that illustrate how systems-level concepts can be used to 
organize services to maximize their population impact. Special attention is given to systems issues in relation to 
the development of services in countries of the Eastern Mediterranean Region.

Développement des services de prise en charge des problèmes liés à l’utilisation de substances : nécessité 
d’une approche systémique

RÉSUMÉ La présente étude décrit les innovations systémiques qui pourraient améliorer l’accessibilité, l’économie 
et l’intégration de services de traitement des troubles liés à la consommation de substances. Après l’introduction 
d’un modèle conceptuel visant à décrire les ressources, les qualités et l’efficacité des services de traitement de 
la toxicomanie, les données factuelles sont examinées dans trois domaines (soins primaires, droit pénal, et santé 
mentale) qui illustrent la façon dont les concepts systémiques peuvent être utilisés pour organiser des services de 
façon à maximiser l’impact sur la population. Une attention particulière est accordée aux questions systémiques 
liées au développement de services dans les pays dela Région de la Méditerranée orientale.

ي ملشكالت تعاطي مواد اإلدمان: احلاجة إىل اعتامد هنج قائم عىل النظم تصميم خدمات للتصدِّ
توماس بابور

ــن مــن إمكانيــة الوصــول وتوفــر النفقــات  اخلالصــة: يصــف هــذا االســتعراض االبتــكارات القائمــة عــى مســتوى النظــم التــي يمكــن أن حتسِّ
وتكامــل اخلدمــات العالجيــة لالضطرابــات املتعلقــة بتعاطــي مــواد اإلدمــان. وبعــد اســتحداث نمــوذج مفاهيمــي لوصــف مــوارد خدمــات 
العــالج مــن إدمــان املخــدرات وســاهتا وفعاليتهــا، ُيــرى اســتعراض األدلــة يف ثالثــة جمــاالت )الرعايــة الصحيــة األوليــة، والعدالــة اجلنائيــة، 
والصحــة النفســية( بــا يوضــح كيــف يمكــن اســتخدام املفاهيــم عــى مســتوى النظــم يف تنظيــم اخلدمــات لتعظيــم أثرهــا عــى الســكان. كــا 

ُيــوىل اهتــام خــاص لقضايــا النظــم فيــا يتصــل بتصميــم اخلدمــات يف بلــدان إقليــم رشق املتوســط.
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Introduction

Countries of the Eastern Mediter-
ranean region have both a religious 
prohibition on alcohol consumption 
and social discouragement of drinking 
(1). Nevertheless, there are historical, 
cultural and religious differences among 
countries that may affect the meaning 
of addiction and the societal response 
to it in terms of treatment interven-
tions. In Saudi Arabia and Kuwait, 
the possession, sale or consumption 
of alcohol (regardless of the person’s 
faith) is strictly forbidden. In the United 
Arab Emirates, the possession, sale or 
consumption of alcohol by Muslims is 
illegal but alcohol consumption is offi-
cially permissible for non-Muslims. The 
use of opioids is strictly prohibited in all 
countries of the region and penalties for 
possession and use are severe. To avert a 
prison sentence, dependent individuals 
in many countries of the region can 
present themselves for treatment.

Not only are alcohol and other sub-
stances forbidden in Islam, addictive 
behaviour is socially stigmatized. This 
may affect the accuracy of epidemio-
logical surveys as well as screening and 
diagnostic procedures. Nevertheless, 
there is evidence suggesting that Arab/
Muslim communities in many coun-
tries have experienced both endemic 
and epidemic drug problems (1,2). The 
condemnation of alcohol and drug use 
by Islam, the law and the culture within 
these societies provides an important 
contextual feature within which treat-
ment programmes must operate; par-
ticularly in terms of the effects of stigma 
and stigmatizing attitudes and the role 
of the family in prevention and recovery.

The evaluation of treatment effec-
tiveness for patients with substance use 
disorders is typically based on studies 
that compare outcomes associated with 
a particular therapeutic intervention, 
such as opioid substitution treatment, 
drug counselling or psychosocial ther-
apy, with an untreated control group 
or a group exposed to a standard 

intervention. This is an important way 
to evaluate treatment, but programme 
administrators and policy-makers 
must also consider the cumulative and 
additive impact of an entire range of 
treatment services; sometimes referred 
to as the treatment network or system 
of services (3). The system approach 
addresses the question: to what extent 
does a network of services as a whole 
affect the incidence and prevalence of 
substance use disorders at the level of 
the community or nation? Ideally, a 
treatment system should be designed to 
operate as a coordinated and integrated 
set of services in order to meet the needs 
of populations as well as individuals.

Research and theory in the area 
of drug treatment systems is derived 
mainly from high-income countries, 
but recently, attention has been devoted 
to system issues as they affect low- and 
middle-income countries (where sys-
tem issues are relevant to the planning 
and expansion of services; particularly 
in response to epidemics of substance 
use (3). After introducing a conceptual 
model to describe the resources, quali-
ties and effectiveness of drug treatment 
services, evidence is reviewed in three 
areas (primary care, criminal justice 
and mental health) that illustrate how 
systems-level concepts can be used 
to organize services to maximize their 
population impact. In this article, special 
attention is given to systems issues in re-
lation to the development of services in 
countries of the Eastern Mediterranean 
Region, which has unique features that 
support the need for treatment systems 
that are tailored to the needs of different 
populations.

A Treatment Systems 
Conceptual Model

The term system refers to coherence, 
integration and organization. In most 
countries, services vary in the extent to 
which their components are integrated, 
mutually supportive and meet the needs 

of their target populations. Services for 
substance use disorders are often frag-
mented and unevenly distributed; in 
part because they tend to be financed 
and managed by multiple agencies. This 
situation is complicated by the fact that 
services tend to be distributed across 
different geographic areas and branches 
of government (3,4).

Conceptualizing treatment services 
for drug users as a system raises a set 
of questions that are not generally con-
sidered when specific types of services 
are evaluated merely in terms of their 
effectiveness with individual drug users. 
For example, given the limited amount 
of financial resources devoted to drug 
treatment, are there ways of designing 
service systems to minimize cost while 
maximizing the public health impact? 
How should a system balance the need 
to provide high-intensity services for 
the most severely impaired drug users 
with the desire to make effective, but 
less-intensive services (e.g., outpatient 
treatment) accessible to those whose 
drug problems are less serious? In addi-
tion to the appropriate mix of services, 
how can services be made more acces-
sible, efficient, economical and effective 
by applying systems concepts?

Figure 1 presents a conceptual 
model for describing a service system 
and its impact. According to this model 
(3), the policies of a service system af-
fect its structural resources and system 
qualities, which in turn determine the 
effectiveness of a collection of services 
and their impact on population rates 
of substance-related problems, includ-
ing drug overdoses, substance-related 
disease (e.g., hepatitis and HIV infec-
tion), criminal activities and psychiatric 
disorders.

System policies are regulations, laws 
and financing mechanisms that affect 
the type, amount and organization of 
services. According to a survey conduct-
ed by the World Health Organization 
(WHO) (2), two thirds of the United 
Nations (UN) member states report 
having a government unit responsible 
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for alcohol and drug treatment ser-
vices. Nevertheless, only 45.8% of these 
countries have an annual budget appro-
priation for treatment programmes. In 
many countries, support for drug treat-
ment is combined with funding alloca-
tions for mental health services (2). In 
the Eastern Mediterranean Region, less 
than half of the countries (42.8%) have 
a budget allocation for drug services, 
and most of these services are provided 
through mental health budgets. Most 
countries use tax revenues, user fees 
and private insurance to pay for alcohol 
and drug services. Tax funding is more 
important in high-income countries, 
whereas out of pocket financing is more 
common in the poorer countries (2). 
Out-of-pocket payments seem to play 
a major role in funding services in the 
Eastern Mediterranean, with one third 
of the treatment financed in this way 
through private clinics and practition-
ers.

As suggested in the figure, financing 
and other government policies have a 
direct effect on the structural resources 
in the system. These resources include 
the types of facilities (e.g., hospitals, 
clinics and hotlines), the programmes 

delivered in those facilities (e.g., de-
toxification, rehabilitation, vocational 
training and psychotherapy), and the 
personnel in those programmes (e.g., 
certified counsellors, social workers, 
psychiatrists and recovering persons). 
Mental health services, primary care 
networks, and harm reduction pro-
grammes may also constitute resources 
for the treatment system, to the extent 
that there are formal or informal link-
ages with specialized substance abuse 
services.

In contrast to the structural resourc-
es, system qualities are less-tangible 
parts of the system that are nevertheless 
important to the overall functioning of 
a service network. The key qualities of 
a treatment system are accessibility, co-
ordination, economy, coerciveness and 
stigma (3). Accessibility refers to how 
easy or difficult it is to enter a particular 
service. Coordination refers to whether 
services are provided in a concerted 
rather than haphazard fashion, and 
whether different programmes in the 
system work synergistically rather than 
independently or even competitively. 
The term economy refers to whether the 
services make efficient use of resources 

and are cost-effective. Coercion refers 
to the pressure placed on drug users to 
seek treatment services. It is most preva-
lent in the criminal justice system but is 
often present in more subtle ways (e.g., 
family pressure) in other types of ser-
vice. Coerciveness can increase demand 
for services, but it can also stigmatize the 
people who use them.

The conceptual model posits that 
structural resources and system quali-
ties, along with the characteristics of 
drug using population, are responsible 
for two important outcomes. The first is 
the effectiveness of the system in terms 
of reduced substance use and improved 
health and social outcomes for clients 
who use the system. The second is the 
impact on population health, including 
overdose deaths, incidence of blood-
borne infectious disease, public safety 
(e.g., amount of property crime), and 
social welfare (e.g., child abuse rates).

Despite a pervasive assumption that 
treatment services reduce the burden of 
disease attributable to drug abuse, there 
has been virtually no research on this 
question. Several case studies have sug-
gested that the impact can be significant 
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when a new component is added to 
an existing system. For example, the 
introduction of large-scale opioid sub-
stitution treatment (OST) services in 
France in the 1990s was associated with 
a decrease in heroin arrests (5) and 
drug-related mortality and AIDS cases. 
Similar reductions in crime occurred in 
Switzerland following the expansion of 
opioid substitution treatment. In both 
countries the heroin market may have 
been significantly disrupted because a 
large number of heavy users, many of 
whom were also heroin sellers, were 
removed from the drug market (6).

The population impact of alcohol 
services, particularly Alcoholics Anony-
mous groups and professionally pro-
vided treatment, has been studied in 
several countries. Smart and Mann (7) 
found that: 1) increases in Alcoholics 
Anonymous membership and amount 
of professionally provided services in 
the United States of America (USA) 
and Canada were associated with de-
creased rates of alcohol problems; and 
2) such changes may be large enough 
to have a considerable impact on hos-
pital admissions and death from liver 
cirrhosis. Although drug and alcohol 
treatment and social services can reduce 
drug-related crime, infectious disease, 
overdoses, the quantity of drugs con-
sumed and alcohol-related disease, they 
are unlikely to eliminate a nation’s drug 
or alcohol problems.

Systems-level 
innovations that 
may enhance 
accessibility, economy 
and integration

According to the conceptual model, 
the functioning of the system can be 
improved by the delivery of substance-
specific services as well as the coordina-
tion of specialized services with primary 
health care, criminal justice and mental 
health services. These kinds of systems-
level innovations have been shown to 

enhance the accessibility, economy and 
integration of drug treatment services 
(8), and they are described here in terms 
of new care models, early identification 
programmes, and drug treatment in 
criminal justice and psychiatric settings.

Care models
As treatment services became more 
specialized, new models have been de-
veloped to describe how they relate to 
the different types of population needs. 
These concepts include the continuum-
of-care model and the chronic-care 
model.

The continuum-of-care model 
refers to the way service users pass 
through the mix of treatment options 
available to them (9). In an ideal system, 
the services are accessed sequentially, 
beginning with diagnostic assessment, 
which is then used to assign patients 
to particular settings according to the 
acuity, severity and complexity of the 
diagnosed disorder and the availability 
of appropriate services. One example 
of the continuum-of-care model is the 
stepped-care approach in which pa-
tients are assigned initially to the least-
intensive level of care. If they do not 
respond at this level, they are stepped up 
to a more intensive level.

The chronic-care model addresses 
the most persistent and serious cases of 
substance dependence; especially those 
characterized by co-occurring medical 
and psychiatric disorders. The model 
works by coordinating specialized ser-
vices over time, under the assumption 
that once substance dependence has 
developed, there is a need for continu-
ing care and management, as is done 
with chronic conditions like diabetes 
and hypertension. Rush (9) has defined 
a series of tiers that constitute the most 
important elements of a continuum of 
services for chronic substance users. 
They include health promotion, early 
intervention, crisis management, as well 
as residential programmes, outpatient 
counselling, and pharmacotherapy. The 
highest tier includes specialized care 

functions for individuals with complex 
problems, such as inpatient withdrawal 
management, forensic services and 
long-term psychiatric care.

Early identification in primary 
health care
A public health approach that has at-
tracted the interest of policy-makers 
and health authorities in many parts of 
the world is systematic screening for 
substance use in healthcare and social 
service settings, followed by brief inter-
vention (for at risk substance users) or 
referral to treatment (for those who are 
likely to be drug dependent). This form 
of early identification is accomplished 
through the use of self-report question-
naires such as the Alcohol, Smoking 
and Substance Involvement Screening 
Test (ASSIST), developed by WHO 
to improve early detection in primary 
healthcare settings, as well as schools 
and emergency departments (10).

Screening is typically followed 
by a brief intervention, which refers 
to any time-limited effort (e.g., 1 or 2 
conversations or meetings) to provide 
information or advice, increase motiva-
tion to avoid substance use, or to teach 
behaviour change skills that will reduce 
substance use as well as the risk of nega-
tive consequences. The largest brief 
intervention study of drug users (11) 
was conducted by WHO in primary 
healthcare settings in Australia, Brazil, 
India and the USA. Drug users scoring 
within the moderate-risk range on the 
ASSIST screening test for cannabis, 
cocaine, amphetamine-type stimulants, 
or opioids were assigned to either a 
wait-list control group or an interven-
tion condition where they received brief 
motivational counselling for the drug 
receiving the highest risk score. Com-
pared with control participants, those 
receiving the brief intervention reported 
significantly reduced drug involvement 
3 months later.

In a meta-analytical review of 21 
studies of motivational interviewing 
interventions for adolescent substance 
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use behaviour change, Jensen et al. (12) 
found small but statistically significant 
effect sizes at follow-up, suggesting that 
motivational interviewing interventions 
for adolescent substance use retain their 
effect over time. Motivational interview-
ing interventions were effective across a 
variety of substance use behaviours, ses-
sion lengths, clinician education levels 
and setting.

In addition to early identification 
of at-risk substance users, screening 
programmes typically identify a smaller 
proportion of persons with substance 
dependence. Rapp et al. (13) compared 
the linkage effect of 2 interventions – 5 
sessions of strengths-based case man-
agement or 1 session of motivational 
interviewing – with the referral standard 
of care at a centralized intake unit in the 
USA. Strengths-based case manage-
ment was better than 1 session of mo-
tivational interviewing, although both 
improved linkage with treatment com-
pared to standard care. This research 
suggests that the routine or opportun-
istic use of drug screening in primary 
care and other healthcare settings may 
improve not only the early identifica-
tion of substance use disorders, but also 
the referral of more serious cases to 
appropriate treatment interventions.

Drug treatment in association 
with the criminal justice 
system
Drug treatment is increasingly being 
provided as an adjunct to the criminal 
justice system. It is also used in some 
countries as an alternative to incarcera-
tion. Research suggests that immediate 
but modest sanctions for positive drug 
tests produce substantial reductions 
in drug use and offending among indi-
viduals who are under criminal justice 
supervision. This kind of coerced or 
mandated abstinence is typically re-
quired of offenders on community 
release, who are drug-tested at least 
weekly with immediate re-incarceration 
for a missed or drug-positive test. Man-
dated abstinence programmes for drug 

and drink-driving offenders on com-
munity release (14) and programmes 
for addicted physicians (15) have been 
found to be effective.

Another system innovation is the 
drug treatment court, which combines 
drug testing and criminal sanctions with 
mandatory treatment. Drug courts now 
operate in all 50 states in the USA and 
other countries have adopted these pro-
grammes as well (16). Drug courts can 
reduce crime and promote treatment 
participation (17,18). Evaluations of 
adult drug treatment courts (19) have 
found an average drop in recidivism 
from 50% to 38%. Rossman et al. (20) 
found that the drug court programme 
practices in the USA, such as judicial 
status hearings, judicial praise, case 
management, substance abuse treat-
ment and discretionary use of the extent 
of punishment (in case of noncompli-
ance) were all related to reductions in 
crime and substance use.

Another area in which criminal jus-
tice and drug treatment collaborate in 
the interests of public health is prison 
treatment programmes. Research sug-
gests that drug treatment in prisons and 
after release helps prisoners remain ab-
stinent, prevents recidivism, and facili-
tates continued employment, especially 
if a therapeutic community treatment 
model is used (21,22). Opioid substitu-
tion therapy in particular is an effective 
approach in the prison setting (23).

Nevertheless, there are ethical 
concerns in some countries about the 
extent to which legal coercion is being 
exercised appropriately. Even modest 
levels of coercion raise ethical questions 
(24). Some ethicists (25) argue that 
treatment for drug dependence cannot 
be administered to an unwilling patient. 
Others (26) suggest that persons with 
drug dependence cannot provide in-
formed consent to treatment because 
they are not autonomous agents. Given 
the human rights and ethical issues 
raised by compulsory treatment centres, 
12 UN entities including WHO issued 

a public request for Member States to 
close compulsory drug detention and 
rehabilitation centres and implement 
voluntary health and social services in 
the community (27,28).

Treatment in psychiatric 
settings
The co-occurrence of substance use dis-
orders and other psychiatric disorders, 
especially affective and personality dis-
orders, is common among both adults 
and adolescents. Untreated or poorly 
treated co-occurring disorders may re-
sult in poorer physical health, decreased 
social functioning and increased risk of 
being homeless or incarcerated (29,30).

Minkoff (31) has developed a set of 
principles for the treatment of co-occur-
ring disorders that focus on treatment 
engagement and case management. 
This model recommends matching ser-
vices to the severity of each co-occurring 
disorder, taking into account diagnosis, 
treatment phase, and levels of motiva-
tion and disability. Within psychiatric 
settings, Miller and Carroll (32) recom-
mend universal screening for the full 
range of substance-related problems, 
followed by brief motivational coun-
selling as a first-line intervention. The 
general orientation of these models is to 
reduce the separation between mental 
health and addiction services by means 
of programme-level modifications, al-
terations in clinical practice guidelines, 
the use of integrated screening tools, 
and clinician training initiatives (33).

To the extent that the existing lit-
erature suggests that continuity of care, 
a period of abstinence from substance 
use, and coordination of mental health 
services are beneficial to persons with 
co-occurring disorders, the application 
of systems concepts should result in 
better outcomes for this population (8). 
In addition, it is likely that coordinating 
and matching services to client needs 
could be improved by better diagnos-
tic evaluation, taking into account the 
major differences of substance use 
disorders combined with internalizing, 



 املجلد الثالث و العرشوناملجلة الصحية لرشق املتوسط
العدد الثالث

211

externalizing or psychotic disorders. 
The evidence suggests that among pa-
tients being treated for co-occurring 
mental and substance-use-related dis-
orders, outcomes are improved when 
otherwise separate drug and psychiatric 
treatments are offered in combination 
within an integrated treatment plan that 
addresses both substance abuse and 
other psychiatric problems simultane-
ously.

Other systems innovations
Countries vary in the nature and extent 
of existing services. In order to build an 
optimal system of services, planning and 
quality improvement need to occur on a 
periodic basis. Three ways to do this are 
service mapping, needs assessment and 
needs-based planning.

Service mapping involves the de-
scription of system structures and quali-
ties. WHO has designed a procedure 
for assessing, monitoring and evaluat-
ing treatment systems for substance 
use disorders in relation to popula-
tion needs (4). The WHO-Substance 
Abuse Instrument for Mapping Ser-
vices (SAIMS) identifies gaps in service 
delivery and specifies areas for system 
improvement.

In order to identify unmet treatment 
needs, some methods involve primary 
data collection and others rely on sec-
ondary analysis of existing data sources. 
Although there are no international 
standards for assessing unmet need, the 
SAIMS permits incremental planning 
that directs resources at the most impor-
tant and manageable treatment needs in 
a population. The simplest procedure is 
to use population surveys to estimate 
the number of people in need of treat-
ment. For example, the rates of depend-
ence and harmful use can translate into 
the potential demand for specialized 
services (residential and outpatient) 
as well as early intervention services in 
other health care settings. The need for 
substance abuse services in the gen-
eral population can also be estimated 
through the use of both health statistics 

and social indicators, such as substance-
related mortality and morbidity, social 
problem statistics, and expert opinion 
on treatment needs.

For service systems that are already 
well resourced, it may be more fruitful 
to conduct needs-based planning. This 
approach (33) requires the develop-
ment of a model of the service system 
and uses population prevalence data 
to estimate the types of treatment ser-
vices to be received by subgroups in 
the population; potentially including 
persons with various combinations of 
co-occurring disorders.

Another system innovation is work-
force development to increase the num-
ber of trained professionals who can 
provide high-quality services. Although 
primary healthcare professionals can 
provide some types of care, substance 
abuse and mental health professionals, 
particularly psychiatrists, nurses, social 
workers and trained counsellors, are 
needed to manage those patients who 
are referred for specialized care and to 
deliver training, support and supervi-
sion to nonspecialists. Effective treat-
ment policy requires planning for the 
preparation of this workforce, which 
should be integrated into their primary 
training rather than left to continuing 
education efforts afterwards.

In addition to the recruitment of 
trained professionals to manage the 
treatment of persons with severe de-
pendence and its medical and psychi-
atric complications, there is a major 
role for nongovernmental organizations 
(NGOs) and self-help groups (34), 
particularly in relation to rehabilita-
tion. Civil society can play a key role 
in the self-help movement, especially 
Narcotics Anonymous and Cocaine 
Anonymous. In many low- and middle-
income countries, traditional healers 
are involved in treating substance use 
disorders (2). In the Eastern Mediterra-
nean Region, The Turkish Green Cres-
cent Society has an extensive network 
of programmes in Turkey, Palestine 
and Lebanon. In addition to treatment, 

it focuses on the protection of young 
people from tobacco, alcohol, drugs, 
gambling and technology addictions.

Conclusions

A high-level review by the Commission 
on Narcotic Drugs (35) reaffirmed that 
drug dependence is a health problem 
that requires further strengthening 
of public health system responses to 
drug-related problems. Consideration 
of system issues begins with the need 
to organize services to fit the needs of 
countries and communities. Prevalence 
of drug use in some Eastern Mediterra-
nean Region countries is higher than the 
global average. High prevalence rates of 
drug use and its health and social con-
sequences, particularly in countries like 
Afghanistan, Islamic Republic of Iran, 
and Pakistan, are also determined by 
the unique position of the region having 
countries with the largest production of 
opium in the world and straddling the 
major opioid trafficking routes. Other 
problems come with the high rates of 
alcohol and other substance abuse in 
guest worker communities in the Gulf 
States.

A model framework to guide the 
formulation of national drug treatment 
policy includes a series of logical steps 
designed to identify the basic needs of 
a country, bring the right stakeholders 
to the policy-making table, evaluate the 
evidence supporting effective strategies, 
and implement performance measure-
ments to evaluate progress and provide 
feedback. Implementation of changes at 
the systems level will likely come in dif-
ferent forms depending on the existing 
services in a particular country as well 
as current trends in substance abuse 
within the general population. There 
are now a large number of evidence-
informed treatment interventions that 
are ready for implementation in systems 
of care in both low- and high-income 
countries. These interventions, along 
with innovations in the organization of 
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