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Foreword 
 
 
 
Amid the many challenges of reconstruction and rehabilitation in a country with a recent history of 
invasion, civil war and institutional disintegration, Afghanistan is faced with critical issues of drug control 
as the first ranked country in the global production and trafficking of opiates. Indeed, the negative 
consequences of the illicit drug supplies are so profound as to seriously threaten the newly established 
political and economic developments. 
 
Less apparent to the public eye, but never the less also influential in the national recovery process is 
the demand for opiates and the impact of drug dependence upon the livelihood and health of 
individuals, families and communities. This includes those who have returned from the hardship of 
refugee status in Pakistan and Iran. In 2005, a national survey in Afghanistan estimated a population of 
920,000 illicit drug users. That figure represented 3.8% of the total population. Approximately 150,000 
were identified as opium users, and another 50,000 as heroin users, of which about 15 percent of the 
male users were recognized as injectors. Daily use of opiates occurs in the large majority (86%) of 
opiate users, suggesting a high dependence liability, and more so for the injecting drug users. Another 
143,000 are at risk from the daily consumption of psychotropic pharmaceuticals. 
 
Government and non government services have not been well equipped to manage the demand for 
drug dependence treatment that is reflected in both historical and current drug use trends. 
Consequently in 2003, GTZ initiated the Integrated Drug Prevention, Treatment and Rehabilitation 
Project (IDPA) in Afghanistan. With the financial support from the governments of the Germany, United 
Kingdom and Norway, community based drug treatment services were first created in Kabul and then 
over a two year period, expanded to four other provinces in conjunction with the development of bed 
based drug treatment services. Corresponding prevention services were also developed in the same 
geographical areas. 
 
This review of three emerging practices is provided for a better understanding of the program dynamics 
for the prevention and treatment of drug dependence from the Afghanistan perspective. It will also 
hopefully support informed decisions on the further development of effective drug dependence 
prevention and treatment systems in the country.  
 
The effectiveness of these practices is heavily influenced by program staff who are dedicated to 
improving the health of those who seek their assistance in recovery from drug dependence, reducing 
drug related risks, and improving individual and social protection. Some of those staff have also 
unstintingly devoted their time and effort toward the review, including Dr. Yassin Saad, Ms. Laila 
Omeid, Mr. Mehboobullah Sharafat, Dr. Shairshah Bayan, Mr. Shukrullah Sayedy, Dr. Sardar Wali 
Shirzay and Dr. Abdul Rahman Athar. As contributors to this document and the ongoing development 
of treatment and prevention services in Afghanistan, their work is acknowledged and greatly 
appreciated.  
 
 
 
 
 
         Wayne Bazant 
         Drug Demand Reduction Advisor  
         GTZ – IS, Afghanistan 
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1. Community Based Outreach  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 

Title  Community based drug prevention, treatment and rehabilitation program 
Project Name Zindagi-e-Naowin (Kabul) 
Thematic 
Area 

Treatment of opiate dependence 

Contact 
Person 

Dr. Mohammad Farid Bazger 
Executive Director 
Khatiez Organization for Rehabilitation (KOR) 
Kabul 
Email: faridbazger@yahoo.com 

Project Status Ongoing 
Beneficiaries Drug dependent women and men, children 
Stakeholders · Ministry of Counter Narcotics Demand Reduction Directorate 

· GTZ – International Services 
· Foreign and Commonwealth Office (FCO) of the United Kingdom (UK) 
· Government of Norway 
· Integrated Drug Prevention, Treatment and Rehabilitation Project in 

Afghanistan (IDPA) 
· Khatiez Organization for Rehabilitation (KOR) 
· Families of drug users 
· Local community leaders 
· Community members in Deh Afghanan area of Kabul City 

Funding Since 2005: Through GTZ-IS/IDPA from the Foreign and Commonwealth Office of the 
United Kingdom, and Government of Norway 
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A. Background 
 
An environment of vulnerability to drug misuse and drug dependence has challenged the health status 
of many Afghans while living in the refugee camps of Iran and Pakistan. Risk factors have included the 
unresolved trauma of war, years of social dislocation, exposure to a supply of opiates, and normative 
drug use behavior. In the subsequent repatriation of a population between 2 -3 million, the prevalence 
of opiate dependence has been estimated somewhere between 25 to 35 percent. At the same time, 
local populations have been exposed to similar risk factors, including serious economic deprivation and 
lack of access to appropriate health services.  
 
The impact of these conditions was evident in a survey conducted by the United Nations Office on 
Drugs and Crime at Kabul in 2003. Slightly less than 63,000 people were reported as problematic drug 
users with approximately 28 percent involved with opiates, including opium (17%) and heroin (11%). 
Among the heroin users, about 7 percent were estimated as injectors. 
 
At the same time, treatment responses in Kabul were singularly confined to the detoxification services 
of the government operated Drug Dependence Treatment Centre within the Kabul Mental Health 
Hospital. These services were assessed as an insufficient response to the increasing pressure of 
demand for treatment. Therefore, GTZ established a working partnership with NEJAT, a non 
government organization that had previous experience with drug demand issues of Afghan refugees in 
Pakistan. Financial support was provided by the German Foreign Office and operational arrangements 
were realized in the establishment of the Integrated Drug Prevention, Treatment and Rehabilitation 
Project in Afghanistan (IDPA). 
 
The NGO initiated a community based drug prevention and treatment clinic and outreach service in an 
area close to the Kabul airport. Women and children with drug use problems were identified as the 
intended recipients of the service. However some assistance to male drug users was also included in 
the outreach component of home care.  
 
Toward the end of 2003, a decision was made to relocate the service closer to the residence of the 
intended treatment recipients and District One of the “Old City” of Kabul was selected. In 2004, new 
funding was provided to GTZ International Services for IDPA by the Foreign and Commonwealth Office 
of the United Kingdom, allowing NEJAT to set up an additional site in the Deh Afghanan area of Kabul. 
At the renewal of IDPA in April of 2005, responsibility for the newest site was transferred to the Khatiez 
Organization for Rehabilitation (KOR), another local NGO that has since managed the program under 
the name of Zindagi-e-Naowin (New Life). 
 

B. Objective 
 
The main purpose of the program is to effectively respond to emerging community issues of drug use 
and dependence through the delivery of prevention, intervention, treatment and continuing care 
services.  
 
The program adopts a holistic approach toward service delivery, using a combination of clinical and 
outreach mechanisms for treatment. Each year, the program sets a target for the treatment of 
approximately 240 female clients. Responses to drug dependence problems of adult men are also 
considered as part of outreach services, especially when they are evident among other family members 
that are being treated. Prevention activities are targeted toward a minimum of 3,000 community 
members each year. 
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C. Activities 
 

The activities of Zindagi-e-Naowin fall within four broad categories: 
 

· Awareness 
· Motivational counseling 
· Treatment 
· Follow up 

 
These activities, emanating for the centre in Deh Afghanan, and under the management of a program 
supervisor, are discussed in detail below. 
 

Awareness Raising 
The program team provides regular public awareness activities at its centre that include presentations 
to individuals, families and other groups on the dangers and consequences of drug misuse, including 
the risks of HIV transmission, together with strategies to prevent and recover from drug dependence. 
Supporting prevention literature is also distributed. The activities are also delivered at other venues, 
including surrounding schools, mosques and other public places. These efforts sensitize the community 
to drugs issues while also providing advice on the identification and voluntary referral of community 
members with suspected drug problems. The awareness activities additionally focus on the practical 
issues of drug dependence; how to reduce the burden of dependence problems with the limited 
resources available to the program and community. Harm reduction approaches are advocated in their 
own right and as a partial solution to the inadequacy of a drug treatment continuum. This is done within 
the broader vision of freedom from drug misuse and dependence. 
 

Motivational counseling 
Motivational counseling is provided at the centre on a daily basis over an average period of three 
months for each client. This activity is delivered by a team of four social worker/counselors and has a 
multi fold purpose: to expose clients to a trusting and supportive environment, to increase the client’s 
readiness for treatment by gaining a better understanding of their drug use behavior and 
consequences; to consider, small, progressive, realistic changes in their behavior in order to reduce 
and minimize harm to themselves and others, to gain self confidence in the progressive steps toward 
recovery, and to prepare for more concentrated treatment if required.  
 
The counseling is offered individually and in group sessions. The group sessions also encourage the 
recovery or development of social and communication skills as well alleviating the discomfort of 
discussing personal drug problems. These sessions further provide an opportunity for mutual support in 
the recovery process, including ex-users who can serve as mentors and role models to newcomers. 
 
Family issues make up a significant part of the content in motivational counseling. This is 
understandable since it is often family issues and family members that lead to first contact with the 
program. The specific issues cover family roles and responsibilities, health risks, hygiene, family 
management, and family planning among other subjects. 
 

Treatment 
An orientation toward abstinence and recovery of a healthy lifestyle guides the treatment component of 
the program. The main activities include detoxification and medical management by a physician and 
two medical workers. As well, psychological interventions are delivered with a heavy reliance on 
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counseling services. The typical duration of treatment is approximately four weeks, with services 
delivered at the centre and at the client’s residence. Medical care is provided for the symptomatic relief 
of withdrawal symptoms in the detoxification period, followed by the continuation of counseling services 
that were initiated in the motivational period. 
 
In some instances, voluntary referrals are facilitated to other facilities to address medical complications, 
for example gynecological problems or if there are indications of blood born disease. Referrals can also 
be made to bed based drug treatment services in Kabul and Gardez, however the limited availability of 
treatment spots at those programs must be taken into account. 
 

Follow up 
Follow up to treatment is offered to all clients. This is accomplished through home care that lasts for 
approximately one year. It is delivered by combined pairs from the counseling team at the client’s 
residence. The contact schedule provides three visits per month for the first three months, two visits per 
month for the next three months, and one visit for each of the remaining six months. Clients are also 
encouraged to contact the center if unresolved problems arise outside the scheduled visits. 
 
Individual and family counseling is provided with a view toward encouraging healthy life choices; 
occupational, financial, in relationships with the family, in establishing new friendships, and in public 
social interactions. This includes seeking out and helping other recovering clients and their families by 
encouraging a drug free lifestyle and sharing experiences. 
 

Self help network 
As an extension to the follow up process, the program has successfully encouraged the development of 
a self help network in the Kabul area. The network is comprised of people who have recovered from 
drug dependence and have formed themselves into five separate groups that meet weekly to share 
experiences and provide mutual support in furthering their treatment gains. The group members also 
informally provide information and encouragement to other drug users that are in need of treatment.  
 

D. Outcomes 
 
While the program has not been subjected to a formal evaluation, it has gained high recognition for the 
quality of service delivery and cost benefits. This is reflected in the ongoing monitoring of the program 
by IDPA, and by numerous national and international observers of the program activities. 
The following table provides a review of the program outputs over a period of six months, from April to 
September, 2005. The starting period coincides with the establishment of the new program location and 
program management in the Deh Afghanan area of Kabul. 

  

 
 
 
 
 
 
 

Program 
Activity 

Male Female Children Total Average/ Month 
 

Awareness  2896 2146 607 5649 942 
Motivation 155 269 21 445 74 
Treatment 0 88 11 99 16 
Follow up 20 170 20 210 35 
Out patient 23 1 0 24 4 
Relapse 0 7 0 7 1.2  
Referral 21 22 0 43 7 
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These services have been delivered by a total of seven professional staff, including 3 medical staff and 
four social worker/counselors (two male and two female). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The relative benefits of the current program can also be determined by a comparison of treatment 
outputs in relation to the history of service delivery at all three sites during the 32 month period of 
program operation. The results show that while some adjustment has occurred in the specific 
prioritization of motivational counseling and the four week treatment regime at Zindagi-e-Naowin, the 
overall average monthly treatment responses have increased. The current average monthly caseload 
for all treatment activities is approximately 125. 
 
Also taking into account the average of 940 monthly participants in awareness raising activities at the 
center and in the surrounding community, it is clear that overall program efficiencies have improved, 
despite the inevitable organizational challenges in establishing a new program site. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The cost benefit of this program is also noteworthy. On the basis of overall annual program costs of 
approximately USD 70,000, and deducting an estimated 2 percent of the budget for public awareness 
activities, a cost benefit of USD 77 is indicated for each of the new cases entering motivational 
counseling. 
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Favorable costing is also apparent in the delivery of awareness activities. The cost benefit for the target 
of 3000 people is approximately USD 1.50 per participant.  
 

E. Lessons learned 
 
Community based prevention and treatment services were the first of a variety of interventions to have 
been introduced by IDPA with local NGO partners in response to emerging problems of opiate misuse 
and dependence in Afghanistan. Since initiation of the services in 2003, they continue to hold a high 
priority in furthering IDPA contributions toward the development of a more effective drug dependence 
treatment system. This is consistent with the governments’ implementation plans of the national drug 
strategy to expand community based services for drug demand reduction.  
 
To date, the selection of community based treatment methods have not been supported by any study of 
comparative benefits with other treatment methodologies. However the services can be justified on the 
basis of guiding demand reduction principles that have been endorsed by the international community, 
and from the positive lessons that have been learned from the Afghanistan experience. These lessons 
include: 
 

· Community awareness, understanding and support are critical to the effective operation of 
community based treatment services. Therefore new treatment service sites have a greater 
potential impact over the shorter term if the program has dedicated public awareness activities 
that encourage community readiness to use the service. As community members recognize and 
endorse the treatment methodology, they are more likely to make self referrals or other personal 
referrals. 

 
· The motivational counseling methodology contributes toward effective client retention in 

treatment and therefore suggests a higher probability of successful outcome than would not 
otherwise occur from irregular contact. Combining the method with persistent follow up through 
outreach home care services provides an even more powerful dimension to treatment retention. 

 
· The use of a medical and psychological approach to opiate treatment through integrated clinical 

and outreach delivery is suitable to treatment populations in a variety of settings. This is evident 
in the client response to the same treatment model across a number of program sites in the 
Kabul area. 

 
· Changes in program management and program sites have occurred with a minimum of 

operational issues. This is indicative of a high degree of program adaptability that is an 
important dimension for successful program outcomes. This lesson is also relevant to the recent 
identification of a significant population of heroin injectors in Kabul and the corresponding need 
for comparatively new harm reduction methodologies in the city, including drug substitution, 
provision of condoms, and needle and syringe distribution services. 

 
· The reported data on service volume demonstrates obvious advantages to program efficiency 

by relocating the services closer to the residence of the target group. Easier access to services 
translates into larger service volume. 

 
· In the context of Afghan culture and its sensitivity to mixed gender programs, outreach home 

care services are particularly suited to the treatment of women. These services can be delivered 
within the family practices of female protection. The services lessen the burdens of family 
management, particularly child management that would otherwise need to be specially 
addressed by attending separate bed based services. As well the home care services offer a 
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certain level of confidentiality while at the same time engaging other family members in the 
treatment and recovery process. 

 
· There are distinctive program cost benefits in the recruitment and training of social 

worker/counselors as treatment generalists. This provides the program with needed flexibility to 
manage a range of counseling interventions with a relatively small group of staff: for motivation; 
post detoxification treatment including individual, group and family counseling; and follow up. 
The capacity of the same social worker/counselors to deliver community awareness activities 
also attests to the importance of cross over qualifications or training for the planning and 
delivery of prevention activities. 

 
· Effective and efficient team work, mutual staff support, and good relations with clients and the 

community are fundamental to the delivery of good program practices for demand reduction. 
Those human factors are no less important to the outcomes of Zindagi-e-Naowin, but they 
deserve mention because they influence virtually all program activities in the delivery of a 
progressive, safe, and trusted treatment regime amid a general health and support services 
environment that has significant resource limitations. 
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2. Residential Drug Prevention, Treatment and Rehab ilitation  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

Title  Residential Drug Prevention, Treatment and Rehabilitation Center 
Project Name Bahar Treatment Centre (Gardez, Paktia) 
Thematic 
Area 

Treatment of drug dependence 

Contact 
Person 

Mohammad Nasib Ahmadi 
Managing Director 
Welfare Association for Development of Afghanistan (WADAN) 
Email: nasibahmadi@yahoo.com 
Dr. Sardar Wali Shirzay 
Program Coordinator 
Email: drsardar24@yahoo.com 

Project Status Ongoing 
Beneficiaries Drug dependent persons and their families 
Stakeholders · Ministry of Counter Narcotics Demand Reduction Directorate 

· GTZ – International Services 
· Foreign and Commonwealth Office (FCO) of the United Kingdom (UK) 
· Government of Norway 
· Integrated Drug Prevention, Treatment and Rehabilitation Project of 

Afghanistan (IDPA) 
· Welfare Association for Development of Afghanistan (WADAN) 
· Ex combatants 
· Families of drug users 
· Local community leaders 
· Community members in Gardez City and surrounding area 

Funding Since 2004: Through GTZ-IS/IDPA from the Foreign and Commonwealth Office of the 
United Kingdom and Government of Norway 
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A. Background 
 
The use of psychotropic substances for the relief of stress and trauma in combat is a well known 
phenomenon of modern warfare. In Afghanistan, combatants had experienced increasing problems of 
dependence on opiates and hashish as they moved into the post conflict era after 2001. This health 
issue became more apparent as the transitional government, with the support of the international 
community, initiated the process for disarmament, demobilization and reintegration (DDR) of ex 
combatants. 
 
Paktia was the first province to be chosen for DDR with donor support from the Government of Japan, 
and toward the end of 2003 two separate consultations were organized to examine the issues of drug 
use among ex combatants in that area. Key organizational stakeholders included the United Nations 
Assistance Mission to Afghanistan (UNAMA), Counter Narcotics Directorate (CND), United Nations 
Development Programme (UNDP), United Nations Office on Drugs and Crime (UNODC) and the 
Welfare Association for Development of Afghanistan (WADAN).  
 
WADAN subsequently developed and started a treatment service with financial support from 
Afghanistan New Beginnings Program under an administrative agreement with UNDP. A therapeutic 
community (TC) treatment model was selected for the ex combatant men in Paktia. As the first program 
coordinator, Mr. Bahar designed the services on the basis of observed successes from other drug 
treatment programs that were operating in the region. The DOST Welfare Foundation, Peshawar, and 
the PENGASIH non government program at Kuala Lumpur were specially recognized for the potential 
benefit of their program philosophies and methods in the Paktia context.  
 
The TC model is characterized by an approach to treatment that uses the community, comprised of 
treatment staff and those in recovery, as key agents of change. TCs usually operate as drug free, 
violence free and sex free residential settings with defined treatment stages that reflect increased levels 
of personal and social responsibility. Peer influence is used through a variety of group processes to 
learn and assimilate more effective social skills. 
 
At WADAN, the TC model was organized around a 15 bed rented facility in the capital city of Gardez 
and after selecting medical and social worker/counseling staff, the program commenced in January, 
2004. After three months duration, the supporting technical and financial partnership was realigned with 
German Technical Cooperation International Services (GTZ-IS) as the executing agency, together with 
the Integrated Drug Prevention, Treatment and Rehabilitation Project in Afghanistan (IDPA) as the 
operational arm, and the Foreign and Commonwealth Office of the United Kingdom as the donor. The 
treatment target was expanded to accommodate any men with significant drug dependence problems. 
A prevention arm of the program was also consolidated to promote community awareness and action 
on drug issues. 
 
During the first months of operation, a rapid assessment of drug use in Gardez was carried out through 
UNAMA. The results reconfirmed earlier indicators of problematic drug use in the city, while also 
discovering other trends. This included emerging evidence about opium eating and smoking by women, 
additional to that already known about men, heroin smoking and injecting, and injecting of 
pharmaceuticals such as valium, sosegon (pentazocine) and morphine. Alcohol dependence was also 
noted in some instances. In many cases, drug use was associated with returnees from refugee camps 
in Pakistan and Iran. 
 
In 2005, the program that came to be known as the Bahar Treatment Centre (as a memorial to its 
deceased founder) was transferred to a new facility constructed with financial support from the 
Government of Japan upon land donated by local authorities in recognition of good early program 
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results. Building ownership was given to the Government of Afghanistan, allowing WADAN as the 
occupant.  
 
Further program development occurred in November, 2005 with the addition of outreach services that 
specifically targeted women with problematic drug use, while also considering the treatment needs of 
some men. A team of three women and one man were assigned to the new service, adapting treatment 
methods to a home care and harm reduction approach while also including drug education of 
codependents i.e. family members who had developed personal problems in relation to the drug using 
family member. This service also provided further strength to the aftercare element of the TC program. 
 

B. Objective 
 
The main purpose of the program is to provide effective voluntary treatment and rehabilitation to those 
who are affected by problematic drug use, and to promote community awareness about the ill effects of 
drugs. 
 
This purpose is undertaken within a broader aim to empower Afghan communities for the reduction of 
drug related problems, thereby contributing to durable peace and sustainable development. 
 
Three basic strategies are directed toward the achievement of the purpose. These include: 
 

· The delivery of pretreatment, treatment and rehabilitation, aftercare and outreach activities that 
guide and support individuals and their families through the process of recovery from drug 
dependence and reduction of drug related harm; 

· Improving public awareness about the effects and harmful consequences of drug misuse in 
Afghanistan; 

· Monitoring and documenting the program processes and outcomes. 
 
Program activities are prioritized toward treatment services with an annual target of approximately 180 
new male cases; each to be provided with one of the fifteen available beds for the treatment and 
rehabilitation element. Specific numbers of case targets are not set for the pre-treatment, outreach and 
aftercare elements. However the program infers a need to provide aftercare to all persons that have 
completed the residential element. 
 
Gardez and surrounding communities are identified as the primary geographical target, but as the 
experience and reputation of the program develops, referrals are also accepted from other provinces, 
for example from community based services in Logar and Kabul.  
 

C. Activities 
 
The program is organized for the delivery of two basic demand reduction services that include (1) 
treatment and rehabilitation and (2) awareness raising against illicit drug use.  

Treatment 
The treatment and rehabilitation component is divided into four elements. All of these elements are 
directed toward drug free recovery. Pretreatment, treatment and rehabilitation, and aftercare are 
delivered primarily to adult male drug users and their families. The therapeutic community model 
heavily influences the day to day activities of the treatment and rehabilitation element. As the forth 
element of the treatment and rehabilitation component, outreach through home care is primarily 
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directed at women in the Gardez area. This element also supports the local after care of men that have 
completed the treatment and rehabilitation element. The details of these activities are discussed below. 
 

1. Pretreatment  
The pretreatment element is delivered by two medical personnel and four social worker/counseling 
personnel on an outpatient basis at the Center over a period of one to three weeks, according to patient 
need and the availability of a vacant bed. During this time, a preliminary orientation to the treatment 
program is provided, a completed assessment is undertaken and the person is assessed for their 
readiness to enter residential treatment. Motivation counseling is usually provided to advance the 
process of readiness. A medical assessment is also given to each patient, and depending on identified 
risk factors, they may be counseled for referral to appropriate medical testing, for example in the 
identification of communicable disease such as tuberculosis, or for blood borne diseases such as 
Hepatitis B and C or HIV. Counseling is also routinely provided on the interpretation and implications 
from any positive tests. If serious acute medical conditions are identified, referral is made to the 
appropriate medical facility with provision for later reentry into the Bahar Centre treatment program. 
 
Family members are encouraged to be active participants in the pretreatment process, since they are 
often the source of patient referral to treatment and therefore have a strong vested interest in the 
process and outcome. Family members can provide important factual information in relation to patient 
assessments. Family attendance also provides an opportunity to identify and address dysfunctional 
family behavior that often emerges from exposure to chronic drug dependence. Education and 
counseling interventions at this stage provide a platform supporting the return of the patient to their 
family after residential treatment, while also helping to manage or prevent the risks of drug misuse 
among other family members. 
 

2. Treatment and Primary Rehabilitation 
Treatment and primary rehabilitation is provided to patients over an average period of 30 days by the 
same team that is responsible for pretreatment. The process begins with full admission to the program, 
social worker/counselor selection and a further orientation on program expectations, responsibilities 
and routine. The patient is then assigned a bed in the detoxification area for period of 10 to 15 days, 
depending on the severity and duration of withdrawal symptoms. The longer period is generally 
required for injecting drug users. Withdrawal is managed through symptomatic relief with the use of 
hypnotics and tranquilizers for insomnia and agitation, while non opioid analgesics are used for the 
relief of pain. Midway through the detoxification process, the patient is introduced to the regular daily 
activities of the therapeutic community. At the end of the detoxification period, the patient is moved to 
another bed that is reserved for full program participation.  
 
Rehabilitation is provided through the combined use of individual, group and spiritual therapies together 
with educational and recreational activities, all of which is bound together with the expectation of 
personal contribution and accountability for the effective functioning of the therapeutic community. 
 
Individual therapy  is provided by social worker/counselors to address specific problems associated 
with past drug use and to resolve problems that emerge from participation in the therapeutic 
community. One on one sessions also provide an opportunity for the patient to discuss confidential or 
sensitive issues that are difficult to address among their peers. 
 
Group therapy is facilitated by social worker/counselors to share patient experiences, problems and 
possible solutions. The process also emphasizes the importance of cooperation and mutual support to 
strengthen self esteem and manage the challenges of living without drug use. 
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Spiritual therapy is guided by an Islamic scholar to help patients reconcile their own attitudes and 
behavior with Islamic principles and beliefs. This therapy is given special emphasis since the Muslim 
faith has a highly significant influence upon individual and community standards of behavior in Afghan 
society. The specific objectives of spiritual therapy are; understand the Islamic prohibitions concerning 
the use of intoxicants, to encourage conduct that is consistent with Islamic teachings, and to encourage 
peer support through Islamic practices. 
 
The therapy is also reinforced by daily program activities for prayer gathering five times in each 24 hour 
period. Additionally, the patients are offered religious seminars, basic Islamic education, and education 
of Hadeth (Prophet Speeches) after the evening prayer, along with a special prayer for calmness. 
 
Education is provided by members of the treatment team to encourage the improvement and 
maintenance of healthy behavior. Lectures are provided on the importance of good hygiene, the 
prevention of HIV/AIDS, hepatitis, tuberculosis and sexually transmitted diseases. Further emphasis is 
placed on the effects and consequences of risky life styles. Interactive instruction is provided for a 
relapse prevention program (RRP); understanding the reasons for relapse and preparing methods to 
resolve the relapse indicators. Educational activity also addresses life skills with special emphasis 
upon: positive social behavior with family, relatives, friends and the public; responsibilities in the family; 
problem solving; family planning; health maintenance; decision making; and basic understanding of the 
law. 
 
Sports and recreation  activities are promoted to all patients that are capable of participating. Under 
the guidance of a social worker/counselor, volleyball is facilitated in both morning and evening times. 
Free exercise is also encouraged. Recreation activities include live music for the patients to sing and 
dance (atane milli), badminton and board games. Video education and movie entertainment is provided 
along with regular television viewing. As well, walk outs and community visits for sight seeing are 
offered weekly. 
 
Morning meeting  is central to the daily and overall therapeutic community experience. Facilitated by 
the staff team, and led by a patient on a rotating basis, the meeting is geared toward the development 
of prosocial attitudes, behaviors and responsibilities through a structured agenda that includes: 
 

· Selection of a daily topic to be discussed by all patients in their free time with a requirement to 
report back to the group with comments on the following day; 

· Self admitted mistakes over the previous 24 hours and commitment toward improvement; 
· Mistakes identified by other patients with related advice on corrective measures; 
· Expressions of appreciation to other patients and staff for noteworthy activities; 
· Review of any issues arising in the management and organization of the residence, together 

with suggestions for improvement; 
· Self disclosure about feelings and progress on any or all aspects of the treatment experience 

over the past 24 hours; 
· A description of activities for the day to reinforce engagement to them; 
· A description of important news events through a preassigned review of radio, television and 

print media; 
· Refreshments and short forms of entertainment from each patient and staff member, including 

songs, poems, jokes etc; 
· Assignment of community responsibilities to each patient for the following day and meeting, for 

example reading of the Holy Quran, describing the topic of the day, etc; 
· Assessment and verbal report on perceived benefits and limitations of the meeting; 
· Recitation of the special prayer for calmness at the end of the meeting. 
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The treatment and rehabilitation element for each case is normally concluded through a meeting among 
the treatment team and patient. Progress and achievements are discussed, together with plans for 
aftercare. In some cases, an extension of time for the treatment and rehabilitation element is arranged 
if the need is indicated. 
 
Completion of treatment and discharge from the Centre is normally coordinated with family members 
that assist the patient’s return to their home. 
 

3. Aftercare 
After care service is considered to be an essential element of the treatment and rehabilitation process. 
Through a variety of methods, aftercare is delivered by members of the treatment team with the 
objective of maintaining or improving upon gains that were made during the first portions of the 
program. Staff contact and interventions are also offered in the event of potential or actual relapses. 
Home visitation is the main feature of the aftercare element; provided once every two weeks over a 
scheduled period of five months. Patients that live close to the Center are also encouraged to return on 
a weekly basis. Those in more remote areas are visited on a monthly basis. Telephone contact is also 
used with patients and their families. 
 
Job placement is an important priority of aftercare services. As well the service organizes expatients 
into self help groups in their respective villages. New groups are encouraged through the voluntary 
assignment of group leader responsibilities to patients during their treatment and rehabilitation period. 
Through a similar process, the development of family and community support groups are also 
encouraged. 
 
The Centre has operating agreements with other treatment programs to conduct pretreatment and 
aftercare services. These arrangements most often arise when the other program does not have a 
residential component and has provided the initial referral to the Centre. 
 

4. Outreach  
The outreach element is the newest addition to the program, having started in November, 2006 with the 
specific intention of assisting women in the alleviation of their drug problems. Delivered through a home 
care service, the main features include assessment, motivational counseling of the individual and their 
family, and drug education. Medical assistance is also provided for the relief of withdrawal symptoms. 
The schedule of the service is determined by the intensity of need. The service is provided by a three 
person team of women, including the team leader who is a social worker/counselor, a health worker, 
and one other social worker/counselor. One male social worker/counselor from the regular treatment 
team facilitates the process. 
 

Awareness raising 
The program also offers community awareness raising services for the prevention of substance misuse 
while also profiling the treatment program. Prevention strategies are advocated with social multiplier 
groups that can influence larger populations. These groups include Pesh Imams, teachers, students, 
police and community leaders, any of which may have potential influences upon larger groups. 
Prevention activities are also linked to annual celebrations such as teacher’s day, mother’s day and 
international day against illicit drug use and trafficking. Paktia and its neighboring provinces are the 
main geographical target for the prevention activities, generally scheduled once every two months. 
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D. Outcomes 
 
Accumulated data on the program outcomes is reported from April, 2004, the time at which IDPA 
became associated with the Bahar Centre, until the most recent report at the end of January, 2006. 
During the 21 month period, the program for pretreatment, treatment and rehabilitation and aftercare 
has served a total number of 619 new cases. Based on an approximate budget of USD 137,000 for the 
same reporting period, the cost benefit for each new treatment case is roughly USD 221. Since some of 
the budget resources have been used for public awareness activities, the actual cost benefit per 
treatment case is slightly less than the estimate. 
 
Abstention from drug misuse is included as a primary indicator for recovery and relapse. Using that 
indicator for the Bahar Centre program, the relapse rate over the reporting period of 22 months is 
estimated at 27 percent. This is well below normal relapse rates for conventional 30 day residential 
treatment programs for opiate dependence in other countries where the rate often ranges from 50 
percent to higher levels over a one year period. 
 
The details of the treatment and public awareness program activity are described in the following table. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The outreach program element is relative new in the history of the Bahar Centre, having started in 
November, 2005, with reports available over a three month period to the end of January, 2006. Budget 
and staffing for the service is separately provided with current estimates at approximately USD 1,900 
per month. 
 
The details of the outreach service activities are provided in the following table. 
 
 
 
 
 
 
 
 
 
 
 

Program Activity Number 
Pretreatment cases 619 
Treatment and rehabilitation cases   354 
Injecting Drug Users   48 
Multiple drug administration (IDU, smoking, eating)   9 
Hepatitis confirmed 5 
HIV/AIDS confirmed 1 
Leave Against Medical Advice   24 
Aftercare cases 365 
Individual counseling sessions  2,053 
Group counseling sessions   543 
Participating families  784 
Relapse rate 27 % 
  
Public awareness participants 24,607 

Program Activity Number  
Pretreatment cases/motivational counseling 55 
Treatment cases   30 
Hepatitis confirmed 0 
HIV/AIDS confirmed 0 
Withdrawal from services 19 
Aftercare cases (from the residential element) 21 
Visited families  57 
  
Awareness raising of family members 270 
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E. Lessons learned 
 
Bed based services are considered to be an essential component of the drug dependence treatment 
system in Afghanistan. The need for this type of service is reflected in the ongoing high number of 
applicants that wait for residential admission, often 200 or more at any given time at any of the four 
sites that are partners to IDPA. 
 
The Bahar Centre has developed a program that adopts many principles of a therapeutic community 
model, while also putting an emphasis on the non residential elements of pretreatment and aftercare. 
This balance of residential and non residential service allows for patient retention in treatment over a 
period of approximately six months. Good outcomes are often related to the duration of treatment and 
this appears to be evident in the relatively low relapse rate for Bahar Centre patients, largely comprised 
of opiate using people, including injectors, whose pattern of drug use is associated with a very high 
dependence liability. With the short duration of residence in the program, the Bahar Centre has also 
addressed the issue of cost benefit that is often recognized as a limitation in traditional therapeutic 
communities where admission for periods of six months to one year or longer is not unusual. 
 
The comparative study of outcomes with other treatment models and programs has not been 
undertaken with the Bahar Centre program. Never the less, there is sufficient confidence in the results 
to justify an extension of the model into other provincial locations. Since 2005, IDPA has advocated and 
supported an adapted version of the program in the province of Kandahar.  
 
The credibility of these treatment efforts are also reflected in the following lessons: 
 

· While family support is generally recognized as a predictor of more successful treatment 
outcomes, in Afghanistan there is even more credence given to family participation in the 
treatment process, because the extended family structure is so influential on the daily life of the 
recovering person. Evolving experience has shown a direct relationship between dysfunctional 
family relationships and the tendency toward relapse; 

 
· Spirituality therapy is particularly relevant to the Bahar Centre approach to treatment, because it 

mirrors the religious and social life of most Afghan people, and reinforces both customs and 
beliefs that ex patients are expected to acknowledge and practice; 

 
· Employment and employability are associated with continuing recovery, and the absence of a 

job or job skills is related to relapse. As the treatment process directly involves the patient and 
their family in job seeking, the opportunities for employment are enhanced;  

 
· Treatment outcomes are not necessarily related to the length of time spent in the residential 

element providing there is a continuity of service delivery from the first treatment contact to the 
completion of aftercare; 

 
· The importance of home care methodology for the delivery of aftercare should not be 

underestimated. It provides an opportunity for the realistic review of progress within a family 
setting while also offering a personalization of service that is also related to successful 
treatment outcomes; 

 
· Abstinence goals and harm reduction goals can be compatible within the same treatment 

program if they are supported by appropriate methods. The Bahar Centre has demonstrated 
that abstinence goals have not been compromised in the therapeutic community, while new 
harm reduction approaches have been initiated through its outreach services; 

 



-19- 

· Strong partnerships between treatment agencies can yield good treatment results if there is a 
clear understanding of the respective agency roles, functions and conditions. This has been 
evident in the relations between the Bahar Centre and referring community based treatment 
services, for example at Logar province; 

 
· Community mobilization activities have a direct bearing on both the reputation and use of 

treatment services. Engaging community members in either prevention or treatment advocacy 
can yield treatment program benefits, including political and financial support, as well as 
improved referral and access to treatment; 

 
· The personal profile of treatment staff has an important influence on treatment results, 

particularly in a therapeutic community that incorporates modeling behavior as part of the 
resocialization and skill development process. A high regard for professional ethics is therefore 
required from all staff. This need also extends to the local community that associates personal 
behaviors of staff with the reputation of the center. 
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3. Prevention Through Community Mobilization 
 

 

 
 
 
 
 
 
 
 
 
 

Title  Community awareness and training of social multipliers 
Project 
Names Training workshops, community awareness campaigns, anti drug exhibitions 

Thematic 
Area Prevention of substance use 

Contact 
Person 

Dr. Abdul Rahman Athar 
Director, 
Shahamat Health and Rehabilitation Organization (SHRO) 
Kabul 
Email: abdulrahman_athar2003@yahoo.com; shro786@yahoo.com 

Project Status Ongoing 
Beneficiaries Teachers, students, community leaders, mullahs, community elders and the public 
Stakeholders · Ministry of Counter Narcotics Demand Reduction Directorate 

· GTZ – International Services 
· Foreign and Commonwealth Office (FCO) of the United Kingdom (UK) 
· Government of Norway 
· Integrated Drug Prevention, Treatment and Rehabilitation Project in 

Afghanistan (IDPA) 
· Shahamat Health and Rehabilitation Organization (SHRO) 
· Communities in Kabul, Badakshan, Paktia and Herat  

Funding Since 2004: Through GTZ-IS/IDPA from the Foreign and Commonwealth Office of the 
United Kingdom, and Government of Norway 
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A. Background 
 
The Shahamat Health and Rehabilitation Organization (SHRO) was established in 2001as a response 
to the emerging needs of Afghan people living at the Khurasan Refugee Camp in the Northwest 
Frontier Province of Pakistan. Like other refugee camps in Pakistan and Iran, residents were exposed 
to many risks and few protective factors in managing their vulnerability to drug misuse and 
dependence. Initially SHRO conducted a drug use assessment in the Khurasan Camp, then began a 
process of awareness raising through seminars, meetings, mosque gatherings, wedding parties and 
other social events. Parallel effort was also directed toward the establishment of a clinic for drug 
dependence with a treatment and rehabilitation program that included some vocational training. 
 
Many refugees began to migrate from border camps back to Afghanistan in 2002, and SHRO moved 
with them at that time. A new partnership was established with the Integrated Drug Prevention, 
Treatment and Rehabilitation Project in Afghanistan (IDPA) in 2003, and SHRO started to adapt and 
apply earlier experiences for the training and development of social multipliers; a process to build drug 
prevention knowledge and skills of influential community members and organizations, allowing for wider 
applications to their respective audiences.  
 
Kabul was selected as the first geographical target for SHRO prevention activities. This coincided with 
the development of new treatment services in the city by another non government organization. As 
IDPA subsequently expanded its package of prevention and treatment services in 2004, the social 
multiplier strategies of SHRO were also extended to include Badakshan and Paktia provinces. In 2005, 
IDPA again expanded its coverage. SHRO services were extended to the province of Herat where new 
activities have been implemented for prevention as well as treatment.  
 

B. Objective 
 
The partnerships between IDPA, SHRO and the respective communities are reflected in a number of 
specific projects, each with their separate objectives. However there is a reoccurring theme that 
generally aims to contribute toward local drug demand reduction by raising community awareness for 
the prevention of drug misuse and drug dependence through the training of community members as 
social multipliers. This aim responds to an issue of readiness in which many vulnerable Afghan 
communities have only a vague awareness about individual, family, school, peer and community 
factors, other than the supply of opiates, which are relevant to the prevention or development of local 
drug problems.  
 
The general aim is also consistent with the national drug strategy for Afghanistan and the 
implementation plan for demand reduction that includes the training of trainers as social multipliers to 
increase drug awareness. 
 

Strategies 
SHRO has a standardized program strategy for “universal” programming that addresses the entire 
population with messages and activities aimed at preventing or delaying the use of drugs by providing 
all individuals with information and skills necessary to prevent drug related problems. 
 
The strategy is supported by the following sequence of work: 
  

· Data on local knowledge and attitudes about drug use is collected from the targeted 
community; 
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· A project design is established; 
· The project and its specific objectives are introduced and reviewed with relevant local 

government authorities such as the Ministries of Education, Haj and Auqaf (religious 
affairs), Labor, and Social Affairs; 

· Temporary training centres are established; 
· Qualified training and resource persons are contacted and selected; 
· Prospective training personnel are introduced to teaching materials; lesson plans are 

drafted; 
· The process, materials and expected results are subjected to peer review among SHRO 

staff, trainers and representatives from the target group;  
· A schedule is established, in cooperation with the target group, for the delivery of 

training workshops; 
· The workshops are delivered at sites that are convenient to the target group; 
· Pictorial and narrative reports are prepared to monitor participation, activities, processes, 

outcomes and lessons learned; 
· A report of the outcomes is distributed to key stakeholders, including IDPA; 
· Follow up activities are provided to support and reinforce new knowledge and skills. 
 

C. Activities 
The prevention activities are organized through the development of discreet projects that generally fall 
within three broad categories: school based social multipliers with a specific focus on teachers and 
students, community awareness campaigns that use social multiplier training techniques in combination 
with mass media presentations, and “anti drug” exhibitions that are also directed toward community 
awareness. 
 
School based social multipliers 
Training of teachers and students is the mainstay of the SHRO prevention program. These targets are 
chosen because of their large potential scope of influence, while also recognizing that high school 
students are especially vulnerable to the onset of drug misuse. A training of trainers approach is 
combined with the selection and use of drug demand reduction experts to achieve the following specific 
objectives: 
 

1. To train high school teachers for the dissemination of anti drug messages to students; 
2. To disseminate drug awareness information to the local community; 
3. To reinforce and build upon the interest and positive behavior change achieved in an earlier 

phase of teacher training (if any); 
4. To maintain regular contact with the network of trained teachers and encourage continuing 

awareness activities in the schools; 
5. To refine or revise the training methods on the basis of earlier lessons learned; 
6. To document the approach, process and outcomes. 

 
The specific objectives are supported by a strong emphasis on participation, allowing the discovery of 
user friendly learning techniques. This process enables the teachers to develop a level of confidence in 
the techniques that is sufficient for application in their classrooms. The teaching techniques include; 
lectures, the snowballing method of collecting information, discussion, questions and answers, role 
playing, demonstration, brain storming, group work process, use of TV, video and projector media. 
 
The content of the workshops typically includes: 
 

· Short history of drug use and addiction 
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· Classifications of drugs 
· Drug effects on body systems 
· Narcotic use and pregnancy 
· Social effects of drugs in communities 
· Drug use and crime 
· Islamic point of view about drug use 
· Treatment of addiction 
· Community rules for the prevention of drug use 
· Teacher rules for the prevention of drug use 
· Follow up methods in schools 
· Participatory methods to involve the local community 

 
As recipient schools have developed teacher capacities for drug prevention education, SHRO has also 
introduced peer education programs with students through an adaptation of the standardized program 
strategy. Groups of 60 voluntary students are involved in a workshop format under the instruction of 
previously trained teachers, with support from SHRO staff. The workshops include specific assignments 
to develop pictures, graphics and articles related to the workshop content. Successful completion is 
determined by examination and a commitment to personally advocate prevention messages with at 
least 10 other peers. Recognition of the student achievement is provided with medals, honor logos and 
special stationary. As with the standard program strategy, SHRO also provides follow up services to 
reinforce and build upon the network of trained students. 
 

Community awareness campaigns 
SHRO also adapts its standardized programs in schools for wider application in targeted communities. 
Mullahs, community leaders, some farmers, and police are the main groups of interest to SHRO. In 
addition to the usual planning and delivery mechanism, local media are also engaged in the awareness 
process. Local television and radio stations are guided in the production of round table discussions and 
commentaries from SHRO staff and others from the community, including those being trained. School 
and university students are encouraged to use their dramatic skills in the preparation and delivery of 
plays that are also broadcast. Print media is also used to publicize anti drug messages. 
 
Variations of the campaign methodologies are also employed for special events such as the June 26 
international day against illicit drug use and trafficking. 
 

“Anti drug” exhibitions 
Exhibitions are used by SHRO as another device to raised community awareness for the prevention of 
drug misuse. The event specific process begins with the recruitment of appropriate staff, followed by a 
series of community consultations to determine the content, scale and location of the exhibits. The 
selection of locations is not only influenced by the need to access groups at risk, but as well by the 
potential for sponsoring sites to influence prevention in the longer term. For example, the provincial 
departments of education, culture and information, Haj and Auqaf (religious affairs) can each contribute 
to prevention strategies from their respective mandates.  
 
Large public exhibitions are often established in city parks or other main areas of public gathering. 
Smaller exhibitions are offered at venues such as district halls and schools. 
 
 Exhibition methods often include video presentations, pictures and drawings (some of which have 
been collected through school based programs), information charts and tables, live drama 



-24- 

performances with drug related themes and music shows. On site consultation with SHRO staff is also 
available, together with information about referral to drug dependence treatment. 
 
Media strategies similar to those in community awareness campaigns are also used to advertise the 
exhibits and reinforce the prevention messages. 
 

D. Outcomes 
 
The results of SHRO prevention activities are evident in the following table covering specific projects 
from April 2003 through December, 2005. A major project for anti drug exhibitions was also initiated at 
Herat in February, 2006 and it is in progress at the time of this study. 
 

 
 
Staffing configurations have varied according to the size and duration of each project. However the 
teacher training projects were typically completed with a staff complement of four, including a 
coordinator, training assistant, community mobilizer and administrative officer. 
 
Based upon the total budget of all prevention projects in 2004 and 2005, the cost benefit is 
approximately USD 68 for each direct beneficiary or USD 1.74 for each indirect beneficiary. 
 

Project Title Start 
Date Target Group Direct 

Beneficiaries 
Indirect 

Beneficiaries 
Teacher training workshops Kabul 04/03 Teachers 225  
Teacher training workshops Kabul 08/03 Teachers 250  
Teacher training and follow up from previous 
workshops Kabul 

03/04 Teachers 225 13,500 students 

Community awareness campaign Badakshan 05/04 
Teachers 
Mullahs 
Elders 

120 5,000 students 
13,000 community members 

Teacher training workshops Gardez 05/04 Teachers 125 7,500 students 
45,000 family members 

Teacher training and follow up Kabul 07/04 Teachers 200 8,000 students 
40,000 family members 

Training of social multipliers and community 
awareness campaign Badakshan 

08/04 

Teachers 
Mullahs 
Leaders 
Police 

Farmers 

120 2,500 students 
13,000 community members 

Teacher training in Kabul Province 01/05 Teachers 100 4,000 students 
20,000 family members 

Teacher refreshment training and student 
survey Kabul 

05/05 Teachers 
 

120 2,400 students 

Holistic response to drug use in Kabul and 
Badakshan (peer support) 

08/05 Students 1080 10,800 students 

Training of teachers and other social multipliers 
in Kabul 

11/05 

Teachers 
Orphanage 

teachers 
Religious 
scholars 

 

240 14,000 teachers and mosque 
attendees 

Training of teachers and other social multipliers 
in Herat 

11/05 

Teachers 
Orphanage 

teachers 
Religious 
scholars 

 

240 14,000 teachers and mosque 
attendees 

Projects total  3,045 304,700 
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E. Lessons learned 
 
A number of useful lessons are apparent in the emerging experiences of SHRO: 
 
 

· Consultation with community stakeholders in the project planning phase is critical to the success 
of an intervention, since it not only provides a framework for institutional support in the selection 
and engagement of social multipliers, but also informally facilitates public security for the project 
that cannot be automatically assumed during the current climate of political and economic 
development. 

 
· The combined attention to competence and network development has distinct advantages in 

pursuing an expanded scope of universal prevention activity while also providing a capacity to 
address more specific risk and protective factors of more vulnerable populations. This is 
especially evident in the development and ongoing support of networks for trained teachers that 
have subsequently served the introduction of more specific programs for student peer support. 

 
· SHRO has fully recognized the limitations in learning, competence development and confidence 

development from the delivery of single training workshops for social multipliers. Follow up 
workshops and ongoing consultation with targeted schools help to ensure a more lasting 
motivation and related sustainability of prevention activity by the target group. 

 
· Community recognition and positive feedback about SHRO community awareness campaigns 

reinforces the importance of using combined prevention strategies rather than single ones. This 
is especially evident in the linkage between social multiplier workshops with community leaders 
etc. and the use of local media for prevention advocacy. The linkage also allows for exchange of 
similar content across strategies and the reinforcement of priority prevention messages. 

 
· Visible public benefits accrue from the development of sustained partnerships between 

international agencies, such as GTZ, and local non government agencies such as SHRO. Over 
time, these partnerships can offer synergies in prevention outcomes and the development of 
mutual institutional capacities that might not otherwise be available from more casual or limited 
partnerships.  

 
· Evolving program experience has shown that greater attention to more specific risk and 

protective factors can emerge from the adaptation of international good practices, provided that 
enough attention is directed toward local culturally priorities. This is evident by the incorporation 
of specific sessions about Islamic principles and practices into a training curriculum that is 
otherwise fairly representative of community mobilization strategies for the prevention of 
substance abuse as reported within the international community. 

 
· There are obvious benefits in scope from the training of social multipliers with respect to overall 

impact on public awareness of drugs issues. In turn this result provides greater overall 
opportunity for community changes that anticipate and respond to drug demand issues.  

  

Designed by: Mahboobullah, IDPA 
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