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At the Interface of Buddhism and Western Approaches to
Youth Substance Abuse in Bhutan : A comparison of client
and agency understanding of treatment and effectiveness
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Thesis summary

The increasing rate of substance abuse and addiction especially related to cannabis,
among the youth population has become a social concern in Bhutan. With the
development of a number of treatment responses, it is timely to undertake an in-depth
study to understand the impact of the Bhutanese cultural context on the clinical
approaches taken by various agencies and the factors that contribute to the effectiveness
of the treatment approaches. Through document analysis, four treatment contexts in the
field of substance abuse and addiction were distinguished in Bhutan: i) Government
agencies represented by the Bhutan Narcotics Control Authority(BNCA), Ministry of
Health, Ministry of Education, Education and Training Institutions; ii) Buddhist
monasteries, comprising of Buddhist monks from the Zhung Dratshang(Central
Monastic Body); iii) Civil Society Organizations, comprising of two rehabilitation
centres -the Institute of Wellbeing and Samzang Residential Drug and Alcohol
Rehabilitation Centre and iv) Community Outreach, represented by the Buddhist monk.
Participants across the four treatment contexts including 20 clients and 18 program
implementers were interviewed for the study. Three main themes emerged from the data
namely distinguishing treatment approaches; factors contributing to the effectiveness of
treatment; and antecedents to substance abuse and addiction.

This study employed two phases of data collection. In phase 1, review of the four
identified treatment contexts via document analysis revealed four broad treatment
approaches for further exploration: Western approach, Buddhist approach, Community
Outreach approach and Mindfulness-based approach. These categories were explored
in the analysis of the data generated in the interviews conducted in Phase 1. Phase 2
data collection emerged from Phase 1 data on the basis of difference between program
implementers and clients’ perceptions of factors contributing to the effectiveness of
treatment. Phase 2 of data collection was divided into three parts. Data responses from
clients in Phase 1 was analyzed to construct a rating scale; the rating scale question was
administered to program implementers (n-18); and data via open-ended interviews were
collected from program implementers on factors contributing to effectiveness of the
treatment approaches.

This study revealed the adoption of four distinct treatment approaches in the four
treatment contexts namely the Western approach involving the application of the
conventional counselling and therapeutic approaches; Buddhist approach or the
Choeshed Layrim which includes religious educational discourse centered around
looking into one’s inner goodness and understanding the Buddhist belief in “karma” -



cause, conditions and effect: Community outreach services primarily done through
voulunteerism without any formal association to any organization; and
Mindfulness-based treatment approaches which mainly involves mind training,
meditation and introspection. Mindfulness-based treatment approaches were found to
be further divided into Western secular mindfulness and Contemplative mindfulness;
the latter integrating both Buddhist principles and Western psychology. Of these four
main approaches, the mindfulness-based approach was found to be the most prominent,
and its implementation in the four treatment contexts was found to be dependent on the
program implementers’ own knowledge and skills in the practice of mindfulness.
Interestingly, irrespective of the application of Western secular mindfulness or
Contemplative mindfulness approach in the treatment, the Buddhist influences was
evident given the Buddhist religious background of the majority of the participants.

When it came to distinguishing the factors contributing to treatment effectiveness, the
study revealed that personal qualities of the program implementers such as caring and
having a positive nature, including being non-judgmental were identified by both the
clients and program implementers as the key contributors to the effectiveness across all
treatment approaches. The study concluded that this valuing of personal attributes is
likely guided by the cultural and religious setting of Bhutan as most of the program
implementers views are predominately based on Buddhist philosophy which is deeply
embedded in their culture and values. While clients in turn, because of the values and
culture setting of Buddhism would be attuned to and place value on the role of positive
personal qualities.

This study has indicated some implications for policy, practice and the status of
knowledge in the field of treatment approaches especially for stakeholders in Bhutan;
as well as direction for further research. This study provides a credible baseline for
Bhutan Narcotic Control Agency, civil society organizations, government agencies,
education sectors and other relevant stakeholders. In addition, this study also provides
a baseline for future researchers to conduct research related to youth substance abuse
and addiction treatment in Bhutan. In conclusion, the significance of this study
revealed that treatment of youth substance abuse and addiction in Bhutan indicates that
treatment approaches across different treatment contexts are impacted by the interface
of Buddhism with both clinical Western approaches and contemporary secular
mindfulness-based approaches. While a high value placed on personal qualities of
program implementers in terms of effectiveness of treatment, further supports the
interpenetration of Buddhism and Western approaches within the Bhutan context.

Key words: Buddhist approach, Western approach, Mindfulness-based approach,
substance abuse, addiction, treatment contexts, Choeshed Layrim.
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