Report on Southern Africa: Harm Reduction Coalition

The issue of drug use, and drug user health, on the African continent has largely been eclipsed by other overwhelming economic, political and structural problems. Evidence suggests that drug use, and consequential problems related to the consumption, manufacture, and trading of drugs is rapidly increasing. Poverty, drug use, and high rates of HIV infection in Southern Africa, laced with an absence of hope, make for a devastating and volatile mix.

Regional Summary

The Southern African Development Community (SADC) was established in 1992 as a formal partnership between the Heads of State and the South Africa Development Co-ordination Conference. In its present form, SADC is a regional alliance comprised of 14 member states possessing a combined population of approximately 200 million persons.

SADC envisions a communal future that sees "economic growth, an enhanced quality of life, and the attainment of collective self-reliance" for its constituents. SA DC recognizes that these developments are reliant on the alleviation, and ultimately the eradication, of poverty, and acknowledges that the high incidence of HI V (and drug use) in Southern Africa is a key threat to these objectives.

With funding from the European Union (EU), SADC initiated the Regional Drug Control Protocol (SRDCP). A preliminary function of the SRDCP was the establishment of the SADC Epidemiological Network on Drug Use (SENDU). Modeled after epidemiological networks in the United States and South Africa which track drug trends in cities and regions, SENDU compiles drug-related data on a country-by-country basis. SENDU utilizes the SA DC Drug Control Database, which primarily focuses on data relevant to country-specific drug control situations, as well as national contact points and programs. SENDU reports on their website that there are a number of limitations associated with the use of the SADC Drug Control Database: "[D]ata are often not available, the data that is available is not always relevant, too many authorities are involved in data collection, and the questionnaire used is too complicated." (http://www.sahealthinfo.org/admodule/sendubackground.htm )

At this point, the key area of regional concern is the termination of financial support from the EU. In addition to the loss of funding, the SADC staff person responsible for the management of SENDU has moved to another continent, combining to make access to pertinent information a virtual impossibility. Lastly, the SENDU website appears not to have been updated since the last meeting, held in 2004, indicating the degree of difficulty facing this particular regional structure.

SADC acknowledges there has been a rise in heroin consumption and injection drug use on the east coast of Africa, and has moved to declare that the incidence of HI V and IOU is an "emerging problem"). SADC has no immediate intervention plan for HIV among IDUs; rather, SADC has proposed to observe the progress and outcomes of the recently launched needle exchange and substitution therapy programs in Mauritius.

Summary by Country

Botswana

The great difficulty in tracking current drug trends in Botswana was made evident during a visit to the country's Ministry of Health. Readily conversant with SENDU, the staff representative at the Ministry of Health disclosed that the person responsible for furthering the data collection for SENDU in Botswana was absent and therefore no one was driving any ongoing efforts. The principal source of information on drug issues emerging from Botswana is law enforcement.

Drug and Alcohol Use:

The National Drug Enforcement Taskforce has identified cannabis as the major drug problem in the country, although they indicate that other drugs are being used among the higher strata of Botswana society. Additionally, concerns were raised concerning the possibility of methamphetamine manufacturing outfits and laboratories being set up over the border from South Africa, as well as the prospect of increased methamphetamine consumption in local communities. These suspicions have not yet been confirmed.

Substance Abuse Treatment:

Currently, there are no drug treatment programs in Botswana.

Zambia

Harm reduction-related services are largely absent in Zambia, though a few individual organizations have incorporated specific harm reduction interventions as part of their programming. Sex work is a critical intervention point throughout Southern Africa and is a point of intersection for substance use and higher-risk HIV behavior, owing to the large incidence of poverty-based survival sex. Sex tourism, and the use of younger men by older women, is a phenomenon, yet remains an issue with limited visibility. Substance use is pervasive among sex workers and street youth, although it is sex work that fuels substance use and not vice versa.

Most service providers express greater concern with issues pertinent to the sex industry, than with the substantially limited resources available in the field of drug intervention. Given the overlaps in clients between these two sectors of social services, there is great opportunity for collaboration, cross-training, and service coordination.

Drug and Alcohol Use:

Alcohol, inhalants and cannabis are the most commonly used substances in Zambia, although there is noticeable heroin and crack use. Alcohol licensing laws are in place, though rarely enforced, and homemade alcoholic drinks are widely available. Zambia is a transshipment point, so it can reasonably be expected to experience a marked increase in spillover drug use.

Substance Abuse Treatment:

There is no drug treatment in Zambia. Persons with substance use problems are referred to care at the Chainama Hills psychiatric hospital, as drug problems fall under the auspices of mental health departments. The sex worker drop-in center "Tasintha" (We Have Changed) in Lusaka provides psychosocial support, health services, spiritual counseling and skills training (of which mechanics is most popular), although the program does distribute condoms when conducting outreach. The slogan on their gate reads, "I f you cannot reform a thousand sex workers, then reform just one."

South Africa

I can replace my husband. I can't replace my son. "

- From the mother of a heroin addicted son, who decided against throwing him out of the house over her husband's objections

"Anywhere in the world people drink more when they don't have anything. "

- Lucky, a resident of the Langa Township

Each South African province is required to establish an independent drug plan, and municipalities within each province similarly are to develop their own. In Cape Town, the city has a developed plan (attached), which does not explicitly identify any particular strategy it does incorporate harm reduction interventions into the plan, such as mobile outreach. In addition to a unique drug plan, each individual jurisdiction must create a drug action committee.

Implementation of the National Drug Master Plan falls under the auspices of the Department of Social Development, though responding to substance use does not appear to be a departmental priority. There is skepticism towards substance use problems at the highest level of the Department. (e.g. "Non Governmental Organizations exaggerate the problem for their personal gain"; "Subutex is over prescribed"; "I can't see how syringe exchange help people.") However, given that harm reduction is written into the NDMP, the opportunity is there if it can be seized. At the provincial level, officials can clearly articulate a synergistic approach between prevention, treatment and law enforcement. However, at all levels of government any resistance to harm reduction is and if approached sensitively can be overcome.

Dr. Charles Parry of the Medical Research Council of South Africa has provided the most comprehensive overview for alcohol-related policy direction in South Africa. A recent alcohol and harm reduction conference held in Cape Town was controversial due to the close involvement of the liquor industry, resulting in the event being boycotted by some prominent South Africans. Alcohol is a key component of any strategy, as it is a concern mentioned by elected and appointed officials as well as researchers, academics and staff of non-governmental organizations.

Law enforcement in South Africa is viewed with justified skepticism, especially the South African Police Service. One former drug dealer mentioned receiving a police escort home from the airport whenever he needed to fetch a new drug supply. However one police official offered the following thoughts: "Police are not the solution to community problems. They are hampered by too many restrictions and red tape. There is no synergy between non-governmental organizations." He added, "Addicts are stigmatized unnecessarily as criminals and should be treated as people with health problems; accordingly, a multi-pronged holistic approach is needed."

Drug and Alcohol Use:

As in other parts of Southern Africa, alcohol is the drug most commonly identified as the primary substance being abused. Police check points targeting drivers under the influence of alcohol are unpopular but tolerated. Drunken pedestrians are a serious concern.

Marijuana use is common though its use is not anyone's immediate concern. It is only upon inquiry into its usage that it becomes an issue of public concern or perceived as potentially problematic.

Heroin use is increasing in regions of South Africa. Although it is available throughout the whole country, the use of heroin is more pronounced in the provinces of Mpumalanga, Guateng KwaZulu-Natal and the Western Cape. Injection drug use is uncommon and primarily isolated to more affluent white communities. There are pockets of injection drug use -- especially among male sex workers, and to a lesser degree among other men who have sex with men and female commercial sex workers -- though in general injection drug use has not been part of the larger community norm. Heroin is usually smoked with marijuana or chased off foil. It is regionally marketed as sugars, pinch, unga and olosto.

Heroin use is having the most negative impact among younger black, Indian and colored youth. Hepatitis C is not common due to low rates of injection drug use and this is supported when users are screened. Overdose fatalities appear to be infrequent, but that is possibly due to lack of surveillance or post mortem inquiries. With the high prevalence of alcohol use, one would assume that fatal overdose deaths go unreported.

Methamphetamine (or tik) is the most frequently used drug in the Western Cape Province, although it is available elsewhere and heroin is a close second. Methamphetamine is smoked and rarely injected. It has predominance in the Colored and White communities but similar to other parts of the world it has a function in the gay male community where it is more often linked to sexual activity. In line with the global problems associated with methamphetamine, the drug is cheap, locally manufactured, and associated with 'gangs' and violence. No there's a bunch of white and black people too - they just don't get to treatment. The whites because they're lower income group - so can't afford private centres and don't qualify for the others and the blacks because there are NO treatment services that are culturally competent and they don't even know there is such a thing as treatment!


Substance Abuse Treatment:

Drug treatment is not readily accessible to most citizens. Recommendations for accessing treatment include having individuals arrested, put through the courts and hope they get mandated to treatment. Outsourcing problem drug users to rural areas or relatives is another intervention. Abstinence is the primary goal and any drug use is discouraged even though clinically it is not a sustainable position.

The treatment programs that are in operation while varied in theory and practice, enjoy questionable levels of success quite similar to treatment programs worldwide. The largest coordinated network of programs falls under the auspices of SANCA, each SANCA site operating as an independent entity. There are many private clinics that offer traditional services - counseling (group, individual), religious based groups, family support, and others that cater primarily to particular religious beliefs. One program in Durban is supported by the Art of Living Foundation, which emphasizes mind over matter, incorporating exercise, life skills, breathing and dietary change (fresh fruit and vegetables). As elsewhere there is a high drop out rate.

Maintenance therapies are highly effective, though they are currently not available in South Africa. Methadone is available as physeptone, and then only as a cough medicine not so it's used for most detoxes from H. and there are some Drs running maintenance but illegally and without monitoring - just money. Medical practitioners and substance abuse service providers in South Africa have markedly mixed attitudes towards Subutex. All report that they feel uncomfortable prescribing this medication, and more importantly have no frame of reference for treatment provision. Few, if any, providers recommend long-term maintenance on subutex. Due to medication being unaffordable, by default it serves mainly as a detoxification treatment. Subutex as a therapeutic intervention, in one section of the city is regarded as "a miracle drug," and in others as a treatment "of unproven efficacy".

Subutex, though it is prescribed, is most often beyond the reach of the drug users most in need owing to its high cost. Without other options, individuals whose lives are being negatively affected by heroin use, move to stay with relatives or friends in other parts of the country

The lack of infrastructure in these communities, similar to many others communities, makes any kind of service delivery difficult. The Chats worth Youth Centre campaign against sugars includes an awareness campaign, treatment and referrals for rehabilitation. The awareness campaign is energetically activist-oriented, although factually inaccurate.

Harm reduction:

Most people within the substance abuse and HIV field in South Africa have a cursory knowledge of the harm reduction philosophy. Familiarity with harm reduction most often centers on knowledge about syringe exchange. Forward thinkers have inserted harm reduction into the National Drug Master Plan. Situated under Section 2.4.4, the document states, "Primary prevention and treatment programs should also include harm reduction, which implies efforts to reduce and prevent the harmful effects of the use of alcohol and other drugs".

The same section continues: "Alcohol-related harm reduction refers specificalIy to the reduction of violence, road accidents, unemployment, abuse of children and women, and the spread of STDs as a result of unsafe sex where alcohol is used. Reducing harm thus includes information dissemination about the effects of drugs on the human body and brain, about the risks involved in intravenous drug use and about alternatives to such risky behavior.

Objectives for the health priority area

	To minimize risks in communities of the harm associated with substance use, including the spread of communicable diseases, injuries and premature death;


	To improve access to information, treatment, counseling, rehabilitation and aftercare services for individual substance users;


	To ensure that individuals and significant others have access to best practice in treatment and support services;


	To acknowledge the link between HIV and AIDS and substance use and to devise interconnected programming to address the problem;


	To ensure that persons suffering from co morbid mental illness and substance abuse (or dualIy-diagnosed) receive appropriate and accredited treatment.


Recommendations

Although there is a cursory understanding of harm reduction philosophy and practice in Southern Africa, it is in its infancy. Advocacy, training and capacity building need to be supported throughout the region. Key themes and lessons:

	Harm reduction as historically practiced and articulated in other parts of the world cannot necessarily be exported and implemented in Southern Africa without a process of translation and adaptation. Building a constituency for harm reduction and expanding harm reduction's role and relevance in policy and services will require appropriate frameworks and strategies that resonate with regional concerns and specific cultural and political contexts.
	Responses from key informants suggest that an excessive or primary focus on injection drug use and syringe exchange will be perceived negatively and regarded as unresponsive to and out of touch with local drug trends and priorities. Advocacy for expanding syringe access and monitoring of injection drug use patterns remain valid and significant concerns, but should be addressed within a broader context of promoting a harm reduction agenda capable of addressing alcohol-related harms, strategies to treat addiction, and links between substance use and sexual transmission of HIV.


	Efforts to engage stakeholders from government and professional sectors on drug use and harm reduction would benefit from strategies to cultivate allies from other arenas, including HIV/AIDS advocacy groups (such as Treatment Action Campaign in South Africa), service providers working with commercial sex workers and men who have sex with men, youth organizations, and other branches of civil society and community associations. Prospects for advancing harm reduction in Southern Africa must recognize the pivotal role of multiple actors outside of the state and the medical system in amplifying and legitimating calls for reform and demanding resources and services.


Several recommendations follow from these themes:

1. Build up local presence in Southern Africa by using existing expertise.

a. Focus on eastern seaboard of Africa due to greater concentration of injection drug use.

b. Bring local experts to New York or other cities with concentrations of expertise and model programs for site visits and meetings.

c. Push SADC or an alternative body to go beyond simply monitoring drug trends and injection drug use by demanding strategies and actions, but do not fund SADC.

d. Engage with country, State/Province, and City governments to become proactive in developing and implementing drug strategies.

e. Support creation of local networks, particularly those setting guidelines for addiction medicine which incorporate harm reduction and low threshold modalities.

f. Advocacy needs to be broad-based to encompass advocacy for investment in drug treatment, HIV prevention/treatment delivery, civil rights such as legalizing homosexuality, and structural interventions including public transportation, housing, health and mental health services.

g. Advocate for syringe exchange and maintenance therapies in countries heavily affected by injection drug use (Kenya, Tanzania, and Mozambique).

h. Incorporate strategies and messages addressing young people and train 	youth advocates. Drug use is a younger phenomenon in Southern Africa.

i. Collaborate with sex worker advocates throughout Southern Africa.

2. Start maintenance therapies in South Africa and all countries affected by heroin 	use.

a. Advocate for introduction of methadone.

b. Advocate for either generic subutex or for price reductions through government subsidizing or negotiations with the pharmaceutical company.

3. Start training and capacity building efforts.

a. Bring local trainers to US for meetings, trainings and site visits.

b. Develop education on basic drug pharmacology.

c. Support and train medical providers in addiction medicine.

d. Establish training programs throughout South Africa.

e. Help develop effective prevention and drug education and awareness campaigns.

4. Convene a regional meeting with key stakeholders and potential allies.

a. Any immediate follow-up meeting should be held in South Africa.

5. Look towards African solutions that reflect harm reduction principles.

a. Support efforts through grass-roots media, journalism, and research to document and represent how substance users in Southern Africa understand, manage, and mitigate potential harms.

b. Explore threads in African cultural, political, spiritual, and philosophical discourse that complement and articulate harm reduction values.

