
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

High time for policy rehabilitation 

Local government and substance use problems 

This second in a series of Urban Safety Briefs considers the evidence on appropriate local 

government roles and responsibilities around substance use problems. It refers extensively 

to the SA National Drug Master Plan for 2013 to 2017, which is available at 

http://www.gov.za/documents/national-drug-master-plan-2013-2017. 

The SA Cities Urban Safety Reference Group’s Briefs Series is designed to distil the state of 

current knowledge on urban safety-related topics for a policy and planning audience. It is 

presented quarterly to the City Budget Forum and other key stakeholders. 
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BACKGROUND 

The misuse of mind-altering substances can 

have a range of negative consequences for 

communities. In South Africa, there have since 

1994 been major changes in the profile of 

substances misused. Whereas once alcohol, 

cannabis and methaqualone (a sedative also 

known by brand names Mandrax or Quaalude) 

dominated, the political, economic and social 

changes since have seen the influx and spread 

of a number of others.i Alcohol remains the 

most misused substance, with binge drinking 

consumption patterns proven to be responsi-

ble for immense harms, including direct health 

effects, foetal alcohol spectrum disorders, in-

creased sexual risk taking, and physical trau-

ma and death due to interpersonal violence 

and accidents.ii Alcohol use disorders account 

for more than twice the deaths nationally as 

other drug use disorders, so alcohol should be 

at the centre of policy thinking on substance 

use.iii Data on the precise extent and impact of 

the problematic use of illicit substances are 

comparatively less available, but costs are also 

known to include damage to physical and 

mental health, to workplace productivity and 

educational outcomes, safety, public property, 

social stability and development, and so on.iv   

Substance misuse is widely believed to have 

risen considerably in South Africa in the last 

20 years. The World Health Organisation 

(WHO) estimates that 15% of the population 

has a substance use problem. The following 

statistics taken from a survey carried out be-

tween June 2010 and March 2011 by the Cen-

tral Drug Authority (CDA) of South Africa put 

SA as one of the drug capitals of the world: 

• Levels of marijuana, cocaine and amphet-

amine use in South Africa are twice as high 

as in some other countries worldwide. 

• The social and economic costs of alcohol 

abuse are estimated at R130 billion per 

annum. 

• The CDA estimates that around 7000 peo-

ple die each year due to driving under the 

influence of alcohol. 

• Some youths develop substance use prob-

lems as early as the age of 12. 

• Substance use problems are associated 

with heightened levels of crime and sexual 

violence victimisation. 

• The total social cost of illicit drug use is 

estimated at approximately 6.4% of GDP. 

The country is now considered to host the 

largest and most diversified African market for 

illegal substances,v both for transhipment pur-

poses and domestic use.vi Getting reliable es-

timates of use prevalence is very difficult and 

different studies have had widely different re-

sults, but the main psychoactive drugs con-

sumed are known to include:vii 
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Table: Common SA drugs 

 

PSYCHOACTIVE EFFECT DRUG TYPE SOME COMMON NAMES 

UPPERS – have a stimulant 

effect on the central nervous 

system 

Cocaine 

Crack (derivative of cocaine)  

Methamphetamines 

Ecstasy 

Nicotine 

Caffeine 

ADHD medication  

Coke, blow, Charlie 

Rocks, freebase 

Meth, crystal, glass, ice, tik 

MDMA, e, Adam, Molly 

Tobacco, cigarettes 

Coffee, java, joe 

Ritalin, Adderall 

DOWNERS – have a depres-

sive or tranquilising effect on 

the central nervous system 

Alcohol  

Heroin 

Methaqualone 

Tranquilisers  

Inhalants 

Booze, dop 

Smack, gear, junk, unga, H 

Mandrax, buttons 

Benzos, Valium, Xanor 

Glue 

HALLUCINOGENS OR ‘ALL 

AROUNDERS’ – have a dis-

torting effect on perceptions 

Cannabis 

LSD 

Mushrooms 

Marijuana, dagga, ganja, zol 

Acid, tabs, smarties 

Shrooms 

 

 

These can also be mixed with each other and 

other components, for example in the heroin 

and cannabis mix known as whoonga or 

nyaope, and a new ecstasy-based pill called 

Mercedes.  

Substance use policy is often conceptualised 

as falling under three broad categories: 1) at-

tempts to reduce the demand for the relevant 

substances, 2) attempts to reduce its supply, 

and 3) attempts to reduce the impact or harm 

of its use. 

These concepts can be described as: 

 

“Demand reduction, or reducing the need for 

substances through prevention that includes 

educating potential users, making the use of 

substances culturally undesirable (such as was 

done with tobacco) and imposing restrictions 

on the use of substances (for example by in-

creasing the age at which alcohol may be used 

legally); 

Supply reduction, or reducing the quantity of 

the substance available on the market by, for 

example, destroying cannabis (dagga) crops in 

the field [or controlling the trade conditions of 

legal substances]; and 

Harm reduction, or limiting or ameliorating the 

damage caused to individuals or communities 

who have already succumbed to the tempta-

tion of substance abuse. This can be achieved, 

for example, by treatment, aftercare and re- 

integration of substance abusers/dependents 

with society.”viii 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The three broad categories of approach to sub-

stance use policy.  

 

A balance between them is usually considered 

the most desirable and likely to be effective. 
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DISCUSSION 

1. Global policy context 

Globally, the question of how best to regulate 

access to drugs is currently more hotly con-

tested than ever before. There is a common 

perception that existing approaches that stress 

criminal justice methods have not only failed 

to reduce access to these substances, but 

have had a range of other negative conse-

quences – for example, in hindering efforts 

reduce HIV transmission among very high risk 

populations. The ‘drug’ issue has a tendency 

to be highly emotive and polarised, especially 

as there is as yet very little evidence of what 

the outcomes of different approaches will be.  

However, an increasing number of national 

and sub-national governments are experi-

menting with a range of alternative regulatory 

mechanisms, even including full legalisation of 

certain substances. This is accompanied by a 

growing sense that a one-size-fits-all model is 

unlikely ever to be successful, but instead that 

different places will likely need to adopt very 

different approaches depending on their dif-

ferent contexts of substance use and abuse, 

the nature of their existing markets, the local 

character of organised crime, and their regula-

tory and enforcement capacities. 

2. The National Drug Master Plan 

South African substance policy and practice 

are guided by the National Drug Master Plan 

2013-2017 (NDMP), as formulated by the Cen-

tral Drug Authority (CDA) in terms of the Pre-

vention and Treatment of Drug Dependency 

Act (20 of 1992) and the Prevention of and 

Treatment of Drug Dependency Act (70 of 

2008).ix It is a broad and extensive policy that 

acknowledges that substance use problems 

cut across the different spheres of government 

and different considerations (including social, 

economic, health, legal, political, and ethical) 

and require interdisciplinary, interdepart-

mental, multi-level policy approaches. 

The targeted OUTCOMES of the NDMP 

are envisioned as: 

1. Reduction of the bio-psycho-social and 

economic impact of substance abuse and 

related illnesses on the South African 

population, 

2. Ability of all people in South Africa to deal 

with problems related to substance abuse 

within communities, 

3. Recreational facilities and diversion pro-

grammes that prevent vulnerable popula-

tions from becoming substance abus-

ers/dependents, 

4. Reduced availability of dependence form-

ing substances/drugs, including alcoholic 

beverages, 

5. Development and implementation of mul-

ti-disciplinary and multi-modal protocols 

and practices for integrated diagnosis and 

treatment of substance dependence and 

co-occurring disorders and for funding 

such diagnosis and treatment, 

6. Harmonisation and enforcement of laws 

and policies to facilitate effective govern-

ance of the supply chain with regard to al-

cohol and other drugs, and 

7. Creation of job opportunities in the field of 

combating substance abuse. 

 

3. Local government responsibility  

The NDMP aims to set out the role of national, 

provincial and local authorities towards achiev-

ing these outcomes. Local government is ex-

pected to take the lead in the establishment 

and functioning of Local Drug Action Commit-

tees (LDACs) to combat substance abuse on a 

local level, in keeping with Provincial Drug 

Master Plans, liaising with Provincial Substance 

Abuse forums.x There are a number of specific 

resolutions towards the goals above that 

LDACs are expected to contribute, such as 

through imposing restrictions on legal alcohol 

sale hours, regulating and controlling alcoholic 

home brews, and ensuring equal access to re-

sources that can help prevent vulnerable 

populations from becoming substance depend-

ent. Many of these resolutions are likely to be 
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excellent methods of reducing some of the 

harms around drug and alcohol misuse.  

However, a major shortcoming of the NDMP is 

that it is silent or vague on a number of ques-

tions of funding – that is, where exactly the 

budget is to be sourced and monitored for 

each project.xi A second is that local policies 

and decision-making are overshadowed by the 

national level, a common problem in drug poli-

cy internationally.xii  

4. Challenges in municipalities 

It appears that a few of the larger municipali-

ties have substance abuse plans and commit-

tees in place, but many others have made lit-

tle or no progress toward this end. According 

to the CDA, the functioning of the mechanisms 

envisioned in the NDMP on the municipal level 

is heavily compromised. Reasons include that 

many municipalities have no dedicated people 

to deal with substance abuse matters, and/or 

have no dedicated budget, and/or are not co-

ordinating their different programmes – and 

overall are not implementing the NDMP at 

all.xiii On a broader level, the CDA has strug-

gled to make the NDMP a reality, partly be-

cause it has simply not been able to meet the 

costs of such an expansive and expensive na-

tional endeavour.xiv 

5. Local government costs 

Local governments have generally played a 

fairly limited strategic policy role, especially 

around illegal drugs, with most key decision-

making happening at the national or interna-

tional level. It is constrained in that it seldom 

has the legal, financial or practical capacity to 

influence such factors as legal drinking ages, 

regulation of alcohol marketing, or overall law 

enforcement approaches. Yet drug problems 

often emerge in urban spaces before spread-

ing to other areas and certain urban environ-

ments play host to some of the most acute 

problems around harmful forms of drug and 

alcohol use.xv The relative concentrations of 

disposable income as well as poverty, plus 

other infrastructure and social conditions in 

urban centres make them highly susceptible to 

the development of substance use markets 

and problems.  

Many of the negative outcomes of drug or al-

cohol intoxication and dependence are borne 

at least partly on a local level. Just a few ex-

amples are: 

• Damage to workforce productivity and 

the local economy, 

• Damage to perceptions of safety and 

reputation of the local area, 

• Damage to public property, 

• Sexual risk behaviour:  link between HIV 

and injection drug use (IDU) in South Afri-

ca, unintended pregnancy and sexually 

transmitted infections (STIs), 

• Crime & violence:  homicide, intimate 

partner violence, rape and abuse of chil-

dren 

• Physical and mental health problems: 

injury and death rates, lung and other can-

cers, heart disease, stroke, chronic res-

piratory disease and other conditions and 

mental illnesses such as depression, 

• Educational behaviours: binge drinking, 

school dropout and low academic ambi-

tions, 

• Economic and social costs: national and 

local government budgets depleted  

o Security costs related to anti-social be-

haviour, 

o Cleaning up related litter and body flu-

ids,  

o Subsidising enforcement through met-

ropolitan policing, 

o Managing the alcohol licensing system, 

o Providing mitigating infrastructure such 

as extra pedestrian barriers, and 

o Providing treatment services.xvi 

Properly understanding and estimating these 

costs should help local governments motivate 

for budgetary support for substance use policy 

measures. 

6. SA policy position in global context 

More and more countries are moving towards 

non-criminal justice approaches to drug policy, 

and South Africa has so far played an ambigu-

ous role. During the recent United Nations 

General Assembly Special Session on Drugs, 

some South African representatives aligned 

the country with the highly punitive Russian 

position, while the Department of Social De-

velopment took a sharply different position, 
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instead speaking in support of “comprehen-

sive, accessible, evidence-informed, ethical 

and human rights based drug use prevention, 

dependence treatment and after care ser-

vices”.xvii In the first week of June 2016, the 

Central Drug Authority also announced a ma-

jor change in its policy approach.xviii It 

acknowledged the global and national debate 

around cannabis regulation, noted that there 

was little evidence that supply reduction 

through criminalisation was effective at reduc-

ing cannabis abuse, and recommended the 

decriminalisation of cannabis.  

This is a dramatic shift and although the edito-

rial of the prestigious South African Medical 

Journal lauded it, it stressed that it was not 

enough and that there was ample evidence 

supporting legal regulation of all psychoactive 

substances.xix It seems likely that the South 

African position will in the long term move 

away from law enforcement responses and 

place ever greater emphasis on the ‘softer’ 

methods of reducing the harms around sub-

stance use, such as focusing on health, social 

development and education.  

7. Movement towards city leadership 

Drug policy that is focused on the criminality 

of drugs will necessarily be a largely national 

level responsibility. The further drug policy 

moves in the direction of legal regulation or 

measures that are based on health, social de-

velopment and education approaches, the 

closer city governments will have to come to 

taking central responsibility. City leadership 

will become increasingly important in setting 

the tone and direction. This will need to be ac-

companied by shifts in budgetary allocations.  

8. City-driven harm reduction 

Even in countries where the use of certain 

substances remains criminal, cities have been 

laboratories of an ever expanding range of 

demand reduction and especially harm reduc-

tion approaches. Harm reduction policies aim 

primarily to reduce the negative consequences 

of some of the use of psychoactive substanc-

es, without necessarily attempting to reduce 

the level or extent of their consumption. They 

are based on a respect for human rights, hu-

man dignity and health for all. 

9. Examples from other cities 

A number of cities especially in Europe have 

already tended to stress a range of ‘softer’ 

substance abuse policy approaches and have 

had considerable success at improving the 

lives and prospects of their communities.xx The 

starting point is often the provision of needle 

and syringe exchange systems and opioid sub-

stitution treatment for people who inject 

drugs. Providing these high-risk users with 

shelter and clothing also helps with getting 

health and social services to these hard to 

reach communities. These are often provided 

by mobile units. Interventions in recreational 

nightlife settings include ‘safe party’ initia-

tives, which for example give partygoers in-

formation about safer alcohol and other drug 

use and offer chemical testing services. Each 

city has its own unique substance use situa-

tion and must be given the policy room to ex-

plore such creative solutions. 

10. Treatment centres 

A key investment in reducing harm from alco-

hol and other drug use is the provision of 

quality treatment or rehabilitation centres in a 

range of different forms, to suit community 

members’ different needs. Local studies have 

shown that the available treatment services 

are perceived to be of poor quality and limited 

effectiveness, and there is an urgent need for 

an improved monitoring and evaluation sys-

tem for these services.xxi 

11. City-level data 

In order for cities to understand and best re-

spond to their substance use issues, they need 

to understand those problems. Cities can see 

dividends in research into for example, the 

current prices of different drugs, where they 

are purchased and why, what the range of 

substance usage patterns are, and how and 

where the substance use related costs are 

borne. 
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CONCLUSIONS 

The South African situation in terms of alcohol 

and other drug use is serious and has wors-

ened and diversified over the last 20 years, 

although alcohol remains the primary driver of 

substance-related harm. Problems with sub-

stance use impose a range of costs to com-

munities and to city governments.  

The South African National Drug Master Plan 

has had limited impact nationally and especial-

ly on a municipal level. A number of its rec-

ommendations are yet to be taken up by cit-

ies. Cities are required to take the lead in de-

veloping and funding comprehensive sub-

stance use policy frameworks. 

It has become clear on the global scale that 

one-size-fits-all approaches will not work, but 

that each place needs to develop a unique set 

of programmes to deal with substance use is-

sues. There is growing scope for local experi-

mentation beyond or entirely in place of crimi-

nal justice methods. 

South Africa’s Central Drug Authority has re-

cently seemed to come to a similar conclusion 

and has recommended the decriminalisation of 

cannabis. Based on an accumulating body of 

research evidence and international practice, it 

is likely that policy around other drugs will al-

so move further away from criminal justice 

methods.  

Cities can increasingly be leaders in shaping 

their policies around illegal drugs. They should 

be creative and do so around harm reduction 

principles, which place a respect for human 

rights, dignity and health above ideals of drug-

free cities. Access to quality treatment centres 

and good city-level understandings of sub-

stance use issues will be essential.  

 

RECOMMENDATIONS 

The NDMP mandates Mayors to establish Local 

Drug Action Committees (LDACs). 

• Each municipal council must deter-

mine the status of its LDAC: It must be 

determined whether such a body is in 

place, who participates in it, how often it 

meets, what its policy principles are, and 

what its budgetary allocation is. 

• Each municipal council must ensure 

that its LDAC meets NDMP recommen-

dations: LDACs must be composed of the 

municipal departments concerned, NGOs, 

CBOs, FBOs and any other local structure 

concerned. It is further recommended that 

young people be explicitly invited and inte-

grated into LDACs. 

• Once/if in place and appropriately 

constituted, LDACs must:  

o Commit to evidence-based policy 

measures. 

o Encourage co-operation between city 

leaders to understand and work to-

wards global and national good practice 

in substance use policy. A good first 

step would be convening a national 

meeting or conference of LDAC repre-

sentatives. National and international 

experts and civil society groups must 

be invited to contribute to this process. 

o Ensure that they have good and up-to-

date knowledge about their unique lo-

cal substance use situations. Research 

must be conducted into for example the 

ease of availability, purity and price of 

drugs, youth pathways to substance 

use and criminal drug market involve-

ment, and the conditions of substance 

abuse treatment centres. Institutions 

such as universities should be invited to 

be knowledge partners. 

o Ensure that they use a balanced poli-

cy approach, including all three catego-

ries of drug policy options, namely de-

mand reduction, supply reduction, and 

harm reduction.  
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LDACs should consider policy approaches in-

cluding: 

DEMAND REDUCTION: REDUCING THE 

NEED OR DESIRE FOR THE SUBSTANCES 

1. Creating alternative recreation spaces, di-

version programmes, job creation oppor-

tunities and positive leisure activities for 

citizens, especially the youth. 

• Specific example: Support pro-

grammes that provide recreational and 

skills development resources to the 

youth, especially in vulnerable popula-

tions. 

 

2. Promoting substance abuse awareness and 

responsible consumption of alcohol, infor-

mation distribution, education, access and 

assistance for the public at various city in-

formation and service points. 

• Specific example: Develop accessible 

information resources (e.g. pamphlets 

and posters) on substance use prob-

lems and ensure that they are availa-

ble in all city facilities. 

 

SUPPLY REDUCTION: REDUCING THE 

AVAILABILITY OF THE SUBSTANCES 

3. Focusing much of their supply reduction 

effort on reducing alcohol-related prob-

lems, by ensuring that existing regulations 

are enforced. 

• Specific examples: Immediately im-

plement and enforce current laws and 

regulations that seek to reduce the 

availability of alcoholic beverages and 

ensure that health and safety regula-

tions are enforced at premises where 

alcohol is purchased. 

• Reduce accessibility of alcohol through 

bylaws, for example imposing re-

strictions on the times and days of the 

week that alcohol can be sold legally. 

 

4. Ensuring that law enforcement operations 

around illicit drugs receive full co-operation 

from local agencies. 

• Specific example: Establish specific fo-

rums where the police can engage with 

metro police, businesses, and commu-

nities to work together to help reduce 

drug availability. 

 

HARM REDUCTION: REDUCING THE NEG-

ATIVE IMPACT OF THE SUBSTANCES AL-

READY BEING USED 

5. Assessing the quality and needs of treat-

ment centres within their areas and assist 

wherever possible. 

• Specific example: Complete an audit of 

local treatment centres to identify their 

most pressing needs in order to provide 

better services. 

 

6. Promoting measures that allow for safer, 

less harmful use of alcohol and other 

drugs. 

• Specific example: Require venues and 

events with liquor licenses and/or that 

are known to host illegal substance use 

to provide customers with harm reduc-

tion measures such as free water, con-

venient public transport options, and 

medicines that help reverse drug over-

doses.    
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