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Abstract

Issue Addressed: The accessibility of opioid substitution therapy (OST), one of the

recommended treatments for opioid dependence, remains low.

This study sought to explore the perceived effectiveness of OST from the

perspectives of peer outreach workers and OST clients in a community-based harm

reduction programme.

Methods: The research was done within the Community-Oriented Substance Use

Programme (COSUP) in Tshwane, South Africa. Fifteen peer educators (13 males and

2 females) took part in two focus group discussions. Thereafter, there were semi-

structured interviews in which 15 OST clients (11 males and 4 females) participated.

A convenience cross-sectional study was used. Interviews were audio-recorded.

Using thematic analysis, themes were examined to evaluate how OST and the harm

reduction approach were perceived to contribute to the improved health status of

people with opioid dependence.

Results: Peer outreach workers and COSUP clients significantly endorsed OST as an

effective treatment for opioid dependence. Participants perceived greater effective-

ness of OST compared to abstinence-centred inpatient rehabilitation programmes.

However, there were sentiments that more community education on OST was

needed to motivate people with opioid dependence to access services and to address

misconceptions about OST.

Conclusions: There is a lack of multi-level and multi-sectoral engagement of various

stakeholders in opioid dependence services, needed to accelerate utilisation of OST

services.

So What? The research unpacks the need for an integrated approach to service use

optimisation, and the need to evaluate the role that increased awareness and com-

munity education on harm reduction strategies can play in enhancing the utilisation

of OST services.
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1 | INTRODUCTION

The 2021 World Drug Report of the United Nations Office on Drugs

and Crime has indicated that approximately 275 million people used

drugs worldwide in 2020, with an estimated 36 million people

reported to have a drug use disorder.1 Globally, there has been a rise

in the use of opioids and opioid use disorders (OUDs).2 Research sug-

gests that people in low and medium-income countries (LMICs) are

more likely to use heroin than prescription opioid analgesics.3 In

LMICs, low-grade heroin is deemed easier to access and cheaper than

prescription opioid analgesics.4

Regular use of heroin, and other opioids, can lead to the develop-

ment of OUDs. Although the relationship is complex and intersecting,

opioid use conditions can be associated with health and socio-

economic problems. In 2020, heroin and other opioids accounted for

more than half of deaths and years of life lost due to drug use.5 In

addition to the potential health risks, OUDs are accompanied by eco-

nomic costs that come as lost productivity and expenditure on health

care and law enforcement.6,7 The other social and economic conse-

quences associated with OUDs relate to challenges with family and

social relationships, academic performance, crime, increased risky

sexual behaviour and accidental injuries and deaths.6,8

1.1 | Different approaches to managing opioid
dependence

In the midst of assessing and evaluating the perceptions of the

effectiveness of different substance use interventions, the abstinence

versus harm reduction dichotomy takes centre stage, a topic that has

generated considerable debate.9 According to Radez et al.,10 per-

ceived effectiveness of treatment is one of the factors that consis-

tently acts as a barrier/facilitator to treatment of OUD.

1.1.1 | Abstinence-based and harm reduction
approaches

Global research observes that abstinence outcomes remain the

preferred goal of many substance use interventions.11 One of the

aims of abstinence-centred approaches is to ensure that the individual

using substances avoids future use.12 Abstinence-centred approaches

work best for those who are highly self-motivated to be abstinent

from drugs.13 However, some researchers surmise that abstinence

outcomes are a high standard to achieve and not always easy to

attain.11 Furthermore, research shows that the majority of people

using drugs would not utilise services if they were expected to abstain

immediately.14 This is partly because of the presence of complex

underlying issues such as childhood trauma, mental health chal-

lenges, unemployment, lack of housing and other socio-economic

challenges.14,15

Harm reduction is a public health strategy that was initially

developed with the primary objective to reduce harms associated with

certain behaviours, particularly for adults who had substance use

problems and who were not able or ready to stop using drugs.16 Harm

reduction operates from the perspective that drug use is inevitable in

society.16 The flexibility and practicality of the harm reduction para-

digm, pivoted by principles of pragmatism, humanism, individualism,

autonomy, incrementalism and accountability without termination,

appeals to many people who use drugs.17 Opioid substitution therapy

(OST) is often a core part of harm reduction interventions for people

with opioid dependence.18

1.2 | Opioid substitution therapy

OST is the recommended treatment for opioid dependence.19 OST

refers to the prescription of an agonist or partial agonist medication

by a trained medical provider at an appropriate dose to a person with

opioid dependence.20 While the psychosocial interventions vary,

methadone and buprenorphine are the most widely used medications

in OST.18

In addition to reducing the use of illicit opioids, OST minimises

withdrawal symptoms and cravings. According to the WHO,19 the

pharmacological approach to OST in opioid dependence treatment is

based on either opioid withdrawal management or maintenance.

When OST is used as a maintenance therapy, the process starts

off with screening and assessment to diagnose opioid dependence and

management. The client is then started on a low dose of medication,

which is slowly increased until the person reaches a dose that provides

physical and psychological stability (i.e., comfortable and without with-

drawal symptoms or cravings).18 Improved health and well-being is the

primary goal.21 However, discontinuation needs to be considered after

factoring issues such as the level of patient's motivation to discontinue

and adequate psychosocial support services.

When OST is of short or limited duration, individuals may

experience increased anxiety and depression and pain sensitivity.21

Most clients resume illicit opioid use within 6 months of commencing

withdrawal, while in agonist maintenance treatment most patients will

cease illicit opioid use or use it less frequently, with only 20%–30%

ongoing regular heroin use.22 In a National Treatment Outcome

Research Study (NTORS) project where patients were followed-up

after treatment during the first 12 months of the study, 60% used

heroin after treatment, with the first occasion of heroin use usually

occurring very soon after leaving treatment.23 According to Meldon

Kahan et al.,21 the reduced tolerance for opioids during recovery
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paired with strong cravings can result in a return to use, overdose and

possibly death.

1.3 | Opioid use disorders and management
in Tshwane, South Africa

South Africa is an integral part of drug trafficking networks with a

comparatively active local drug use market.24 Gauteng province has

one of the highest prevalence of heroin use in the country, alongside

other provinces such as the Western Cape and KwaZulu-Natal.4

According to the South African Community Epidemiology Network on

Drug Use (SACENDU), which is the country's drug use and treatment

surveillance system, heroin was the primary substance of use among

32% (1034 / 3279) of people accessing drug dependence treatment in

Gauteng province at facilities part of the SACENDU network between

January to June 2020.4 Other substances for which dependence

treatment was sought during this period include 34%, alcohol 11%

and methamphetamine 10%.4

Despite the high prevalence of harmful substance use, treatment

utilisation remains low and this has created a wide treatment gap.25

For instance, SACENDU Report Phase 48 shows that while there has

been a steady rise in the number of people using different substances,

there has been a decline in people accessing treatment between 2019

and 2020 in most SANCA centres across Gauteng.4 In South Africa,

very few people who inject drugs (mostly heroin) have access to

OST.26 Almost all of these treatment facilities provide abstinence-

based interventions for opioid dependence.

COSUP is a harm reduction programme that provides OST.

COSUP mainly uses methadone (and buprenorphine-naloxone to a

lesser extent) in its OST programme and offers group and individual-

based psychosocial services for people on OST. Additionally, COSUP

operates a needle and syringe programme and provides HIV and TB

screening. However, because the paper is specifically on OST, there is

no expanded detail given on the other approaches to managing opioid

dependence. In line with global recommendations, people on OST are

able to access NSP at COSUP sites. Peer educators, also called peer

outreach workers, work for COSUP to identify and refer people with

opioid dependence for treatment. As people with lived experience of

substance use and OST, they have insights into the barriers that peo-

ple experience in trying to seek help and treatment for opioid depen-

dence in Tshwane. COSUP works with social workers, medical

doctors, clinical associates, community health workers and peer out-

reach workers. A peer coordinator manages and coordinates the activ-

ities of the 17 peer educators stationed at the 17 COSUP sites

operating as one service in Tshwane.27

This study sought to examine the perceptions of peer outreach

workers and OST clients on the effectiveness of OST for the treat-

ment of opioid dependence in Tshwane. The findings from the study

may help to develop or support existing interventions to achieve

treatment goals. Although there is substantial literature on the effec-

tiveness of OST for people who are opioid dependent, in Africa, Harm

Reduction is still trying to gain some traction and ‘acceptance’

(as evidenced by COSUP being the only publicly funded programme in

South Africa). With the ultimate aim of identifying treatment barriers

and improving service delivery, the novelty of this work comes from

finding the nexus of service user and service provider perspectives on

the effectiveness of OST, in a context where the harm reduction

approach is still yet to gather some significant momentum.

2 | MATERIALS AND METHODS

This qualitative study consisted of focus group discussions (FGDs) and

semi-structured interviews (SSIs) that were sequentially administered.

The current study is nested within a larger doctoral project focusing

on barriers to substance use treatment utilisation within COSUP

(author named on title page).

This research covered the COSUP sites located across Tshwane,

South Africa.

The COSUP facilities included some urban sites, such as those in

the inner city and central parts of Tshwane, as well as others in the

city's peri-urban areas and outskirts. Participants had varied socio-

economic backgrounds, but most of them resided in low- and middle-

income residential areas such as Mamelodi, Soshanguve, Lusaka,

Laudium, Sunnyside, Eersterust and Daspoort.

2.1 | Focus group discussions

Convenience sampling was used to recruit participants. To be eligible,

participants had to be peer outreach workers attached to COSUP at

the time of the research. There were no age or gender specifications

for eligibility.

All 17 of COSUP's peer educators were invited (telephonically) by

the peer coordinator to participate in the study. Fifteen (88.2%) peer

educators availed themselves for the study, while the other two (11.8%)

declined to participate, citing time constraints. Fifteen peer educators

(13 males and 2 females) took part in two focus group discussions. The

age range was 29–44 years and the black race constituted the entire

sample. Following a detailed explanation about the research, the

researcher obtained informed consent from all participants. The partici-

pants were assigned into two groups, based on their availability for two

scheduled FGDs. The two groups consisted of eight and seven partici-

pants respectively and lasted 1 h and 15 min and 1 h and 30 min,

respectively. The FGDs were done in Tshwane in October 2020.

With the aid of two multilingual psychology postgraduate

research assistants, the researcher used a semi-structured FGD guide

to lead the discussions, whilst also taking notes. The FGD guide was

in English, but participants could have questions translated and could

respond in a language of their choice. All participants, however, were

fairly conversant in English and sparingly used Setswana and isiZulu

(two local languages) words in their responses. The FGDs were

explorative in nature and focused on obtaining the participants’ gen-
eral perceptions of the effectiveness of OST in COSUP. Examples of

questions asked were:
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What were your main reasons for participating in this

substance use treatment program?

What is your view on the effectiveness of this treatment

program, especially for young adults?

Do you think there are other useful intervention strategies

for substance use disorder treatment?

With the permission of the participants, the focus group sessions

were audio-recorded. The participants were nominally tagged as peer

1, peer 2 and so on to anonymise them.

2.2 | Semi-structured interviews

Face-to-face individual SSIs were then used to complement the FGDs.

The SSI is an open-ended interactive approach in an interview setting,

with some follow-up prompts designed to obtain in-depth qualitative

data from study participants.28 The phenomenological approach was

employed to seek reality from individuals' narratives of their lived

experiences.29

A convenient sample was drawn from young adults (18–29 years)

receiving OST at two selected COSUP sites at the time of the

research. The peer educators at these sites, one in the inner city and

the other in a peripheral high-density residential location, were asked

to approach clients to volunteer to participate in the SSIs. All 216 eligi-

ble potential participants were informed and the ones who agreed

and availed themselves first were then invited to participate. The sam-

ple was made up of 11 males and 4 females. All participants were

from the black ethnic race.

The SSI guide focused on key questions about the effectiveness

of OST. Examples of questions on the SSI guide were:

Do you think that OST used in COSUP is an effective

treatment for you? Explain.

What is your opinion about the effectiveness of substance

use treatment methods, especially for opioid dependence?

The researcher worked in collaboration with the same two

multilingual psychology postgraduate research assistants that sup-

ported the implementation of the FGDs. The participants preferred to

be interviewed in English and a few in Setswana and isiZulu. The

interviews took between 45 and 60 min each. With the consent of

the participants, the interviews were audio-recorded.

2.3 | Data analysis

The two research assistants were responsible for the translations dur-

ing the SSI. The audio-recorded data in English, isiZulu and Setswana

for FGDs and SSIs were transcribed by the researcher and two

research assistants and then analysed using thematic analysis, in

English. The six steps identified by Braun and Clarke30 were used to

identify and analyse patterns of meaning or re-occurring themes in

the dataset. The themes characterise perceptions in participants'

accounts connected with the research question. The themes from the

FGDs and SSIs were compared to detect convergence and divergence

in the results. To improve the trustworthiness of the results, the data

interpretation was done by the researcher and his research assistants

and congruency was established.

2.4 | Ethics

The study was approved by the relevant study committee, shown on

the title page. Written informed consent was received from partici-

pants. Participants were not remunerated for participating to minimise

response bias that sometimes may be created by remunerating

participants.

3 | RESULTS

The major themes identified from the FGDs and SSIs were about:

1. the practicality of OST

2. a holistic and transformative package

3. flexibility and client-centeredness of OST when implemented using

the harm reduction approach

4. perceived ineffectiveness of abstinence-centred rehabilitation

5. strategies for improving OST.

3.1 | Practicality of OST

Both the COSUP peer educators and the COSUP clients considered

the way in which OST was provided through COSUP to be efficacious,

producing a lower return to heroin use rates than abstinence-centred

approaches that the participants had experienced or witnessed. Com-

pared to COSUP clients, the peer educators showed greater aware-

ness and appreciation of the practicality of OST, since many of the

peer educators had been to abstinence-centred treatment services

before being exposed to OST and harm reduction in COSUP.

The peer educators drew comparisons between the enhanced

effectiveness of OST in COSUP, compared to their experiences of

abstinence-centred treatment services:

I had been to rehab to kick my habit and failed. But when

I tried COSUP [OST], it worked the first time (FGD 1,

peer 4).

… it has helped me quite a lot because now I’m at a point

where I am 100% clean. And like my friend whom I am

sharing this journey with here at COSUP, it has taken him
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to a point of even being employed, so I highly recommend

COSUP (SSI, COSUP client 7).

3.2 | OST with a harm reduction orientation
experienced as a holistic and transformative package

Generally, most of the participants considered the COSUP approach,

which includes OST, to be holistic because they felt that it went

beyond the treatment of their opioid dependence. Participants

reported how COSUP clients were linked to vocational training,

community advisory groups and care planning with social workers.

Peer educators and clients expressed that their own lives and those of

others were transformed for the better since they participated in OST

provided by COSUP.

They help us quit using heroin and also help us get certifi-

cates, for example life skills… (SSI, COSUP client 10).

The peer educators perceived the treatment as holistic since it

improved their health and social functioning.

This program has restored our health, and we also now

have normal relationships with other people in the com-

munity. We are now treated as complete human beings in

our communities (FGD 2, peer 4).

Participation in the COSUP programme contributed to several partici-

pants perceiving themselves to be productive members of society. In

addition to being employed by COSUP, these individuals reported

having stopped using heroin and that they felt that they had become

a source of inspiration to many people desiring to quit. COSUP is

non-judgemental and non-discriminatory. These individuals reported

to have voluntarily attained abstinence, without a condition of absti-

nence being set as a requirement for their employment.

This program is very fair, we stopped using drugs on our

own without being forced to. And there was no discrimi-

nation to say if you do not quit drugs then you don’t get

a job (FGD 1, peer 5).

… since I got to this program, I have seen my life change a

lot (FGD 1, peer 6).

Participants reported that in addition to treatment services,

COSUP had also provided some life-changing and self-development

opportunities for individuals who participate or have participated in

the programme. There were examples of participants that had moved

from being COSUP clients to becoming peer outreach workers in the

programme.

For me, they [COSUP] have done an extra mile for my life

because I have seen bigger changes in my life ever since I

came to COSUP. … I found a job through COSUP, so it has

made a huge impact on my life (SSI, COSUP client 3).

John [pseudo name] started off as a client, but now is a

peer educator (SSI, COSUP client 5).

3.3 | OST with a harm reduction orientation
experienced as being flexible and client-centred

Participants mentioned that COSUP's OST programme was flexible

enough to accommodate those who may want to cut down and not

necessarily abstinence as an immediate goal, whilst providing a path-

way for eventual abstinence as a potential long-term goal. This

approach was noted by some participants to differ from the expecta-

tions of substance use treatment approaches that they had been

through, where abstinence was the only ‘acceptable’ treatment goal.

To my understanding harm reduction is one of the new

programs in South Africa. … to those who don’t want to

stop using but want to cut down. Actually, they will get

back on their feet and stop using, so I would say it's a

good initiative (FGD 2, peer 7).

So, I feel like the program has been extremely useful and

in terms of this, as a strategy for either cutting down or

ending your substance use (FGD 2, peer 5).

The participants contend that the user-friendliness and systemic

approach of the OST provided by COSUP as part of a harm reduction

programme was one of the main advantages over abstinence-focused

programmes. COSUP peers highlighted how the user-friendliness of

COSUP's approach supported people to attain their heroin use goals.

When you look at harm reduction, they have been doing

extremely well because of the way it has been designed to

be user friendly to the substance user… (FGD 2, peer 5).

I went there [COSUP] and it was soothing new for me…

better solution from what I was doing over and over again

(FGD 1, peer 4).

When you look at harm reduction, they have been doing

extremely well because of the way it has been designed

to be user friendly to the substance user, not only to the

user, but family to the user (FGD 2, peer 5).

3.4 | Perceived ineffectiveness
of abstinence-centred rehabilitation

According to the peer outreach workers in COSUP, the abstinence-

centred rehabilitation programmes result in high-return-to-use rates.
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These views were informed by their personal experience of accessing

services.

… they [people] have estimated that rehab facilities have

a high failure rate (FGD 2, peer 5).

[The] reason why I came to COSUP is I had been to rehab

four to five times and finished the programme. Maybe

three times or two times I was kicked out because the

rehab situation wasn’t working for me. I was relapsing

(FGD 1, peer 4).

Another weakness that participants perceived in the abstinence-

centred facilities that they had attended or were aware of, is that very

few (if any) utilised pharmacotherapy, specifically agonist medications,

which most participants considered to be effective.

… in my view I think it is methadone that helps people

quit because I’ve been to rehab but they didn’t provide

methadone (SSI, COSUP client 13).

3.5 | Strategies for improving OST

Participants offered some concerns about the COSUP programme

and recommendations for improvement.

3.5.1 | Enhancing community awareness on OST

Peer educators reiterated that clients have been known to approach

harm reduction services and OST with scepticism. Several peer educa-

tors thought that this was likely due to a lack of adequate information

and community misconceptions about OST. For example, several

COSUP outreach workers mentioned that some clients viewed OST

as replacing one addiction (opioid dependence) with another (metha-

done dependence). Most peer educators held the view that communi-

ties are not sufficiently ‘educated on’ harm reduction services,

particularly OST.

… our communities, they don’t have full information. For

example, when they see people giving services, helping

people to save lives, they used to say you are promoting

drugs. At COSUP, when we give the guys methadone,

they say we are promoting drugs. So, let's teach our

communities… (FGD 2, peer 1).

The COSUP peer outreach workers stated that there were also some

people in the community with a perception that OST is ineffective.

They [people in the community] would say they know

people who were using methadone, but they are still

smoking and things like that. (FGD 1, peer 4).

Participants were of the view that the communities have not yet

sufficiently come to grips with what harm reduction entails. Several

participants alluded to an information gap on these services and

where to find them in Tshwane.

A lot of people don’t know it [COSUP] (SSI, COSUP

client 10).

Let's give them information because many people don’t

have information. Even others who are on the program,

they don’t get to spread out information as to how they

arrived at OST and using methadone (FGD 2, peer 1).

3.5.2 | Optimising the registration and treatment
initiation processes

The registration and treatment processes are considered by the clients

to be tedious. There was a general view among peer outreach workers

that the registration and treatment initiation processes can be done

more efficiently.

The reason for some of the guys not participating in this

program is because of the long wait. At least if they try to

make this application shorter as possible (FGD 1, peer 8).

Another obstacle [to treatment] is the procedure of regis-

tration into the treatment program (FGD 2, peer 5).

SSI participants (COSUP clients) reported that COSUP clinical

staff members had informed them that resource constraints, specifi-

cally personnel and access to methadone, contributed to the ineffi-

ciency and limited accessibility.

… there are no resources. There is a shortage of clinical

associates and sometimes the methadone is not enough

for everyone at the same time (FGD 1, peer 6).

Several participants perceived that the fragmentation of the service

contributed to the excessive time from engagement to initiating OST.

Fragmented service results from sub-optimal coordination to facilitate

synchronised linkage to care and treatment. For example, clients may

be required to see doctors, clinical associates and social workers at

different times and in different places.

… they are made to wait for a long time for sessions

where they must see doctors, they must see clinical asso-

ciates, they must see the social workers. So, for them they

won’t wait for that long. That's why they won’t come

(FGD 1, peer 8).

This creates a long process that reportedly frustrated clients and

demotivated them to seek help.
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3.5.3 | Peer-led interventions

COSUP clients expressed the importance of peer-led interventions in

communities to motivate people with opioid dependency to access

treatment and harm reduction services. The participants observed

that although the peer educators are already in the community,

increasing their presence may heighten the awareness of change that

is possible because of treatment services and motivate people with

opioid dependence to seek help.

… we need more peer-led interventions in line with harm

reduction because sometimes substance users get moti-

vated by seeing the other person that he used to hustle

with. He sees that change is possible (SSI, COSUP

client 4).

4 | DISCUSSION

The results suggest that OST provided through a harm reduction

approach at the COSUP site was perceived by peer educators and cli-

ents to be efficacious. Generally, participants perceived COSUP's

approach to yield enhanced treatment outcomes compared to

abstinence-centric treatment approaches.

Peer outreach workers have significant insights into the processes

at COSUP because they interact with clients with different back-

grounds, needs and motivations. They have had the opportunity to

experience COSUP as service providers and none of them is still on

treatment. On the other hand, the accounts given by COSUP clients

mostly relate to their experiences of being service users, on OST. This

is invaluable information from COSUP clients which communicates cli-

ents' current experiences as service users. As noted in the results sec-

tion, although there were some significant perceptual similarities

between the peer outreach workers and the clients, there were also

some differing views from these two groups. Overall, this comparison

helped to build a narrative that gives an insightful perspective on the

perceived effectiveness of OST provided in COSUP in relation to

overall well-being.

The philosophy behind harm reduction is compatible with the

needs of most health service users. Based on the principles of harm

reduction,17 the quality of individual and community life and well-

being should not be necessarily premised on cessation of all drug use

as the criteria for a successful outcome. Instead, the focus of treat-

ment should be on the non-coercive and non-judgemental provision

of services and resources.17 According to the participants, this could

explain why many COSUP clients were able to remain on OST, attain

their substance use treatment goals and achieve other improvements

in life such as becoming employed.

A gap in information on how methadone is purported to treat

people is exacerbated by the situation that in South Africa (and in

COSUP), people are not being provided with agonist (methadone)

at sufficient doses, which stands at between 60 and 120 mg meth-

adone per day.19 A study in COSUP31 revealed a median dose of

20 mg and this is substantially below the recommended therapeutic

range. To a certain extent, sub-optimal dosing was perceived to

contribute to low retention and therefore reduced the effective-

ness of the intervention.31 However, it needs to be emphasised

that many clinicians report that some patients can be stabilised on

lower methadone doses to optimal effect because individual

responses to methadone treatment vary substantially.32 It needs to

be reiterated that the paper did not assess individual doses, but

across COSUP, and these variations in individual responses to

methadone doses may explain why the OST intervention could still

have been effective. According to Trafton et al.,32 effective and

ineffective methadone dosages overlap substantially and dosing

guidelines should lean more towards appropriate processes of dos-

age determination rather than solely specifying recommended dos-

ages, implying that OST can be optimised by titrating until heroin

abstinence is achieved.

Since the participants identified a low community understanding

of effective management of OUD, potential clients and community

members may better appreciate OST and have realistic expectations if

they are made to understand that opioid dependence is a chronic con-

dition that requires (long term) maintenance treatment.19 OST

reduces illicit opioid use, with concurrent use of illicit opioids among

people on OST often linked to under-dosing (sub-optimal dosing),

efforts should be made for agonist prescribing to follow recom-

mended practice.33 Return to illicit opioid use at prior intervention

levels is very common in abstinence-based rehabilitation (with or

without detoxification) and is also likely in contexts where OST is ter-

minated early.34 The duration of OST treatment can range from sev-

eral months to lifelong, depending on a range of individual, social and

clinical factors.19

Reports from this study of repeated admission to abstinence-

centred rehabilitation facilities and return to pre-intervention pat-

terns of illicit opioid use were shown. Literature concurs that clients

report greater autonomy in entering treatment for substance use

services that are associated with harm reduction principles, and they

have been observed to stay on treatment and achieve enhanced

outcomes compared to the traditional forms of abstinence-centred

interventions.35

In view of the limited funding available in primary health care

(PHC) settings, service providers like COSUP can enhance clients’
retention and adherence to OST by making use of clinical associates

as a less costly alternative to medical doctors, although being mindful

of maintaining an adequate complementary staff of medical doctors

to authorise and supervise the clinical associates in dispensing metha-

done and able to provide good value.36,37 In this way, COSUP may be

able to address fragmented service that has resulted in clients having

to see certain health personnel only in certain places where their

availability is only at certain times. Clinical associates have generalist

training that enables them to deliver PHC, patient consultations,

counselling, skilled clinical procedures, pharmacotherapy and surgical

assistance adherence counselling.37 The patient registration process

needs to be improved so that treatment initiation, maintenance and

completion may be enhanced.
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4.1 | Limitations

The study was not able to include a comparison group of peer

educators or clients in an abstinence-centred programme due to logis-

tical and resource constraints. The lack of a comparison group could

have contributed to information bias on the comparative effective-

ness of the different approaches. However, some of the peer educa-

tors had previously received treatment from abstinence-centred

facilities so that they had some knowledge to compare the effective-

ness of different treatment processes. The sample sizes were rela-

tively small, partly owing to the small number of peer educators

working in COSUP and time and resource limitations. It is possible

that the relatively small sample size could have been a limiting factor

as other perspectives could have emerged with a much bigger sam-

ple.38 The sample size could have been bigger, but due to limited

funding, the research was not able to remunerate participants, and

this possibly hampered the participant recruitment exercise. Satura-

tion was possibly not achieved, thus limiting the deeper understanding

of issues. Gender differences, which are an important factor in OUD

and OST, were not explored in this research, as there was only a small

number of females involved in each group of participants.39 During

this research, the researcher had been exposed to the harm reduction

working environment and this might have influenced the researcher's

perspective on the findings. There was a possibility of information

bias from the peer outreach workers since they are employed by

COSUP and could have provided the information they felt their

employer would want to hear. To avoid/minimise reporting bias from

peer outreach workers and clients, the researcher highlighted that the

information reported will not be identifiable to any participant.

5 | CONCLUSION

Corroborating with the findings of this study, the literature shows

that harm-reduction models are perceived to be feasible and effec-

tive by people who work in these programmes and among clients.

There is a need for future research to evaluate the relationship

between increased knowledge about harm reduction services and

OST and the utilisation of services. The findings of this study may

influence the trajectory of health promotion strategies, governments

and policymakers may be challenged to shake off value judgements

and conservative health service delivery approaches and step up to

support evidence-informed strategies that deliver positive results.

However, as observed in this study and other related studies, there

is a need to further educate communities on the harm reduction

model, and this will contribute towards building community resil-

ience. This can motivate more substance users to utilise services

and improve their health status. In order to address fragmented ser-

vices resulting from inadequate personnel, especially in low-resource

settings such as South Africa, the expanded use of clinical associates

may be considered as a plausible, less costly alternative, while

maintaining the right balance with medical doctors in delivering

PHC services33 such as substance use treatment. The implementation

of service needs to improve so that more people can receive

appropriate treatment.
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