Executive Summary

A Detailed document can be found from page 6 onwards

Community-Led Monitoring (CLM) for
People Who Use Drugs

A Journey of Learning, Strengthening and Transition
(2023-2025)

Over the past two years, SANPUD and Tsohang Youth Projects have worked side by side to
implement Community-Led Monitoring (CLM) for People Who Use Drugs (PWUD) across
multiple districts. What began as a newly funded initiative in 2023 has grown into a
structured, community-driven monitoring and advocacy model grounded in lived experience,
practical systems, and strong partnerships.

This summary shares the story of that journey — what CLM has meant in practice, what we
learned, what changed, and what comes next.

What CLM Means for PWUD Communities

Community-Led Monitoring is more than collecting surveys. It is a process where members
of the affected community document their lived experiences of services — and then use that
information to advocate for improvements.

For PWUD communities, CLM asks simple but powerful questions:

Are harm reduction services available in this district?
Can people physically access them?

Are services respectful and free from stigma?

Can people afford transport and related costs?

Are services consistent and of good quality?

CLM became a tool for identifying real barriers — not theoretical ones — and for creating
structured conversations between community members, service providers, and stakeholders.

How the Work Evolved

Phase 1: Laying the Foundation



In August 2023, SANPUD led the initial induction and tool training, working closely with
Tsohang to prepare community monitors. Early piloting in Ekurhuleni revealed important
realities:

e Survey tools were too long and not always community-friendly.

e Many community members had limited knowledge of Opioid Substitution Therapy
(OST) and hepatitis.

o Referral systems were unclear or weak.

e Harm reduction coverage was uneven and often limited.

From the beginning, weekly reflection meetings were built into the model. This allowed
implementation challenges to surface early and adjustments to be made quickly.

Phase 2: Moving Beyond Data Collection
As data patterns became clearer, the work naturally shifted toward advocacy and education.

Hepatitis awareness sessions were hosted in hotspot areas. OST education campaigns created
space for honest conversations about treatment, stigma, and recovery. Human rights
discussions empowered community members to better understand their right to healthcare
and dignity.

Importantly, advocacy was structured. Rather than overwhelming communities with too
much information at once, themes were separated into focused events. This approach
increased participation and strengthened understanding.

At the same time, referral numbers grew. Demand for OST became particularly visible —
often exceeding available capacity at harm reduction centres.

Phase 3: Strengthening Systems
By early 2024, the focus shifted to improving systems behind the scenes.

One of the most significant developments was the strengthening of referral tracking. It
became clear that counting referrals was not enough. What mattered was whether people
actually accessed services.

An internal referral tracking tool was introduced to document:

e Who was referred

e Where they were referred

o Whether they accessed the service
e Why referrals failed

This shift changed the nature of CLM. It became less about “how many surveys were done”
and more about “what happened after.”



Weekly check-ins continued. Stakeholder relationships deepened. Sensitisation sessions were
conducted with service providers. Engagement with Civil Society Forums and Technical
Working Groups ensured that community voices were represented in broader discussions.

What the Data Consistently Showed

Across districts, similar themes emerged:

Limited harm reduction coverage: Some districts had only one centre, often at full
capacity.

High demand for OST: Many community members requested referral but faced
waiting lists.

Transport barriers: Clinics were often far from hotspots, making access costly and
difficult.

Stigma in healthcare settings: Fear of discrimination discouraged some from
seeking care.

Knowledge gaps: Many community members needed clearer information on
hepatitis, OST, and their rights.

These patterns were not isolated incidents. They reflected structural challenges that require
both local action and broader advocacy.

Lessons Learned

Over two years, several important lessons shaped the model:

1.

2.

Data must be used, not just collected.

Without follow-up and feedback loops, data loses its power.
Referrals are only meaningful if tracked.

Follow-up builds trust and reveals system gaps.

Community monitors need ongoing support.

Training, safety planning, and clear communication are essential.
Advocacy must be focused and practical.

Separate themes lead to better engagement and understanding.
Structural challenges must be anticipated.

Funding delays, service capacity caps, and technology issues can disrupt
implementation. Planning for these realities reduces risk.

Never overpromise to the community.

Transparency builds credibility.

The Mentorship Journey



From the beginning, SANPUD led the technical and strategic components of CLM due to its
experience in harm reduction and PWUD advocacy. Tsohang implemented on the ground,
building relationships and strengthening operational capacity.

Over time:

e Tools were reviewed and adapted.

o Referral systems were formalised.

e Reporting structures were strengthened.

e Advocacy planning became more structured.
o Stakeholder engagement processes matured.

This was not a handover from one organisation to another. It was a joint journey of capacity
building and growth.

Tsohang now steps into full leadership of CLM with practical experience, established
systems, and strong community relationships.

The Way Forward

As CLM moves into its next phase under Tsohang’s leadership, several priorities remain
central:

e Maintain structured weekly implementation reviews.

o Continue strengthening referral follow-up systems.

o Ensure proper stakeholder introductions in new districts.

e Use data to inform advocacy conversations.

o Protect the safety and wellbeing of community monitors.

o Keep communication with community members transparent and honest.

The foundation is strong. The systems are in place. The lessons are clear.

Most importantly, the community voice remains at the centre of the work.

Closing Reflection
Community-Led Monitoring has proven that when people who use drugs document their own
realities, services improve, conversations shift, and advocacy becomes grounded in lived

experience.

The past two years have demonstrated resilience, adaptability, and commitment from both
SANPUD and Tsohang.

The next phase is not a beginning — it is a continuation.



And it carries forward a model built on partnership, accountability, and community
leadership.



Community-Led Monitoring (CLM) for
People Who Use Drugs

Handover & Implementation Overview (2023-2025)

SANPUD & Tsohang Youth Projects

1. Introduction

This document serves as a handover and practical implementation overview of the
Community-Led Monitoring (CLM) programme for People Who Use Drugs (PWUD),
implemented jointly by the South African Network of People Who Use Drugs (SANPUD)
and Tsohang Youth Projects (TYP) from 2023 to 2025.

Over the past two years, SANPUD and Tsohang worked closely together to implement CLM
across multiple districts. SANPUD initially led the technical and strategic components of the
work, while Tsohang implemented on the ground. Through mentorship, systems
strengthening, and shared learning, the programme has grown into a structured, community-
driven model.

Tsohang is now fully positioned to lead CLM implementation independently.
This document provides:

A clear explanation of what CLM is

A summary of how it was implemented

Key findings and patterns identified

Practical guidance for continued implementation
Lessons learned and structural risks to anticipate
A step-by-step guide for the next phase

This is not a donor report. It is a practical handover guide.

2. What Community-Led Monitoring
(CLM) Is

Community-Led Monitoring is a process where members of the affected community collect
information about the quality and accessibility of health and harm reduction services, and use
that information to advocate for improvements.



For PWUD, CLM focuses on whether services are:

Available — Are services present in the district?

Accessible — Can people physically reach them?

Acceptable — Are services respectful and non-stigmatising?
Affordable — Can people afford transport or associated costs?
Quality — Are services safe, consistent, and effective?

CLM is not just about surveys. It is a cycle:

Community feedback — Data collection — Reflection — Advocacy — Feedback to
community — Service improvement

For PWUD communities, CLM also plays a role in:

Identifying human rights violations
Strengthening referral pathways

Reducing stigma

Building trust between services and community

3. Implementation Overview (2023-2025)

Phase 1: Induction & Piloting (August—October 2023)

Training of community monitors

Tool review and revision

Stakeholder introductions

Pilot data collection in Ekurhuleni
Weekly reflection meetings established

Early findings included:

Survey tools were too long and repetitive

Many community members had little knowledge of OST and hepatitis
Referral systems were unclear

Harm reduction coverage was limited

Phase 2: Advocacy & Community Education (October—
December 2023)

Key interventions included:

Hepatitis Awareness Campaign



OST Awareness & Education Campaign
Human Rights Awareness sessions
Engagement with PRs and SRs
Strengthening stakeholder relationships

During this period:

Surveys increased significantly

Referrals increased

Demand for OST exceeded available capacity
Stigma in health facilities was frequently reported

Phase 3: Systems Strengthening (January—Mid 2024)

Key developments:

Internal referral tracking system developed

Sensitisation of Department of Social Development and clinics
Increased follow-up on referrals

Weekly implementation review meetings formalised

Focus shifted from only collecting data to ensuring:

Referrals were tracked
Follow-ups were completed
Outcomes were documented
Issues were escalated strategically

Phase 4: Strategic Advocacy & Sector Capacity (Mid
2024-2025)

Key milestones:

Harm Reduction Capacity Building Workshops (Gauteng, Western Cape, KZN)
Budget advocacy discussions

Engagement in Technical Working Groups

Strengthened human rights advocacy

Integration of CLM findings into policy discussions

By this stage, CLM had evolved into a structured ecosystem including:

Data collection
Referral systems
Advocacy campaigns



o Stakeholder engagement
e Sector capacity building

4. What the Data Showed — Key Patterns

Across districts, several themes emerged consistently:

1. Limited Harm Reduction Coverage

o Few harm reduction centres per district
e OST capacity caps at funded sites
o Rural areas with no services

2. High Demand for OST

Many community members requested referral to OST, but:
e Centres were full

o Waiting lists existed
e Some districts had no access

3. Stigma & Discrimination

Community members reported:
e Poor treatment at clinics

e Fear of referral
e Police-related harassment in some areas

4. Transport Barriers

Health facilities were often far from hotspots. Transport costs prevented access.

5. Knowledge Gaps
In several districts, community members lacked information on:

OST

Hepatitis

Human rights
Referral processes



5. The Referral System — Practical Model

One of the most important shifts in implementation was strengthening referrals.

Step-by-Step Referral Model

Identify need during survey or engagement
Complete referral form clearly
Record referral in tracking tool
Follow up within a reasonable timeframe
Document outcome:

o Successful access

o Did not attend

o Service unavailable

o Stigma experienced
6. Use referral outcomes to inform advocacy

MRS

Why Follow-Up Is Critical

Without follow-up:

e Referral numbers are meaningless
o System gaps are invisible
e Community loses trust

Common reasons for unsuccessful referrals:

No service in district
Service at capacity
Transport cost
Stigma at facility
Client relocation

We strongly recommend maintaining a structured referral tracking system going forward.

6. Advocacy & Sensitisation Model

Advocacy was most effective when:
o Issues were identified from data
o Campaigns were focused (not overloaded)

o Stakeholders were included early

Successful advocacy events included:
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o Hepatitis awareness sessions

e OST education events

e Human rights awareness campaigns
e Capacity building workshops

Key lesson:
Do not combine too many themes into one event. Separate sessions improve understanding
and engagement.

Stakeholder engagement included:

Harm reduction centres
Clinics

Civil Society Forums
Police representatives
Technical Working Groups
Faith-based organisations

7. Data Systems & Structural Risks

Tool Design Lessons

e Surveys must be practical and community-focused

o Long tools lead to fatigue

o Clarity and glossary support is essential

e Community monitors need ongoing training
Data Access Challenges

At times, delays in dashboard access created gaps in feedback loops.
To mitigate:

e Maintain internal tracking systems
e Keep clear documentation
e Share summaries regularly with community

Structural Risks to Anticipate

Funding delays

Technology challenges (tablets, connectivity)
OST capacity caps

Stockouts

Staff stigma

Community expectations
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Safety risks for monitors in hotspot areas

Planning proactively for these risks reduces disruption.

8. Strong Recommendations Going
Forward

Based on experience, we strongly recommend:

1
2
3
4.
5.
6
7
8
9.
1

. Maintain weekly implementation check-ins
. Prioritise referral follow-up

Conduct proper stakeholder introduction meetings before starting in new districts
Separate advocacy themes into focused events
Protect community monitor safety

. Document everything clearly
. Never overpromise to the community
. Use data for advocacy, not just reporting

Maintain community feedback loops

0. Continue sensitisation of health facility staff

9. Mentorship Journey (2023-2025)

SANPUD initially led the CLM process due to prior experience in harm reduction and
community monitoring.

During the mentorship period:

Tools were reviewed and adapted

Referral systems were developed

Weekly reporting structures were introduced
Advocacy models were strengthened
Stakeholder relationships were formalised
Capacity building workshops were co-hosted

Tsohang grew significantly in:

This transition represents a strengthening of local leadership, not a withdrawal of support.

Data collection

Referral management
Stakeholder engagement
Reporting systems
Advocacy facilitation
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10. First Six Months Post-Handover —
Practical Guide

Months 12

o Confirm stakeholder introductions
e Review tools for practicality

o Confirm referral pathways

e Clarify data access processes

Months 3—4

o Strengthen referral tracking
e Identify 1-2 priority advocacy issues
o Conduct sensitisation meetings

Months 56

e Host focused advocacy event

o Consolidate referral outcomes

o Present findings to stakeholders
e Provide community feedback

11. Conclusion

Over the past two years, CLM has evolved from a pilot data collection exercise into a
structured, community-driven monitoring and advocacy model.

The work has shown that:
e Community voices matter
o Data must be used, not just collected
o Referral follow-up builds trust
e Advocacy must be strategic
e (Collaboration is essential

As Tsohang moves fully into leadership of CLM implementation, the foundation is strong.

The priority now is consistency, structure, and continued community-centred engagement.
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SANPUD remains proud of the joint journey and confident in the next phase of
implementation.
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