Out¢ of Africa:
a Kenyan odyssey

In JuLy 1995, I LEFT THE familiar drug scene of
Bristol for Watamu, Kenya, East Africa.
Working alongside Susan Beckerleg, a medical
anthropologist who had lived in Watamu on and
off since 1987, our task, funded by our agencies
and the British Council, was to work with a new
self-help group, The Omari Pilot Project (TOPP).
We aimed to gain a better understanding of
heroin use in Watamu and to initiate a culturally
sensitive programme of community-based
rehabilitation.

Thirty years ago, Watamu was a fishing
village populated by people from Lamu, a group
of islands off the north coast where hippies
rested up before tackling India. Watamu'’s
population was also swelled by families fleeing
banditry near the Somali border. However, once
the Watamu Beach Hotel opened in 1967 this
fishing village was transformed into a thriving,
but chaotic, tourist centre catering to European
package tourists. Many more people moved to
Watamu to work in the newly built hotels, and
today, the small village has grown to become a
multi-ethnic town of around 5,000 people.

Heroin first appeared in Watamu in the mid-
1980s (when we in Britain were in the first flush
of ecstasy) and is brought to Watamu by sea and
air from Pakistan. Known as unga (powder),
most users initially smoked it unawares, rolled in
a cigarette with bangi (cannabis). Miraa (Swahili
for khat) and bangi, both culturally acceptable to
some extent, had been joined by a drug which
would have a profound impact on this small
community, as unga became entrenched among
those working in the tourist industry.

Heroin droughts are frequent, and, in addition
to miraa and bangi, valium (known locally, by
its branding, as ‘Roche 5” and ‘Roche 10”) and
over-the-counter preparations fill the gap. When
it is available, 150 Kenyan Shillings — under £2 —
buys a sachet or kikete of heroin; about a tenth of
a gram. This is nearly twice the local daily
legitimate wage.

From the wet west
country to sunnier
climes — to find that
innovation and
originality are not just
British prerogatives.
An awful lot can still be
done when treatment
options are few and far
between, as one Bristol
drug worker found to
her astonishment
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Home and away?

There were to be three strands to our and
TOPP’s work, all undertaken within a
community development framework. Members
of the community who wanted to become
volunteers with TOPP needed to be trained,
alternative treatment options had to be explored
and information and counselling needed to be
provided to drug users and their families. The
demand for counselling — a very Western
concept — took us all somewhat by surprise.

During July 1995, 35 visible heroin users
were living in Watamu, with a further 10 either
in prison or temporarily living in Malindi or
Mombassa. It was estimated that a further 10
new, hard to reach, heroin users were also living
in Watamu. This makes a total of just over one
per cent of the population. Of the 35 visible,
established heroin users in Watamu, eight are
women, and about half are under 25 years old.
A third are in their early thirties, remnants of the
first generation which became involved with
heroin soon after its arrival in Watamu.

One of my first questions, prompted not only
by the obvious differences but also the
remarkable similarities to my experiences in
Britain, was how Watamu — in an area with a
level of heroin use similar to that of Bristol’ —
compared on the major drug-related issues
which obsess us in the UK — HIV, crime,
treatment, education and ‘community’.

HIY

HIV infection levels among users are unknown,
but in a country which ranks high in the ‘world
league table’ — with a rate of infection more
than 10 times that of the UK? — drug-related
HIV will inevitably loom large.

As in Britain, many longer term users will
inevitably switch to injecting on purely
economic grounds and I therefore treated reports
that all users smoked their heroin with some
scepticism. It was however, unbelievably true,
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Heaven on earth: but beneath paradise’s veneer, drug-refated crime, HIV and deaths are all on the up in Watamu

and applied not just in Watamu but in the
much larger town of Malindi up the coast.
This had not always been the case.

In the early 1990s, a small number of
first-generation users had been injecting.
But this ceased almost overnight after
users witnessed the long drawn out and
painful death of Omari, a heroin user who
contracted tetanus after injecting. This

Heroin appeared in
Watamu in the mid-
1980s when we were in
the first flush-of ecstasy

personal tragedy proved to be a very
powerful piece of peer education. It also
highlights the real difficulty in persuading
injectors of the risks of sharing, even
when HIV levels are very high but when
HIV always “happens to someone else”.
Personal tragedies, however devastating
to those involved, are often the only
really effective message.

As well as Omari, four other drug users
have died in Watamu in the last two
years. One in police custody, one shortly
after release from prison (probably an
overdose), one from TB, and one during
heroin withdrawal, apparently the result
of dehydration. This high level of
mortality — over one in 10 ~ although
shocking to Western eyes, exists against a
backdrop of high mortality per se in a
country where health care is often out of
reach of many people’s pockets.
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€rime, what crime?

In contrast to the UK, heroin use is not
financed significantly by acquisitive
crime, but largely by ‘tourism’. This
encompasses directing tourists to tourist
shops in return for commission, guided
tours of Watamu, currency exchange and
prostitution. The latter is, of course, also a
major means of raising drug money in the
UK, especially for women users.

Treatment, what treatment?
Perhaps the major contrast between the
UK and this Kenyan town was to be
found in the number of treatment options
available. In Bristol, as elsewhere in the
UK, we are currently preoccupied with
long waiting lists for detox beds,
overspent budgets for methadone and GPs
in deadlock with the Department of
Health about whether treatment of drug
users forms part of their General Medical
Services contracts.

Things are simpler in Kenya:
methadone is unavailable, along with
lophexidine, naltrexone or any other
substitute drugs we take for granted.
Community detox is offered by two local
doctors and consists of three days
largactil by injection, followed by valium.
However, even this community detox is
only possible if paid for. In a land where
a waiter might earn the equivalent of £1 a
day, fees of around £23 are beyond the
means of most families or lone users.
Hence, for those contemplating
withdrawal, ‘cold turkey’ remains the
only real option.

Working with this reality, without the
Juxury (or should that be ‘crutch’?) of
referral options, was a challenging and
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refreshing experience. Instead of a
referral to a GP, often an early option for
a British drug user, many of the sessions
focused on longer term plans — on the
difficulty of building a life without
heroin, rather than on a debate about
‘reduction’, ‘stabilisation” or
‘maintenance’.

Personal tragedies — like
Omari's death — are
often the only really

effective message

This is not a call for the privatisation of
medical treatment, nor a plea for
shrinkage of the treatment options we
have built up in Britain, but rather a
personal reflection that maybe, with such
a rich menu of treatment opportunities
available to us and our ciients, it is all too
easy to concentrate on the prescription of
substitute drugs and lose sight of the real
difficulties any user will face when trying
to rebuild a life that isn’t heroin-centred.
‘You have to live your own life’ was an
oft-quoted Swabhili proverb as users
acknowledged responsibility for making
change. The reflection of one woman 1
worked with that “No one in Europe stops
without drugs do they?” was certainly
food for thought.

Education

This brings me onto education and
prevention. Along with Britain, in Kenya
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there is a gap between what
should happen in terms
of drug education
(the curriculum)
and what does
—only the gap
is more of a
chasm. The
school
curriculum covers
drug use but, as
with so many other
areas of the
curriculum, the
supporting materials
and teacher training
1S non-existent.
TOPP attempted to
remedy this somewhat
by holding basic drug
awareness sessions in
both the local schools
(state and Muslim) as
well as inviting teachers
to attend the volunteer
training. Teaching
materials were also
translated into Swabhili,
to allow for a wider
dissemination of
information to teaching staff
and pupils.

A community approach
In common with many
community initiatives in the
UK, TOPP came about as a
response to the drug-related
death of one member of its
community and is driven by the
energy of one individual, Abudi
Kibwana Sizi.

A multi-ethnic committee has
been set up, pulling together the
elders of the community (the
wazee), a local councillor, a health
official, parents affected by drug
use, and other active community
members. And it was this
committee which was involved in
the British Council bid which
ultimately led to me being able to
visit Watamu and help out.’

Losing my religion
Those interested in becoming TOPP
volunteers, or simply wanting to be
better informed about heroin, attended

eight half-days training sessions. The S P X
usual coffee break was replaced by a ' : T Christian-based health care centres. But in
break for four o’clock prayers, a daily reality, this was a community where the
reminder that this is a Muslim an Islamic setting, where would-be rather playful elements of Swahili culture,
community. volunteers included drug users, parents of | mixed with an Islamic recognition of

I had initially anticipated some users, Muslim school teachers and health human frailty, produced a recipe for a
difficulty in exploring harm reduction in workers from one of the evangelical much higher level of tolerance of its
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heroin users than can be found in most
towns and cities in the UK.

Of course, stereotypes existed, but this
was a community that really did care.

A relatively harmless, but pervasive
stereotype was that all heroin users
survived on a diet of Fanta and cake. As
part of our work we neatly reversed this
by holding a party with traditional pilao
rice for users and one with Fanta and cake
for committee members and volunteers.

I think the message was understood loud
and clear!

Attracting women to the training
sessions was more difficult. With some
notable exceptions, women in this
community are hidden, many literally by
the bui bui. But as nearly a quarter of the
town’s heroin users were women, I was
very keen to ensure that some of TOPP’s
volunteers were female.

However, at the first training session it
_became clear that the women present
were uncomfortable about mixed sex
meetings and instead wanted single sex
training sessions. Unfortunately, limited
time meant this wasn’t feasible so a
single, compromise, women only training
session was planned. This gave the
opportunity to focus specifically on the
impact of heroin on fertility and on the
risks for women working in the sex
industry. That said, the cultural
invisibility of women was — and will
remain — a barrier to decent, clear
information being made available to (and
sought by) female drug users in Kenya.

Inside out

A final reflection on the appropriateness
of a white female outsider supporting a
community-based drug initiative in an
African, Islamic community. My
colleague, Susan Beckerleg, was an
established member of that community,
whose fluent Swahili, and knowledge of
the often complicated relationships
between families allowed me to avoid
many of the cultural pitfalls, and to
maximise the impact of my short time
there.

My outsider status, my ability to keep
things confidential (I would only be there
temporarily) and the expectation
surrounding my visit allowed me to act as
some sort of catalyst for the enormous
amount of work planned by TOPP. In
return the experience allowed me a
unique opportunity to contribute towards
an African community’s strategy for
responding to heroin, and gave me the

1. Easton, S. Drug Indicators Project, 1994.

2. Levels of HIV infection (1994) as quoted by World
Health Organisation: Kenya — 218.4 per 100,000
population, UK - 20.3 per 100,000.
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opportunity to re-evaluate our often all
too automatic responses against the
backdrop of treatment options developed
in the UK.

A year is a long time » » »
A return visit in 1996 showed a number
of changes —~ some positive, some less so
—in the year I had been away.

With such a rich menu of

treatments in Britain it is

easy to lose sight of real
problems

While in 1995, acquisitive crime was a
very minor source of income for heroin
users, fewer opportunities to exploit
tourists (as licensed tour guides are
introduced and rigorously policed)
coupled with a 25 per cent hike in the cost
of heroin, seems to have led directly to a
rise in crime.

In turn, as it has become more difficult
to raise money, a number of users have
begun injecting again. This switch is
clearly visible in Nairobi and Mombassa,
and is reproduced on a smaller scale in
Malindi, the nearest large town to
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TOPPing the class: all TOP volunteers receive certificates on completing training

Watamu. This clearly brings new
demands for information and harm
reduction work. A country with a very
high prevalence of HIV infection does not
need another transmission route.

In the meantime, TOP (dropping the
‘pilot’) opened a drop-in centre and a
detox unit. During my last visit, with
support from the local doctor, three
people were detoxing in the centre, and
one of these provided me with a brief
glimpse of the power of brevity.

Usually we regard drug users who have
a one-off contact and then disappear as
failures. They don’t fit into our world of
focused, time-limited interventions with
clear outcomes. In July 1995, 1
experienced one such contact, a user who
was opposed to TOPP and reluctant to see
me. At the time, I assessed it as a fairly
unsatisfactory exchange.

But on my second day there in 1996,
12 months later, this man appeared at the
TOP centre and began to detox. Talking
with him over subsequent weeks it
became clear that that brief
‘unsatisfactory contact’ had (however
imperceptibly) motivated this change.

In a field where we frequently don’t see
positive change, or where people
disappear from view, it’s important to
recognise that even small interventions
can help someone begin the long, slow

process of change. Q




