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ABSTRACT

Drug and substance abuse is a growing public health threat in Zimbabwe, with potential to affect the economic growth of the nation. Globally, there is an increase in the number of people who use drugs. In 2013, UNODC estimated that 246 million people had used a drug in the previous year. This number has greatly increased, actually UNODC World Drug Report 2025, recently estimated that in 2023, 316 million people had used a drug in the previous year. A systematic literature review was conducted, analysing articles and case studies relevant to drug use or substance abuse in Zimbabwe, incorporating both local and international perspectives. The overall goal of this study was to collate a scoping review of drug use or substance abuse with particular focus on content related to harm reduction in Zimbabwe. The pharmacology behind methamphetamine was reviewed. Key drugs identified include crystal methamphetamine; marijuana/cannabis; alcohol; bronchleer; nicotine; Lysergide (LSD); Methylenedioxymethamphetamine (Ecstacy); illicit alcoholic brews like skokiaan, nipa, barberton and; isomers of Tetrahydrocannabinols. Drug peddlers in Zimbabwe are using various linguistic terminologies when discussing their products, these include mutoriro, ngoma, guka, dombo, kachasu, kambwa, tumbwa, kushamira, mangemba, maragada, madhembare, kukweva, kudhipisa, qilika, mabutternuts, chamba, isityimiyana, hopana, qediviki, uhali, kutsomwa, and kudira. Regulatory frameworks surrounding drugs and substances of abuse were briefly reviewed. Clinical health professionals such as pharmacists, medical doctors, and psychiatrists, as well as epidemiologists, and food scientists, all play a crucial role in the harm reduction from drug and substance abuse. Despite their efforts to enhance public health outcomes, the currently existing funding limitations, brain drain of well-trained health professionals and infrastructural deficits in Zimbabwe, results in poor overall control of this public health crisis in the nation. By implementing a multisectoral approach, Zimbabwe can improve the quality of life for its citizens and foster sustainable development. 
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INTRODUCTION
Drug abuse overview
The World Health Organization (WHO) defines drug abuse or substance abuse as the harmful or hazardous use of psychoactive substances, including alcohol and illicit drugs (Reichert et al., 2021; Volkow and Blanco, 2023). Drug abuse stems from a mix of social, familial, cultural, and psychological factors. Family instability and lack of supervision further increase vulnerability, especially among youth (Siddiqui et al., 2022). Peer influence, media exposure, and easy access contribute to initiation, while emotional distress may drive self-medication (Siddiqui et al., 2022; Heidari et al., 2025).  Drug abuse causes not only physiological harm, emotional instability, and impaired judgment, but also significant societal disruption. It disrupts family relationships, academic performance, and social behaviour, often leading to secrecy, truancy, legal issues, and risky peer associations (Martini et al., 2022). Under the influence of methamphetamine, youth may engage in criminal acts such as theft, assault, or drug trafficking, and adopt unconventional lifestyles that can lead to further criminal involvement (Saladino et al., 2021). Effective drug prevention requires coordinated efforts across families, schools and communities (Fishbein and Sloboda, 2023). Youth empowerment through employment, public awareness campaigns, recreational programs, and religious engagement plays a crucial role in reducing vulnerability to substance use. These efforts are not just beneficial but essential in the fight against drug abuse (Geleta et al., 2021).

Crystal methamphetamine
Methamphetamine is a powerful stimulant with a high potential for addiction, and it can be consumed through smoking, snorting, injection, or oral ingestion. (Yang et al., 2018). It is an amphetamine type of drug with many derivates. The substance is commonly consumed in its crystalline form, referred to as "meth" or "ice". In 2016, global estimates placed the number of users at around 35 million, a figure projected to rise as meth increasingly supplants other illegal drugs like cocaine and marijuana across various nations (Rommel et al., 2016).  The chemical structure of the stable conformers of amphetamine and methamphetamine are shown in Figure 1 below. 
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Figure 1: The chemical structures of 3 stable conformers of (S)-amphetamine hydrochloride on the left side and 6 stable conformers of (S)-methamphetamine hydrochloride on the right side, respectively. Torsional angles depicted are defined as α1 = ∠(1, 2, 3, 4); α2 = ∠(2, 3, 4, 5) and; α3 = ∠(3, 4, 5, 6) (Dobšíková, K. et al., 2023).

Mechanism of Action
Methamphetamine exerts its effects by promoting the release of monoamine neurotransmitters such as dopamine, norepinephrine, and serotonin from presynaptic terminals. These neurotransmitters play crucial roles in regulating mood, pleasure, and alertness in the brain. (Ferrucci et al., 2019). Due to its high lipid solubility, methamphetamine rapidly enters the brain and elevates dopamine, norepinephrine, and serotonin levels. It reverses monoamine transporters, inhibits reuptake, and redistributes neurotransmitters via VMAT2 (Omidvari et al., 2023). The resulting surge enhances alertness, euphoria, and appetite suppression, while cardiovascular stimulation - primarily via norepinephrine release - raises heart rate and blood pressure. Although its role in treating attention-deficit hyperactivity disorder is not fully understood, it likely involves the activation of central noradrenergic pathways. At high doses, these mechanisms can lead to severe toxicity, including fatal cardiovascular events or even death (Kish, 2008).


Synthesis
Methamphetamine is commonly manufactured through two primary synthetic routes: the pseudoephedrine reduction method and the phenylacetone (P2P) method. The pseudoephedrine route typically uses over-the-counter medications like Sudafed as the precursor, which contains pseudoephedrine or ephedrine. These compounds are chemically reduced using agents such as hydrogen iodide and red phosphorus, or metal catalysts like palladium, platinum, or rhodium in the presence of hydrogen gas. Laboratories employing this method often contain hydrochloric acid, organic solvents like ether, benzene, chloroform, kerosene or white gas, and alkaline substances such as lye or washing soda (Brown, 2015).

The phenylacetone route involves the use of phenylacetone (P2P), methylamine or its hydrochloride salt, and reducing agents to produce methamphetamine via reductive amination. Additional chemicals found in labs using this method include formaldehyde, ammonia, hydrochloric acid, aluminum foil, mercuric chloride, and similar organic solvents and alkaline agents. In cases where P2P must be synthesized first, labs may also contain magnesium turnings, benzyl chloride or bromide, sodium cyanide or acetic anhydride, ether or tetrahydrofuran, phenylacetic acid, and thorium oxide. These methods pose significant risks due to the toxicity and volatility of the chemicals involved (Brown, 2015).

Adverse effects and toxicities
In a recent study by Amber N. Edinof and colleagues (2022), methamphetamine was labelled as “America’s most dangerous drug”. There are many medical complications which are associated with the use of methamphetamine and its derivatives, and they affect anyone regardless of ethnicity, race, gender, skin color or sex. Methamphetamine-induced psychosis is a common medical complication, and it may unmask underlying psychiatric disorders (Amber N. Edinof et al., 2022). The common central nervous symptoms that users presents with include; hallucinations, anxiety, seizures, agitation, and delusions. In the cardiovascular systems, symptoms usually include; palpitations, chest pain and shortness of breath. Methamphetamine can also cause ischemic strokes, cortical blindness and even cerebral vasculitis. In serotonergic systems, the use of methamphetamine can induce neurotoxicity, encompassing brain anatomical structures such as the hypothalamus, amygdala, striatum, septum and hippocampus, resulting in memory impairment, mood changes and psychosis (Amber N. Edinof et al., 2022).

EPIDEMIOLOGY OF CRYSTAL METHAMPHETAMINE USE 
Global 
Drug use is on the rise globally as depicted in Figure 2 below. In the decade between 2012 and 2022, the use of amphetamine drugs has shown an increasing trend globally (Romann et al., 2021). These statistics are believed to be an understatement, however, given the huge data gaps in reporting of illicit drug use in general. An estimated 30 million people were using methamphetamine and amphetamine in 2022, and 75% of those users are male, according to the United Nations Office on Drugs and Crime (2024). More than 1,000 cases of direct drug-related deaths were reported as a result of amphetamines in 2022, 77% of whom were men (UNODC, 2024). Disease-adjusted life years (DALYS) attributable to amphetamines increased from 1.27 million in 2010 to 1.41 million in 2019. 
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Figure 2: Overview of the global estimated numbers of people who use drugs and the prevalence of drug use, for 2013, 2018 and 2023 (UNODC, 2025b).
Geographically, the use of crystal meth is more prevalent in the North America, Oceanica, and South East Asia regions. In Europe, studies have reported an increasing trend in the use of crystal meth in recent years in Germany, Greece, and Turkey, adding to the burden traditionally attributable mostly to the Czech Republic and Slovakia in the region (Romann et al., 2021). In a study of drug abuse among adolescents in 47 countries, Son et al. (2025) found the prevalence to be highest among countries in the African region, with a prevalence of 4.34%.

Young adult males are the demographic experiencing the highest prevalence of crystal meth use.  Son et al. (2025) found that the prevalence of amphetamine /methamphetamine use among school-going children aged between 12 and 15 years was 4.05% across the 47 countries studied. Boys exhibited higher amphetamine/methamphetamine use, at a prevalence of 9.20%, which was five percentage points higher than girls (4.20%). 
 
In Zimbabwe
In Zimbabwe, crystal methamphetamine is the most used synthetic stimulant drug, and is popularly referred to as ‘mutoriro’, ‘guka’, or ‘dombo’ (Government of Zimbabwe, 2024; Tome & Abur, 2023; United Nations Office on Drugs and Crime, 2024). The prevalence of the use of meth among other illicit drugs in Zimbabwe shows a concerningly increasing trend especially among young people (Government of Zimbabwe, 2024; Mukwenha et al., 2022). During the COVID-19 pandemic, the use of crystal meth in Zimbabwe was reported to surge among young people who were idle as a result of not being able to go to school or work (Mukwenha et al., 2022; Muzuva et al., 2023).

The use of crystal meth as with other illicit drugs in Zimbabwe is prevalent mainly among adolescent and young adult males especially in high density suburbs in the capital city, Harare (Muzondo, 2023; Muzuva et al., 2023). The high prevalence of meth use in this demographic has been linked to the high unemployment rate and stress that is prevalent in the economically ailing country (Muzuva et al., 2023). Homeless children or as they are commonly referred to in Zimbabwe, ‘street kids’ are also another key population that has high prevalence of meth use as they result to the stimulant drug to help cope with their homelessness situation (Mukwenha et al., 2022; Muzuva et al., 2023).  In their study of causes and effects of women’s use of illicit drugs in Zimbabwe, (Muzondo, 2023) found increasing trend on the use of drugs including crystal meth by women which is associated with effects of the COVID-19 pandemic.

Cough mixtures that contains codeine and alcohol are also being abused by drug abusers in Zimbabwe and drug peddlers are taking this illegal opportunity. Broncleer is one of the cough mixtures abused, which is used medically for treating coughs in other countries (Chibvamindu Mitchell, 2024). This syrup is derived from a plant found within the poppy family, and the syrup comes in different colours. The unfocused youths in Mbare refer to Broncleer as ngoma, kushamira or kudira. They also use other terminology like kukweva or kufema when refering to the abuse of glue. Furthermore, they also use the words like mangemba or maragada when refering to psychiatric pills (Chibvamindu Mitchell, 2024). When it comes to psychiatric pills, valium is oftenly referred to as mabutternuts by the drug dealers, because of its yellow colour and, diazepam pills are oftenly called madembare because they are blue in colour similar to dynamos football team dressing kits. just like the dynamos football team which wears blue and white colours. Lastly, marijuana is oftenly referred to as chamba. Some illicit drugs may cause a sensation of relaxed state or drowsiness, and the drug peddlers use linguistic terminology like kutsomwa or kudhipisa to describe them (Chibvamindu Mitchell, 2024).



PHARMACOLOGICAL TREATMENT OF SUBSTANCE USE DISORDERS
Pharmacological management forms a significant component in treating substance use disorders (SUDs), complementing psychosocial interventions within a harm reduction framework. However, globally, medications remain inadequate or non-existent for some substances, notably due to complex biology of addiction, legal barriers, and pharmaceutical corporations' historical reluctance to invest in this disease space (Jhanjee, 2014; Raymond et al., 2025). These pharmacotherapies aim to correct neurobiological alterations resulting from chronic substance use, managing withdrawal symptoms, reducing cravings, and preventing relapse (Hayes et al., 2020). However, pharmacological options may differ significantly worldwide depending on substance classes, regulatory approvals, and healthcare system capabilities.

Substance Use disorders
Opioid Use Disorder
Opioid agonist maintenance treatment (OAMT), primarily involving methadone or buprenorphine coupled with psychological support, remains the cornerstone treatment. These medications stabilize altered neural pathways, significantly reducing cravings and withdrawal symptoms. Naltrexone, an opioid antagonist, offers an alternative for detoxification and relapse prevention in motivated individuals (WHO, 2009; Volkow and Blanco, 2021). Nonetheless, barriers persist, including limited access to methadone clinics and the requirement for specialized prescribers for buprenorphine, leading patients to seek alternative therapies, including gabapentin or clonidine off-label, and high-dose loperamide  (Toce et al., 2018; National Academies of Sciences et al., 2019). 

Alcohol Use Disorder (AUD)
AUD is a prevalent yet inadequately addressed illness, with merely three widely recognized pharmacological treatments available (Burnette et al., 2022). Disulfiram which is an anti-dipsotropic medication which inhibits aldehyde dehydrogenase, causing unpleasant reactions when alcohol is consumed modulates glutamate neurotransmission, reducing cravings, whereas naltrexone reduces the reinforcing effects of alcohol by blocking opioid receptors (Jonas et al., 2014). These drugs as well as EMA-approved nalmefene, an anticraving drug, are among the drugs currently approved by numerous international authorities, including the US FDA and EMA, for the treatment of AUD (Attilia et al., 2018). Baclofen and sodium oxybate, have also been authorized for the treatment of AUD by European agencies.  Since AUD is a highly diverse illness, not all AUD sufferers will benefit from the same drug. Consequently, to enhance care and augment utilization, it is imperative to discover novel, diverse, and more efficacious pharmacological therapy choices for AUD (Burnette et al., 2022).

Nicotine dependency
Nicotine dependence has shown benefits from nicotine replacement therapy (NRT), varenicline, and bupropion, which have demonstrated significant increase in cessation rates. NRT alleviates withdrawal by providing controlled nicotine doses, varenicline partially agonizes nicotine receptors to ease cravings, and bupropion inhibits dopamine and norepinephrine reuptake, decreasing nicotine withdrawal symptoms. Russia and other socialist nations also have licenses to use cytisine, a medication that is pharmacologically similar to varenicline (Cahill et al., 2013). Clonidine and nortriptyline are examples of second-line therapies. The effectiveness of monoamine oxidase inhibitors and selective serotonin reuptake inhibitors, two other therapy approaches that have been investigated, has not yet been established (Frishman, 2007).

Cannabis Use Disorder
To date there is no approved pharmacological treatment for cannabis use disorders and psychosocial treatment remains the primary approach (UNODC and WHO, 2020). However, research has shown investigational trials exploring different agents. Promising alternatives include cannabinoid agonists that can function like nicotine patches in quitting tobacco use, or long-acting opioid agonists such as methadone and buprenorphine for heroin dependency management (Connor et al., 2021). Pharmacological agonists alleviate cannabis withdrawal symptoms and diminish the incentive to consume cannabis via binding to cannabinoid CB1-receptor (Rømer Thomsen et al., 2022). Administering CB1 antagonists may inhibit the effects of cannabis and facilitate cessation. Preclinical studies reveal substantial interactions between opioid and cannabinoid systems, suggesting that opiate antagonists such as naltrexone may reduce cannabis reward and use. Other intriguing agents investigated comprise topiramate, N-acetylcysteine, varenicline, oxytocin, and gabapentin (Connor et al., 2021).

Pharmacological Treatments for Methamphetamine Use Disorder (MUD)
Methamphetamine use disorder poses unique challenges due to a lack of globally approved medications (UNODC-WHO, 2020). A significant issue in addressing methamphetamine use disorder (MUD), similar to other psychostimulant use disorders, is the absence of pharmacological treatments that can diminish cravings and facilitate sobriety (Yates, 2024). Pharmacotherapies assessed for MUD sought to diminish the reinforcing effects of METH, reduce cravings and withdrawal symptoms, or alleviate concomitant psychiatric disorders and cognitive deficits associated with METH misuse. (Moszczynska, 2021). At present, there are no sanctioned medications for the management of methamphetamine dependence, nor are there any forthcoming pharmaceuticals supported by scientific literature that sufficiently indicate a significant therapeutic effect. Several agents have demonstrated some negligible potential in clinical settings, often through off-label use with the  predominant categories of attempted pharmacotherapies being antidepressants, antipsychotics, and substitution/replacement therapies (Stoner, 2018). 

Several medications indicated favorable signals that necessitate additional examination in larger-scale research. A review by (Hersi et al., 2023), highlighted the drug classes and drugs to have been tested for their potential use in MUD. These include opioid antagonists (e.g., naltrexone), gamma-aminobutyric acid agents like baclofen (Heinzerling et al., 2006), antipsychotics (e.g., aripiprazole). Moreover, antidepressants (e.g., sertraline, bupropion, mirtazapine, imipramine), and cognitive enhancers were also evaluated. Other agents studied include, topiramate, galantamine, modafinil, varenicline, rivastigmine, , and oxytocin (Hamel et al., 2020).

Antidepressants
Bupropion, primarily used for depression and nicotine dependence, functions as a selective norepinephrine-dopamine reuptake inhibitor. It is suggested that it mitigates methamphetamine cravings by enhancing dopaminergic signaling disrupted by chronic stimulant abuse as observed in some trials and may be efficacious in methamphetamine dependence who use methamphetamine less than daily and are highly adherent to the treatment  (Elkashef et al., 2008; Trivedi et al., 2021). Mirtazapine, an antidepressant acting via antagonism of serotonin (5-HT2 and 5-HT3) receptors and enhancing norepinephrine and serotonin neurotransmission, has been associated with reductions in methamphetamine use and associated risk behaviors (Colfax et al., 2011; Siefried et al., 2020). 

Psychostimulants 
Psychostimulants may function as maintenance therapy for the management of substance use in these patients. Modafinil, a wakefulness-promoting drug, which modulates dopamine release and uptake, potentially alleviating methamphetamine-induced cognitive deficits and withdrawal symptoms. Results are mixed, but clinical interest remains due to its favorable safety profile (Anderson et al., 2012; Gonzalez et al., 2014) Additionally, Methylphenidate SR, an attention deficit drug, was safe and well accepted by active methamphetamine users, considerably decreasing methamphetamine consumption, cravings, and depressive symptoms (Rezaei et al., 2015). Siefried et al., (2020) indicated that the most dependable advantageous results have been noted with stimulant agonist treatment which are methylphenidate and dexamphetamine. Other psychostimulants showed some potential in users though not sustained over time (Rezaei et al., 2015).

Anticonvulsants
Topiramate, an anticonvulsant, modulates glutamate and GABA neurotransmission, thereby reducing cravings and impulsive behavior associated with stimulant use. Clinical trials have indicated moderate efficacy in reducing methamphetamine relapse rates and weekly median urine methamphetamine levels significantly decreased and observer-assessed severity of dependent ratings (Elkashef et al., 2012, 2012). Baclofen a selective GABAB agonist was indicated to exhibit a modest therapeutic effect when compared to placebo (Heinzerling et al., 2006).

Antipsychotics
Long-acting injectable antipsychotics like aripiprazole and risperidone have been employed off-label, particularly beneficial in patients experiencing methamphetamine-induced psychosis, providing symptom relief and improving adherence through reduced dosing frequency (Wang et al., 2016). Apripiprazole was also found to enhance treatment adherence and diminish the intensity of psychotic episodes (Sulaiman et al., 2013).

Additional medications
Naltrexone, an opioid antagonist, may reduce methamphetamine reinforcement indirectly by modulating reward pathways in the brain. Notably, combined therapy using bupropion and naltrexone showed significant efficacy in recent randomized clinical trials, improving abstinence rates compared to placebo (Trivedi et al., 2021). Buprenorphine augmentation, relative to the placebo, markedly diminished the urge for METH during treatment with the Matrix program (Salehi et al., 2015). Prometa® which comprises the antihistamine hydroxyzine, the GABA agonist gabapentin, and the benzodiazepine receptor agonist flumazenil showed  decreased MA utilization was noted in one of investigation (Morley et al., 2017)

Despite ongoing research, significant challenges persist in the pharmacological management of Methamphetamine Use Disorder. These challenges include the absence of medications officially approved for MUD treatment, limited effectiveness of current pharmacotherapies, and patient adherence issues often driven by side effects, stigma, and accessibility barriers, especially in low- and middle-income countries (UNODC-WHO, 2020). Furthermore, complex psychiatric comorbidities frequently associated with MUD complicate treatment regimens, demanding multidisciplinary approaches (Moszczynska, 2021). Therefore, future recommendations should emphasize the development and rigorous testing of novel pharmacological agents specifically targeting methamphetamine addiction pathways, enhancement of patient-tailored combination therapies (e.g., bupropion and naltrexone), and integration of pharmacological treatments within broader psychosocial and harm-reduction frameworks (Siefried et al., 2020; Trivedi et al., 2021). Addressing regulatory barriers, improving medication availability, and training healthcare professionals on the nuanced aspects of pharmacotherapy for stimulant addiction should be integral components of future policy and clinical practice guidelines (Hersi et al., 2023; Raymond et al., 2025).

HARM REDUCTION FOR METHAMPHETAMINE USE DISORDER: NON-PHARMACOLOGICAL TREATMENT OPTIONS
There are several evidence-based non-pharmacological interventions used for the treatment of substance use disorders (SUD) (AshaRani et al., 2020).  The United Nations Office on Drugs and Crime (UNODC) and  World Health Organization (WHO) International Standards for the Treatment of Drug Use Disorders endorse several evidence-based psychosocial interventions, including Cognitive-Behavioural Therapy (CBT), Contingency Management (CM), the Community Reinforcement Approach, Motivational Interviewing (MI) and Motivational Enhancement Therapy (MET), family-oriented treatment approaches, mutual-help groups, and recovery support (WHO & UNODC, 2020). These approaches focus on modifying thought patterns, behaviours, and environmental factors that contribute to drug use. The following Table 1 below, details some of the most prominent and effective non-pharmacological interventions (WHO & UNODC, 2020).  

Table 1: Evidence-Based Non-Pharmacological Interventions for Methamphetamine Use Disorder
	Intervention Name
	Core Components/ Description
	Key Evidence of Effectiveness
	Applicability/Considerations

	Contingency Management (CM)
	Motivational incentives (e.g., vouchers) for abstinence, based on verified drug-negative tests (Moszczynska A,2021). Escalating reward schedules.
	Strong evidence for reducing METH use, improving retention, reducing psychiatric symptoms and risky behaviours. Effective in research and community settings (Boonlue T, 2025). 
	Effectiveness can vary by demographics (e.g., less effective for long-term users, more effective in Caucasian populations). Requires consistent funding for incentives (AshaRani et al., 2020; UNODC & WHO, 2009).

	Cognitive Behavioural Therapy (CBT)
	Structured, one-on-one sessions to identify and reshape negative thoughts and behaviours. Focus on coping, relapse prevention, and trauma processing (McHugh and Hearon, 2010).
	Effective for MUD, alone or with CM. Alters brain response to cues, reduces cravings (Zamboni L et al, 2021).
	Highly adaptable, can be delivered by paraprofessionals with training, making it scalable for resource-limited settings (AshaRani et al., 2020).

	The Matrix Model
	Intensive outpatient program (16 weeks) combining relapse prevention, education, social support groups, individual counselling, and regular drug testing (Magidson J.F et al, 2017).
	Supported efficacy for METH users, improves drug use, cravings, retention, and completion, especially when combined with pharmacotherapy (Shoptaw S et al., 1995).
	Resource-intensive due to duration, multiple components, and frequent testing. Requires significant infrastructure and trained personnel (AshaRani et al., 2020).

	Motivational Interviewing (MI) & Motivational Enhancement Therapy (MET)
	Client-centred counselling to resolve ambivalence and enhance intrinsic motivation for behaviour change (WHO & UNODC, 2020; UNODC & WHO, 2009).
	Effective for unmotivated or resistant individuals, inspires changes in health-negative behaviours
(Volkow & Blanco, 2023).
	Adaptable for various settings and can be integrated into brief interventions by general health providers (UNODC & WHO, 2009). 

	Family & Couples Counselling
	Involves family members or partners in the treatment process to build support systems and improve communication (WHO & UNODC, 2020; UNODC & WHO, 2009).
	Very useful, especially for adolescents, providing crucial support for abstinence and maintenance (Boonlue T, 2025).
	Requires specialised family therapists but can leverage existing social structures.

	Group Therapy
	Regular sessions with peers to discuss drug use, abstinence efforts, and mutual support, led by a professional.
	Promotes mutual support, peer confrontation, and shared experiences in recovery (WHO & UNODC, 2020; Boonlue T, 2025).
	Cost-effective and scalable, can be implemented in various inpatient and outpatient settings.



The UNODC/WHO guidelines advocates for integrating drug dependence treatment into primary health care and empowering non-specialist healthcare providers to deliver specific mental health interventions with appropriate training (UNODC & WHO, 2009). This "task-shifting" approach is important for resource-limited settings like Zimbabwe (Zirima H, 2022). For instance, family therapy and group therapy leverage existing social structures, which are strong in Zimbabwean communities (Masunungure et al., 2025). This multi-modal strategy, combining formal therapies with community-based support and psychoeducation, offers a more resilient and comprehensive continuum of care.

ZIMBABWE HEALTH SYSTEMS
Public health institutions form the backbone of Zimbabwe's health system, supported by private, municipal, and faith-based organisations. The health system has four levels: primary, secondary, tertiary, and quaternary (MOHCC, 2021). Most primary healthcare facilities are run by nurses, with medical doctors often present at the secondary level and specialists from tertiary institutions upwards. The country has been experiencing an economic crisis for years, contributing to the brain drain of its well-trained workforce. In 2023, Zimbabwe was included in the WHO Health Workforce Support and Safeguards List as the density of doctors, nurses, and midwives was below the global median of 49 per 10,000 population (WHO, 2023).

Public health infrastructure has deteriorated over time, with the private sector stepping in to bridge the gap. However, the private sector is unaffordable for the majority of Zimbabweans who are uninsured. According to the Zimbabwe Demographic Health Survey, 92% of women and 93% of men  who participate did not have health insurance, which aligns with the findings of the Zimbabwe National Accounts report of 2017, which stated that only 10% of Zimbabweans had private health insurance (ZIMSTAT & ICF, 2024; Mhazo A.T et al, 2023). The government is currently working on a national health insurance scheme to improve health financing and work towards universal health coverage (MOHCC, 2021). Zimbabwe’s health sector is primarily funded by the government from tax revenue, which contributes about 44.1% of the total health expenditure, with additional support from external donors (Mhazo A.T et al, 2023). Services are predominantly out of pocket, with free maternal and mental health services, and a waiver of fees for those under five and over 65 years of age. Even though services are subsidised in the public sector, they are often affected by resource shortages, resulting in patients accessing investigations and medications from private providers.

Based on the MDPCZ public register, as of June 2025, Zimbabwe has 22 specialist psychiatrists and in terms of health infrastructure, the country has 6 psychiatry hospitals, and 2 forensic psychiatry centres (MDPCZ, 2025; Mangezi & Chibanda, 2010). Mental health services are also integrated with, at secondary and primary health level, referral of patients in need of specialists care to the psychiatric hospitals (Mangezi & Chibanda, 2010). Public mental health institutions and services are primarily funded by the government of Zimbabwe and are not spared from the resource constraints faced by other public health institutions. This results in the institutions being overwhelmed by patients and individuals being forced to pay for investigations and medications from out of pocket. 

Drug and substance abuse has become a growing challenge in Zimbabwe, with substance use disorders accounting for an estimated 60% of patients admitted to mental health facilities (GoZ, 2024).  This has stimulated the establishment of rehabilitation centres in Zimbabwe, with the Association of Health Funders of Zimbabwe listing at least 18 rehabilitation centres, most of which are concentrated in major cities (AHFOZ, 2025).  However, the majority of Zimbabweans cannot afford the costs of rehabilitation in most private centres, leaving the public sector as the backbone of this response.

Zimbabwe has set up the National Committee on Drug and Substance Abuse (DSA), which led the development of a Multisectoral Drug and Substance Abuse Plan 2024-2030 (GoZ, 2024). This plan aims to support a multi-sectoral and system-wide response to the drug crisis in the country. The use of most substances, including Methamphetamine, is illegal in Zimbabwe, with the policy environment posing structural barriers for those affected to seek care or for the implementation of harm reduction initiatives. The needs of drug and substance users are also included in HIV key population programming, where the government works closely with civil society and non-governmental organisations in providing HIV prevention services for those at risk. While the focus is on HIV prevention services, networks such as the Zimbabwe Civil Liberties and Drug Network (ZCLDN) have been advocating for interventions based on human rights and dignity for all, including the provision of harm reduction services (IDPC, 2025). Harm Reduction, Treatment, and Rehabilitation are included in the strategic pillars of the country’s multisectoral drug and substance abuse plan, which is a step in the right direction.

CURRENT LEGISLATION FOR DRUG ABUSE IN ZIMBABWE
The Zimbabwe Republic Police (ZRP) has been instrumental in the fight against drug and substance abuse in Zimbabwe. They play a huge role in enforcement and public awareness campaigns. In the beginning of 2023, ZRP launched a tactical operation to mitigate drug abuse, and by February 2023, 1 903 drug peddlers and addicts had been arrested (Mugari, 2024). In 1969, the Drugs and Allied Substances Control Act (Chapter 15.03) was promulgated, and it marked the beginning of medicines regulation in Zimbabwe. This was then followed by the Medicines and Allied Substances Control Act which was released in 1997 (Sithole T et al., 2021). The Medicines and Allied Substances Control Act (Chapter 15.03), amongst other lists, has a list of approved medicines used in both humans and animals, including narcotic medicines. This act also stipulates the penalties involved for contravening it. For example it states that, “Any person who contravenes the provisions of these regulations, other than a provision for the contravention of which a penalty is provided by subsection (3) of section 38 or subsection (2a) of section 39 of the Act, shall be guilty of an offence and liable to a fine not exceeding level seven or to imprisonment for a period not exceeding six months or to both such fine and such imprisonment” (MCAZ, 2025a, para 106).

In addition, there is also the Dangerous Drugs Act (Chapter 15:02) in Zimbabwe, that has been instrumental in arresting people who are found in possession, or involved in public violence under drug influence. Both males and females are involved in conflicting with the law, in fact it was also established that 48% of female drug users had been involved in conflict with the law at some point (Muzondo E, 2022). The Dangerous Drugs Act (Chapter 15:02) amongst other things, has a list of substances that are considered, in Zimbabwe, to be dangerous drugs and prohibited drugs. This act also stipulates the penalties involved for contravening it. For example, when it comes to dangerous drugs it states that, “Any person who contravenes any provision of regulations made in terms of subsection (1) shall be guilty of an offence and liable to a fine not exceeding level twelve or to imprisonment for a period not exceeding ten years or to both such fine and such imprisonment” (MCAZ, 2025b, para 6). This is for coca bush, coca leaf, raw opium. cannabis plant, medicinal opium, cocaine, morphine, prohibited drugs and other drugs. Law enforcers were also empowered in the same act through a section which states that, “Any person who resists, hinders or obstructs an inspector or other person in the lawful exercise of his powers under this section shall be guilty of an offence and liable to a fine not exceeding level five or to imprisonment for a period not exceeding six months or to both such fine and such imprisonment” (MCAZ, 2025b, para 14D). Notable prohibited drugs listed include, Bufotenine, Cocaine, Lysergamide, Etryptamine, Glutethimide, Cathinone, Mescaline, Lysergide (LSD), Methaqualone, Methylenedioxymethamphetamine (Ecstacy) Tenamfetamine (MDA); and all isomers of Tetrahydrocannabinols. 

The Harmful Liquids Act (Chapter 9:10) has been instrumental when it comes to arresting people who conflicts with it in Zimbabwe, in the dealings with liquids such as Kachasu, Skokiaan, Nipa, Barberton, Qilika, Isityimiyana, Hopana, Qediviki, and Uhali. It states that, “Any person who contravenes any provision of this section shall be guilty of an offence and liable to a fine not exceeding level seven or to imprisonment for a period not exceeding two years or to both such fine and such imprisonment” (Law.co.zw, 2025, para 6). The law enforcers were also empowered in the same act by the section which states that, “...if any such person on such demand furnishes to such police officer a name or address which such police officer upon reasonable grounds suspects to be false, such person may be arrested and detained for a period not exceeding twelve hours until the name and address so furnished have been verified. (3) Any person who fails or refuses to furnish his full name and address on the demand of any police officer in terms of subsection (1) or who furnishes a false name or address on any such demand shall be guilty of an offence and liable to a fine not exceeding level four or to imprisonment for a period not exceeding three months or to both such fine and such imprisonment” (Law.co.zw, 2025, para 6)

In 2025, the Harmful Liquids Act (Chapter 9:10) was amended by the Statutory Instrument 62 of 2025, in order to keep up with the illicit brews activities. This was achieved through the addition of , “Any unregulated, unauthorised or illegally produced alcoholic beverages containing ethanol, colloquially referred to by such names as kambwa, musombodhiya or by any other name whatsoever.” (ZimLII, 2025a, para 2). Previously in 2024, the Dangerous Drugs Act (Chapter 15:02) was also amended by the Statutory Instrument 167 of 2024, which aimed to control the emerging drug abuse problem involving ‘guka’, ‘dombo’ , ‘mutoriro’ or crystal methamphetamine. Interestingly, this new regulatory instrument is contributing in the control of drug abuse in Zimbabwe. It was suggested that this new regulation may be cited as the Dangerous Drugs (Amendment) Regulations, 2024 (No. 11) (ZimLII, 2025b). It has a section which states that; “Part II of the Schedule to the Dangerous Drugs Act [Chapter 15:02] is amended by the insertion as the last item on the Schedule of the following - “Amphetamine type medicines in the form of— (a) a-methylphenethylamine; (b) b- methylphenethylamine; (c) a-ethylphenethylamine; (d) any synthetic compound structurally derived from any of the substances mentioned in items (a), (b), or (c) .... amphetamine; benzphetamine; chlorphentamine; ... methamphetamine; methamphetamine racemate; N-ethylamphetamine; (e) any substance derived from any of the medicines mentioned in terms of (a)-(d) other than- hydroxyamphetamine; (i) methoxyphenamine; (iii) phenylpropanolamine; (iv) pholedrine; (v) isoprenaline; (vi) orciprenaline sulphate; (vii) phenylephrine; — ; Dipipanone hydrochloride; Etretinate; Isotretinoin” (ZimLII, 2025b, para 2).

CONCLUSIONS AND RECOMMENDATIONS
Drug and substance abuse is a growing significant public health threat in Zimbabwe, which can potentially affect the country’s economic growth. This public health threat requires a multi-sectoral approach as it is a multi-dimensional challenge driven by behavioural, medical, institutional, economic, and social factors (GoZ, 2024). Globally, the prevalence of drug use is increasing. In 2023, the estimate number of people who used a drug in the previous year was 316 million people, which is an increase from 246 million people in 2013 who were estimated to had used a drug in the previous year as well (UNODC, 2025). The importance of psychiatrists cannot be emphasized any further in the reduction of the harm caused by drug and substance abuse. Psychiatrists roles have evolved from being, asylum doctors, psycho-pathologists, psycho-analysts, psycho-pharmacologists, to finally becoming mental health leaders (Potash J.B et al., 2025). Pharmacists are key experts in the management of drug and substance use disorders. This is because pharmacists are very knowledgeable when it comes to mechanism of action of drugs, and they are in a better position to identify members of the public who are at a risk of addiction (Dave P., 2024). The current unmet medical needs within the field of mental health, can also be met through pharmaceutical sciences, which as it is a discipline at the forefront of drug development (Mark Brader et al., 2024). Epidemiology is fundamental to effective healthcare management. It facilitates the identification and prioritization of health issues, uncovers causal relationships, and guides the design and execution of interventions. Through ongoing surveillance, monitoring, and evaluation of healthcare quality, epidemiology enables the assessment of health outcomes and supports continuous improvement efforts. By grounding decisions in scientific evidence and focusing on population-level health, epidemiologists serve as a cornerstone for shaping sound healthcare policies and strategic planning (Tabish, S.A, 2024). The food supply chain stages, from farm-to-fork is a continuum. For this reason, food scientists play a crucial role in the mental health and food nexus (Asogwa I.S. et al., 2022). There is an urgent need for funding prioritization in mental healthcare systems, especially in the drug use disorders or substance abuse discipline, as this will contribute to harm reduction.
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