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Executive Summary
Since the 1960s, the “War on Drugs” had started to take shape, not just in the US, but globally. By 1988, the 

United Nations Member States had ratified 3 major conventions that have fuelled criminal and repressive 

approaches to many forms of drug use. The War on Drugs has become a conflict of enforcing prohibitionist 

policies on the manufacture, distribution, and consumption of “illegal drugs.” However, now, after more 

than forty years of a militaristic approach to a public health problem, there continues to be an increase 

in narcotics production in the so-called “global south” and rising rates of consumption particularly in 

northern economies. Even more importantly, in recent years, there have been grave concerns about the 

global response to drugs; it has become more than clear that the War on Drugs not only perpetuated, but 

fuelled, severe human rights abuses towards people who use drugs, was not effective in its stated goals 

to curb drug use, and only worsened public health issues, especially in the context of HIV.

In the past decade a growing movement for reform of the outdated punitive approach has started to gain 

traction. Not only local, regional, and global civil society organisations, but also UN agencies are speaking 

out more and more in favour of drug policy reform and the need to provide people centred and rights-

based harm reduction services to people who use drugs. The harms of a continuing punitive approach that 

effectively criminalises people who use drugs are inconsistent with basic human right principles. In 2019 

the UN System Task Team’s published a report entitled “What we have learned over the last ten years” 

speaks out strongly against the violent consequences of the War on Drugs.

Unexpectedly, global drug policy has influenced the African region significantly. Criminalisation of the 

possession of drugs for personal use remains across the southern African region and in many places harm 

reduction policies are not available; in places where policies are available to provide harm reduction 

services, implementation is often still lacking. In 5 countries where this report has done focus groups 

with people who use drugs it shows clearly that repressive policies lead to an environment of impunity of 

violence by the police, government stakeholders, and the wider community. Extreme levels of stigma are 

fuelled by criminalisation f drug use and possession within the communities that people who use drugs 

live. Even more worrying is the added burden of people who use drugs who live with HIV, who struggle 

to access ART, and of women who use drugs who face added issues of gender-based violence. Through 

linking the prevailing laws and policies with the lived experiences of people who use drugs this report 

provides clear evidence of the dehumanising effects of the continuing repression.

There are some positive developments, however. The Southern African Development Community (SADC)  

has adopted a key population strategy that includes people who use drugs; the SADC Parliamentary 

Forum is working on minimum standards for key populations; and the African Commission on Human 

and People’s Rights has produced a report that endorses the human rights of people who use drugs. 
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Furthermore, growing trends towards decriminalisation of cannabis in several countries the region is 

helping shift both the political and the public debate.

The role of civil society has been essential, not only in assisting people who use drugs where government 

has failed, but to advocate for drug policy reform. Additionally, networks that are led by people who use 

drugs show a growing movement of community led activism that strengthens the voices of people who 

use drugs.

However, as is stated by the global campaign started by the International Drug Policy Consortium, 

continued action is needed to ensure that people who use drugs will be able live within a world that 

continues to deny their rights. Their annual global day of action on the 26th of June strategically coincides 

with the International Day Against Drug Abuse and Illicit Trafficking as a counter voice against the War on 

Drugs and for drug policy reform. It has started in 2013 and continues to grow globally, and strongly calls 

out: SUPPORT, DON’T PUNISH.



4 5

Global Drug Policy
A mind-altering substance that has been used for ages

When having a look at the earliest use of psychoactive substances, evidence shows that drugs have been 
around for ages, with documented use of alcohol (7,000-6,600 B.C), hallucinogens (8,600 and 5,600 B.C.), 
opium(mid-sixth millennium B.C), coca leaves (6,000 B.C.), tobacco (2,000 B.C.)1, and cannabis2 (8,000 B.C.) 
What is more recent however is the modern response to drug use, traditionally known as the “War on Drugs.”

Modern responses to drug use

The “War on Drugs” was popularised by the media 
after a speech by Richard Nixon in 1971.3 This war 
was expanded in the United States in the early 80’s, 
during the Reagan era and coined the controversial 
slogan “Just Say No!”4  However, this perspective 
was also transferred at global level, and, by 1988, 
the United Nations Member States had already 
ratified the 3 UN drug Conventions: 

1961: The United Nations Single Convention on 
Narcotic Drugs.5 

1971: The United Nations Convention on 
Psychotropic Substances.6 

1988: The United Nations Convention against 
Illicit Traffic in Narcotic Drugs and Psychoactive 
Substances.7 

Even though these three conventions states 
that their the objectiveas being the “health and 
welfare of mankind”, all three conventions have 

Definition of the War on Drugs8 
The U.S.-led global War on Drugs refers to 
the conflict and violence produced by the 
enforcement of prohibitionist policies on the 
manufacture, distribution, and consumption 
of banned substances commonly known as 
“illegal drugs.” After forty years of a militaristic 
approach to a public health problem, studies 
continue to report higher records of narcotics 
production in so-called southern nations, and 
rising rates of consumption particularly in 
northern economies. It is thus common for 
institutional reports, journalistic articles, and 
academic studies to declare the complete 
“failure” of the War on drugs. However, 
despite the lack of results and the human 
cost of still-increasing incarceration and 
violence, governments and intergovernmental 
organizations around the world continue to 
invest in a global war on the production and 
distribution of illegal narcotics.

Part I: Understanding and 
Contextualising Drug Policy 

in Africa
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been implemented with a repressive and criminalisation approach. The 1988 Convention specifically, has 
significantly reinforced the obligation of countries to apply criminal sanctions domestically to combat all 
the aspects of illicit production, possession and trafficking of drugs. It is arguably the most prescriptive 
and punitive of the three conventions.9 The 3 UN convention have been a stepping-stone for the drafting 
and implementation of national drug legislations in most countries. 

It is worth mentioning that none of the controlled drugs have been declared ‘illicit’ per se by the 3 
conventions, but the different substances have been classified according to different schedules that 
determine the level of control imposed on each substance. The 1961 and 1971 conventions come with 4 

Table 1: Schedules of the 1961 and 1971 UN Drug Conventions11

1961 Convention on Narcotic drugs
Schedule III Schedule II Schedule I Schedule IV

Pharma-ceutical 
preparations containing 
low amounts of narcotic 
drugs

Unlikely to be abused

Substances that are less 
liable to abuse and to 
produce addiction than 
those of Schedule I

High Liability to 
Abuse and to provoke 
addiction

Precursors directly 
convertible into a drug 
similarly addictive and 
liable to abuse

Already listed in 
schedule I

Particularly dangerous 
properties, especially 
liable to abuse and to 
produce ill effects

Little or no therapeutic 
value, or a substantial 
therapeutic value that 
is also possessed by 
another drug not listed 
in schedule IV

Example: preparations 
with less than 100mg of 
codeine

Example: codeine Example: Cannabis, 
opium, coca leaf, heroin, 
cocaine

Example: Cannabis, 
heroin

1971 Convention on Psychotropic Substances
Schedule IV Schedule III Schedule II Schedule I

Regular liability to 
abuse

Small but significant risk 
to public health

From little to great 
therapeutic value (s)

Regular liability to 
abuse

Substantial risk to 
public health

Moderate to great 
therapeutic value (s)

Regular liability to 
abuse

Substantial risk to 
public health

Little to moderate 
therapeutic value (s)

High liability to abuse

Especially serious risk 
and threat to public 
health 

Very limited or no 
therapeutic value (s)

Example: tranquilizers, 
diazepam

Example: Barbiturates, 
buprenorphine

Example: THC, 
amphetamines

Example: LSD, MDMA, 
Cathinone

less control
 stricter control

increased restrictions
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different schedules each - summarized in table 1.  As for the 1988 Convention, it has led to the adoption of 
more repressive measures, and includes 2 tables listing precursor chemicals, reagents and solvents which 
are frequently used in the illicit manufacture of drugs.10

In terms of global response, a  high level meeting of the Commission on Narcotic Drugs (CND) was held 
in 2009, where Member States agreed to a Political Declaration and Plan of Action12  for the period 2009-
2019, calling for Member States to establish 2019 ‘as a target date for states to eliminate or reduce 
significantly and measurably’ the illicit cultivation, production, trafficking and use of internationally 
controlled substances, the diversion of precursors, and money-laundering’ at Article 36. 

A growing call for Drug Policy reform

In recent years, there have been concerns about the global response, and the fact that we were very 
far from reaching the goals of the UN 2009 Plan of Action,13 but mostly that this approach has led to a 
series of “unintended consequences”, as per Antonia Maria Costa, former Executive Director of the United 
Nations Office on Drugs and Crime (UNODC)14. Other, unintended, health and social related consequences 
of the war on drugs were documented in a series of publication by the Global Commission on Drug Policy15  

(GCDP), namely its general impact,16 its impact on HIV/Aids,17 on the Hepatitis C Virus (HCV),18 and on the 
pain medication crisis.19 The War on Drugs has also been highly criticized for the unequal outcomes across 
racial groups, through racial discrimination by law enforcement and for its disproportionate impact on 
communities of colour.20 In 2019 the UN System Task Team’s produced a damning report “What we have 
learned over the last ten years” regarding the impact of the War on Drugs.21

These concerns that have been raised regarding this 
repressive approach have led to several initiatives 
calling for drug policy reform. These include, among 
others, the creation of the International Drug Policy
Consortium (IDPC)22 in 2006, a global civil society
network of 182 organisations engaged in drug policy 
initiatives, as well as the International Network of 
People Who Use Drugs (INPUD),23 a global network 
advocating for the rights of People Who Use Drugs
(PWUD). In 2011, the Global Commission on Drug 
Policy was created comprising of former heads of 
state or government, as well as other experienced 
and well-known leaders from the political, economic 
and cultural arenas, whose objective is to advocate 
for drug policies based on scientific evidence, 
human rights, public health and safety, for all 
segments of the population. Furthermore, in 2012, 
the Global Commission on HIV and the Law24 (GCHL) 
published a ground-breaking report25 where they 
also recommended decriminalisation of drug use, 
and similar recommendations have been brought 
forward in their more recent report in 2017.26

 

All these initiatives have at least one common vision: that people who use drugs should not be incarcerated 
for their drug use; some of these initiatives are pushing for a public health approach with more harm 
reduction measures, others for a regulated market, or for the rights of PWUD.

Unintended Consequences 
of the War on Drugs 

1. The creation of a huge ‘criminal black 
market’, along with all its attendant 
problems.

2. ‘Policy displacement’, through which 
scarce resources are redirected from 
health to law enforcement.

3. The ‘balloon effect’, whereby, rather than 
eliminating drug production, transit and 
supply, enforcement measures just shift it 
somewhere else.

4. ‘Substance displacement’, whereby, rather 
than eliminating drug use, enforcement 
measures just cause users to consume 
other substances.

5. Stigmatisation and discrimination, which 
prevents People who use drugs accessing 
treatment and support.
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What is Harm Reduction?

As per Harm Reduction International (HRI), Harm reduction refers to policies, programmes 
and practices that aim to minimise negative health, social and legal impacts associated with 
drug use, drug policies and drug laws. Harm reduction is grounded in justice and human rights 
- it focuses on positive change and on working with people without judgement, coercion, 
discrimination, or requiring that they stop using drugs as a precondition of support. (It) 
encompasses a range of health and social services and practices that apply to illicit and licit 
drugs. These include, but are not limited to, drug consumption rooms, needle and syringe 
programmes, non-abstinence-based housing and employment initiatives, drug checking, 
overdose prevention and reversal, psychosocial support, and the provision of information on 
safer drug use.27

By UN standards, Harm Reduction is referred to as the Comprehensive Package of 
interventions for the prevention, treatment and care of HIV among people who inject drugs 
(PWID),28 whose priorities are:

1. Needle and syringe programmes (NSPs) : programmes aiming at ensuring access to clean 
injecting equipment for PWID.

2. Opioid substitution therapy (OST) and other evidence-based drug dependence treatment: 
medicated assisted therapies aiming at substituting the use of opiates like heroin for 
example, with medications like methadone so that the user is not in heroin withdrawal. 
This programme aims at protecting opiate users from health consequences like HIV or 
HCV, while aiming at social, and professional insertion. While methadone can be gradually 
decreased to ease off the person from the programme, WHO recommends treatments to 
be on a long period rather than short scale.29

3. HIV testing and counselling (HTC) : specifically aiming PWID.
4. Antiretroviral therapy (ART) specifically aiming PWID.
5. Prevention and treatment of sexually transmitted infections (STIs).
6. Condom programmes for PWID and their sexual partners.
7. Targeted information, education and communication (IEC) for PWID and their sexual 

partners.
8. Prevention, vaccination, diagnosis and treatment for viral hepatitis for PWID.
9. Prevention, diagnosis and treatment of tuberculosis (TB) for PWID.

As per WHO 2016 guidelines30, overdose prevention is included as a new recommendation 
in terms of Harm Reduction interventions. This measure includes specifically the availability 
of Naloxone. Naloxone is a medication aimed at reversing the effects of opioid overdose. 
As such, if someone is experiencing an overdose on heroin for example, administering 
Naloxone as quickly as possible to that person is likely to save him/her from dying of that 
overdose. Naloxone is however available in hospital settings only in most countries. It is thus 
recommended that Naloxone be available in the community with peers, family members and 
friends of people who use opiates, including PWUD themselves as they are more likely to be 
the ones witnessing an overdose, thus saving their peers’ lives. WHO thus recommends the 
availability of community Naloxone.

It is to be noted that Harm Reduction is not limited to injecting drugs, nor to the prevention of 
HIV or other blood-borne infections. It is thus not limited to the UN Comprehensive package, 
but has a broader scope as highlighted by HRI above.
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There have been some UN entities that have also called for decriminalisation of drug use, among which 
the World Health Organisation (WHO), and UNAIDS.31 More recently, the Chief Executives Board of 
the UN, representing 31 UN agencies, has adopted a common position on drug policy that endorses 
decriminalisation of use and possession for personal consumption.32

Since States often have difficulties to navigate between their obligations as per UN Drug treaties and 
Human Right obligations, a recent publication by the International Centre on Human Rights and Drug 
Policy endorsed by UNAIDS, WHO and UNDP ensures human right compliance within national drug 
policies. This initiative aims at highlighting the “compatibility between the promotion of human rights and 
the stated object and purpose of the drug control conventions, that of promoting the ‘health and welfare 
of mankind.’”33 It is also worth noting that the WHO’s Expert Committee on Drug Dependence (ECDD) has 
published a report,34 recommending the reclassification of cannabis under the UN drug treaties, following 
a lengthy review process. The report is considered as progressive, though too limited to the usefulness of 
medical cannabis.35

Several global campaigns have also been organized by civil society, asking for drug policy reforms, one 
of them being the Support Don’t Punish (SDP) Campaign. SDP is a global advocacy campaign calling for 
better drug policies that prioritise public health and human rights. The campaign aims to promote drug 
policy reform, and to change laws and policies which impede access to harm reduction interventions.36 

SDP was organized for the first time in 2013 and was celebrated in 41 cities globally,37 and subsequently 
each following year. In 2018, it was celebrated in 220 cities globally in nearly 100 countries.38

The UNGASS on Drugs (2016) and the UN High level Ministerial 
segment (2019)

Some governments have acknowledged 
that a new approach to drugs is 
fundamental, with countries such as 
Mexico, Guatemala and Columbia calling 
for a United National General Assembly 
Special Session (UNGASS) on drugs. 
The UNGASS on drugs was convened 
in 201639  in New York and provided an 
opportunity for civil society to be vocal 
and push forward instrumental advocacy 
initiatives,40 including statements for 
drug policy reform.41 One of the pivotal 
outcomes of the UNGASS on drugs was 
the formation of the UNGASS Outcome 
Document.42 This document, though not 
questioning the “drug-free” goals of the conventions and global plan of action, included some progressive 
statements about proportionality of sentences, harm reduction, overdose prevention, and controlled pain 
medication.

2019, marks the end of the UN Plan of Action 2009-2019, which has seen a UN High level Ministerial 
segment43  prior to the Commission on Narcotic Drugs (CND) annual meeting in Vienna.This high-level 
meeting has issued a declaration44 that has disappointed many organisations. Organisations such as the 
GCDP45  and IDPC46  have issued statements express their concern. The arguments are that the progressive 
points in the UNGASS Outcome Document have not been carried forward in the new declaration by 
the CND, and that the targets of the UN Plan of Action (2009-2019) have neither been questioned, nor 
evaluated. For many the concerns are that the new declaration will have an impact on the global drug 

Women in Malawi taking action for Support Don't Punish. 
(photo credit: WOCACA)
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policy for the 10 years to come, despite lack of clear language towards drug policy reform. 

Drug Policy in the African region

Global drug policy continues to shape policy and practice within the African continent. Lugard Abila, a 
Kenyan Drug Policy Reform activist, has pointed out that “the international drug control system was shaped 
at a time when African states focused on models of development which were propagated by European 
imperialism, scientific racism, concepts of moral responsibility and the legacy of colonial legislation.

So while in the early 1950s African states were focused on developing their economies and societies, by the 
1960s legal arrangements for drugs were inherited from the colonial powers by the newly independent 
states. Although drugs were originally not an issue, they have since been identified as a ‘development 
impediment’ for which prohibition is the only answer.” This is despite the fact that “Africa has a history of 
drug use that precedes contact with Europe.

From a genesis in pre-colonial times before the scramble for Africa, and before the foundation of drug 
prohibition was laid, some of these drugs were used as a tool for accessing other psychological, cultural 
and spiritual dimensions, and they were typically found in the domain of the sacred, other the medical and 
some for recreation.”47

Africa has a prohibitive approach in terms of drug policy, with 5 countries in the region applying the death 
penalty for drug-related offences,48 namely, the Democratic Republic of Congo (DRC), Egypt, Libya, South 
Sudan and Sudan, with the latter having a mandatory death penalty for such offences.

The drugs response in the region has largely been based on a punitive approach. Even if there are some 
sub-regional initiatives to be potentially developed in the future with a  human rights and public health-
based response in mind, policy change remains a challenge because of the lack of reliable data in many 
countries in the region pertaining to drug use and PWUD.49 A review of drug legislation in Western Africa 
also reveals that despite some interests to review drug policies in the sub-region, “existing drug laws and 
approaches are rooted in the prohibitionist interpretations of the international drug conventions.”50

The birth of Harm Reduction initiatives in Africa

HIV has had a catastrophic impact on People Who Inject Drugs (PWID) in Africa. Countries, such as, Egypt, 
Morocco, Mauritius, and South Africa have reported harm reduction interventions like the Needle and 
Syringe Programme and/or Opiate substitution Therapy (OST) since 2008.51 Soon thereafter, HIV started 
affecting the PWID community in different countries within the African region, and small initiatives, 
including pilot projects started to be launched with limited funding in other countries. 

It was however clear that these were too limited, and voices started to be raised for the need to scale 
up these initiatives and bring about the policy changes required to make it possible. An article in the 
International Journal of Drug Policy read: “The time for small pilot harm reduction programmes in priority 
countries in Africa, and elsewhere, has gone. The virus is not waiting. It is imperative for countries to 
rapidly mobilize both their core resources and partners’ funding and adopt a systematic public health 
approach for large, high volume and low threshold harm reduction programmes for HIV prevention as 
against small, low volume and high threshold ones.”52

After more than 10 years, these services are reported in only 12 countries within the region, while 13 
more countries are reporting data on PWID.
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Country with 
reported 

injecting drug 
use

People Who 
Inject Drugs

% Prevalence among PWID
Harm Reduction Response 
(detailed with number of 

sites)

HIV Hep C Hep B NSP OST

Algeria 21,050 6.5 Not Known Not Known No No

Benin Not Known 5.1 Not Known Not Known No No

Côte d’Ivoire 500 5.3 1.8 10.5 No Yes (12)

DRC 3500 13.1 Not Known Not Known No No

Egypt 93,000 2.4 NK Not Known Yes (9) No

Ghana 6314 Not Known 40.1 Not Known No No

Kenya 30,500 42 16.4 5.4 Yes (19) Yes (7)

Lesotho 2,600 Not Known Not Known Not Known No No

Liberia 457 3.9 Not Known Not Known No No

Libya 6,800 87.1 94.5 4.5 No No

Madagascar 15,500 4.8 5.5 5 No No

Mali Not Known 5.1 Not Known Not Known Yes (1) No

Mauritius 11,667 45.5 97.1 6.1 Yes (46) Yes (42)

Morocco 3,000- 18,500 7.1 57 Not Available Yes (6) Yes (7)

Mozambique 29,000 46.3 67.1 Not Known Yes (1) No

Nigeria 44,515 3.4 5.8 6.7 No No

Rwanda 2,000 Not Known Not Known Not Known No No

Senegal 1,324 9.4 38.9 Not Known Yes (5) Yes (1)

Seychelles 2,560 12.7 76 1 No Yes

Sierra Leone 1,500 8.5 Not Known Not Known No No

South Africa 76,000 14.2 54.7 5 Yes (4) Yes (<11)

Tanzania 30,000 35 57 1.1 Yes Yes(6)

Tanzania 
(Zanzibar)

3,000 11.3 25.4 5.9 No Yes

Togo 2,500 Not Known Not Known Not Known No No

Tunisia 11,000 3.9 29.1 3.0 Yes (25) No

Uganda Not Known 17-20 Not Known Not Known Yes (2) No

Table 2: African countries with reported data on PWID and Harm Reduction 
Services

It is to be noted that there is no community Naloxone (medication used to reverse an opiate 
overdose), and no drug consumption room either in the region.

Data taken from the Global State of Harm Reduction 201853
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Africa at the 2016 UNGASS

At the regional level, it looks like there is no consensus among member states on the direction that has to be 
taken in the drug policy debate. Prior to the 2016 UNGASS on drugs, there were two opposite declarations 
made by Africa,54 a more conservative one from the Africa Group55 (a small and non-transparent grouping 
of the 11-or-so African countries that have a permanent diplomatic presence in Vienna, and therefore 
dominate African representation at the CND56), and the other from the African Union (AU).58 The AU 
document, commonly referred to as the Common African Position (CAP) is more progressive, and more 
participatory, as it includes all African members States inputs. This document asks for human rights and 
public health approaches towards the drug policy debate. This dichotomy probably reflects the situation 
in the region where in some countries, health services are available for PWID, and in others, they are not 
even acknowledged as key population needing health services.

The African Union

It is interesting to note that the African Union Plan of Action (AUPA) on Drug Control (2013-2017)59 has 
been worked out with a strong human rights perspective. The human rights component in the AUPA is 
seen throughout the objectives, as it focuses, not only on the drug supply, but mostly on evidence-based 
response “to address the social and health impact of drug use”. Also, the drug trafficking response is in 
accordance with “fundamental human rights principles and the rule of law.” The need for more effective 
data collection in the response has been enhanced, the lack of data being a major issue in the region. 

Finally, the accessibility to controlled medicines for medical and scientific purposes has been included, 
thus addressing, among other things, the issue of lack of pain medication in the region. It is worth 
mentioning that in 2014, at the Sixth Conference for African Ministers for Drug Control (CAMDC6), the 
biennial meeting of the region’s ministers and civil servants responsible for drug control, where the 
AUPA progress was reviewed, the conference theme was: “Drugs Kill, but Bad Policies Kill More: Scaling 
up balanced and integrated responses towards drug control in Africa”,60 thus echoing the famous Koffi 
Anan quote that “drugs have destroyed many lives, but wrong government policies have destroyed many 
more”.61 

The AUPA has then been extended to 2019 in an AU Meeting,62 in order to incorporate the progressive 
statements of the UNGASS 2016 Outcome document and the UNGASS CAP. The AUPA is now to be 
evaluated through an implementation progress report.63At the 2019 CND, AU stated that they were 
planning to approve a new Plan of Action in 2019, for 2019 to 2023 – building on the seven operational 
pillars of the 2016 UNGASS on drugs.64

Global Commission on HIV and the Law

Another impactful drug policy reform initiative has been the organization in 2011 of an African dialogue 
by the Global Commission on HIV and the Law. The dialogue‘s objectives was to discuss gaps and 
opportunities for change in the law, practices of law enforcement, issues with legal aid and access to 
redress, including a focus on law as well as law enforcement practices and access to justice in relation to 
HIV and in relation to key populations at higher risk of HIV exposure. In terms of drug policy, one of the 
major outcomes was that “68.8 % of countries in Southern and East Africa have laws which place barriers 
on providing harm reduction services such as the accessing of clean needles. Furthermore, individual drug 
possession and use is a criminal act throughout Africa. In most countries service providers are unable to 
provide users with access to clean needles or other harm reduction services without aiding and abetting a 
criminal offence. Recommendations were made for law review and reform to decriminalise sex work, sex 
between men and injecting drug use.”65  
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African Commission on Human & Peoples’ Rights (ACHPR)

The ACHPR published a report in 2017 on HIV, the Law and human rights in the African Human Rights 
system,66 its first report on HIV, the law and human rights. The report looks at different thematic areas 
around human rights and HIV, as well as different key populations. When it comes to people who use 
drugs, the report makes it clear that “A human rights-based approach to drug use requires a move away 
from criminalisation towards harm reduction and support. The UN Committee on the Rights of the Child, 
the Committee on ESCR and the Special Rapporteur on the Right to Health have all endorsed a harm 
reduction approach, as has the Human Rights Council, UN General Assembly and the OHCHR”.
 
This is an example of another African body advocating for drug policy reform, which is a progressive move, 
considering the fact that advocacy around decriminalisation of key populations in the region have, in the 
past, mostly focused on the LGBT community and sex workers, drug use advocacy in the region being 
more recent.

Civil Society Responses towards Drug Policy Reform in the African Region

On civil society’s side, there have been progressive moves from Western Africa. One of these was the 
creation of the West Africa Commission on Drugs (WACD),67 comprised of a group of distinguished West 
Africans from the spheres of politics, civil society, health, security and the judiciary. In line with the GCDP, 
they advocate for drug policy reform, and have formulated a ground breaking report in 2014, stating 
“that the consumption and possession for personal use of drugs should not be criminalized,” and asking 
for “political leaders in West Africa to act together to change laws and policies that have not worked”.68   

They have even gone further by publishing a Model Drug Law for West Africa,69 which provides concrete 
legal templates that Western African countries can adapt to reform their drug legislation, including legal 
provisions and how they relate to international legal obligations. The WACD is thus in line with the Global 
Commission on Drug Policy’s initiatives. It is worth mentioning that 2 ancient heads of State from the 
SADC region have recently joined the Global Commission on Drug Policy, namely from South Africa and 
Mauritius.70

Another dynamic initiative has been the creation of the West Africa Drug Policy Network,71 a budding 
coalition of more than 600 CSOs from the 16 West African countries, that supports drug policy reform in 
West Africa by building the capacity of local CSOs to address the impact of drug markets on democracy, 
governance, human security, human rights and public health.

A series of drug policy trainings has also been organised in Western Africa,72 based on a training toolkit73 

adapted specifically to the Western Africa context, and developed by IDPC, in collaboration with WACD. In 
Senegal, these trainings have been carried out in collaboration with Senegalese universities.74

Moreover, there have been a number of conferences organized by civil society in the region with 
international participants/speakers, addressing drug use with a perspective of human rights, health, harm 
reduction, or drug policy reform, by organisations like the African Centre for Research and Information 
on Substance Abuse (CRISA)75  in Nigeria, as well as others organized in Eastern and Southern Africa by 
organisations like TB HIV Care in South Africa, Collectif Urgence Toxida (CUT) in Mauritius, and Kenya Aids 
NGO Consortium (KANCO) in Kenya, and that are developed further down.
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Civil Society is gradually getting more on board with drug policy reform. An example is the fact that 
IDPC had its first African member in 2012, from Mauritius.76 Today IDPC has 20 members in the region.77 
Additionally, the Support Don’t Punish campaign was organised in 3 countries across Africa when it 
was launched for the first time in 2013, namely Tanzania, Mauritius and Kenya.78 Today this number has 
expanded nearly tenfold and as of 2018, there were 29 countries in Africa where SDP campaign was 
organized as shown on the map taken from SDP website.79

The regional drug user network was originally initiated by the Kenyan Network of People who Use drugs 
(KeNPUD) in 2012,80 followed by the Tanzanian Network of People who use drugs (TaNPUD) in 201381  and 
(Real Activist Community Tanzania) in 2014,82 respectively. Following the formation of these structures 
similar initiatives sprouted throughout the region: in South Africa with the South African Network of 
People Who use Drugs (SANPUD), Cameroon (Empower Cameroon),83Senegal (Santé, Espoir, Vie – SEV), 
Cote d’Ivoire (Foyer du Bonheur – La relève), Morocco (AHSUD),84 Nigeria (Equal Health & Rights Access 
Advocacy Initiative -EHRAAI ),85 Zimbabwe (Zimbabwe network of People Who Use Drugs - ZimPUD),86 as 
well as Mali and Burkina Faso. 

With the aid of the Global Fund regional grant for East Africa, networks have been/ are being developed:87 

in Mauritius (Mauritius Network of People who Use drugs – MauNPUD),88 Seychelles (Drug User Group 
Seychelles-DUGS), Zanzibar (Zanzibar Network of People Who Use Drugs – ZaNPUD), and Burundi 
(Burundian Association of People who Used Drugs-BaPUD). There is also the African Francophone 
network of people who use drugs (RAFASUD  –  Réseau Africain Francophone d’Auto-Support d’Usagers 
de Drogue)89 registered in Cote d’Ivoire in 2017 and  AfricaNPUD,90 a Sub-Saharan network.”*   

Drug Policy in southern Africa

Drug Control Regime and health responses

Within the SADC region, not only have countries ratified the international treaties, but most of the SADC 
countries have also ratified the SADC Protocol on Combating Illicit Drug Trafficking 199691 that aims at 
“assist(ing) in reducing and eventually eliminating drug trafficking, money laundering and abuse of drugs 
through cooperation among enforcement agencies.”92 

All countries in SADC have reported ratifying it with the exception of Angola (that has signed but not 
ratified it) and DRC, Madagascar and Seychelles.93 The protocol is a “legally binding document committing 
Member States to the objectives and specific procedures stated within it.”94 The protocol urges member 
States to promulgate and adopt domestic legislation which shall make illegal “drug trafficking, money 
laundering, diversion of chemical precursors, (…) and drug abuse,” drug abuse not being defined in this 
specific document. The document also urges Member States to make the following sentencing for these 
acts: “maximum custodian sentences which will serve both as punishment and deterrent and would 
include provision for rehabilitation.”

Drug use and possession is thus prohibited in all SADC countries (Ref table opposite). However, this has 
not prevented drugs from being used, and reports of the use of opiates like heroin as far back as the 
early 80’s has been noted in Mauritius.95 The country has thus launched harm reduction services like OST 
and needle and syringe programmes as from 2006.96 Other countries in the SADC region or around have 

*Although not all People who use drugs groups are documented, these information have been obtained through INPUD, RAFASUD, in 
country partners, and other partners involved in People who use drugs group’s initiatives.
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Table 3: An overview of drug legislation, and health policies/interventions 
for PWID

SADC 
Countries

Drug  
possession 

criminalised

Specific provisions in national 
drug legislations (developed 

further down)

PWID identified as 
key pop in HIV/Aids 

national plans 98

Needle and syringe 
programmes and/or 

OST99 

Angola 100 

Botswana 101 

Comoros 102 

DRC 103 

Lesotho 104 
Medical cannabis cultivation 
approved by Government in 
2018



Madagascar 105  

Malawi 106 

Parliament is discussing a 
proposed bill in Parliament for 
the legal production of hemp, 
and cannabis for medical use

Mauritius 107   

Mozambique 108 

There is a draft bill that 
would allow for production 
of cannabis for medical and 
scientific purposes, as well as 
decriminalization of a small 
amount of drugs

 

Namibia  109 

Seychelles  110 

No criminal offence for drugs 
possession, with minimum 
amounts specified as personal 
use (conditions apply)

 

South Africa 111  

Sep 2018 ruling stated that 
an adult person is allowed 
to possess, use or cultivate 
cannabis in private 

 

Swaziland 112  

Tanzania  113  

Zambia 114 

Zimbabwe  115 
Zimbabwe has approved 
production of medical and 
scientific cannabis in 2018

gradually followed afterwards with similar services, like South Africa, Kenya Tanzania, Mozambique and 
Uganda.97 Moreover, people who inject drugs are now recognized as key populations in HIV/Aids National 
Strategic Frameworks in 12 countries within the SADC region (See table 3).
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Lesotho: has also made some legal amendments116 in 2018 and has been the first 
African State to allow legal production of cannabis for medical purposes.117 However, 
licences have been attributed only to foreign companies so far,118 and it looks as if the 
protocols surrounding the production control makes it out of reach for nationals.119

Malawi:  A proposal for a bill allowing for the cultivation, production and possession of 
industrial hemp and marijuana for medical use was approved by Parliament in December 
2018. The bill is supported both by Government and opposition.120 While Parliament is 
still discussing the bill, it gave the go-ahead for industrial hemp trials.121

Mozambique:  A bill has been drafted in 2018, the Anteprojecto de Revisão da 
Lei nº. 3/97, that would allow, in Article 34, for the cultivation of cannabis for medical, 
veterinary or scientific research purposes, provided authorisations are obtained. 
Moreover, article 36 would allow for the possession of a small amount of drugs for 
personal use without being sentenced to jail.

Seychelles: The amendments made to the drugs legislation in 2016 brought the 
following provisions:

• A difference made in the law between a drug user and a drug dependent person
• A drug user caught with limited amount of drugs (10 grams /3 plants of cannabis or 0.1 

grams of heroin or cocaine) shall not be convicted/ or if convicted, not incarcerated 
(however, this is conditional that the person has not more than 2 cautions within 12 
months)

• In the case of a drug dependent person, the objective of the court will be to make 
treatment, education, rehabilitation, recovery and social reintegration services 
accessible. (However, no freedom of choice with that respect for the person caught).

• The possibility to appeal under the 2016 legislation, through a tribunal, if one person 
has been charged with harsher sentences under previous law (Misuse of drugs act 
1990)

• In essence, drug use and possession is still criminalized in Seychelles, but only under 
certain conditions as mentioned above, which can be seen as a form of partial 
decriminalisation.

South Africa: In 2018, the Constitutional Court ruled in a judgement  that the 
criminal prohibition of possession, use or cultivation of cannabis by an adult person for 
personal consumption in private is an infringement of the right to privacy of an adult 
person and constitutionally invalid. The court gave parliament 24 months to change the 
law to reflect its ruling.123 This ruling came after cases launched by Gareth Prince, as well 
as Julian Stobbs and Myrtle Clarke, known as the “Dagga couple”, who have created the 
not-for profit organization Fields of Green for All. In the meantime, this organisation has 
published a bill proposal for the legal regulation of Cannabis in South Africa.124

Zimbabwe: Amended the section 6 of the Dangerous Drugs Act,125 through the 
Dangerous Drugs (Production of Cannabis for Medical and Scientific use) Regulations 
2018126  to allow Zimbabwe citizens/residents or companies managed by same to grow 
cannabis. Licences have already been issued.127 Zimbabwe Civil Liberties and Drug 
Network (ZCLDN) has been advocating for drug policy reform for a while.128

As mentioned in Table 3, there are few countries where there have been some initiatives in terms of 
drug policy reform, though most of them are around cannabis.
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However, as much as there are some drug policy reforms in the region, not much of these directly impact 
the lives of people who use drugs and specifically, those who inject drugs. Those last years have seen 
numerous reports of human rights violations of people who use drugs in the region. In Uganda, arbitrary 
arrests of PWUD, including peer workers were reported from the Uganda Harm Reduction Network (UHRN) 
as from 2015,129 and more recently as well in 2019.130 In Tanzania, cases of stigma and discrimination 
towards key population, including people who use drugs have also been reported,131 and PWID in South 
Africa have suffered arbitrary detention, assault, extortion and confiscation of their medical supplies 
according to reports from the Step-Up project.132 As for cannabis users, despite the fact that there has 
been a constitutional judgement about cannabis in South Africa, and cannabis-related arrests have gone 
down, some over-zealous police officers are still arresting them.133

SADC Key Populations Regional Strategy

SADC has also elaborated the Regional Strategy for HIV Prevention, Treatment and Care and Sexual and 
Reproductive Health and Rights among Key Populations.134 This publication provides guidance for SADC 
Member States aiming at operationalising global and regional commitments by providing a framework 
to develop programmes for key populations. Among other recommendations, this strategy pushes for 
“essential activities for successful interventions to address legal and policy barriers (including) training and 
sensitizing key populations about relevant laws, their human rights and how to access justice; advocating 
for reviewing and reforming laws and policies”, “developing and strengthening key population–led 
organizations and networks; supporting capacity building and mentoring of key populations to enable 
them to participate in all levels of a programme; strengthening the management and capacity of key 
population organizations”, and “ensuring the availability of (…) harm reduction.”

SADC Parliamentary Forum

Another initiative is the SADC Parliamentary Forum (SADC-PF). This platform is an autonomous institution 
of SADC, established in 1997 in accordance with Article 9 (2) of the SADC Treaty. It is a regional inter-
parliamentary body composed of Members of Parliament from 14 SADC countries.135

From 2014-2018, the SADC-PF has run the Sexual and Reproductive Health and Rights (SRHR), HIV and 
AIDS and Governance program through seven SADC countries (Zambia, Zimbabwe, Tanzania, Mauritius, 
Seychelles, Lesotho and Namibia). The aim was to strengthen the capacity of SADC National Parliaments 
so that they can advocate and influence policies related to SRHR and HIV/Aids within their parliaments 
and other national platforms.136 Through this initiative, HIV/Aids has been an entry door to discuss key 
populations including PWUD, as well as drug policy.

Other initiatives of the SADC-PF was the organization of a symposium with ARASA (AIDS and Rights 
Alliance for Southern Africa) to discuss the theme of criminalisation of key populations with regional 
Members of Parliament. CSO like CUT and ZCLDN could thus speak about themes like decriminalisation 
of key populations including people who use drugs,137 and the speaker of Seychelles National Assembly 
also talked about the importance of removing legal barriers for key populations, including PWUD, and 
thus talked about the Misuse of Drugs Act in Seychelles that provides for a form of decriminalisation for 
PWUD.138 

Civil Society Initiatives

There has been a growing interest within civil society in the region as far as Harm Reduction and Drug 
Policy is concerned. It is worth mentioning that the first initiatives in terms of Harm Reduction in Africa 
were led by civil society in Mauritius as from 2006.139 Advocacy has also been echoed by CSOs in Kenya, 
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Tanzania, South Africa, Seychelles, the countries that were primarily concerned by injecting drug use since 
then. CSOs have been implementing actors or partners of harm reduction services, as well as advocates. 
There has thus been several initiatives, including through the Global regional grant for Eastern Africa, for 
high level advocacy initiatives with members of parliaments.140

As previously mentioned, several drug user groups are also organising themselves within the sub-region, 
though some of them were done through the Global Fund regional grant that has come to an end, and the 
sustainability of these initiatives might be an issue.

It is worth mentioning that ARASA that works with several CSOs across the Southern/Eastern region, 
also has drug policy reform as a key advocacy priority now. This has led to capacity building and advocacy 
activities specifically around drug policy with CSO partners and decision makers in the region, as previously 
mentioned. ARASA and its partners have also published a Statement from the Southern African Drug 
Policy Reform and Harm Reduction Advocacy Network on police violence in the sub region.141

The sub-region has also seen the organisation of 9 conferences with the participation of international 
partners those last 10 years, all of them being civil society initiatives: In Mauritius, CUT has organized 3 
conferences: one in 2009, one in 2011,142 and one in 2017.143 In South Africa, TB/HIV Care has organised 
3 SA Drug Policy Weeks: In 2016,144 2017145 and 2018, and Fields of Green for All has organised a Clinical 
Cannabis Convention146  in 2017. Finally, in Kenya, KANCO has organized the Eastern Africa Harm Reduction 
Conference in 2018.147 There was also the organization of a pre-conference on drug use and HIV, prior to 
the South African Aids conference in Durban in 2015.148

These initiatives have also led to declarations and demands in favour of harm reduction and drug policy 
reform: The Nairobi Declaration,149 the South Africa Drug Policy Week 2018 Declaration,150 as well as the 
eThekwini Demand,151 the latter being specifically about the obstruction to needle and syringe programme 
by the authorities in an area in Durban.

There are also national civil society initiatives including high level meetings, capacity building interventions, 
advocacy, and lobby, though these have not been documented.

Focus group discussion session at Bridge View Hotel in Lilongwe facilitated by Mat Southwell
 - CoAct Consultant (photo credit: WOCACA)
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Part II: Perspectives and 
Experiences from People 

who Use Drugs

Background
In order to bridge policy discussions and conversations with the lived experiences of people who use 
drugs, it is essential that the experiences and perspectives of people who use drugs are included in any 
conversation regarding drug policy. In order to give voice to people who use drugs and to ensure that their 
experiences of policies and harm reduction services are included, focus groups were facilitated by CoAct 
in 4 countries: Malawi, Mozambique, South Africa, and Zimbabwe. CoAct is a Technical Support agency 
specialising in work with people who use drugs. They works with policy-makers, programme implementers, 
service providers and drug user groups, supporting the adoption of models of community mobilisation, 
harm reduction and drug treatment with people who use drugs.

The CoAct Consultant facilitated focus groups and openly acknowledged his personal experience as 
a person who uses drugs. This helped participants explore their attitudes towards drugs and allowed 
them to consider different non-stigmatising identities as People Who Use Drugs (PWUD). The variety of 
choices that individual PWUD made around their personal drug use were respected and valued. It also 
gave participants the chance to test knowledge and beliefs about drug use and people who use drugs. The 
CoAct Consultant positively reinforced the individual choices made by the different drug using participants 
about their use of abstention from drugs. This models a commitment to non-judgemental facilitation and 
the right to self-determination. However, it is also notable that drug using participants became more open 
and balanced in their views as this process was explored. 

The assessment in each of the southern African countries covered four elements:

1. Drug user experiences of drug policy
2. Drug user experiences of harm reduction 
3. Drug user experiences of human rights violations

Methodology
The Country Mapping Exercise generally engaged three different audiences depending on the stage of 
development of people who use drug organising in each country:

1. Drug user organisers – the collective leaders of the local drug user group or country drug user 
network.

2. Drug user activists, members or potential members – people living active lives as daily people who 
use drugs who would join for a 3 hour focus group focussed on peer experiences of drug policy, harm 
reduction and human rights. 



3. Harm reduction or other NGO partners – particularly in settings where drug user groups or networks 
are being conceived or in the early stages of development, the more structural questions about the 
context, stage of development and capacity for community mobilisation may need to be answered by 
professional partners.

Focus groups were organised through organisations that were either PWUD led, or were working actively 
to assist PWUD to organise themselves.

In South Africa the focus group participants were recruited through PWUD led networks. 6 members of 
Drug Users of Gauteng (DUG) as well as 2 PWUD activists from Cape Town and Durban participated in the 
focus group.

In Malawi the focus groups were attended by 15 participant – of which 4 were women -  including PWUD 
as well as representatives from NGOs who work with PWUD through the country. 

In Mozambique the first day of the consultation focussed on a mixed group of PWUD peer workers and 
harm reduction practitioners and managers from UNIDOS. The peer workers had formed a drug user 
group called Solidarios. The harm reduction practitioners and managers also took part in the consultation 
given the early stage of development of Solidarios and the close relationship between the new drug user 
group and UNIDOS. Over a 2-day consultation 45 people participated.

In Zimbabwe a total of 18 of PWUD, including 11 women who use drugs, attended the focus group. 
Additionally, 4 members of the Zimbabwe Civil Liberties and Drug Network were present.

In Mauritius the focus group hosted a total of 28 PWUD were recruited, a third of which were women who 
use drugs.

The following four country case studies were developed using the Coact Country Mapping Tool - Drug User 
Experiences of Drug Policy, Harm Reduction, Human Rights and Community Mobilisation. The profiles 
cover the following countries which were each visited by the Coact Consultant:

• South Africa
• Mozambique
• Zimbabwe
• Malawi 

A high value was placed on collaboration with PWUD drugs and NGOs that work with them. The main aim 
to ensure sound qualitative information from focus groups, with groups being limited in size and allowing 
for as much engagement as possible. Focus groups and engagement took place over two days.

In addition to the work done in Malawi, Mozambique, South Africa and Zimbabwe, a additional review was 
undertaken in Mauritius to focus specifically on harm reduction. A 2-day focus group led by CUT was to 
undertake a mapping exercise with people who use drugs, (most of them being specifically PWID). The 
goal was to assess the current challenges they experience on a daily basis within the Mauritian context, 
especially in light of the long-standing harm reduction programme in Mauritius that has often been used 
as an example of a best practice in the region. 

Particular emphasis was placed on the drug situation, Needle and Syringe Programme, Methadone 
Substitution Therapy, access to health care, stigmatisation, human rights violations and role of police 
authorities among others.

20



People who Use Drugs (PWUD) vs People who inject 
drugs (PWID)

It is acknowledged by UN partners that Harm Reduction is an effective way of curbing HIV within the 

community of people who inject drugs. However, Harm reduction is not just about commodities to 

address HIV and other blood-borne viruses. It encompasses a range of health and social services, 

policies and approaches that address the harms of illicit drug use and drug policy.152 UNODC 

acknowledges some risks faced by PWUD with a broader scope than just injecting drug use:153

• Stimulant drug use, non-injecting and injecting, has been associated with sexual transmission 

of HIV, particularly among men who have sex with men and sex workers. 

• People who use drugs are highly stigmatized and discriminated, and are often unable or 

unwilling to access HIV services for fear of arrest or harassment.

• People who use drugs are overrepresented in prisons with low access to HIV services.

• However, the global response, including the funding have been largely limited to people who 

inject drugs because of the higher HIV risk actor. What is being referred to as Harm Reduction 

by UN partners is a set of 9 interventions addressing mainly injecting drug use. Countries 

having drug use, but limited or no injecting drug use have less access to funding to address the 

needs of PWUD, an example throughout the countries included in this report being Zimbabwe.

As pointed out by OSF, “Harm reduction is not just about responses to HIV and hepatitis C. It 

covers a range of public health and social interventions that aim to improve quality of life, and 

to uphold human rights and dignity. The use of amphetamine-type stimulants is reportedly rising 

worldwide, particularly in Asia, and countries are not adapting to this trend. The availability of 

information on safer use and safer smoking kits, for example, is scarce.”154  

Thus, understanding Harm Reduction with a limited scope of HIV/HCV prevention, or a limited 

scope of PWID vs PWUD is a risk factor for PWUD who do not inject as they have less access 

to services “that aim to minimise negative health, social and legal impacts associated with drug 

use."155

Thus, “PWUD”, “drug users”, or “peers” are terms used in this report to include all categories of 

drug use. When the context requires specific interventions aiming at injecting drug use, the term 

PWID is used.

21
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South Africa
Drug Policy Environment

Overarching 
drug policy

Central focus = zero tolerance with beginnings of harm reduction. The war on drugs is 
experienced as a war on people who use drugs. As it has been observed in other parts of 
the world, in the name of the ‘war on drugs’ implementation, the emphasis is not upon 
the development of appropriate rehabilitative models, but upon prevention, prohibition 
and punishment. It has subsequently subjected PWUD to a process of stigmatisation, 
marginalisation and social exclusion, and prevented many of them from recovery by 
hindering their re-integration into the wider social and economic community.156

Drug laws

Drugs are criminalised and PWUD face significant pressure from the police including 
routine corruption and violations of human rights without any recourse to justice. One 
of the reasons for this pressure is the way police performance is measured. With regards 
to drug possession, police are required to increase the number of arrests by 47.36% in 
2019.157 In the meantime, politicians are discussing cannabis regulation due to a high 
profile legal test case. Given that the majority of drug possession arrests involved 
cannabis, and that the Constitutional Court ruling158 of this high profile case has made 
arrests for cannabis possession much harder, the police will look for targets of people 
who use drugs other than cannabis in order to meet their quotas, and these people who 
use drugs will experience the full effects of zero-tolerance.

Social welfare
South Africa does not provide welfare support to people who are unemployed or 
chronically unwell and does not have specialist welfare support for PWUD.

Security and 
governance

People who use drugs are very poorly treated by the police and government officials 
and have not benefited from the introduction of the democracy and human rights that 
followed the end of apartheid. People who use drugs are routinely targeted by the police 
and are subjected to corruption and rights violations that allows for the continuation of 
‘apartheid-style policing.’159

Development

South Africa is has the largest economy in the African region.160 This is reflected in the 
range of available drugs, which are comparable with the drugs used in much of Western 
Europe and North America.161 The economy has faltered in part due to the accusations 
of corruption and incompetence surrounding the President and his allies. The history 
of apartheid underpins the income disparity in the country compounded by the current 
economic setbacks. The impact of the country’s renewal has been slow to benefit those 
living on the margins of society.162 There is a strong correlation between drug use and 
poverty and HIV and marginalisation.163 The potential economic benefits of cannabis 
legalisation and the need to respond to the impact of HIV on other key populations are 
part of the national discourse. The re-routing of drug trafficking routes via the ports of 
East and Southern Africa is also bringing high quality heroin and cocaine to the country 
which is a new driver for the HIV epidemic.164
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Human rights

The SA Constitution provides protections on gender and sexuality that are unrivalled in 
the region. As for sex work, there has been a long debate over the decriminalisation of 
sex work, with the South Africa Law Reform Commission (SALRC) working on a report 
for about 10 years, which was meant to be promising for recommendations around 
decriminalisation. However, when the report was released in 2017,165 it pushed for partial 
decriminalisation, which, according to sex workers advocates, was a no-brainer, and 
brought them back to where they were 20 years back.166 Concerning PWUD, they continue 
to face the full impact of severe drug control regulations. The drug control regime also 
provides a framework for systemic and institutional discrimination, corruption and rights 
violations against PWUD.167 They currently sit outside the protections of SA’s strong 
human rights laws and constitution.

The rights violations reported by people who use drugs illustrate the South African Police Service operating 
with impunity. People who use drugs report that they are:

• being stopped and searched without cause,
• being detained and searched with excessive violence,
• being beaten, 
• being stripped naked and searched in the street,
• being held until they were in opiate withdrawals or craving drugs in order to extract a confession or 

bribe,
• being threatened and intimidated with a gun, 
• having plastic held over the face so they could not breath during interrogation.

This undermines the rights-based constitution that South Africa is justly proud of. It has to be noted that 
the Constitution168 and Promotion of Equality and Prevention of Unfair Discrimination Act (PEPUDA)169 

prohibit unfair discrimination on any ground, and this includes a long list of specific grounds, like race, sex, 
gender, sexual orientation and religion. This list is however non exhaustive. The court can thus recognise 
new grounds on which discrimination can occur, as it has been the case in 2000 when the Constitutional 
Court recognised that discrimination could occur on the ground of HIV status – despite the fact that HIV 
status is not listed in the Constitution as a ground of discrimination. The court thus acknowledged that 
HIV positive people are a vulnerable minority, as the impact of HIV discrimination was devastating.170 

In the same line of thought, a transgender inmate brought a case in front if the Equality Court in late 
2018, where the court will have to confirm whether South Africa’s laws prohibit unfair discrimination 
against transgender persons. This case is seen as having the potential to revolutionise the treatment of 
transgender prisoners in South Africa.171  As other cases of people being stigmatised are being addressed 
by the Courts, PWUD do not feel that their rights are being respected, and this leaves a feeling of anger, 
disillusionment and fear, according to the discussions.

The policing of the drugs trade and drug using community creates substantial opportunities for corruption. 
People who use drugs reported and gave numerous personal examples of the police simultaneously 
profiting from the drug supply trade and extorting people who use drugs. They describe how the effect 
of prohibition, particularly for people of colour, the homeless and poor, is to extend the era of apartheid-
style policing. People who use drugs describe how they were denied the rights available to other citizens. 
They believe that they have no recourse to justice or redress within the law. People who use drugs argued 
that they were usually better off paying bribes or agreeing to other inducements if they encountered the 
police. This reinforces the effective position of People who use drugs as outsiders to the legal system. 
People who use drugs illustrated how this made them vulnerable to corruption, violence and in the case 
of women who use drugs, sexual exploitation.
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“The police routinely plant drugs on people.”

“If I am caught with three items, the police 
officer may ask me what I want to be 
prosecuted for. This means if I pay a bribe 
I will only get prosecuted for one item and 
the police officer will use or sell the other 
two items.”

“If I asserted my rights during arrest, the 
police would kick the shit out of me and lock 
me up and throw away the key!!”

Within such a system, money and connections help insulate more affluent People who use drugs from the 
worst excesses of this criminal ‘justice’ system. This means that it is mostly “black and coloured” People 
who use drugs who experience the full impact of prohibition and apartheid-style policing. 

“If you have money and are arrested, you 
won’t withdraw in the police station. The 
police will call a dealer to come and sell to 
you. If you have money, you have a much 
smoother ride.”

Homeless people were targeted by police officers with systematic cruelty designed to exploit and increase 
their vulnerability: 

“The police would wake us up in the night 
or early in the morning by hosing us with 
water or throwing buckets of water over us. 
They would take or burn our possessions 
including our blankets. This was something 
that happened regularly to us as street 
dwellers.”

“The Captain stood by with a big smile on his 
face. This wasn’t just a few bad apples.”

Of particular concern were reports from People who use drugs that the police removed harm reduction 
commodities such as needles and syringes from PWUD. Participants also reported the police taking their 
Anti-Retroviral Treatment (ART). This is in line with the Step-Up Human Rights report who states that: 
”A total of 683 violations were recorded for the 2016 reporting period (…)81% of reported violations 
involved the illegal removal of unused injecting equipment” There were also 5 cases of medications being 
taken away.172

“The police officer took my ARVs and 
stamped on them in front of me!”
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This repressive and hostile context undermines HIV prevention. When the police target areas where people 
buy or use drugs, People who use drugs are driven towards faster and higher-risk drug using practices and 
do not have the time to check what they are buying. 

The participants translated a local saying to explain the experience of PWUD. “Big dog eats a small dog” 
illustrates how the vulnerable can be preyed on by those with more power. The rule of law should protect 
the human rights of the vulnerable, and specifically in South Africa that has a rights-based Constitution. 
However, when the police are the primary rights violators and people who use drugs have no right of 
redress, then big dogs rule.

The context for PWUD in South Africa is very difficult with the hostile legal environment and corrupt 
policing compounding the public health challenges faced by the drug using community. However, it is 
important to also note the signs of hope arising alongside the developing harm reduction system. The 
use of peer workers by OUT173  and TB HIV Care provides a pathway into structured volunteering and 
employment for drug user organisers. These peer workers provide the heart of the developing South 
African Network of People who Use Drugs (SANPUD). Two drug user activists also hold management roles 
in OUT and TB HIV Care which provide important insights, access and capacity for the drug user groups. 

In Pretoria, peer workers have built a working relationship with a senior police officer who has become a 
champion for harm reduction. This senior officer is offering to be a partner in combatting rights violations 
against PWUD and ensuring the smooth development of harm reduction. This has resulted in a high-level 
commitment to end the targeting of PWID carrying injecting equipment. This is a key partnership given 
the current negative impact of policing on harm reduction and drug user rights. 

In addition, Community Orientated Substance Use Programme (COSUP) has developed a new initiative with 
a private housing provider to include social housing and a drop-in centre in a private housing development 
in Festival Street in Hatfield. This initiative has been supported by the local authority and the private 
developer is encouraged to include social components in their development through planning regulations 
and their own social commitment. This provides an interesting model for managing perceptions of ‘social 
cleansing’ by collaborating with the private sector to achieve social benefits.

It is to be noted that COSUP is a programme whose goal is to: “develop an inclusive, non-punitive harm 
reduction response to drug use in the City of Tshwane using the Community Oriented Primary Care model 
of community-based health service provision. Those seeking assistance choose from a menu of services 
that include screening and brief interventions, health screening, psycho-social services and support, 
provision of sterile injecting equipment, opioid agonist therapy and skills development.”174  COSUP is 
funded and supported by the city of Tshwane that provides funding, in conjunction with the University of 
Pretoria (Family Medicine Department) that provides the logistics.

High level advocacy from TB/HIV Care, and exposed at the SA Drug Policy Week in Cape Town prior to the 
2016 UN General Assembly Special Session on Drugs (UNGASS) on drugs,175  led the South African Minister 
of Social Development to make a positive statement176 in support of harm reduction and community 
mobilisation with PWUD at the UNGASS held in 2016 in New York. The 2016 UNGASS was held as some 
Member States were asking for a meeting to discuss the world drug problem, and whether a new approach 
was necessary, prior to 2019, that would mark the end of the 10 year UNODC Political declaration and plan 
of Action on drugs,177 and probably the setting up of a new 10 year plan of action.178 

The statement made from South Africa was a progressive statement, asking for “comprehensive, accessible, 
evidence-informed, and ethical and human-rights based drug use prevention.” The statement also pushed 
for the Common African Position179 of the African Union for the UNGASS that was also grounded in human 
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rights and evidence-based health interventions semantics. This highlights the potential of empowering the 
health leadership of the drugs response in South Africa. There is a potential to build on the South African 
rights-based constitution and to link the rights violations against PWUD with the national momentum 
against high level corruption.

There is also a growing recognition of the importance of engaging key populations in order to effectively 
respond to HIV. In line with the GIPA principle (Greater involvement of people living with HIV/Aids), PWUD 
have also pushed for a greater involvement of their community when it comes to designing, developing, 
implementing, monitoring and evaluating policies and programmes related to them. It is in this spirit that 
the Meaningful Involvement of People who Use Drugs, the MIPUD principle, has been set-up, following 
the Vancouver declaration.180 Commitments around community involvement is now growing, as there is a 
wider recognition of civil society organisations work, and more specifically community-based movements. 
Through the UNGASS document,181 Member States have committed to “support networks for prevention 
and treatment, care, recovery, rehabilitation and social reintegration in a balanced and inclusive manner.”

The legal protections provided to other key populations could be cited in favour of removing criminal 
sanctions against PWUD (decriminalisation). There is a national debate on drug policy following a high 
court challenge to the criminalisation of cannabis, whose judgement was made public in September 
2018,182 and allowing for less stringent laws around cannabis, which further adds to the sense of a country 
in transition. 

Harm Reduction Interventions

International funding and technical support is allowing for the introduction and modelling of harm 
reduction. However, further work is needed to create the required legal enabling environment, investment 
and reach of harm reduction services. South Africa is a target country in the Dutch funded international 
development consortium led by Mainline International. The involvement of the International Network 
of People who Use Drugs (INPUD) in the consortium has also ensured that community mobilisation with 
PWUD is a key component in developing HIV response in three South African cities – Pretoria, Cape 
Town and more recently Durban. Engaging the South African Government is key to creating the policy 
environment and domestic investment to support a comprehensive harm reduction system.
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Core UN Recommended HIV Prevention Interventions for People who Inject Drugs

Intervention Summary for South Africa PWID experience & advocacy issues

Needle and 
Syringe 

Programme

Needle and Syringe Programme are 
provided by NGOs in Cape Town, Durban 
Johannesburg, Tshwane and Port Elizabeth. 
Limited funding restricts amount of syringes 
to be given out, and number of sites being 
operational. As such, additional Needle and 
Syringe Programme sites are needed to reach 
into drug using hotspots. 

Needle and Syringe Programme provide 
injecting equipment, alcohol wipes, cotton 
wool filters, water and disposal bins. 

Not available for free from pharmacies – non-
PWUD sent in to buy syringes for PWID. Public 
hospital pharmacies with a COSUP project 
linked to it will however provide needles and 
syringes for free.

Secondary Needle And Syringe Programme 
is not officially supported, as PWID 
are requested to show up on a needle 
and syringe programme to collect their 
equipment. Secondary distribution involves 
the distribution of injecting equipment by 
peers to their community members who are 
unwilling or unable to show up at a Needle 
and Syringe Programme. This is part of 
UNAIDS/WHO manual on Needle and syringe 
Programme , and is a technique that has 
also been used by peers. On existing Needle 
and Syringe programmes there, PWID are 
sometimes allowed to take extra equipment 
on behalf of another peer, but no secondary 
distribution per se is taking place.

PWID are often prosecuted for carrying 
injecting equipment even if provided officially 
via a Needle and Syringe Programme. 
However, advocacy in Pretoria by TB HIV 
Care and through dialogues between law 
enforcement and South African People 
who use drugs movements has resulted in 
high level police support – build on positive 
example.185

Police use carrying of injecting equipment as 
reason for stop and search and opportunity 
for a bribe.

It is essential that an enabling environment is 
developed to pilot and demonstrate the role 
of secondary Needle and Syringe Programme 
in scaling up HIV prevention with PWID. 

Voluntary HIV 
Counselling 
and Testing

Available through general HIV services as 
well as harm reduction services. 

Stigma and discrimination within general HIV 
services impact the access to these services 
for PWID. Harm reduction services need to be 
expended to provide more access.

Opioid 
Substitution 

Therapy (OST)

Methadone available on a private basis but 
hard to access and expensive. Suboxone and 
Subutex available but very expensive. 

Sponsored community methadone 
programme provided for free via COSUP. 

Develop methadone advocate group among 
consumers of new OST service to create 
quality management relationship through 
effective consumer feedback. 

Methadone advocates can also speak in 
favour of OST supporting the general public 
to understand and appreciate the value of 
OST. 

Anti-Retroviral 
Therapy (ART) 

Available through general HIV services.

Challenges of sustaining engagement in ART 
given limited access to OST. ART services not 
targeted at PWUD.

As per UN Guidelines, delivery needs to 
be “drug-user specific.”186 Since it is not 
specifically the case, a review needs to 
be done on the effectiveness of ART for 
PWUD, specifically regarding the access and 
retention to ART.

Naloxone

 No access There needs to be further clarity to 
understand barrier to implementation – 
cost, essential medicine, political will – and a 
concerted effort to address the lack of access.
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Mozambique
Drug Policy Environment

Overarching 
drug policy

Central focus = zero tolerance
The Lei 3/97187  makes the possession of drugs illegal. However, there is a draft bill188  that, 
if enacted, would allow for cultivation of cannabis for medical/scientific purposes, and 
allow decriminalisation of a small amount of drugs for personal use.

Harm reduction activities remain illegal so it is not possible to run Needle and Syringe 
Programme due to the fact that paraphernalia is illegal under Article 44 of Lei 3/97, thus 
limiting harm reduction outreach and peer education. This is despite the fact that 46.3% 
of people who inject drugs in Mozambique are estimated to be living with HIV and 67.1% 
of PWID living with HCV.189 However, UNIDOS recently reported having developed a small 
scale pilot Needle and syringe programme in Maputo, project that was launched after the 
country visit of the Coact Consultant.

Drug laws

People who use drugs experience extreme levels of criminalisation, particularly in the high 
intensity drug using area called Mafalala. Possession of injecting equipment is a criminal 
offence and People who use drugs face systematic repression and corruption from the 
police. The drug dens are regularly raided by the police even though they operate in a 
defined geographic area in houses, clubs and yards behind closed gates away from public 
attention. These police actions and the lack of harm reduction services fail to realise the 
potential of using the community networks in Mafalala to promote safer drug use, access 
to harm reduction commodities and self-support systems. 

Social welfare Welfare support in Mozambique is very limited according to local partners.

Security and 
governance

The criminalisation of PWUD, the legal barriers to the distribution of harm reduction 
commodities and the corruption of the police create conditions that severely disadvantage 
PWUD. People who use drugs are punished as criminals and provided with little or no 
support. PWUD in Mozambique feel disregarded and persecuted by their Government 
in the midst of HIV and HCV epidemics that are unfolding unchecked. As reported by 
the IBBS (Integrated Behavioural and Biological Survey) among PWID in Mozambique, 
“The low capability to provide specialized services for PWID also results from the lack 
of information regarding their general health, like risk of coinfection by HBV and HCV. 
Approximately 65.3% of PWID in Maputo and 47.9% in Nampula/Nacala claimed they had 
never heard about hepatitis B and hepatitis C before (the IBBS) survey. This demonstrates 
a serious lack in the diagnosis and treatment of people who use drugs in Mozambique”.190
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Development

As previously stated, Mozambique is experiencing serious HIV and HCV epidemics among 
people who inject drugs. These have the potential to place a health burden on the country 
by jeopardizing the national HIV/Aids response, despite the fact that the country has made 
remarkable progress against HIV, tuberculosis and malaria in the last decade according to 
the Global Fund.191 As it is the case at global level, HIV rates are growing within the PWID 
community.192 Mozambique already has a high prevalence rate estimated at 12.5% in the 
general population,193 and if Harm Reduction services are not implemented, the national 
prevalence rate is likely to be impacted even more. The country has just acquired 6 Global 
Fund Grants.194 However, according to local partners, the grants go to big/international 
NGOs, and it is difficult for the funding to cascade down to local NGOs. UNIDOS has 
reported that criteria for accessing grants were too high. However, they are hoping to 
be a sub-recipient in a Global Fund grant soon to provide Harm Reduction services to 
PWID, with a national NGO (FDC) as principal recipient. Médecins Sans Frontières (MSF) 
has initiated a programme supporting access to HIV testing and treatment in the capital 
Maputo.195

Human rights

Human Rights are recognized by the Government,196 but from the current drug legislation, 
PWUD are criminalized. Thus, the blunt criminalisation of PWUD creates a context within 
which the police are able to violate the rights of PWUD and to extort their money. (It is 
to be noted that UNIDOS has done advocacy work with the authorities, and as such a 
Memorandum of Understanding (MoU) on Human Rights (among other things) for PWUD 
is to be signed in April 2019). 

The re-routing of drug trafficking routes via the ports of East and Southern Africa197 is 
also bringing high quality heroin and cocaine to the country which is a new driver for the 
HIV epidemic. 

The circumstances for people who inject drugs and those dependent on opioids in Mozambique are 
exposed, harsh and unsupported. Participants highlighted the vulnerability of using drugs in a context 
with a zero-tolerance policing approach, high levels of police corruption, and no harm reduction or drug 
treatment services. 

“We (people who use drugs) are treated as 
outsiders. If we are stopped by the police 
they take our money, drugs, mobile phones 
and other possessions. If we don’t have 
anything for the police to take, then they 
beat and imprison us.” 

PWUD in Maputo have access to heroin number 4 (China White), cocaine powder, crack cocaine and 
cannabis. The drugs are of high quality but the dose in a normal packet of heroin is relatively small. The 
crack cocaine is good quality as it is washed up in a solution and not produced in a microwave. This avoids 
the sodium by-product created from the bicarbonate of soda during the conversion process which binds 
with the crack and bulks up the product. 

The drugs available at the time of the country visit was in line with the IBBS report on PWID198  as reflected 
in the graph on next page.
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PWID reported the effects of multiple re-uses of a needle including barbed needles catching as they are 
withdrawn, having to press blunt needles against the skin with force until it pops through, and needles 
needing to be straightened before being re-used. Given the pattern of extensively re-using needles, PWID 
experience injecting related injuries. Heroin number 4 dissolves in water with only gentle warming of the 
water avoiding the damage of injecting heroin cooked up with an acidifier. PWID understand the risks they 
are taking but do not have the resources to apply harm reduction strategies. 

Participants report knowing friends who have overdosed and survived and many had lost friends to opiate 
overdoses. Naloxone is not available and not known among local PWID. PWID apply myths such as injecting 
their friends with saline solution when they overdose or hitting or hurting people to try and bring them 
round. This highlights the instinct among PWID to rescue their friends but also the need for education.
 
PWID are well informed about the risks of sharing and the harms arising from re-using needles. However, 
they do not have the harm reduction commodities to implement safer injecting strategies. The Coact 
Consultant explained the USA history of promoting the cleaning of injecting equipment with bleach and 
water while Needle and Syringe Programme remained criminalised. The option of promoting ‘bleach and 
teach’ to PWID by distributing bleach tablets, which can be easily and safely, was discussed. 

It is however to be noted that in October 2018, few months after the focus group discussions, UNIDOS 
launched a pilot programme where they provide clean needles and syringes in Maputo. They are now 
hoping to launch same in Mafalala in collaboration with MSF and FHI. This information has been obtained 
through discussions from UNIDOS National Coordinator.

Injecting drug use is not the dominant route of taking drugs in Mozambique. People inject heroin and 
some inject cocaine. Many others take a cocktail of drugs – usually heroin, cannabis and tobacco – in a 
joint while others smoke heroin on silver foil. Heroin number 4 is water soluble and therefore suitable for 
injection or snorting but it requires the heat created at the tip of a joint to become a vapour. Smoking on 
silver foil is very inefficient. Crack tends to be smoked in a homemade pipe made from a steel tube with 
a stainless-steel gauze or scrubber used to suspend the drug. This avoids the harms associated with the 

Figure 1: Drugs used by PWID, Mozambique (Maputo/Nampula) 2014
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type of pipes that use cigarette ash as a suspending agency (risking ‘black lung’) but the stainless steel 
gauze needs to be properly prepared to avoid pieces of hot metal being inhaled, burning the lips, mouth 
or even lungs. 

People who use drugs buy and use their drugs in venues which are people’s homes or the yards outside 
their homes or clubs or bars. These venues are well managed and have organised security. Small to large 
groups of People who use drugs congregate together. Different venues target different populations of 
People who use drugs. Some of the venues are enclosed spaces, which creates the conditions for the 
transmission of TB. 

UNIDOS and their peer workers have good access to the drug using venues and are trusted by the People 
who use drugs, drug suppliers, venue security and peer leaders. The venues provide good access to PWUD 
that would allow for dynamic peer education. The injecting venues would be good sites for secondary 
needle and syringe programmes. UNIDOS’ access to the drug using venues offers key opportunities to 
prevent HIV, promote harm reduction and mobilise PWUD. 

Mafalala is both a high intensity drug using area and a location associated with criminality. The People who 
use drugs highlight the interwoven nature of the local community. Close to Mafalala is an open market 
called Estrela where people sell excess personal possessions, commercial products and stolen goods. 
The participants highlighted how the general community benefits from the savings from this semi-legal 
market while condemning PWUD for their criminality.

The police target Mafalala as a location known for its association with criminality and the sale and use 
of drugs. The police raid the drug using venues either late at night or in the early hours. They also use 
drugs as a reason to stop and search people in the street. Community leaders highlighted the abusive and 
hostile approach of the police to People who use drugs and their failure to address public health issues or 
to recognise that their actions compound the risks faced by PWUD. 

Some People who use drugs described working to raise money through odd jobs for their family or the 
local community, by securing tips as street parking wardens, selling possessions, and other hustles to raise 
money without committing crime. 

“My family will pay me to wash their cars, 
it’s a way of supporting me and helping me 
avoid the problems involved in criminality. I 
also don’t want to hurt my neighbours.”

“I work as a tutor. I used to be a teacher but 
I can’t sustain this role while being addicted 
to heroin. Tutoring is a way of earning 
money and using my skills.”

Other people were rejected by their families and left unsupported.

“My family has nothing to do with me. They 
kicked me out. They are ashamed of me.”

Others wanted to work but could not access employment due to stigma and discrimination and the lack of 
opioid substitution therapy (OST).
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“There are no jobs and no-one employs 
addicts. So women end up selling sex and 
men commit crime.”

“People end up selling drugs because there 
is no alternative. How are we meant to live?”

Drug treatment is also highly under-developed. However, as of March 2019, UNIDOS were discussing 
the modalities of importing methadone in the country with government stakeholders, and while it yet 
available there is movement towards this in the future.

For now, the only treatment option is a Christian based residential rehabilitation service. This programme 
provides no pharmacotherapies to help people detoxify and the therapeutic programme is based on bible 
study and being kept away from the drug scene. Participants argued that the rehab does not comply 
with the evidence-base or human rights standards. According to UN publication, “Opioid dependence 
(is) a complex health condition that often requires long-term treatment and care(…). Drug dependence 
treatment is an important strategy to improve well-being and social functioning of people with opioid 
dependence and to reduce its health and social consequences, including HIV infection.” Opiate dependence 
treatment include (but is not limited to) methadone and buprenorphine.199  

Even knowing that the rehab does not comply with evidence-based standards, some People who use drugs 
had admitted themselves on more than one occasion as they have no other options. Local People who use 
drugs highlighted their desire to access much needed services that are not currently available in country. 

“I used Methadone in South Africa. It is a 
very effective treatment. It is very sad that 
it is not available in Mozambique. It is tough 
living the life as an addict here!”

“The Christian rehabilitation centre is a 
work camp. There is no Methadone, no 
therapy and no help to change. You just stay 
there for months, working for them, being 
preached at and in the end you have to go 
back to the real world. I went there several 
times in desperation but it doesn’t help.”

Once again women face particular vulnerabilities. They face sexual violence and exploitation from male 
People who use drugs and the general public. They are also vulnerable to sexual exploitation by the police 
on arrest as People who use drugs or sex workers. 

“Women risk being raped and violated by 
two or three other people.”

 “I saw a woman who was detained in a 
neighbouring cell being gang raped by police 
officers after she was arrested on a drugs 
charge.”
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Harm Reduction Interventions

There is an urgent need to invest in the development of harm reduction services to respond to the 
escalating HIV and HCV epidemics among PWID. UNIDOS is being reactivated as a harm reduction service 
with the support of key international partners including ARASA and Frontline AIDS (working name of the 
International HIV/AIDS Alliance). The priority need is to advocate for the accessibility of funds (like those 
that have been recently made available to the country through Global Fund) to cascade down to local 
NGOs, as well as capacity building for CSO working to provide services for PWUD, including PWID, so that 
they can have access to available funds.

Non-injecting People who use drugs in Mozambique also encounter severe rights violations and face their 
own specific public health challenges without access to harm reduction information or services. They 
operate through the same or parallel drug using venues as PWID.  

MSF also has an initiative in Maputo providing HIV testing and ARV treatment. The MSF programme also 
has peer workers and are interested in contributing to the development of community mobilisation with 
PWUD. 

Two community leaders from Mafalala also attended the event. This reflected UNIDOS’ engagement with 
the wider community in preparing for their harm reduction activities. The two community leaders were 
not People who use drugs but their willingness to attend the event is likely to indicate their sympathies. 
However, their understanding and compassion was still noteworthy. They were shocked witnessing the 
police violence and lack of compassion. They felt the police should look after, not persecute people who 
use drugs.

“I saw a drug user collapsed on the ground. 
The police just walked by them and ignored 
their plight. The police should look after all 
citizens.”

“We live in this area. The People who use 
drugs are the sons and daughters of our 
community. The police should help address 
our community’s problems not make them 
worse.” 
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Core UN Recommended HIV Prevention Interventions for People who Inject Drugs

Intervention Summary for Mozambique Advocacy / Development Issue

Needle and 
Syringe 

Programme

Needle and Syringe Programme is not available 
on a large scale in Mozambique despite high 
HIV and HCV rates among PWID. PWID report 
re-using injecting equipment for 15 – 20 times 
before selling them on. PWID also report renting 
injecting equipment to use in drug using dens. 

However, UNIDOS has launched a recent pilot 
project in Maputo, where they have a small NSP 
pilot component among other health services. 
They are now planning to launch a similar pilot 
project in Mafalala with MSF and FHI.

Advocacy is required to challenge the legal 
barriers to Needle and Syringe Programme and 
the carrying of injecting equipment by PWID, so 
that Needle and Syringe programmes can be up 
scaled and provided within a legal framework.

Route transition interventions200  are required to 
support the practices of smoking heroin on silver 
foil or using cocktail joints of cannabis, tobacco 
and heroin to reinforce those using by non-
injecting routes of administration. This will be an 
important counterbalance to the introduction of 
Needle and Syringe Programme. 

Safer cleaning strategies (bleach and teach) could 
be promoted as an interim strategy for supporting 
safer injecting. The distribution of bleach tablets 
and education about recommended cleaning 
practices would empower PWID to manage 
the risks of re-using and sharing before the 
introduction of Needle and Syringe Programme 
at a large scale. This would also provide a low 
threshold entry point to harm reduction with 
the Government and general public which could 
provide a stepping stone to Needle and Syringe 
Programme legal framework and upscaling. 

Advocates should highlight the ability of 
PWID to deliver secondary needle and syringe 
programmes to help cascade access to harm 
reduction commodities through drug supply and 
drug using settings. The role of peers to deliver 
injecting equipment and peer education into illicit 
peer networks should be established as part of 
the advocacy for Needle and Syringe Programme 
legal framework and upscaling.

Voluntary HIV 
Counselling and 

Testing

Available through MSF and health clinics. 

According to UNIDOS, there is stigma and 
discrimination within public health facilities.

UNIDOS offers provision of TB, HBV and HCV as 
well as HIV/Aids follow-up through a pilot project 
in Maputo. They are now planning to launch a 
similar pilot project in Mafalala with MSF and FHI.

Advocacy to promote access to funds to CSO for 
them to provide health services including Harm 
Reduction in an enabling environment.

Opioid 
Substitution 

Therapy (OST)

Not available. OST has recently been approved 
by the authorities who are now discussing the 
modalities around its purchase and distribution to 
the community.

Advocacy to promote access to OST for it to be 
available in a user-friendly method.

Testimony from those with experience of OST 
from South Africa will help in the advocacy.

Advocacy to support PWUD to access HIV 
treatment and to manage treatment compliance 
without the support of OST that is not yet 
available. 

Anti-Retroviral 
Therapy (ART) 

Available through MSF internationally funded 
programme.

In Maputo, MSF provide care for HIV patients who 
need second- or third-line ARV and treatment 
for co-infections such as Kaposi’s sarcoma, drug-
resistant TB and hepatitis. MSF also work with 
community treatment groups in Tete, and they 
are working to improve diagnosis, treatment and 
continuity of care in Maputo and Beira.201

There needs to be further clarity to understand 
barrier to implementation – cost, essential 
medicine, political will – and a concerted effort to 
address the lack of access.

Naloxone Not available.
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Zimbabwe
Drug Policy Environment

Overarching 
drug policy

Central focus = zero tolerance
Harm reduction and drug law reform under discussion and potential funding for harm 
reduction services in Harare under discussion as well, though it is unclear as of now who 
will be funding these. The drugs mostly used are cannabis, village illicit alcohol, codeine-
based cough medicines and pharmaceuticals such as Valium. Drug use is strongly linked 
with the country’s economic crisis and 95% unemployment rate as the economic situation 
has led people into the drug trade. 202 The police are deeply complicit in the drug trade 
and also extort money and sexual favours from PWUD. Drug use is also mixed up in 
Zimbabwe’s complex and volatile political situation. The complex political situation has 
led to an economy that has not been performing well for over two decades, and one of 
the results of this situation is that a lot of people are unemployed, and have turned to 
drug use to cope with the situation.203

Drug laws

According to ZCLDN, Zimbabwe does not provide welfare support to people who are 
unemployed or chronically unwell and does not have specialist welfare support for PWUD.  
Zimbabwe does not have specific medical facilities for PWUD. It has central hospitals for 
mental health services and detox, but no Harm Reduction services. 

Social welfare

Zimbabwe’s longstanding President Mugabe has been removed from office after 37 
years. Young people in particular are now looking for economic and political reform. The 
country has been struggling with hyperinflation, 95% unemploymen,204 a failing economy 
and international sanctions. The change of President offers the chance for change but 
many fear “new captain same boat”. The death of the senior opposition figure Morgan 
Tsvangirai has left the opposition divided and lacking much needed leadership at a 
critical moment. The one positive feature of the security situation is Zimbabwe’s strong 
gun controls,205 which, according to the discussions held with PWUD, has prevented the 
country from falling into civil war and political violence that have undermined other 
African countries. The Zimbabwe Firearms Act is restrictive in terms of gun control.206 

Security and 
governance

Zimbabwe is facing an economic and political crisis after more than 30 years of President 
Mugabe’s leadership. The country has faced international sanctions,207 economic 
stagnation and hyperinflation.208 The high rates of unemployment and poverty drive 
problematic substance use. Moreover, access to different ranges of drugs is limited to 
the most wealthy or well-connected People who use drugs. The collapse of the Zimbabwe 
currency makes the country reliant on the expensive USD (though the country has 
recently introduced its own currency, the RTGS (Real Time Gross Settlement) dollar). 209 
Thus, the drugs used are those that can be grown in country or purchased through local 
pharmacies. The limited prevalence of injecting means that Zimbabwe does not attract 
international HIV funding. The country’s drug problems are interwoven with the country’s 
economic crisis as are the solutions.
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Development

Human rights violations against PWUD in Zimbabwe are not acknowledged or strategically 
responded to. The Zimbabwe Civil Liberties and Drugs Network (ZCLDN) has been 
lobbying politicians in favour of harm reduction and drug law reform. The low prevalence 
of injecting means that Zimbabwe has not benefited from HIV planning highlighting 
the human rights of PWUD. The links between drug trafficking and/or dealing and the 
political and policing system undermines good governance and human rights as shown in 
the discussions further down. As a land locked country, Zimbabwe does not benefit from 
the re-routing of drug trafficking routes via the ports of East and Southern Africa. 

Rastafarians and traditional healers use cannabis as a spiritual aid and medicine.210

As mentioned previously, Zimbabwe’s drug laws are based strongly on zero tolerance. However, there is a 
substantial difference between the theory and practice of the drug laws. In reality the police are complicit 
in the drugs trade and their management of the drug laws is designed to ensure that the police maximise 
their potential profits from controlling the drugs trade. 

“The laws we have are suppressive laws. The 
most people who benefit from drugs are the 
cops. They catch people using and selling 
drugs so they can get bribes or profit from 
re-selling the drugs.”

“The police are corrupt. They are a cartel.”

The overriding challenge for most respondents is the high rates of unemployment. This creates a sense of 
hopelessness and drug and alcohol use provide a relief from these negative feelings:

“We study hard to ready ourselves for the 
world of work. However, when we graduate 
we find there are no jobs. This makes us 
hopeless and many turn to drugs and alcohol 
in despair.”

As such, the country’s economic and political crisis is deeply mixed up in the country’s problems with 
substance use. The use of drugs and village alcohol exposes marginalised people to police harassment 
and corruption, which increases their sense of exclusion and hopelessness. Breaking free from drug 
and village alcohol use can remove the substance user from this exposure but on becoming drug free, 
people are still left with nothing to do and no opportunities. A number of respondents described going to 
University to study as a journalist or learning a trade such as hairdressing but not being able to make use 
of this education or training. The current belief that education and hard work provide a pathway out of 
poverty and marginalisation does not apply in Zimbabwe. 

Against this backdrop of restricted employment opportunities, selling drugs, cultivating cannabis and 
producing illicit alcohol all provide ways of earning an income. Drug suppliers can be found on many street 
corners in the high-density suburbs. At the same time participants noted that many of the sports and 
other youth services have been closed and the buildings stand empty

“In Farcose you can walk from area to area 
and see closed youth services and sports 
facilities. They once offered opportunities 
and activities for our young people. Now 
they have nothing.”
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This means youth have no alternative to alcohol and drugs. They have no positive focus in their lives and 
no access to diversionary activities.

Some people use codeine-based cough medicine (Bronclear), which is codeine suspended in strong 
medicinal alcohol. A bottle of Bronclear costs approximately $4 and it can be used by 3 to 4 people 
who often mix it with village alcohol. Some heavy users of Bronclear may use 4 bottles on their own. 
Peers report becoming very sedated, out of control and experience short-term memory loss when 
using Bronclear, particularly when mixing it with village alcohol. When Bronclear is used in conjunction 
with village alcohol and cannabis, peers can become very ‘out of it’. People who use drugs report being 
vulnerable to exploitation in this state whether from other People who use drugs or law enforcement 
officials.

People gather together in groups in secluded areas to drink alcohol, smoke cannabis and in some case 
drink codeine-based cough medicine. People who use village alcohol can become very drunk, loud and 
argumentative. This can create conflict with other local people and draw the attention of the police.

People who use drugs (PWUD) frequently describe their drug use in terms of disease, recovery and 
religious redemption. This is a familiar theme in a region where religious belief helps set the cultural 
and ethical values and faith and/or missionary style work is part of the motivation of some of the people 
stepping up to help PWUD.211 At times, relatively low level or recreational drug use is described in terms 
of addiction, but on further exploration many participants acknowledged ambivalent views of drug use or 
even admitted their enjoyment of drugs.

Those selling drugs have a ‘big brother’ in the police service who provides protection for their drug supply 
operation or their illegal drinking establishment. These corrupt police officers take a cut from suppliers to 
protect their business. Larger bribes are required to pay off the police if a cannabis cultivation site, drug 
supply or illicit drinking establishment is identified that has not paid off a big brother.

“The ‘big brother’ watches over you while 
you do your business (selling drugs) and the 
drug peddler pays a bribe so their business 
is protected and they are safe.”

If the police catch suppliers or People who use drugs with drugs, the evidence-log will often show a lesser 
amount than the person was caught with. This benefits the drug user as they will be prosecuted for a 
lesser amount and the police will resell the drugs back through their protected supplier.

“The police take drugs from us and they give 
them to their drug peddler so they can sell 
the confiscated drugs.” 

“When you go to court the evidence log 
often shows a lesser amount of drugs. You 
do not complain because you get a lower 
sentence. BUT we also know what the police 
have done with these missing drugs!”

Only a minority of people caught with drugs will go to court. The majority will pay a bribe and have their 
case resolved outside the formal legal system. Some police even have mock receipt books for fines to 
make the process look official.
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“The police have official looking receipt 
books so the payment of bribes looks official 
but really the money goes into the police 
officer’s pocket.”

The protection provided by the ‘big brother’ police officer also extends to their customers. One participant 
who is a cannabis users described an incident when she was arrested after buying some cannabis from her 
regular supplier:

“The big brother was not working that day, 
so my cannabis dealer was arrested by 
a different cop. I was taken to the police 
station and put in the cell. But then my 
supplier came and argued with the big 
brother explaining that I was a regular 
customer and that arresting regular 
customers was bad for business. The big 
brother intervened to protect me as the 
customer of the supplier he was protecting, 
and I was released.” 

Women who use drugs face additional vulnerabilities given the hostile policing of drug use. Respondents 
reported being asked to have sex with a police officer in exchange for a drugs charge being dropped. 
Others knew of women who had been pressured to have sex after being caught in possession of drugs. 
One young women drug user explained a typical experience for women who use drugs:

“I had taken Bronclear and I went to a bar 
with my friends. It was OK to take drugs in 
this bar as long as the police do not catch 
you. I shared some marijuana with my 
friends and I only had a tiny amount left. 
The Narcotics CID arrested me and took 
me to the police station. I was asked to pay 
a bribe but I explained I had no money so 
I was kept in the cells overnight. The next 
morning the new shift police officer came 
to my cell and asked me for a $20 bribe. 
Once again I explained that I had no money. 
The police officer proposed that I give him 
‘love’ instead. He agreed a place for us to 
meet after his shift and I agreed to meet him 
and provide him with ‘love’ for my release. I 
gave him false information and got away but 
other women are not so lucky.”

“The police take advantage of women who 
use drugs.” 

Sex workers have seen some meaningful improvement in their lives when a court order improved safety 
for them in the absence of decriminalisation.212 This provide a valuable precedent for reforming the legal 
environment to support HIV prevention with another key population. Many sex workers also use drugs 
and this intersection needs to be considered to address compounding HIV risks.
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Nearly 25% of Zimbabwe’s citizens work abroad, mostly in South Africa. A number of migrant workers 
have used a range of other drugs including cocaine, crack, heroin, ecstasy and methamphetamine while in 
South Africa. This varied from recreational to problematic drug use. 

Zimbabwe was also preparing for new Presidential elections when the focus group was held. Participants 
reported the exploitation of drug and alcohol use by political candidates and their agents. One respondent 
had been an agent working for a Member of Parliament, so was able to describe the process from the 
inside, which was confirmed by other participants who had been on the receiving end of the political 
inducements. Different political activists would approach groups of people congregating together. Those 
using drugs or alcohol would be offered their preferred substances as inducements to attend political 
rallies and to vote in elections. This would also be accompanied with promises of future employment if 
the politician is elected. However, cronyism ensures that jobs go to the family and friends of the politician 
so the inducements are false. This creates a general cynicism about the political process and politicians: 

“Political agents buy alcohol and Bronclear 
for people on the street to encourage them 
to attend rallies and to vote for the right 
candidate. This ensures that people fight 
among themselves and don’t challenge the 
politicians. No-one has faith in the political 
process.” 

Some of the People who use drugs were politically engaged and had attended a recent opposition rally 
but reported being frustrated and disillusioned by the in-fighting. 

Around the period of elections, the police back off from raiding bars or drug using venues for fear of 
alienating potential voters. This was highlighted as another example of the corruption and collusion 
surrounding drug use.

“The police are not sent to raid illegal 
drinking dens or ‘shebeen’ (illegal drug dens) 
because they want the votes of the people 
using these establishments.”

Elections provide a potential flash point for violence, which is incited by political agents. However, gun 
control in Zimbabwe is very strong unlike other African countries. This has protected the country from the 
type of political violence and civil war that has blighted other countries in the region: 

“In terms of security we have the best 
in Southern Africa because guns are 
very strictly controlled. However, the 
Government is not democratic. We live in a 
dictatorship. In the run up to elections we 
are promised jobs, money and change but, 
in reality, only the close friends and family 
benefit after the election of a politician. 
Corruption and cronyism is a blight on our 
country.”

People who use cannabis, Bronclear or street alcohol find it difficult to seek help from health clinics. If 
they approach these services for help the clinic staff will first ask if they have reported themselves to the 
police for their criminal behaviour. 
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“I was asked to first hand myself into the 
police station. If I could show I had been 
punished then I would be treated. This 
means we cannot access healthcare for 
problems with drugs and alcohol.”

In terms of development opportunities, participants discussed the potential for Zimbabwe to bring in 
much needed foreign currency by legalising the production of cannabis. This is potentially a significant 
cash crop that could be exported. Zimbabwe has already amended the law for the production of medical 
cannabis, namely the section 6 of the Dangerous Drugs Act,213 through the Dangerous Drugs (Production 
of Cannabis for Medical and Scientific use) Regulations 2018214 to allow Zimbabwe citizens/residents or 
companies managed by same to grow cannabis. The country is expecting to make substantial profits out 
of it.

Harm Reduction Interventions
Core UN Recommended HIV Prevention Interventions for People who Inject Drugs

Intervention Summary for Zimbabwe Advocacy / Development Issue

Needle and 
Syringe 

Programme

Needle and Syringe Programme is not 
available in country and this is not a priority 
given the absence of widespread injecting.

Monitor levels of injecting drug use by PWUD 
led organisations.

Voluntary HIV 
Counselling 
and Testing

Available through community health clinics Test uptake and accessibility of HIV testing 
services to PWUD.

Opioid 
Substitution 

Therapy (OST)

There is no provision of OST in Zimbabwe. 
Wealthy People who use drugs can travel to 
South Africa to access private treatment. 

It is not clear how many of codeine cough 
medicine users are physically dependent on 
opioids and using the drug every day. This 
would be something to test in a community 
consultation. This would inform whether 
there is a need for opioid maintenance or 
detoxification services using OST.

If people are dependent on codeine based 
cough medicines, low dose opioids such 
as dihydrocodeine, buprenorphine or 
even opium tincture might be suitable 

pharmacotherapy treatment options. 

Anti-Retroviral 
Therapy (ART) 

ART available through municipal clinics but 
no specialist provision for PWUD 

Test uptake and accessibility of HIV treatment 
services to PWUD

Naloxone

Naloxone not available or known about. 
Opioid overdose is not a major issue given 
the oral use of the relatively lower strength 
codeine.  

Test are needed to understand if overdose is 
an issue in community consultations. Consider 
status of Naloxone in Zimbabwe and identify 
legal barriers to introducing this intervention 
if need is identified.
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Malawi
Drug Policy Environment

Overarching 
drug policy

Central focus = zero tolerance
Approach to drug use very limited and based on drugs prevention and criminal sanctions. 
Drug possession is criminalised according to the Dangerous Drugs Act.215

Drug laws

Malawi is one of the poorest countries in Africa.216 This means that there is no incentive 
for international traffickers to take the risk of smuggling large amounts of drugs into 
Malawi. As such the main drugs being used are cannabis and village alcohol. There are 
reports of injecting heroin use in the North of Malawi close to Tanzania, reflecting the 
seepage of Tanzania’s drug trend across the border. Individual People who use drugs 
may bring drugs for personal use back to Malawi from South Africa or other countries 
and these cases sometimes come to the attention of human rights defenders, but these 
cases remain exceptional. The police take bribes to overlook the cultivation, sale or use of 
cannabis or the production, sale and use of village alcohol. They can also be bribed when 
People who use drugs are caught in possession of drugs. 

Social welfare
Malawi does not provide welfare support to people who are unemployed or chronically 
unwell and does not have specialist welfare support for PWUD. The social welfare is 
coordinated through the Social-welfare department of Malawi through various policies.217

Security and 
governance

The country is on a journey of political and economic reform. The country lived under a 
dictatorship for President Kamuzu Banda led Malawi to independence in 1964 until he 
was ousted in 1994 in the country’s first democratic elections.218 The new Government 
has seen improved democracy, stronger civil society but government institutions need 
further strengthening. The political environment is improved but the country faces a 
substantial development agenda.219

Development

The country has suffered from droughts over the last few years, which also undermines 
the country’s hydroelectricity system and industry.220 Malawi is investing in electrifying 
the country and reducing its reliance on coffee and tea as international cash crops and 
maze as the staple diet.221Cannabis legalisation has been discussed, given the potential to 
create a new cash crop that could attract international currency.222

Human rights

PWUD are vulnerable to being targeted by the police for bribes. The Rastafarian Church 
and community members are involved in the use and sale of cannabis. They use it as part of 
the religious practices. They are experienced at managing the police when they interfere 
in their commercial activities.  Traditional healers also use and recommend cannabis as a 
medicine. 
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Malawi is one of the poorest countries in Africa, and it is land locked. As such, there is no commercial 
incentive for international smugglers to take the risk of trafficking drugs into the country. Therefore, for 
the majority, the only substances available are those that can be grown or produced in country – cannabis 
or village alcohol. 

Wealthy People who use drugs do bring drugs back from South Africa or other third party countries. 
Occasionally people are caught crossing borders when transporting drugs through the country or into the 
country for personal use. The consequences is that they are tried, sentenced and jailed in Malawi under 
the Dangerous Drugs Act of Malawi. A lawyer present described providing legal assistance to someone 
caught with cocaine while transiting through Malawi. 

Participants described their drug use in terms of addiction, disease and religious redemption. The health 
risks, social consequences and patterns of dependency that participants attributed to cannabis would 
have surprised many drug specialists. The range of effects and personal consequences would not have 
been unexpected if interviewing heroin, crack or methamphetamine users. This highlights the challenges 
of breaking past the dominant ideology and stereotypes surrounding drugs.  Self-empowerment and 
separating myths from facts is an important part of community mobilisation and harm reduction. It was 
clear that at the start participants conflated community mobilisation with people who use drugs with 
drugs prevention. Peer education was seen as a strategy to persuade people to avoid or stop using drugs. 

Professor John Booth-Davies’ research into his students’ engagement with studies into their use of drugs, 
showed that the students spontaneously adjusted their answers to match the perceived values of the 
researcher.223 Challenging prohibition as a drug user starts with questioning one’s own engagement with 
drugs and equipping oneself to make informed choices. When invited and paid an incentive to take part in 
a meeting with professionals, it is easy for People who use drugs to believe that they have to conform to 
expected roles and beliefs. They also may not have the language or frameworks to describe the nuances 
of a rights compliant and evidence-based approach to drug policy and practice.

There was substantial confusion about the risks and benefits of using cannabis. The risks of cannabis are 
relatively low and needed clarification. It was clear that here is a body of knowledge about the risks and 
safer use of cannabis that is not widely known among People who use drugs in Malawi. The challenge will 
be introducing a peer education programme that challenges established beliefs. Asserting the rights of 
people who use cannabis and challenging myths that inflate or falsify the risks of cannabis brings with it 
challenges for the peer educators and the supporting NGO partners. 

Cannabis is recognised to have a number of medicinal benefits, and as such, the World Health Organisation’s 
Expert Committee on Drug Dependence (ECDD) has recommended the reclassification of Cannabis under 
the UN drug treaties, and this is seen as an overdue acknowledgement of the medical usefulness of 
cannabis by drug policy experts.224 One active cannabis user described how cannabis helped him to be 
calm and have balance. He felt irritable when he did not have cannabis. When he used village alcohol 
he reported becoming loud and aggressive, the very opposite to the effects of cannabis. He positively 
defended his cannabis use while acknowledging the costs and risks of being a cannabis user in Malawi. 

“Cannabis helps me relax and be calm. 
Without cannabis I am restless and can 
become agitated. I am more comfortable 
and balanced when using cannabis. I do not 
see it as a problem. Alcohol just makes me 
more aggressive and loud. I prefer cannabis 
even if it is against the law.”
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Cannabis is also used by members of the Rastafarian Church as part of their spiritual practice. Traditional 
healers also promote cannabis as a natural remedy. Both groups have a set of cultural and religious 
rules and rituals that help them embrace the medicinal values of cannabis while holding off the negative 
dominant ideology. 

“Rastafarians understand how to use and 
sell cannabis and to manage the police. They 
can be arrested in the morning and will be 
back in operation by the afternoon.”

In light of this context, peer participants were supported to identify strategies for reaching people who 
use cannabis with peer education messages through a narrowcast advertising model. The professional 
partners undertook a risk assessment exercise to consider the challenges of promoting cannabis harm 
reduction and peer education within the current country context.

It is to be noted that after the Coact consultant talked openly about his personal experience with drugs, 
participants became more opened. This was helped by professional partners coming to a consensus that 
it was important to love and respect people who use drugs regardless of their personal choices around 
using or abstaining from cannabis or village alcohol.

Furthermore, the drug using participants talked differently about their use of drugs in formal sessions 
and on the side lines of the meeting. For example, the Coact Consultant showed pictures of high quality 
cannabis being grown in Southern Europe, which is the Coact Consultant’s source of medicinal grade 
cannabis. There was great deal of interest and peer appreciation from the People who use drugs who had 
previously described drugs in such negative terms. One of the values of peer facilitation is that people 
who use drugs can review and reflect on the dominant ideology and develop their own views and values 
about drug use and being a drug user. This is also part of the power of peer education, as community 
members can use their privileged access and peer insights to talk about health and rights challenges in 
a balanced way so the target audience do not dismiss their advice as more anti-drugs propaganda. The 
exploration of this process helped professional colleagues and peers develop their partnership approach 
and mutual understanding.

The focus group discussions was thus a means of sharing, both for the consultant and the participants. 
However, people who use drugs might not have felt comfortable to talk openly about their drug use in 
front of the professional partners, which would explain their openness on the side lines of the meeting, 
thus showing the limitations of the focus groups discussions model for some aspects of the discussions.

There are reports of injecting drug use being identified during research conducted in the North of Malawi 
on the border with Tanzania. The Global State of Harm Reduction also mentions injecting drug use in 
Malawi.225  The development of harm reduction and drug law reform experience and capacity on a cannabis 
focussed project will help build expertise that can be applied at a later point once the issues in the North 
have been further explored. The proposed approach of using a community consultation to assess the 
needs of cannabis users and to mobilise them as members provides a development process that can be 
applied with different groups of PWUD.
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Harm Reduction Interventions

Core UN Recommended HIV Prevention Interventions for People who Inject Drugs

Intervention Summary for Malawi Advocacy / Development Issue

Needle and 
Syringe 

Programme

Needle and Syringe Programme not available 
and not required given the absence of 
injecting other than on the border with 
Tanzania.

The pattern of injecting in the North of the 
country should be reviewed and monitored. 

Connections could be made with Tanzanian 
partners to help draw on their expertise in 
developing a response in the border area.

Voluntary HIV 
Counselling 
and Testing

Available through community health centres. 
PWUD can face stigma and discrimination 
when accessing health services. It sometimes 
depend on the medical professional.  

Monitor stigma and discrimination in health 
care settings

Opioid 
Substitution 

Therapy (OST)

OST not available and no demand given 
absence of opioid dependency.

OST not available and no demand given 
absence of opioid dependency. 

Anti-Retroviral 
Therapy (ART) 

Available through general medical  services. 
PWUD can face stigma and discrimination 
when health accessing services. It sometimes 
depend on the medical professional.  

Monitor stigma and discrimination in health 
care settings. 

Naloxone
 Not available. Monitor of opioid overdose rates in Malawi is 

needed. The lack of access to Naxolone need. 

Picture from work done by CSOs in 
Malawi supported by ARASA for report 
(photo credit: WOCACA)
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Mauritius

Focus groups and interviews with PWUD in Mauritius were conducted by the Collectif Urgent Toxida (CUT) 
with the assistance for a local consultant, as opposed to CoAct. The main focus was on the experience 
of PWUD towards the range and quality of harm reduction services. In light of the long standing harm 
reduction programme in Mauritius this was considered essential to highlight in addition to the broader 
scope in the four other countries. Thus the experiences of people who use drugs of drug policy and human 
rights was not directly covered. However, a summary of the drug policy environment was included to 
provide some context. The focus group hosted a total of 28 participants, and women made up a third of 
the group. It lasted two days, with the first dedicated to debates, testimonies and discussions relating to 
the field of drug use and harm reduction services, while the second was aimed at determining feasible 
solutions to the issues identified.

Drug Policy Environment

Overarching 
drug policy

The legal framework of drugs in Mauritius is governed by the Dangerous Drugs Act 2000,226 
making it a criminal offence to produce, cultivate, sell, traffic, possess and consume drugs 
that are listed in the list of Dangerous Drugs by this Act into different schedules.227

Harm Reduction interventions like Needle and syringe programme and OST have been 
available since 2006, making Mauritius the first country in Africa to implement these 
services.

Drug laws

Drug Policy is based on repression, and even if Harm Reduction interventions are available, 
some of these programmes are still being implemented within a repressive perspective, 
as attested during the focus group discussions further down. In 2017, 74% of drug related 
arrests were linked to possession of drugs only.228

PWUD are also regularly targeted and persecuted by the police, and arrests due to 
possession of needles and syringes are still happening. As for methadone, it is now being 
distributed in front of police stations, with police often intervening in case of discontent 
from methadone users.229 

Social welfare

Mauritius provides free healthcare, education and a basic retirement pension to all its 
citizens.230 There are also various other social support schemes, including social aid, 
medical support and unemployment support, but under specific conditions which hinder 
their access.231 There is no specific welfare for PWUD, though harm reduction services are 
provided for free, as part of the free healthcare scheme available to all citizens.
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Security and 
governance

Mauritius is a stable, multiparty, parliamentary democracy. Independence was acquired 
by the British Government in 1968, and the country became a republic in 1992. General 
elections take place every five years, based on universal adult suffrage for citizens over 
the age of 18.232

There was no war involved when the country accessed independence, and there has not 
been any war ever since, apart from riots occurring in 1968233  and 1999,234 none of them 
lasting more than 10 days, though having a strong racial basis, particularly in 1968.

Development

Mauritius has been classified by some ratings as one of the richest in Africa.235

 
The country’s economy has made great strides since independence in 1968, and Mauritius 
is now an upper middle-income economy. Key challenges include tackling inequality, 
which remains at moderate levels but is increasing, and adapting to the impacts of climate 
change.236

However, the disparity between rich and poor is growing, and between 2001 and 2015, 
the gap between the incomes of the poorest and the richest 10% of households increased 
by 37%.237

In terms of drugs dynamic, the country has a specificity as compared to other countries of 
the region, as opium was available in the country since the early 70’s and heroin as from 
the early 80’s,238 and have thus been around for approximately 40 years now. This has 
gradually evolved into low quality brown sugar. New Psychoactive substances, namely 
synthetic cannabinoids have also been very popular these last 5 years, mainly with recent 
scarcity of cannabis and brown sugar, as reported by the focus group discussion further 
down. 

In 2014, a new Prime Minister has been elected, and has clearly stated that he would 
launch a war on drug and People who use drugs, and launched a National Commission of 
Enquiry on drugs.239 The commission worked for 3 years before submitting its report240  
to the Prime Minister.241 3 high level officials from the same Government were accused 
of drug trafficking and had to resign (including a Minister and the deputy speaker of the 
National Assembly).242 Since the report revealed that cigarettes available for free on a 
quota basis to prison inmates were used by them to trade drugs, the Government has 
prohibited cigarettes in prison. This has given rise to cigarettes trafficking in prison, a pack 
selling via sexual exchanges, or at 170 USD,243 whereas the price on the regular market 
is around 5 USD.244This is yet another means of putting prison inmates in a vulnerable 
situation, condoms not being available in prisons. The same Prime Minister (who is not PM 
anymore, but a ‘Minister Mentor’245  in the Government), stated in 2018 that if it was up to 
him, he would re-instate the death penalty for drug related offences.246 

Human rights

Despite the fact that human rights mechanisms like the Human Rights Commission247  and 
the Equal opportunities Commission248 xexist, they do not seem to cater specifically for 
PWUD, as the latter have been exposing the human rights issues that they are facing in 
the group discussions, namely around police targeting, arrests for possession of syringes 
that are distributed by the Ministry of Health (and NGOs like CUT as well), and lack of 
transparency around methadone distribution. 
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Harm Reduction interventions

Due to the alarming HIV incidence rate among people who use drugs in the mid-2000’s, with 92% in 2005, 
strong advocacy work was done by civil society, more specifically CUT, and Harm Reduction interventions 
like OST was made available in 2006 by MOHQL, and CUT started the Needle and Syringe Programme.249 

The advent of the Global Fund lead to a considerable upscale of services as from 2010.250 However, 
considerable work needs to be done to improve the legal environment surrounding those services, in order 
to reach optimal service intake. Advocacy work around Harm Reduction has been led by NGOs like CUT, 
but with the recent registration of MauNPUD,251 it is expected that PWUD will have a more meaningful 
engagement in the process.

Core UN Recommended HIV Prevention Interventions for People who Inject Drugs

Intervention Summary for Mauritius Advocacy / Development Issue

Needle and 
Syringe 

Programme

35 sites managed by the Ministry of Health 
and Quality of Life, 11 sites managed by the 
NGO Collectif Urgence Toxida.252 

Irregular distribution on some sites.

Inadequate quota of syringes distributed by 
MOHQL caravan.

Lack of services in prison settings.

PWUD activists to document and advocate 
for a more appropriate and user-friendly 
approach, including more participation of 
peers in service delivery.

Voluntary HIV 
Counselling 
and Testing

Available through MOHQL public health 
centres, MOHQL Harm Reduction caravan, 
CUT caravan.

Home-based testing and counselling should 
be up scaled.

Advocacy requires additional capacity 
building, especially of PWUD activists, 
to receive training to be able to deliver 
community testing, including home-based.

Opioid 
Substitution 

Therapy (OST)

Available on 42 sites,253 including in prison. 

Inconsistency of doses distributed.

Dispensing points relocated to police stations 
within a restrained timeframe.

Stigmatisation & discrimination among some 
members of the medical personnel and the 
police force present on OST site

Application procedures to benefit from OST 
are tedious and lengthy

No take home doses, not even for those 
who have been on the programme since the 
beginning (2006).

OST users are not encouraged to gradually 
leave the programme, whereas some would 
like to move on after more than 10 years.

PWUD activists must monitor closely 
malpractices on OST sites involving 
stigma, discrimination, and human rights 
infringements of OST users on dispensing 
sites.

Use of existing platforms, such as the Global 
Fund CCM, can be utilised by PWID direct 
representatives to constantly report on those 
malpractices.

Advocacy is necessary to ensure inclusion 
of PWUD on national committee to discuss 
improvements to OST programme.

Anti-Retroviral 
Therapy (ART) 

Available through public hospitals PWUD to receive capacity building on 
treatment literacy, so as to support 
community members who do not wish to 
attend treatment centres.
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Naloxone

Available in hospital, as per Mauritius 
Essential Drugs List.254 However  it is not 
available in the community.

It is necessary to further understand barrier 
to implementation – cost, essential medicine, 
political will – in order to address the current 
problem. Furthermore, PWUD to receive 
training on how to administer Naloxone. 

Drug Scarcity, Quality and Price

The supply of injecting drugs has reached an unprecedented level of scarcity in Mauritius. In Tranquebar 
(a hotspot in the North of Mauritius), where the drug is known to be very accessible, PWUD of that 
locality have to go elsewhere to buy drugs. This situation has given rise to drugs of lower quality, which 
are being laced with unknown substances, to increase the quantity. PWID are aware that the products 
available contain little to no heroin at all, and are aware that no information is available on the nature of 
additives used to lace drugs. As a result of the poor quality of heroin, PWID are unable to obtain the usual 
high per dose, leading to an increase in the frequency of drug intake. Long-time users affirm that while 
one dose of injection used to be enough for a day, the heroin being sold at present requires repeated 
consumption throughout the whole day. In order to sustain the required high, PWID use other drugs in 
addition, like pharmaceuticals and synthetic cannabinoids (SCs), or what is believed to be SC, them being 
called “synthetics” in Mauritius. SCs being far more available and accessible than brown sugar, seem to 
be gradually supplanting the latter due to its scarcity. Consequently, PWID tend to develop aggressive 
behaviour and eventually surrender to the heavily addictive nature of SCs, according to the different 
testimonies.

The scarcity has led to a drastic increase in the price of injecting drugs. The cost of one dose of brown 
sugar ranges between 12USD and 30USD, depending on the dealer and market demand at a specific time. 
More recently, a new injecting drug has made its way on the Mauritian drug scene; commonly known 
as ‘Bat dan latet’ (Hit in the head). It appears to be of synthetic nature and produces a very strong high 
comparable to SCs. Sold in powder or in capsule form, it could possibly be a methamphetamine. Users 
have reported bad trips and feeling sick following injecting use of the drug.

A methadone traffic has been going on in hot spots. Mixed with products like Coffen or Benylin, it is 
often used in combination with SCs. There are numerous cases whereby PWID had begun to use street 
methadone way before officially joining the OST programme. Besides, this methadone traffic seems to 
be prospering due to the complex and lengthy enrolment process to access it through regular channel. 
Currently, street methadone is available at 15USD a dose, and does not entail the trouble of enrolment 
procedures.

The Emergence of Synthetic Cannabinoids

SC are readily available in varying classes of potency, quality and price all over the island. SCs usually 
come in powder form which end-users mix with tobacco to be smoked. However, they are also frequently 
dissolved in a solvent (thinner, acetone or benzene) to be sprayed on low-quality cannabis (or other types 
of) leaves before being made available on the market. Solvents employed are known to be carcinogenic. 
This poses a health hazard to unsuspecting consumers who would rather consume cannabis over SCs. 

Cannabis being increasingly repressed and harder to come by in Mauritius, its price has soared over the 
past few years (between 35USD to 75USD per gram), rendering SCs a more accessible alternative to 
PWUD (average 15USD per gram). SCs are particularly popular among the younger population, and are 
customarily smoked by teenagers. In addition, SCs tend to be the first drug to which they are initiated on 
the streets or among peers. Several speakers have stated witnessing people as young as 10 years of age 
smoking SCs.
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SCs are extremely potent in terms of high, to such 
an extent that some types may cause a feeling of 
dissociation between body and mind. SCs effects 
vary between happy highs and severe bad trips, 
including loss of motor and sensory functions. 74 
admissions in hospital for treatment due to SC use 
have been reported, and about 20 deaths from 
SC overdose over 15 months.255 Regular SC users 
are more than often unable to withdraw from 
them due to their addictive properties. In 2016, it 
was revealed by the Forensic Science Laboratory 
that the most common molecule contained in SCs 
found in Mauritius is MDMB-CHMICA. An extremely 
potent molecule, it has been flagged by the 
European Monitoring Centre for Drugs and Drug 
Addiction (EMCDDA) as constituting a serious risk 
of acute toxicity, and needing a risk assessment.256 

Shortcomings in Harm Reduction 
Services: Opioid Substitution 
Therapy

There is inconsistency of methadone doses 
distributed. Users argue that their doses are being 

diluted without informing them or the attending physician. This has led to a growing mistrust towards 
certain members of the healthcare personnel, and participants deplored the fact that methadone doses 
are no longer prepared with complete transparency (that is, within sight of patients), as the case used 
to be. In dispensing areas, it is not uncommon for individuals to claim their rights by voicing out that 
standard doses are not being respected, arguing that doses distributed on a daily basis frequently change 
colour and taste. The effects of current methadone doses merely last about 3 hours on average. This 
prompts OST users to resort to injecting drugs and/or other drugs to be able to carry on with their work 
and activities. Some patients are able to procure more methadone on the black market to compensate for 
their needs. 

Authorities have relocated methadone dispensing points in front of police stations, with a restrained 
timeframe (6a.m. to 8a.m.), due to “overcrowding at dispensing sites and loitering in the vicinity of 
dispensing sites.”257 OST users regard this as a barrier, deeming the venue inappropriate, and deeming 
overcrowding and loitering being a result of inappropriate implementation. The starting time of 
distribution is often not respected, while the closing hour is strictly enforced. In addition, the imposed 
timeframe coincides with the work schedules of many OST users, some of whom have lost their jobs 
as a consequence. Participants disclosed that they suffered from impotency and lack of libido since on 
OST. This poses a threat to their private and family life with regards to their partners, while negatively 
impacting on their self-esteem. Understandably, this may act as a deterring factor for PWID to enter the 
OST programme or pursue their treatment properly. Participants testified that medical staff of the OST 
team sometimes reject the requests of patients asking to be transferred to other methadone dispensing 
sites closer to their homes, should they dislike them. Conversely, beneficiaries who get along well with the 
OST personnel are granted favourable treatment. For instance, they would still be given their methadone 
doses should they turn up after dispensing hours.

OST users suggest that methadone should be 
distributed in hospitals rather than in front 
of police station, while authorities use the 
argument that this would cause “nuisance” 
to other hospital patients. In support of this 
appeal, participants recalled that during the 
occurrence of cyclone Berguitta in January 
2018, methadone was exceptionally and 
exclusively distributed in hospitals. OST 
users congregated to hospitals amidst the 
general crowd to benefit from the OST, in an 
orderly manner, without attracting attention, 
and without any incidence. This event acts 
as practical evidence that OST users are no 
different from other patients and deserve 
to benefit from equitable treatment from 
authorities.
Furthermore relocation of dispensing points 
to more appropriate venues, such as hospitals, 
dispensaries and health care centres, would 
link OST users to healthcare services, such as 
screening tests pertaining to drug use, ARV as 
well as medical and psychosocial follow-up.
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OST users are still subject to stigmatisation and discrimination among some members of the medical 
personnel and the police force present on site. Additionally, should patients reveal that they live with HIV, 
they are given lesser treatment from certain doctors who show reluctance to perform proper examinations 
on infected patients. This clearly indicates that the medical personnel is inadequately trained with respect 
to Harm Reduction best practices and HIV/AIDS. Application procedures to benefit from OST are tedious 
and imply going through a long waiting list of several months at times. 

Some long-term OST users have testified that they are no longer satisfied with merely replacing their 
consumption of opiates with methadone. They want a complete release from the craving for opioids. As 
such, they are asking for more advanced detoxification and rehabilitation programmes. For this to happen, 
they suggest improving patient care through case by case follow-ups. Accordingly, resources should be 
assigned to assess and provide for regular psychological and social care of patients.

Needle and Syringe Programme

PWUD expressed mixed feelings concerning the Needle and Syringe Programme in Mauritius. Despite 
beneficiaries of the Barkly area affirming that the service has seen an overall improvement with respect 
to the Needle and Syringe Programme personnel and police force alike, a number of problems were raised 
that call for thoughtful consideration.

There has been a severe decline in the distribution of syringes in December 2017 in all regions. 
Subsequently, the growing demand for syringes on the streets has given rise to a syringe traffic in the hot 
spots of Mauritius. Syringes are being sold between 1USD to 3USD. According to PWID, those benefiting 
from this traffic do not even inject drugs, but they collect syringes from Needle and Syringe Programme 
dispensing points to sell the clean syringes as soon as the demand rises among PWID.

The syringe traffic is being indirectly supported by the limited quota of syringes allotted per beneficiary (3 
per user daily) by the Ministry of Health & Quality of Life (MOHQL). With the low quality heroin sold on the 
market that inadequately caters to the needs of PWID, their frequency of consumption being intensified 
in order to maintain their required high. Participants declared that it was not unusual to inject up to 10 
times a day, thus having to re-use or share needles because of their unavailability.

While the programme runs smoothly in some regions (like Barkly or Sainte-Croix), this is not the case in 
other regions (Tranquebar). This constrains PWID from regions of lower syringe distribution to procure 
their syringes in areas of higher supply. This has caused tension and feelings of discontent between local 
beneficiaries and those from other neighbourhoods.

PWID deplore that the MOHQL mobile caravans tend to show up on an irregular basis, usually when 
they are at work or at odd hours when they are unable to benefit from the service. They added that 
the personnel is generally unwelcoming and that running hours are not endorsed as they should be. The 
mobile caravan is sometimes stationed in areas of high influx of passers-by and students, and the driver 
refuses to relocate to a more appropriate spot in spite of requests by beneficiaries to do so.

The Need for Harm Reduction in Prison

Drugs are prevalent in the prisons of Mauritius.258 Of those who have attended the focus group, several 
have served prison terms and are thoroughly aware of the flourishing drug situation in local prisons. 
Drugs (brown sugar, heroin, cannabis and SCs among others) are more readily available inside than 
outside prison. Furthermore, the supply of drugs is in general of superior quality in prison, as compared 
to drugs in the community. Syringes are typically crafted from flip flops, pens and various plastic objects 
within the immediate surroundings of detainees. Since they are not entitled to the Needle and Syringe 
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Programme, these crafted syringes are being shared among PWID in prison. The price of cigarette has 
increased dramatically following cigarette prohibition in prison, inmates have reported selling sex for 
cigarettes (and also for drugs), as previously mentioned. All these are risk factors for HIV, HBV and HCV. 
PWUD who served time in prison pointed out that the young and newly convicted (who are generally in 
healthier condition prior to being detained) are most at risk to become infected. Many harm reduction 
interventions, such as the Needle and Syringe Programme and condom distribution, are not made 
available in prisons. While methadone is currently available in prison. Induction had been cancelled for 
some time for political reasons, including in prisons. However, with a new Health Minister coming on 
board, methadone induction was gradually introduced again in 2016. 259

Health and social detriments

Most PWID in Mauritius resort to small jobs or short contracts, from being hawkers to construction 
workers, gardeners, plumbers and handymen among others. This is principally because they are currently 
unable to obtain a clear certificate of good character and moral standing due to former drug-related 
offences.260 PWUD who have served time in jail find themselves in a vicious cycle, whereby they cannot 
get a job because of their past offences. This eventually prompts them to resort to theft or illegal money-
making activities such as drug-dealing, hence increasing their risk of going back to prison. Focus group 
participants have praised the ongoing initiative of providing rapid screening tests to PWUD, and the CSO 
home-based testing and counselling. 

Anti-Drug and Smuggling Unit (ADSU) and Police Authorities

Participants of the focus group and other PWUD who were interviewed reside mostly in the hot spots of 
Mauritius disclosed that the ADSU and police authorities often patrol areas of drug affluence and dealing. 
Instead of pursuing heavy traffickers, they focus their attention and resources on mere consumers and 
lesser dealers. PWUD or those who are former drug users claim that they are repeatedly stigmatised, 
targeted and persecuted by the police and ADSU, especially if they have previously served sentences for 
drug possession or consumption. One participant, who stated having remained clear of opiates for more 
than 10 years testified that warrants are still issued on his name to this day as he systematically becomes 
a suspect in the eyes of authorities.

In hot neighbourhoods, PWUD are periodically subject to full body searches by the police in public, in 
sight of passers-by, and without consideration for their dignity or rights. Since methadone dispensing 
sites have been relocated to police stations, beneficiaries report that they are routinely threatened, and 
sometimes beaten if they dare to complain or speak out about the presumably lower (diluted) quality of 
the methadone doses. There are cases where patients have been threatened with guns, and even averted 
from obtaining their doses.  OST users contended that some members of the OST personnel rally with 
police officers to oppress them, as well as participate in setting up the methadone traffic on the black 
market.  Although PWID are taken in custody in the event that syringes are found on them (especially 
when returning them to the Needle and Syringe Programme sites), police officers appear to be showing 
more tolerance. Lesser penalties are imposed for the possession of syringes and PWID are sometimes 
released on parole should they be caught with a small dose of heroin or brown sugar.
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It is imperative to note that most initiatives within the SADC region and few countries around in the field 
of Drug Policy Reform, Harm Reduction initiatives and People who use drugs group have been initiated 
by civil society. The first needle and syringe programmes in Mauritius were led by civil society since 2006, 
the first People who use drugs group were in Kenya and Tanzania. Also, among the civil society initiatives 
within Africa, the first NGOs to get on board with global drug policy movements like IDPC were CSO from 
SADC. Also, the first CSO that started advocacy with decision makers through Support Don’t Punish were 
from Mauritius, Kenya and Tanzania (though other initiatives have happened elsewhere outside the scope 
of SDP). The first ones to challenge the law around drug policy reform, specifically around cannabis in the 
region were from South Africa, and it was a civil society initiative. 

It is also to be noted that it is within the SADC region that countries are paving the way for some form of 
legal regulation of cannabis (though not only civil society initiatives) in South Africa, Lesotho, Zimbabwe 
and Malawi. There were also several Harm Reduction/drug policy conferences with international 
participants held in the sub-region, and all organized and led by civil society, and one of which, the South 
Africa Drug Policy week, has taken place every year since its first one in 2016. 

In terms of initiatives and policies, SADC provides guidance for effective health and social services for key 
populations including PWID. The AU has adopted a very progressive perspective within its drug response 
as well. However, it is within the same sub-region that on one hand, Seychelles provides for some form of 
decriminalisation of drug possession for people who use drugs, and on the other hand, DRC can sentence 
the same people to the death penalty. Moreover, PWUD, and more specifically PWID are still being 
stigmatised, discriminated upon, harassed, and their human rights infringed.

Though there is a long way to go to get more civil society, and mostly decision makers on board, and 
have a significant impact on PWUD, the SADC and the surrounding regions have seen vibrant civil society 
initiatives that will hopefully gradually develop. For this to happen, networking, capacity building and 
resources for civil society would be the key for the further expansion of this movement.

Significantly the experiences documented in Malawi, Mozambique, Mauritius, South Africa, and Zimbabwe 
paint a very bleak picture: one of impunity fuelled by continued stigma and discrimination in an environment 
where people who use drugs continue to be criminalised. The extreme violence from policy is noteworthy 
and a clear symptom of the failures of the “War on Drugs” and those laws and policies that have been 
influenced by this punitive approach, in direct contradiction with basic human rights principles and sound 
public health policy. This reports highlights clearly that movements towards evidence based and rights 
based drug policy reform – away from the punitive and towards the supportive – is the only clear way 
forward in the Southern African region.

Conclusion
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