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ABSTRACT
Considerable resources have been spent on estimating the size of populations of 
people who use drugs (PWUD) and people who inject drugs (PWID) in Africa. Precise 
estimates are elusive, not least because of stigma and criminalization faced by these 
populations. Bio-behavioral surveys focused on injection drug use can be useful but 
are expensive and have not always been designed and implemented with meaningful 
participation of PWID themselves. A pan-African effort of the African Union (AU) to 
collect drug-use data from drug treatment facilities is undermined by the dearth of 
facilities addressing the drug problems posing the greatest morbidity and mortality 
risks. Efforts that have involved PWID meaningfully and respectfully in designing 
and implementing data collection have shown some success in informing health 
service programming for PWID as well as sustained regular monitoring of drug use. 
But meaningful participation in data collection may be contingent on both concerted 
anti-stigma measures and some form of decriminalization of minor drug offenses to 
reduce the fear of arrest and incarceration experienced by people who use drugs, a 
change as yet little realized in Africa.
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INTRODUCTION
In high-level United Nations resolutions in 2016 and 2019, member states unanimously 
espoused ‘evidence-based’ policies to address the ‘world drug problem’ that would be 
consistent with human rights standards and with ’promoting and protecting the health, safety 
and well-being’ of everyone (UN General Assembly 2016; UN Commission on Narcotic Drugs 
2019). At the General Assembly Special Session on drugs in 2016, numerous countries declared 
their intent to treat drug consumption as a challenge for health and social policy rather than 
principally as a law enforcement matter (Csete & Wolfe 2017). 

While punitive prohibitionist drug policies have been the norm in much of Africa, some African 
countries have begun to join the call for more health-focused policies on drug use (Eligh 2019). 
The continent is also seeing some growth of specialized health services for people who use 
drugs, including HIV-related harm reduction services (Harm Reduction International 2021). 
Africa still lags behind other regions in this regard in spite of being the most HIV-affected part 
of the world. The AU Plan of Action on Drug Control and Crime Prevention for 2019–2023 urges 
AU member states to adopt drug policy that includes comprehensive harm reduction programs 
(African Union 2019a).

A commitment to ensuring good health practices in drug-control policy in Africa raises, 
among other issues, the question of exactly what evidence would inform the design and 
implementation of evidence-based, rights-friendly, public health-friendly drug policies on the 
continent. What data are most needed to inform policy that aims to promote and preserve 
health, and what are the constraints to collecting these data? How especially will data collection 
on drug consumption and the health needs of people who consume drugs be collected in places 
where even minor drug infractions are criminalized and highly stigmatized? This article seeks 
to comment on some existing data sources on drug consumption and drug-related health 
problems with an eye to identifying feasible ways to generate the evidence needed for an era 
of health-friendly drug policy and programs in Africa. A full review of drug-related data in Africa 
is beyond the scope of this comment, which rather considers mostly data-related strategies of 
the AU and other African multilateral bodies. 

WHAT IS RIGHTS-BASED, HEALTH-FRIENDLY DRUG POLICY?
To guide thinking about evidence to inform drug policy, it is worth noting how both member 
state UN resolutions and UN technical agencies define health-friendly drug policy. The General 
Assembly resolution of 2016 suggests that drug policy consistent with the right to health would 
facilitate (1) services to minimize the harms of controlled drugs and medicines; (2) a full range 
of prevention and treatment services for drug use disorders; and (3) health services for people 
in prison and other state custody (UN General Assembly 2016). In more specific terms, the 
World Health Organization (WHO) endorses a ‘comprehensive package’ of services for people 
who inject drugs, which includes needle and syringe programs, opioid substitution therapy, and 
prevention and treatment services for viral hepatitis, HIV and tuberculosis (WHO 2022). 

WHO and the UN Office on Drugs and Crime (2020) have also established standards for evidence-
based treatment of drug use disorders (DUD). These include eliminating abusive, unethical 
and scientifically unsound practices, which are important elements as drug treatment is 
highly unregulated in many countries. The agencies also note that the ’criminal justice system 
should collaborate closely with the health and social systems to ensure that treatment for 
drug use disorders in the health care system takes precedence over criminal prosecution or 
imprisonment’ (ibid.: 10). Guidance for gender-appropriate treatment is also included. 

While many of the standards of public health-friendly drug policy were inspired by HIV-
and hepatitis-related harm reduction, other health concerns should also figure in drug 
policymaking. Drug-related mortality from overdose is a growing problem as fentanyl and 
its analogs have found thriving markets worldwide (World Drug Report 2021: booklet 3). The 
2016 General Assembly resolution also emphasizes the need to ensure that all people have 
access to controlled medicines ’for medical and scientific purposes, including the relief of 
pain and suffering’ (UN General Assembly 2016). In most low-income countries, including in 
sub-Saharan Africa, access to morphine for cancer and end-of-life pain relief is dramatically 
inadequate (Ju et al. 2022).
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EXISTING DATA ON DRUG CONSUMPTION
The World Drug Report (WDR) includes estimates of the number of people country-by-country 
who used drugs in a recent year and those who suffered from drug use disorders (DUD), defined 
as use that is ’harmful to the point where [people who use] may experience drug dependence 
and/or require treatment’ (WDR 2021: booklet 2). The 2021 report estimated that in 2018 
some 269 million people in the world had used drugs in the previous year, with a confidence 
interval of 166 to 373 million (ibid.). The estimate for Africa was about 60 million (CI: 35–81 
million). The global estimate for people living with DUD was 36.5 million (CI: 19.6–53.0 million). 
There was no DUD estimate for Africa, but the estimated number of persons who inject drugs 
on the continent, including North Africa, was 950,000 (CI: 590,000–1,760,000). The 2021 
WDR predicted drug use trends, emphasizing that the greatest regional growth in drug use 
from 2020 to 2030 was likely to be in Africa, based largely on the projected rate of general 
population growth (ibid.). The report notes that the most rapid increases since 2010 in Africa 
were in consumption of cannabis and opioids, including heroin and tramadol (especially in 
West and North Africa). 

The United Nations Office on Drugs and Crime (UNODC) collects data on drug use through 
responses to the annual report questionnaire (ARQ) that UN member states agreed to submit 
each year. Of 54 countries in Africa, however, only 10 submitted data – in six cases only 
partially – for the section of the ARQ used to estimate the prevalence of drug use for the 2021 
report (WDR statistical annex 2021). For other countries, UNODC either estimated prevalence 
from earlier data or had no estimate. The AU drug-control plan for 2019–2023 includes as an 
objective to increase the number of member states submitting the ARQ each year (African 
Union 2019a). 

Under the best of circumstances, arriving at national estimates of people who use drugs is 
challenging, as the large confidence intervals around the WDR figures attest. The 2021 WDR 
notes that national-level general population surveys, usually government-managed, are the 
main source of the report’s estimates, but some countries do not undertake these surveys and 
there are relatively few of these in sub-Saharan Africa, for example. National surveys also tend 
to exclude people in prisons and other detention settings, and in residential drug treatment 
facilities, and they may not to capture people with problematic drug use or who use the most 
highly criminalized and stigmatized drugs (WDR; booklet 2 2021). Because these surveys rely 
on self-reported behavior, stigma and criminalization may reasonably be expected to keep 
significant numbers of people from reporting drug use. In addition, some countries make 
estimates based on entries in drug registries, which are likely to yield gross underestimates 
of drug use prevalence. In addition, definitions of drug use are not uniform from country to 
country, and protocols for surveys—including who is excluded and in what settings they are 
administered—also differ among countries (WDR 2020). 

In WDR figures, general population surveys are sometimes complemented by, for example, 
respondent-driven methods whereby a relatively small number of ’seed’ persons identified as 
people who inject drugs are asked to identify others who inject drugs, who in turn follow suit 
and identify still others until an appropriate sample size is achieved (WDR: booklet 2 2021). WDR 
2021 also cites ’capture-recapture’ methods, which are used to estimate the completeness 
of usually more than one routine data source, such as a methadone patient registry, and 
extrapolate from there. None of these methods is perfect, and all raise concerns about biases 
and missing what may be the population segment of greatest interest – the one most fearful 
of being discovered.

DATA ON INJECTION DRUG USE 
Estimating the size of the population of people who inject drugs (PWID)—an important subset 
of people who use drugs—is of particular interest because of concerns linked to bloodborne 
diseases such as HIV and hepatitis C as well as overdose injury and mortality. Major international 
HIV donors, including the US President’s Emergency Program for AIDS Relief (PEPFAR) and the 
Global Fund to Fight AIDS, TB and Malaria, have invested considerably in surveys to estimate 
the size of PWID and other key populations and in building capacity to conduct these surveys 
in low- and middle-income countries (Viswasam et al. 2020). Some NGOs at least perceive that 
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PEPFAR bases its funding decisions on size estimates of ‘key populations’ such as PWID and has 
been too willing to accept low estimates to justify low funding levels (MPact 2021). 

The quality of data on PWID and their HIV status has been the subject of considerable debate 
over the years. In 2013, for example, the WDR’s estimate of 1.6 million people globally who 
inject drugs and live with HIV represented a 46% decline from the figure used by UN agencies 
at the time (Harm Reduction International 2013). Harm Reduction International (2013) and 
the International Drug Policy Consortium (2013) asserted that these data, based on ARQ and 
other sources not publicly available, gave an erroneous impression that HIV prevention efforts 
among PWID had enjoyed dramatic success and might thus discourage further investment 
from donors. These advocates criticized the lack of transparency of the process by which these 
data were developed and the lack of meaningful consultation of affected communities of 
PWUD in this process. 

Since 2014, UNODC, UNAIDS, WHO and the World Bank have reportedly worked together with a 
’broad group of experts from academia’ and a range of civil society organizations to consider all 
available data on prevalence of injection drug use (WDR 2020). Estimates derived statistically 
from what may be several data sources in a given country are sent to the countries for their 
review before publication. The 2020 WDR notes that for prevalence of injection drug use, 122 
countries had information, of which 41% had high-quality information from recent surveys. 
Of those, almost none were in Africa, which UNODC characterized still as having very limited 
information on PWID (ibid.). On the matter of HIV prevalence among people who inject drugs, 
36% of countries were judged to have high-quality information, almost all of them outside 
Africa. Addressing controversies in this area, UNODC noted that HIV prevalence estimates 
should be regarded as the best updates of the most reliable data reported previously, and 
from these data ’[t]here is no intention to imply that there has been an actual change in the 
prevalence of injecting drug use or HIV among PWID at the regional or global level’ (ibid.: 33).

Collecting data on injection drug use, including population size estimates, has received a boost 
since about 2000 with the proliferation of bio-behavioral surveillance (BBS) in low- and middle-
income countries (sometimes referred to as integrated biological and behavioral surveillance 
– IBBS.) These surveys, focusing largely on ’hard to count’ HIV key populations such as PWID, 
sex workers and men who have sex with men (MSM), are designed to assess HIV burden and 
behavioral risk factors and usually population size as well (WHO et al. 2017). As noted by WHO 
and other technical agencies, there rarely exist ’ready-made sampling frames’ for these highly 
stigmatized populations (ibid.: p 1). Thus, BBS investigations have used a variety of sampling 
strategies, often non-random, depending on formative assessment of such factors as whether 
the population is well networked among itself or whether members of it can be found in easily 
identifiable locations (ibid.: p 71). BBS studies have been conducted for various key populations 
in Angola, the Democratic Republic of Congo, Ethiopia, Ghana, Kenya, Mauritius, Mozambique, 
Namibia, Nigeria, Senegal, South Africa and Uganda, among others (all available online). 

WHO, with the US Centers for Disease Control and Prevention (CDC) and others, has established 
guidelines for BBS and recommends them as integral to planning national HIV strategies 
(ibid.). Among the elements captured in the most complete BBS surveys on PWID, such as 
that of Mauritius (Republic of Mauritius 2021), are HIV and hepatitis C prevalence among PWID 
disaggregated by sex, awareness and utilization of needle exchange services, substances 
injected and frequently of injection, needle sharing practices, risky sexual practices, and 
experiences of stigma. The usefulness of this kind of information for programming planning 
and implementation is obvious. In the case of Mauritius, a small island nation, a population 
size estimate for PWID was part of BBS and relied on a respondent-driven method. Not all BBS 
studies of PWID are as complete as that of Mauritius, however, though most include some 
attempt at population size estimates. 

The WHO/CDC guidance on BBS is over 200 pages of detailed recommendations on the 
challenges of finding and counting key populations, which may be hidden, as well as procedures 
for HIV testing and for asking marginalized and criminalized persons about their risk behaviors 
(WHO et al. 2017). WHO and CDC recommend strongly that BBS should include population 
size estimates, but their guidance notes that estimates of ’hard-to-count populations’ are very 
challenging to obtain, and there is no ’gold standard’ method on which to base them (ibid.: p 
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109). BBS surveys have been largely donor-funded and have often been supported technically 
on the ground by university teams or public health agencies from high-income countries. 

BBS studies are a promising avenue for getting programmatically useful information on drug 
use and injection drug use, but they are costly and unlikely to be repeated frequently enough to 
inform dynamic program planning (Hakim et al. 2018). Reliance on donor funding and political 
unwillingness to prioritize assessments among criminalized or highly stigmatized persons are 
also barriers to undertaking BBS (ibid.). A number of African countries have conducted BBS 
on sex workers or clients of sex workers but not on PWID, MSM or transgender persons, for 
example (ibid.). A 2020 review concluded that, even with all the BBS and other studies that 
have been undertaken, there were only 21 PWID size estimates from the 54 countries in Africa 
(some now quite dated), as opposed to 70 for female sex workers, for example (Viswasam 
2020). Remarkably, in spite of the considerable investment made by donors in size estimates 
of PWID and other HIV ‘key populations’, these estimates have been little used by donors 
and policymakers in their HIV strategies and programming (ibid.). Viswasam and colleagues 
conclude that the non-involvement of local stakeholders, including key population members 
themselves, in the design and implementation of some of these surveys contributes to their 
non-use in program planning (ibid.). As noted in more detail below, BBS surveys conducted 
with meaningful involvement of people who use drugs themselves may have positive collateral 
benefits.

Programmatically important information other than population size that BBS surveys have 
the potential to gather is still lacking in much of Africa for PWID. According to UNAIDS’ data 
repository, only eight sub-Saharan countries have estimates of the per-capita number of 
needles available to PWID. Eight have estimates of the degree to which needles are shared and 
four have any information on availability of medication for opioid use disorders (methadone 
and buprenorphine) in spite of concerns about growing opioid use disorders on the continent 
(UNAIDS 2022).

A PAN-AFRICAN DATA EFFORT BY THE AFRICAN UNION
The AU has an initiative to improve data for health-related decision making in drug policy. 
The Pan-African Epidemiology Network on Drug Use (PAENDU) responds to an AU ministerial 
directive to ’address the lack of information on drug use and its effects on the continent’ 
(African Union 2019b). PAENDU collects data from centers providing treatment for drug use 
disorders as well as data from law enforcement agencies. The nine countries included are 
Angola, Botswana, Cameroon, Ghana, Guinea, Tanzania, Togo, Uganda and Zambia. Others with 
’pre-existing surveillance programs’ are Kenya, Liberia, Mauritius, Nigeria, Senegal and South 
Africa and are noted as collaborating with PAENDU (ibid.). Treatment centers provide data on 
type of treatment, how the patient was referred to treatment, the main drug used, other health 
problems of patients and socio-demographic information. PAENDU was supported in its first 
years by the Bureau of International Narcotics and Law Enforcement of the US Department of 
State (ibid.).

A PAENDU progress report for 2016-17 concludes that the main ’substances of abuse’ for people 
seeking DUD treatment in the PAENDU countries were cannabis and alcohol (ibid.). Opiates were 
the ’secondary substance of abuse’ in Nigeria; cocaine was the secondary drug in Guinea. The 
treatment centers were largely outpatient facilities except for psychiatric hospitals in Nigeria. 
There were relatively few treatment centers in most countries, but data from South Africa came 
from 83 distinct facilities. Most of the people for whom data was recorded by PAENDU were 
young men ’referred’ by family members or seeking treatment on their own.

PAENDU was inspired partly by the South African Community Epidemiology Network on Drug 
Use (SACENDU), which has collected data from drug treatment centers since 1996 (South 
African Medical Research Council, undated), and the more recently established West African 
Network (WENDU) (ECOWAS and UNODC 2019). The well-established SACENDU not only reports 
on trends from arguably the largest network of drug treatment facilities per capita of any 
sub-Saharan country, but also serves as a platform for treatment providers and policymakers 
to share experiences and discuss trends. Perhaps most importantly with respect to drug-
related mortality, SACENDU’s regular reports since 2019 have also included information from 
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community-based harm reduction services (see, for example, South African Medical Research 
Council 2022). This crucial information on utilization of syringe exchange and methadone 
programs not only highlights characteristics of users of those services, but also shows where 
those services are sparse or absent.

WENDU, the West African network supported by the European Community (EC), reported that 
for the period 2014–2017, as with PAENDU, cannabis and alcohol were the most frequently 
indicated primary substance used among people presenting for treatment, based on data 
from 15 countries (ECOWAS and UNODC 2019). Though cannabis and alcohol were declared 
as the principal problems by people seeking treatment, the same report indicates that cocaine, 
opioids (heroin and tramadol, a legal medicine) and amphetamine-type substances figured 
most prominently among seizures by drug authorities in the region. It is unsurprising that harm 
reduction services are not included in this report since they are so rare in the region. The WENDU 
report asserts that data from treatment facilities include only a small proportion of PWUD, 
particularly given the inaccessibility of treatment in many countries of the region (ibid.: 24). The 
report recommends expansion of community-based treatment facilities for drug use disorders 
as a policy priority, including ’increased advocacy for opioid replacement therapy’ (ibid.: 11).

It is understandable that the AU would look to an apparently thriving system such as 
SACENDU as a model for improving its health-related drug information. But there are obvious 
disadvantages to relying on data from treatment facilities when specialized facilities, especially 
those offering scientifically sound care, are so rare in most of sub-Saharan Africa. The AU itself 
estimated in 2019 that only about 5% of people in need of treatment for drug use disorders 
in its member states actually obtained it, versus about 16% worldwide (African Union 2019b: 
6). Moreover, the preponderance of treatment facilities reporting cannabis and alcohol as the 
principal problems they address will not help the AU focus on dealing with injection drug use, 
or the growing consumption of opioids with its attendant overdose risk or with cocaine and 
amphetamine-type substances, which are reportedly on the rise in Africa (WDR 2021: booklet 
2). It is reasonable to wonder whether those presenting for treatment at many of these facilities 
are polydrug consumers but indicate cannabis or alcohol as their preferred substances because 
those are less stigmatized than heroin, tramadol or stimulants.

OTHER DATA COLLECTION APPROACHES 
Given the limitations of general population surveys, BBS studies and information from treatment 
facilities, what might be other means of generating data that will be helpful to reach the most 
vulnerable and stigmatized people who use drugs? There are some experiences from Africa 
that may be useful models. None of these is perfect or suitable for all settings, but they may 
hold some lessons for sustainable data collection and monitoring. These examples do not 
represent an exhaustive list and do not result from a comprehensive search of the literature, 
but rather serve to illustrate some promising approaches.

A ’program mapping’ approach with the active participation of PWID peer informants was 
used over a four-month period in South Africa to identify injecting locations in several provinces 
at which interviews with PWID were conducted (Scheibe et al. 2017). This effort assessed 
injecting equipment and condom availability, other health service needs, disposal of injecting 
equipment, mobility of the drug-using population and engagement with police. Population size 
estimates were made at a very local level using several triangulated rapid methods, relying 
partly on estimates made by PWID themselves. Population size was estimated to assess 
the level of need for services in the identified localities rather than to contribute to an exact 
province-level or national-level figure. An obvious key to the rapidity and apparently credible 
results of this effort was the meaningful participation of PWID and their organizations at all 
stages of the work. (The experience of PWID and their organizations of the reality of service 
provision is obviously crucial to inform a realistic program map.) PWID community advisory 
groups were convened in all locations, and PWID acted as data collectors and were important 
to the identification of study sites and estimation of service needs.

In Tanzania, a rapid assessment using qualitative methods was designed to assess the level 
and nature of drug use outside Dar es Salaam and Zanzibar, where much was already known 
(Tiberio et al. 2018). The primary key informants were people who used drugs, with a particular 
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effort to include women about whom the extent of drug use was little understood. Observations 
of PWUD were supplemented by a range of secondary informants including health service 
providers, NGO personnel and law enforcement officials. Over 400 PWUD, identified largely by 
peers, provided information on what drugs were available and how they were being consumed, 
as well as information about health and social service gaps. Key informants were assured 
of anonymity and confidentiality of their participation. According to the authors, treating 
informants with respect and without judgment enabled rich information to be gleaned. The 
triangulation of data from several sources in this effort enabled detailed insight as to how 
drug use moved around the country and what kinds of services would be needed to address 
it. Rather than attempting exact population size estimates, this effort had enough information 
to classify localities as having ’nascent’, ’established’ or ’pervasive’ drug use, categories that 
corresponded to distinct conclusions about health service priorities.

Some countries have built on their BBS studies in programmatically useful ways. Based on 
results from a 2011 BBS supplemented by some smaller key population surveys, Kenya 
developed a fairly comprehensive key populations strategy earlier than some countries. This 
initiative included forming a Key Populations Technical Working Group with representation of 
key population-led organizations, which has been a ’safe space’ for discussing service expansion 
strategies and even possibilities for reforming punitive laws (Musyoki et al. 2021). An important 
effort has been routine behavioral monitoring at local levels by peer educators and outreach 
workers, which has also enabled population size estimates based on local data to be updated 
every five years. Progress in translating these activities to better program coverage has been 
greater for sex workers and MSM who had their own organizations at an earlier stage than 
people who inject drugs. But the building of methadone services since 2014, and of syringe 
programs over a longer period, has helped to make marginalized users of opioids visible for 
monitoring systems (Mbogo et al. 2022).

In Mozambique, similarly, BBS efforts helped to shape ongoing national monitoring and 
program planning (Semá Baltazar et al. 2021). The BBS studies in Mozambique established 
intersectoral collaboration, including meaningful involvement of civil society actors, in gathering 
bio-behavioral evidence. In the case of PWID, collaborations born from the BBS efforts were 
instrumental in developing a national harm reduction strategy. Semá Baltazar and colleagues 
(ibid.) assert that the BBS studies brought key population organizations out of the shadows 
because of their meaningful participation in the design, implementation and dissemination 
of the surveys, which also built the capacity of these organizations to participate in ongoing 
regular monitoring efforts.

DISCUSSION AND CONCLUSION
While there is undoubtedly some value to estimating the size of the populations that use 
or inject drugs in African countries, it is clear after numerous costly efforts toward that end 
that precise nationwide estimates are elusive. Policymakers and donor agencies should not 
condition support for basic services for PWUD on having precise population size estimates. BBS 
surveys focusing on key populations hold promise for delivering information useful to planning 
and implementing health services for PWID. They seem, however, to be most useful where 
people who use drugs are included meaningfully in planning the surveys and deciding how 
to use the results. Meaningful participation of people who use drugs is most likely in places 
where they are allowed to form organizations that can be recognized and registered as NGOs. 
Unfortunately, that is still not the case in all African countries. Organizations of PWUD, when 
allowed a seat at the table in a meaningful way, can be the most effective advocates for 
ensuring that bio-behavioral data are collected in the most relevant locations, then used most 
effectively to inform program planning and implementation and the design of continued 
monitoring. 

Making the most of BBS studies is also more likely when governments start from a point of 
openness to HIV prevention and other harm reduction services for PWUD. As WHO and UNAIDS 
(2010: 6) emphasize in their population size estimation guidelines, ’If there is no commitment 
to provide services, do not waste resources with repeated size estimation studies’. Countries 
such as South Africa, Tanzania and Kenya have, without the benefit of perfect information, 
established methadone programs and needle exchanges in at least some cities and are able 



34Csete  
Journal of Illicit 
Economies and 
Development  
DOI: 10.31389/jied.158

through those programs to discern matters of acceptability of services and how to overcome 
barriers to expansion of services. Of course, any effort to include patients in surveys or ask them 
to identify others for inclusion in data collection efforts must ensure confidentiality and seek 
informed consent.

With the increase of heroin injection in many parts of Africa (Eligh 2019) and the predicted 
dramatic increase in drug use in Africa through 2030 (WDR 2021: Booklet 2), the AU would 
do well to concern itself with addressing the morbidity and mortality of injection drug use as 
a top priority. PAENDU’s data collection strategy will plainly not illuminate these issues when 
contributions to its database are dominated by facilities working on cannabis and alcohol. 
Again, the preponderance of people claiming that their greatest treatment needs are related 
to cannabis and alcohol underscores the stigmatization faced by people who consume ’hard 
drugs’ in Africa and all over the world (UNAIDS, 2019). Active measures to reduce stigma and 
discrimination related to drug use should figure prominently in AU strategies and action plans.

A useful activity for the AU would be to share lessons learned from the countries that have 
established syringe programs, opioid agonist therapies and overdose prevention measures, 
including the obstacles they overcame, the way they worked with law enforcement and 
criminal justice authorities, and whether and how they needed population size estimates and 
other survey data. The Dutch-funded NGO Love Alliance, for example, has amassed a database 
for 10 African countries of data from BBS surveys but also the state of harm reduction and other 
services for PWID, the state of the law on minor drug infractions, the situation of drug-related 
health services in prisons and pretrial detention, and perhaps most importantly, the degree 
to which people who use drugs are meaningfully involved in program and policy decisions 
affecting them (Love Alliance 2022). It would be useful for the AU to complete a database of 
this kind for all its member states. In this regard, the work of the European Union’s European 
Centre for Monitoring Drugs and Drug Addiction (EMCDDA), which compiles extensive data on 
health and social services for people who use drugs (EMCDDA, undated-A), would be illustrative.

EMCDDA’s focus on health and social services as best practices in responding to drug use 
disorders might be expected in a region where, in most countries, people are not incarcerated 
for minor drug offenses that may be linked to DUD (EMCDDA, undated-B). Whatever data 
collection methods are brought to bear about the situation of people who use or inject drugs 
in Africa, where minor drug infractions are criminalized and often harshly penalized, it must be 
realized that neither surveys nor services will easily reach those who rightly and constantly fear 
arrest and incarceration. Other strategies may be needed. For example, with donor support, 
many African countries have mobilized peer paralegals from sex worker, MSM and PWUD 
populations to help their peers who are arrested or harassed by police with minor cases and to 
refer major cases to back-up lawyers (Wirya et al. 2020). In some settings, community-based 
peer paralegals may be important sources of information about the need for health and social 
services for PWUD, though they are not included as informants in standard survey protocols. 
Confidentiality protections would need to be rigorous if they were to be included as informants. 

In the end, the most important strategy for collecting programmatically useful information for 
health-friendly drug policy would be decriminalization (or effective decriminalization) of minor 
drug offenses, including possession of quantities of drugs for individual use. Even without major 
changes in penal codes, some countries around the world are finding ways to ensure that the 
first response to minor drug infractions is not arrest and criminal charges but rather some form 
of referral to health and social services. This kind of approach – which would also greatly reduce 
stigma faced by PWUD – is unlikely to come easily in much of Africa, but it should be seen as a 
pillar of rights-based, health-friendly drug policy.

COMPETING INTERESTS
The author has no competing interests to declare.

AUTHOR AFFILIATIONS
Joanne Csete 
Columbia University Mailman School of Public Health, US



35Csete  
Journal of Illicit 
Economies and 
Development  
DOI: 10.31389/jied.158

REFERENCES
URLs of all online references current as of May 26, 2023.

African Union. 2019a. African Union Plan of Action on Drug Control and Crime Prevention. AU doc. STC-

HPDC-3/EXP/ SA24677. Addis Ababa. Available at https://au.int/sites/default/files/newsevents/

reports/36768-rp-aupa_on_drug_control_2019-2023_final_with_foreword_-_english_.pdf [Last 

accessed 26 May 2023].

African Union. 2019b. Draft report of the Pan-African Epidemiology Network on Drug Use (PAENDU) for the 

period 2016–2017. AU doc. no. STC/HPDC/EXP/3. Addis Ababa. Available at https://au.int/sites/default/

files/newsevents/reports/36768-rp-sa24603_epi_report_-_english.pdf [Last accessed 26 May 2023].

Csete, J and Wolfe, D. 2017. Seeing through the public health smokescreen in drug policy. International 

Journal of Drug Policy, 43: 91–95. Available at [Last accessed 26 May 2023]. DOI: https://doi.

org/10.1016/j.drugpo.2017.02.016

ECOWAS (Economic Commission of West African States) and UN Office on Drugs and Crime. 
2019. West African Epidemiology Network on Drug Use (WENDU) report: Statistics and trends on 

illicit drug use and supply, 2014–2017. Abuja. Available at https://www.unodc.org/documents/

westandcentralafrica//WENDU_REPORT_VF_V5_291019_FINAL_VERSION.pdf [Last accessed 26 May 

2023].

Eligh, J. 2019. The evolution of illicit drug markets and drug policy in Africa. Pretoria: ENACT Continental 

Report no. 3. Available at The evolution of illicit drug markets and drug policy in Africa – ENACT Africa 

[Last accessed 26 May 2023].

EMCDDA (European Monitoring Centre for Drugs and Drug Addiction), undated – A. Health and social 

responses to drug problems: A European guide. (Online resource periodically updated.) Available at 

https://www.emcdda.europa.eu/publications/health-and-social-responses-a-european-guide_en 

[Last accessed 26 May 2023].

EMCDDA (European Monitoring Centre for Drugs and Drug Addiction), undated – B. Penalties for drug 

law offences in Europe at a glance. Online resource periodically updated.) Available at https://www.

emcdda.europa.eu/publications/topic-overviews/content/drug-law-penalties-at-a-glance_en [Last 

accessed 26 May 2023]. 

Hakim, AJ, MacDonald, V, Hladik, W, et al. 2018. Gaps and opportunities: Measuring the key population 

cascade through surveys and services to guide the HIV response. Journal of the International AIDS 

Society, 21(S5): e25119. Available at [Last accessed 26 May 2023]. DOI: https://doi.org/10.1002/

jia2.25119

Harm Reduction International. 2013. Concerns regarding new estimates on HIV, hepatitis and 

injecting drug use. London: Harm Reduction Advisory no. 1. Available at https://www.hri.global/

files/2014/08/04/Advisory_v4.pdf [Last accessed 26 May 2023].

Harm Reduction International. 2021. Global State of Harm Reduction – 2021 update. London. Available at 

https://www.hri.global/global-state-of-harm-reduction-2021 [Last accessed 26 May 2023].

International Drug Policy Consortium. 2013. IDPC response to the UNODC World Drug Report 2013. 

London. Available at https://idpc.net/publications/2013/10/idpc-response-to-the-unodc-world-drug-

report-2013 [Last accessed 26 May 2023].

Ju, S, Wei, L, Man, KKC, Wang, Z, et al. 2022. Global, regional, and national trends in opioid analgesic 

consumption from 2015 to 2019: A longitudinal study. Lancet Public Health, 7: e335–46. Available at 
[Last accessed 26 May 2023]. DOI: https://doi.org/10.1016/S2468-2667(22)00013-5

Love Alliance. 2022. A database of key drug policy and harm reduction indicators in 10 selected African 

countries. Available at Love Alliance (google.com) [Last accessed 26 May 2023].

Mbogo, LW, Sambai, B, Monroe-Wise, A, et al. 2022. Participation in methadone programs improves 

antiretroviral uptake and HIV viral suppression among people who inject drugs in Kenya. Journal of 

Substance Abuse Treatment, 134: 108587. Available at [Last accessed 26 May 2023]. DOI: https://doi.

org/10.1016/j.jsat.2021.108587

MPact. 2021. PEPFAR COP/ROPs 2021: Top tips for key population advocates (online communication). 

Available at https://mpactglobal.org/cop21tips/ [Last accessed 26 May 2023].

Musyoki, H, Bhattacharjee, P, Sabin, K, et al. 2021. A decade and beyond: Learnings from HIV 

programming with underserved and marginalized key populations in Kenya. Journal of the 

International AIDS Society, 24(S3): e25729.  Available at [Last accessed 26 May 2023]. DOI: https://

doi.org/10.1002/jia2.25729

Republic of Mauritius, Ministry of Health and Wellness. 2021. People who inject drugs in the Island 

of Mauritius: Integrated biological and behavioral surveillance (IBBS) survey. Port Louis. Available at 

https://health.govmu.org/Documents/Legislations/Documents/PWID_FINAL_REPORT%20%281%29.

pdf [Last accessed 26 May 2023]. 

Scheibe, A, Shelly, S, Lambert, A, et al. 2017. Using a programmatic mapping approach to plan for HIV 

prevention and harm reduction interventions for people who inject drugs in three South African 

cities. Harm Reduction Journal, 14: 35. Available at [Last accessed 26 May 2023}. DOI: https://doi.

org/10.1186/s12954-017-0164-z

https://au.int/sites/default/files/newsevents/reports/36768-rp-aupa_on_drug_control_2019-2023_final_with_foreword_-_english_.pdf
https://au.int/sites/default/files/newsevents/reports/36768-rp-aupa_on_drug_control_2019-2023_final_with_foreword_-_english_.pdf
https://au.int/sites/default/files/newsevents/reports/36768-rp-sa24603_epi_report_-_english.pdf
https://au.int/sites/default/files/newsevents/reports/36768-rp-sa24603_epi_report_-_english.pdf
https://doi.org/10.1016/j.drugpo.2017.02.016
https://doi.org/10.1016/j.drugpo.2017.02.016
https://www.unodc.org/documents/westandcentralafrica//WENDU_REPORT_VF_V5_291019_FINAL_VERSION.pdf
https://www.unodc.org/documents/westandcentralafrica//WENDU_REPORT_VF_V5_291019_FINAL_VERSION.pdf
https://enactafrica.org/research/continental-reports/the-evolution-of-illicit-drug-markets-and-drug-policy-in-africa
https://www.emcdda.europa.eu/publications/health-and-social-responses-a-european-guide_en
https://www.emcdda.europa.eu/publications/topic-overviews/content/drug-law-penalties-at-a-glance_en
https://www.emcdda.europa.eu/publications/topic-overviews/content/drug-law-penalties-at-a-glance_en
https://doi.org/10.1002/jia2.25119
https://doi.org/10.1002/jia2.25119
https://www.hri.global/files/2014/08/04/Advisory_v4.pdf
https://www.hri.global/files/2014/08/04/Advisory_v4.pdf
https://www.hri.global/global-state-of-harm-reduction-2021
https://idpc.net/publications/2013/10/idpc-response-to-the-unodc-world-drug-report-2013
https://idpc.net/publications/2013/10/idpc-response-to-the-unodc-world-drug-report-2013
https://doi.org/10.1016/S2468-2667(22)00013-5
https://sites.google.com/view/lovealliancedatabasedrugs/home
https://doi.org/10.1016/j.jsat.2021.108587
https://doi.org/10.1016/j.jsat.2021.108587
https://mpactglobal.org/cop21tips/
https://doi.org/10.1002/jia2.25729
https://doi.org/10.1002/jia2.25729
https://health.govmu.org/Documents/Legislations/Documents/PWID_FINAL_REPORT%20%281%29.pdf
https://health.govmu.org/Documents/Legislations/Documents/PWID_FINAL_REPORT%20%281%29.pdf
https://doi.org/10.1186/s12954-017-0164-z
https://doi.org/10.1186/s12954-017-0164-z


36Csete  
Journal of Illicit 
Economies and 
Development  
DOI: 10.31389/jied.158

Semá Baltazar, C, Boothe, M, Chitsondzo Langa, D, et al. 2021. BMC Public Health, 21:91. Available at 

{Last accessed 26 May 2023}. DOI: https://doi.org/10.1186/s12889-020-10110-y

South African Medical Research Council. 2022. SACENDU Research Brief, 24(1): phase 49. 

Tygerberg (Cape Town), South Africa. Available at https://www.samrc.ac.za/sites/default/files/

attachments/2022-01-26/SACENDU%20Brief_Phase%2049_Final.Dec2021.pdf [Last accessed 26 

May 2023].

South African Medical Research Council. Undated online. South African Community Epidemiology 

Network on Drug Use (SACENDU). Available at https://www.samrc.ac.za/intramural-research-units/

ATOD-sacendu [Last access 26 May 2023].

Tiberio, J, Ivo Laurent, Y, Ndayongeje, J, et al. 2018. Context and characteristics of illicit drug use in 

coastal and interior Tanzania. International Journal of Drug Policy, 51: 20–26. Available at [Last 

accessed 26 May 2023]. DOI: https://doi.org/10.1016/j.drugpo.2017.09.012

UNAIDS (Joint United Nations Programme on HIV/AIDS). 2019. Health, rights and drugs: Harm 

reduction, decriminalization and zero discrimination for people who use drugs. Available at https://

library.unaids.org/?publication=health-rights-and-drugs-harm-reduction-decriminalization-and-zero-

discrimination-for-people-who-use-drugs [Last accessed 26 May 2023].

UNAIDS (Joint United Nations Programme on HIV/AIDS). 2022. Key population atlas (AIDSInfo online 

repository). Available at https://kpatlas.unaids.org/dashboard [Last accessed 26 May 2023].

United Nations Commission on Narcotic Drugs. 2019. Ministerial declaration on strengthening our 

actions at the national, regional and international levels to accelerate the implementation of our 

joint commitments to address and counter the world drug problem. Vienna: UN doc. Available at E/

CN.7/2019/L.11[Last accessed 26 May 2023].

United Nations General Assembly. 2016. Our joint commitment to effectively addressing and countering 

the world drug problem. UN doc. New York: UNGA. Available at A/RES/S-30/1 [Last accessed 26 May 

2023].

Viswasam, N, Lyons, CE, MacAllister, J, et al. 2020. The uptake of population size estimation studies 

for key populations in guiding HIV responses on the African continent. PLOS ONE, 15(2): e0228634. 

Available at [Last accessed 26 May 2023]. DOI: https://doi.org/10.1371/journal.pone.0228634

Wirya, A, Larasati, A, Gruskin, S and Ferguson, L. 2020. Expanding the role of paralegals: Supporting 

realization of the right to health for vulnerable communities. BMC International Health and Human 

Rights, 20: 8. Available at [Last accessed 26 May 2023]. DOI: https://doi.org/10.1186/s12914-020-

00226-y

World Drug Report 2020. 2020. Methodology report. Vienna: UNODC Research and Trend Analysis Branch. 

Available at https://wdr.unodc.org/uploads/wdr2020/documents/WDR-2020-Methodology_final_

clean.pdf [Last accessed 26 May 2023].

World Drug Report 2021. 2021. Booklet 2 – Global overview: Drug demand and supply. Vienna: United 

Nations publication, Sales No. E.21.XI.8. Available at WDR21_Booklet_2.pdf (unodc.org) [Last 

accessed 26 May 2023].

World Drug Report 2021. 2021. Booklet 3 – Drug market trends: cannabis, opioids. Vienna: United Nations 

publication, Sales No. E.21.XI.8. Available at WDR21_Booklet_3.pdf (unodc.org) [Last accessed 26 

May 2023].

World Drug Report 2021. 2021. Statistical annex. Vienna: United Nations publication, Sales No. E.21.

XI.8. Available at https://www.unodc.org/unodc/en/data-and-analysis/wdr2021_annex.html [Last 

accessed 26 May 2023].

World Health Organization. 2022. Consolidated guidelines on HIV, viral hepatitis, and STI prevention, 

diagnosis, treatment and care for key populations. Available at https://www.who.int/publications/i/

item/9789240052390 [Last accessed 26 May 2023].

World Health Organization and UN Office on Drugs and Crime. 2020. International standards for the 

treatment of drug use disorders: Revised edition incorporating results of field-testing. License: CC 

BY-NC-SA 3.0 IGO. Geneva: WHO. Available at https://www.who.int/publications/i/item/international-

standards-for-the-treatment-of-drug-use-disorders [Last accessed 26 May 2023].

World Health Organization and UNAIDS. 2010. Guidelines on estimating the size of populations most at 

risk to HIV. Geneva: UNAIDS and WHO. Available at Guidelines on Estimating the Size of Populations 

Most at Risk to HIV (who.int) [Last accessed 26 May 2023].

World Health Organization, U.S. Centers for Disease Control and Prevention, UNAIDS, FHI 360. 2017. 

Biobehavioral survey guidelines for populations at risk for HIV. Licence: CC BY-NC-SA 3.0 IGO. Geneva: 

WHO. Available at https://apps.who.int/iris/bitstream/handle/10665/258924/9789241513012-eng.

pdf;jsessionid=F8E6D349B66C31258814E45CA7EF955D?sequence=1 [Last accessed 26 May 2023].

TO CITE THIS ARTICLE:
Csete, J. 2024. Informing 
Health-friendly Drug Policy 
in Africa: A Comment on 
the Challenge of Drug 
Consumption Data. Journal 
of Illicit Economies and 
Development,  5(3): pp. 27–36. 
DOI: https://doi.org/10.31389/
jied.158

Submitted: 06 May 2022 
Accepted: 10 July 2023 
Published: 19 February 2024

COPYRIGHT:
© 2024 The Author(s). This is an 
open-access article distributed 
under the terms of the Creative 
Commons Attribution 4.0 
International License (CC-BY 
4.0), which permits unrestricted 
use, distribution, and 
reproduction in any medium, 
provided the original author 
and source are credited. See 
http://creativecommons.org/
licenses/by/4.0/.

Journal of Illicit Economies 
and Development is a peer-
reviewed open access journal 
published by LSE Press.

https://doi.org/10.1186/s12889-020-10110-y
https://www.samrc.ac.za/sites/default/files/attachments/2022-01-26/SACENDU%20Brief_Phase%2049_Final.Dec2021.pdf
https://www.samrc.ac.za/sites/default/files/attachments/2022-01-26/SACENDU%20Brief_Phase%2049_Final.Dec2021.pdf
https://www.samrc.ac.za/intramural-research-units/ATOD-sacendu
https://www.samrc.ac.za/intramural-research-units/ATOD-sacendu
https://doi.org/10.1016/j.drugpo.2017.09.012
https://library.unaids.org/?publication=health-rights-and-drugs-harm-reduction-decriminalization-and-zero-discrimination-for-people-who-use-drugs
https://library.unaids.org/?publication=health-rights-and-drugs-harm-reduction-decriminalization-and-zero-discrimination-for-people-who-use-drugs
https://library.unaids.org/?publication=health-rights-and-drugs-harm-reduction-decriminalization-and-zero-discrimination-for-people-who-use-drugs
https://kpatlas.unaids.org/dashboard
https://doi.org/10.1371/journal.pone.0228634
https://doi.org/10.1186/s12914-020-00226-y
https://doi.org/10.1186/s12914-020-00226-y
https://wdr.unodc.org/uploads/wdr2020/documents/WDR-2020-Methodology_final_clean.pdf
https://wdr.unodc.org/uploads/wdr2020/documents/WDR-2020-Methodology_final_clean.pdf
https://www.unodc.org/res/wdr2021/field/WDR21_Booklet_3.pdf
https://www.unodc.org/res/wdr2021/field/WDR21_Booklet_3.pdf
https://www.unodc.org/unodc/en/data-and-analysis/wdr2021_annex.html
https://www.who.int/publications/i/item/9789240052390
https://www.who.int/publications/i/item/9789240052390
https://www.who.int/publications/i/item/international-standards-for-the-treatment-of-drug-use-disorders
https://www.who.int/publications/i/item/international-standards-for-the-treatment-of-drug-use-disorders
https://apps.who.int/iris/bitstream/handle/10665/44347/9789241599580_eng.pdf;sequence=1
https://apps.who.int/iris/bitstream/handle/10665/44347/9789241599580_eng.pdf;sequence=1
https://apps.who.int/iris/bitstream/handle/10665/258924/9789241513012-eng.pdf;jsessionid=F8E6D349B66C31258814E45CA7EF955D?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/258924/9789241513012-eng.pdf;jsessionid=F8E6D349B66C31258814E45CA7EF955D?sequence=1
https://doi.org/10.31389/jied.158
https://doi.org/10.31389/jied.158
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

