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What is harm reduction?

Is harm reduction effective?

Harm reduction refers to policies, programmes and practices
that aim to reduce the harms associated with the use of
psychoactive drugs in people unable or unwilling to stop.
The defining features are the focus on the prevention of
harm, rather than on the prevention of drug use itself, and
the focus on people who continue to use drugs.1

There is a well-established evidence base for the effectiveness
and cost-effectiveness of harm reduction interventions in
preventing HIV infection among people who inject drugs. As
a result, harm reduction has been endorsed by UN agencies,
scientific research bodies and many governments around
the world.8 International guidance states that implementing
priority harm reduction interventions to sufficient coverage
levels would have substantial positive impact upon HIV
epidemics among people who inject drugs. This has been
demonstrated in countries such as the UK9, the Netherlands10
and Australia11 that rapidly implemented harm reduction
policies and interventions. As a result, they averted HIV
epidemics among injecting populations and maintained
HIV prevalence rates of less than 1% among people who
inject drugs. Where harm reduction approaches have not
been adopted, or have limited coverage, much higher HIV
prevalence among people who inject drugs can be seen, such
as 16% in the US, 37% in Russia and 36% in Indonesia.12

Harm reduction aims to reduce the health and social harms
associated with drug use through a range of interventions
that include:
• services to increase safer drug use such as needle and
syringe programmes (NSPs);
• a range of drug treatment options including opioid
substitution therapy (OST);
• information, education and communication (IEC) (including
peer outreach);
• safer injecting facilities and overdose prevention;
• advocating for changes in laws; and

UN agencies (UNODC, UNAIDS and WHO) recommend a
package of nine core harm reduction interventions for HIV
prevention, treatment and care among people who inject
drugs (see box 1). Among these, NSP and the provision of
OST such as methadone and buprenorphine are prioritised.13

• regulations and policies that increase harms or hinder
harm reduction efforts and meaningful engagement of
people who use drugs in policy-making and programming.

Injecting drug use and HIVi
Injecting drug use has been documented in at least 158
countries and territories globally, and reports of HIV among
people who inject drugs have been documented in 120
of these.2 It has been estimated that globally around 15.9
million people inject drugs, and that among them, 3 million
are living with HIV.3 In 2010, nearly half (47%) of people
who inject drugs living with HIV in low- and middle-income
countries came from five nations: China, Vietnam, Malaysia,
Russia and Ukraine.4

Box 1: UNAIDS/UNODC/WHO package of core
interventionsii
1. Needle and syringe programmes
2. Opioid substitution therapy and other drug
dependence treatment
3. HIV testing and counselling
4. Antiretroviral therapy
5. Prevention and treatment of sexually transmitted
infections (STIs)

People who inject drugs also face elevated rates of viral
hepatitis and tuberculosis (TB), with estimates suggesting
that approximately 10 million people who inject drugs may
have hepatitis C.5 People who inject drugs also have a twoto six-fold increased risk of developing TB.6 This risk is on
average twenty-three times higher in prisons than in the
general population.7

6. Condom programmes for injecting drug users and
their sexual partners
7. Targeted information, education and communication
for injecting drug users and their sexual partners
8. Vaccination, diagnosis and treatment of viral hepatitis
9. Prevention, diagnosis and treatment of TB14
ii Further information on the evidence in support of these
interventions is available: the WHO/UNODC Evidence for
Action series and policy briefs: www.who.int/hiv/pub/idu/
idupolicybriefs/en/index.html and the Committee on the
Prevention of HIV Infection among Injecting Drug Users in HighRisk Countries, Institute of Medicine. Preventing HIV infection
among injecting drug users in high-risk countries: an assessment
of the evidence. Washington, DC, USA, The National Academies
Press, 2006.77.

i In 2013, United Nations Office on Drugs and Crime (UNODC) released
a new global estimate of the number of people who injected drugs
published in the World Drug Report. This fact sheet does not refer to this
figure, as civil society organisations have questioned the transparency
and independence of the data gathering process and the extent to
which the dataset was peer reviewed. For more information see Harm
Reduction International Advisory No. 1. Available at: www.ihra.net/
contents/1426
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The global state of
harm reduction
An increasing number of
countries are adopting
harm reduction policies
and practices. 87 countries
implement NSPs to varying
degrees and 77 countries
provide OST to some
extent.15 However, in most
of the countries where
these programmes are
implemented, coverage
remains extremely low. For
example, only an estimated
10% of people who inject
drugs access NSPs in Eastern
Europe.16 Similarly for OST,
recent estimates suggest that
6–12% of people who inject
drugs receive OST globally.17

Harm reduction advocates often argue for the implementation
of a wider range of interventions including for example, drug
consumption rooms and peer naloxone distribution, for which
there are growing evidence bases, as well as structural changes
such as drug policy reform.18 The International HIV/AIDS Alliance
developed an alternative comprehensive list of interventions,
which includes advocacy and access to legal support alongside
those within the UN list (see box 2).

Box 2: International HIV/AIDS Alliance package of
interventionsiii 

Harm reduction is not simply the provision of medical services. It
has both public health and human rights at its core and as such,
it requires that the elevated levels of stigma, discrimination and
human rights abuses faced by people who inject drugs around
the world be addressed. Evidence suggests that vulnerability and
barriers to service access are heightened for particular groups
who inject drugs, such as women, children and adolescents and
sex workers.19 Civil society has therefore called for the expansion
of the UN core package, developed their own lists of core harm
reduction interventions (as outlined in box 2), and developed
programme recommendations in order to reach those who may
be most at risk.20

1.

Needle and syringe programmes

2.

Opioid substitution therapy and other drug
dependence treatment

3.

HIV testing and counselling

4.

Antiretroviral therapy

5.

Sexual and reproductive health services, including STI
services and preventing mother-to-child transmission

6.

Behaviour change communication

7.

Vaccination, diagnosis and treatment of viral hepatitis

8.

Prevention, diagnosis and treatment of TB

9.

Basic health services, including overdose prevention
and management

10. Services for people who are drug dependent or using
drugs in prison or detention
11. Advocacy
12. Psychosocial support

The strategic investment framework further recognises the need
for interventions “that create an enabling environment to achieve
maximum effectiveness”.21 The framework defines ‘critical enabler’
activities to include, amongst others, advocacy, increasing political
commitment, policy and law reform and community mobilisation.
Critical enablers are described as essential to the success of HIV

13. Access to justice/legal services
14. Children and youth programmes
iii
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International HIV/AIDS Alliance, Good practice guide: HIV and drug
use. Community responses to injecting drug use and HIV.
www.aidsalliance.org/Publicationsdetails.aspx?Id=454
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prevention, treatment and care, particularly for key affected
populations. It is recognised that in many countries, it is likely that
programmes will not be scaled up, will not be sustainable and will
not be successful in their absence.

need. It has been estimated that up to 20 times more than what is
currently being spent is needed in order to have an impact upon
the HIV epidemic among people who inject drugs.23 National
funding for harm reduction where it is needed is rare, with
international donors overwhelmingly providing the majority of
financial resources on a global level.24 The single largest funder of
harm reduction is currently the Global Fund to Fight AIDS, TB and
Malaria.25 However, it should be remembered that the majority of
people who inject drugs reside in middle income countries, many
of which are no longer eligible for Global Fund support.26 If the
international target of halving HIV among people who inject drugs
is to be met, national level funding is key and the gap between
rhetoric and reality must be closed.

These activities are critical given that the criminalisation of
drug use has fuelled the HIV epidemic; a punitive response to
drug use prevents people who use drugs from accessing health
care services and in some countries criminalises the services
themselves.22

Barriers to scale up
So why then if harm reduction is an effective (and cost-effective)
approach, does coverage continue to remain so low? There are
a range of reasons including legal barriers such as repressive
legislation criminalising interventions such as NSPs, police
harassment or arrest, and ideological views on drug use.

Countries such as the UK have shown that strong political
leadership in support of harm reduction has been critical to
sustaining scaled-up successful harm reduction responses. A lack
of leadership, in particular in regions such as Eastern Europe and
Central Asia, has led to harm reduction not being mainstreamed
into national HIV responses.27

One of the most significant barriers is a lack of sustainable
funding: support for harm reduction currently falls far short of

Case study 1: Networks of people who use
drugs in East Africa

and governmental and intergovernmental bodies. They are
attempting to achieve this through community consultation and
country demonstration initiatives.

The self-organisation of drug users to advocate for their rights
is critical to the development of a conducive environment for
harm reduction and in addressing the stigma and discrimination
faced by people who use drugs. Drug user organising can
trace it’s roots back to the 1970s. Currently new networks are
emerging around the world, most recently in East Africa.

© INPUD

The Kenyan Network of People who Use Drugs (KeNPUD) and
the Tanzanian Network of People who Use Drugs (TaNPUD)
were both initially seeded by INPUD during the first in-country
workshops in East Africa in June 2012.
Both networks, although with differing aims and objectives
relating to their local social, economic, political and health
realities, share a common purpose – to provide a vehicle
through which people who use drugs can communicate with
each other and contribute to the development of policy on
public health, drug treatment, drug control and human rights.
They seek to inform, enhance and compliment the public
health, drug treatment and drug law reform responses of other
non-governmental organisations (NGOs), research institutions

Members of TaNPUD after a 4-day capacity building workshop at
their drop-in centre in Dar es Salaam, Tanzania

The networks seek to promote the health and rights of
people who use drugs and are devoted to challenging stigma,
discrimination and criminalisation of people who use drugs and
its impact on their community’s health and rights. They seek to
achieve this by empowerment and advocacy at the international
level, while supporting empowerment and advocacy at
community, national and regional levels.

Common aims

© INPUD

• Ensure independent development as peer-based selfdetermining drug user networks.
• Provide training programmes that focus on harm reduction,
human rights, and organisational development.
• Ensure that the peer-based organisations are registered as
national organisations.
• Have clear organisational infrastructure and are independent
entities.
• Build working relationships with both neighbouring and
global networks.
• Effectively merge to become the foundation of an East African
Regional network.

Members of KeNPUD, Nairobi, Kenya.

For more information see www.inpud.net
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What can the UK do?

Endnotes

The UK has a strong track record in championing the rights of
key affected populations and in particular people who inject
drugs. In the 2011 position paper Towards Zero Infections, the
UK reasserts its commitment to a harm reduction approach.28
The UK was among the countries ensuring that a commitment
to reduce HIV infection among people who inject drugs by 50%
by 2015 was secured within the UN 2011 Political Declaration
on HIV, and was counted among the largest harm reduction
donors29. It achieved this through targeted bilateral spend to
harm reduction programmes in key regions such as Asia and
Eastern Europe, fully funding the Global Fund and through
strong advocacy in key fora such as the Commission on
Narcotic Drugs.
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However in recent years the UK has joined other countries
in their retreat on harm reduction, through “shifting their
bilateral footprint” and graduating bilateral spend from middle
income countries and redirecting resources into multilateral
agencies.
As the deadline for 2015 fast approaches and with a critical
United Nations General Assembly Special Session on drugs
called for 2016, now is the time for the UK to retake its leading
role on harm reduction.

Recommendations
• Stand by its commitment to fully fund the Global Fund as
the largest current funder of harm reduction.
• Ensure multilateral funders are investing sufficiently in
interventions at a national level that address concentrated
epidemics, particularly those in middle-income countries
where national level funding is unavailable.
• Invest bilateral funding in “critical enabling activities” such
as advocacy, increasing political commitment, policy and
law reform and community mobilisation.
• Develop tracking and monitoring systems to ensure
investment in multilateral mechanisms are furthering
the priorities of the UK as set out by the position paper
Towards Zero Infections.
• Harness the UK’s Ministerial influence to play an active
role in advocating for the rights of people who use
drugs, and in particular in lobbying for a strong focus on
harm reduction in relevant fora, including the High Level
Segment of the Commission on Narcotic Drugs 2014 and
the UNGASS 2016 process.
• Instate a cross-Whitehall working group for the UNGASS
on drugs to ensure cross departmental coherence on this
process.

This factsheet was produced in partnership with Harm Reduction International
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