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What Is Harm Reduction? 
 
Injection drug use is the main method of HIV transmission in Central and Eastern 
Europe. Drug use is widespread; The United Nations Office for Drug Control and Crime 
Prevention estimates that worldwide, 185 million people each year consumed illicit drugs 
from 1998-2000.1
 
Yet according to the World Health Organization, effective interventions which could 
prevent illicit drug use do not exist.2 Drug use occurs, in every country and every culture, 
despite attempts to prevent use and crack down on trade. Programs that only aim to 
prevent drug use are thus, by nature, inefficient at curbing the spread of HIV.  
 
Instead, Harm Reduction focuses on achievable goals. By focusing on reducing the 
harms related to drug use rather than only eliminating drug use itself, Harm Reduction 
can prevent the spread of infections including HIV/AIDS and Hepatitis; reduce the risk of 
overdose and other drug-related fatalities; and lessen the negative effects drug use may 
have on individuals and communities including poverty and crime.  
 
Harm Reduction approaches drug use from a realistic and pragmatic public health 
perspective and focuses on feasible goals. Further, by preventing the spread of blood-
borne infection among IDUs, Harm Reduction helps to prevent the spread of HIV/AIDS 
among the entire population.  
 
Harm Reduction programs are often a drug user’s only connection to social care and 
health sectors. Harm Reduction programs can thus increase referrals to health services. 
 
Key Harm Reduction strategies include: 

• Needle and Syringe Exchange Programs (NSPs)  
Providing clean needles and syringes in exchange for used injecting 
equipment. 

• Substitution Treatment (opioid maintenance treatment) 
Using a synthetic drug, usually methadone or buprenorphine, to treat 
patients who are dependent on “street” opioids (like heroin and morphine). 
Substitution treatment keeps patients from going into withdrawal, prevents 
cravings for street opioids, and blocks the effect of street opioids. 
Methadone works like morphine or heroin but is longer-lasting.  It is not 
associated with euphoria (getting high) and is ingested orally rather than 
injected.  

• Counseling and Education 

Copyright © 2004 Open Society Institute.  All Rights Reserved. 



Person-to-person counseling or printed educational materials can help 
drug users to understand their own behaviors and learn ways to reduce 
their risk when using drugs. Printed materials do not promote drug use but 
do teach safer injecting techniques such as sterilization, and instruct on 
condom use. 

• Referrals for Health care 
Drug users often do not seek health care because they fear legal 
consequences or are separated from mainstream society. Harm Reduction 
urges drug users to seek adequate care, and urges health care providers to 
provide adequate and comprehensive care without discrimination or 
judgment.    

• Safer Injecting Rooms 
Sterile, monitored locations for injecting so that drug users need not inject 
on the street or alone (risking overdose). Also teach safer injecting 
techniques and thus prevent physical harms such as abscesses.  

• Depenalization of drug-related offenses 
Lessening the severity of punishments for drug possession for personal 
use. 

 
Harm Reduction measures are effective.  
 
Needle and Syringe Exchange Programs (NSPs) 
In their 2001 review of 42 studies on NSPs, Gibson et al found “substantial evidence that 
syringe exchange programs are effective in preventing HIV risk behavior and HIV sero-
conversion among IDUs.”3 The World Health Organization reports that, as the result of 
NSP establishment in one US city, new HIV infections dropped by 75% in the first six 
years of the program.4
 
NSPs also encourage contact between outreach workers and IDUs. As Coyle et al’s 1999 
review of 36 publications showed, NSPs are associated with5: 

• stopping injecting 
• reduced injecting frequency 
• stopped/reduced reuse of needles and syringes and other injecting equipment 
• reduction/stopping crack use 
• increased needle disinfection 
• increased referrals for and participation in drug treatment  
• increased condom use/reduction in unprotected sex 
 

Substitution treatment 
Randomized control trials, studies, textbooks, reports and peer-reviewed publications 
have all concluded that substitution treatment is beneficial and effective. Some of the 
outcomes from research in the USA, Sweden, Hong Kong and Thailand show 
that6, , , , , , ,7 8 9 10 11 12 13: 

• Substitution treatment reduces heroin use  
• Substitution treatment reduces crime   
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• Substitution treatment reduces HIV risk behaviors 
• Patients in substitution treatment-based programs are more likely to stay in 

treatment than those in detox, placebo, or drug-free programs, 
• Clinics based on substitution treatment have better outcomes than those that 

promote only abstinence 
• Longer stays in substitution treatment are associated with better outcomes. 

 
Safer Injecting Rooms 
A review by Nadelmann et al (1999) summarized evidence that consumption rooms may 
be effective for14: 

• Contacting hard to reach or vulnerable drug users including people with HIV, 
HCV, the homeless and foreign nationals 

• Promoting safer injecting (preventing infection, abscesses) 
• Reducing overdose 
• Preventing HIV infection 
• Decreasing discarded needles and syringes in public areas 
• Reducing crime 
• Reducing public drug use 

 
A “medically supervised injecting room” opened in Sydney, Australia in May 2001. 
Early analysis by Mattick et al (2001) reveals that during the first six months, over 1500 
people registered to use the facility, totaling 11,237 visits. About 1 out of every 18 visits 
led to the provision of further assistance including drug dependence treatment (42%), 
primary health care (33%) and social welfare services (25%).15  
 
Depenalization 
Criminological research overwhelmingly shows that penalty severity has little impact on 
deterring drug use.16 In other words, harsh penalties for drug prevention do not actually 
deter more people from using drugs; lesser penalties work just as well. This was shown as 
early as the 1970s in the US, where an analysis of 11 states showed that the removal of 
criminal penalties for personal drug use did not result in higher rates of drug use.17, ,18 19 
The same non-effect was seen in Australia after lessening punishments for drug use.20,21  
 
A cross-national comparison between the Netherlands, other European states and the 
USA, shows that despite the introduction of cannabis coffee shops the Dutch do no have 
higher rates of cannabis use than the other countries.22

 
Thus, depenalization does not lead to increased drug use. Instead, it may allow drug users 
to seek help, find jobs and remain integrated in society. Lenton et al’s 2000 study 
compared the impact of a drug-related conviction under criminal penalties to that under 
civil penalties and found that civil penalties are no worse at deterring drug use than 
criminal penalties. They do, however, result in fewer adverse social effects.23  

 
Harm Reduction measures are cost-effective.  
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Not only do harm reduction measures save human life and improve its quality by 
allowing drug users to remain integrated in society, but they also economically benefit 
communities.  
 
NSPs were shown to be cost-effective in a number of studies, including Gold et al 1997, 
Lurie and Drucker 1997, Holtgrave et al 1998, and Laufner 2001.24, , ,25 26 27

 
Ward and Sutton (1998) reviewed three studies of substitution treatment and concluded 
that it is cost-beneficial because of the substantial reductions in crime and drug use that 
occur.28  

 
Safer injecting rooms and depenalization provide similar community benefits, as they 
result in fewer injecting activities in public and maintain fewer individuals in prisons. 
 
Harm Reduction does not increase drug use or adversely 
affect communities.  
 
Evidence proves that NSPs do not:  

• Increase drug use29, ,   30 31  
• Negatively impact drug treatment32, , , , ,33 34 35 36 37 
• Increase rates of equipment in the street38, , , ,  39 40 41 42  

 
Most objections to substitution treatment are based on moralizations that dependence on 
heroin is being replaced by dependence on another substance. However, a drug user in 
substitution treatment has a better chance of rehabilitation, medical attention, and 
effective psychotherapy and a decreased risk of contracting or spreading HIV/AIDS, 
Hepatitis, and other infections. Denying drug users substitution treatment cuts them off 
from their best chance at treatment and health and misses the opportunity to stop the 
spread of HIV.    
Civil penalties for drug use have been found to be no less effective than criminal 
punishments at deterring drug use. Thus shifting from a criminal to civil consideration for 
drug offenses will not result in higher rates of drug use.  
 
Further, advocating depenalization and Harm Reduction need not neglect prevention 
efforts. Programs to discourage the use of drugs by young people have remained a feature 
of the drug policy of countries that have been most strongly associated with harm 
reduction such as The Netherlands, Australia, Canada, Germany, Switzerland and the 
United Kingdom. The two are not mutually exclusive.   
 
Harm Reduction is legal. 
  
NSPs are legal and operating in every country in the Central and Eastern Europe/former  
Soviet Union region. Substitution treatment is legal and operating in Bosnia, Bulgaria, 
Czech Republic, Croatia, Estonia, Hungary, Kyrgyzstan, Latvia, Lithuania, Macedonia, 
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Poland, Romania, Serbia, Slovakia, Slovenia and Ukraine. Recently, Russia considerably 
lessened penalties for personal drug possession. 
 
Harm Reduction has widespread international support. 
 
The United Nations Office on Drug Control (UNODC) recommends “a comprehensive 
package of prevention and care for IDUs, which could include outreach services, 
HIV/AIDS education, access to clean needles and syringes, condoms, drug dependency 
treatment (including substitution treatment and, where appropriate, rehabilitation), 
voluntary HIV testing/counseling, and psychosocial support.” 
 
Further, the UN General Assembly Special Session on HIV/AIDS (UNGASS) 
declaration states that effective prevention, care and treatment strategies require non-
discriminatory access to “vaccines, condoms, microbicides, lubricants, sterile injecting 
equipment, drugs, including antiretroviral therapy, diagnostics and related technologies, 
as well as increased research and development”; and sets as a goal: “By 2005, [to] ensure: 
that a wide range of prevention programs which take account of local circumstances, 
ethics and cultural values, is available in all countries … including… expanded access to 
essential commodities, including sterile injecting equipment.” (Paragraphs 23 and 52)  
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