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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc

Afghanistan 6,900 3.4% (18–28) (NP) (1) (M)3 

Bangladesh 30,000 1.35% 93 (P) x

Bhutan nk nk x x

Brunei Darussalam nk nk x x

Cambodia 1,750 22.8% (2) x

China 2,350,000 12.3% (897–901) (600–675) (B,M)

Hong Kong 30,000 4  nk x 5 1

India 164,820 11.15% (200–219) (61–63) (B,O)

Indonesia 219,130 42.5% (182–323) (35–46) (B,M)

Japan 400,000 nk x x

Korea (Republic of) nk nk x x

PDR Laos nk nk x x

Malaysia 205,000 10.3% (117–130) (P) (≥95) (B,M)

Maldives nk nk x (1) (M)

Mongolia nk nk (1) x

Myanmar 75,000 42.6% (18–24) (P) (7) (M)

Nepal 29,5006 41.39% (43) (2) (B,M)

Pakistan 141,0006 21%6 (81) x

Philippines 15,5006 0.4%6 (3) x

Singapore nk nk x x

Sri Lanka nk nk x x e 

Taiwan nk 13.8% (1,103) (P) (90) (B,M)

Thailand 160,528f 42.5% (10) (P) (147) (B,M)

Vietnam 135,305 33.85% (382–2,023) (P) (6) (M)

16

Table 2.1.1: Harm reduction in Asia

  There is no reported injecting drug use in the Democratic People’s Republic of Korea.a. 
  The number in brackets represents the number of operational NSP sites, including fixed sites, vending b. 

machines and mobile NSPs operating from a vehicle or through outreach workers. (P) = needles and syringes 
reported to be available for purchase from pharmacies or other outlets; (NP) = needles and syringes not available 
for purchase; where this is not referred to it is not known.

  The number in brackets represents the number of operational OST programmes, including publicly and c. 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone; (B) = buprenorphine; (O) = any 
other form (including morphine, codeine).

  Estimated figure: 2002 (UN Reference Group).d. 
  It is reported that there are no official programmes in Sri Lanka, but some psychiatrists and general e. 

practitioners are prescribing methadone as substitution therapy.
  Estimated figure: 2001 (UN Reference Group).f. 

nk = not known
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Harm Reduction in Asia 

The large and diverse Asian region is home to significant numbers 
of people who inject drugs. They represent at least one-quarter 
of the total number of people injecting drugs around the world. 
HIV epidemics in many Asian countries are driven by injecting 
drug use. At the regional level, it is estimated that 16% of people 
who inject drugs are living with HIV.1 Several Asian countries have 
reported much higher national HIV prevalence rates amongst 
people who inject drugs – most notably Indonesia, Myanmar, 
Nepal, Thailand and Viet Nam, where between one-third and 
one-half of all people injecting drugs are likely to be living with 
HIV.1 At a more local level, extremely high prevalence rates can be 
found within this region. For example, in Yunnan Province, China, 
HIV prevalence is reported to be 54% amongst people who inject 
drugs.7 In addition, there are anecdotal reports of emerging HIV 
epidemics among people who inject drugs in Punjab in Pakistan8 
and in the Philippines.9

Significant developments in policy and practice in parts of Asia 
have signalled a shift towards harm reduction in recent years. 
Fifteen countries in the region now have some form of needle 
and syringe programme (NSP) and twelve prescribe opioid 
substitution therapy (OST) to some extent (see Table 2.1.1). Since 
2008 the majority of countries in the region have increased the 
number of sites providing key harm reduction services, and 
new interventions have been established in Mongolia and the 
Philippines (NSPs) and the Maldives and Afghanistan (OST). 
However, across the region, coverage still remains far below the 
levels necessary to have an impact on HIV epidemics. Throughout 
Asia, there is a need for further monitoring and evaluation to 
demonstrate the effectiveness of programmes, to track progress 
towards national and global targets and to inform strong 
advocacy for harm reduction in the region.

The investment of funds into harm reduction in Asia is poor, with 
estimates suggesting that currently available funding for the 
region amounts to only 10% of actual need.10 A lack of supportive 
legal and policy frameworks in many countries continues to 
impede harm reduction responses, with several states prohibiting 
possession and/or provision of needles and syringes, methadone 
and/or buprenorphine. Imprisonment or detention in compulsory 
centres for drug users remains the dominant response to drug 
use in many Asian countries. Over half the countries in the region 
retain the death penalty for drug offences, and in the past three 
years, eight countries carried out executions for drug offences.g 11

Developments in harm reduction 
implementation 

Needle and syringe exchange programmes 
(NSPs)
Of the twenty-four Asian countries where injecting drug use has 
been reported, fifteen have needle and syringe exchange services 
available to varying degrees (see Table 2.1.1). In Cambodia, 
Mongolia, the Philippines and Thailand, this is very small-scale 
provision. Programmes in Cambodia and Thailand are NGO-led 
and continue to face difficulties with police ‘crackdowns’ and 
threats of closure.

g  China, Democratic People’s Republic of Korea, Indonesia, Malaysia, Pakistan, Thailand, 
Singapore and Viet Nam.

In much of Asia, the number of NSP sites has increased; for 
example, in Afghanistan (from 1 in 2008 to 18–28 in 2010), China 
(from 92 in early 2006 to 775 in 2007 and 897–901 in 2010) and 
Taiwan (from 427 in 2008 to 1,103 in 2010).5 12 Despite these 
increases, most countries with NSPs still have only one site (or 
less) per 1,000 people who inject drugs (exceptions to this being 
Afghanistan, Bangladesh, India, Indonesia, Nepal and Viet Nam).2 
Where data are available, estimates suggest that the percentage 
of people who inject drugs accessing NSPs in a year varies widely, 
from 0.2% in Thailand to over 90% reported in Bangladesh and 
Viet Nam. In India, over three-quarters of people who inject drugs 
are reported to be reached by NSPs.2 Estimates suggest that NSP 
coverage reaches ‘medium’ levels in Viet Nam (189 needles per 
person per year) and Bangladesh (118 needles per person per 
year).h Most countries, however, have extremely low levels of 
distribution, including Indonesia, the Philippines, Thailand and 
Malaysia, where NSPs provide less than ten needles and syringes 
per person per year.i 2

In nine Asian countries with reported injecting drug use there 
are no NSP sites operating.j Laws that are prohibitive of needle 
and syringe exchange are a barrier to effective service provision 
in several countries, including Bhutan, Bangladesh, Hong Kong, 
Japan, Malaysia, Myanmar, PDR Laos, the Philippines, Sri Lanka 
and Thailand.13 Support for harm reduction measures remains an 
issue in many countries. For example, government delegates from 
Singapore and Sri Lanka expressed their lack of support for these 
measures at the 2009 Commission on Narcotic Drugs in Vienna.14 

Opioid substitution therapy (OST)
Many Asian countries have also scaled up provision of OST since 
last reported in 2008.5 For example, the number of sites providing 
OST has increased in China (from 503 to 600–675), India (from 35 
to 61–63), Malaysia (from very small-scale provision to 95 sites) 
and Taiwan (from 63 to 90).5 2 In 2009 the Maldivian government 
established a pilot methadone project with support from the 
UNODC Regional Office for South Asia (ROSA).15 In Thailand, where 
methadone provision has been integrated into the National 
Healthcare Scheme, further expansion of OST services is planned 
through the Global Fund Round 8.16 Furthermore, agreements 
have been reached in Bangladesh, Cambodia and India to pilot 
OST with methadone, as well as in Pakistan with methadone and 
buprenorphine. However, programmes starting up face issues 
of service provider capacity, procurement and safe storage of 
supplies, as well as difficulties in forming effective partnerships 
with key stakeholders, before OST can begin to reach people who 
need it.8 

Despite recent increases, coverage levels in the region are still 
insufficient to have an impact on HIV epidemics. It is estimated 
that the highest numbers of clients in OST (including both 
injecting and non-injecting drug users) are in China (94,973) and 
Taiwan (12,598).2 Current measures of OST coverage are inexact, 
using people who inject drugs as a denominator, even though 
not all will be injecting opiates or in need of OST. However, 
the available data indicate that no more than five in every 100 
people who inject drugs are currently receiving OST in Asia.2 

h  However, the % IDUs accessing NSPs in a year for Viet Nam, India and Bangladesh ranged 
from 73%, 58% and 54% respectively to over 100%, which suggests that the mid-point estimates 
may be exaggerated.
i  The WHO, UNODC, UNAIDS Technical Guide for countries to set targets for universal access to 
HIV prevention, treatment and care for injecting drug users categorises NSP coverage as follows: 
low (<100 needles/syringes per injector per year), medium (>100 to <200 needles/syringes per 
injector per year) and high (>200 needles/syringes per injector per year).
j  Bhutan, Brunei Darussalam, Hong Kong, Japan, Korea (Republic of), PDR Laos, Maldives, 
Singapore and Sri Lanka.
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Commonly cited reasons for drop-out and lack of retention in OST 
programmes across the region include the poor quality of services 
and fear of arrest by law enforcement agencies.8

In twelve countries in the region where injecting drug use has 
been reported, OST remains unavailable.k The legal availability of 
substitution therapies in Asia remains a serious obstacle to OST 
introduction and scale up.13

 
The expansion of harm reduction services has occurred 
against a backdrop of continued government over-reliance 
on detention in compulsory centres for drug users. 
Expansion of centres has continued without evidence to 
demonstrate their effectiveness. It is estimated that more 
than 350,000 people were detained in these centres in 
Asia in the past twelve months.17 There are reported to 
be 1,043 such centres across the region,l the majority in 
China.17 These centres vary in their approach, but tend 
to be characterised by arbitrary detention without due 
process of law and some form of forced ‘treatment’, which 
is often detoxification focused. In many cases, detainees 
are also subjected to forced labour. Reports from numerous 
countries document a range of human rights concerns 
related to inadequate health care in compulsory centres 
for drug users.18 19 For example, lack of access to anti-
retroviral treatment (ART) for detainees has been reported 
in centres in China, Malaysia, Cambodia and Viet Nam. 
Forced or involuntary testing for HIV of persons in centres 
has been reported in China, Malaysia and Viet Nam. In 
some countries, entry into OST programmes is dependent 
on having spent a number of months in such a facility. Of 
even greater concern are the reports of torture, physical 
and sexual violence and other forms of cruel punishment 
within these centres.18  Indeed, several key regional 
stakeholders have taken up the issue of drug treatment as 
a priority based on: the need for more evidence, increased 
HIV transmission risks, limited access to comprehensive 
services, human rights violations and high relapse rates. 
UNODC’s TreatNet II was recently initiated to develop 
evidence-based models and build capacity in Cambodia, 
China, Laos, Malaysia, Myanmar, Thailand and Viet Nam.20

Antiretroviral therapy (ART)
New estimates gathered by the Reference Group to the UN on 
HIV and Injecting Drug Use indicate that only a small proportion 
of people living with HIV who inject drugs are receiving ART in 
Asia. Data were only available for eight Asian countries, and within 
these the numbers of people receiving ART ranged from five 
people in Bangladesh to 9,300 people in China. In Indonesia, the 
country with the highest coverage, only six in every 100 people 
who injected drugs living with HIV were receiving ART.2 

k  Bangladesh, Bhutan, Brunei Darussalam, Cambodia, Japan, Korea (Republic of), PDR Laos, 
Mongolia, Pakistan, Philippines, Sri Lanka and Singapore.

Policy developments for harm 
reduction 

Harm reduction forms a key component of HIV policies and 
strategic plans in Asia. In early 2009 IHRA reported that fourteen 
Asian countries included harm reduction in their national HIV 
and/or drug policies.l 21 Since then, strategy and policy documents 
in the Philippines and Thailand have been developed that also 
include harm reduction.13 Eighteen countries now have HIV 
policies and strategic plans that identify people who inject drugs 
as a target population for their HIV responses.m 13 However, 
UNGASS reports have revealed that almost two-thirds of countries 
in the Asia-Pacific region still have laws, regulations or policies 
that are obstacles for effective HIV prevention, treatment, care 
and support for people who inject drugs.13 In some countries, HIV 
policy or strategy documents directly conflict with national laws. 
For example, in PDR Laos, where needle and syringe exchange 
remains prohibited by law, the HIV strategy states that the 
national aim is for 70% of people who inject drugs to be using 
sterile injecting equipment by the end of 2010.13 In Indonesia, 
despite strong efforts to scale up harm reduction, tensions 
between the aims of the national HIV office and the drug control 
agency have resulted in a review of drug laws towards a more 
repressive stance, in conflict with the scale-up of harm reduction 
services.22 

Conversely, efforts have begun in some Asian countries to 
investigate improvements to policing strategies in order 
to increase access to harm reduction services and mitigate 
unintended health consequences for people who use drugs. The 
Royal Malaysian Police organised a national seminar in late 2009 
to investigate mechanisms to change existing policing practice 
and to support harm reduction services and remove barriers to 
access. In February 2010, the Nossal Institute hosted a round-table 
meeting entitled ‘Law Enforcement and Harm Reduction: Effective 
Partnerships’ which aimed to facilitate discussion on these issues 
between key stakeholders in South-East Asia.23 Similar discussions 
have been unofficially held in Thailand and Viet Nam as well as in 
a few local areas across China. Furthermore, in Thailand and Viet 
Nam, government requests have been lodged with key agencies 
to share international experiences of the decriminalisation of drug 
use.8 

Civil society and advocacy 
developments for harm reduction 

Harm reduction advocates continue to sensitise and inform 
parliamentarians in Asia on the need for harm reduction policies 
and enabling legislation. Response Beyond Borders has played a 
central role in this effort, not least through the organising of key 
events such as the second Asian consultation on the prevention 
of HIV related to drug use held in Bangkok in January 2010. 
Significantly, at this event, discussions within the Asian Forum 
of Parliamentarians on Population and Development (AFPPD) 
culminated in an agreement among members of parliament 
to form a standing committee to further advocate for harm 
reduction within the region.24

l  Afghanistan, Bangladesh, Cambodia, China, Hong Kong, India, Indonesia, PDR Laos,  
Malaysia, Myanmar, Nepal, Pakistan, Taiwan and Viet Nam. 
m  Afghanistan, Bangladesh, Cambodia, China, Hong Kong, India, Indonesia, PDR Laos, 
Malaysia, Maldives, Mongolia, Myanmar, Nepal, Pakistan, Philippines, Sri Lanka, Taiwan and Viet 
Nam.
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Response Beyond Borders also played a part in generating 
momentum for the formation and establishment of the Asian 
Network of People Who Use Drugs (ANPUD). With support from 
the World AIDS Campaign (WAC), the Australian Injecting and 
Illicit Drug Users’ League (AIVL), the UN Regional Task Force on 
Injecting Drug Use and HIV/AIDS for Asia and the Pacific, UNAIDS 
and WHO, ANPUD has now finalised its organisational constitution 
and is proceeding with official registration while governance 
structures are being formalised.25 ANPUD has been established 
with the ultimate objective to further empower people who use 
drugs across Asia towards more effective engagement in decision-
making processes that affect them. 

Great concern has been raised in Cambodia with regard 
to the introduction of ‘bong sen’ – a herbal formula 
manufactured by a Vietnamese company that is purported 
to ‘cure’ drug dependence, although there is currently 
no evidence to suggest so and the formula remains 
unapproved by the national ministries of health. A 
drug trial took place in which local non-governmental 
organisations (NGOs) were coerced into providing clients, 
which attracted the attention of human rights agencies 
and raised critical ethical questions regarding the process.26 
At the same time, local NGOs in Cambodia are under 
pressure and face potential service closures for voicing 
concerns and delivering essential health and social care 
services to people who use drugs.27

The Asian Harm Reduction Network (AHRN) has recently 
announced important changes to its organisational and 
governance structures, separating its networking and advocacy 
activities from its technical and implementation work and 
strengthening these streams of work.28

The Harm Reduction 2009 Conference held in Bangkok 
(April 2009) and the Ninth International Congress on 
AIDS in Asia and the Pacific (ICAAP) held in Bali (August 
2009) were key events for harm reduction in Asia. At 
the national level, Thailand’s civil society groups joined 
together to form a loose advocacy coalition called 12D, 
which was instrumental in the preparations for Harm 
Reduction 2009. Similarly, civil society groups mobilised 
around ICAAP. These events included a significant focus 
on decriminalisation, both in terms of drug use and 
harm reduction, as well as in the context of vulnerable 
populations and HIV transmission.29 Decriminalisation 
of drug use is also an increasingly visible feature of 
advocacy by Indian civil society, following on from the 
decriminalisation of same-sex intercourse in Delhi. 30

As in 2008, government-imposed restrictions on NGO functioning 
continue to limit civil society responses in several Asian 
countries.31 Funding for civil society organisations involved 
in much-needed harm reduction advocacy within the region 
remains scarce, which poses difficulties for coordinated and 
sustained campaigning. In preparation of this report, for 
example, key stakeholders interviewed reflected on the lack 
of coordination, even tensions, within Indonesia’s civil society 
response to drugs. Likewise, Nepal’s vibrant civil society 

developmentsn have come at the cost of a lack of unity and much 
debate among local groups over the best avenue for progress. 

Multilaterals and donors: 
Developments for harm reduction 

Despite the international economic crisis, existing donor 
commitments to harm reduction in the region have so far been 
maintained. However, a general shift to programme- over project-
based funding is restricting the access of many NGOs to much-
needed funds. Global Fund support for harm reduction in Asia 
is increasing markedly to fill in the identified resource gap,32 and 
there are expectations that the change in US policy towards NSP 
and OST will soon contribute to the harm reduction response 
in Asia. Governments in China, India, Malaysia and Taiwan have 
recently begun to invest in sustainable harm reduction service 
delivery within their own borders. 

The Australian government’s overseas aid programme’s 
(AusAID) HIV/AIDS Asia Regional Program (HAARP), in particular, 
represents a large foreign investment in development of harm 
reduction over eight years (2007–2015) in Cambodia, China, 
Laos, Myanmar, Philippines and Viet Nam. Over the past few 
years, HAARP has contributed to harm reduction awareness 
among law enforcement agencies as well as community and 
local government agencies through multisectoral country 
programmes. Since its inception, HAARP has been able to 
establish needle and syringe exchange programmes in forty-two 
sites and reached over 10,000 men and women who inject drugs, 
along with a few thousand non-injecting drug users and their 
partners, with HIV prevention services, educational messages, 
primary health care and referrals in 2009.8

In December 2009 WHO, UNAIDS and UNODC consulted with 
key stakeholders on the Regional Strategy for Harm Reduction 
in Asia and the Pacific for the period 2010 to 2015, developed 
under the auspices of the UN Regional Task Force on Injecting 
Drug Use and HIV/AIDS for Asia and the Pacific, scheduled to be 
released in 2010.33 Highlighted within the strategy are the need 
for increased coverage of NSP, OST and ART for people who use 
drugs, as well the importance of responding to challenges such as 
increasing HIV/hepatitis C co-infection and harms associated with 
methamphetamine use in the region.

UNAIDS is increasing its focus on addressing drug use in Asia, 
as directed by the recommendations from the Programme 
Coordinating Board (PCB),34 and UNESCO’s regional HIV strategy 
will concentrate on most-at-risk populations.8 Also in 2009, the 
Association of South East Asian Nations (ASEAN) established an 
Intergovernmental Commission on Human Rights.35 

The UN Regional Task Force on Injecting Drug Use and HIV/AIDS 
for Asia and the Pacifico has provided an important forum for 
regional-level advocacy and discussion over the past two years. 
The Task Force has also delivered a number of important resources 
for the harm reduction response in the region. These include 
resource needs estimates for scaling up harm reduction in Asia,10 
advocacy briefs on injecting drug use and HIV and an assessment 
of policies, resources and services in fifteen countries.36

n  Hundreds of active and recovering users have a strong desire to participate in decisions that 
affect their lives and are organising around NGOs and community projects to influence funding 
flows, policy design and service delivery.
o  The Task Force is made up of twenty-nine members from government, civil society, technical 
advisors, donor partners and the UN agencies.
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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc

Albania nk nk (3) (1) (M)

Armenia 2,000 13.4% (7) (1) (M) 

Azerbaijan 300,000 13% (12–14) (2) (M)

Belarus 76,500 4 1.5% (52–64) (1) (M)

Bosnia and Herzegovina nk nk (6) (6–8) (M)

Bulgaria 20,250 0.4% (100) (17) (M,O)

Croatia 15,0004 0.6% (42) (B,M)

Czech Republic 30,0004 0.05% (109) (P) (47) (B,M)

Estonia 13,801 72.1% (36) (8) (B,M)

Georgia 127,833 1.63% (2–9) (6–12) (M)

Hungary 3,941 0% (25) (13) (B,M)

Kazakhstan 100,000 9.2% (159) (2) (M)

Kosovo nk 0%  x

Kyrgyzstan 25,000 8% (40) (P) (14–18) (M)

Latvia nk 8.15% (13–22) (1–9) (B,M)

Lithuania 5,123 2.4% (10–19) (14–18) (B,M)

Former Yugoslav 
Republic of Macedonia nk nk (15) (9) (M)

Moldova 3,5004 21%4 (31) (4–5)c  (M)4

Montenegro nk nk (18) (M)

Poland nk 8.9% (27) (22) (B,M)

Romania nk 1.44% (49) (6–8) (B,M)

Russia 1,815,500 37.15%d (70) x

Serbia nk nk (13) (14) (M)

Slovakia 18,841 0% (20) (12) (B,M,O)

Slovenia 7,310 0.4% (17) (P) (20) (B,M,O)

Tajikistan 17,000 14.7% (35–40) xe 

Turkmenistan nk nk (2) x

Ukraine 291,0004 32.4%4 (985–1,323) (P) (B,M)

Uzbekistan 80,000 15.6% (235) xf 
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Table 2.2.1: Harm Reduction in Eurasia

  The number in brackets represents the number of operational NSP sites, including fixed sites, vending a 
machines and mobile NSPs operating from a vehicle or through outreach workers. (P) = needles and syringes 
reported to be available for purchase from pharmacies or other outlets and (NP) = needles and syringes not 
available for purchase; where this is not referred to it is not known.

  The number in brackets represents the number of operational OST programmes, including publicly and b 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone, (B) = buprenorphine and (O) = 
any other form (including morphine and codeine). 

  Sub-national data only.c 
  Year of estimate: 2003. d 
  In March 2010 the launch of the first pilot OST programme was imminent. e 
  A pilot programme was shut down in 2009. f 

nk = not known



2.2 Regional Update: Eurasia

Harm Reduction in Eurasia

The Eurasia region, comprising Central and Eastern Europe, as 
well as Central Asia, is home to over 3.7 million people who 
inject drugs, representing almost one-quarter of people who 
inject drugs worldwide.6 The largest numbers are found in Russia 
(1.8 million), Azerbaijan (300,000) and Ukraine (291,000).2 Data 
indicate that some Eurasian countries have the highest adult 
population prevalences of injecting drug use in the world, 
including 5.21% in Azerbaijan, 4.19% in Georgia, 1.78% in 
Russia and 1.16% in Ukraine.1 Injecting drug use is driving HIV 
epidemics in most countries in Eurasia, where an estimated one 
million people who inject drugs are living with HIV.1 There is also 
an extremely high prevalence of hepatitis C among this group, 
which, due to lack of access to treatment, is a major cause of 
death (see Chapter 3.1 on viral hepatitis). However, the leading 
cause of death among opioid users in many Eurasian countries 
continues to be overdose (see Chapter 3.6 on overdose and 
overdose prevention).

While harm reduction service provision continued to increase 
generally in 2008 and 2009, coverage remains limited. Needle and 
syringe exchange (NSP) is now provided in all of the twenty-nine 
countries/territories of the region.g However, a recent regional 
estimate of only nine syringes being distributed per person 
per year indicates very poor coverage.2 Twenty-four countries/
territories have opioid substitution therapy (OST),h but most of 
the programmes remain pilots and have not been systematically 
scaled up. The most significant OST scale-up in recent years 
occurred in Ukraine, where as of April 2010 harm reduction 
services are operating in all twenty-seven Ukrainian regions to 
varying degrees. 

International financial support for harm reduction services has 
continued to rise in most Eastern European and Central Asian 
countries, particularly with the influx of funds from the Global 
Fund to Fight AIDS, Tuberculosis and Malaria. However, since 
2008, a number of countries in the region are no longer eligible 
for Global Fund funding as growing GDPs have moved them 
into the World Bank’s ‘middle income’ category. Although the 
impact of this is yet to be quantified, it is clear that many national 
governments have not supplemented the need for continued 
funding and technical assistance to sustain and expand the 
delivery of harm reduction services. For those countries that 
are members of the European Union, the challenge is in finding 
funds to meet European Commission co-funding requirements. 
Throughout Eurasia, there remains an urgent need to bolster 
national government support, both political and financial, in 
order to ensure the sustainability of existing harm reduction 
services and create an inclusive framework for their continuing 
development. 

g  A Global Fund grant is supporting NSP in Kosovo, where the NGO Labyrinth is providing 
needles and syringes at three sites in Pristine, Prizren and Gilan. 
h  Tajikistan will soon bring this to twenty-five of the twenty-nine countries. 

Developments in harm reduction 
implementation

Needle and syringe exchange programmes 
(NSPs)
At least one NSP site is operating in every country and territory in 
the Eurasian region. NSPs have increased in number since 2008 
in several countries, including Kazakhstan, Tajikistan, Estonia, 
Ukraine, Kyrgyzstan and the Czech Republic.3 For instance, 
since 2008 the number of sites providing NSPs increased from 
362 to between 985 and 1,323 in Ukraine and from 129 to 159 
in Kazakhstan.7 8 Newly available data since 2008 indicate that 
two NSP sites have been operating in Turkmenistan’s capital, 
Ashgabat.9 

With the possible exceptions of Moldova, the Czech Republic, 
Estonia and Kazakhstan, where reports indicate medium or high 
levels of syringe distribution coverage, the rest of the region has 
very low coverage.i 2 NSP sites in Kazakhstan, Kyrgyzstan, Tajikistan 
and Uzbekistan are reported to reach approximately one-third of 
people who inject drugs and to distribute an average of ninety-
two needles and syringes per person per year.j 2 The reach and 
availability of services, particularly in countries in Eastern Europe, 
is even more limited. In sixteen countries in the region where 
data are available, only between 7% and 15% of people who 
inject drugs are accessing NSPs at least once a year and only nine 
needles and syringes are distributed annually per person injecting 
drugs.2 Government reports on progress towards national 
universal access targets indicate that across eighteen countries in 
the region an average of only one NSP site is available per 1,000 
people who inject drugs.10

NSP service provision has not significantly increased in Russia 
since 2008 and only seventy sites provide NSP services, 
distributing nearly seven million needles and syringes per year 
but reaching only 7% of people who inject drugs in this vast 
country.2 In most of the EU member states (with the exception of 
the Czech Republic and to some extent Hungary and Slovenia), 
although harm reduction is an integral part of national drug and/
or HIV policies, barriers to scaling up and mainstreaming these 
services include lack of sufficient funding, political commitment, 
leadership and technical assistance.3

Five countries in the region – Armenia, Kyrgyzstan, Moldova, 
Belarus and Romania – have needle and syringe exchange in 
prisons (see Chapter 3.5 on harm reduction in prisons).

Since 2008 more countries in the region have introduced 
pharmacy-based NSPs (including Kyrgyzstan and Ukraine) 
and have piloted vending machines for dispensing syringes.2 
However, government support for these initiatives has been 
mixed. Despite well-established harm reduction services in the 
Czech Republic, two pilot vending machines were dismantled by 
government authorities. Similarly, authorities from the Kaliningrad 
Regional Department of the Russian Federal Drug Control Service 
attempted to ban NSPs in September 2008, ultimately without 
success. In 2009 Hungarian policy makers also voiced opposition 
to NSPs.3

i  According to the WHO, UNAIDS and UNODC target-setting guide, medium NSP coverage is 
>100 to <200 needles/syringes per injector per year and high coverage is >200 needles/syringes 
per injector per year. However, given the difficulties in determining the size of the population 
who inject drugs and NSP monitoring data, these estimates must be interpreted with caution. 
j  Almost reaching medium coverage levels (>100 to <200 needles/syringes per injector per 
year) as defined by WHO, UNODC and UNAIDS.
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Opioid substitution therapy (OST)
Across the Eurasian region, all but five countries and territories 
have some form of OST provision. Programmes will soon begin 
operating in Tajikistan and Kosovo, but in Russia, Turkmenistan, 
Kosovo and Uzbekistan (where a pilot OST site was shut down 
in June 2009)11 OST is not available.2 Even where programmes 
exist, OST is accessible to less than 5% of opioid users, with 
some exceptions in Croatia, Slovenia, Hungary and the Czech 
Republic.12 In Eastern Europe and Central Asia, only 1% of people 
who inject drugs are reported to be receiving OST2 and OST 
programmes have generally remained at the pilot stage rather 
than systematically scaling up.

There has been some progress made since 2008, with OST 
programmes expanding in Albania, Georgia, Macedonia, Armenia, 
Kazakhstan and Azerbaijan.3 Kazakhstan introduced OST in 2008 
and now has two methadone maintenance treatment (MMT) 
sites serving fifty individuals in the two cities with the largest 
registered HIV-positive injecting drug using populations.2 Armenia 
launched a pilot MMT programme in September 2009. Additional 
developments in OST site scale-up include a second OST clinic in 
Macedonia, two new MMT centres in Albania and up to twelve 
state-funded MMT sites reaching approximately 1,200 people 
in Georgia. Following a positive outcome evaluation of a pilot 
programme implemented during 2008, Belarus officially allowed 
the use of MMT as a registered opioid dependence treatment. 
In Tajikistan, the first pilot OST programme is expected to begin 
prescribing imminently.3 

The European Monitoring Centre for Drugs and Drug Addiction 
(EMCDDA) reports that legal obstacles to OST provision in a 
majority of the EU member states in Eurasiak have been removed, 
with OST regulation and implementation being assumed by 
health ministries.13 Although there is limited access to OST in 
all of these countries, scale-up of services has been steadily 
progressing. 

Despite positive developments in the region, several barriers 
remain to the provision and scale-up of OST. In most countries 
where OST is available, sites are located in the capital and/or 
another major city, making it challenging for all individuals who 
require treatment to make daily visits to the site(s). For instance, 
in Moldova, less than 1% of people who inject drugs have access 
to MMT and, as of August 2008, methadone programmes were 
available only in the capital city, Chisinau, and one other major 
city, Balti.14

Political and legal opposition to OST remains the biggest obstacle 
in Russia, the country with the highest number of people 
who inject drugs in the region and an HIV prevalence of more 
than 37% among that population. Russian officials defended 
the ban on OST at the 2009 Eastern Europe and Central Asia 
AIDS Conference and documented their position in the new 
Russian anti-drug policy strategy in December 2009. At the 53rd 
UN Commission on Narcotic Drugs (CND) in March 2010, the 
director of the Russian Federal Drug Control Service reiterated 
the Russian position, provoking disagreement from the UNODC 
executive director and the head of the European Commission’s 
drug unit. The Uzbek government recently discontinued a pilot 
OST programme citing its ineffectiveness as justification for 
the action.11 There is an urgent public health need to mobilise 
government support around the provision of evidence-based NSP 
and OST services for people who inject drugs. 

k  Estonia, Hungary, Latvia, Lithuania, Poland, Romania and Slovakia.

As in 2008, other significant constraints for OST in the region 
include the sharing of medical information between health and 
law enforcement agencies across Central Asia, Georgia, Russia 
and Ukraine,15 a failure to prioritise OST over abstinence-based 
programmesl 16 and a need to discard limitations on primary 
health care and non-governmental organisation (NGO) provision 
of OST.17

Scaling up harm reduction in Ukraine
With the introduction of a new harm reduction law 
in 2008 and significant scale-up of services, Ukraine’s 
response has become one of the most comprehensive in 
the region. By late 2009 Ukraine had the largest number 
of people receiving OST (up to 5,000) among post-Soviet 
countries. By 2012 Ukraine plans to increase the number 
of OST clients to 11,300 people (500 people receiving 
buprenorphine and 10,800 receiving methadone). To 
sensitise Ukrainian society to wider OST coverage, a large-
scale social campaign known as ‘Return ticket’ has been 
launched by people receiving OST. This campaign aims to 
stimulate open and evidence-based dialogue about drug 
dependence therapy and to build support among policy 
makers, law enforcement authorities and the general 
population.3 

Antiretroviral therapy (ART)  
Approximately one million people who inject drugs are living 
with HIV throughout the Eurasian region.2 New estimates indicate 
that access to ART for people who inject drugs remains limited. 
Where data were available,m the highest estimates of people who 
inject drugs receiving ART were in Ukraine (1,860), Russia (1,331) 
and Poland (1,372). However, these estimates represent very low 
percentages of the total number of injecting drug users living 
with HIV, ranging from less than 2% in Ukraine to only 0.2% in 
Russia.2

Overall, ART coverage in eighteen Eurasian countries has 
reportedly risen from reaching 16% of people who needed it 
in late 2007 to 23% in late 2008.10 Continued challenges are 
faced in programme planning, procurement and distribution, 
but to reach people who inject drugs, there is a need for further 
linkages between ART programmes and harm reduction services, 
particularly OST and peer support services.3 

Policy developments for harm 
reduction 

In 2008 twenty-four Eurasian countries/territories had national HIV 
or drug policies explicitly supporting harm reduction;7 in 2010 this 
has increased to twenty-five.n Bosnia and Herzegovina established 
a National Office on Drugs as part of a newly developed national 
drug strategy in 2009. Certificates for all staff members of NGOs 
providing harm reduction services will be issued by the Ministries 
of Security and Health, bringing Bosnia and Herzegovina a few 
steps closer to the institutionalisation of harm reduction.3 

l  In order to access OST in Kazakhstan, Kyrgyzstan and Tajikistan, people must have a history of 
unsuccessful attempts at treatment through state abstinence-based programmes.
m  All countries and territories except Turkmenistan, Romania, Hungary, Kosovo and 
Azerbaijan.
n  Azerbaijan, Kosovo, Russia and Turkmenistan remain the exceptions.
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In the majority of countries in the region (particularly Georgia, 
Russia and Ukraine), national drug policy documents and budgets 
continue to prioritise drug supply reduction as the key pillar of 
drug policy, resulting in an over-reliance on law enforcement 
and neglecting investment in drug demand or harm reduction. 
In Georgia, where drug use is highly criminalised, significantly 
more funds are attributed to drug testing than to treatment, and 
fines for users who test positive may reach up to 200% of the 
average monthly salary.18 An initial draft of Russia’s new national 
drug strategy in December 2009 explicitly mandated opposition 
to harm reduction, but a strong civil society response resulted 
in the clause being removed.19 On the other hand, following in 
the footsteps of several Latin American states (see Chapter 2.5), 
Armenia decriminalised drug consumption in 2009.

Developments since 2008 indicate a growing emphasis on 
harm reduction and health within drug policy in some new 
EU states. For example, Hungary’s 2010–2018 drug strategy 
outlined a multidisciplinary and balanced approach to supply 
and demand reduction, with harm reduction as a key component 
and endorsing human rights, access to health and evidence 
as main principles.20 In Lithuania, research indicates that since 
EU accession, health spending per drug user has increased 
significantly.17

The adoption of the new Political Declaration on Drugs at 
the High Level Segment (HLS) of the 2009 CND provided a 
platform for several countries to declare political support for 
harm reduction. Twenty-six countries, including nine Eurasian 
states,o signed a statement declaring that they interpret the new 
declaration to support harm reduction.21 However, the lack of 
explicit reference to harm reduction in the political declaration 
has already posed challenges. In Hungary, where a progressive 
drug policy was adopted in December 2009, harm reduction 
opponents referred to the declaration in ultimately unsuccessful 
attempts to exclude harm reduction from the national policy.22

Civil society and advocacy 
developments for harm reduction 

Civil society participation in advocacy for harm reduction has 
increased in the past two years. ‘Beyond 2008’, a project that 
sought to include NGO perspectives in the development of the 
new Political Declaration on Drugs, was an important forum for 
mobilising civil society. It brought together forty representatives 
in two regional consultations and resulted in enhanced civil 
society participation at the HLS of the 2009 CND. National 
delegations from Albania, Ukraine and Georgia included civil 
society representatives. In addition, Ukraine, Kyrgyzstan and 
Georgia produced national reports assessing harm reduction 
policy in their countries from 1998 to 2008, which provided the 
basis for the messages delivered by their national delegations.3

o  Bulgaria, Estonia, Georgia, Hungary, Latvia, Lithuania, Poland, Romania and Slovenia.

Advocating for harm reduction in Russia 
At the third Eastern Europe and Central Asia AIDS 
Conference (Moscow, 28 to 30 October 2009), it became 
clear that the Russian government did not plan to provide 
the funding pledged at the second conference for its 
most-at-risk populations. This could have resulted in the 
closure of more than 200 NGOs providing services for 
people who inject drugs and other at-risk populations. 
In one of the largest civil-society-led campaigns in the 
region, the Eurasian Harm Reduction Network (EHRN) 
and partners appealed to the GFATM Board of Directors 
to grant a two-year extension to the Russian 3rd Round 
GFATM Programme, GLOBUS (the largest source of financial 
support for harm reduction in Russia). More than 200 civil 
society organisations from around the world joined the 
campaign, including IHRA and several other regional and 
national harm reduction networks. In response to the 
appeal, the GFATM Board agreed to provide emergency 
funds of up to US$24 million until the end of 2011 to 
ensure the continuation of essential harm reduction 
programming in Russia.23

Since 2008 there have also been notable developments in civil 
society organising at the sub-regional and national levels. New 
civil society networks have been formed, including the Azerbaijan 
Harm Reduction Network and the Central Asian Network of 
People Living with HIV established in late 2009. Membership 
of the EHRN has continued to grow and in 2010 the Eurasian 
Network of People Who Use Drugs formed, covering Eastern 
Europe and Central Asia and linked to the International Network 
of People Who Use Drugs (INPUD).

Several national networks have increasingly sought a voice 
in drug, HIV and harm reduction legislation and policy. For 
instance, the Georgian Harm Reduction Network collected 58,000 
signatures to reduce the strict sanctions for drug use and personal 
possession of drugs in 2008. In the same year successful national 
mobilisation of partners led by the National Association of People 
Living with HIV halted the interruption of ART in Latvia. In October 
2009 the Romanian Harm Reduction Network and its members 
sent a position letter to the Romanian Prime Minister criticising 
the decision to restructure the oldest OST clinic in the country 
and discontinue MMT to 290 patients. This action resulted in a 
meeting with the Minister of Health and the subsequent transfer 
of the patients to other treatment facilities.3 

While there are many examples of strong civil society in the 
region, there is a clear need for capacity building and technical 
assistance, particularly around accessing and managing GFATM 
funds. Assessments in Armenia, Belarus and Tajikistan indicated 
that one of the leading obstacles to the broader participation of 
civil society in the HIV response is the prohibitively strict criteria 
for sub-recipient selection set up by the principal recipients in 
each country. Awareness and understanding of GFATM processes 
is limited in many Eurasian civil society organisations focused 
on harm reduction, as is their capacity to bid for involvement 
in a GFATM programme. It is hoped that the GFATM community 
systems strengthening framework will increase access to funds 
for civil society organisations (see Chapter 3.7 on resourcing harm 
reduction).24
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Multilaterals and donors: 
Developments for harm reduction

The international financial crisis has affected harm reduction 
services throughout the region. Where national governments do 
fund harm reduction programmes, spending on such services 
remains disproportionately low, with the crisis leading to further 
spending cuts in many countries. For instance, the Lithuanian 
AIDS Center was merged with the Centre for Prevention and 
Control of Communicable Diseases at the end of 2009, raising 
concerns that the quality and scale of care provided to people 
living with HIV may be compromised. In Kyrgyzstan, the National 
Drug Control Agency was abolished during recent government 
reforms and its functions were transferred to the Ministry of 
Internal Affairs, which had also recently downsized. Budget cuts 
to already limited services will have significant negative outcomes 
and result in increased health care costs in the long term.3

While the Global Fund remains the main funder of harm reduction 
in the region, there have been some developments over the 
past two years. In 2008 several countries in the region became 
ineligible for Global Fund funding as their economies expanded 
beyond the low-income country criteria.p Also, in late 2008, the 
Global Fund requested that a number of recent Eurasian grantees 
improve efficiency and cut costs; for example, by as much as 10% 
in Ukraine. The Global Fund conducted an internal audit in 2009 of 
all three components of the Kyrgyzstan programme, resulting in 
the decision to freeze new financial transfers temporarily. 

EU member states in Eurasia have increasingly struggled with 
securing funds to replace dwindling international support for 
harm reduction activities. In most cases, countries are unable 
to co-fund to the extent (between 20% and 40% of the total 
programme cost) required by the European Commission (EC) 
and so they lack the capacity necessary to apply and implement 
programmes though EC mechanisms.

The WHO, UNODC and UNAIDS continue to play a major role in 
the provision of technical assistance across the region, including 
piloting OST, developing clinical protocols and facilitating 
advocacy and policy dialogue on harm reduction. In addition, 
in 2009 the World Bank, with technical support from EHRN, 
established the Central Asian Information and Training Center 
on Harm Reduction within the Central Asia AIDS Control Project 
(CAAP).3

p  The key criteria for GFATM eligibility is the low-income economy of a country, assuming that 
middle- and high-income countries can and will cover health-related costs themselves.

UN Special Rapporteurs call for harm reduction 
In 2009 reports from UN Special Rapporteurs on the Right 
to the Highest Attainable Standard of Health and on 
Torture and Other Cruel, Inhuman or Degrading Treatment 
or Punishment called for the decriminalisation of drug use 
and increased access to health care, including OST and 
ART, in Poland and Kyrgyzstan. The Polish report stated that 
the promised scale-up of methadone clinics to reach 20% 
of those in need by 2010 was not a high enough target 
and represented a minimal step towards addressing the 
problem. Access remains poor outside major cities such as 
Warsaw and Krakow and the report urged local authorities 
in Gdansk to provide a methadone maintenance 
programme as soon as possible.25 The report on Kyrgyzstan 
stated that HIV among people who inject drugs required 
urgent attention as a matter of public health and human 
rights. It also called for reform of national drug legislation, 
which still allows penalties for drug use.26 

UNODC also coordinates projects in a number of Eurasian 
countries that play a significant role in national and local capacity 
building for harm reduction. For instance, through the TREATNET 
project, UNODC facilitates capacity building on evidence-based 
approaches to drug dependency treatment in Central Asia. 
The UNODC regional office maintains a project focused on HIV 
prevention, treatment and care among people who inject drugs in 
Estonia, Latvia and Lithuania, including the provision of technical 
assistance to various stakeholders on harm reduction in prisons. 
UNODC and WHO are also among the main donors (along with 
German bilateral funds from GTZ) of the EHRN Harm Reduction 
Knowledge Hub for Europe, which has recently developed and 
tested new technical assistance tools, including training modules 
on gender-specific harm reduction services and overdose 
prevention programming.3 
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Map 2.3.1: Availability of needle and syringe exchange programmes (NSPs)
and opioid substitution therapy (OST)
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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc DCRd 

Andorra nk nk x x x

Austria 17,500 7.1% (27) (B,M,O) x

Belgium 25,800 4.3% (34) (P) (B,H,M) x

Cyprus 305 0% (1) (P) (1) (B) x

Denmark 15,416 2.1% (135) (B,H,M) x

Finland 15,650 0.2% (52) (B,M) x

France 122,000 12.2% (416–2,014) (P) (19,484) (B,M,O) x

Germany 94,250 2.9% (250) (2,786–6,626) (B,H,M) 

Greece 9,720 0.5% (4) (P) (17) (B,M) x

Iceland nk nk x (B,M) x

Ireland 6,289 5.8% (33) (P) (332) (B,M) x

Italy 326,000 12.1%  (B,M) x

Luxembourg 1,715 2.8% (4) (B,M,H,O) 

Malta nk nk (7) (≥2) (B,M) x

Monaco nk nk x x x

Netherlands 3,115 9.5% (150) (P) (B,H,M) 

Norway 10,049 3.2% (22) (P) (B,M) 

Portugal 32,287 15.6% (27) (P) (B,M) x

Spain 83,972 39.7% (1,271–1,458) (P) (497–2,229) (B,H,M) 

Sweden nk 5.4% (2) (B,M) x

Switzerland 31,653 1.4% (101) (P) (B,H,M,O) 

Turkey nk 2.65% x x x

UK 156,398 2.3% (1,523) (P) (B,H,M) x
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Table 2.3.1: Harm reduction in Western Europe 

  Information on injecting drug use and harm reduction was not available for Liechtenstein and San Marino.a 
  The number in brackets represents the number of operational NSP sites, including fixed sites, vending b 

machines and mobile NSPs operating from a vehicle or through outreach workers. (P) = needles and syringes 
reported to be available for purchase from pharmacies or other outlets.

  The number in brackets represents the number of operational OST programmes, including publicly and c 
privately funded clinics and pharmacy dispensing programmes. (B) = buprenorphine, (H) = heroin-assisted 
treatment, (M) = methadone and (O) = any other form (including morphine and codeine).

  Drug consumption room (DCR).d 

nk = not known
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Harm Reduction in Western 
Europe

There are estimated to be approximately one million people 
who inject drugs in Western European countries.1 HIV prevalence 
among people who inject drugs is below 10%, with the exception 
of France, Italy, Portugal and Spain.1 Data show that Western 
European countries with good coverage of harm reduction 
programmes have seen ‘especially pronounced’ reductions 
in drug-related HIV transmission.3 For example, whereas in 
Switzerland in the 1980s the majority of new HIV diagnoses were 
among people who inject drugs, in 2008 this figure was only 4%; 
in the Netherlands the figure was 5% in 2007.3 Across the region, 
8% of new HIV diagnoses in 2007 were among people who inject 
drugs.4

Harm reduction forms an integral component of both HIV 
and drug policy and programmes in most Western European 
countries. It is also emphasised at the regional level in the 
European Union’s current drug strategy and action plan.5 6 In 
early 2010 almost every country with reported injecting drug use 
had key harm reduction interventions in place (the exceptions 
being Andorra, Monaco and Turkey). Several countries also 
include drug consumption rooms, syringe vending machines and 
the prescription of injectable opioid substitution therapy and 
diacetylmorphine (pharmaceutical heroin) among their harm 
reduction interventions. 

There remains much variation in harm reduction coverage. 
Some countries, such as Cyprus and Greece, currently reach 
low proportions of injecting populations with sterile injecting 
equipment and opioid substitution therapy (OST). Even within 
countries with long-established services, large areas are not 
covered and constraints on funding pose barriers to increasing 
access to these services. Furthermore, other drug-related health 
harms, such as viral hepatitis and overdose, remain leading 
causes of death among people who inject drugs. 

Many European governments provide bilateral support for harm 
reduction programmes in low- and middle-income countries 
and are among the most vocal in support of harm reduction in 
international fora. However, the ‘common position’ of EU states 
on harm reduction may be fragile and could waver, for example 
with changes in policies of member states. There is a need for 
increased civil society action, as well as continued government 
support, to keep Western Europe at the forefront of the harm 
reduction response. 

Developments in harm reduction 
implementation

Needle and syringe exchange programmes 
(NSPs)
The majority of states with reported injecting drug use in Western 
Europe have NSP sites. In 2010 the countries without NSPs, where 
injecting had been reported, were Andorra, Iceland, Monaco 
and Turkey. Various service delivery models are used across 
the region, including stand-alone sites, those situated within 
drugs services, pharmacy-based NSPs and outreach (including 
peer outreach), although not all are used in all countries. Some 
countries also have vending machinese and mobile NSP sites.7 
The latest available data indicate that the number of operational 
NSP sites varies widely from less than five in Cyprus (where only 
one site exists and it is yet to receive government endorsement), 
Sweden, Luxembourg and Greece to up to 1,458 in Spain and 
2,014 in France. The Netherlands is reported to have the most NSP 
sites per 1,000 people who inject drugs (50), followed by Spain 
(14.6) and the UK (10.7).8

Although data reporting systems are generally stronger in 
Western Europe than in most other regions, there is still a lack 
of available national data on the extent to which NSPs are 
utilised by people who inject drugs. This is partly due to a lack of 
harmonised indicators, incomplete information in some countries 
and an absence of reliable estimates of the prevalence of drug 
injecting.f 9

According to the information available, the highest utilisation 
figures are from Finland, where 81% of people who inject drugs 
accessed NSPs in a year, the equivalent of 13,000 people.2 
However, this is a poor indicator for HIV prevention, as it includes 
people that may have only visited once in a year.

A more informative measure is the rate of syringe distribution. 
Several countries are reported to distribute sterile injecting 
equipment to coverage levels nearing or above 200 syringes 
per person injecting drugs per year, as recommended by UN 
agencies.10 These include Norway, the country with the highest 
reported distribution in the world (434), Portugal (199), the UK 
(188) and Austria (176).2 

Western Europe is often cited as having high harm reduction 
coverage, particularly when compared with most low- and 
middle-income countries,11 12 however, there is substantial room 
for improvement.13 Several countries in this region have low 
NSP coverage, and even where higher coverage exists, funding, 
political support and legal restrictions often limit the service that 
can be provided.

Civil society organisations in the UK, for example, have recently 
engaged in a campaign for legal reform in order to allow the 
provision of foil for drug smoking at NSPs. Providing foil to 
people who inject drugs can be considered a route transition 
intervention, as it aims to encourage injectors to engage in less 
risky drug taking behaviour.14 Spanish and Dutch NSPs already 
provide this service, along with many in the UK, some of which 
have had ‘letters of comfort’ from local law enforcement bodies 
stating that workers will not be prosecuted. 

e  Austria, Denmark, France, Germany, Italy and Luxembourg.
f  More estimates are available for ‘problem drug use’, although definitions vary from country 
to country.
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A recent welcome development is the vote by Stockholm City 
Council to introduce NSPs into the city, expected by the end 
of 2010.15 Sweden has previously been criticised for its poor 
implementation of harm reduction measures, which in terms of 
needle and syringe provision consisted of two NSPs (neither in 
Stockholm) with 1,230 individual clients.2 A further limiting factor 
for people who inject drugs trying to obtain sterile injecting 
equipment is that syringe sales remain illegal in Sweden. 
Although the most recent systematic review by the Reference 
Group to the United Nations on HIV/AIDS and Injecting Drug Use 
found no reliable estimate of the number of injecting drug users 
in the country, the European Monitoring Centre on Drugs and 
Drug Addiction (EMCDDA) estimates there to be 26,000 people 
who use drugs problematically.g 16 

Drug consumption rooms (DCRs)
Drug consumption rooms are a largely European intervention 
and the region is home to all but two facilities worldwide. 
There are ninety operational DCRs across fifty-nine cities in 
the Netherlands, Germany, Luxembourg, Norway, Spain and 
Switzerland. These facilities, often part of another drug service, 
allow people to use drugs under the supervision of trained 
staff and without fear of arrest. Estimates show that these are 
well-utilised facilities, with tens of thousands of supervised 
consumptions reported in Luxembourg, Norway and in several 
German cities in 2007.17 No additional countries have adopted 
DCRs as part of their harm reduction approach since 2008.

Opioid substitution therapy (OST)
The provision of methadone or buprenorphine as maintenance 
therapy is a common approach across the region, with only 
Andorra, Monaco and Turkey not employing this harm reduction 
intervention. New data indicate that at least one OST site 
operates in Iceland, with fifteen people receiving methadone 
maintenance therapy (MMT), although it is not clear when it was 
introduced. Buprenorphine is also available, however, there is a 
lack of information on the numbers being reached.18 

In many Western European countries, the number of sites 
providing OST is not known. This may be partly due to the variety 
of service provision sites (including through general practitioners 
in France, Germany and the UK)19 and a lack of national systems 
to compile information. Where data are available, provision 
ranges from as little as one site in Cyprus and two sites in Malta to 
between 497 and 2,229 sites in Spain, between 2,786 and 6,626 
sites in Germany and 19,484 sites in France.8

The number of people receiving OST varies widely across the 
region, from small numbers in Iceland (fifteen people receiving 
MMT) and Cyprus (between nineteen and seventy-one people 
receiving buprenorphine from seven sites) to over 100,000 
people receiving various forms of OST in the UK, France and 
Italy.2 A recent analysis of OST coverage in European countries 
with estimates of the number of people with problem opioid use 
found that only Germany, Italy, Austria and Malta were meeting 
or exceeding the 40% deemed to be ‘high coverage’ by WHO, 
UNODC and UNAIDS.10 20 As in 2008, service access and uptake 
is limited by several factors, including strict policies and waiting 
lists for entry to programmes. In some countries, the cost to the 
individual acts as a barrier, as does the poor availability of ‘take-
home’ doses.9

g  The EMCDDA defines problem drug use as intravenous drug use or long duration/regular 
drug use of opiates, cocaine and/or amphetamines. Ecstasy and cannabis are not included in this 
category.

Western Europe offers a wider variety of OST options than other 
parts of the world. Almost all countries provide both methadone 
and buprenorphine for maintenance and some also offer slow-
release codeine. Others include injectable OST among their drug 
treatment options (for example, the UK, Switzerland and the 
Netherlands) and the use of heroin-assisted treatment (HAT) is 
becoming more common in the region (see table 2.3.1).

Heroin-assisted treatment
Seven Western European countries currently provide 
pharmaceutical heroin (diacetylmorphine) as maintenance 
therapy – Denmark, Germany, the Netherlands, Spain, 
Switzerland, the UK and, most recently, Belgium and 
Luxembourg (pilot programmes). Randomised controlled 
trials have found that this practice can reduce drug-related 
crime and health harms, with researchers concluding that 
it is both safe and cost-effective.21 22

Antiretroviral therapy (ART)  
Western Europe is reported to have the highest regional level 
of ART coverage among people who inject drugs in the world.2 
Data from thirteen countries (representing 46% of the total 
estimated HIV-positive injecting population in the region) 
suggest that eighty-nine in every 100 people living with HIV who 
inject drugs are receiving ART.2 National data is not available for 
every country, however, coverage varies widely: from Andorra (1 
person) to Germany (3,000) to Spain (39,524).

However, the EMCDDA reports that the relatively high numbers 
of people receiving AIDS diagnoses in Portugal and Spain (8.6 
and 8.8 new cases per million population respectively) may 
indicate that significant numbers of people who inject drugs are 
not benefiting from ART, possibly due to late diagnosis.20

Policy developments for harm 
reduction 

The vast majority of Western European countries include 
harm reduction in their national policies on HIV and/or drugs. 
A recent analysis found that at least twelve countries in the 
region specifically refer to harm reduction in their national drug 
policies.h 23 The authors describe national drug policies across 
Europe as occupying a ‘coordinated and increasingly coherent 
“middle ground” policy on drugs’, accepting harm reduction 
within a ‘recognisably shared approach’.23

In international fora, the EU has increasingly spoken with a unified 
voice on drug policy issues.23 For example, the EU played a key 
role in emphasising demand reduction within the negotiations 
on the new Political Declaration on Drugs at the High Level 
Segment of the Commission on Narcotic Drugs (CND) in 2009. 
Although explicit reference to harm reduction was struck from 
the final agreed text, the vast majority of the Western European 
delegations signed an ‘interpretative statement’ indicating 
their intention to interpret the term ‘related support services’ 
contained in the final declaration to include harm reduction 
services.24  

h  Belgium, Denmark, Germany, Ireland, Spain, France, Cyprus, Luxembourg, the Netherlands, 
Portugal, Finland and the UK. There is no national drug policy in Austria, instead policies exist at 
the provincial level.
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At the regional level, the EU’s drug strategy and action plan for 
2009 to 2012 emphasises harm reduction as a key component 
within the drug response. On evaluating progress on the 
previous action plan (2005 to 2008), which also included harm 
reduction, the European Commission (EC) concluded that ‘further 
improvements are still needed in [the] accessibility, availability 
and coverage’ of harm reduction services across the region.25 It 
also highlighted shortcomings of current responses in addressing 
the needs of subpopulations such as women, young people, 
migrants and specific ethnic groups.25 

While European policies in general include an emphasis on a 
public health approach to drugs, the region-wide consensus on 
harm reduction has the potential to be weakened. Government 
changes, financial crises and a continued emphasis on 
abstinence-based treatment and drug prevention programmes 
are factors that may cause the consensus to waver. For example, 
both Sweden and Italy do not include harm reduction in their 
national drug policies and, on occasion, have been less than 
supportive of the term in international fora.

NSP and OST appear to be accepted by most European drug 
policy makers, but a wider interpretation of harm reduction is not 
accepted by all, with DCRs and heroin prescription remaining the 
most controversial interventions. There is a continued need for 
government commitment to evidence-based drug policy in order 
for Europe to remain securely at the forefront of harm reduction. 

Civil society and advocacy 
developments for harm reduction

Civil society organisations have long been central to harm 
reduction advocacy in Western Europe and there have been 
several important developments in this regard. For example, 
the involvement of civil society representatives on CND 
delegations has increased. Representatives of the International 
Network of People Who Use Drugs (INPUD) and the International 
Harm Reduction Association (IHRA) have been part of the 
UK delegation in both 2009 and 2010 and a representative of 
the Transnational Institute was included in the Netherlands 
delegation in 2009. 

Regular national and Europe-wide events bring civil society 
organisations together to share latest experiences on harm 
reduction and drug policy. Over the past two years, region-wide 
events have included the 1st and 2nd Connections Conferences 
covering ‘Drugs, alcohol and criminal justice: Ethics, effectiveness 
and economics of interventions’ and the 2nd General Meeting of 
the Correlation Network (European Network on Social Exclusion 
and Health).

In July 2009 harm reduction advocates and frontline workers 
from Spain, France, Italy, Switzerland and the host country, 
Portugal, gathered for CLAT 5, the fifth Latin harm reduction 
conference, organised by APDES and Grup Igea.

National events addressing harm reduction are regularly held 
in several countries across the region. For example, Exchange 
Supplies hosts annual national conferences on injecting drug use 
and drug treatment, in Glasgow and London, which have a heavy 
harm reduction focus. 

Although civil society advocates for harm reduction have a 
voice in many Western European countries, there is a need 
to strengthen networks and partnerships across countries to 
facilitate the sharing of information and to inform policy at the 
national and regional levels. This is particularly important given 
recent indications of a fragmenting EU common position on harm 
reduction.

To this end, new networks have been established in recent 
months, for example EuroHRN, an EC-funded project involving 
six main partners and three further associate partners across the 
region. IHRA acts as the coordinator and secretariat for EuroHRN. 
The network has three sub-regional hubs covering north, south 
and east Europe, which will be hosted by Akzept (Germany) and 
FRG (the Netherlands), APDES (Portugal) and the Eurasian Harm 
Reduction Network (Lithuania) respectively.

As part of the two-year project, EuroHRN will advocate for harm 
reduction within Europe; facilitate cross-regional learning on 
harm reduction; establish the state of harm reduction in Europe, 
with a particular focus on civil society action; and develop and 
disseminate best practice models for the meaningful involvement 
of people who use drugs.

EuroHRN will be officially launched at the Harm Reduction 2010 
Conference in Liverpool in April 2010. The conference will also 
mark the first meeting of the recently formed Western European 
Network of People Who Use Drugs, which is aligned to INPUD. 
 

Danish Drug Users Union: BrugerForeningen
BrugerForeningen (BF) was set up in 1993 by a group of 
people who were receiving methadone. Initially it was 
a drop-in centre and meeting place used by twelve to 
fourteen people. By 2000, with a new venue and funding 
from the Ministry of Social Affairs, it had become a network 
with a membership of approximately 600 people receiving 
methadone. 

BF has worked in close collaboration with the national 
government. The BF president held a seat on the Danish 
government’s Narkotikaraadet, an expert national drug 
advisory council that operated between 1998 and 2002. 
BF has also worked with the local police on initiatives such 
as SyringePatrol, whereby used syringes were collected 
across Copenhagen.

BF continues to advocate for quality harm reduction 
services and to support drug users in accessing them. It is 
currently advocating for an amendment to the strict entry 
criteria for heroin-assisted treatment, a service introduced 
in Denmark in early 2010. 
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Multilaterals and donors: 
Developments for harm reduction 

Most support for harm reduction from multilateral agencies is 
not targeted towards the high-income countries of this region, 
but the EC has been an important donor for multi-country and 
international projects on drugs, including those related to harm 
reduction. For example, the EC has recently begun funding the 
Access to Opioid Medication in Europe (ATOME) project, a new 
consortium of scholars and public health specialists that will work 
to identify and remove the barriers in Europe preventing people 
from accessing critical opioid medications. This will include a 
substantial review of policies and legislation on opioid medicines 
in twelve European countries.26 As mentioned above, EuroHRN is 
also an EC-funded project. 

The WHO Regional Office for Europe continues to monitor HIV 
epidemics across the region, in collaboration with partners such 
as the European Centre for Disease Prevention and Control. In 
2008 the agency released a report monitoring state progress 
against targets set in the 2004 Dublin Declaration on Partnership 
to Fight HIV/AIDS in Europe and Central Asia, which contained a 
chapter specifically dedicated to people who inject drugs.19 The 
progress report found that among the worst implementation 
gaps were ‘instituting harm-reduction programmes and 
confronting other injecting drug user (IDU) issues.’19

Several European governments provide essential funds for 
harm reduction in low- and middle-income countries. These 
include the UK Department for International Development, 
the Netherlands MOFA, NORAD (Norway) GTZ (Germany) and 
Swedish SIDA. 
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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc

Bahamas nk nk x x

Bermuda nk nk x x

Dominican Republic nk nk x x

Haiti nk nk x x

Jamaica nk nk x x

Puerto Rico 29,130 12.9%d (13) (6) (M)

Suriname nk nk x x
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Table 2.1.1: Harm reduction in the Carribean

  The latest UN Reference Group research once again found no reports of injecting drug use for Antigua and a 
Barbuda, Barbados, Belize, Dominica, Grenada, St Kitts and Nevis, St Lucia and St Vincent and the Grenadines. 
Although previous UN Reference Group research (used as a source of data for the 2008 Global State report) found 
injecting drug use in Cuba, Guyana and Trinidad and Tobago, the latest UN Reference Group research found no 
reliable reports of injecting drug use in those countries/territories. 

  The number in brackets represents the number of operational NSP sites, including fixed sites, vending b 
machines and mobile NSPs operating from a vehicle or through outreach workers. 

  The number in brackets represents the number of operational OST programmes, including publicly and c 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone.

  Estimated from 1998–2001.d 

nk = not known



2.4 Regional Update: Caribbean

Harm Reduction in the Caribbean 

After Sub-Saharan Africa, the Caribbean is the region of the 
world most affected by HIV and AIDS. In the Caribbean, the virus 
is predominantly sexually transmitted and injecting drug use 
remains rare in much of the region, with the exception of Puerto 
Rico. In 2008 a systematic review by the Reference Group to the 
UN on HIV and Injecting Drug Use found very limited reliable data 
on the numbers of people who inject drugs and the prevalence of 
HIV among injecting populations in the Caribbean. The Reference 
Group found reports of injecting drug use in only seven countries/
territories in the region.2 It is entirely possible, however, that 
injecting drug use occurs elsewhere in the region. For example, 
there are anecdotal reports of injecting drug use among the 
upper classes in Guyana and Trinidad and Tobago,3 and there are 
indications that it may occur in Cuba,4 but there are at present no 
reliable data to confirm these reports. 

Data on injecting drug use and HIV are only available for Puerto 
Rico, where 29,130 people inject drugs, and 12.9% of them are 
estimated to be living with HIV.1 Injecting drug use is the most 
common HIV transmission route there and represented 40% of 
HIV incidence among males and 27% of new infections among 
females in 2006.5 Puerto Rico is a territory of the United States, 
and yet it experiences an HIV incidence rate double that of the US 
as a whole.5

As highlighted in the 2008 Global State report,6 researchers in the 
region have reported a link between non-injecting drug use and 
sexual HIV transmission in several Caribbean countries, with HIV 
prevalence estimates among crack-cocaine-smoking populations 
reaching those found among injecting populations elsewhere.7 
Crack cocaine is widely available on most islands, due to drug 
transhipment routes, and its use is reported to be ‘extensive’.3

The harm reduction response remains very limited, with needle 
and syringe exchange and opioid substitution therapy only 
available in Puerto Rico. The predominant response in the rest of 
the region is characterised by abstinence-based, high-threshold 
services for people who use drugs. The use of illicit drugs is highly 
criminalised, with harsh sentencing resulting in large numbers of 
people who use drugs in Caribbean prisons. Despite the evidence 
that drug use is playing a role in HIV epidemics in the Caribbean, 
national drug and HIV policies remain largely unlinked. However, 
in the past two years, there have been indications that the need 
for a harm reduction approach to drugs is increasingly being 
recognised on some Caribbean islands. 

Developments in harm reduction 
implementation 

Harm reduction services 
Needle and syringe exchange programmes (NSP) in the region 
remain limited to Puerto Rico. There are now thirteen NSP sites 
serving an estimated 29,130 people who inject drugs. The sites 
are all based in communities around San Juan, the capital city.2 
However, coverage remains inadequate, as it is estimated that 
there are only 0.4 NSP sites per 1,000 people who inject drugs.2

Similarly, Puerto Rico remains the only opioid substitution 
therapy (OST) provider in the region, with six OST sites (five in the 
community and one in a prison). In 2007 there were an estimated 
5,570 people receiving methadone in Puerto Rico.2

Across the region, a small number of drop-in centres for 
people who use drugs take a harm reduction approach. These 
programmes exist in Santo Domingo (Dominican Republic), Port 
of Spain (Trinidad), Kingston (Jamaica) and Vieux Fort and Castries 
(St Lucia). The Castries programme offers shelter and other 
services for homeless crack users living with HIV. The shelter also 
provides adherence support for residents receiving antiretroviral 
therapy (ART) and advocates for the therapeutic use of cannabis. 
Although it neither distributes nor provides cannabis, its advocacy 
is premised on the use of cannabis for residents as a method of 
combating crack cocaine addiction and the nausea that is often 
a side effect of ART.3 At present there are no estimates of the 
numbers of people who inject or otherwise use drugs receiving 
ART in the Caribbean.2 

Universal access reports from Caribbean governments indicate 
progress towards targets in some areas of the response. However, 
between 2006 and 2008 no Caribbean countries or territories 
reported on the availability and coverage of harm reduction 
programmes for people who inject drugs.8 

Policy developments for harm 
reduction 

At the regional level there have been several mentions of drug 
use in HIV strategy documents.9 10 However, as yet there has been 
little translation of this at the national level in either policies 
or programmes. There has been no official movement within 
national HIV policies in relation to harm reduction since 2008. 
While there is clearly strong commitment from policy makers in 
the region to respond to HIV epidemics, as articulated in national 
policy and strategy documents, these have not yet included 
commitments to harm reduction. Similarly, national policies and 
strategies on drugs are in place for all Caribbean islands, but do 
not include a harm reduction approach. The exception to this is 
Trinidad and Tobago’s National Anti-Drug Plan for 2008 to 2012, 
which explicitly includes harm reduction as a key component of 
the national response to drugs.11 Recent regional developments 
also perhaps indicate a shift towards the acceptance of a harm 
reduction approach by some Caribbean governments.

The awarding of a regional bid from the Global Fund to fight 
AIDS, Tuberculosis and Malaria signifies an important advance 
for harm reduction in the Caribbean. The proposed programme 
includes harm reduction activities in the community, as well 
as in prisons. Given that country coordinating mechanisms 
(including government and civil society delegates) must sign off 
on proposals in order for them to be accepted by the Global Fund, 
this indicates some level of national support for harm reduction 
from Caribbean states. 
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Civil society and advocacy 
developments for harm reduction 

Despite well-documented difficulties experienced by civil society 
in meaningful involvement in the Commission on Narcotic 
Drugs,12 13 St Lucia had one of the few delegations led by a 
national NGO representative at the 2009 session, in this case the 
Coordinator of the Caribbean Harm Reduction Coalition (CHRC). 
Importantly, St Lucia was also the only Caribbean country present 
that signed on to the ‘Interpretive Statement’, explicitly stating 
that it interprets the term ‘related support services’ in the 2010 
Political Declaration and Plan of Action on Drugs to include harm 
reduction interventions.14 

The acceptability of harm reduction in the region remains an 
issue, but it is an approach that is gaining recognition in some 
countries. An important development took place in February 
2009 when the Caribbean Community (CARICOM) secretariat 
held a two-day workshop on harm reduction in Jamaica.15 This 
was the first event of its kind organised by this regional body 
and represents an open acknowledgement of the need for harm 
reduction interventions in the region. NGOs were engaged in the 
event and facilitators included the Chairperson of the CHRC.

In November 2009 the CHRC hosted a two-day Jamaican Drug 
Policy Conference at the University of the West Indies, Mona 
Campus in Jamaica. Harm reduction was high on the agenda 
and delegates agreed on the need to strengthen existing harm 
reduction interventions and to introduce new ones in the country. 
Two more national conferences are scheduled for 2010, in St Lucia 
and Trinidad and Tobago.3

Multilaterals and donors: 
Developments for harm reduction 

In late 2009 a Caribbean regional proposal to the Global Fund 
was approved, signifying a major advance for harm reduction 
in the region. The five-year grant includes US$1.2 million for 
HIV prevention, treatment and care among drug users and 
prisoners. The Pan American Health Organization (WHO/PAHO) 
is a partner within the programme and has committed to 
supporting harm reduction projects. The proposal contained 
significant contributions from the CHRC on the drug use and 
prison components of the programme. It contained strong harm 
reduction language and included planned activities such as 
street-based work and drop-in centres.16 3

WHO/PAHO has recently commissioned two important reports 
for harm reduction in the region. The first is on the state of 
harm reduction in the Americas and will feature a section on 
the Caribbean authored by the Coordinator of the CHRC. The 
second, commissioned by the WHO/PAHO Caribbean office, 
explores access to health care services for drug users and was also 
researched and authored by the CHRC Coordinator. Two regional 
consultations have been held to use the reports’ findings to plan 
interventions in the region.3

 
The US President’s Emergency Program for AIDS Relief (PEPFAR) 
has been a significant funder of HIV programmes in the region. A 
new five-year collaborative strategic framework between the US 
and the Caribbean is being finalised. The framework is to support 
the implementation of Caribbean regional and national action 

plans on HIV/AIDS.17 With the recent changes to PEPFAR funding 
restrictions, this partnership could provide another mechanism 
through which financial and technical support for harm reduction 
is available. However, the extent to which PEPFAR funds will 
support harm reduction programmes remains to be seen. 

Although there are a number of multilateral agencies with a 
presence in the Caribbean,e until recently only the UNESCO 
secretariat was supporting harm reduction projects in the 
region. A total of US$195,000 was allocated to funding local 
partners working on harm reduction in Barbados, the Dominican 
Republic and Trinidad and Tobago. In addition, a series of national 
consultations were planned and undertaken by the agency with 
the aim of increasing awareness of harm reduction in Barbados, 
Jamaica and Trinidad and Tobago.6 This project has now ended.

As stated above, WHO, through its PAHO Offices in Trinidad and 
Washington, has recently taken up advocacy for harm reduction 
in the Caribbean region. PAHO is actively fundraising for the 
implementation of recommendations from the two reports 
commissioned in 2009 (described earlier).   

UNODC, the UN’s lead agency on drug use, remains the only 
multilateral agency that does not have a presence in the region. 
With the closure of the Barbados office in 2005, the nearest 
UNODC representative is in Mexico City. In practice, this means 
that there is no agency present to provide technical assistance on 
the issue of HIV transmission and drug use, an area highlighted 
in the Caribbean strategic plan on HIV and AIDS.10 This lack of a 
regional presence has created a vacuum at the multilateral level, 
which is being filled in an inconsistent manner. For example, some 
issues around HIV within prisons are currently being covered 
within the remit of UNAIDS, while the overlap between sex work 
and drug use is largely overlooked as the UN Population Fund 
primarily focuses on non-drug-using sex workers in the region. 
Civil society advocates have been requesting a stronger UNODC 
presence in the region through the UNODC HIV programme in 
Vienna.3 

e  UNAIDS, WHO/PAHO, UNESCO, World Bank, UNICEF, UNDP, WFP, UNFPA, ILO, Global Fund.
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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc

Argentina 65,829 49.7% (25) x

Bolivia nk nk x x

Brazil 540,5003 48% (150–450) x

Chile 42,176 nk x x

Colombia nk 1%c x (4)

Costa Rica nk nk x x

Ecuador nk nk x x

El Salvador nk nk x x

Guatemala nk nk x x

Honduras nk nk x x

Mexico nk 3% (19) (21–25) (M)

Nicaragua nk 6% x x

Panama nk nk x x

Paraguay nk 9.35% (3) x

Peru nk 13%d x x

Uruguay nk nk  x

Venezuela nk nk x x
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Table 2.5.1: Harm reduction in Latin America

  The number in brackets represents the number of operational NSP sites, including fixed sites, vending a. 
machines and mobile NSPs operating from a vehicle or through outreach workers.

  The number in brackets represents the number of operational OST programmes, including publicly and b. 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone.

  UN Reference Group estimate from 1999 data.c. 
  UN Reference Group figure: 1994–1995.d. 

nk = not known



Regional Overview: Asia

Harm Reduction in Latin America

HIV predominantly affects marginalised populations in Latin 
America, including people who use drugs. Cocaine and its 
derivatives are the most commonly injected drugs in this region, 
with the exception of Northern Mexico and parts of Colombia, 
where heroin is more widely used. The Reference Group to the 
United Nations on HIV and Injecting Drug Use estimates that there 
are over two million people who inject drugs in Latin America, 
and that over one-quarter (580,500) are living with HIV.1 Research 
suggests that Brazil and Argentina, in particular, have very high 
HIV prevalence rates within injecting populations.1 There is also 
evidence of elevated prevalence rates of HIV and other sexually 
transmitted infections (STIs) among non-injecting drug users in 
the region.4 However, a scarcity of reliable data means it is difficult 
to establish a true picture of drug-related HIV epidemics. 

Government support for harm reduction has not increased 
significantly since 2008. However, one important development 
to note is Colombia’s adoption of opioid substitution therapy 
(OST) and the explicit inclusion of harm reduction within its 
national policies. As in 2008, the vast majority of needle and 
syringe programmes (NSPs) operate in Brazil and Argentina, 
although there are some small projects in other countries. Mexico 
and Colombia, with substantially more heroin users than other 
Latin American countries, are the only states that prescribe 
OST, although coverage remains low. The development of harm 
reduction interventions for cocaine and its derivatives remains 
nascent. While community-based harm reduction programmes 
may be responding to non-injecting drug use, experiences 
have not yet been widely documented or disseminated. A lack 
of government support and an over-reliance on international 
funding remain barriers to introducing and/or scaling up harm 
reduction services in several countries.

While some Latin American governments continue to implement 
extensive, often problematic and ineffectual drug supply 
control measures, there have also been some positive drug 
policy developments in the region. Latin America has been at 
the forefront of a growing global movement to decriminalise 
drug use. Civil society advocacy in several countries has been 
instrumental in bringing about these changes. However, no 
country has followed up these reforms with an increase in 
harm reduction services in the region and non-governmental 
organisations (NGOs) continue to be the primary service 
providers, often with funding difficulties.

The Global Fund to Fight AIDS, Tuberculosis and Malaria will soon 
begin supporting new HIV programmes with a focus on people 
who use drugs in Paraguay and Mexico. In addition, agencies 
such as the World Health Organization’s Pan American Health 
Organization (PAHO) have increased their involvement and 
support of harm reduction in the region. However, much more 
work must be done to ensure greater access to harm reduction 
services for people who use drugs. 

Developments in harm reduction 
implementation

Needle and syringe exchange programmes 
(NSPs)
As in 2008, despite injecting drug use being reported in all 
countries of the region, only five Latin American countries 
implement NSPs. Brazil, the country with the highest (available) 
estimate of the number of people injecting drugs (540,000), has 
the most NSP sites (150–450).2 The number of sites may have 
increased in Brazil (it was reported that there were 93 NSP sites in 
2008), but the number has not changed in Argentina and has only 
increased slightly in Mexico.5 While there may be more NSPs in 
Brazil, the Brazilian NGO Psicotropicus reports that harm reduction 
services in general have decreased during this period; funding 
difficulties due to a decline in international donor contributions 
and the decentralisation of financing for state-implemented harm 
reduction programmes are cited as the main cause.6

Estimates of NSP coverage are very limited for the region, but, 
where available, indicate extremely low coverage, with Brazilian 
injectors receiving the equivalent of less than one needle/syringe 
per year. There is a need for further research and programme 
monitoring in countries implementing NSPs in order to determine 
coverage levels. Twelve Latin American countries with reported 
injecting drug use have no NSP sites. 

There are reports of significant advances in the implementation 
of harm reduction activities targeting people who inject drugs 
in Paraguay, funded by a Global Fund grant.7 Conversely, the 
last two years are reported to have seen no significant changes 
for harm reduction in Uruguay, Argentina and Chile.6 Across the 
region, epidemics are concentrated within key populations, but 
‘only a small fraction of HIV prevention spending in the region 
supports prevention programmes specifically focused on these 
populations’.8 

Opioid substitution therapy (OST)
Although opioid use is low in the region, Colombia and Mexico 
are home to significant numbers of people who use heroin. In 
response, both countries have implemented OST programmes. 
There is no up-to-date information available on Mexican OST 
implementation; in 2008 it was estimated that there were 21 to 25 
sites and 3,644 people receiving methadone.4 OST was introduced 
in Colombia in 2008 and there are now four operational sites1 
providing methadone maintenance treatment in three districts.5 
More research is necessary to determine the coverage within each 
country.

Antiretroviral therapy (ART)  
Brazil is the only country for which there is an estimate of how 
many injecting drug users are living with HIV and receiving ART. 
While past estimates have been much higher, the UN Reference 
Group found only 2,974 such persons, equating to between 1 and 
4 of every hundred injecting drug users living with HIV in Brazil.2
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Policy developments for harm 
reduction 

At least six Latin American countries – Argentina, Brazil, Colombia, 
Mexico, Paraguay and Uruguay – include harm reduction 
within their domestic HIV and/or drug policies. Colombia is 
the latest addition to this list, with the introduction in 2007 of 
its new social inclusion model for drug users, implemented 
by the Ministry of Social Protection.9 In Central America, ‘harm 
reduction is still pending’.10 Guatemala is one of the few countries 
in the sub-region with a national policy that refers to drug use 
and the sharing of syringes as an HIV risk behaviour, stating 
the intention to provide STI/HIV prevention information to 
vulnerable populations. However, it is reported that efforts to 
reach vulnerable populations with these interventions have not 
yet been successful.5 In Nicaragua, the national HIV/AIDS plan for 
2006 to 2010 includes drug users in the list of populations most 
at risk of HIV transmission. However, national plans or strategies 
in Costa Rica, El Salvador and Panama do not yet include people 
who use drugs as a most-at-risk population for HIV.5

Colombia: Harm reduction and wider drug policy
Colombia’s new social inclusion model policy articulates 
an increased public health emphasis in responding to 
drug use in the country.9 Harm reduction now features, 
along with network participation, community mobilisation, 
peer involvement and a strong emphasis on reducing 
stigma and discrimination for people who use drugs. In 
practice, as well as four OST sites, the government funds 
fifteen community-based drop-in centres in eleven of the 
thirty-two Colombian districts.11 Despite this, and moves 
toward the decriminalisation of drug use in neighbouring 
countries, a constitutional amendment recriminalising 
drug possession for personal use was approved by the 
Colombian Congress in 2009. Since a ruling in Colombia’s 
Constitutional Court in 1994, adults found with up to 20g 
of cannabis and 1g of cocaine had not been prosecuted, so 
this amendment increases the prohibition of drug use in 
the country.6

In most Latin American countries, and particularly in 
Central America, drug policies, strategies and plans remain 
overwhelmingly focused on reducing supply and combating 
trafficking. Responses to drugs are largely determined by security 
and justice ministries, rather than ministries of health.6 As a result, 
drug use and trafficking are often treated as equally serious 
offences; see, for example, El Salvador’s national anti-drug plan 
for 2002 to 2008.12 Under pressure from the US government, 
many countries employ crop eradication methods (involving 
aerial spraying and military activities on the ground) and huge 
operations to interdict trafficked drugs. For example, Plan Merida 
was a multi-country project to reduce drug supply and trafficking, 
articulated by the Bush US administration and signed up to by the 
governments of Mexico, Dominican Republic, Haiti and several 
Central American countries.13

It is important to note, however, that some of the most interesting 
developments in global drug policy in the past few years have 
been in Latin America. In particular, Argentina, Bolivia, Mexico, 

Brazil and Ecuador have exhibited a new openness in drug policy 
deliberations and, importantly, some countries have amended 
drug laws to decrease criminal charges for drugs or decriminalise 
personal drug use altogether.

Drug policy developments in Latin America
Argentina: On 25 August 2009 the Argentinian Supreme 
Court voted unanimously in favour of decriminalising 
personal consumption of illicit drugs, declaring it 
unconstitutional to punish a person for possessing or 
using illegal drugs if it does not endanger others. Although 
the court order specifically refers to cannabis, it opened 
the door to judicial reform of national drug laws. In 2010 
the Scientific Advisory Committee of the Ministry of 
Justice published a key report on drug users and policies 
to address drug use. Also, the National Commission on 
Drug Policy was created and is tasked with launching the 
national drug plan for 2010 to 2015 and exploring possible 
law reform.6

Ecuador: In an effort to increase proportionality of 
punishment, the government approved an amnesty for 
small-scale drug traffickers in 2008. Harsh sentences of 
between twelve and twenty-five years were previously 
given for this kind of offence. As a result, approximately 
1,500 people detained for crimes related to small-scale 
drug trafficking were released from prison in 2008 and 
2009. There are also indications that decriminalisation of 
drug use and harm reduction may soon form part of the 
national response to drugs.14 15

Mexico: On 21 August 2009 a new drug law, proposed 
by President Felipe Calderón in response to increasing 
violence, organised crime and drug use, came into effect. 
The law distinguishes narcomenudeo (drug dealers) from 
drug users. In effect, it decriminalises people who use 
drugs and preserves the right of indigenous people to 
the traditional use of certain substances. However, the 
Transnational Institute warns that the law was not reformed 
to protect the rights of people who use drugs and has 
several negative consequences, including a toughening of 
sentences for narcomenudeo, many of whom are from poor 
communities.16 

Brazil: A new drug law in 2006 differentiated between drug 
possession for personal use and drug trafficking. The law 
offered alternatives to incarceration for drug possession for 
personal use, namely drug treatment. Four years on, critics 
argue that the law has had little effect in distinguishing 
between consumers and dealers, as it contained no specific 
guidance on drug amounts.6

Some Latin American governments have supported harm 
reduction and drug policy reform in international fora. During the 
51st Session of the Commission on Narcotic Drugs (CND), held in 
Vienna in March 2008, Uruguay tabled the resolution ‘Ensuring 
the proper integration of the United Nations human rights system 
with international drug control policy’, which called for respect for 
fundamental human rights and equal access to social and health 
care services for people who use drugs. The resolution was co-
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sponsored by Uruguay, Argentina and Switzerland, while Italy, the 
UK, Finland, Germany and other EU states played leading roles in 
defending it during CND negotiations.17 

In 2009, in advance of the High-Level Segment of CND, Bolivian 
President Evo Morales sent a formal letter to UN Secretary General 
Ban Ki-moon calling for the abolition of two sub-articles of the 
1961 Single Convention on Narcotic Drugs that specifically 
prohibit the chewing of coca leaf.18 However, this does not 
indicate a movement away from Bolivia’s punitive drug laws, 
which remain repressive towards both drug use and trafficking.

Civil society and advocacy 
developments for harm reduction

Civil society organisations have been active in advocating for 
harm reduction and drug policy reform at the regional level in the 
past two years. For example, the first Latin American Conference 
and the VII National Conference on Drug Policy, held in Argentina 
in August 2009, was a key event, bringing together 650 
participants from civil society, policy makers and media to raise 
awareness of the need for a public health approach to drugs.e A 
meeting entitled ‘Drugs, youth, violence and gangs: An alternative 
view’, held in El Salvador in October 2008, also mobilised civil 
society organisations, particularly those in the RAISSS network.f 
The meeting culminated in RAISSS members developing and 
signing up to a statement calling for action on harm reduction 
by the UN, governments, international organisations and civil 
society.19

The formation of the Latin American Commission on Drugs 
and Democracy has been a significant regional development. 
Comprising seventeen drug policy campaigners, including former 
presidents of Brazil, Colombia and Mexico, the commission 
has made important contributions to the debate through its 
assessments of the limitations and negative consequences of 
repressive drug policy in the region, and has called for a more 
efficient and humane response to drug use.20

Continuing to providing a space for drug policy debate in the 
region, the Transnational Institute and the Washington Office on 
Latin America have organised informal dialogues on drug policy 
in Uruguay, Mexico, Ecuador, Bolivia, Brazil and Argentina since 
2007. 

At the national level, civil society organisations play a key role 
in advocating for changes to drug laws and increases in harm 
reduction service provision. They participate in key fora such as 
the Brazilian seminar on drugs, harm reduction, legislation and 
intersectorality hosted by the Commission on Human Rights and 
Minorities of the Chamber of Deputies in October 2009. They also 
organise national events such as the Chilean Harm Reduction 
Network’s seminar entitled ‘Towards a new drug policy for the 
bicentenary citizenship’, which brought together the existing 
government and potential candidates for the next presidency to 
review current policies and to discuss possible changes in national 
strategies to address drug and alcohol use. 

e  The second Latin American Conference on Drug Policy will be held in Rio de Janeiro, Brazil in 2010 and 
will be jointly organised by Intercambios Civil Association and Psicotropicus.
f  RAISSS is a network of institutions involved in situations of ‘social suffering’ and includes many 
community-based organisations responding to drug use and involved in harm reduction. It comprises 
organisations from countries such as Brazil, Chile, Haiti, Guatemala, Honduras, El Salvador, Nicaragua, 
Costa Rica, Panama, Bolivia, Mexico and Colombia.

Procrear Foundation, a Colombian NGO, worked with UNESCO 
to carry out a national consultation on harm reduction and 
education in 2008.21 Following the recriminalisation of the 
possession of drugs for personal use in Colombia, civil society 
organisations such as Dosis de Personalidad and La Res were 
mobilised to advocate against repressive policy towards drug 
users.6 
 
Civil society advocacy for harm reduction and the involvement 
of drug users remains weakest in Central America, although 
some NGOs cover these issues in their work. For example, in 
2009 Nimehuatzin Foundation, a Nicaraguan NGO, published a 
study on HIV and drug use in two Nicaraguan cities, Managua 
and Chinandega, and called for further action on drug-related 
HIV epidemics, which currently gain little attention in Central 
American countries.6

Multilaterals and donors: 
Developments for harm reduction

Multilateral agencies and international donors have supported 
several initiatives on harm reduction in Latin America in recent 
years. For example, in November 2009 the PAHO, UNICEF and 
UNAIDS included an analysis of the HIV epidemic among people 
who use drugs in a report on the challenges posed by the HIV 
epidemic in Latin America and Caribbean 2009.22 WHO specifically 
called for an increase in harm reduction in the region at the Inter-
American Drug Abuse Control Commission (CICAD) meeting in 
Miami in November 2009.23 To assist this scale-up, the agency is 
adapting the target-setting guide for people who inject drugs 
in the Latin American and Caribbean region.24 As the association 
between HIV transmission and non-injecting drug use in the 
region is being increasingly reported, it will be important to 
provide guidance for implementers on developing interventions 
that specifically aim to prevent HIV for those drug users who do 
not inject. Researchers and NGOs within the region call for an 
urgent expansion of access to HIV testing and prevention for crack 
cocaine users in particular.25

As previously mentioned, UNESCO and Procrear Foundation 
carried out the Colombian national consultation on harm 
reduction and education in September 2008. This consultation 
had the support of Caritas Germany, the EU, UNODC, UNAIDS 
and WHO. The five main topics covered were education, harm 
reduction, human rights and social inclusion, public policy and 
management, and stigma and discrimination.20

The Global Drug Policy Program of the Open Society Institute has 
supported civil society engagement in regional and international 
fora, including the International Drug Policy Reform Conference 
in Albuquerque and the first Latin American Conference on Drug 
Policies. The Dutch and British governments funded a side event 
at the Latin American conference, which brought together civil 
society organisations and government officials of countries in the 
region.

In November 2009 the Global Fund Board signed new agreements 
with Paraguay and Mexico to fund HIV programmes with a 
focus on people who inject drugs and/or on harm reduction. 
The Paraguayan programme aims to prevent HIV and STI 
transmission among vulnerable populations, including people 
who inject drugs, in six regions.26 The Mexican programme aims to 
strengthen HIV prevention and harm reduction for men who have 
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sex with men and for people who inject drugs, to reduce stigma 
and discrimination (including homophobia) and to strengthen 
community and government systems within the HIV response.27  

In Argentina, however, where a Global Fund grant has recently 
come to an end, there has been some stagnation and even 
a lessening of harm reduction activities due to the lack of 
availability of alternative funds.6 Government support is essential 
to sustain harm reduction programmes, particularly in the 
current international financial crisis. Despite many welcome 
developments, such as the increased focus on harm reduction 
in Latin America of some international donors and multilateral 
agencies, more must be done to ensure that it is an integral part 
of responding to drugs and HIV in the region. 
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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc DCRd 

Canada 286,987 13.4% (>775) (P) (SN)e (B,M) 

United States 1,294,929 15.57% (186) (P) (1433) (B,M) x
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Table 2.6.1: Harm reduction in North America

  There are no identified reports of injecting drug use in Greenland. a 
  The number in brackets represents the number of operational NSP sites, including fixed sites, vending b 

machines and mobile NSPs operating from a vehicle or through outreach workers. (P) = needles and syringes 
reported to be available for purchase from pharmacies or other outlets. (SN) = sub-national data.

  The number in brackets represents the number of operational OST programmes, including publicly and c 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone and (B) = buprenorphine.

  Drug consumption room.d 
  This figure represents the number of sites in two Canadian provinces: British Columbia and Quebec. The e 

number of sites in other provinces is not known.

nk = not known
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Harm Reduction in North America

Canada and the United States are home to more than one-tenth 
of all people who inject drugs worldwide. UNAIDS recently stated 
that the role of injecting drug use in the North American HIV/
AIDS epidemic had ‘declined dramatically over the course of the 
epidemic’.3 However, the US, after China and Russia, continues 
to have one of the highest estimated populations of people who 
inject drugs globally.1 And, according to a 2008 systematic review 
for the Reference Group to the United Nations on HIV/AIDS and 
Injecting Drug Use, over 10% of people who inject drugs in the 
US and Canada are living with HIV.1 In both countries, ethnic 
minorities and indigenous populations are particularly affected 
by drug-related harms such as HIV and hepatitis C, as well as by 
punitive drug law enforcement. 

The US and Canada have key harm reduction programmes 
in place and support harm reduction in some aspects of 
national policy. However, service provision in both countries 
is inconsistent and influenced by local policies, many of which 
have historically favoured law enforcement and abstinence-
only approaches to drugs. Coverage of needle and syringe 
programmes (NSPs) and opioid substitution therapy (OST) for 
people who inject drugs in North America is much lower than 
in Australasia and most Western European countries. Since 2008 
NSP service provision has fallen in the US.4 Harm reduction 
coverage in Canada remains difficult to ascertain due to a lack 
of national-level systematic data collection and surveillance 
mechanisms.2 

Major positive developments at the policy level have taken 
place in the US, particularly the reversal in late 2009 of the long-
standing ban on federal funding of syringe exchange. Although 
the US announced its policy support for syringe exchange 
domestically and internationally,5 the impact of this on NSP 
service provision in the US and elsewhere is yet to be seen. 

In Canada, a law enforcement approach to illicit drugs has 
predominated since 2008 at the expense of evidence-based 
health policy. Recent developments include the introduction of 
mandatory minimum sentencing for drug offences and continued 
legal challenges to Insite (the region’s only safer injecting facility) 
by the Conservative federal government. In 2010 the British 
Colombia Court of Appeal dismissed an appeal by the federal 
government of a previous lower court decision supporting Insite, 
ultimately enabling the continued operation of the facility. 

Developments in harm reduction 
implementation

Needle and syringe exchange programmes 
(NSPs)
A lack of national data collection on NSPs in Canada makes it 
difficult to establish whether service coverage has increased in 
recent years. According to the most recent available data from 
the Canadian HIV/AIDS Legal Network and the National Institute 
of Public Health, a total of 775 NSP sites operate in the provinces 
of British Columbia and Quebec.6 7

Several barriers to NSP access have been reported, including strict 
drug and paraphernalia laws leading to a fear of arrest, distance 
from service, limited opening hours, limits on the injecting 
equipment provided per visit and concerns over confidentiality. 
It has also been reported that NSP staff are sometimes reluctant 
to provide young people (under eighteens) with injecting 
equipment.8

Civil society reports since 2008 indicate that as many as 10% of 
the NSPs in the US have closed or drastically reduced services as 
a result of state budget cuts.4 In 2009 the North American Syringe 
Exchange Network was aware of 186 NSPs operating in the US.9 
The UN Reference Group estimate that there are only 0.1 NSP 
sites per 1,000 people who inject drugs in the US.2 Although this 
does not provide a true measure of coverage, it is interesting 
to note that the only other country with such a low estimate of 
existing services is Thailand, where NSPs are NGO-led and have 
no government support. It is yet to be seen how the recent lifting 
of the federal funding ban on needle and syringe exchange in the 
US will affect NSP coverage. 

NSP coverage across North America averages twenty-three 
syringes distributed per person injecting drugs per year, 
significantly lower than that of Western Europe (fifty-nine 
syringes) and Australasia (202 syringes).2

There is a need for culturally appropriate and accessible 
programmes for ethnic minorities who inject drugs. In the US, 
40% of African-American men and 47% of African-American 
women living with HIV contracted the virus either through 
injecting or by having sex with someone who does.10 Data 
derived from two prospective cohort studies in Vancouver, 
Canada comparing HIV incidence among Aboriginal and non-
Aboriginal people who inject drugs indicated significantly 
elevated HIV prevalence and HIV incidence among Aboriginal 
people who inject.11 Evidence-based and culturally sensitive 
harm reduction responses must be implemented proactively 
and in a timely manner to avert the likelihood of public health 
emergencies among injecting sub-populations at high risk.
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The legal dispute over Insite
Since 2008 the legal status of Insite, North America’s 
only safer injecting facility (SIF), has been challenged by 
the Canadian Conservative government with renewed 
vigour. In May 2008 a lower court in the province of British 
Columbia, where Insite is located, prevented the federal 
government from shutting the facility down.

Responding to this decision, the Canadian HIV/AIDS Legal 
Network stated on 29 May, ‘In exempting Insite users from 
criminal prosecution for possessing drugs while at the 
facility, the court recognized that a simplistic approach of 
criminalizing people with drug addictions contributes to 
death and disease that could otherwise be prevented, and 
violates basic human rights protected by the [Canadian] 
Charter [of Rights and Freedoms].’12

The Attorney General of Canada appealed the court’s 
decision. On 15 January 2010 the British Colombia Court of 
Appeal dismissed this appeal, allowing Insite to continue 
operating and ruling a portion of Canada’s Controlled 
Drugs and Substances Act unconstitutional in the process.

Safer crack use kit distribution 
A significant increase in the use of crack cocaine, particularly 
among people who inject drugs, has been documented in 
Canada.13 Research since 2008 has identified the smoking of 
crack cocaine as an independent risk factor for HIV infection 
among people who inject drugs, with female users at increased 
risk.14 15 According to recent epidemiological modelling of crack 
use trends in the Canadian setting, independent predictors of 
crack use initiation include frequent cocaine injection, crystal 
methamphetamine injection, residency in urban areas where 
drug use prevalence is high and involvement in sex work.13 Given 
the multiplicity of factors that contribute to crack use among 
people who already inject, evidence-based and gender-sensitive 
interventions are urgently needed to address crack use and its 
associated harms.16

Some distribution of safer crack kits has continued in the US and 
Canada since 2008, albeit in limited areas and with continued 
opposition from the International Narcotics Control Board.17 There 
is an urgent need to document and evaluate the kits’ impact and 
to broaden support for these programmes. 

Opioid substitution therapy (OST)
OST, including methadone and buprenorphine, is offered in 
1,433 licensed facilities across the US to 253,475 clients.2 Despite 
early leadership in OST provision, access in the US remains 
geographically inconsistent.18 OST is available in Canada, but 
there are no available data on national service coverage. For 
both countries, developing national data collection systems in all 
areas of HIV surveillance, including injecting drug use and harm 
reduction service coverage, should be a public health priority.  

A number of barriers remain to optimal OST access across the 
region. In the US, limited financial resources, a lack of health 
insurance and mistrust of the treatment system continue to 
prevent many people from accessing treatment.4 In Canada, strict 
regulation of methadone and underfunding of maintenance 

programmes limits the number of physicians and pharmacies 
that can provide OST. As a result, OST accessibility varies 
broadly across provinces, with, for example, Newfoundland and 
New Brunswick facing large shortages of licensed physicians 
prescribing OST.19

In Canada, the North American Opiate Medication Initiative 
(NAOMI) published the findings in October 2008 of a three-
year randomised controlled trial assessing whether the 
provision of diacetylmorphine (pharmaceutical heroin) under 
medical supervision would benefit people with chronic opiate 
dependencies for whom other treatment options have proved 
unsuccessful.20 The study, conducted at two sites in Vancouver 
and Montreal and involving 251 participants, concluded that 
heroin assisted therapy (HAT) was significantly more effective 
than methadone for long-term opioid users for whom other 
treatments have not worked.21 In addition, the study found that 
individuals on HAT were more likely to stay in treatment, decrease 
their use of illegal drugs and reduce their involvement in illegal 
activities than patients assigned to receive oral methadone.21 
These findings are consistent with the results of previous 
European studies22 23 24 and solidify the evidence base for the 
provision of a range of treatments to opiate users, as well as for 
the decriminalisation of medically prescribed and regulated 
narcotic treatments.

Antiretroviral therapy (ART)
UNAIDS report that rates of new infections among people 
who inject drugs have generally fallen in the past few years in 
North America.3 However, the disproportionate risk of death 
experienced by people who inject drugs due to the associated 
health risks, such as overdose and infection,25 may also help 
to explain the documented decline in HIV prevalence.3 While 
accounting for 20.9% of people with diagnosed HIV infection in 
New York City in 2007, people who inject drugs accounted for 
38.1% of all deaths among HIV-diagnosed individuals.26

Furthermore, among people who inject drugs, minority 
populations remain disproportionately affected in terms of 
HIV prevalence and incidence. For instance, although African-
Americans represent 12% of the US population, they accounted 
for 46% of HIV prevalence in 2008.27 

The UN Reference Group estimate that 40,334 people who inject 
drugs in Canada and 308,208 people who inject drugs in the US 
were living with HIV in 2008.2 However, there are currently no 
data on national coverage of ART provision for people who inject 
drugs in either country.2

Approximately 21% of people living with HIV in the US27 and 
27% in Canada28 are unaware of their HIV status. The US Centers 
for Disease Control and Prevention estimate that up to 70% of 
new HIV infections in the US involve people who are unaware 
of their HIV-positive status.29 The increased roll-out of harm 
reduction services, including NSPs and OST, in Canada and the 
US is essential if further progress in reducing HIV incidence and 
AIDS-related mortality is to be made. Integrated services that 
encourage early voluntary HIV counselling and testing for people 
who inject drugs and their sexual partners are also necessary 
measures.3 Uptake of ART among people who inject drugs may 
be improved through targeted HIV testing and counselling 
initiatives that encourage the receipt of HIV test results and 
follow-up.30 
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Policy developments for harm 
reduction 
Major positive developments at the policy level have taken place 
in the US in the past two years. The ban on federal funding of 
needle syringe exchange, dating back to 1988, was lifted by 
Congress in late 2009. In addition, the Office of National Drug 
Control Policy, under the Obama Administration, has signalled US 
support for syringe exchange domestically and internationally.

At the 2010 meeting of the UN Commission on Narcotic Drugs, 
the US’s representative expressed government support for harm 
reduction interventions such as NSP and OST, but not the term 
itself.5 Although the US government supports interventions 
that reduce both drug use and drug-related harm, it appears to 
exclude heroin prescription and supervised injection facilities. 
Nevertheless, as one of the countries that has traditionally 
opposed key harm reduction interventions in the past and as a 
major international donor to HIV programmes, the US’s recent 
policy shift is an important development with potential positive 
implications for people who use drugs in the US and around the 
world. 

Also in the US, overdose prevention issues have increasingly been 
taken up by federal agencies, particularly the Substance Abuse 
and Mental Health Services Administration (SAMHSA), through 
new policies, programmes and funding streams. However, 
policies or programming guidelines on overdose prevention have 
not yet been formally adopted at the federal level. Overdose 
prevention programmes dispensing naloxone have increased 
dramatically since 2008: over 100 such programmes now exist, 
ranging from small grass-roots projects to health department-
supported initiatives (see Chapter 3.6 on overdose).4

Since 2006 Canada has experienced a political shift from 
public-health-oriented drug policies to prohibition-inspired 
criminal justice initiatives. Canada’s 2007 Conservative federal 
budget contains the National Anti-Drug Strategy, Bill C-26, which 
introduces mandatory minimum prison sentences for cannabis 
offences.31 Stephen Harper’s Conservative government has 
continued the trend towards a law enforcement approach to illicit 
drugs, at the expense of evidence-based health policies. The legal 
challenges noted above against Insite during 2008 and 2009, 
despite numerous positive evaluations of the facility,32 33 illustrate 
this trend.

Civil society and advocacy 
developments for harm reduction 
In the US, the harm reduction and syringe exchange 
communities, joined by HIV/AIDS advocacy groups, led the 
campaign to overturn the federal funding ban on syringe 
exchange, and remain mobilised to ensure appropriate and 
timely implementation.

The lifting of the ban paves the way for new and increased 
resources directed at syringe exchange programmes and other 
harm reduction activities based at these programmes, but no 
additional federal funding has yet materialised. This is a serious 
concern, given that the impact of the global financial crisis on 
state budgets is reported to have resulted in funding cuts to 
syringe exchange programmes in several US states, along with 
related harm reduction training and capacity-building activities.4

VOCAL-NY Users Union
Originally formed in 1992 as a hepatitis C ‘consumer’ 
advocacy committee at a syringe exchange programme in 
Manhattan, VOCAL-NY (Voices of Community Advocates 
and Leaders New York) has since partnered with the New 
York City AIDS Housing Network (NYCAHN) to expand its 
community organising and reach.

VOCAL-NY’s tactics have included marches and rallies 
targeting the governor and legislature in Albany, lobbying, 
media outreach and participatory research around the 
impacts of current national and state laws on syringe 
sharing and re-use. Additional campaigns sought to lift 
the funding bans on syringe exchanges, to eliminate 
mandatory minimum sentences for people convicted of 
drug offences and to improve the rights of methadone 
patients. 

VOCAL-NY has encountered numerous challenges to the 
continuation of its activities, including harassment by law 
enforcement officers, lack of government support for harm 
reduction programmes until very recently, poor access to 
health care (through lack of insurance and primary care 
physicians) and policy barriers to housing and income 
support.

In Canada, civil society organisations advocating for harm 
reduction have been heavily engaged in campaigns to ensure the 
continued operation of Insite, to oppose mandatory minimum 
sentencing for drug offences34 35 and to increase access to harm 
reduction interventions in prisons.36 In 2010 leading Canadian 
non-governmental organisations working on HIV/AIDS, including 
the Canadian HIV/AIDS Legal Network and the Interagency 
Coalition on AIDS and Development, joined together in a call 
for improved government action to address the epidemic both 
nationally and around the world, highlighting the importance 
of an evidence-based approach.37 In 2008, in a consultation 
commissioned by Health Canada, Canadian civil society 
organisations called for the government to use its bilateral and 
multilateral relations to champion the use of harm reduction 
strategies to address HIV and AIDS among people who use 
drugs.38 

Multilaterals and donors: 
Developments for harm reduction 

There are no multilateral programmes or international donors 
supporting harm reduction in North America.  
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Country/territory with reported 
injecting drug use People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPa OSTb DCRc 

Australia 149,591 1.5% (1,372) (P) (2,132) (B,M) 

Fiji nk nk x x x

New Zealand 20,500 1.6% (199) (P) (B,M) x

Papua New Guinea nk 0% x x x

Timor Leste nk nk x x x

American Territories: 
Guam and American Samoa nk 0% x x x
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Table 2.7.1: Harm Reduction in Oceania

  The number in brackets represents the number of operational NSP sites, including fixed sites, vending a 
machines and mobile NSPs operating from a vehicle or through outreach workers.  
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets.

  The number in brackets represents the number of operational OST programmes, including publicly and b 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone and (B) = buprenorphine.

  Drug consumption room. c 

nk = not known
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Harm Reduction in Oceania

Oceania comprises the sub-regions of Australasia (Australia and 
New Zealand) and the Pacific island states and territories or PICTs 
(twenty-two countries and territories subdivided into Micronesia, 
Polynesia and Melanesia). Australasia is home to approximately 
170,000 people who inject drugs, 1.5% of whom are estimated 
to be living with HIV.1 Data on drug use and HIV prevalence 
among people who use drugs in the PICTs are largely unavailable, 
however, a recent unpublished study estimated the number of 
people who inject drugs in the Pacific region (excluding Tokelau, 
the Cook Islands and Timor Leste) to be between 14,500 and 
25,000.3

Australia’s early adoption of harm reduction and high coverage 
of key interventions is often credited for its low HIV prevalence 
among injecting populations. However, new research highlights 
increasing prevalence of HIV and of hepatitis C and of needle 
and syringe re-using and sharing, particularly among indigenous 
populations, men who have sex with men and people of Asian 
background.4 Harm reduction coverage has not increased in 
the past two years and funding restrictions have resulted in the 
need for enhanced service provider and civil society efforts to 
maintain the existing level of service delivery.5 Furthermore, 
some challenges to accessing services remain, including a lack 
of culturally appropriate services, inflexible opening hours, lack 
of coverage in rural areas and stigma. Australia continues to be 
the only country in the region, and one of only eight worldwide, 
to include a safer injecting facility (SIF) in its harm reduction 
response. 

Early implementation of harm reduction in New Zealand is 
similarly credited with generally low levels of HIV among injecting 
populations. Developments in harm reduction since 2008 include 
some increase in the number of needle exchange drop-in centres, 
as well as the legalisation of pharmaceutically derived cannabis-
based therapeutics, which have become available on prescription 
under robust guidelines.6 

The main route of HIV transmission across the PICTs is 
heterosexual sex and as a result preventing HIV transmission 
related to drug use has not formed part of the response in 
the sub-region. Recent research estimates that 6.7% of all HIV 
infections in the PICTs (outside Papua New Guinea) are due to 
injecting drug use, but most countries report that it is still not 
a significant concern.7 There is reported to be a growing trend 
towards the use of amphetamine-type substances and other 
stimulants.7

In the PICTs, harm reduction services are generally not 
available. Additional research is needed to ascertain levels and 
determinants of drug use and its related harms. An initial step is 
the strengthening of data collection and surveillance mechanisms 
both regionally and nationally for the purpose of informing 
funding allocation, policy priorities, programme development and 
future research.7 

Developments in harm reduction 
implementation 

Needle and syringe exchange programmes 
(NSPs)
Across Australia, there are over 1,372 NSP sites operating, 
including vending machines and those within pharmacies.2 An 
additional 2,563 pharmacies provide needles and syringes for 
sale. Australia has the world’s highest rate of needle/syringe 
distribution with on average 213 syringes distributed per person 
injecting drugs per year.2 Despite this, a recent study estimated 
that less than half of all injecting incidents in Australia involve 
using a new needle and syringe.8

Stigma and discrimination from medical and pharmacy staff, 
limited working hours and a lack of culturally appropriate 
services, particularly for drug users from Aboriginal, Torres Strait 
or Asian backgrounds, continue to limit access in Australia.5 Other 
challenges reported by the Australian Injecting and Illicit Drug 
Users’ League (AIVL) include site relocations affecting accessibility 
and limits on the amounts and types of injecting equipment 
available at NSPs.5 In addition, there are concerns from civil 
society organisations that new short-term funding rules for NSPs 
in Australia may have an impact upon service delivery in the long 
term.5

In New Zealand, there are reported to be 199 NSP sites, mostly 
based in pharmacies, equating to 9.5 sites per 1,000 people who 
inject drugs.2 The New Zealand Drug Foundation reports that 
the number of dedicated drop-in centres offering NSP services 
has increased slightly since 2008,6 however, the average syringe 
distribution per person who injects drugs per year is 1222 and 
therefore does not reach the threshold of ‘high coverage’ as 
defined by WHO, UNAIDS and UNODC.9

There is no evidence of NSPs operating in any of the PICTs and it is 
not known whether needles and syringes can be purchased from 
pharmacies. Where they exist, health interventions targeting drug 
use are generally situated within mental health services.7 

The region’s only safer injecting facility (SIF) is based in Sydney, 
Australia and celebrated its tenth anniversary in May 2009.10 

Opioid substitution therapy (OST)
In Australia, approximately 35,850 individuals are receiving OST 
from 2,132 sites.2 The costs associated with OST in Australia 
remain a barrier to effective service delivery and a reason for 
dropout.11 While OST is subsidised in the country, treatment 
providers require dispensing fees and OST clients pay from 
AUD 40 to 85 per week, with take-away doses being charged 
at a higher rate than in-house doses.5 An emerging issue in the 
Australian context is the case of ageing people who inject drugs, 
who may need increased access to alternative pharmacotherapy 
options such as heroin prescription and pain management.5

In 2008 it was reported that between 3,000 and 3,500 persons 
in New Zealand were receiving OST;12 there is no updated data 
on OST coverage available. There have been recent proposals 
to transfer OST provision from specialist OST sites to primary 
care settings. The New Zealand Drug Foundation states that 
the success of this major change to treatment policy will rely 
on, among other factors, the capacity of primary care providers 
to manage an increasing number of potentially long-term 
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clients with ongoing drug and alcohol issues, including other 
ailments specific and associated to opioid dependence; to ensure 
continuity of care; and to provide affordable OST services. Most 
OST and associated health services are currently free to the 
individual receiving treatment.6 

OST remains unavailable in the PICTs. Little data are available 
with respect to treatment options for people who use drugs. 
Where treatment is offered, it is largely abstinence-based.7 
Fiji and Timor Leste provide detoxification and some form 
of counselling or psychosocial support for users of illicit and 
licit substances, including alcohol and cannabis, although the 
nature, comprehensiveness and reach of such programmes are 
unknown.13

Antiretroviral therapy (ART)  
Australasia was recently found to have the second highest 
regional level of ART coverage among people who inject drugs 
in the world, behind Western Europe.2 In Australia, twenty-two 
in every 100 people who inject drugs and are living with HIV 
are receiving ART; this is more than five times the estimated 
worldwide ratio of four in every 100.2 

Among the PICTs, three countries – Papua New Guinea, Fiji and 
Timor Leste – provide some level of antiretroviral treatment: from 
two sites in Timor Leste to fifty-two sites in Papua New Guinea.14 
However, there is no data available on how many people who use 
drugs are accessing these services. 

Policy developments for harm 
reduction 

In Australia, the Labor Party government has remained silent on 
harm reduction since coming to power in 2007. However, the 
vast majority of drug policy investment in recent years has been 
allotted to supply reduction via law enforcement (55%) followed 
by demand reduction, including drug prevention and treatment 
(40%), leaving less than 5% to fund harm reduction approaches. 
Civil society organisations point to the need for national 
leadership and innovation on harm reduction issues, including 
the harmonisation of drug control policies with harm reduction, 
as well as the mainstreaming of human rights-based approaches 
within national drug policy and the prioritisation of consumer 
participation in policy making.5

In February 2010 the government of New Zealand and the 
national Law Commission completed a two-year review of the 
country’s thirty-five-year-old Misuse of Drugs Act.15 Recognising 
that the focus of the existing Act was largely on controlling drug 
supply through law enforcement, the government emphasised 
the need to expand health approaches to drug use, including 
harm ‘minimisation’, in order to enhance an effective national 
response.15 The closing date for civil society submissions on an 
Issues Paper, produced as part of the review, is 30 April 2010.16 

The Pacific Regional Strategy on HIV and Other STIs 2009–2013 
and its predecessor, The Pacific Regional Strategy on HIV/AIDS 
(2004–2008), do not mention illicit or injecting drug use or 
harm reduction.17 New research commissioned by the Burnet 
Institute and the Australian National Council on Drugs reported 
that drug legislation in the PICTS has generally focused on illicit 
drug cultivation, trafficking and related offences.7 A strong law 

enforcement approach to reduce supply of illicit drugs reinforces 
an imbalanced response in the region to emerging issues such 
as the use of amphetamine-type stimulants. This situation is 
exacerbated by weak health systems and inadequate institutional 
implementation capacity to sustain programmes. However, there 
are indications that broader commitment to a public health 
approach to drug use is emerging across the region.7 Advocacy 
and support from WHO’s Western Pacific Regional Office, the 
Secretariat of the Pacific Community and the Pacific Drug and 
Alcohol Research Network have pushed for the development of 
national-level alcohol policies, increased research activity in this 
area and the appointment of advisers to support programme 
development in the region.7

Civil society and advocacy 
developments for harm reduction 

Australia’s partnership approach to policy on HIV and injecting 
drug use has continued to result in the effective representation of 
civil society partners in national advisory structures. In the second 
half of 2009, for example, AIVL contributed to the revision of new 
national strategies on HIV, hepatitis B and C and STIs, including 
a strategy specific to Aboriginal & Torres Strait Islanders, placing 
a stronger emphasis on harm reduction and increased peer 
education support for drug users of culturally and linguistically 
diverse backgrounds. In May 2010 AIVL is due to launch a new 
online resource, ‘Trackmarks’, to document the contribution made 
by Australian drug user organisations to drug policy in Australia.5

Australian Injecting and Illicit Drug Users’ League 
(AIVL)
AIVL is a peer-based Australian organisation that represents 
the issues and needs at the national level of people who 
use and inject drugs. Formed in the late 1980s, and formally 
incorporated in 1992, AIVL now comprises nine networks, 
regional organisations and programmes across Australia. 
Activities undertaken by the national body include the 
development of peer education resources, training and 
campaigns around injecting drug use and drug policy 
issues, researching key concerns affecting marginalised 
groups of drug injectors to inform interventions, 
disseminating information on hepatitis C and HIV and 
advocating for policy change by consulting with the media 
and policy makers on drug-related issues.

A majority of AIVL’s funding comes from the Australian 
government’s Department of Health and Ageing. In recent 
years AIVL has received additional funding from AusAID 
to build partnerships with peer-based drug user groups 
in South East Asia. For instance, AIVL contributed to the 
establishment of the Asian Network of People Who Use 
Drugs (ANPUD) in 2008 and continues to support ANPUD’s 
ongoing activities through the three-year Regional 
Partnership Project. In 2010 AIVL, in partnership with the 
Nossal Institute for Global Health, plans to conduct a five-
week Australian study tour for seven peers from Asian drug 
user organisations.
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In New Zealand, the majority of civil society advocacy activity 
since 2008 has focused on the Misuse of Drugs Act (MODA) 
review. In February 2009 the New Zealand Drug Foundation, a 
leading civil society voice in drug policy and harm reduction 
debates in the country, hosted the International Drug Policy 
Symposium. The symposium provided an open platform 
for organisations and community members to address the 
development of inclusive drug policy and to offer input to the Law 
Commission’s Issues Paper.6

There is potential for PICT civil society organisations to support, 
engage with and enhance their response to substance use 
issues in the region. The Pacific Regional Rights Resource Team 
has established a major presence in the region, providing 
technical assistance and advice on human rights and supporting 
civil society strengthening.7 d However, a robust civil society 
coordinating mechanism with substantial resources and technical 
expertise to support the response across the region is yet to 
emerge. The Pacific Islands Association of Non-Governmental 
Organisations, an umbrella organisation composed of NGO 
representatives from all countries in the region, previously sought 
to fulfil this role but faces uncertainty as of 2009 due to funding 
issues.7 

Multilaterals and donors: 
Developments for harm reduction 

In the PICTs, bilateral funds from Australia and New Zealand 
remain key sources of financial support.7 A recent report from 
the Burnet Institute identified potential for harm reduction 
interventions to be incorporated into existing assistance 
initiatives around health systems strengthening and capacity 
building delivered by New Zealand, WHO, SPC and the World Bank 
in several countries and territories of the region, including Papua 
New Guinea, the Solomon Islands, Samoa, Tuvalu, Tonga, Vanuatu 
and Nauru.7

In Australia, civil society organisations involved in drug use 
and harm reduction programming have experienced a gradual 
decline in federal government funding commitments. National 
organisations traditionally funded through multi-year agreements 
were presented with one-year funding agreements for 2009 and 
2010, creating some uncertainty in the sector.5 

In New Zealand, there have been no significant changes to 
funding for harm reduction since 2008.6 However, it is possible 
that the proposed move to provide OST through primary care 
settings may have an impact on harm reduction funding in the 
future. 

d  Other examples include the Pacific Concerns Resource Centre; the Pacific Network on 
Globalisation; the Ecumenical Centre for Research, Education and Advocacy; and the Tonga 
Human Rights and Democracy Movement. However, few of these organisations have specifically 
focused on drug use.
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Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc

Algeria nk nk x x

Bahrain nk 0.3% x x

Egypt nk 2.55% (2) (P) x

Iran 180,000 15% (428–637) (P) (680–1,100) (B, M)

Iraq nk nk x (P) x

Israel nk 2.94%  (B,M)

Jordan nk nk x (P) x

Kuwait nk nk x x

Lebanon nk nk (1–5) (P) (1) (B)

Libya 1,685 22% x x

Morocco nk nk (2–3) (P) xc 

Oman nk 11.8% (1) x

Palestine nk nk (1) x

Qatar nk nk x x

Saudi Arabia nk 0.14% x x

Syria nk 0.3% x (P) x

Tunisia nk nk (6) x

United Arab Emirates (UAE) nk nk x nkd 

Yemen nk nk x (NP) x
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Table 2.8.1: Harm Reduction in the Middle East and North Africa

  The number in brackets represents the number of operational NSP sites, including fixed sites, vending a 
machines and mobile NSPs operating from a vehicle or through outreach workers. (P) = needles and syringes 
reported to be available for purchase from pharmacies or other outlets and (NP) = needles and syringes not 
available for purchase; where this is not referred to it is not known.

  The number in brackets represents the number of operational OST programmes, including publicly and b 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone and (B) = buprenorphine.

  Methadone was approved for use in November 2009 and OST pilot sites are due to begin prescribing in June c 
2010.

  The UN Reference Group reports that there are three NSP sites in the country, but this has been disputed by d 
civil society in the region and so is reported here as not known.

nk = not known



2.8 Regional Update: Middle East and North Africa

Harm Reduction in the Middle East 
and North Africa

The marginalised and criminalised populations of men who have 
sex with men and people who inject drugs remain most affected 
by HIV in this region. Latest estimates from the Reference Group 
to the UN on HIV/AIDS and Injecting Drug Use indicate that there 
are over 300,000 people who inject drugs in the Middle East and 
North Africa (MENA) region.1 3 Injecting drug use is driving HIV 
epidemics in Iran, Bahrain and Libya and contributing to those 
in several other MENA countries. However, data availability is 
extremely poor as weak monitoring systems hamper efforts to 
gain a true picture of the region’s drug-related epidemics.

Better surveillance is needed to inform responses in the MENA 
region. While some monitoring systems have improved in recent 
years (e.g. in Syria, Morocco and Lebanon), across the region there 
has been a reluctance to focus on stigmatised and criminalised 
populations such as people who inject drugs. There is an over-
reliance on passive rather than active surveillance, which may 
result in both injecting drug use and HIV being under-reported.3 
Local and national monitoring systems urgently require 
strengthening in order to inform targeted responses to drug-
related HIV epidemics in the region.4

Pilot harm reduction programmes are operating in several MENA 
countries. Since 2008 Tunisia has introduced pilot needle and 
syringe programmes (NSPs). Iran remains the only country in the 
region where access to both NSPs and OST has been dramatically 
scaled up. Despite positive developments and increases in service 
provision since 2008, a large proportion of people who inject 
drugs in the region do not have access to these key interventions. 

Some significant recent developments for harm reduction policy 
and advocacy indicate a growing understanding of the need for 
action in the region. In October 2009 a resolution from the WHO 
Regional Committee for the Eastern Mediterranean called for 
rapid scale-up of harm reduction services to prevent hepatitis 
B and C epidemics among people who inject drugs. While 
government action on harm reduction remains slow and perhaps 
reticent (with the exception of Iran), the engagement of states 
(via country coordinating mechanisms) in the development of a 
Round 9 Global Fund proposal with a focus on harm reduction 
demonstrated an acceptance of the need for an increased 
response.

Another important development, particularly for civil society, 
was the first Regional Conference on Harm Reduction, which was 
held in Lebanon in November 2009. The event provided a vital 
opportunity for sharing experiences and raising awareness of 
key issues with policy makers and the media. Despite strong civil 
society in parts of the region, and some important contributions 
from the Middle East and North African Harm Reduction 
Association (MENAHRA), restrictions on the functions of non-
governmental organisations in several countries continue to limit 
the harm reduction response. 

Developments in harm reduction 
implementation 

Needle and syringe exchange programmes 
(NSPs)
Eight MENA countries have operational NSPs. Tunisia became the 
latest addition when its first pilot NSP was introduced in June 
2008, and now has six operational sites. Morocco has increased 
its service provision and several NSPs are now operating in the 
northern areas of Tangiers, Tetuan, Nador and Hoceima, through 
both fixed and mobile units.5 In these areas, respondent-driven 
sampling suggest that between 5% and 15% of heroin users are 
injecting.5 Lebanon, reported to have very small-scale service 
provision in 2008, may now have up to six NSPs.2 The most 
significant scale-up has occurred in Iran, which reportedly had 170 
NSPs in 2008 and now has between 428 and 637 sites.2 6 However, 
this still equates to an average of only 2.5 NSP sites per 1,000 
people who inject drugs.2 

Estimates of NSP service coverage are scarce in the region. A lack 
of information on the numbers of people who inject drugs, as well 
as poor monitoring of services, impedes coverage calculations 
in several countries. Iran, which undoubtedly has the highest 
coverage, distributes an average of only 41 syringes per person 
per year,2 much lower than the UN recommended target of 200 
syringes per person per year.7 Services are estimated to reach just 
28% of the total number of people who inject drugs in Iran.2

Government reports on progress towards universal access 
targets indicate that distribution per person per year equates 
to 6.7 syringes in Morocco and less than one syringe in Oman.8 
Information is available on the numbers of people who inject 
drugs accessing NSPs per year in Lebanon (600–800), Morocco 
(611, mostly in Tangiers) and Tunisia (680).2 Reports from Tunisia 
indicate that 268 clients accessed the service regularly (twice a 
week or more) and 412 used the service less frequently.2 Estimates 
are also available on the number of syringes distributed per year 
in Lebanon (>2,000), Morocco (44,696), Oman (2,400) and Tunisia 
(5,924).2 

Research in the region suggests that people who inject drugs 
commonly share needles and that the need to scale up access to 
sterile injecting equipment remains urgent.4

Opioid substitution therapy (OST)
Some provision of OST is reported in three MENA countries – 
Iran, Israel and, to a limited extent, Lebanon.2 In Morocco, five 
sites (two residential and three drop-in centres) are due to pilot 
methadone maintenance therapy (MMT) in June 2010. By April 
2010 methadone had been ordered and prescribing guidelines 
and procedures prepared.5 While the UN Reference Group reports 
that three OST sites were operating in UAE, no further details on 
service provision is available and the existence of sites has been 
disputed by civil society in the region.5 Although the number of 
sites operating in Israel is not clear, it is estimated that between 
530 and 570 people receive buprenorphine or methadone as 
substitution therapy in the state. In Lebanon, there is no legal 
framework for OST provision, but 112 clients are reported to be 
receiving buprenorphine as substitution therapy from one centre.2 

The most extensive OST coverage is in Iran, where the number 
of sites has increased since 2008 from 654 to between 680 and 
1,100 in 2010.2 6 These are in public and private treatment centres, 
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as well as drug intervention centres and prisons. Overall, there 
are estimated to be 4.3 OST sites per 1,000 people who inject 
drugs in Iran.2 Data indicate that in one year an estimated 108,000 
people received methadone or buprenorphine as substitution 
therapy in the country; an increase on 2008, when it was reported 
that in one year 60,000 people received methadone and 6,500 
received buprenorphine.2 6 A crude calculation suggests that 
for every 100 people in Iran who inject drugs, there are fifty-two 
people receiving OST.2 However, particularly in Iran, the significant 
numbers of opiate smokers (rather than injectors) receiving OST 
must be taken into consideration when interpreting that figure. 

Also in Iran, a comprehensive service for female drug users has 
been operating in Tehran since 2007. Run by the Iranian National 
Centre on Addiction Studies (INCAS) and funded by the Drosos 
Foundation, the service has been providing women with non-
judgmental, professional and culturally sensitive harm reduction 
services; this meets an identified gap as previously most OST and 
NSP services were tailored to men. In 2009 over 140 women had 
attended the service and forty-five were receiving MMT.9 

Antiretroviral therapy (ART)  
Estimates of the number of people who inject drugs receiving ART 
in the region are limited to Iran, where 580 injectors are reported 
to be accessing HIV treatment.2 This is a considerable increase on 
the 125 current or past injectors reported in 2008.6 Another crude 
calculation reveals that this is the equivalent of two in every 100 
people who inject drugs living with HIV.2 e Through a Global Fund 
programme in Egypt, a total of 371 people were reported to be 
receiving ART in 2009, but it is not clear whether this includes 
people who use drugs.10

Policy developments for harm 
reduction 

In 2010 Iran, Israel, Lebanon and Morocco include harm reduction 
as part of their national policies on HIV and drugs. In accordance 
with Morocco’s national harm reduction policy, regulations 
were amended in 2009 to allow methadone to be prescribed 
as substitution therapy. Oman has examined the policy and 
programmatic factors that may be barriers to the introduction of 
harm reduction measures. Research in drug-using behaviours in 
Bahrain has been conducted in order to prepare for programme 
implementation.11 

At the regional level, Ministries of Health echoed calls made at the 
52nd WHO Eastern Mediterranean Region Committee Meeting in 
2005, by issuing another resolution in 2009 calling for the rapid 
scale-up of harm reduction services for people who inject drugs. 
This time it was specifically in response to growing epidemics of 
viral hepatitis among this population (see Chapter 3.1 for more on 
viral hepatitis).12

In 2009 MENAHRA, in conjunction with WHO’s Eastern 
Mediterranean Regional Office (EMRO) and the UNODC Middle 
East and North Africa Regional Office (MENARO), submitted a 
regional proposal to the Global Fund Round 9, which focused 
heavily on the introduction and scaling up of harm reduction in 
the region. While unsuccessful in securing funds, the proposal did 
gain approval from most country coordinating mechanisms in 
the region, indicating support (albeit reluctant in some cases) for 
harm reduction. 

e  This figure must be interpreted with caution as not every person who injects drugs living 
with HIV will be in need of ART. 

Harm reduction and Islam
Equally as important as government support in 
some countries, synonymous with it in others, is the 
endorsement of a harm reduction approach by religious 
leaders. The rapid scale-up of NSPs and OST (both in the 
community and in prison settings) in Iran was possible 
precisely because it was considered to be an essential 
response within the context of Islam. A recent review 
investigating harm reduction responses in Islamic countries 
around the world (including several that have readily 
adopted it, e.g. Iran, Malaysia and Indonesia) found that 
it was an approach that ‘does not violate shariah law’, but 
instead ‘follows Islamic principles’ and ‘provide[s] a practical 
solution to a problem that could result in far greater 
damage to the society at large if left unaddressed’.13 This 
important paper explores the basic guidelines in the Quran 
and the Sunnah (Prophetic traditions) that support NSPs 
and OST. It concludes that resistance to harm reduction in 
some Islamic countries (e.g. Libya, Tunisia, Syria and Jordan) 
is due to ideologies that have so far resulted in responses 
to drug use that are primarily criminal justice oriented.13

Many MENA countries where injecting drug use is reported have 
not identified injecting drug use as an HIV risk factor in their 
policy documents or articulated a need for a harm reduction 
response. Several legal and regulatory barriers, and a general 
government resistance to change, are significant obstacles to 
harm reduction implementation. Despite the adoption of a public 
health approach to drug use in several countries in the region, 
drug-related offences still result in severe penalties, including the 
death penalty in the majority of MENA states. f  14 

Civil society and advocacy 
developments for harm reduction 

Middle Eastern and North African civil society organisations 
(CSOs) have been actively advocating for harm reduction during 
the past two years. A major barrier to increasing services in the 
region has been the lack of awareness and understanding among 
all stakeholders of the need to address HIV and other health-
related harms associated with injecting drug use.6 Facilitating 
exchange of ideas and experiences, MENAHRA held the first 
Regional Conference on Harm Reduction in November 2009 in 
Beirut, Lebanon. It brought together over 200 policy makers, 
religious leaders, civil society representatives, frontline workers 
and researchers to discuss harm reduction for the first time. 

MENAHRA was launched in 2007 with technical support from 
WHO and IHRA and funds from the Drosos Foundation. In 2008 
the network developed a strategic framework with three- and 
five-year targets attached, prioritising activities in MENA countries 
based on public health need for harm reduction interventions and 
on openness to the harm reduction approach.15 
 
MENAHRA has increasingly proved to be a catalyst for civil society 
mobilisation around harm reduction advocacy and service 

f  The following countries have the death penalty for drug offences in legislation, although 
some have not carried out executions for drug offences in recent years: Iran, Saudi Arabia, Egypt, 
Syria, Yemen, Libya, Kuwait, Iraq, Oman, UAE, Bahrain and Qatar. In 2009 the intention to use the 
death penalty for drug offences was announced in Gaza.
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provision in the region. To date, the network has directly funded 
five partner CSOs in Iran, Pakistan, Afghanistan, Egypt and Tunisia. 
MENAHRA’s sub-regional knowledge hubs in Morocco, Lebanon 
and Iran have reached over 1,500 civil society representatives, 
media workers, religious leaders and policy makers through 
seminars, site visits and training workshops on issues such as 
harm reduction key interventions, proposal writing and advocacy. 
The network regularly shares harm reduction news with over 
550 contacts, works with media to increase awareness of harm 
reduction and participates in international events such as the 
UN Commission on Narcotic Drugs (2008 and 2009) and the 
International Harm Reduction and AIDS Conferences. In May 2009 
MENAHRA became an officially registered association in Lebanon.

MENAHRA led the development of the harm reduction focused 
proposal to the Global Fund Round 9. Although the bid was 
ultimately unsuccessful, the process was extremely useful in 
strengthening the capacity of CSOs in the region to prepare a 
complex multi-country proposal, in planning and prioritising 
activities over five years in the region with CSOs and UN agencies 
(UNODC and WHO) and in engaging country coordinating 
mechanisms on the issue of harm reduction. 

In Tunisia, the civil society organisation ATL MST/SIDA led a 
participatory community assessment to find out more about 
the risks faced by people who inject drugs and to inform harm 
reduction programming in the country. This assessment was used 
as an advocacy tool and enabled ATL MST/SIDA to implement 
Tunisia’s first harm reduction pilot programme.16 

Despite these achievements, overall, civil society involvement 
in HIV prevention, treatment and care for people who use 
drugs remains weaker in the Middle East and North Africa than 
it is in other regions. There is an essential role for international 
and regional organisations, including multilateral agencies, in 
strengthening and building civil society in the MENA region to 
advocate for and implement harm reduction. 

Multilaterals and donors: 
Developments for harm reduction 

Several multilateral agencies and donors supported and 
participated in the first Regional Conference on Harm Reduction, 
including the Council of Europe, GTZ, the Drosos Foundation, the 
Global Fund, UNAIDS, the Pompidou Group, UNODC and WHO. 

As in other regions, the Global Fund is a significant source of 
financial support for harm reduction programmes. For example, a 
programme in Morocco (recently highlighted as a success story) 
has reached 400 people who inject drugs in its pilot stage and 
aims to significantly expand service provision of OST and NSPs 
(including in pharmacies and prisons) as well as to increase access 
to hepatitis C treatment.10 Harm reduction activities are being 
funded by the Global Fund in Egypt (e.g. peer outreach and the 
establishment of drop-in centres). There are also plans to reach 
people who inject drugs through Global Fund programmes in 
Jordan and Palestine (in the latter, programme activities have 
been delayed due to conflict).10

UNODC MENARO is actively supporting harm reduction 
activities in several countries in the region (including Morocco, 
Lebanon, Jordan and Egypt) through its regional programme: 
Promoting Best Practices and Networking for Reducing Demand 

for and Harm from Drugs. The European Commission funds 
the programme and the Trimbos Institute, Netherlands, is a 
programme partner, particularly supporting the development of 
harm reduction outreach programmes.

WHO EMRO is also a key supporter of harm reduction in the 
region, providing technical support to civil society through its 
direct involvement in MENAHRA and other initiatives.
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Map 2.9.1: Availability of needle and syringe exchange programmes (NSP)
and opioid substitution therapy (OST)

NIGER

SUDAN

NIGERIA

SOUTH
AFRICA

TANZANIA

ZAMBIA

KENYA
SOMALIA

GHANA

GUINEA

MALAWI MAURITIUS

ZANZIBAR

ANGOLA

NAMIBIA

BOTSWANA

ZIMBABWE

LESOTHO

DEMOCRATIC
REPUBLIC
OF CONGO

CHAD

CENTRAL
AFRICAN
REPUBLIC

MALIMAURITANIA

ETHIOPIA

MADAGASCAR

MOZAMBIQUE

SIERRA LEONE
LIBERIA

COTE
D’IVOIRE

BURKINA
FASO

TOGO

BENIN

GUINEA BISSAU
GAMBIA

SENEGAL

SAO TOME
& PRINCIPE

CAMEROON

EQUATORIAL
GUINEA

GABON

REPUBLIC OF CONGO

UGANDA

RWANDA
BURUNDI

DJIBOUTI

ERITREA
CAPE VERDE

SEYCHELLES

2.9 Regional Update: Sub-Saharan Africa



Country/territory with reported 
injecting drug usea People who inject drugs1

Adult HIV 
prevalence 
amongst 

people who 
inject drugs1

Harm reduction response2

NSPb OSTc

Cote D’Ivoire nk nk x x

Djibouti nk nk x x

Gabon nk nk x x

Ghana nk nk x x

Kenya  130,748d 42.9% x (P) e(M,O)

Malawi nk nk x (P) x

Mauritius 17,500 9.8%f (39) (P) (14) (M,O)

Nigeria nk 5.5% x x

Senegal nk nk x  (B,O)

Sierra Leone nk nk nkg  x

South Africa 262,975h 12.4% x (P) (6) (M,B)

Uganda nk nk x x

Tanzania nk nk x (P) x

Zambia nk nk x x
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Table 2.9.1: Harm Reduction in Sub-Saharan Africa

  The countries included in the table are those which have reported injecting drug use (IDU) and/or NSP or a 
OST according to the latest UN Reference Group systematic reviews. However, IHRA data collection in 2007/8 also 
found IDU reports in Angola, Benin, Burkina Faso, Cameroon, Cape Verde, Ethiopia, Gambia, Guinea, Liberia, Mali, 
Mozambique, Niger, Rwanda, Seychelles, Somalia, Togo, Zanzibar and Zimbabwe. 

  The number in brackets represents the number of operational NSP sites, including fixed sites, vending b 
machines and mobile NSPs operating from a vehicle or through outreach workers. (P) = needles and syringes 
reported to be available for purchase from pharmacies or other outlets.

  The number in brackets represents the number of operational OST programmes, including publicly and c 
privately funded clinics and pharmacy dispensing programmes. (M) = methadone, (B) = buprenorphine and (O) = 
any other form (including morphine, codeine).

  The UN Reference Group offers a range of 30,264 to 231,231, illustrating the uncertainty around the numbers d 
of people who inject drugs in the country.

  Methadone maintenance treatment is available on a very limited basis from private clinics only.e 
  In 2009, a surveillance survey found an HIV prevalence of 47.4% among people who inject drugs, but this f 

study has not yet been made publicly available.  
  While the UN Reference Group includes Sierra Leone among the countries with NSP, this has been disputed by g 

a UNODC representative in the region and so is listed here as not known. 
  Researchers in South Africa find this figure to be too high, stating that the country has around 100,000 heroin h 

users and about one-fifth of them at most inject.

nk = not known
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Harm Reduction in 
Sub-Saharan Africa

Sub-Saharan Africa remains the region most heavily affected 
by HIV, accounting for 67% of new HIV infections worldwide.3 
The majority of new HIV infections occur through heterosexual 
intercourse, but recent epidemiological evidence attributes 
an increasingly significant role to injecting and non-injecting 
drug use in driving many national epidemics.3 In addition, since 
2008 more studies have identified the role of non-injecting 
drug use (e.g. methamphetamine smoking) in facilitating sexual 
transmission, particularly among youth in South Africa.4 5

Although less extensively studied than other key populations, 
people who inject drugs in Sub-Saharan Africa appear to be at 
high risk of HIV infection. Injecting has now been reported in 
the majority of the forty-seven Sub-Saharan states and there 
are indications that HIV prevalence is high among injecting 
populations. Although systematic figures do not exist for the 
majority of states, estimates derived from three countries in the 
region (South Africa, Mauritius and Kenya) suggest that 221,000 
(range 26,000 to 572,000) people who inject drugs are living with 
HIV in the region.i 1 In countries where estimates are available, 
reported HIV prevalence among people who inject drugs ranges 
from 5.5% in Nigeria to 42.9% in Kenya.1

Since 2008 few additional countries have adopted key harm 
reduction interventions as part of their HIV response. Mauritius 
remains the only country with established needle and syringe 
programmes (NSPs).j Opioid substitution therapy (OST) is also 
available in Mauritius and to a lesser extent in South Africa, 
Senegal and Kenya.  

There is potential for injecting drug use to exacerbate epidemics 
in countries where HIV prevalence is already high and to 
expand epidemics rapidly in countries that have remained 
relatively less affected. Mauritius stands out as a case in point, 
where HIV prevalence among people who inject drugs has 
come to dominate the HIV epidemic in a short time span: 92% 
of new HIV infections were attributed to injecting drug use in 
2005.6 Experiences from Asia and Eastern Europe also illustrate 
the importance of timely interventions to mitigate the rapid 
escalation of epidemics among both key populations and the 
general population.

While there has been some increase in research involving 
vulnerable populations such as people who inject drugs in Sub-
Saharan Africa, substantial evidence gaps remain.3 The lack of data 
on drug use and HIV in the region continues to be a barrier to a 
clear understanding of the epidemic and hinders efforts to reduce 
HIV and other harms among drug-using populations.

i  The estimates for Sub-Saharan Africa should be viewed with considerable caution as the 
prevalence estimates were derived from three out of forty-seven countries in the region (South 
Africa, Mauritius and Kenya). 
j  NSP has also been reported in Sierra Leone, however, this has been disputed by a UNODC 
representative in the region and the source of the report is yet to be published. 

Developments in harm reduction 
implementation 

Needle and syringe exchange programmes 
(NSPs)
Mauritius remains the only country in the region with established 
NSPs. In 2008 it was reported that there were three sites in the 
country,7 however, service provision has been substantially scaled 
up since then. In 2010 the official programme operates mainly 
through community-based outreach, using two mobile services 
to distribute injecting equipment to thirty-one sites. An additional 
eight fixed sites are run by non-governmental organisations 
(NGOs). Together, these services distribute sterile injecting 
equipment and condoms to nearly one in three people who inject 
drugs in the country.8 

Unpublished data from the WHO indicates the existence of NSPs 
in Sierra Leone. However, data on the number of sites and extent 
of coverage are lacking,2 and this information has been disputed 
by a UNODC representative in the region.9 

While there are indications that sterile injecting equipment is 
available to purchase from pharmacies in some countries, it is 
clear that, outside Mauritius, most people who inject drugs in 
the region lack adequate access to sterile needles and syringes. 
Research suggests that needle and syringe sharing is common 
among males and females who inject in the region.10 11

As highlighted in 2008, women who inject drugs in the region 
are at increased vulnerability to HIV infection.7 It is reported that 
many female injectors are also sex workers and therefore may 
be at increased risk of sexual HIV transmission.6 Extremely risky 
practices, such as ‘flashblood’,k continue to be reported among 
women who inject in Tanzania and Zanzibar.10 12 Research from 
six African countries indicates that women who inject drugs in 
Sub-Saharan Africa are at the greatest risk of HIV infection, with 
an HIV prevalence rate two to ten times higher than among male 
injectors.10

Opioid Substitution Therapy (OST)
Opioid substitution therapy (OST) remains generally unavailable 
across Sub-Saharan Africa. Scale-up of OST in Mauritius has been 
steady since 2008, but services are still limited. Very limited OST is 
also available in South Africa, Kenya and Senegal.2

In Mauritius, it is estimated that 2,000 people, including 150 
women, are receiving methadone maintenance treatment (MMT) 
from fourteen sites – a notable expansion in service coverage 
compared with the 400 people who were accessing MMT through 
seven sites in 2008.7 8 

In South Africa, buprenorphine is provided as substitution 
therapy in approximately six drug treatment facilities. As these 
are privately operated facilities, the associated cost continues 
to make this service unobtainable to many individuals who use 
opiates. The South African Medicines Control Council has recently 
approved the registration of methadone in a form suitable for 
MMT.2

k  Flashblood refers to a dangerous blood-sharing practice that carries a very high probability 
of HIV transmission. One user draws blood back into the syringe after injecting heroin and then 
passes the syringe on to a peer who injects the 3 to 4 ml of blood.
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In Kenya, MMT is accessible on a very limited basis in private 
clinics only. Its provision in public health facilities is prohibited by 
current government policy.2 

In Senegal, buprenorphine has become available for opioid 
maintenance treatment, but data on the extent of coverage is 
absent.2

A lack of political will, legislation prohibiting the prescription of 
methadone and buprenorphine and weak health care systems 
in many countries remain major barriers to the introduction and 
scale-up of OST services across Sub-Saharan Africa. 

While the harm reduction response is extremely limited in 
this region, some countries are reaching small numbers with 
detoxification and abstinence-based services; these include 
Mauritius, South Africa, Ghana, Zambia, Kenya, Sierra Leone, 
Malawi, Tanzania and Nigeria.2 7

Antiretroviral therapy (ART)  
Since HIV infection in the region occurs predominantly via sexual 
transmission, most HIV interventions have not been targeted 
at people who use drugs. Data on HIV prevalence and on HIV 
and AIDS prevention and treatment services for people who 
inject drugs remain very limited. In Kenya, despite the number 
of voluntary counselling and testing sites (854) and centres 
providing antiretroviral treatment (731), only thirty-eight people 
who inject drugs are reported to be receiving ART.2 

Policy developments for harm 
reduction 

In most Sub-Saharan African countries, drug policy continues to 
focus on supply reduction and criminalisation of users. However, 
there is a growing awareness in several countries of the need to 
address HIV and drug use. National drug and/or HIV policies have 
been targeted at people who use drugs and harm reduction in 
a few instances, including in Kenya, Tanzania (and Zanzibar) and 
Mauritius. 

The new Kenyan strategic plan for AIDS from 2010 to 2013 
explicitly covers harm reduction services, including OST and 
NSPs.13 Kenyan legislation will need to be amended in order to 
make the provision of such services possible. The Kenyan Ministry 
of Medical Services is developing a drug dependence treatment 
protocol that will include the provision of OST to opiate users.9 

As part of Tanzania’s national strategic plan on substance use and 
HIV and AIDS for 2007 to 2011, reported on in the 2008 Global 
State of Harm Reduction report,7 the government is presently 
planning to introduce a pilot OST programme.9 

In 2008 the Indian Ocean Commission, representing five Indian 
Ocean island states (Mauritius, Madagascar, Reunion, Seychelles 
and the Comoros) initiated discussions on the introduction of 
harm reduction policies. The 6th Colloquium on HIV in the Indian 
Ocean, with a theme of harm reduction, was held in Mauritius in 
November 2008, and talks continued at the First Conference on 
Harm Reduction in October 2009 in the same country. 

Despite these policy amendments in some countries, law 
enforcement and criminalisation remain the dominant responses 
to drug use and people who use drugs in Sub-Saharan Africa. 
Even in Mauritius, which has the most developed harm reduction 
response in the region, there have been moves to reintroduce the 
death penalty for drug trafficking, especially for the importation 
of buprenorphine, provoking a strong reaction from national 
and international advocates.14 Increased advocacy efforts to raise 
awareness around the urgency of responding to HIV and drug use 
among policy makers and health care providers are essential to 
bolster political support for harm reduction in the region.

Civil society and advocacy 
developments for harm reduction 

Although civil society organisations (CSOs) with a focus on people 
who use drugs remain few in number, in the past two years some 
CSOs have worked alongside international organisations to 
advocate for the introduction and scale-up of harm reduction in 
the region.

The Sub-Saharan African Harm Reduction Network (SAHRN) 
was established in 2007 to increase the awareness of the need 
for a public health response to drug use and the adoption of a 
harm reduction approach in the region. SAHRN is building its 
membership and attempting to reach wider audiences through 
regular newsletters and through a website launched in early 
2010: www.sahrn.net. In addition, the network has participated in 
various global conferences, including the XVII International AIDS 
Conference in Mexico in August 2008, Harm Reduction 2008 and 
2009 in Barcelona and Bangkok respectively and the 1st Regional 
Middle East and Africa Harm Reduction Conference in Beirut in 
May 2009. 

The Sub-Saharan African region held its first conference on 
harm reduction in 2009, organised and hosted by a Mauritian 
consortium of NGOs. The event was attended by representatives 
from all the Indian Ocean island states, along with participants 
from Mauritius, Kenya, Tanzania, Zanzibar and Mozambique. 
Community representatives, including people receiving MMT 
and people living with HIV from the host country, also played a 
prominent role at the conference.8

As in other regions, civil society organisations are responding to 
HIV and drug use in the absence of government programmes. 
In a number of countries where harm reduction services are 
limited or difficult to access, NGOs provide some outreach, HIV 
risk reduction information and health services for people who 
use drugs. For instance, in Kenya, in the absence of government 
programming, the Nairobi Outreach Services Trust, the Muslim 
Education and Welfare Association, the Omari Project and the 
Reachout Centre Trust all provide services to people who use 
drugs in the cities of Mombasa, Malindi and Nairobi, some since 
the mid-1990s.9 10 There is an urgent need to strengthen advocacy 
on these issues and to begin bridging the service provision gap 
for people who use drugs. This requires increased support from 
government, donors and international organisations, including 
NGOs and multilateral agencies.  
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Multilaterals and donors: 
Developments for harm reduction 

Existing prevention and care measures for people who use drugs 
in Sub-Saharan Africa are mainly supported by international 
donors and multilateral agencies. UNODC (as part of the Joint 
UNAIDS Team in Kenya and the UNAIDS Regional Support Team 
in Eastern and Southern Africa), WHO and UNICEF provide 
technical assistance to harm reduction initiatives in the region. 
Also since 2008, the Open Society Institute has begun supporting 
programmes to increase access to justice for people who use 
drugs in both Kenya and Tanzania.15 

UNODC has played a key role in harm reduction scale-up in 
Mauritius and in sharing these experiences at the regional level. 
In 2009 the Mauritian Ministry of Health and the National AIDS 
Secretariat, assisted by UNODC and other agencies, successfully 
mobilised over US$3 million for the period 2009 to 2013 from 
the Global Fund to Fight AIDS, Tuberculosis and Malaria.16 This 
programme will provide essential support to harm reduction 
interventions and services for high-risk groups, including people 
who inject drugs.16

In October 2009 the WHO and the UNODC offices in the region 
funded a surveillance survey in Mauritius to estimate the 
prevalence of injecting drug use and of HIV amongst the injecting 
population. The final report will be released in April 2010. A similar 
survey is planned in the Seychelles with the financial assistance of 
the UNODC and the Indian Ocean Commission.8

Since the majority of resources are directed towards heterosexual 
HIV transmission, most countries in Sub-Saharan Africa have 
limited institutional and technical capacity to address the issue 
of drug use and injecting effectively. Most countries are far from 
implementing the comprehensive package of interventions 
advocated by UNODC, UNAIDS and WHO to reverse the 
epidemic and reduce drug-related harms.17 Multilateral agencies’ 
continued focus on harm reduction, as well as increased support 
for key regional and local partners, including civil society and 
organisations of people living with HIV and who use drugs, is 
necessary for the development of a comprehensive response in 
the region. 
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