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Harm reduction is one of the most rigorously evaluated and best proven public health interventions.
A growing body of literature demonstrates the cost of the failure to act and attests to the cost effectiveness of
harm reduction programs such as needle and syringe exchange and opioid substitution therapy. Research shows
the returns on investment in effective harm reduction are amongst the highest in public health.

What Is Harm Reduction?
Harm Reduction refers to policies, programmes and
practices that aim primarily to reduce the adverse
health, social and economic consequences of the use
of legal and illegal psychoactive drugs, including HIV
transmission through injecting drug use. 8
Harm reduction effectively reduces drug-related harms
through:
•	Services that promote safer drug use (e.g. needle
and syringe exchange programmes, safer injecting
facilities, naloxone for overdose prevention)

•	Information, education and communication
programmes (including peer outreach)
•	Advocating for changes in laws, regulations
and policies that increase harms or hinder harm
reduction efforts (e.g. criminalisation of drug use
and possession)
•	Participation of people who use drugs in policymaking, programming, and monitoring & evaluation

•	A range of drug dependence treatment options
(including opioid substitution therapy)

Does harm reduction provide ‘value for money’?
As strategies for HIV prevention and for reducing drugrelated harms, harm reduction interventions such
as needle and syringe exchange programmes and
substitution therapy are supported by consistent and

scientifically rigorous evidence. This includes robust
evidence of cost-effectiveness, even in populations with
low HIV prevalence among people who inject drugs.14 15

LESS THAN 10% OF THE ESTIMATED NEED
FOR HARM REDUCTION FUNDING GLOBALLY IS
PRESENTLY BEING MET. In a recent cost analysis10,
Harm Reduction International estimated that US$160
million was spent on HIV-related harm reduction in
low- and middle-income countries in 2007, of which
US$136 million (90%) comes from international
donors. This falls far short of the US$2.13 billion that
UNAIDS estimates was needed in 2009, and the
$3.2 billion needed in 2010.11 Current expenditure

works out at less than three US cents per day per
person injecting drugs in low- and middle-income
countries, which is clearly insufficient. Expenditure on
harm reduction is estimated at less than 10% of the
total drug policy budget (e.g. approximately 9% in
the Netherlands12, 3% in Australiaxiii and substantially
less in low and middle income countries). Between 14
and 20 times more funds are necessary in order for
HIV to be effectively reduced in this population.16 17

INJECTING DRUG USE REMAINS A MAJOR
DRIVER OF HIV INFECTION GLOBALLY. Of
the 33.3 million people living with HIV globally, an
estimated three million are people who inject drugs.3
They account for 30% of HIV infections outside of
sub-Saharan Africa, and up to 80% of infections in
Eastern Europe and Central Asia. 4

In order to have an impact on HIV and other harms
faced by people who inject drugs, essential harm
reduction interventions including needle and syringe
exchange programmes (NSPs) and opioid substitution
therapy (OST) must be scaled up. 5 6 7 This will only be
possible with substantially increased investment from
governments and international donors. 8

PREVENTION OF HIV INFECTION IS CHEAPER
THAN TREATMENT OF HIV/AIDS. The Commission
on AIDS in Asia concluded that the comprehensive
package of HIV harm reduction interventions
costs approximately $39 for every disabilityadjusted life year saved. This is considerably
less than anti-retroviral treatment, which costs
approximately $2,000 per life year saved.i

Quality, integrated harm reduction programmes (i.e.
needle and syringe exchange programmes, access
to ART, substitution therapy, access to condoms,
pharmacy provision of syringes etc.) that consistently
reach a majority of people who inject drugs are
most effective in reducing syringe sharing and HIV
transmission and provide the best value for money
compared to the provision of only one intervention on
its own. 17 18

Interventions
Estimated expenditure on harm reduction
interventions - 2007

Opioid Substitution Therapy (OST)
Opioid substitution therapy (OST) with methadone and
buprenorphine has been shown to reverse withdrawal
symptoms, and reduce illicit opioid use, drug injecting
and sharing of injecting equipment.19 20 21 People who
inject drugs who are enrolled in substitution treatment
also have higher adherence to antiretroviral treatment
(ART) compared to individuals who actively use but are
not enrolled in substitution programmes.22
There are proven financial and health benefits to
investing in OST implementation and scale up:
•	Cost-effectiveness analyses suggest that expanding
existing substitution therapy programs is costeffective and can play an important role in preventing
HIV transmission and improving the length and
quality of life for people who inject drugs.
•	The benefit return for methadone maintenance
treatment is estimated to be around four
times the treatment cost. According to the US
National Institute on Drug Abuse, ‘Research has

demonstrated that methadone maintenance
treatment is beneficial to society, cost-effective, and
pays for itself in basic economic terms.’23
•	One study estimates the cost-effectiveness
of methadone maintenance treatment for HIV
prevention at US$6300 – US$10,900 per qualityadjusted life years (QALY) gained. This is significantly
lower than the lifetime cost of treating the infection24
•	A 2007 systematic review and economic evaluation
carried out by NHS found that substitution therapy
with both methadone and buprenorphine provided
more health gain and were less costly than no drug
treatment25
•	A recent analysis in the Ukraine found that
methadone substitution therapy (MMT) is a highly
cost-effective option for the mixed HIV epidemic in
that country. Access to MMT provided the added
benefit of infections averted.26

The harm reduction resource gap

Needle and syringe exchange programmes (NSPs)
Needle and syringe exchange programmes (NSPs) have
been shown to effectively reduce HIV infection among
people who inject drugs, and do not increase illicit or
injecting drug use.27 28 In 2004, the WHO concluded that
increasing the availability of sterile injecting equipment
for people who inject drugs reduces HIV infection
substantially and cost-effectively.29
There are proven financial and health benefits to
investing in NSP implementation and scale up:
•	Empirical studies have shown that early and
progressive implementation of NSP is most costsaving.
•	For instance, the cost of NSPs to Australian
governments from 1988-2000 was $AUD 122 million

and this prevented 25,000 HIV infections by year
2000; and by 2010, it prevented 4,500 AIDS deaths.
Savings were estimated to be between $AUD 2.4
billion (discounted at 5% per annum) or $AUD 7.7
billion (unadjusted).30 31
•	A second cost-effectiveness analysis in Australia in
2009 found that for every dollar invested in needle
and syringe exchange, more than four were returned
in health care savings.32 33
•	Studies on NSP cost-effectiveness have also found
favourable results, particularly in saving foregone
HIV lifetime treatment costs, in the United States34,
Belarus35, China36 and Ukraine37

Charts based on Stimson G. and Lines R.
‘Bridging the Gap: An analysis of global spend and
resourcing need for harm reduction.’
In Global State of Harm Reduction 2010:
Key Issues for Broadening the Response.
Ed. Catherine Cook.
International Harm Reduction Association.

Recommendations
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1. 	More global resources are needed for harm reduction.
2. 	Resources for harm reduction and HIV services for people who
use drugs should be proportionate to need within countries.
3. 	Donors should set targets for the proportion of spending
going to HIV-related harm reduction, with 20% of total global
funds allocated for HIV prevention for low and middle income
countries going to harm reduction.
4. 	Global expenditure on harm reduction must be properly
monitored by UNAIDS and by civil society.
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