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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 without necessarily reducing drug consumption. Harm 

prevention approach that encompasses individual and public health needs, 
aiming to decrease the health and socioeconomic costs and consequences 
of  addiction-related problems, especially medical complications and 
transmission of  infectious diseases, without necessarily requiring 
abstinence. Abstinence-based treatment approaches are themselves a part 
of  comprehensive harm reduction strategies. A range of  recovery activities 
may be included in every harm reduction strategy [2].

Harm reduction is thus aimed at lessening (reducing, minimizing) the amount of  
harm risked and, ultimately, caused by certain practices [3]. Substance dependence 
treatment has traditionally focused on reducing or eliminating drug use (the 
abstinence model), neglecting the prevention of  the adverse consequences 
of  drug use (harm reduction). 

Harm reduction has become, unnecessarily, a controversial issue. According 
to the UNODC, there is no contradiction between prevention, treatment, 
and harm reduction strategies. They are complementary (UNODC, 2008) 
[4]. While we will not delve into the controversies surrounding Harm 
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reduction, it would be appropriate to go into the principles underlying harm 
reduction.

WHY SHOULD WE IMPLEMENT HARM REDUCTION 
APPROACHES? [4]

The main reason that harm reduction approaches should be implemented 
is that these strategies save lives and diminish the drug use adverse 
consequences for the individual, their families, and the community including 
substantial saving of  costs.

The type of  harms could be:

•  Drug acquisition harms may be related to the risks of  being exposed 
to high-risk situations, such as criminal behaviour (either exposed to or 
conducting criminal acts such as drug dealing, robbery, etc.).

•  Drug use harms are related to the drug used, the amount consumed, 
and the method of  administration. Each drug and method has different 
pharmacological effects and consequences on the individual’s health. 

skin breakdown, HIV and other infectious diseases when sharing 
needles and paraphernalia, and, of  course, the risk of  overdose.

•  Drug withdrawal harms are related to the effects of  reducing or 
eliminating drug use that may impair the individual’s work and social 
functioning. Withdrawal can also be related to a variety of  problems 
such as physical and psychological issues, and high-risk activities.

harm to the individual who is engaged in the risky or harmful activity; (ii) 
harm to others who may be affected (directly or indirectly, imminently or 
more distantly) by those who engage in that activity; and (iii) social cost – 
whether loss of  productivity on the part of  those harmed and/or social 
expenditures involved in treating those whose harms have been exacerbated 
by the activity. Harm reduction can become ethically problematic when the 
focus is disproportionately on one of  these to the neglect of  others. As 

(Kleinig, 2008).

OUTLINING THE PRINCIPLES OF HARM REDUCTION [5]

Harm reduction approaches are often developed and applied outside of  
the exclusive control of  the more powerful institutions that typically 
shape mainstream beliefs about high-risk behaviours (Denning, 2000; 
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Marlatt, 1996; Moskalewicz et al., 2007), including religious organizations, 
biomedical/academic institutions, and legislative bodies. There has been, 
however, a move toward increasing integration of  the grassroots advocacy 
and global public health arms of  the harm reduction movement.

On 5 June 1981, the Centers for Disease Control announced the detection 
of  a new epidemic, later termed ‘AIDS’.  AIDS was later attributed to the 
spread of  a virus, now called ‘HIV’. HIV/AIDS is the greatest threat to 
global public health. In the last two decades of  the 20th century, in response 
to the critical role of  injecting drug users in the spread of  HIV, drug policy 

basic principles outlining harm reduction:

“HIGH-RISK BEHAVIOURS” ARE A SOCIAL CONSTRUCTION

How we think about high-risk behaviours, what we choose to call high-
risk behaviours, and, obviously, how we refer to these behaviours (e.g., as 
“high risk”) is, like many socially constructed belief  systems (Berger & 
Luckmann, 1966; Burr, 2003), neither absolute nor stable (Goode & Ben-
Yehuda, 2009), that our belief  systems surrounding high-risk behaviours are 
products of  a given time and culture and their associated values, norms, and 
beliefs (Denning, 2000).

HIGH-RISK BEHAVIOURS MAY BE BOTH ADAPTIVE AND 

MALADAPTIVE

Harm reduction adherents acknowledge not only the fact that high-risk 
behaviours occur, but that they occur for a reason (Denning, 2000). Harm 
reduction adherents, therefore, take care to acknowledge and openly explore 
individuals’ perceptions of  both the pros and the cons of  their behaviours. It 
is, however, also important to note that harm reduction does not undervalue 
or ignore the real harms associated with high-risk behaviours (Denning, 2000; 
Harm Reduction Coalition, 2010). Instead, harm reduction encourages open, 
non-judgmental assessment of  both pros and cons to promote a thorough 
understanding of  high-risk behaviours, their interconnectedness with other 
lifestyle factors, and their meaning and contexts (Denning, 2000b).

HARM REDUCTION DOES NOT SEEK TO PATHOLOGIZE 

HIGH-RISK BEHAVIOURS

associated with substance use and other high-risk behaviours.
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HARM AND HARM REDUCTION EXIST ON A SPECTRUM

Harm reduction principles recognize that some ways of  engaging in high-
risk behaviours are less risky than others and that levels of  risk may be 
considered on various spectrums (Harm Reduction Coalition, 2010). Within 
this model, harm reduction advocates seek to educate, support and empower 
individuals and communities to explore and understand various options for 
reducing harm.

INDIVIDUAL BEHAVIOUR IS EMBEDDED IN THE LARGER 
SOCIAL CONTEXT

by multiple underlying, precipitating, and maintaining variables (Rhodes, 
2009; Strathdee et al., 2010).

HARM REDUCTION IS FUNDAMENTALLY PRAGMATIC, 
NOT THEORY DRIVEN

It is recognized that traditional ideological or theoretical explanations of  the 
aetiology of  high-risk behaviours and associated interventions are not always 
generalizable and may impede development and application of  effective, 
tailored harm reduction interventions. Thus, harm reduction proponents 
seek out acceptable, feasible, and effective solutions that are applicable to 

ADVANTAGES OF USING A HARM REDUCTION APPROACH [5]

Harm reduction does not threaten abstinence-based goals

Harm reduction neither precludes nor discourages abstinence-based goals, 
as long as they are generated by and acceptable to the affected individual 
and do not impose additional harm (Denning, 2000; Riley & O’Hare, 2000). 

techniques can be used to support abstinence as it would any positive step 
toward harm reduction and quality of  life improvement.

Harm reduction supports human rights

Harm reduction activists have fought for the basic human rights of  affected 
individuals who have been marginalized and/or disenfranchised because of  
their high-risk behaviours and associated consequences. Currently, the harm 
reduction movement is expanding beyond its grassroots beginnings and has 
more fully engaged with the biomedical sciences, public health, and human 

et al., 2010; Moskalewicz et al., 2007).
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Harm reductio
approaches

area, and level of  impact than other preformed, theory-based approaches. 
Harm reduction goals may be tailored on an individual level in the case of  
one-on-one interventions.

Harm reduction can be empowering

education, and advocacy that is more client driven may be more acceptable, 
feasible, and empowering than approaches that involve predetermined goals 
based on researchers, and treatment providers’ own values, norms, and 
interests (Israel et al., 2010; Morisky et al., 2010).

Harm reduction is positioned to have positive effects across levels of  
outcomes (e.g., individual, community-wide, population-based levels) and 
types of  outcomes (e.g., behavioural, biomedical, economic) in diverse 
cultures.

CRITICISMS OF HARM REDUCTION [6]

Harm reduction is not without its critics. Despite the fact that it is an approach 
grounded within public health, for which a considerable evidence base now 
exists, there remain people with reservations about a) its effectiveness, b) its 
effects and c) its intentions.

The major criticisms include: Harm reduction does not work; harm 
reduction keeps addicts stuck; it encourages drug use; and harm 
reduction is a backdoor entry for drug law reform including 
legalisation.

ETHICAL CHALLENGES FOR HARM REDUCTION POLICIES [3]

Harm reduction confronts as many ethical issues in the matter of  its delivery 
as in the determination of  whether to support it.

(1) Focusing on the “bottom line.” The overlying concern with taxpayer’s money and 
how their expenditure might be minimized or optimized, not with the human plight 
of  those whose situation, coupled with social policies concerning drug use, in many 
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cases forced them to engage in high-risk behaviour highlights the fact that such 
policies are placed with an extra burden in providing evidence in contrast to other 
abstinence based policies.

(2) Voluntary vs. Compulsory? A further major ethical question concerns the nature 
of  participation in harm reduction programs. Should it be voluntary or compulsory? 
Whenever harm reduction strategies are enforced there will be ethical questions 
about the encroachment on people’s liberties – whether with respect to decisions 
about their own well-being (the paternalism issue) or the well-being of  others – and 
risk to whom may need to be weighed against the liberty of  those wish to act in 
certain ways. The debate over voluntary vs. compulsory harm reduction schemes 
also presses us to consider the kind of  community of  which we wish to be a part 
as well as the ways in which we may legitimately treat those on the margins of  our 
communities. When we look at how harmful behaviour is caused – who it is caused 
by and who it is caused to – and consider strategies for dealing with it, an important 
ingredient in developing those strategies should be some conception of  the social 
environment we wish to foster, whether and how different strategies will contribute to 
that, and what the consequences will be for those who deviate from such expectations. 
Whether we compel, what we compel, and how we compel are critical to what and 
who we are and what and who we are not as well as what and who we may become.

(3) Permissible Strategies: Obviously harm reduction strategies need to be evidence-
based – that is, we need to have good reason to believe that they will be effective 
enough to make them worth implementing.

(4) Delivery conditions. Harm reduction is not merely about policies in a broad 
sense. It is also about:  the day-to-day implementation of  those policies, issues of  

within which the harm reductive services are delivered; the social and legal risks 
faced by those who should avail themselves of  the harm reduction measures; and the 

reduction is now accepted to be effective in reducing new HIV infections, 
free of  any serious adverse effects (especially increasing illicit or injecting 
drug use) and is cost-effective. This evidence is overwhelming for needle 
syringe programmes and methadone or buprenorphine treatment. The 
earlier and more vigorously harm reduction is implemented, the better the 
results. No country which has started harm reduction programmes has ever 
regretted that decision and then reversed their commitment.

Harm reduction is now accepted by most major UN agencies including 

of  UNODC staff. The International Committee of  the Red Cross (ICRC) 
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and an increasing number of  diverse countries in Europe, Asia, Oceania 

organizations and countries accepting harm reduction is growing steadily 
[7].

CONCLUSIONS

While the international community had adopted an increasingly enforcement 
based approach to illicit drugs during the 20th century, drug use spread 
extensively and health, social and economic outcomes worsened dramatically. 
Reliance on drug law enforcement to control drug problems became even 
more excessive after a War on Drugs was propounded in the USA in 1971 
and was adopted by many other countries. The recognition of  the HIV 
pandemic and the serious health, social, economic and national security 
threat this posed has caused many countries to assume a more humane 
approach. Increasing awareness of  the high costs, limited effectiveness 
and serious collateral damage from drug law enforcement has also resulted 
in growing support for more   evidence-based approaches emphasizing 
effectiveness, safety and cost-effectiveness and most importantly respect for 
human life and dignity (Wodak, 2007).

Harm reduction can be visualised as a ‘combination intervention’, made 
up of  interventions tailored to local setting and need, with emphasis 
on reducing the harms of  drug use. The continuum of  ‘combination 
interventions’ available to harm reduction thus extends from drug 
treatment, to policy and legal reform, and the removal of  structural 
barriers to protecting and providing the rights of  all to health.
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