
Injection drug use is responsible for 10 percent of new HIV infections
globally. Transmission occurs not only from sharing contaminated injection
equipment but also through sexual transmission and perinatally from
mother to child.1 While abstaining from drug use is the best way to
eliminate drug-related HIV risk, harm reduction programs help those
who are unable or unwilling to abstain to make positive changes to
protect their health and the health of others.2

The term “harm reduction” has various meanings, but it generally
refers to methods of reducing health risks when eliminating them may
not be possible. In the context of HIV prevention, harm reduction includes
syringe or needle exchange programs (SEPs or NEPs), but it also includes
drug addiction treatment.3, 4

Syringe Exchange Programs Reduce
HIV Infection

Syringe exchange programs increase the availability of sterile syringes
and enable the safe disposal of used syringes, thus decreasing the
amount of contaminated injection equipment in circulation. Lowering
the number of contaminated syringes reduces the chance of infection
and lowers the risk of HIV transmission.3

Most SEPs are part of a comprehensive HIV prevention effort that
includes HIV counseling and testing, education on reducing sexual and
drug use-related health risks, referral to drug addiction treatment, and
referral to other medical and social services.4-7

Research in the U.S. and internationally has shown that SEPs, when
implemented as part of a comprehensive HIV/AIDS prevention strategy,
are an effective public health approach to reducing the spread of HIV and
other diseases, such as hepatitis B and C. More specifically, research has
shown that:

• SEPs are associated with reductions in the incidence of HIV, hepatitis
B, and hepatitis C in the drug-using population, and, by extension, their
families and communities.8, 9

• SEPs are associated with changes in injection and drug-related behav-
ior among injection drug users (IDUs), thereby reducing risk of infection
and transmission to others.3, 10

• The presence of SEPs in communities does not increase rates of drug
use among existing users or encourage initiation of drug use.3, 11

• SEPs reduce the circulation of contaminated injection equipment in
the community.11-13

• The presence of SEPs in communities does not lead to a rise in crime,
expanded networks of high-risk users, or more frequent drug use.3, 14

• SEPs are a cost-effective and cost-saving strategy for reducing HIV
transmission.15

In a comprehensive review of 42 studies of the effectiveness of SEPs,
28 studies found positive effects associated with the use of syringe
exchange, two found a negative effect, and 14 found no results or
mixed results.16

Some examples of the efficacy of SEPs include:

• New York City has the nation’s largest population of injection drug
users—an estimated 150,000 to 175,000 people, twice as many as
the next largest urban population of IDUs. In 1992, SEPs received legal
authorization and public funding from New York State to help control
the HIV epidemic among IDUs and their partners and families. As a
result, the incidence of new HIV infections fell from 4 percent per year
in 1990–1992 to 1 percent per year in 1999–20027, and the percentage
of drug injectors in the city who were infected with HIV fell from 50
percent to 15 percent.17

• Analyses of interim data from HIV prevention projects targeting IDUs
in northern Vietnam and southern China showed that drug-related HIV
risk behaviors have decreased and HIV prevalence has been stable
or declined as a result of the combined SEP and peer education
interventions.18
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• A review of data from 81 cities across Europe, Asia, and North America
with and without SEPs found that, on average, HIV seroprevalence
increased by 5.9 percent per year in the 52 cities without SEPs and
decreased by 5.8 percent per year in the 29 cities with SEPs. This
represents an 11 percent net difference in seroprevalence when
comparing cities with and without SEPs.19

• In 1995, researchers studied the characteristics of averted HIV
epidemics in five cities: Glasgow, Scotland; Lund, Sweden; Sydney,
Australia; Tacoma, Washington (USA); and Toronto, Canada. Three
similarities among the five cities were found: 1) implementation of
prevention activities when HIV seroprevalence was low; 2) provision
of sterile injection equipment; and 3) community outreach to injection
drug users.20 More than a decade later, the cities continue to implement
these prevention activities, and rates of HIV infection among IDUs
remain low (less than 5 percent in Toronto, Sydney, Glasgow, and
Lund, and less than 2 percent in Tacoma).21

• A study commissioned by the Commonwealth Department of Health in
Australia showed that by 2000, SEPs had prevented 25,000 HIV infec-
tions and 21,000 hepatitis C infections, and by 2001, had prevented
4,500 AIDS deaths.22

Reviews of SEPs by preeminent public health officials, and by the research
organizations and governmental agencies listed below, have all concluded
that these programs are effective, safe, and cost-effective, and should be
implemented where feasible. These reviews include:

• Institute of Medicine, National Academies of Science. Preventing HIV
Infection Among Injecting Drug Users in High-Risk Countries: An
Assessment of the Evidence. Washington, D.C.: National Academies
Press; 2006.

• Institute of Medicine, National Academies of Science. No Time to
Lose: Getting More from HIV Prevention. Washington, D.C.: National
Academies Press; 2002.

• U.S. Department of Health and Human Services. Evidence-Based
Findings on the Efficacy of Syringe Exchange Programs: An Analysis
for the Assistant Secretary for Health and Surgeon General of the
Scientific Research Completed since April 1998. U.S. Department
of Health and Human Services: Washington, D.C.; 2000.

• National Institutes of Health Consensus Panel. Interventions to
Prevent HIV Risk Behaviors. Bethesda, MD: NIH; 1997.

• 18.7 percent (6,548) of reported cases of new HIV infection in
the U.S. in 2005 were attributed to injection drug use and/or
sex with an injection drug user (based on reports from 33 areas
with confidential name-based HIV infection reporting).43

• In the U.S., 25.3 percent (11,175) of new AIDS cases reported
in 2005 alone were attributed to injection drug use and/or sex
with an injection drug user.43

• According to 2005 statistics from 33 states and U.S. dependent
areas, 26 percent of the estimated 126,964 female adults and
adolescents in the U.S. currently living with HIV/AIDS became
infected through injection drug use.43

• According to the same report, 18 percent of the estimated
341,524 male adults and adolescents in the U.S. currently living
with HIV/AIDS had been exposed through injection drug use. An
additional 7 percent of males had been exposed to HIV through
both injection drug use and male-to-male sexual contact.43

• The African-American community has been particularly affected
by the HIV/AIDS epidemic. Injection drug use is the second
leading cause of HIV infection among black men and women.43

Injection Drug Use Remains a Significant Risk
for HIV Infection in the U.S. and Globally

• Globally, 10 percent of all HIV/AIDS cases are attributed to
the use of contaminated injection drug equipment. Excluding
Sub-Saharan Africa, this percentage rises to 30 percent.44

• Injection drug use plays a significant role in propagating the
emerging HIV/AIDS epidemics in Latin America, Eastern Europe,
and Asia. In Eastern Europe and Central Asia, for example, two
in three (67 percent) HIV infections in 2005 were attributed to
the use of non-sterile injection drug equipment.1

• In South and Southeast Asia, more than one in five (22 percent)
HIV infections are attributable to injection drug use.1

• Injection drug use is emerging as a potential factor in the HIV
epidemics of several Sub-Saharan African countries, most
notably Kenya, Tanzania, Nigeria, and South Africa.1

• High HIV prevalence has been documented in several Middle
Eastern and Northern African countries, most notably Iran and
Libya. Although surveillance data are uneven, it is known that
injection drug use occurs in many countries in this region, and
that sharing of non-sterile injection equipment is common.1
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Drug Addiction Treatment Is Effective
in Reducing HIV Infection

Numerous studies have demonstrated that substance abuse treatment
programs can have a dramatic effect on HIV transmission among opiate
injectors. Substitution therapy (also called agonist replacement therapy)
is widely used in the management of opioid dependence, and is defined
as the administration under medical supervision of a prescribed psychoac-
tive substance with the capacity to prevent the emergence of withdrawal
symptoms for people with substance dependence.23 Methadone and
buprenorphine are the most widely used medications for addiction to
heroin and other opiates.3

There is strong and consistent scientific evidence that substitution
therapy for heroin and other opiate drugs is effective in reducing illicit
use and drug-related HIV risk behavior. It has been shown to lower the
frequency with which people inject drugs and share equipment, and
can lead to the cessation of injection drug use altogether.3, 24-26

Drug treatment programs also provide up-to-date information,
counseling, and testing services for HIV, hepatitis, and other STIs,
and referrals to medical and social services.

The research evidence demonstrating the effectiveness of drug
treatment in HIV prevention is well documented. For example, a study
in Philadelphia showed that only 3.5 percent of methadone patients who
had been in treatment continuously for 18 months became infected with
HIV, compared to 22 percent of IDUs who were not in treatment.27

Another study in Philadelphia showed that after 36 months, 8 percent
of IDUs who were in treatment had become HIV-infected, compared to
30 percent of IDUs who were not in treatment.28 A three-year study of
methadone maintenance programs in New York City, Philadelphia, and
Baltimore showed that 71 percent of in-treatment participants stopped
injecting drugs (thereby eliminating injection-related HIV infection risk),
while 82 percent of participants who left treatment relapsed rapidly
into injection drug use.26

In a comprehensive review of 38 studies on the effectiveness of
methadone maintenance treatment, 34 showed that it reduced HIV risk
behavior (e.g., frequency of injection and sharing injection equipment)
and/or HIV infection rates. Seventeen of these studies showed positive
benefits from methadone treatment when comparing in-treatment
injection drug users versus out-of-treatment injection drug users.29

Despite the demonstrated effectiveness of these programs in
reducing HIV risk, the majority of people who need addiction treatment
are unable to access it because of the shortage of available treatment
programs throughout the country. It is estimated that only about 15
percent of injection opiate users are currently in treatment programs.30

Furthermore, there is currently no proven pharmacologic therapy for
cocaine users, making HIV risk reduction more difficult among this
population.31

Harm Reduction Approaches Are Endorsed
by Major Medical and Legal Organizations
and Public Officials

Harm reduction, including syringe exchange programs, is supported
by a variety of American scientific and professional organizations,
including the American Medical Association, American Public Health
Association, American Pharmaceutical Association, American Psychiatric
Association, Association of State and Territorial Health Officials, National
Association of State and Territorial AIDS Directors, National Association
of Boards of Pharmacy, National Academy of Sciences/Institute of
Medicine, American Academy of Pediatrics, American Bar Association,
the U.S. Conference of Mayors, and the Centers for Disease Control and
Prevention. Support for harm reduction has also been voiced by a variety
of leading international organizations, including UNICEF, the World Bank,
the International Red Cross-Red Crescent Society, and UNAIDS.

Of the public health leadership within the United States, three
former U.S. surgeons general have endorsed harm reduction and syringe
exchange programs. In March 2000, U.S. Surgeon General David Satcher
conducted a review of all recent scientific research for the secretary of
Health and Human Services and concluded: “After reviewing all of the
research to date, the senior scientists of the Department and I have
unanimously agreed that there is conclusive scientific evidence that
syringe exchange programs, as part of a comprehensive HIV prevention
strategy, are an effective public health intervention that reduces the
transmission of HIV and does not encourage the use of illegal drugs.”32

Other federal public health officials have voiced support for local
syringe exchange programs. These include former secretaries of Health
and Human Services Louis Sullivan and Donna Shalala. Shalala, who
served during the administration of President Bill Clinton, recommended
lifting the ban against using federal funds for SEPs.33, 34

Dr. Anthony Fauci, director of the National Institute of Allergy and
Infectious Diseases, has repeatedly declared his support for harm
reduction programs, particularly SEPs, as effective strategies for
preventing HIV infection among injection drug users. He has addressed
these comments to several international scientific meetings, including
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the 14th International AIDS Conference in
Barcelona in 200235 and the 4th International
AIDS Society Conference on HIV Pathogenesis,
Treatment, and Prevention in Sydney, Australia in
2007. At the Sydney conference, Dr. Fauci stated
that “needle and syringe exchange programs and
treatment programs for addiction have worked
where utilized.”36

Harm Reduction Is a Well-
Established Approach
in Public Health and Safety

Harm reduction strategies have been used in
areas other than HIV and drugs to significantly
reduce risk of injury or disease. Setting speed
limits, passing laws requiring the use of seat
belts and motorcycle helmets, and establishing
the minimum age for alcohol consumption are
all harm reduction strategies. In traffic safety,
reduced speed limits and seat belt laws have
reduced the likelihood of crashes and the severi-
ty of injuries sustained in those crashes.37

Similarly, auto crashes and injuries have been
reduced by raising the drinking age, reducing
the allowable blood alcohol concentration for
drivers, and enacting zero tolerance laws for
young drivers.38-42

Harm reduction is now the mainstream
approach to substance abuse and HIV prevention
in many countries, including nearly all of
Western Europe.
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