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Funding for HIV-related harm reduction programmes globally is in crisis. There can 
be no ‘AIDS free generation’ without targeted efforts with and for people who inject 
drugs, yet, as this report shows, funding for harm reduction falls dangerously short of 
estimated need. As a result, coverage of essential HIV and harm reduction programmes 
targeting people who inject drugs is very low and wholly inadequate to respond 
effectively to HIV among this community. While this has been the case for some time,  
the data and policy analysis conducted for this report shows that rather than action 
being taken to address this problem, the situation looks set to deteriorate.

Executive summary

US$ 2.3 billion annually is estimated by UNAIDS to 
be required to fund HIV prevention among people 
who inject drugs in 2015. At last estimate only 
US$ 160 million was invested by international 
donors – approximately 7% of what is required.

This situation is likely to get worse.
International donor policy and practice is 
changing. Increasingly, funds are directed 
towards low-income countries with a high 
disease burden and related HIV treatment 
services. More countries are becoming 
ineligible for international donor support due 
to their middle-income status, regardless of 
epidemiological need or the willingness of the 
national government to step in and cover the 
remaining funding gaps. This is despite the fact 
that the majority of people who inject drugs 
(approximately 75%) live in these countries.

The focus on disease burden also deprioritises 
prevention. But the lack of access to harm 
reduction services is one of the most important 
factors driving HIV transmission in middle-income 
countries and in key regions – Central and Eastern 
Europe and Central Asia, South and South-East 
Asia and the Middle East and North Africa.

Donor governments are increasingly relying 
on their contributions to multilateral 
agencies such as The Global Fund to Fight 
AIDS, Tuberculosis and Malaria to fulfil their 
commitments to key population programming. 
Yet Global Fund policy has also changed and 
now, like some of its main contributors, it 
favours investment in low-income countries 
with a high disease burden. Without urgent 
action this will result in a decrease in Global 
Fund resources for harm reduction, just as 
the Global Fund was becoming instrumental 
in financing large-scale, high-impact harm 
reduction programmes, and at a time when 
it has received larger pledges than ever in its 
most recent replenishment.

National governments are not taking 
responsibility for their own key populations 
and their own epidemics. For the second 
consecutive year, domestic spending has 
outweighed international donor spending on 
HIV responses in low- and middle-income 
countries. While this is a positive step, these 
increased state commitments have yet to 
benefit people who inject drugs and other key 
populations. Even where HIV prevalence rates 
are increasing and harm reduction programme 
coverage is dismally low, many governments 
are not prioritising these programmes.

This is not due to a lack of money, but rather 
a lack of appropriate allocation of resources. 
At the same time as harm reduction services 
are lacking, these governments spend vast 
amounts on drug enforcement, too often 
targeting and harming the very people in need 
of support, not punishment. Indeed, it has 
been estimated that global drug enforcement 
easily exceeds US$ 100 billion annually. One 
tenth of this would cover global HIV prevention 
for people who inject drugs (as estimated by 
UNAIDS) for four years.

Without significant changes to the way in 
which HIV funding is allocated and drug 
policy budgets distributed; without significant 
increases from international donors and 
national governments; and without a 
commitment to fair and equitable responses 
for all key populations in low- and middle- 
income countries, HIV epidemics among 
people who inject drugs will continue unabated 
and commitments to ‘getting to zero’ new 
infections will be abandoned.
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Keep the Global Fund global

Invest strategically in harm reduction

Increase national harm reduction investment

Rebalance existing resources in favour  
of health and harm reduction

1

2

3

4

Solutions to this crisis are set out in this report:
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“ Few could have imagined this day...marking 
the beginning of the end.”

Barack Obama, 20114 

Throughout the HIV epidemic, the investment 
to prevent and treat HIV among marginalised 
and criminalised populations has not met the 
need.5 This is evident in the consistent failure 
to establish and scale-up HIV-related harm 
reduction programmes for people who inject 
drugs in low- and middle-income countries.6 

As part of global efforts to reach an AIDS-
free generation, the international community 
committed to reducing HIV transmission 
among people who inject drugs by 50% by 
2015.7 However, this commitment has not 
been matched by the required funding, with 
fewer than half of international donors who 
invest in the HIV response supporting harm 
reduction programmes.8 Domestic HIV 
expenditure, while on the increase in low- and 
middle-income countries, only rarely focuses 
on programmes to prevent HIV transmission 
among people who inject drugs, even where 
this population accounts for the majority of 
new HIV infections. 

International development donors are the 
main funders of harm reduction programmes. 
But this funding, particularly in middle-
income countries in Asia and Eastern Europe, 
is diminishing. 

 ‘ Given the severity of the challenge, HIV 
prevention programming for people who 
inject drugs is badly under-resourced.’ 

(UNAIDS, 2013) 9

The unwillingness to invest in harm reduction 
from governments and donors cannot be 
attributed to a lack of evidence of the cost-
effectiveness of interventions to prevent 
HIV transmission among people who inject 
drugs. It has consistently and repeatedly been 
proven that scaling-up priority harm reduction 
interventions saves lives and saves money – to 
such an extent that economic experts call upon 
those countries with significant HIV epidemics 
among people who inject drugs to invest 
immediately.10 They warn that not doing so will 
bring an exponential rise in HIV transmission, 
which will very quickly bring enormous human 
costs as well as additional and avoidable costs 
to government health budgets.11 

‘ These services should be a high priority for 
fiscally-minded governments’ 

(Joanne Csete, 2014)12

Due in large part to this financial shortfall, 
the coverage of harm reduction interventions 
remains unacceptably low in most low- and 
middle-income countries (see Figure A).13

Throughout the HIV epidemic, the investment to 
prevent and treat HIV among marginalised and 
criminalised populations has not met the need.

The international response to HIV and AIDS over the last thirty years of the 
epidemic has been unprecedented. Communities, civil society organisations, 
governments, multilateral agencies and researchers have invested heavily in HIV 
prevention, treatment and care. This momentum has led to financial investment 
rising steadily to reach US$ 18.9 billion in 2012, up 10% from the previous 
year.1 This exceptional investment has led some to claim that the ‘End of AIDS’ 
is in sight.2 However, spending on HIV and AIDS programmes in 2012 was still 
substantially short of the US$ 22–24 billion global target.3

Introduction:  
Resourcing harm reduction in  
a changing financial landscape

The funding crisis for harm reduction



Seventy-one countries report injecting drug 
use within their borders yet do not provide 
needle and syringe programmes (NSPs), 
and 81 countries report injecting drug use 
yet do not provide OST.15 Since 2010, funding 
cutbacks have resulted in closures of NSPs in 
countries in Central Europe and Asia; two of 
the regions most affected by HIV transmission 
related to unsafe injecting.16 

Even where harm reduction programmes 
have been established, coverage remains 
uneven, with some programmes reaching very 
few people. In others, while a national policy 
may include harm reduction, punitive drug 
policy measures act as a major impediment to 
service delivery. 

If the adoption of harm reduction in new 
countries continues at the current pace, it will be 
2026 before every country in need has even one 
or two programmes operating, or has endorsed 
harm reduction within national policy.b

This report tells the story of HIV-related harm 
reduction funding over time and explains why 
an AIDS-free generation will not be possible 
if the present rate and pace of investment 
continues. It also highlights the changing 
donor landscape and the particular problem 
for harm reduction funding in middle-
income countries experiencing decreasing 
international donor support.

While the challenges are considerable, there 
are concrete actions that donors, governments 
and harm reduction advocates can take to build 
a fully funded, sustainable harm reduction 
response. The resources needed are minimal 
when compared with the level of funding 
invested in drug law enforcement, imprisoning 
those convicted of minor drug offences, and 
treating HIV and hepatitis C infections that could 
have been averted.

The resources needed are minimal when the 
real potential to avert new HIV and hepatitis C 
infections and save lives is factored in. Strategic 
investment in HIV programmes targeting key 
populations is required, regardless of country 
income status. Bilateral investments must be 
re-prioritised, and existing resources in drug 
policy should be rebalanced in favour of health 
and harm reduction.

aIt should be noted that this analysis included people who injected non-opioids, but the estimate nonetheless raises serious concerns 
about OST coverage.
bBased on findings from the Global State of Harm Reduction project of Harm Reduction International (2008–2012).

In 2010 it was estimated that, worldwide, just two 
needles and syringes were distributed per person  
who injects drugs per month.

Per 
month

In the same year, just 8% of 
people who inject drugs had 
access to opioid substitution 
therapy (OST)a

oST
2010

Just 4% of people who inject 
drugs living with HIV received 
anti-retroviral treatment (ART)14

arT
2010

05

Figure A 
Service coverage  
for people who inject 
drugs in 201014
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In 2011, UNAIDS launched the Strategic 
Investment Framework (SIF).17 This model 
was developed to guide ‘more focused and 
strategic use of scarce resources’.18 Economic 
modelling illustrated that implementation 
of the SIF – which covers the full range of 
HIV interventions, including harm reduction 
programmes – was not only highly cost-
effective, but also would avert 12.2 million new 
infections and 7.4 million AIDS-related deaths 
between 2011 and 2020.19

The SIF estimated that US$ 2.3 billion would 
be required in 2015 to implement the core 
package (see Box 1.1) of harm reduction 
interventions for people who inject drugs at 
the recommended coverage levels (see Table 
1.1). This amount, invested appropriately, would 
significantly reduce new infections among people 
who inject drugs. Based on evidence from 
countries with well-established high-coverage 
harm reduction programmes, it would reverse, 
or avert, HIV epidemics among this population 
in low- and middle-income countries. 

1. How much money is needed? 

Investment would then reduce by 2020, due to 
coverage levels having reached targets, fewer 
new HIV infections and a reduced need for HIV 
treatment and other services.20

The SIF also introduced the term ‘critical 
enablers’, which refers to activities such as 
advocacy to increase political commitment 
and access to services, policy and law reform 
and community mobilisation. This is the core 
work of many harm reduction civil society 
organisations and networks around the 
world. This work is essential to the delivery 
of effective, sustainable and scaled-up harm 
reduction responses, but it is often the 
hardest work to fund. So when the resources 
necessary for harm reduction in 2015 are being 
calculated, a portion of the estimated US$ 3.4 
million needed for ‘critical enablers’ must also 
be factored in (see Table 1.1).

Package of core interventions for HIV prevention, treatment and care 
among people who inject drugs21

1.  Needle and syringe programmes (NSPs) (priority intervention)
2.  Opioid substitution therapy (OST) and other drug dependence treatment (priority 

intervention)
3. HIV testing and counselling
4. Antiretroviral therapy (ART)
5.  Prevention and treatment of sexually transmitted infections (STIs)
6.  Condom programmes for injecting drug users and their sexual partners
7.  Targeted information, education and communication for injecting drug users and their 

sexual partners
8. Vaccination, diagnosis and treatment of viral hepatitis
9. Prevention, diagnosis and treatment of tuberculosis 

While this list is sometimes referred to as the comprehensive harm reduction package of 
interventions, harm reduction advocates argue for the implementation of a wider range of 
interventions including, for example, drug consumption rooms and peer naloxone distribution, as 
well as access to legal support and advocacy for structural changes such as drug policy reform.22

Box 1.1 
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Despite the clarity with which the SIF provides estimations for reaching the 
‘tipping point’ in the epidemic, not much has changed for harm reduction 
programmes in the three years since its publication. There is no clear evidence  
of improvements in funding to support the scale-up of HIV prevention for people 
who inject drugs. 

Despite the clarity with which the SIF provides 
estimations for reaching the ‘tipping point’ 
in the epidemic, not much has changed for 
harm reduction programmes in the three 
years since its publication. There is no clear 
evidence of improvements in funding to 
support the scale-up of HIV prevention for 
people who inject drugs. 

‘ While [The U.S. President’s Emergency Plan 
for AIDS Relief] PEPFAR and the Global Fund 
have taken steps to increase the strategic 
focus of their investments, concrete evidence 
that allocations in countries have shifted 
toward an alignment of national spending 
with investment principles is incomplete. In 
particular, the persistent under-prioritization 
of programs for key populations at highest 
risk reduces the strategic impact of 
programs.’ (AmfAR and AVAC, 2013)24

While the level of investment required will vary 
across and within regions, some have argued 
that the proportion of overall HIV funding 
directed towards harm reduction should be 

equal to the proportion of new infections 
attributed to injecting drug use.25 Globally, 
this figure has been estimated to be in the 
region of 10%;26 however, it reaches 36% in 
the Philippines, over 40% in parts of Eastern 
Europe and 68% in Iran,27 indicating a need for 
a more substantial proportion of overall funds 
in these places. 

The last assessment of total harm reduction 
expenditure by international donors in low- 
and middle-income countries showed that 
far from representing 10% of their overall 
HIV spend, just 1.4% went to harm reduction, 
which was equal to only 7% of the estimated 
resource-needs at the time.28 

As in 2010, assessing the extent of the gap 
between harm reduction funding and need, 
both global and national, remains very difficult. 
Many countries still do not have reliable 
data on HIV incidence and prevalence among 
people who inject drugs.29 And where there is 
investment, establishing current spending on 
harm reduction is fraught with challenges. 

 2011 2015 2020

Basic programmes (total) $7.0 $12.9 $10.6

Prevention of mother to child  $0.9 $1.5 $1.3 
transmission 

Condom promotion $0.4 $0.5 $0.6

Sex work $0.2 $0.2 $0.2

Men who have sex with men $0.3 $0.7 $0.7

Injecting drug users $0.5 $2.3 $1.5

Treatment, care and support $4.5 $6.7 $5.5
(including provision of provider-
initiated counselling and testing) 

Male circumcision $0.1 $0.2 $0.1

Behaviour change programmes $0.2 $0.7 $0.7

Critical enablers $5.9 $3.4 $3.7

Synergies with development sectors $3.6 $5.8 $5.4

TOTAl $16.6 $22.0 $19.8

Table 1.1 Resources required for SIF 2011–2020 (US$ billions)23

The proportion 
of overall HIV 
funding directed 
towards harm 
reduction should 
be equal to the 
proportion of 
new infections 
attributed to 
injecting drug use
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Harm reduction’s cost effectiveness:  
a summary of the evidence

In times of austerity, dwindling health budgets and a shift in donor 
priorities, investment in proven cost-effective interventions in order to 
optimise investment is critical. The cost-benefit and cost-effectiveness 
of harm reduction interventions are well documented. A number of 
studies (see below) have concluded that interventions which target key 
populations are not just highly effective in reducing the incidence of 
HIV and hepatitis C but are cost-effective also. 

A recent systematic review of 91 studies concluded that HIV prevention 
interventions that focus on sex workers, men who have sex with men 
and people who inject drugs offer better value for money than those 
aimed at the general population. The review authors recommend 
that while there may be political barriers to the allocation of funding 
towards these groups, decision makers would be ‘wise to do so’.30

Several studies at national and regional levels support the assertion 
that where NSPs are implemented quickly and to scale they are cost-
effective. For example, in Australia it was estimated that the cost of 
NSPs from 1988 to 2000 was AUD$ 122 million. This investment had 
prevented 25,000 new HIV infections and 4,500 AIDS-related deaths by 
2010, producing an estimated saving of AUD$ 2.4 billion.31 A second 
study in Australia estimated that for every dollar invested in NSP, four 
dollars were returned in healthcare savings.32

A more recent study in eight countries in Eastern Europe and Central 
Asia concluded that the implementation of NSPs could avert between 
10 and 40% of HIV infections across the countries. NSPs were found to 
be extremely cost-effective across all eight countries when considering 
prevention of both hepatitis C and HIV infections, with a return on 
investment of between 1.6 and 2.7 times the original investment.33 
Similarly, an evaluation found that NSP implementation in Tajikistan 
from 2005 to 2010 had averted 4,004 HIV infections and 6,124 hepatitis 
C infections. It was estimated that for every US dollar spent on NSP 
programmes, three US dollars were saved in healthcare costs.34

It is also well established that expanding access to OST programmes 
can play an important role in reducing new HIV infections and 
increasing the length and quality of life for people who inject drugs.35  
In terms of cost-effectiveness, the benefit return for OST is estimated 
to be four times the treatment cost. 

Box 1.2
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According to the National Institute on Drug Abuse in the  
United States, methadone treatment is ‘among the most cost-effective 
treatments, yielding savings of $3 to $4 for every dollar spent’.36 
Similarly, recent studies from China have concluded that investment in 
OST provision will yield substantial savings for the government through 
averted HIV infections and decreased HIV treatment costs.37

A study of the available evidence by UNODC, UNAIDS and the World 
Health Organization concluded: ‘According to several conservative 
estimates, every dollar invested in opioid dependence treatment 
programmes may yield a return of between $4 and $7 in reduced drug-
related crime, criminal justice costs and theft alone. When savings 
related to health care are included, total savings can exceed costs by a 
ratio of 12:1.’38

A US study has estimated the cost-effectiveness of methadone 
maintenance treatment for HIV prevention at US$ 6,300–10,900 per 
quality-adjusted life years gained, which is significantly lower than the 
cost of lifetime treatment for HIV.39 

The combined implementation of NSP, OST and ART for people 
who inject drugs offers the highest return on investment. This was 
demonstrated through modelling the potential impact of scaled-up 
NSP, OST, HIV testing and treatment in Kenya, Pakistan, Thailand and 
Ukraine from 2011 to 2015. Analysts found that the cost-effectiveness 
of combination prevention, implemented at ‘ambitious but achievable’ 
coverage levels, was significantly more than what would be achieved if 
programmes continued at current coverage levels.40 

Despite the compelling evidence to suggest that harm reduction 
programmes are not just effective but also represent excellent value 
for money, some countries continue to invest substantial HIV resources 
in programmes that target the general public. For example, in twelve 
countries in Asia and Eastern Europe (none with generalised HIV 
epidemics), eight spend over 30% (and up to 72% in some) of all HIV 
prevention resources on interventions targeting the general population.41 

‘ The scientific evidence … the public health rationale, and the human 
rights imperatives are all in accord: we can and must do better for 
PWID [people who inject drugs]. The available tools are evidence-
based, right affirming, and cost effective. What is required now is 
political will and a global consensus that this critical component of 
global HIV can no longer be ignored and under-resourced.’ 

(World Bank, 2013)42
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2. How much is being spent? 

2.1 The changing donor 
landscape and middle-
income countries 

Changes in the wider funding environment and 
in donor priorities have great significance for 
the funding of harm reduction programmes. 
International donors are shifting funding away 
from middle-income countries and focusing on 
low-income countries, despite the fact that just 
13% of people living with HIV will live in low-
income countries by 2020.43 Crucially – and 
more so than for any other key population in 
the HIV response – the majority of people who 
inject drugs live in middle-income countries, 
particularly in Eastern Europe and Asia. 
Figure 2.1 shows the 15 countries prioritised 
by UNAIDS for harm reduction programmes, 
of which only one (Kenya) is still in the low-
income category according to the World 
Bank’s classifications.

Donors are retreating from these countries, 
under the premise that they are wealthy 
enough to resource their own HIV responses. 
Yet national governments are often unwilling 
to invest in services for key populations, 
leaving existing programmes under threat and 
scale-up impossible. One example is Romania, 
where, following the end of Global Fund 
support, many harm reduction programmes 
have closed and a rise in HIV transmission via 
unsafe injecting has been reported.45 

2.1.1 Poor political will  
for harm reduction

Underpinning many of these resource gaps lies 
a fundamental inhibiting factor: harm reduction 
services for people who inject drugs are often 
politically unpopular. Governments all over the 
world struggle with the interlinked problems 
of (a) high levels of stigma against people who 
use drugs and (b) weak or no commitment to 
harm reduction approaches such as distributing 
sterile injecting equipment, providing 
methadone for treatment of drug dependency, 
and policy reform. Stigmatising attitudes to 
people who use drugs are widespread and 
are formed around beliefs that drug users are 
‘unworthy’, ‘bad’ or otherwise undeserving of 
health services. These stigmatising attitudes 
exist in public and community discourse, 
and amongst decision makers. They inhibit 
investment in harm reduction.46

Funding for harm reduction may be further 
threatened after 2015. The Millennium 
Development Goal on HIV has catalysed 
investment in the HIV response. It is not yet 
clear what the post-2015 international targets 
will evolve to be, but it is likely that HIV will 
not be prioritised as highly within them, and 
this will affect donor priorities and has the 
potential to result in a significant reduction 
in HIV funding, particularly in middle-income 
countries. Most funding for harm reduction 
comes from HIV budgets, so this may further 
restrict investment.

Figure 2.1 
Estimated numbers of 
people who inject drugs†, 
categorised by country 
income status, in the 15 
UNAIDS priority countries 
for HIV and drug use*, 44

Upper middle-income countries
Azerbaijan Malaysia
Brazil  Russia
China  South Africa
Iran  Thailand
Kazakhstan

lower middle-income countries
India
Indonesia
Pakistan
Ukraine
Vietnam

low-income countries
Kenya

84%
6,183,500

1,024,715

130,748

15%

1%

* List of countries from UNAIDS (2010). ‘Getting to Zero: 2011-2015 Strategy,’ p.23.

† Estimates of PWIDs: Mathers, Bet al. (2008) ‘Global epidemiology of injecting drug use and HIV among people who inject 
drugs: a systematic review,’ The Lancet 372(9551): 1733-1745
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2.2 Challenges in 
tracking harm reduction 
expenditure 

Establishing what is currently being spent is 
critically important for the assessment of trends 
and unmet need, and for informing advocacy 
for increased investments. However, this is no 
easy task. International donors and national 
governments are not systematically tracking their 
investments in harm reduction programmes. They 
also have varying definitions of what constitutes 
harm reduction programming.

Government reports to UNAIDS 
The UNAIDS National AIDS Spending 
Assessment (NASA) and the Global AIDS 
Progress Reporting systems have the potential 
to provide spending data, but these systems 
are not currently serving this purpose. The 
NASA invites countries to report on HIV-related 
spending, but not all countries submit reports 
and relatively few disaggregate spending in a 
way that allows for the tracking of allocations 
to harm reduction programmes. For example, 
over the past five years, from a list of 29 
Eastern European and Central Asian countries, 
only Belarus and Tajikistan submitted country 
reports through the NASA system.47 

International donors
Despite being crucial to the funding of harm 
reduction programmes, even the most 
transparent international donors do not 
make disaggregated spending information 
on harm reduction publicly available. Most do 
not systematically track their harm reduction 
expenditure, even as an internal exercise. The 
result of this is that the majority of donors find 
it challenging to establish how much they are 
investing in harm reduction programmes and 
exactly what that investment supports. To date, 
the Global Fund is the only multilateral agency 
to produce detailed analysis in this regard 
– albeit as a one-off rather than a routine 
exercise.48 Attempts by civil society to follow up 
and update this analysis with the Global Fund 
have thus far proven difficult.

Harm Reduction International’s 2010 Three 
cents a day is not enough report remains 
the only published assessment of total 
international donor funds for harm reduction 
in low- and middle-income countries. The 
technical and policy challenges inherent in 
this process were well documented in that 
report.49 Without this information, strategic 
improvements to current investment cannot be 
properly informed and donors cannot be held 
to account. 

Differences in budget disaggregation
A standardised methodology for disaggregating 
harm reduction spending across donors, 
governments and implementers does not 
currently exist. Moreover, a standardised 
definition of what constitutes harm reduction 
programmes is also lacking, which presents 
challenges in clarifying the extent and nature 
of investment in harm reduction programmes. 
The definition used by PEPFAR to categorise 
funding for HIV prevention programmes 
targeting people who use drugs, for example, 
includes activities such as training, community 
mobilisation and the prevention of sexual 
transmission within this population, but does 
not, due to the US federal funding ban, include 
the provision of sterile injecting equipment.50 

Capturing out-of-pocket spend 
Spending on harm reduction by people who 
use drugs is rarely factored into assessments 
of investment. The out-of-pocket investment 
required for people to receive OST, for 
example, can be a significant obstacle to 
accessing treatment in some countries.51 
Other costs may include purchasing injecting 
equipment, basic and emergency healthcare, 
condoms, drug treatment and travel costs 
to and from harm reduction sites. There is 
no easy way to track these expenditures. 
But given the estimated investment in harm 
reduction from international donors at last 
count, amounting to three cents per day per 
person injecting drugs, it is likely that many 
drug users themselves spend more on harm 
reduction than governments and donors.52 

Harm Reduction International’s 2010 Three cents a day is 
not enough report remains the only published assessment of 
total international donor funds for harm reduction in low- and 
middle-income countries. 



12 The funding crisis for harm reduction

c Data limited to those countries reporting to UNAIDS on their domestic investment in the national HIV response.
d Data from the National AIDS Spending Assessment (NASA) and Global AIDS Response Progress Reporting systems. While these are very 
useful sources of information, it must be noted that not all countries report and that these are often limited to government reflections

2.3  Domestic investment

‘ National ownership of the HIV response for 
people who inject drugs is critical. Currently, 
many countries have yet to face up to the gap 
between current responses and the agreed 
target of halving new infections among people 
who inject drugs by 2015.’ 

(UNAIDS, 2013)53

Governments in low- and middle-income 
countries are increasingly investing in their 
own national HIV responses. In recent years, 
public funds invested in HIV in low-income 
countries and lower middle-income countries 
have increased by over one-quarter.54 Within 
upper middle-income countries, national 
governments increased their investment by 
6%.c, 55 Globally, domestic investments now 
account for the majority of HIV funding. In 
2012, this amounted to an estimated US$ 9.9 
(7.7–12.2) billion, equal to 53% of all global 
resources available for HIV.56 

In 2013, UNODC established a list of high-
priority countries to guide global efforts to 
meet the UNGASS target of 50% reduction 
in HIV transmission among people who 
inject drugs. These countries are: Argentina, 
Belarus, Brazil, China, Egypt, India, Indonesia, 
Iran, Kazakhstan, Kenya, Kyrgyzstan, Moldova, 
Morocco, Myanmar, Nigeria, Pakistan, 
Philippines, South Africa, Tajikistan, Tanzania 
(mainland and Zanzibar), Thailand, Ukraine, 
Uzbekistan and Vietnam.57

The extent to which harm reduction 
programmes in these countries have 
benefited from this increased investment 
from national governments is difficult to 
establish for reasons described above. 
However, UNAIDS estimates that increases 
in national investments in harm reduction 
programmes are minimal in the majority of 
low- and middle-income countries.58 According 
to government reports submitted to UNAIDS,d 
the proportion of overall harm reduction 
investment that comes from domestic sources 
averaged 10% in low-income countries, 18% 
in lower middle-income countries and 36% in 
upper middle-income countries. Within their 
own domestic HIV investments, governments 
that reported the highest allocations towards 
harm reduction included Macedonia (31% 
of the national government investment), 
Pakistan (23%), Georgia (18%) and Bangladesh 
(16%).59 It is not clear, however, how ‘harm 
reduction spending’ is categorised within the 
government reports and whether definitions 
align across countries. Such information is 
critical to our understanding of the extent 
and nature of domestic investment in harm 
reduction programmes. 

In 2013, UNAIDS reported that in ten countries 
with HIV prevalence rates of over 10% among 
people who injects drugs, domestic spending 
on harm reduction represented less than 5% 
of overall HIV spending.60 Figure 2.2 provides 
a dramatic illustration of the extent to which 
harm reduction programmes in the two 
hardest hit regions are still heavily dependent 
on international donor funds. Without this 
investment, harm reduction programmes would 
cease to operate in many of these countries. Figure 2.2 

International and 
domestic public 
spending for harm 
reduction programmes 
for people who inject 
drugs in low- and 
middle-income 
countries, by region 
(2007–2012).  
(Adapted from UNAIDS 
global report 2013.)
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e With either over 100,000 people who inject drugs or HIV prevalence among people who inject drugs of over 15% and available data from 
2009 or later: Cambodia, India, Indonesia, Malaysia, Myanmar, Pakistan, Thailand, Vietnam

2.3.1 Threats to HIV 
prevention programmes

Increases in domestic HIV investment often 
represent a problem for harm reduction 
programmes as domestic funding tends to 
favour interventions that do not specifically aim 
to reach key populations. Within national HIV 
responses, governments are increasing their 
spending on HIV treatment and care rather 
than on HIV prevention, leaving HIV prevention 
programmes heavily dependent on a shrinking 
pot of international donor funds. Kazakhstan, 
for example, became ineligible for new Global 
Fund monies for HIV in 2011. In response to 
this the Kazakhstan government now funds HIV 
treatment provision, whereas harm reduction 
programmes, and other programmes targeting 
key populations, still largely depend on 
international funding sources.61 
 
A closer examination of domestic investment 
in HIV in Asia provides additional insights. 
Within eight high-priority countries for 
harm reduction,e the proportion of total 
(international and domestic) HIV spending 
that went to harm reduction programmes 
ranged from 1% in Thailand to 29% in 
Pakistan (see Table 2.1). Only Malaysia, 
Myanmar and Thailand reported any domestic 
investment in HIV prevention, at 76%, 11% 
and 44% respectively.62 

Governments do not routinely report on the 
extent to which their domestic investments 
go towards harm reduction programmes. 

However, it is clear that government support, 
both financial and political, is lacking in 
some countries, despite the fact that many 
HIV epidemics are driven by the sharing of 
injecting equipment amongst people who inject 
drugs. The problem of poor political will for 
harm reduction, described above, shapes this 
under-investment.

In Thailand, for example, the government 
reports that it is funding 90% of annual HIV 
investments, which amounts to US$ 300 
million. Between 2015 and 2017, the Thai 
government intends to increase its domestic 
commitment by US$ 75 million to cover 
the shortfall and fully fund the national 
HIV response.64 Will this result in a fully 
funded harm reduction response? The latest 
estimates suggest that only 44% of the HIV 
prevention investment is paid for by national 
government funds, indicating a reliance on 
international donor funds for this part of 
the HIV response.65 Furthermore, only 1% 
of the total (international and domestic) HIV 
spending goes to harm reduction, indicating 
minimal overall investment.66 In 2012, Harm 
Reduction International reported that ‘Without 
support from the Global Fund, the national 
response to HIV transmission among PWID 
would be limited to small-scale community-led 
programmes whose operations have been under 
continued threat from police and government 
crackdowns.’67 Financial support from the 
existing Global Fund grant for HIV programmes 
in Thailand will cease at the end of 2014, which 
may prove too soon for the Thai government to 
be willing, or able, to pick up the shortfall.68 

In 2013, UNAIDS reported that in ten countries with HIV 
prevalence rates of over 10% among people who injects drugs, 
domestic spending on harm reduction represented less than 
5% of overall HIV spending.60

Table 2.1 
Government-reported 
spending data extracted from 
AIDS Data Hub 201463

Country  Year of data Harm reduction spend as a 
  percentage of total (international 
  and domestic) HIV spend 

Cambodia 2009 2%

India 2009 not reported

Indonesia 2010 3%

Malaysia 2011 15%

Myanmar 2011 10%

Pakistan 2010 29%

Thailand 2011 1%

Vietnam 2010 7%
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2.3.2 Failure to take harm 
reduction programmes  
to scale

According to government reports submitted to 
UNAIDS, 45 countries consider HIV prevention 
for people who inject drugs to be a national 
priority, and 27 of these countries state they 
are on target to meet the goal to reduce new 
infections among people who inject drugs 
by 50% by 2015.69 However, the evidence to 
support this is contested.70 Many of these 
countries lack reliable population-size 
estimates of people who inject drugs, and 
have low coverage of priority harm reduction 
interventions such as NSP and OST. Further, 
criminalisation, stigma and discrimination 
limit the effectiveness of current service 
provision in many of these countries. 
According to UNAIDS, while countries that 
have introduced NSPs, OST and ‘other harm 
reduction components should be applauded, 
urgent attention is now needed to bring these 
services to scale. In Azerbaijan, only 68 people 
are receiving opioid substitution therapy. In 
Georgia and Kazakhstan, the figures are 650 
and 207 people, respectively – a tiny fraction 
in each country of the number of people who 
need the service.’71 

Poor national prioritisation and investment 
remain major obstacles to the scale-up of HIV 
and harm reduction programmes targeting 
people who use drugs. 

2.4 International donor 
investment 

Thirty-seven international donors (including 
bilaterals, multilateral mechanisms, 
foundations and trusts) provide funds 
for HIV responses in low- and middle-
income countries.72 The US government 
and the Global Fund account for 80% of the 
total international assistance for the HIV 
response.73 In 2012, a total of US$ 8.9 billion 
was invested by international donors into HIV 
responses around the world. International 
donors contributed 47% of the overall HIV 
spend in 2012. This was made up of bilateral 
government spending (67%), multilateral 
spending (28%) and philanthropic investment 
from foundations and trusts (5%).74 While 
domestic investment in national responses 
was higher overall, international donors 
remained overwhelmingly responsible for 
the financing of HIV prevention among key 
populations in low- and middle-income 
countries. 

In 2010, Harm Reduction International 
identified seventeen international donors that 
directed significant funding towards harm 
reduction programmes in low- and middle-
income countries between 2007 and 2010.f For 
2007, it was estimated that US$ 160 million 
was spent on harm reduction programmes 
(see Figure 2.3). This represented only 1.4% of 
overall international donor HIV spending that 
year and only 7% of the estimated resource-
need for harm reduction.75 This picture is 
changing as the donor landscape changes.

f These were the Global Fund, DFID, AusAID, Netherlands Ministry of Foreign Affairs, UNODC, Bill and Melinda Gates Foundation, 
PEPFAR, Open Society Foundations, NORAD, World Bank, GTZ, DROSOS Foundation, Swedish SIDA, Canadian CIDA, Levi Strauss 
Foundation, AIDS Fonds and American Jewish World Service

Figure 2.3 
Identified donor 
funding for harm 
reduction in 200776 
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Changes in international funding dynamics 
are requiring civil society to develop greater 
fluency in investment tracking and increased 
advocacy for harm reduction funding. Civil 
society initiatives have been established to 
inform harm reduction resourcing advocacy 
in middle-income countries within Asia and 
Eastern Europe and Central Asia.

Harm Reduction Works – Fund It: Advocacy 
for increased domestic investments in harm 
reduction in Eastern Europe and Central Asia
The Eurasian Harm Reduction Network is 
leading a regional advocacy programme 
(with financial support from the Global 
Fund) focusing on the need for increased 
domestic investment in harm reduction 
programmes in the context of shrinking donor 
funding for HIV responses in middle-income 
countries. The programme, ‘Harm Reduction 
Works – Fund It’, aims to strengthen civil 
society advocacy for sufficient, strategic and 
sustainable investments in HIV-related harm 
reduction in Eastern Europe and Central Asia. 
In particular, it seeks to build an enabling 
environment for harm reduction investment; 
and to develop the capacity of people who 
use drugs to advocate for the availability and 
sustainability of harm reduction services that 
meet their needs. The regional programme 
is implemented in five countries: Belarus, 
Georgia, Kazakhstan, Moldova and Tajikistan.

The programme is assessing levels of harm 
reduction funding and funding gaps, as well as 
the quality and availability of harm reduction 
services in the five focus countries. The findings 
will be critical for the development of national 
and regional advocacy, which will in turn focus 
on influencing budget allocations and service 
quality at national and regional levels.

Asia Action on Harm Reduction: National 
advocacy on harm reduction in Asia
The International HIV/AIDS Alliance’s 
Asia Action on Harm Reduction project 
(with financial support from the European 
Commission) supports national civil society-led 
advocacy for scaled-up, government-supported, 
evidence-based harm reduction and drug 
policy responses in six Asian countries. This 
programme has a focus on the urgent need 
for increased national government investment 
in harm reduction programmes in Cambodia, 
China, India, Indonesia, Malaysia and Vietnam. 

As with the advocacy plans in Eastern Europe 
and Central Asia, Asia Action advocates have 
identified that the tracking of international 
and national investments in harm reduction is 
essential to inform their advocacy for increased 
resources for harm reduction. In 2014/15, 
Harm Reduction International is working with 
local researchers to establish the current state 
of harm reduction funding. It will investigate 
the amount invested and the sources of 
funding and aims to assess how funds are 
spent (e.g. interventions, geographical area 
and target groups reached). The research 
will also seek to establish whether current 
spending is proportionate to epidemiological 
need within the context of national spending 
on HIV programmes. Where possible, it will 
also assess national spending on punitive 
drug policy approaches such as incarceration 
within prisons and other closed settings such 
as compulsory drug detention centres. The 
information gathered through this research 
will inform national and regional advocacy for 
increased funding (particularly government 
funds) for harm reduction programmes.

Box 2.1

Civil society taking the lead to analyse the harm reduction 
funding gap



The funding crisis for harm reduction16

2.4.1 The Global Fund  
to Fight AIDS, Tuberculosis  
and Malaria

The Global Fund was created in 2002, 
described by then UN Secretary General 
Kofi Annan as a ‘war chest’ to fight the three 
diseases.77 Its aim was to mobilise and 
disburse funds on a new scale, and it rapidly 
became the leading international donor for 
harm reduction programmes in low- and 
middle-income countries.

The Global Fund is the only multilateral donor to 
have analysed and published its investment in 
harm reduction programmes. In 2012, it released 
data from its inception in 2002 up to the ninth 
funding round in 2009. During that time 120 
HIV grants from 55 countries funded activities 
targeting people who inject drugs – with an 
estimated investment of US$ 430 million.78 

The remainder of this section analyses some of the main harm reduction investors 
to date, and also examines recent spending and general trends in funding. It is not 
a comprehensive review of the total funding available for harm reduction, nor of all 
donors. Instead, it provides an insight into recent funding trends from a selection 
of important donors, including the Global Fund, the UK government, the Dutch 
government, the US government and the Open Society Foundations.

As Figure 2.4 shows, there was a promising 
general upward trend over time. The significant 
increase in the sixth funding round in 2006 
includes large grants awarded to Ukraine for its 
national harm reduction programme.

In 2010, the Global Fund launched its tenth 
funding round and included a new ‘MARPs 
Reserve’.g This reserve allocation ring-
fenced 10% of the HIV funds for programmes 
that specifically targeted the most-at-risk 
populations. In 2010, the Global Fund’s 
secretariat also released its first explicit 
guidance on harm reduction programming, 
making it clear to countries that the Fund 
‘supports evidence-based interventions aimed 
at ensuring that key populations have access 
to HIV prevention, treatment, care and support 
… [including] the comprehensive package 
for the prevention, treatment and care of HIV 
among people who inject drugs.’79

These initiatives led to large increases in the 
funding allocated to harm reduction in the tenth 
funding round (see Figure 2.5). An estimated  
US$ 152 million for harm reduction programming 
was approved in this round – taking the total 
from 2002 to nearly US$ 600 million.h Of the 32 
approved HIV proposals, 15 included some level 
of activity targeted at people who inject drugs, 
and two MARPs Reserve proposals focused 
entirely on this population: the regional grant 
for the Middle East and North Africa Harm 
Reduction Association (MENAHRA)80 and the 
grant for Kazakhstan. 

g ‘MARPs’ are most-at-risk populations such as men who have sex with men, transgender people, sex workers, and people who inject drugs.
h Data due to be published in 2014.

Figure 2.4 
Global Fund investments in 
harm reduction, from Round 1 
(2002) to Round 10 (2010)
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The Round 10 grant in Malaysia aimed to 
increase the coverage of existing harm 
reduction services from 18,000 to 57,000 
people who inject drugs. In Kenya and Syria, 
the proposals were to introduce services such 
as NSPs for the first time. As Figure 2.5 shows, 
approximately 11% of the total approved HIV 
funding was directed towards harm reduction 
– an increase from the previous three years.

Round 11 and the Transitional Funding Model
The MARPs Reserve approach to funding was 
due to be repeated in the eleventh funding 
round. However, this round was cancelled 
by the Global Fund in November 2011 due to 
financial uncertainties and donor countries 
retreating from commitments that they had 
made.82 Amidst the confusion and anxiety that 
this decision created, the Fund established a 
‘Transitional Funding Mechanism’ to ensure 
that services were not disrupted. Whereas the 
tenth round saw US$ 732 million approved for 
HIV grants in 32 countries, the Transitional 
Funding Mechanism comprised just US$ 112 
million for HIV grants in 16 countries.83

Although updated data are not available, 
it is clear that the Transitional Funding 
Mechanism led to a dramatic drop from 
the figures presented in Figure 2.4. The 
cancellation of Round 11 undermined many 
national funding plans. In Eastern Europe and 
Central Asia, for example, eleven countries 
had prepared applications with strong harm 
reduction components that they could no 
longer submit.84

The New Funding Model
In 2013, donor countries pledged a record 
US$ 12 billion to the Global Fund. In late 
2013, the Global Fund announced a major 
change in how it provides grants, launching 
the ‘New Funding Model’ to ‘enable strategic 
investment for maximum impact’ and to 
‘provide implementers with flexible timing, 
better alignment with national strategies 
and predictability on the level of funding 
available’.85 The New Funding Model moves 
away from the competitive funding rounds that 
had been implemented previously. Instead, 
countries are assigned to one of four ‘country 
bands’ and are given funding allocations based 
on their income level and disease burden.

The Global Fund’s policy commitment to, 
and guidance on, harm reduction remains 
clear.86 Yet the New Funding Model is a major 
threat to investments in harm reduction 
programming, as many of the countries 
with the greatest need for harm reduction 
investment are now either ineligible for 
further funding or are not receiving any ‘new’ 
resources until at least 2017 – all as a result 
of the Global Fund’s use of country income 
status to determine national allocations.87 
This is likely to lead to dramatic cuts to harm 
reduction programmes.

This policy shift epitomises the broader de-
prioritisation of middle-income countries 
by international donors discussed earlier. 
Funding allocations based on country income 
and population-level disease burden could 
prove disastrous for investments in harm 
reduction programming – which predominantly 
relates to concentrated epidemics, and to 
middle-income countries in Eastern Europe 
and Asia that are often not politically prepared 
to replace donor funding for harm reduction 
with national funding.

Figure 2.5 
Global Fund investments 
in harm reduction, as a 
portion of total HIV and 
HIV/tuberculosis grant 
commitments (2002–2010)81
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Harm reduction in Ukraine

Changes in donor funding policy are having 
dramatic effects on harm reduction in 
Ukraine. Following substantial grants for 
harm reduction from the Global Fund and 
PEPFAR, changes in Ukraine’s country income 
status are leading to cuts to services for 
people who inject drugs.

Ukraine’s HIV and harm reduction programme 
targeting people who inject drugs is one 
of the largest in the world and is widely 
considered an example of good practice.88 
It is also a success: following over ten 
years of investment in highly targeted harm 
reduction interventions, HIV rates are going 
down.89 The programme is one of the very 
few in low- or middle-income countries 
to be operating at national scale, with an 
annual reach to 200,000 people who inject 
drugs. It consists of outreach-based and 
pharmacy-based NSP, OST, counselling, 
rapid HIV and hepatitis C testing, STI testing 
and treatment, legal services and innovations 
such as peer education for stimulant drug 
users and couples counselling to address 
sexual transmission risks and gender-
based violence. The national harm reduction 
programme works alongside national HIV 
treatment and tuberculosis programmes, and 
efforts to increase integration between these 
are well under way, despite the very vertical 
nature of Ukraine’s health system.

This progress is now threatened by investment 
problems. Despite significant political unrest, 
Ukraine is considered an upper middle-
income country by the World Bank, and 
therefore by the Global Fund. 

As a result Ukraine is facing dramatic cuts 
to its national harm reduction programme 
(expected to be 50% at the time of writing). 
Programme managers predict that plans to 
scale-up access to OST will cease, along with 
funding for legal services, STI testing and 
treatment, and that outreach programmes  
 will have a reduced reach.

Funding for HIV treatment and tuberculosis 
programmes was better protected in Global 
Fund grant negotiations. Harm reduction 
advocates report concerns that the harm 
reduction programme was ‘competing’ for 
funds alongside these other programmes.

The Ukrainian government has historically 
been very reluctant to invest in harm reduction 
programmes. It is difficult to predict whether 
this position will change in light of current 
political and economic instability in Ukraine. 
It is also difficult to predict the impact that 
cutting harm reduction programmes will have 
on the HIV epidemic.

The situation in Ukraine raises many concerns 
about the effect of investment decisions on 
harm reduction programmes. Will investment 
in HIV treatment programmes undermine 
harm reduction programmes? Will the national 
government invest when the Global Fund 
makes its cuts?

Box 2.2 
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2.4.2 UK government – 
Department for International 
Development (DFID)

The United Kingdom boasts a reputation as 
a global leader in overseas development 
assistance (ODA). It has achieved this through 
prioritising 0.7% of its gross domestic product 
towards ODA, and it fulfilled this promise for 
the first time in 2013.90 This move made the UK 
the second largest funder of ODA in the world. 
In the same year, DFID also pledged UK£ 1 
billion to the Global Fund. 

DFID has an important history in the funding 
of harm reduction programmes, investing in 
both programmatic and advocacy activities. 
However, in recent years, DFID has joined 
other donors in a retreat from funding for 
harm reduction.91 

Under its two HIV strategies, Taking action and 
Achieving universal access,92 DFID prioritised 
both financial and political support for key 
populations. It set out a position on harm 
reduction in the 2005 paper Harm reduction: 
Tackling drug use and HIV in the developing 
world, stating that ‘the UK views harm 
reduction as an integral and important part of 
the overall HIV prevention strategy … the UK 
supports equitable access to HIV prevention, 
treatment and care services especially for 
vulnerable and marginalised groups including 
drug users’.93 Within its current HIV position 
paper, Towards zero infections,94 DFID 
continues to highlight key populations as a 
policy priority for the department.

From 2008 to 2013, DFID’s overall HIV funding 
was steady at around UK£ 300 million per year, 
UK£ 180 million of which was channelled into 
bilateral programmes.i,95 The majority of harm 
reduction programmes supported by DFID 
were based in South East Asia and Central 
Asia. The DFID programmes that targeted people 
who inject drugs achieved impressive results and 
scored highly within DFID’s annual review.96 In 
2007, Harm Reduction International found that 
DFID harm reduction spending amounted to US$ 
40.8 million (around UK£23.3 million).97

However, recent changes in funding policy 
along with a shift in priorities have impacted 
negatively on investment in harm reduction 
programming. The decrease in harm reduction 
programme funding is framed within a wider 
decision to withdraw funding from middle-
income countries and instead direct UK bilateral 
aid only towards the poorest countries.98 

Overall bilateral funding for HIV has dropped 
by UK£ 75 million since 2010, and as a result 
the number of DFID-funded HIV programmes 
has dropped from 26 to 16.99 All harm 
reduction programmes have closed or are due 
to close by the end of 2014, with the exception 
of programmes in Myanmar (funded through 
the Three Diseases Fund until 2016).100 

DFID asserts that it is working to ensure the 
sustainability of these programmes when their 
funding ends. However, concerns have been 
raised that transitional funding arrangements 
have not been put in place. For example, the 
final evaluation of the joint DFID and World 
Bank funded programme in Vietnam notes 
‘concerns in relation to sustainability and, 
in particular, the lack of a clear pathway 
or transitional strategy to secure domestic 
funding for harm reduction interventions after 
[the project is] phased out’.101 At present those 
programmes previously supported by DFID 
and the World Bank in Vietnam are unlikely to 
continue at their current scale.102

DFID has continued to prioritise funding for 
civil society advocacy and has increased its 
contribution in this area from 21% in 2008/9 
to 34% in 2012/13.103 However, civil society 
organisations focusing on harm reduction 
advocacy have not benefited from this increase 
in support. DFID’s primary mechanism of 
programme partnership agreements (PPAs) 
currently supports just one HIV civil society 
organisation and it is not yet clear if PPAs will 
continue past the current funding round.104 

i This included projects identified as targeting people who inject drugs, as well as those targeting ‘vulnerable populations’ for which it was 
assumed that one-third would be targeted towards people who inject drugs.

Overall bilateral funding for HIV has dropped by UK£ 75 million since 2010, and 
as a result the number of DFID-funded HIV programmes has dropped from 26 to 
16.99 All harm reduction programmes have closed or are due to close by the end of 
2014, with the exception of programmes in Myanmar.100

In recent years, 
DFID has joined 
other donors  
in a retreat  
from funding for  
harm reduction.91
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DFID, harm reduction and multilateral 
investment
As a result of its bilateral aid review, DFID 
took the decision to ‘shift its bilateral footprint’ 
and invest its remaining HIV funding primarily 
through multilateral organisations – notably 
the Robert Carr civil society Networks Fund 
(RCNF) and the Global Fund. 

The UK government has pledged UK£ 1 
billion to the Global Fund, and indicates that 
the Global Fund has become the UK’s major 
mechanism for financing the HIV response.105 
DFID’s investment in the Global Fund is, 
however, shaped by Global Fund policy that 
limits investment in middle-income countries, 
which in turn reduces DFID’s investment 
in harm reduction programmes. DFID 
acknowledges that Global Fund support in 
middle-incomes countries is uncertain and 
that a ‘robust debate’ should take place in 
order to ensure that UK priorities, including 
harm reduction, are supported.106

The RCNF was launched at the International 
AIDS Conference in Washington in July 2012, 
with the goals to ‘support the work of global 
and regional civil society networks to address 
critical factors for scaling up access to 
prevention, treatment, care and support and 
to protect the rights of inadequately served 
populations’.107 It is currently supported by four 
international donors: DFID, the Norwegian 
Ministry of Foreign Affairs, the Bill and Melinda 
Gates Foundation and PEPFAR. 

The RCNF focuses on funding regional and 
global networks to engage in advocacy 
activities. This is an important investment as 
dedicated funding for advocacy and network 
strengthening is a vital area of activity often 
overlooked by donors. 

Prior to the establishment of the RCNF, 
DFID channelled direct investment to harm 
reduction and drug user organisations and 
other key population groups. However, as 
set out in Towards zero infections, DFID 
took the decision to channel the majority of 
funding for advocacy activities and civil society 
strengthening for key populations through the 
RCNF. Civil society organisations have raised 
concerns that by relying entirely upon this 
mechanism the UK has reduced funding for 
key population advocacy networks working at 
the global level.108 A marked decrease in DFID 
funding for UK-based global harm reduction 
advocacy organisations led to a period of 
funding instability for several international 
harm reduction organisations and a decrease 
in overall harm reduction funding from DFID.109 

DFID’s investments into the Global Fund and 
the RCNF have been widely welcomed by 
civil society.110 However, it is clear that DFID 
should rethink its strategy around financing 
key population programming and advocacy 
through these mechanisms alone if it is to 
ensure that its financial commitments further 
their policy priorities.111
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Harm reduction at the crossroads: Vietnam

Vietnam is a priority country for harm reduction. It is home to over 
150,000 people who inject drugs, of whom an estimated 13% live with 
HIV and around two-thirds live with the hepatitis C virus.112 For people 
who inject drugs in Vietnam, middle-income country status has posed 
a huge threat to the continuation of services that they rely upon daily.

DFID, PEPFAR, the World Bank and the Global Fund have been the 
major funders of the HIV response in Vietnam – where 71% of the HIV 
spending is supported by international funding sources.113 In 2012, 
DFID and World Bank funding ceased, and both PEPFAR and the Global 
Fund are reducing their contributions and will cease funding in 2015 
and 2016 respectively.114 Under the Global Fund’s New Funding Model, 
Vietnam was allocated around US$ 67 million for HIV, of which just 
US$ 8 million was ‘new’ funding (the remainder being money that had 
already been approved for previous grants, but not yet disbursed).115 
The latest progress report to UNAIDS highlights a ‘clear lack of 
funding for harm reduction, community outreach and [voluntary HIV 
counselling and testing] since the [World Bank] project closed and the 
HAARP project cut its budget earlier than planned.’116 

DFID funded a highly successful UK£ 17 million ‘Preventing HIV in 
Vietnam Project’ from 2003 to 2009 – with the purpose of reducing 
vulnerability to HIV infection in Vietnam, primarily through harm 
reduction programmes to provide needles, syringes and condoms to 
people who inject drugs and sex workers. In parallel, the World Bank 
launched its own US$ 38.5 million ‘HIV/AIDS Prevention Project for 
Vietnam’ in 2005 – providing comprehensive support for a range of 
prevention and treatment activities in 18 provinces, as well as national 
policy studies, research and training. In 2009, DFID and the World Bank 
decided to combine resources into the existing World Bank project until 
2012. DFID allocated an additional UK£ 18.3 million, and over 60% of 
the resources were allocated to harm reduction activities.117

A recent evaluation of the DFID and World Bank project concluded 
that it had a ‘significant impact on prevention of HIV infection’ and was 
cost-effective. Modelling illustrated that without these harm reduction 
programmes, HIV prevalence would have increased by approximately 
18% among people who inject drugs. The NSPs implemented between 
2003 and 2012 ‘averted an estimated 31,000 infections and 872  
HIV-related deaths’. 

Box 2.3
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Evaluators conclude that if the funding for these prevention 
programmes is not sustained, ‘then there could be a significant 
increase in the number of new infections by 2020 (4,698 extra 
infections), mostly attributable to PWID (4,061), [female sex workers] 
(59) and their clients (327)’.118 

The impending impact of funding cuts on the HIV epidemic and on the 
lives of people who inject drugs and female sex workers in the country 
is of great concern. The latest government progress report to UNAIDS 
cites ‘financial and human resources’ as the ‘major challenges’ to 
sustaining and scaling-up the national OST programme, which already 
has low coverage in some of the provinces where demand is highest.119 

The recent evaluation report concluded that it will fall to the 
Vietnamese government ‘to fill these funding gaps in order to sustain 
effective HIV programmes, particularly for primary prevention 
programmes’.120 The Vietnamese government has committed to 
increasing domestic HIV funding by 20% annually between 2012 and 
2020, but nevertheless estimates that it will need US$ 100 million 
per year in external aid to fund an effective HIV response.121 Without 
this ‘bridging’ funding from international sources, the increasingly 
high targets set by the National Strategy for HIV AIDS Prevention and 
Control will not be met. This includes a target to increase the number 
of people receiving methadone from 16,000 to 80,000 by 2015, currently 
an unimaginable achievement given the diminishing funds and 
overloaded existing OST services.122

In Vietnam, and the many other countries with new middle-income 
country status, the progress made through years of investment  
in harm reduction is about to be reversed.

Box 2.3 continued
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2.4.3 Dutch government 

The Dutch government, through the 
international aid programme of the Ministry 
of Foreign Affairs, is continuing its support for 
harm reduction programming in high-need 
countries and as such acts an example of 
ongoing commitment. HIV programmes for 
key populations, including harm reduction 
programmes for people who inject drugs, 
remain a priority in Dutch HIV/AIDS policy. 
Further, the Dutch government considers 
its support for harm reduction as one 
of its ‘added value’ contributions to the 
international HIV response.

The Dutch government supports two main 
programmes to demonstrate this commitment: 
‘Bridging the Gaps’,123 managed by AIDS Fonds, 
a multi-country HIV programme targeting 
key populations (€17.5 million over five years 
for the harm reduction component); and 
‘Community Action on Harm Reduction’124 
(€10 million over four years), managed by 
the International HIV/AIDS Alliance, another 
multi-country programme focused entirely on 
harm reduction programming and advocacy. 
In both programmes, investment in harm 
reduction programmes in middle-income 
countries remains.

The Dutch government acknowledges that 
chronic under-resourcing of harm reduction 
continues to be a problem in many middle-
income countries. Compared with DFID, it 
has a longer term perspective on the need 
to transition to domestic funding for harm 
reduction. In addition, the funding supports 
innovation in harm reduction programming, 
and advocacy for drug policy reform where 
harm reduction is limited by law enforcement 
practices and human rights violations. The 
Dutch government is seeking to intensify the 
impact of its investments by convening national 
policy dialogue on harm reduction and the needs 
of people who use drugs through its embassies 
in, for example, Indonesia and Kenya.

2.4.4 US government – 
President’s Emergency Plan 
for AIDS Relief (PEPFAR)

PEPFAR funds represent the largest 
contribution to the HIV response from any 
single nation. Since its inception in 2003, it has 
committed over US$ 52 billion to the global 
HIV response.j,125 However, policy constraints 
undermine investments in harm reduction 
programmes. PEPFAR has, since its inception, 
operated under a Congress-imposed ban on 
funding NSPs. In 2009, the ban was lifted, and 
in July 2010, PEPFAR released Comprehensive 
HIV prevention for people who inject drugs, 
revised guidance, which includes a summary 
of the evidence for the effectiveness of NSPs 
and states that ‘PEPFAR-supported NSPs can 
include the distribution of injection equipment, 
exchange of sterile syringes for previously-
used syringes, and opportunities for safe 
disposal of injection equipment’.126 However, in 
2011, the ban was returned by Congress, and to 
date, PEPFAR investment has not included funds 
for the purchase of needles and syringes.127

At the International AIDS Conference in 
2012 in Washington, Hillary Clinton (then 
US Secretary of State) announced three 
new initiatives to increase attention to key 
populations through PEPFAR:

US$ 15 million for implementation research to 
identify the specific interventions that are most 
effective for reaching key populations

 US$ 20 million to launch a challenge fund 
that will support country-led plans to expand 
services for their key populations

US$ 2 million investment in the RCNF to 
bolster the efforts of civil society groups in 
addressing key populations.128

j Includes bilateral HIV programmes, contributions to the Global Fund, and bilateral TB programmes until fiscal year 2013.
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However, an analysis of PEPFAR spending 
demonstrates how few resources are 
committed to HIV prevention among people 
who inject drugs. The review of a snapshot 
of PEPFAR country operational plans from 
fiscal years 2009 through 2012, conducted by 
George Washington University, found little HIV 
prevention or treatment spending targeted 
to people who inject drugs in most countries 
analysed. This was despite acknowledgement 
of existing or growing epidemics among people 
who inject drugs in several of the country 
operational plans. The researchers also found 
that the extent to which the PEPFAR spend on 
HIV prevention among people who inject drugs 
was proportionate to the epidemiological need 
varied dramatically between countries.129

In South Africa, for example, both the 2012 
and 2013 plans state: ‘Unfortunately, limited 
attention is being paid to the HIV needs 
of People Who Inject Drugs (PWIDs), and 
prevention, care, treatment and psychosocial 
services for PWIDs are limited’ despite a 
recognition that ‘almost 1/3 of new HIV 
infections in South Africa are related to 

Commercial Sex Workers (CSW), Men having 
Sex with other Men (MSM), and People who 
inject drugs (PWID).’130

While the 2012 report states that PEPFAR 
South Africa is ‘strengthening its overall 
MARPs program with the goal of reducing the 
number of new HIV infections in South Africa 
among sex workers (SW), persons who inject 
drugs (PWID), MSM, and their sex partners’, 
there is little evidence of investment being 
directed towards priority harm reduction 
interventions for people who inject drugs.131

There are certainly indications that PEPFAR 
investment in programmes targeting people 
who inject drugs has increased since 2007, 
when an estimated US$ 5.7 million was spent 
(US$ 23.1 million in total between 2007 and 
2009).132 These figures represented spending 
on HIV prevention among people who inject 
drugs in Cambodia, China, India, Kenya, 
Russia, Tanzania, Ukraine and Vietnam. They 
did not include any funding for NSPs, and 
methadone provision was only supported in 
Ukraine and Vietnam.133

Cambodia 474,000 18,500,000 2.56

Central Asian Region 4,215,695 15,814,000 26.66

China 909,003 8,000,000 11.36

Guyana 2,000 14,881,575 0.01

India 200,000 33,000,000 0.61

Indonesia 262,177 13,000,000 2.02

Kenya 931,385 517,287,175 0.18

Mozambique 800,000 268,789,597 0.30

Russia 2,750,000 5,000,000 55.00

Tanzania 3,950,000 357,193,489 1.11

Thailand 53,405 5,500,000 0.97

Ukraine 3,200,000 22,178,000 14.43

Vietnam 9,957,550 84,833,168 11.74

TOTAl 27,705,215 1,363,977,004 2.03

PEPFAR spending on HIV 
prevention for people who 
use drugs (US$)

Country/region PEPFAR total HIV 
spending (US$)

Spending on HIV 
prevention for people who 
use drugs as a percentage 
of total PEPFAR HIV 
spending (%)

Table 2.2 
PEPFAR spending on HIV 
prevention for people who 
use drugs in 2011
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PEPFAR operational reports state that 
US$ 23.8 million was spent in 2010 on HIV 
prevention programmes targeting people 
who use drugs; the figure increased to US$ 
27.7 million in 2011.134 They state that this 
includes prevention among injecting and non-
injecting drug users (e.g. methamphetamine 
users) and covers activities such as ‘policy 
reform, training, message development, 
community mobilization and comprehensive 
approaches including medication assistance 
therapy to reduce injecting drug use’, as 
well as programmes to prevent sexual 
transmission.135 In 2011, this funding went 
towards programmes in Cambodia, Central 
Asian Region, China, Guyana, India, Indonesia, 
Kenya, Mozambique, Russia, Tanzania, 
Thailand, Ukraine and Vietnam (see Table 2.2). 
The largest share, over one-third of the 2011 
investment for people who inject drugs, went 
to programming in Vietnam (US$ 9.9 million). 
PEPFAR is currently reducing their funding in 
Vietnam and ceasing support for programmes 
in favour of technical support in the coming 
years (see Box 2.3). In most of the countries 
receiving PEPFAR support for programmes 
targeting people who use drugs, this 
represents a very small proportion of overall 
HIV spending (see Table 2.2). 

PEPFAR’s 2011 investment in HIV prevention 
for people who use drugs amounted to just 2% 
of the PEPFAR spending in those countries. 
It represented 0.6% of total PEPFAR bilateral 
spend, and 0.4% of the total PEPFAR budget 
(including contributions to multilaterals such 
as the Global Fund).137 

PEPFAR’s overall investment in programmes 
reaching people who inject drugs has 
increased over time. In some PEPFAR-funded 
countries, other international donors are 
picking up the cost of NSP commodities 
while PEPFAR funds ‘wraparound services’. 
However, in most of the countries listed in 
Table 2.2, coverage of priority harm reduction 
interventions remains well below UN 
recommended levels,k and the extent to which 
PEPFAR can contribute to harm reduction 
scale-up remains hampered by the federal 
funding ban on NSPs.

The future of PEPFAR’s bilateral funding 
for programmes targeting people who use 
drugs is uncertain. While an explicit retreat 
from middle-income country funding has not 
been announced, there are indications of this 
trend. PEPFAR’s move to increase ‘country 
ownership’ and its emphasis on treatment is 
resulting in a reduction of financial support for 
HIV prevention programmes. The impending 
end of harm reduction programme funding 
in Vietnam, for example, will reduce PEPFAR 
spend on HIV prevention for people who inject 
drugs by over one-third.138

k UN guidance recommends 40% coverage of OST and 60% coverage of NSPs to have an impact upon HIV epidemics among people who 
inject drugs

PEPFAR’s 2011 investment in HIV prevention for people 
who use drugs amounted to just 0.6% of total PEPFAR 
bilateral spend.
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2.4.5 Open Society 
Foundations (OSF)

OSF is a key donor for harm reduction, albeit 
with an annual investment significantly lower 
than the donors listed above. Through the 
International Harm Reduction Development 
(IHRD) programme, OSF prioritises funding 
for advocacy, technical assistance and pilot 
harm reduction services, as well as community 
organising, legal reform and human rights 
protection in countries around the world. 
Its presence and support is crucial in many 
countries where there is still a need to 
demonstrate the feasibility of harm reduction 
programmes. OSF has historically played a 
pivotal role in the uptake of harm reduction 
across Eastern Europe and Asia. 

In 2013, total OSF investment in harm reduction 
was US$ 10.4 million. This comprised US$ 7 
million from IHRD, and an additional US$ 3.4 
million from other OSF programmes including 
the Law and Health Initiative, Access to Essential 
Medicines Initiative, Sexual Health and Rights 
Project, Public Health Program general fund, 
the various OSF geographic programmes (such 
as those in Russia, China, Latin America and the 
USA), the Global Drug Policy Program, the Human 
Rights Initiative, and the Soros foundations 
in Armenia, East Africa, Georgia, Kyrgyzstan, 
Macedonia, Moldova and Ukraine. Figures 2.6 and 
2.7 illustrate the OSF harm reduction spend in 
2013 by expense type and by region. 

Spending for 2012 and 2011 reached similar 
levels. Harm reduction work in Latin America is 
a new addition to the OSF portfolio.

OSF funding goes towards naloxone distribution 
and NSPs, where these interventions are not 
yet fully accepted. It also supports advocacy for 
greater access to hepatitis C medicines. IHRD’s 
emphasis shifted to advocacy and human rights 
protections following the arrival of the Global 
Fund. The Global Fund now funds services in 
most of the countries where IHRD had initiated 
work. With current resources, however, there 
is limited scope for OSF to fill the gaps left by 
the departure of the Global Fund in the middle-
income countries that are becoming ineligible 
or that have no new funding available through 
the New Funding Model. Nonetheless, OSF 
continues to support advocacy to examine the 
impacts of the changes at the Global Fund, and 
to increase support for health and human rights 
protections for people who use drugs from 
bilateral and private donors.l

Figure 2.7 
OSF harm reduction spend 
in 2013 by region

Figure 2.6 
OSF harm reduction spend 
in 2013 by expense type

Grantmaking
Operational
Consulting/Technical 
assistance

Eastern Europe 
and Central Asia
North America
Global
China and South 
East Asia

Latin America
East Africa
Western Europe

l Based on information provided by Open Society Foundations International Harm Reduction Development Programme, in June 2014.
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3.1 Keep the Global  
Fund global

The Global Fund’s New Funding Model, 
launched in 2013, reflects the period of soul-
searching and crisis management at the Global 
Fund that followed the cancellation of Round 11 
in 2011. Even as the model was being designed 
and developed, however, civil society groups 
were raising concerns about its potential 
impacts on harm reduction.139

As described earlier, HIV epidemics amongst 
people who inject drugs are most often found in 
middle-income countries, and are concentrated 
epidemics in most cases. In some countries 
such as Kenya and Tanzania, these epidemics 
are classified as mixed epidemics whereby 
concentrated HIV prevalence amongst key 
populations exists as part of broader high 
levels of HIV prevalence among the general 
population. Concentrated epidemics are a 
lower priority in Global Fund funding policy, 
as disease burden is a dominant factor in 
determining need.

The use of gross economic indicators to 
determine investment levels for HIV poses a 
huge threat to harm reduction programmes 
– and by extension a direct threat to the 
global HIV response. Country income status, 
the general World Bank measure of country 
wealth, does not factor in the dynamics of HIV 
transmission and access to services.

Of the 58 countries that have previously 
received harm reduction funding from the 
Global Fund, 41% are now either ineligible 
for support due to their income level (14 
countries) or remain eligible but have not been 
assigned any ‘new’ HIV money beyond what 
had already been pledged in previous funding 
rounds (10 countries).140 

Of the eligible countries, 59% have been 
formally labelled by the Global Fund as ‘over-
allocated’ or ‘significantly over-allocated’ 
– meaning that the money they have received 
in the past is greater than what they would 
have received if the New Funding Model had 
been in place earlier. Of even greater concern, 
this implies that their funding allocation will 
continue to be cut in future allocations as the 
Global Fund seeks to reshape its portfolio.141

Only ten of the 58 countries are eligible for 
‘incentive funding’, which is available to 
some countries on a competitive basis for 
applications that demonstrate the greatest 
case for additional funds.142 This funding 
was originally proposed to support the 
implementation of so-called ‘critical enabler’ 
interventions, upon which programme 
implementation depend, such as advocacy to 
build enabling policy and legal environments 
for harm reduction programming.

Despite these threats, the Global Fund 
remains the leading international donor for 
harm reduction, and its support is vital to 
ongoing efforts to increase the coverage of harm 
reduction programmes for people who inject 
drugs. Crucially, there is still time for the Fund 
to implement measures to protect the progress 
that has been made – but its investments in harm 
reduction must increase rather than decrease.

‘ Mid-term reviews urgently called on the 
international community not to abandon the 
HIV response, especially at a moment when 
historic progress could be jeopardized by 
funding uncertainties. Even with increased 
domestic allocations, some countries, 
especially those with few resources and 
heavy HIV burdens, will be unable to 
close their resource gap without external 
assistance.’ (UNAIDS, 2013)143

3 Discussion and recommendations

The use of gross economic indicators to determine investment 
levels for HIV poses a huge threat to harm reduction programmes 
– and by extension a direct threat to the global HIV response. 
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The Global Fund must acknowledge that population-level 
disease burden and country income status are insufficient 
indicators to guide investments for key populations, including 
people who inject drugs. This approach fails to reckon with a 
country’s unwillingness to pay for essential services, as well 
as the concentrated nature of many HIV epidemics amongst 
key populations. A more nuanced approach is necessary to 
determine funding needs – one that recognises the need for 
gradual transitions to national funding and that analyses and 
addresses the political barriers to funding for key populations. 
The Global Fund needs new measures and protections for 
those whose governments resolutely refuse to support harm 
reduction and human rights-based programmes. 

National governments and bilateral and other donors must 
honour and increase their contributions to the Global Fund. 
The scale-up of harm reduction programmes depends on a 
fully funded Global Fund. Further, Global Fund donors can 
assert their influence over Global Fund policy to ensure that 
investment in harm reduction programmes continues to grow 
and that no one is left behind in the global effort to end AIDS. 
As described earlier, bilateral donors such as the UK and 
US governments have made important commitments to key 
populations. These commitments must be advanced in Global 
Fund funding policy, not undermined.

The Global Fund must demonstrate strong leadership and 
commitment to harm reduction programmes, as the largest 
funder of these programmes. This includes coordinating UN 
agencies, placing pressure on less supportive governments and 
ensuring that grant proposals are deemed technically unsound 
if they do not include priority harm reduction interventions. The 
New Funding Model’s emphasis on ‘country dialogue’ provides 
important opportunities for this role.

The Global Fund should seek to build upon the successful 
MARPs Reserve approach from Round 10 (2010) to optimise 
the New Funding Model and to ensure dedicated funding for 
most-at-risk populations such as people who inject drugs. 
This could be achieved through a specified reserve in each 
of the four ‘country bands’, or through a parallel funding 
mechanism to the regular allocations. Such an approach will 
allow the Global Fund to continue to prioritise the scale-up of 
harm reduction programmes.

The Global Fund needs to urgently revisit its communication 
with regards to ‘over-allocated’ and ‘significantly over-
allocated’ countries. According to UN guidance, the coverage 
of NSPs needs to reach 60%, and OST 40%, before ‘high’ 
coverage levels are reached in order to impact upon HIV 
transmission dynamics among people who inject drugs.144 
These levels have not been reached in the vast majority of 
low- and middle-income countries and, until they are, it is 
misleading to refer to these countries as being over-allocated.

The Global Fund must ensure better representation of 
people who use drugs and other civil society stakeholders in 
Country Coordinating Mechanisms. Meaningful participation 
requires resources for capacity building of networks and for 
sensitisation and education measures targeting decision 
makers. Decision makers need to understand harm 
reduction programmes in order to support them. 

Recommendations: Global Fund, donors to the Global Fund
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3.2 Invest strategically 
in harm reduction 

UNAIDS calls on countries to ‘know their 
epidemic’.145 For people who inject drugs, there 
is still very much that is unknown. People who 
inject drugs are still uncounted and invisible 
in national HIV data in many countries, and 
data on HIV and hepatitis C prevalence, on 
HIV and hepatitis C treatment need and on 
barriers to services are missing. There are 
notable efforts under way to increase the 
availability of reliable data. But in 2014, while 
there are reports of injecting drug use in at 
least 158 countries worldwide,146 UNODC found 
population-size estimates of the numbers of 
people who inject drugs in only 89 countries 
and estimates of HIV prevalence among people 
who inject drugs from only 111 countries.147 

Concerted efforts are needed to ensure 
that countries ‘know their spend’. This is 
important to ensure that national budgets are 
made on the basis of both epidemiological 
and resource need. 

Our understanding of what is currently being 
spent on harm reduction must drastically 
improve. Donors and governments must get 
better at tracking their investment in harm 
reduction and must do so transparently, 
according to value-for-money principles and 
evidence of effectiveness. 

The evidence base for the effectiveness of 
harm reduction programmes is strong, yet 
governments and others continue to favour 
abstinence-based interventions that are more 
politically popular, but less effective in reducing 
HIV transmission. Low-threshold, community-
based interventions, using outreach and peer-
based methods, are essential to the success 
of harm reduction, and investments must be 
directed to communities along with clinics  
and commodities. 

Commitments made by international donors are met, in part, 
by investing in harm reduction programmes through bilateral 
mechanisms. This is particularly important in countries 
where domestic investment in harm reduction is lacking. 
International donors, where they are exiting from bilateral HIV 
funding, must ensure that adequate measures are in place 
for transitional funding, so as to not force the closure of harm 
reduction programmes. For sustainability of harm reduction 
programmes, exit strategies should include the funding of 
advocacy efforts so that national advocates can monitor and 
defend harm reduction programmes, and engage in national 
debate on health spending and human rights. 

International donors must use their influence to encourage 
increased domestic investment in harm reduction 
programmes. International donors must ensure that 
their multilateral investments are targeted to fulfil their 
commitments on key populations, including access to 
services for people who inject drugs.

Data on harm reduction investments must improve. 
International donors and governments should be 
systematically tracking disaggregated harm reduction 
investment and this information should be transparent. 

To support this investment tracking effort, UNAIDS and 
UNODC should be monitoring harm reduction spending more 
directly. A successful system would enable monitoring of 
investment fluctuations or gaps and facilitate early recognition 
of potential funding crises. It should also equip civil society 
and others with data on investment in order to advocate for 
sustainable funding for harm reduction programmes.

Recommendations: International donors and UN agencies
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3.3 Increase national 
harm reduction 
investment

Injecting drug use has been identified in 158 
countries.148 In many of these countries, the 
dynamics of HIV transmission are directly 
affected by the sharing of injecting equipment. 
Many governments are failing to grapple with 
the impacts of injecting drug use, including by 
preventing HIV and hepatitis C amongst people 
who inject. A complex mix of poor or no data, 
stigmatising attitudes towards people who 
inject drugs, low levels of public support for 
services for people who inject drugs and low 
levels of knowledge about the effectiveness 
of harm reduction interventions all lead to 
low levels of investment. This situation needs 
to change. Some national governments, for 
example the Malaysian government, have 
overcome these barriers and are investing in 
harm reduction. 

There is an urgent need for many more 
governments to prioritise spending on  
harm reduction programmes for people  
who inject drugs.

Fluency in budget tracking and resourcing 
advocacy is fast becoming an essential part of 
the harm reduction advocate’s role. In 2014, for 
example, civil society advocacy programmes 
were established to inform harm reduction 
resourcing advocacy in middle-income 
countries within Asia and Eastern Europe and 
Central Asia (see Box 2.1). UNAIDS and UNODC, 
with their systems for tracking national HIV 
responses, should be more directly supportive 
of this effort to identify national spending on 
harm reduction, and identify gaps.

‘ In the same way that we taught people safe 
injection techniques and how to reverse 
overdose, we need to be able to read budgets, 
understand budget cycles and press for local 
funding.’ (Daniel Wolfe, 2013)149

National governments in countries with HIV epidemics 
driven by unsafe injecting must fund national harm reduction 
programmes. An over-reliance on international funds for 
services for people who inject drugs is an unsustainable 
strategy to end AIDS. This recommendation particularly 
applies to the 24 national governments whose countries are 
prioritised by UNAIDS and UNODC: Argentina, Belarus, Brazil, 
China, Egypt, India, Indonesia, Iran, Kazakhstan, Kenya, 
Kyrgyzstan, Moldova, Morocco, Myanmar, Nigeria, Pakistan, 
Philippines, South Africa, Tajikistan, Tanzania (mainland and 
Zanzibar), Thailand, Ukraine, Uzbekistan and Vietnam.

National governments must address stigma related to HIV 
and drug use, both in public debate and in the attitudes of 
decision makers, including those who decide on budget 
priorities. People who inject drugs have the same rights to 
services as other citizens. Further, a public health approach 
to HIV must address the needs of people who use drugs in 
order to end AIDS.

National governments and international donors must invest 
in efforts to understand injecting drug use in those countries 
where no or little data exists. Estimates of the numbers of 
people using drugs, injecting practices and the dynamics of 
HIV transmission amongst people who inject drugs, and social 
and cultural factors that influence drug use and HIV risk, are 
all examples of the essential information that must guide 
harm reduction programming.

International donors and others with influence must 
intensify pressure on priority countries to increase domestic 
investment in harm reduction.

UNAIDS, UNODC, the World Bank and researchers should 
expand their work to develop investment cases for harm 
reduction programmes, demonstrating cost-effectiveness 
and modelling the impact of diminished investment on HIV 
epidemics among people who inject drugs, with a particular 
focus on those countries where governments demonstrate 
weak or no commitment to harm reduction programmes.

International donors should financially support civil society 
to build their capacity in advocacy for budget transparency, 
accountability and increased domestic investment. 

Recommendations:  
National governments, international donors, UN agencies
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3.4 Rebalance existing 
resources in favour of  
health and harm reduction

Where can money for intensified investment 
in harm reduction come from? A call for the 
scale-up of HIV-related harm reduction funding 
is not a call for diversion of funding from other 
aspects of healthcare, social policy or HIV 
prevention. It is a call for better spending of 
existing resources. Large sums of money are 
currently invested in drug control measures; for 
example, policing and court costs, prison costs, 
drug supply reduction costs. This investment 
often fails to meet the most basic value-for-
money measures, and undermines public 
health efforts such as HIV prevention. 

Governments often call for, and promise, 
a health-centred approach to drugs, but in 
country after country around the world the 
balance of funding is massively weighted in 
favour of drug law enforcement measures. 
Even where there have been reductions in 
resources for drug policy across the board, 
this has disproportionately affected the health 
components versus enforcement.150

To highlight this problem, harm reduction 
organisations from around the world are 
challenging governments to rebalance 
their public health and law enforcement 
responsibilities. In the lead-up to the UNGASS 
on drugs in 2016, advocates are calling 
for a scale-up of harm reduction funding 
to just one-tenth of what is spent on drug 
enforcement, and to do so by 2020. 

In the European Union, for example, between €3.7 
and 5.9 billion is spent annually on imprisoning 
people for drug offences.151 One-tenth of this 
money would double the Global Fund’s Round 10 
allocation for harm reduction programmes.

It is estimated that drug enforcement 
spending across policing, prisons, courts and 
probation services is in excess of US$ 100 
billion annually.152 That figure is uncertain. 
But even if it is wrong by a factor of four, if 
annual spending on drug enforcement is only 
one-quarter of this estimate, just one-tenth 
of it would fund harm reduction programmes 
around the world. To put it another way, one-
tenth of one year’s drug enforcement spending 
would cover global HIV prevention for people 
who inject drugs for four years.

Nationally, harm reduction spending rarely 
achieves more than a small fraction of 
the allocations for enforcement. A small 
rebalancing of funding priorities can change 
the landscape in favour of cost-effective health 
interventions and fund national harm reduction 
programmes entirely.

Achieving an appropriate balance of funding 
in drug policy is complicated, with budgets 
distributed across different, often competing, 
ministries. But it is not impossible. In order to 
control HIV epidemics, governments can make 
better use of the resources available to them 
by attending to the HIV needs of people who 
inject drugs.

National governments must undertake cost-effectiveness analyses of current spending  
on drug policy and take action on failing or ineffective investments.

National governments must estimate the resource needs for HIV and harm reduction 
programmes and rebalance spending towards health. 

International donors and UN agencies must work together to define an international  
target for global investment in harm reduction programmes, based on the principles  
of the UNAIDS Investment Framework, and commit to meeting that target, in partnership 
with national governments.

Recommendations:  
National government, international donors  
and UN agencies

One-tenth of 
one year’s drug 
enforcement 
spending would 
cover global  
HIV prevention  
for people who 
inject drugs  
for four years
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40 The funding crisis for harm reduction

This report tells the story of HIV-related harm reduction 
funding over time and illustrates why an AIDS-free generation 
will not be possible if the present rate and pace of investment 
continues. It highlights the changing donor landscape and 
the particular problem for harm reduction funding in middle-
income countries with decreasing international donor support. 
While the challenges are considerable, there are concrete 
actions that donors, governments and harm reduction 
advocates can take to build a fully funded, sustainable harm 
reduction response. 

The resources needed are minimal when compared with 
the level of funding invested in drug law enforcement, 
imprisoning those convicted of minor drug offences, and 
treating HIV and hepatitis C infections that could have been 
averted. The resources needed are minimal when the real 
potential to avert new HIV and hepatitis C infections and save 
lives is factored in.

Strategic investment in HIV programmes targeting key 
populations is required, regardless of country income status. 
Bilateral investments must be re-prioritised, and existing 
resources in drug policy should be rebalanced in favour  
of health and harm reduction.
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