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Abstract 

Background:  The harm reduction (HR) approach to injecting drug use was rapidly adopted in Central Europe follow‑
ing the fall of the Iron Curtain. The associated social and economic transformation had significant consequences for 
drug policies in the region. A large number of emerging services have been dependent on funding from a wide range 
of national and/or local funding programmes, which continue to be unstable, and closely associated with political 
decisions and insufficient institution building.A sharp distinction is made between health and social services, often 
without regard to client input. The main objective of the paper is to identify the causes of the funding problems cur‑
rently faced by HR services in the context of their history of institution building which represents a major threat to the 
future of HR services in the region.

Methods:  Qualitative content analysis of documents was conducted in the development of two case studies of 
the Czech and Slovak Republics. The body of documentation under study comprised policy documents, including 
National Drug Strategies, Action Plans, ministerial documents, and official budgets and financial schedules, as well as 
documents from the grey literature and expert opinions.

Results:  The insufficient investments in finalising the process of the institution building of HR services have resulted 
in a direct threat to their sustainability. An unbalanced inclination to the institutionalisation of HR within the domain 
of social services has led to a misperception of their integrity, as well as to their funding and long-term sustainability 
being endangered. In addition, this tendency has had a negative impact on the process of the institutionalisation of 
HR within the system of healthcare.

Conclusion:  The case study revealed a lack of systemic grounding of HR services as interdisciplinary health-social 
services. The aftermath of the financial crisis in 2008 fully revealed the limitations of the funding system established ad 
hoc in the 1990s, which remains present until today, together with all its weak points. The entire situation is responsi‑
ble for the dangerous erosion of the interpretation of the concept of harm reduction, which is supported by various 
stereotypes and false, or ideological, interpretations of the concept.

Keywords:  Harm reduction, Drug policy, Comparative qualitative analysis, Financial support, System analysis, Case 
studies, Czech Republic, Slovak Republic
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Background
The history of harm reduction policies concerned with 
drug-related problems in Western Europe can be traced 
back to as early as the first half of the 1970s [1], while in 
Australia and in the USA the first signs of the HIV epi-
demics spurred the first needle exchanges and subse-
quent harm reduction efforts. Initially, harm reduction 
advocates faced an uphill battle but in the European 
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Union the hill has become much less steep over the years, 
with “consensus replacing controversy” [2]. In 2018, there 
were 335 needle and syringe programmes in the USA, 
organised by a rather well-developed grassroots harm 
reduction movement [3–5]. The result of the federal gov-
ernment changing its position on needle and syringe pro-
grammes, leading to a partial repeal of the ban on federal 
funding for this service, is a recent increase in needle and 
syringe programmes in the USA. Although the use of fed-
eral funds to purchase sterile needles or syringes remains 
prohibited, federal funds are permitted to be allocated 
to other aspects of programmes that are needed to keep 
them in operation. While not completely without contro-
versy, in Australia and the EU harm reduction has largely 
been mainstreamed, while it has gained a steadily grow-
ing foothold in Latin America and many Asian countries. 
In 2018, 86 countries worldwide had implemented some 
form of needle and syringe programme and 86 countries 
had implemented opioid substitution treatment [3].

The harm reduction (HR) approach to drug use was 
rapidly adopted in Central Europe (CEE) following the 
fall of the Iron Curtain. The enormous speed of the social 
and economic transformation, marked by little experi-
ence with an open market, had significant consequences 
for the drug policy. A large number of newly emerging 
services were (and often still are) dependent on funding 
through a wide range of central and/or local programmes 
of subsidies, the granting of which was arbitrary and fol-
lowed no rigorous structure. Since the beginning, such a 
system has been fragile and unstable, particularly because 
of its inseparable association with political decisions 
and insufficient institutionalisation. In this respect, it is 
characteristic of the former Soviet bloc that a division 
is made, often artificially and without regard to context, 
between health and social services, although this may 
impair their interrelationship. This phenomenon seems 
to have become the greatest danger to the emerging net-
work of HR services, which can be demonstrated in their 
development in the Czech and Slovak Republics pointing 
out the major shortcomings of the system.

The aim of this paper is to conduct analyses of the 
system of the provision of HR services in the context of 
the national drug policy vision (using case studies from 
the Czech and Slovak Republics) with special attention 
being focused on the way these services are founded and 
funded, as well as on the process of their institutionalisa-
tion. The main objective is to identify the causes of the 
current problems, which pose a danger to the configura-
tion, definition, existence, and sustainability of these ser-
vices. We also seek to establish whether this may indicate 
a structural problem which may need to be addressed 
generally, and not only in relation to the two countries 
under analysis.

Harm reduction: from an emerging Public Health 
paradigm to a comprehensive set of interventions
“‘Harm Reduction’ refers to policies, programmes, and 
practices that aim primarily to reduce the adverse health, 
social, and economic consequences of the use of legal 
and illegal psychoactive drugs without necessarily reduc-
ing drug consumption. Harm reduction benefits people 
who use drugs, their families and the community. The 
harm reduction approach to drugs is based on a strong 
commitment to public health and human rights” [6]. The 
harm reduction approach entered the arena of drug pol-
icy, prevention, and treatment in the 1980s, when many 
countries experienced the onset of the HIV epidemic. 
Against the background of widespread HIV/AIDS infec-
tion among people who inject drugs (PWID) in the late 
1980s, an increasing number of countries concluded that 
the “spread of HIV is a greater danger to individual and 
public health than drug misuse” [7]. That same period 
witnessed the rise of the New Public Health paradigm, 
reflecting a shift from a narrow biomedical perspective 
on disease (in this case, addiction) to a broader concept 
of health that recognises that health consequences (for 
example, those of drug use) are mediated and affected by 
specific environmental and situational factors, as well as 
the broader social framework [8–10].

Globally, harm reduction is becoming the dominant 
policy response to problem drug use and the associ-
ated harms, such as HIV infection. At this point, harm 
reduction is advocated by virtually all the major rele-
vant United Nations organisations, including the WHO, 
UNAIDS, and others [11]. The best-known examples of 
harm reduction are, beyond a doubt, the provision of 
sterile injecting equipment to people who inject drugs 
and the provision of opioid substitution treatment. How-
ever, the term “harm reduction” refers to a much larger 
set of interventions. In the context of HIV prevention, 
treatment, and care for PWID, the WHO, UNODC, and 
UNAIDS have included nine interventions in what has 
been termed the “essential package of interventions for 
effective HIV prevention and care for injecting drug users” 
[12], which also includes resting, ART, the prevention of 
STIs, condom provision, information provision, and the 
prevention, detection, and treatment of viral hepatitis 
and TB.

Nonetheless, HIV or infectious diseases are not the 
only focus of harm reduction interventions and many 
programmes also target their efforts on other aspects of 
drug-related harm, addressing these on both the individ-
ual and community levels. For example, nine European 
countries (Belgium, Denmark, Germany, Luxemburg, 
Norway, Spain, Switzerland, and the Netherlands) have 
established drug consumption rooms in response to open 
drug scenes and public drug use. Additionally, Ireland 
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and Portugal were expected to open, or did open, new 
facilities in 2019 [13]. In all of these countries, the imple-
mentation of these facilities was justified by both public 
health and public order considerations. Likewise, opi-
oid overdoses are the subject of increasing concern in 
the European Union [14] and, elsewhere, an issue that is 
enhanced by synthetic opioids that pose a serious threat 
to individual and public health. In the USA and Canada, 
the current opioid epidemic is being driven by the use 
of synthetic opioids, and concerns also exist in Europe. 
Synthetic opioids that are usually used as medicines 
appear to be playing an increasing role in the drug prob-
lem in many parts of Europe. Additionally, the popula-
tion of high-risk drug consumers is ageing, which, among 
other things, poses them an increased risk of overdoses. 
Among drug-related deaths in the EU, the proportion 
aged above 40 years increased from around one in three 
in 2006 to nearly one in two in 2015 [15]. Pioneered in the 
USA, overdose prevention strategies, including naloxone 
distribution [16], are increasingly being offered by Euro-
pean harm reduction programmes as well. In 2018, take-
home naloxone programmes were implemented in 12 
European countries [17]. In many countries, harm reduc-
tion programmes have developed specific approaches 
for reducing the harms associated with stimulant drugs, 
addressing medical as well as psychosocial problems [18]. 
Rhodes and Hedrich [2] referred to harm reduction as a 
“combination intervention”, merging approaches from 
many different disciplines and involving various stake-
holders in designing pragmatic and tailored interventions 
for drug-related problems. More recently, increasing 
attention has been paid to the complex relationships 
between drug legislation and enforcement, harm reduc-
tion and public health, and human rights (REFs). Indeed, 
since its inception halfway through the 1980s, the con-
cept of harm reduction and its implementation has con-
tinued to develop and venture into new areas of policy 
and service provision. The harm reduction approach 
is increasingly being applied to the use and problems 
associated with other drugs (e.g. crack, alcohol, or party 
drugs) and to non-drug problems (such as teenage preg-
nancy, domestic violence or juvenile offending, and pov-
erty and food banks). In this process, an extremely wide 
(and expanding) range of disciplines and professions has 
collaborated in developing innovative and pragmatic 
interventions and policies, which transcend the specific 
outlook or interests of their particular professions or 
disciplines. In doing so, they have contributed to creat-
ing and defining what could be termed a Trans-Discipli-
nary Bricolage of synergetic practice, policy, empirical 
research, and theory.

Research suggests an association between the avail-
ability and coverage of harm reduction programmes and 

the spread of HIV infection. Countries providing efficient 
and accessible harm reduction services, needle exchange 
programmes, and opiate substitution treatment in par-
ticular have been effective in reducing the incidence of 
HIV among PWID [e.g. 19]. Opiate substitution treat-
ment may also reduce the incidence of HCV [20], while 
“full participation” in combined opiate substitution and 
exchange programmes results in more effective reduc-
tions in HIV and HCV transmission than participation in 
“stand-alone” programmes [21]. A review of harm reduc-
tion interventions among PWID found promising results 
pertaining to a range of other health consequences, 
although it highlighted the “uneven presence of high-
quality review evidence” [22].

Beyond legitimate concerns over the HIV epidemic 
and its potential consequences and the absence of a suf-
ficient response of traditional (abstinence-oriented) drug 
services, a large part of the acceptance of harm reduction 
can be credited to: (i) its contributions in controlling HIV 
epidemics among PWID around the globe; (ii) the early 
support provided by a number of key international civil 
society players (such as the Open Society Institute of the 
philanthropist George Soros); (iii) the development of 
strategic alliances of practitioners, researchers, activists, 
and policy makers, resulting in an extensive “Best Prac-
tice” and “Evidence Base” in support of harm reduction 
interventions [e.g. 23]; and, finally, (iv) the support of sig-
nificant UN bodies, such as the WHO, and major donors, 
such as the Global Fund. Harm reduction has clearly 
become a mainstream approach to problem drug use and 
drug-related harms, such as HIV infection [11].

The funding schemes influence the local interpretation 
of the concept of harm reduction and its implementation 
and the definition of its targets and goals, as well as the 
professional profile of those involved in providing harm 
reduction services. Moreover, without the inclusion of 
harm reduction into regular health and social care pro-
vision, the national or rather governmental ownership of 
harm reduction programmes cannot be achieved. This 
may in particular affect harm reduction (and HIV pre-
vention) efforts in Central and Eastern Europe, where, 
despite important accomplishments in direct service 
provision, harm reduction policies remain immature and 
may be difficult to sustain.

During the last century, Central Europe was subject to 
rather specific developments which are without paral-
lel in Western Europe or the USA. Likewise, culturally, 
historically, and politically, these developments differ 
from those in Russia or the majority of other post-Soviet 
countries outside Europe. These countries—Poland, the 
Czech Republic, Slovakia, and Hungary—are closely 
linked to the western part of Europe geographically, cul-
turally, and historically. But the Iron Curtain separated 
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these countries from Western Europe for about half a 
century. This had, for example, important consequences 
for the type and nature of substance use before the politi-
cal transition. As closed borders prevented the import of 
“Western” drugs, such as heroin or cocaine, people who 
used drugs in all four countries and throughout most 
of the former Soviet Union turned to crude homemade 
injectable opioids or stimulants [24, 25]. Poland was the 
only Central European country to experience an HIV 
epidemic among people injecting home-made opiates, 
as early as in the late 1980s, leading to the first needle 
exchange programmes in the country [26]. To this day, 
the remaining three countries have reported only spo-
radic cases of HIV infection among PWID. Nevertheless, 
the degree of implementation of syringe exchange pro-
grammes in the Central European countries varies and 
corresponds to neither their historical experience with 
HIV among PWID within their territories, nor the cur-
rent epidemiological situation.1

There was no system of public health services avail-
able to PWID during the Communist era; injecting use 
was a taboo and open drug scenes did not exist prior to 
the late 1980s [24, 29–31]. After the political changes and 
the resulting liberalisation of trade and travel restrictions, 
these four countries found themselves confronted with a 
“drug boom” in the 1990s and had to develop services for 
people who use drugs at a fast pace. They can be viewed 
as “laboratories” in which drug use and interventions for 
people who use drugs have developed more rapidly than 
in Western Europe, in particular in the domain of harm 
reduction.

Methods
Analytical work with these qualitative data was mainly 
based on three techniques (procedures) [32]: (i) captur-
ing patterns, themes, or “gestalts” in the direct transcrip-
tions of interviews; (ii) linking sub-elements to general 
categories; and (iii) marking and interpreting relation-
ships between qualitative variables. The diversity and 
non-homogeneity of the data sources required the con-
sistent enforcement of data validity checking techniques. 
Two types of triangulation were used—of data sources 
and of methods, as well as the technique of contradic-
tions [33, 34], which we used in “moderated team discus-
sions”. Contradictory statements were discussed using an 
“indictment-accusation” method. (Each team member 

was asked to stand for and argue in favour of an appro-
priate extreme version of a statement.)

For the content analysis, field notes, official reports 
(National Focal Points in REITOX), strategies and min-
istry documents, historical documentation from pri-
vate archives, shadow literature, and officially published 
papers and books were used.

Results
Czech–Slovak commonalities in developing harm 
reduction
The Federation of the Czech and Slovak Republics ceased 
to exist in 1993. Until then, both countries had shared a 
75-year-long history since 1918, interrupted by the Sec-
ond World War, when the Czech Republic became the 
German Protectorate of Bohemia and Moravia and Slo-
vakia was a nominally independent state. There were 
some similarities before 1993 (e.g. joint legislation, the 
same strategies, etc.) and some differences (e.g. industry, 
people living in cities, etc.).

In the Czech Republic and Slovakia, harm reduction 
programmes developed against the background of the 
complex nationwide processes and events that marked 
the transformation period of the 1990s. These are likely 
to have significantly influenced and shaped the opportu-
nities for the incorporation of such services into the sys-
tem of the drug policy, as well as into the more general 
health and social policies pursued on the national level, 
and the limitations of such incorporation. In the light 
of the development of both countries’ respective drug 
scenes, drug services networks, and monitoring systems, 
the following characteristics stand out:

(a)	HR services emerged and developed in a relatively 
favourable epidemiological situation as far as HIV/
AIDS and viral hepatitis are concerned.

Both countries have shown a relatively positive epide-
miological situation in terms of HIV/AIDS and hepati-
tis among both the general population and PWID.2 This 
had a crucial impact on the shaping of the content, form, 
and intensity of the public discussion on the drug policy 
and the funding of drug services, which are a delicate 
topic, particularly as regards harm reduction. The politi-
cal dimension, i.e. the urgency with which both coun-
tries responded to the epidemiological situation and 
trends, was of major importance. While both countries 
have faced largely the same favourable epidemiological 

1  Out of all the Central European countries mentioned above, the Czech 
Republic, for example, reports by far the largest numbers of syringes 
exchanged and the widest coverage by opiate substitution treatment [14], 
although it ranks among the countries with a very low prevalence of HIV 
among PWID. In addition, it also began surveying and strengthening the seg-
ment of providing sterile injecting paraphernalia via pharmacies [27, 28].

2  The national estimates suggest that there were approximately 41.7 thousand 
“problem drug users” (central estimates) in the Czech Republic in 2017 and 
18.8 thousand in Slovakia in 2006 [35, 36].
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situation in terms of, for example, HIV or HCV inci-
dence, harm reduction programming has received differ-
ent political and financial support in both countries.

b	 Harm reduction interventions introduced in both 
countries showed a minor or declining emphasis on 
public health concerns, while a growing emphasis 
was placed on the social context and dimension of 
the services provided.

It is noteworthy that despite the relatively favourable 
epidemiological situation, in both countries HR services 
began to develop successfully, and the Czech Republic 
even built a relatively dense, accessible, and efficient net-
work of services providing sufficient coverage of its entire 
territory. For the characteristics of harm reduction pro-
grammes in both countries, it is important to note that 
they are mainly provided by non-governmental organi-
sations. The position of NGOs in this region is challeng-
ing; they often operate in a vague and inconsistent policy 
environment and play only a marginal role in governance 
processes [55, 56]. However, the development of this net-
work was made possible mainly thanks to the emergence 
and growth of specific drug services. The involvement 
of the existing network of public health agencies (pub-
lic health institutes and services) was negligible. In fact, 
the system of public health services stood aside from the 
process and has provided no structural support to people 
who use drugs up to this day. On the other hand, harm 
reduction services featured a strong social dimension 
and relationship with the social welfare network from the 
beginning, and these are being further enhanced even 
now. There may be various reasons for this:

c	 HR services were represented by no specific group of 
professionals, and the absence of involvement on the 
part of health professionals was particularly signifi-
cant. Accordingly, the health sector has not provided 
much support for harm reduction services. Thus, 
they are often viewed as social or social rehabilita-
tion services rather than public health services. This 
applies despite the fact that, in the Czech Republic, 
HR services are defined by the healthcare-related 
Act No. 65/2017 Coll., on the protection of health 
from the harmful effects of drugs (Section 27, which 
also provides a basic definition of professional care 
in terms of dependency), and in Slovakia they are 
referred to in the Bulletin of the Ministry of Health 
[57], which defines outreach work.

d	 The pressure posed by a rapid and hard-to-control 
increase in infectious diseases associated with inject-
ing drug use was absent in these countries (see 
above).

e	 The systems of funding have been based on multi-
ple sources. In the Czech Republic, for example, the 
subsidy system administered by the former National 
Drug Commission, presently the Government Coun-
cil for Drug Policy Coordination (GCDPC)—Gov-
ernment Office, existed in parallel with the subsidy 
schemes of the Ministry of Labour and Social Affairs 
(MoLSA) and of the Ministry of Health (MoH). In 
Slovakia, additionally, long-term financial support 
was provided by Nadácie otvorenej spoločnosti—
Open Society Foundation (OSF), which played a sig-
nificant role in the context of the funding of HR ser-
vices in that country (see below).

f	 In both countries, the systems of social care devel-
oped in line with their respective strategies. These 
processes involved the integration of harm reduc-
tion programmes into the systems of social services, 
specifically social prevention services, primarily in 
the form of outreach programmes and drop-in cen-
tres, two out of a total of 32 types of social services 
defined in the Czech Republic by Act. No. 108/2006 
Coll. on social services. As a result, the system of the 
provision of social services was newly provided with 
a strong legal framework, which also serves as the 
basis for funding. While the portfolio of social affairs 
has provided standard coverage for what is denomi-
nated and categorised as a social service, the health 
departments in both countries have traditionally, and 
for a long time, adopted very reserved and recently 
almost negative standpoints on the integration of 
harm reduction programmes into health policies, as 
well as on the provision of financial support for such 
programmes; they are simply viewed as not health/
medical enough and inconsistent with the notion 
of “healthcare”. Despite their obvious public health 
dimension, harm reduction programmes thus con-
tinue to be increasingly dependent on non-health 
resources, which make their integration into the sys-
tem of health services even more difficult.

g	 The association of illicit drugs with pre-1989 politi-
cal dissent [29] may have led to a deep-rooted and 
enduring idea of drugs being related to the disrup-
tion of society and posing an immediate danger to it. 
Although transformed, this notion still seems to echo 
in the present. This leads to the stigmatisation of 
PWUD and drug services, primarily harm reduction 
services, which can be demonstrated by a number of 
community and political measures against drug ser-
vices (Table 2).

h	 The discussion about the effectiveness and develop-
ment of harm reduction programmes often bears 
signs of populism, lacks relevant arguments, and 
abounds in simplifying judgements that are in sharp 
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contrast with the state of the art of research and 
the results of studies concerned with this area. Even 
members of the professional community are fre-
quently heard to make statements to the media that 
contradict the evidence-based approach. To a great 
extent, this may result from a lack of awareness and 
understanding on the part of certain professional 
groups (including psychiatrists and clinical psycholo-
gists, in particular) and, to some degree, from the 
persistent residue of what was called the “narcologi-
cal system of service management” that was typical 
of the countries of the former Soviet bloc. Ideological 
arguments and legislative systems framing drug use 
and drug possession as a crime complicate the imple-
mentation of a full range of harm reduction interven-
tions, including heroin-assisted programmes, drug 
consumption facilities, or harm reduction interven-
tions in prisons.

i	 Another significant factor is the insufficient pres-
sure exerted by civil society. These countries show an 
obvious lack of the voices of people who use drugs 
and their parents and partners, drug services, and 
communities in policymaking and in mass media 
reporting.

Czech–Slovak differences in developing harm reduction
The first HR services for people who inject drugs were 
established in the Czech Republic in the early 1990s. The 
programmes that came into existence at that time were 
later used as models for the emerging network. The con-
cept of the provision of such services was adopted from 
abroad (see, for example, the design of the first Drug 
Policy Strategy [58]) and was also closely linked to efforts 
seeking to monitor the development of the situation3 and 
to have the opportunity to subject it to further research 
activities. Thanks to the structural support provided on 
the national level, which culminated between 1997 and 
2001, the Czech Republic managed to build what, in the 
European context, may be considered a dense network 
of relatively easily accessible and efficient harm reduc-
tion programmes [35]. For example, the numbers of nee-
dles and syringes exchanged have been rising in recent 
years (Table  1) and complex issues, such as collaborat-
ing with pharmacies and reinforcing the network of HR 
programmes by their involvement in the programmes, 
have been opened.4 Additional innovative interventions, 

including the distribution of gelatine capsules intended 
primarily for people who use pervitin as an oral alterna-
tive to riskier injecting practices, have also been devel-
oped [60, 61].

The situation in Slovakia was somewhat different. 
Unlike in the Czech Republic, the resources available to 
the Slovak counterpart of an interdepartmental fund-
ing scheme, called the Anti-drug Fund, have never been 
used to provide structural support for HR services and 
thus create conditions for their development. On the 
contrary, the attempt to open discussion on a quest for 
a structural solution (integrating the public health per-
spective) by developing uniform quality standards for 
low-threshold services [62] was rejected by the health 
sector at the very beginning for reasons which are diffi-
cult to understand [63]. While compromised by numer-
ous major shortcomings, this initiative, the highlights 
of which were supported by the Bulletin of the Ministry 
of Health [57] published five years earlier, was promis-
ing in terms of the further development, strengthening, 
and stabilisation of the health component of HR services 
within the Slovak healthcare system. It should be noted 
that the key argument used to support the negative posi-
tion was the senseless (although symbolic and essential 
with a view to the subject matter of this paper) require-
ment that the HR programmes should restrict their 
activities to the domain of social interventions only5 and 
give up the ambition of conducting public health inter-
ventions. On the other hand, financial support from the 
OSF in the years 1998–2005 made it possible to establish 
a small network of services in the largest Slovak cities 
which continued to be maintained and developed until 
this source of funding was disengaged. Unfortunately, HR 
services have not been securely integrated into the finan-
cial framework of social and health services in the Slovak 
Republic (Table 2).

Both the pieces of legislation pertaining to the Min-
istry of Labour and Social Affairs and the Ministry of 
Health, respectively, are equally confusing as concerns 
the definition of HR programmes in the Czech Repub-
lic. Apparently, the law providing for the portfolio of 
the Ministry of Labour and Social Affairs disregards the 
entire health component or any references thereto, in 
spite of the fact that the authors of the stipulations have 
declared their efforts to specify the activities pursued by 
the programmes as a whole. In this respect, the Health 

3  Note, for example, the initiation of the first study in the Czech Republic to 
use the Rapid Assessment and Response (WHO) methodology conducted in 
1995 [59].
4  As part of the IGA NR9447 project, a proposal for more intensive coop-
eration with pharmacies on harm reduction interventions was drafted; it is 

5  This is in contradiction of the integrative approach to such services as 
recommended by the key EU documents cited in the introductory section 
above.

estimated that pharmacies sold 1.5 million syringes to PWID in 2009 [27, 
28].

Footnote 4 (continued)
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Ministry-related legislation is even more vague and 
incomplete and as a result of the legislative changes since 
2017, specific harm reduction services are not anchored 
in the health sector. Harm reduction is mentioned as part 
of professional care, without any further description.

The key to the understanding of the core of the prob-
lem may be looked for in the years 2009 and 2010, when 
the consequences of the global financial crisis also 
became fully manifested in the Czech and Slovak Repub-
lics. The lack of financial resources exacerbated the hith-
erto little-discussed disagreement about the process of 
the integration of harm reduction services into the sys-
tem of healthcare. These services, in fact, were the first 
in line to fall victim to the situation in the Czech Repub-
lic by losing almost the whole of their previous financial 
support from the health portfolio.Simply speaking, these 
two years, for the first time, displayed the consequences 
of the above-described processes in concrete terms. 
While the Ministry of Labour and Social Affairs main-
tained a rising tendency in the funding of social services, 
including those for people who use drugs, until 2009, the 
Ministry of Health recorded long-term cuts in funding 
which led to a decrease in financial support for HR pro-
grammes. In addition, the year 2010 experienced a drop 
in resources provided from all the sources of funding 
available (Table 3).

Discussion
Compelling evidence from across the world shows that 
harm reduction interventions are cost-effective; NSPs 
are one of the most cost-effective public health interven-
tions in existence and can be cost-saving in the long term. 
There is evidence that a decrease in, or total cessation of, 
harm reduction services can lead to a spike in HIV and/
or HCV infections. However, the harm reduction funding 
is in crisis and only few governments are investing sub-
stantially in harm reduction, even where the need is great 
[64, 65].

The key information implied by the trends indicated 
above is the relative proportions of all the main sources 
and their developments. The tendency is evident: while 
the social component of financial support shows a high 
degree of stability, and even a slight increase until 2010, 
in the Czech Republic, the health component man-
aged by the Czech Ministry of Health constitutes only a 
fraction of the financial resources earmarked for harm 
reduction. Initially, the Ministry of Health even refused 
to cover the health component of these programmes in 
2010 at all. In Slovakia, it is not possible to fund HR ser-
vices using subsidies from the Slovak Ministry of Health, 
which results in the HR programmes and their health 
component being provided for financially even less than 
is the case in the Czech Republic. Thus, for Slovakia, the 

year 2010 meant a major threat to the system of HR ser-
vices, which did not rest on very solid foundations even 
before then. It is apparent that the insufficient (mainly 
in legislative terms) integration of these services into the 
healthcare system is currently responsible for these ser-
vices being those most affected by the situation resulting 
from the overall decrease in the health sector’s budget for 
the drug policy.

This situation further illustrates that the health com-
ponent of harm reduction programmes was never appro-
priately integrated into the broader framework of health 
services. As a result, it relies fully on the system of subsi-
dies, which are currently very uncertain (regional sources 
and alternative means of funding are not part of this anal-
ysis). Additionally, the financing system for short-term 
subsidies is multi-source, with each donor having their 
limitations regarding what the money can be spent on 
(e.g. salaries, injecting paraphernalia). These limitations 
contribute to uncertainty, and the rigidity of the funding 
rules does not allow the dynamically changing circum-
stances and evolving needs of clients to be responded to 
[55]. Harm reduction is historically one of the four cor-
nerstones of the Czech drug policy [66, 67], and since 
2019 even part of the main goal of the Czech strategy 
[68] and one of the five priorities of the Slovak strategy 
[69, 70]. Despite the stable position of harm reduction in 
the strategic documents of both countries, it has become 
clear that it has not been appropriately incorporated into 
the relevant systems in either country.

In Slovakia, neither the National Anti-Drug Strategy 
2013–2020 nor the two consecutive Action Plans have 
associated budgets, nor have the necessary funding to 
implement activities been quantified. The present-day 
one-sided preference for a more feasible option of fund-
ing harm reduction as social services causes a serious 
imbalance and poses a threat to the underlying pub-
lic health aspect of harm reduction services. The health 
component of HR programmes has been underfunded in 
the long term. Until recently, this shortage of funds was 
compensated for by using other sources. (In the Czech 
Republic, a greater proportion of support was previously 
provided from the budget of the Government Council for 
Drug Policy Coordination, while in the Slovak Repub-
lic, financial support was sought from OSF sources and 
the Anti-drug Fund provided a certain contribution6.) 

6  In 2008, for example, when considering grant applications concerning sup-
port for needle and syringe exchange projects, the Slovak General Secretariat 
of the Ministerial Committee for Drug Addiction and Drug Control strictly 
required the providers to be accredited by the Ministry of Labour, Social 
Affairs, and the Family according to Act No. 5/2005 on social and legal pro-
tection and social guardianship adopted by the National Council of the Slo-
vak Republic. In other words, it demanded that programmes such as those 
providing needle and syringe exchange (if they wanted to receive financial 
support) be accredited and present themselves as social services. Paradoxi-
cally, the above-cited Bulletin of the Ministry of Health of the Slovak Repub-
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However, these alternative sources of funding have 
become unavailable, or their availability is uncertain. The 
problem must be addressed at the governmental level, 
particularly within the health portfolio, as a structural 
issue. The Czech Government Council for Drug Policy 
Coordination, previously a significant source of fund-
ing for HR services, has become unexpectedly insecure 
because of cuts in its budget following the financial cri-
sis in 2008. Moreover, it tends to be affected by political 
twists and upheavals associated with changes of govern-
ments and their priorities, as has been experienced sev-
eral times in the past [29]. However, it should be noted 
that despite its structural problems, the existence of an 
inter-disciplinary and inter-ministerial funding scheme 
managed by the Government Council for Drug Policy 
Coordination and its secretariat located in the Office of 
the Government makes a difference and provides sub-
stantial long-term support for harm reduction services 
for people who use drugs; this is also demonstrated when 
comparing the funds available for HIV prevention in 
PWID and MSM [71].

The Slovak system does not provide structural and 
sustainable support for HR programmes at all. Its over-
all financial instability and vulnerability is demonstrated 
by the consequences of the loss of support from the 
OSF. The withdrawal of this previously steady source of 
income resulted in reductions in the system of the order 
of hundreds of thousands of Euros.7 For Slovakia, thus, 

the year 2010 involved the risk of the destruction of the 
last remains of the network of services, which did not rest 
on solid foundations even before then. This instability has 
lately been manifested at all levels of the provision for 
the health component of harm reduction programmes, 
particularly needle and syringe exchange programmes 
(which is particularly alarming and, at the same time, 
illustrative) (Table 4). The Slovak funding system remains 
unstable despite the fact that a cost–benefit analysis of 
one of the harm reduction programmes in Slovakia found 
that every Euro invested in harm reduction generated 
benefits worth three Euros [75].

As suggested above, both in the Czech Republic and 
in Slovakia, harm reduction services are gradually being 
transformed into social services. This results from the 
pressure exerted by the Ministry of Labour and Social 
Affairs as an increasingly stronger and predominant 
donor of these services, as the MoLSA succeeded in 
making HR services an integral part of social services by 
incorporating them into the broader framework of social 
services. A social worker, the position defined in the Act 
on Social Services, with all the related procedures and 
particulars (career development system, terms of opera-
tion for social services, and other legislative rules) being 
guaranteed, became the relevant professional for this 
segment. HR services are becoming increasingly adjusted 
to the standards of social services and losing confidence 
in other sources of funding. As the Ministry of Labour 
and Social Affairs has paid relatively willingly for what 
are denominated and categorised as social services, less 
and less emphasis is being placed on the core of such 
services, i.e. public health interventions. Traditionally, 
the ministries of health in both countries have for a long 
time adopted a very reserved, nowadays even negative, 
standpoint on the financial coverage of the health seg-
ment of these programmes. Not being embedded in the 

Table 3  Developments in funding from the national budgets in the Czech Republic (2005–2018, in thousands of EUR)

Developments in the funding of drug services in total and HR services specifically provided from the respective national budgets. Analysis of financial support 
provided from the respective budgets of the Government Council for Drug Policy Coordination (Government office), Ministry of Health (MoH), and Ministry of Labour 
and Social Affairs (MoLSA)

Average exchange rates in the respective years were used for the re-calculation of expenses from CZK to EUR

Source 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

ADF/Subvention from 
Government office in 
total (CR)

3547 3838 3762 4008 3686 3381 3695 3599 3690 3385 3482 4659 5428 7362

Harm reduction n.a n.a 1765 1952 1840 1744 1950 1911 1887 1804 1789 2194 2267 3064

MoH in total (? in CR) 1124 635 801 757 569 849 861 746 570 857 918 777 1368 1681

Harm reduction n.a n.a 105 159 163 64 79 150 195 156 293 367 503 739

MoLSA (? in CR) 1546 1753 2054 3186 3282 3628 3129 3355 3713 5195 5889 6857 7870 11,371

Harm reduction n.a n.a 1193 1808 1839 2013 1697 1809 2046 2342 2623 3241 3481 4524

HR Total in CR n.a n.a 3063 3919 3842 3821 3726 3870 4128 4302 4705 5801 6252 8327

Footnote 6 (continued)

lic, Sect.  12–15, provides for HR services and assigns needle and syringe 
exchange interventions (including those provided in non-governmental facili-
ties) to health professionals.
7  For example, EUR 144 thousand in 2001, EUR 120 thousand in 2002, and 
EUR 64 thousand in 2003 [72–74]. In 2008 and 2009, moreover, what is 
called the governmental Anti-drug Fund provided only minimal support for 
these services.
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healthcare portfolio, HR services do not have their rel-
evant position of a health professional defined and the 
service is not provided for in the legislation, including all 
the related procedures and particulars, as is the case in 
the portfolio managed by the MoLSA. The instability or 
absence of funding of HR services by the health portfo-
lio makes their sustainability uncertain. The existence of 
HR services, including their health component, depends 
on sources other than the Ministry of Health. This makes 
the entire network structurally vulnerable, which was 
proved in practice in 2010. In Slovakia, following the ter-
mination of the financial support from the OSF and the 
concurrent failure of the Anti-Drug Fund, the system of 
HR services almost collapsed. In the Czech Republic, as 
a result of the absence of support from the Ministry of 
Health and severe cuts in the budget of the Government 
Council for Drug Policy Coordination, the programmes’ 
health component has also been under great pressure. 
Should the GCDPC fail in any way as a provider of sup-
port, the entire system may collapse. Unlike in Slovakia, 
however, the network would survive, maintaining only 
its social service aspect, while the health component 
would be destroyed. Given the circumstances, however, 
is it still possible to refer to such services as harm reduc-
tion? Such programmes would hardly fulfil their basic 
mission, i.e. to protect the health of individuals and the 
community. On the other hand, apart from concerns, 
a positive element can be found in that situation: it has 
been demonstrated that even in times of financial crisis 
these services are firmly embedded at least in the social 
portfolio, which provides a significant sense of support 
and elementary stability in the entire field. The advantage 

of multiple-source funding was also clearly shown; the 
breakdown of one source of income does not necessarily 
mean the total destruction of the system.

Conclusions
As a conclusion, we postulate that: (a) there is a lack 
of systemic grounding of harm reduction services as 
interdisciplinary health-social services, which makes 
them difficult to operate within standard legislative 
and financial frameworks; (b) the sustainable develop-
ment of harm reduction services is impossible without 
specific inter-disciplinary and inter-ministerial support 
and a policy accent; (c) harm reduction was introduced 
through grassroots civil society initiatives and they 
broadly remain associated with the NGO sector.Thus, 
the involvement of civil society in drug policy coordi-
nation mechanisms is also key for the implementation 
of harm reduction programmes; (d) the existence of a 
functional strategic framework and funding schemes in 
drug policy, including harm reduction as priority meas-
ures, provides an essential basis for the development 
and sustainability of harm reduction measures, and (e) 
an ideology-driven versus an evidence-based approach 
to drug policy complicates the implementation and 
support of harm reduction services.
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