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The Number Needed to Harm (NNH) is a fundamental metric employed in evidence-based

medicine and epidemiological studies to quantify the potential adverse effects associated with a

specific intervention, drug, or exposure. Unlike simple percentage rates of adverse events, NNH

provides a practical, easily interpretable measure of attributable risk. Specifically, NNH represents

the average number of patients who must receive a specific treatment before one patient

experiences the defined harmful outcome that would not have occurred had they been exposed to

the control condition (e.g., placebo or standard care).

This critical statistic serves as an essential tool for evaluating the net effect of any therapeutic

strategy. By distilling complex statistical data into a single, actionable integer, NNH allows

researchers and clinicians to clearly understand the potential cost of treatment in terms of patient

safety. Understanding the Number Needed to Harm is paramount for determining the appropriate

risk-benefit ratio of a therapy, a foundational element in clinical decision-making.

The calculation of NNH inherently adjusts for the baseline rate of adverse events that might occur

naturally in a population (the control group). This adjustment ensures that the resulting number

truly reflects the incremental harm caused specifically by the intervention being studied. Healthcare

providers rely on this metric to offer patients transparent counsel regarding potential side effects,

enabling truly informed consent before initiating any new or potentially risky treatment regimen.

The metric known as Number Needed to Harm (NNH) represents the average count of patients

who must be exposed to a particular drug, therapy, or risk factor for one patient to experience a

measurable harm that is directly attributable to that exposure, relative to a control group. This

concept is central to understanding the incremental risk imposed by a medical intervention in

rigorous medical research.

To illustrate this concept, consider a scenario where clinical researchers are evaluating a newly

developed pharmaceutical agent designed to manage chronic hypertension. If, during the clinical

trial phase, they determine that one out of every 250 patients treated with the new medication

suffers a severe adverse event, such as a non-fatal myocardial infarction, that was statistically

unlikely in the control group. This observed difference dictates the severity of the attributable risk.

In this specific example, the resulting Number Needed to Harm for this novel antihypertensive drug

would be calculated simply as NNH = 250. This value signifies that, on average, 250 individuals

would need to use this drug for one excess case of harm to manifest compared to the baseline risk

of the population.

A crucial aspect of interpreting NNH is recognizing that its magnitude is inversely proportional to

the risk associated with the intervention. Put simply, the higher the calculated NNH value for a drug

or treatment, the lower the relative risk factor of that specific medical approach. Conversely, a low

NNH (e.g., NNH=10) indicates a significantly higher risk of experiencing harm due to the

ARABPSYCHOLOGY.C
OM

https://en.wikipedia.org/wiki/Number_needed_to_harm
https://en.wikipedia.org/wiki/Evidence-based_medicine
https://en.wikipedia.org/wiki/Evidence-based_medicine
https://en.wikipedia.org/wiki/Risk%E2%80%93benefit_analysis
https://en.wikipedia.org/wiki/Number_needed_to_harm
https://en.wikipedia.org/wiki/Number_needed_to_harm
https://en.wikipedia.org/wiki/Medical_research
https://en.wikipedia.org/wiki/Number_needed_to_harm
https://scales.arabpsychology.com/?p=106751
https://scales.arabpsychology.com
https://scales.arabpsychology.com


What is Number Needed to Harm? 3

PSYCHOLOGICAL SCALES scales.arabpsychology.com

intervention being studied.

For instance, if we compare Drug A, which possesses an NNH of 250, to Drug B, which

demonstrates an NNH of 600, medical professionals would typically prefer prescribing Drug B,

assuming both drugs offer comparable efficacy. This preference stems from the understanding that

Drug B only results in one instance of attributable harm for every 600 patients treated, on average,

whereas Drug A causes harm much sooner (one in 250 patients), demonstrating a clearly superior

safety profile for Drug B.

The Relationship Between NNH and Absolute Risk Increase

To fully appreciate the calculation of NNH, it is necessary to first understand the statistical concept

of the Absolute Risk Increase (ARI), which is also commonly referred to as the Attributable Risk.

The ARI is the fundamental measure of how much the incidence rate of an adverse event is

specifically increased in the treatment group compared to the control group. It is this core

difference in probability that dictates the NNH value.

The ARI is derived by simply subtracting the incidence rate observed in the control group ($I_C$)

from the incidence rate observed in the treatment group ($I_T$). This calculation mathematically

isolates the excess risk borne solely by those receiving the experimental treatment. When this

calculation yields a positive result ($I_T > I_C$), it confirms that the intervention is associated with

a greater frequency of adverse events, and this positive difference is defined as the ARI.

NNH is mathematically defined as the reciprocal of the ARI. This inverse relationship underscores

the intrinsic link between the measure of excess risk and the number of subjects required to

experience that risk. A small ARI (meaning a small difference in risk between groups) results in a

large NNH, indicating a safer drug, since $NNH = 1 / ARI$. Conversely, a large ARI results in a

small NNH, signaling a high-risk intervention where harm is frequent.

It is paramount to emphasize that NNH is exclusively calculated when the intervention causes

harm--that is, when $I_T$ is strictly greater than $I_C$. If the treatment group incidence rate

($I_T$) is lower than the control group incidence rate ($I_C$) for an adverse event, the intervention

is generating a benefit (or risk reduction), and the calculation shifts entirely to the Number Needed

to Treat (NNT), a related but distinct metric focused on efficacy.

Formula and Detailed Calculation of Number Needed to Harm

In practical application within clinical epidemiology and medical research, the following explicit

formula is used to derive the NNH value, based on the principle of the reciprocal of the Absolute

Risk Increase (ARI):
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Number Needed to Harm (NNH) = 1 / (IT - IC)

Where the operational terms represent specific epidemiological measures of occurrence:

IT - Refers to the incidence rate of the adverse outcome specifically observed in the treatment

group (the proportion of treated patients who experience the harm).

IC - Refers to the incidence rate of the exact same adverse outcome observed in the control

group (the proportion of control patients who experience the harm, often due to baseline risk or

exposure to placebo).

Let us analyze the scenario where 5% of patients who use a new blood pressure drug experience

a heart attack compared to 3% of patients who simply took a placebo. These incidence rates are

converted to decimals for the calculation: $I_T = 0.05$ and $I_C = 0.03$.

We would calculate the number needed to harm using the following sequence:

NNH = 1 / (IT - IC)

NNH = 1 / (0.05 - 0.03)

NNH = 1 / (0.02)

NNH = 50

The resulting NNH of 50 indicates that, on average, 50 patients need to be exposed to this specific

drug in order for one of them to experience a heart attack that is attributable solely to the

medication, meaning that individual would not have experienced the heart attack had they received

the control treatment. This tangible interpretation makes NNH highly valuable for clinical

counseling.

NNH vs. NNT: Analyzing Risk and Benefit Concurrently

The concept of NNH is fundamentally linked to its counterpart, the Number Needed to Treat

(NNT). These two metrics form a pair central to assessing the net utility of a therapeutic

intervention. While NNH quantifies the cost of treatment in terms of avoidable harm, NNT

quantifies the gain of treatment in terms of achieving a beneficial outcome. NNT refers to the

average number of patients that must receive a particular therapy for one patient to experience the

desired beneficial outcome they would not have received otherwise.

The mathematical structure of NNT parallels that of NNH, relying on the difference in incidence

rates, but it focuses on the Absolute Risk Reduction (ARR). The formula is typically represented

as:

Number Needed to Treat (NNT) = 1 / |IT - IC|
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Here, we utilize the absolute difference to ensure a positive result, which represents the ARR when

$I_C$ is larger than $I_T$ for a negative outcome (or $I_T$ is larger than $I_C$ for a positive

outcome):

IT - The incidence rate of the target outcome in the treatment group.

IC - The incidence rate of the target outcome in the control group.

Clinicians must analyze both NNH and NNT simultaneously to form a complete understanding of

the treatment's overall value proposition. An ideal new drug or treatment is consistently

characterized by a low NNT (implying high efficacy) and a high NNH (implying high safety). This

scenario indicates that only a few people need to be treated for a benefit to occur, while a large

number of people would need to be treated before a consequential harm manifests.

This dual analysis is vital because it moves beyond generalized statistics. The simultaneous

consideration of NNH and NNT ensures that therapeutic decisions are based on a balanced

assessment of the risk-benefit ratio, reflecting the fundamental goal of medicine: maximizing

patient health outcomes while minimizing unnecessary exposure to risk.

Contextualizing NNH in Severe Clinical Scenarios

While the general guideline suggests that a higher NNH is preferable, the specific clinical context

and the severity of the disease under consideration significantly influence the practical acceptance

of the calculated risk level. The threshold for what constitutes an acceptable NNH is highly fluid; it

depends critically on the prognosis without treatment and the nature of the potential harm being

measured.

For example, if an intervention is used to prevent an overwhelmingly catastrophic, life-threatening

event, such as a major hemorrhagic stroke or immediate death, clinicians may tolerate a relatively

low NNH (suggesting frequent harm) if the NNT is exceptionally low and the harm itself is minor,

non-fatal, or easily manageable (e.g., transient gastrointestinal discomfort). In these dire situations,

the primary objective is maximizing survival, accepting greater collateral risk to achieve that goal.

Consider an aggressive anti-infective treatment used in intensive care for sepsis. This treatment

might have a high NNT (meaning it saves many lives quickly) but also a moderate NNH (causing

severe side effects like acute kidney injury). Despite the serious nature of the potential harm, the

drug would likely be deemed necessary because the alternative is often certain mortality. The

potential harm (NNH) is measured against the certainty of severe adverse outcome without

intervention.

Therefore, medical practitioners do not evaluate NNH in isolation. They must integrate it thoroughly

with the NNT, the patient's baseline health status, and a qualitative assessment of both the benefit
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and the harm--a mild, temporary side effect versus an increased risk of permanent neurological

damage presents fundamentally different risk-benefit ratio trade-offs, even if the absolute NNH

values might be statistically similar.

Key Caveats and Limitations of Using NNH

Although the NNH is an invaluable metric for quantifying risk attributable to an intervention, it is

essential for both researchers and practitioners to be aware of its inherent limitations and the

specific contextual factors that can skew its interpretation. NNH is, by definition, a statistical

average and should never be used as a definitive prediction for any single individual patient.

1. The NNH is not the same for all patients. The value calculated in a clinical trial represents the

average experience of a heterogeneous study population. However, real-world patients exhibit

wide variability in critical characteristics such as age, genetic factors, pre-existing conditions, and

lifestyle choices. A patient with known kidney compromise might have a significantly lower effective

NNH for a nephrotoxic drug than the average subject in the trial, placing them at a

disproportionately higher personal risk. Individualized risk assessment must always supersede

population averages.

2. Time frame matters significantly in interpretation. The duration over which the risk is

measured is crucial for contextualizing the NNH value. For example, an NNH of 100 for a short-

term therapeutic intervention (e.g., a 6-week course of treatment) implies a much higher intensity

of risk than an NNH of 100 calculated over a long-term preventative regimen (e.g., 5 years of

medication use). Without a clearly defined duration, the NNH is statistically incomplete. Reporting

standards mandate that researchers always specify the measured period, such as "NNH = 50 over

a two-year follow-up."

3. Defining "harm" must be rigorous and standardized. The clinical utility and comparability of

NNH are diminished if the definition of the adverse outcome is ambiguous or inconsistent across

studies. If one study calculates NNH based on "any reported side effect" while another uses

"hospitalization due to severe adverse reaction," the resulting numbers are not comparable.

Robust medical research demands transparent reporting of defined adverse endpoints,

differentiating between mild, moderate, and severe harms.

Integrating NNH into Patient Communication

For clinicians, NNH serves a crucial function in patient education and facilitating the process of

shared decision-making. Instead of presenting abstract concepts like relative risk reduction or

generalized probabilities, which many patients find confusing, NNH allows the doctor to present

risk in concrete, understandable terms based on patient counts.
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For example, a physician might effectively communicate risk by explaining: "Based on data from

clinical trials, for every 50 people who take this medication (NNH=50 over six months), one person

will experience this specific serious side effect, who would otherwise have avoided it.

Simultaneously, for every 10 people we treat (NNT=10), one person will experience the primary

life-improving benefit."

This method of communication shifts the discussion from complex statistical jargon to relatable,

patient-centered risk visualization. However, ethical practice dictates that doctors must emphasize

that NNH is derived from population averages, meaning that for any individual patient, the outcome

remains binary--they either suffer the harm or they do not. The discussion must be qualified by

considering the patient's individual risk factors, age, and existing comorbidities.

Conclusion: The Value of Quantifying Avoidable Risk

The Number Needed to Harm (NNH) remains an indispensable statistical tool in the arsenal of

evidence-based medicine. By offering a standardized, reciprocal measure of the Absolute Risk

Increase, NNH provides a clear quantitative assessment of the harm that is directly attributable to a

specific medical intervention, relative to a control or baseline population.

When paired strategically with the Number Needed to Treat (NNT), NNH facilitates a

comprehensive evaluation of the overall risk-benefit ratio. This dual evaluation ensures that

therapeutic decisions are founded upon robust data and a clear comparison of quantifiable efficacy

versus quantifiable safety, moving beyond anecdotal evidence or overly generalized statistics.

Ultimately, the thoughtful calculation and careful interpretation of NNH are crucial professional

responsibilities that help safeguard patient populations by prioritizing safety, ensuring

transparency, and promoting shared, informed decision-making throughout the healthcare system.
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