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i“This is a book that will lower parental anxieties and help teens engage in honest conversations about drug use. Lessin and Reiman have taken science and clinical wisdom to develop their IDEA structure – a collaborative conversation that places the complexity of teen drug use in the context of normal adolescent development.”

Patt Denning, Ph.D., Director of Clinical Services and Training at the Harm Reduction Therapy Center, co-author of Practicing Harm Reduction Psychotherapy: An Alternative Approach to Addictions



“In their new book, Harm Reduction Approaches with Adolescents Who Use Substances, Barry Lessin and Amanda Reiman are on the cutting edge of new thinking about working with adolescents. Called harm reduction, this approach has the following defining characteristics: 1) adolescents are treated with respect as collaborators in the change and healing process; 2) use of substances by young people is not entirely ruled out, nor taken as a sign of an irresolvable, lifelong disease. Rather, the entire child, their outlook and relationships with the people and the world around them, are the building blocks for the Lessin-Reiman adolescent helping approach. If their approach sounds like plain common sense, steeped in what readers understand to be the basics of sound parenting and youth development – so be it. For Lessin and Reiman there can be no better sign that they are tracking with the best practices for yielding healthy functioning at any age.”

Stanton Peele, Ph.D., founder, Life Process Program for Addiction Coaching, author of A Scientific Life on the Edge: My Lonely Quest to Change How We See Addiction



“This book finally provides the much-needed response to the question that harm reductionists are asked every day: “But what about the kids?” In this comprehensive book, Reiman and Lessin provide families, providers, and communities with a framework with which to understand why young people use drugs and how to support them to make safer choices.”

Sheila P. Vakharia, Ph.D., MSW, author of The Harm Reduction Gap
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iiiHarm Reduction Approaches with Adolescents Who Use Substances

Harm Reduction Approaches with Adolescents Who Use Substances details the concepts of harm reduction and how they can be implemented in work with adolescents on the topic of substance use behaviors.

This book reviews the concepts of harm reduction as they have traditionally been applied and in the context of working with adolescents around issues of substance use behaviors. Using both conceptual and real-world examples, this book guides students through case examples and exercises designed to not only better understand harm reduction as a concept, but to practice putting it to use in real world clinical scenarios. This book also aims to reduce the stigma associated with talking about substance-using behavior and to provide nuance around different types of use, from experimental to hazardous, using person-first language without resorting to shaming and blaming. Practical elements incorporate skills of Motivational Interviewing (MI) and Cognitive Behavioral Therapy (CBT) into discussion.

Suitable for use in a variety of upper-level and graduate courses, this book educates students about the traditional concepts of harm reduction and how they can relate to adolescent substance use and family therapy.

Amanda Reiman, Ph.D., MSW, is a public health researcher who has been studying cannabis as a harm reduction tool for 20+ years. She is the founder of Personal Plants, an education platform focused on helping people develop healthy, balanced relationships with cannabis. In development is a 10-week online program called Cannabis in Balance which helps people identify and change unhealthy behaviors around cannabis use. Dr. Reiman earned her Ph.D. in Social Welfare from the University of California, Berkeley, and conducted one of the first research studies on medical cannabis patients and the use of cannabis as a substitute for alcohol and other drugs. She then taught courses on substance abuse, drug policy, and sexuality at Berkeley for 11 years. Dr. Reiman is an internationally recognized cannabis expert and public health researcher. Formerly the in-house cannabis expert for the Drug Policy Alliance, she has written for and has been quoted in numerous national and international publications as well as peer reviewed academic journals and several textbooks. Dr. Reiman currently lives just outside of Tacoma, Washington, with her partner, Sean, and their two cats and two dogs.

Barry Lessin, M.Ed., CAADC, is a harm reduction psychologist in private practice, specializing in working with individuals and families impacted by substance use. With a career spanning nearly 50 years, Barry has served as a clinician, drug policy advocate, educator, researcher, and administrator. He has experience providing services across the entire continuum of addiction treatment, and draws on an integrative approach informed by decades of work across ivintersecting systems – mental health, substance use treatment, and grassroots policy reform. His work has been informed by program development and oversight roles at innovative addiction treatment centers, including serving as Director of the first substance use program integrated into a community mental health center in Philadelphia, and contributing to the development of the city’s first intensive outpatient addiction treatment program. Over the past 15 years, his focus shifted to drug policy reform and family advocacy, where he collaborated with harm reduction pioneers and held clinical leadership and capacity-building roles in nonprofit organizations to expand access to harm reduction education and treatment for families facing systemic barriers to care. Barry played an important role in a grassroots coalition that advanced Pennsylvania’s 911 Good Samaritan and naloxone access legislation – vital public health measures that provide legal protections during overdose emergencies and expand access to lifesaving naloxone. He currently lives in suburban Philadelphia with his wife, Jennifer, and two cats.
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viiDr. Amanda Reiman would like to dedicate this book to the pioneers of harm reduction. The advocates, policy makers, and educators who have championed this approach in the face of backlash. And especially the population of people who use drugs, and their tireless fight for visibility, humanity, and safer lives.

Barry Lessin would like to dedicate this book to the families and parent advocates I’ve learned from – those who have supported adolescents through substance use, emotional challenges, and systems that have too often let them down. Your persistence and resilience has shaped the way I approach this work. I also want to acknowledge the professionals and educators who are working to expand access to care that is respectful, practical, and developmentally appropriate. Your efforts continue to move the field forward. This book is intended as a resource for all of you – and for the young people at the center of this work.viii is blank
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xiPreface

This book is for anyone with a stake in adolescent well-being: current and aspiring therapists, school counselors, healthcare providers, educators, and caregivers. Whether you do or will sit with teens in clinics, classrooms, living rooms, or community programs, the work of supporting young people is complex – and often urgent. Substance use, emotional distress, school pushout, and system involvement don’t show up in isolation. They are entangled with identity development, peer dynamics, intergenerational trauma, family stress, and structural inequities.

Mainstream models of adolescent substance use treatment have too often prioritized abstinence, compliance, and diagnosis over understanding, context, and relationship. These models frequently overlook the ways in which substance use can function – for regulation, connection, escape, identity formation – and fail to account for the developmental tasks adolescents are still navigating. And while families are essential to supporting youth, many have been left without clear guidance, appropriate support, or access to evidence-based care.

Harm reduction offers another path forward. It is not a soft alternative to “real” treatment – it is a rigorous, ethical, and relational approach that begins with respect: respect for autonomy, for ambivalence, for lived experience, and for the protective functions behaviors may serve. It centers safety, collaboration, and incremental change. It recognizes that the goal isn’t to control behavior – it’s to build trust, reduce harm, and support development in the real world as it is, not as we wish it were.

This book is grounded in that philosophy. We build on the foundational work of harm reduction pioneers such as Alan Marlatt, Patt Denning, Jeannie Little, Andrew Tatarsky, Stanton Peele and Scott Kellogg – each of whom challenged the moralism, rigidity, and false binaries of conventional substance use treatment. We’ve adapted their insights for the evolving needs of adolescents and for the adults – both professional and familial – working to support them.

Our perspective is also shaped by our work as drug policy advocates, focused on undoing the legacy of the War on Drugs. We have seen how criminalization, surveillance, and stigma have fractured families, denied people care, and turned adolescence into a high-stakes battleground. Families have not failed treatment – treatment has failed families by offering narrow, one-size-fits-all models that do not reflect the realities of young people’s lives.

This book is dedicated to those families. To those who have experienced loss, stigma, and systemic exclusion – not because they didn’t care, but because they weren’t given real options. Their persistence, advocacy, and refusal to give up continue to shape the direction of this work.

xiiWe also write this book for the next generation of clinicians, educators, and helpers – those entering the field with a commitment to showing up for young people with integrity and clarity. We offer strategies that integrate harm reduction principles with developmentally responsive applications of Motivational Interviewing (MI), Cognitive Behavioral Therapy (CBT), Dialectical Behavior Therapy (DBT), and CRAFT (Community Reinforcement and Family Training). These approaches are not presented as protocols to follow, but as tools to be used with flexibility, curiosity, and respect.

Many say that engaging with adolescents can feel like a burden, but we view it as a privilege. It is exciting and humbling to witness a young person struggle, reflect, take risks, and discover who they are becoming. This book is a contribution to the ongoing effort to make that work more humane, more just, and more attuned to the realities of adolescence. We hope it supports your practice, affirms your instincts, and helps grow a future where care is centered not in fear, but in relationship.
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Welcome to Harm Reduction


Why did we write this book?

Talking about drug use is difficult. Not only are there real mental and physical health outcomes at stake, our society has attached mortality to the use of illicit substances (Duster, 1970; Peele, 1998). People who use drugs are often viewed as mentally ill, weak, lazy, and out of control. The United States has not only bought into the message that those who use drugs are “less than”, we have gone so far as to say that people who use drugs are criminals. Drug offenses account for a significant portion of the federal prison population. As of recent reports, approximately 45% of federal inmates are incarcerated for drug-related offenses, equating to about 60,000–65,000 individuals. In state prisons, the percentage of individuals incarcerated for drug offenses is smaller compared to violence or property crimes. Drug offenses account for about 15–20% of state prisoners, translating to roughly 200,000–250,000 individuals annually. Many people are held in local jails on drug charges, often pretrial or for short sentences. On an annual basis, several hundred thousand individuals may cycle through jails for drug-related offenses, with some estimates ranging from 400,000–500,000 admissions. Annually, around 650,000–750,000 adults may be incarcerated (including federal, state, and local facilities) for drug-related charges, though this number can vary based on law enforcement practices, sentencing laws, and reforms like decriminalization or diversion programs (Department of Justice, 2024). This sends the message that people who use drugs are dangerous to society and must be kept separate from them. It also suggests that using drugs is an easy way to ruin your future and condemn you to a lifetime of criminal justice involvement. After all, those convicted of felony drug crimes continue to experience punishment after they are released from prison. Collateral sanctions for drug offenses can include the inability to vote, receive federal funding for college or access to public housing, obtain employment or a professional license, and adopt a child (Kimball & Grawert, 2021). And while 80% of people who use illicit substances do not enter addiction, the belief spouted from anti-drug propaganda is that even one time will get you “hooked” (Hart, 2021).

Because of the societal framing of drug use, the impact that a drug charge can have on your present and future, and the belief that drug addiction happens to 100% of drug users, it is no wonder that parents and educators feel that they must prevent teen substance use at all costs. To be clear, intoxicating substances of any kind, including alcohol and non-prescribed pharmaceutical drugs, are not appropriate for teens for reasons we will discuss. However, the going strategy has been to deploy the same basic tactics used on adult substance users to teens who 2are caught using drugs. Punishment, mandating traditional treatment, denial of privileges, detainment, and shaming are common current methods for deterring teen substance use. But we feel that there is a better way, rooted in public health and safety, and sensitive to the teen experience and family dynamics: harm reduction. (For the sake of consistency, we will use the term “traditional treatment” to refer to one-size-fits-all, abstinence-only models.)

There are four main reasons that we decided to write this book.


	To acknowledge the current “Just Say No” approach and the difficulty parents have with honest, pragmatic, and safety-based conversations with their teens about substance use.


As we mentioned, drug users are framed as dangerous people with no future. There is also the belief that everyone who uses an illicit drug becomes addicted to it. Those who care about young people think that simply telling them not to use drugs because they are dangerous and addictive is enough. Unfortunately for them, developmental related impulses in teenagers sometimes make rational decision making a problem, and desire to be accepted by peers can influence behavior in ways that will not exist in adulthood. Looking at the data on teen substance use is enough to know that, while rare, teens ARE using drugs. In 2023, 6.5%, 11.3%, and 19.8% of 8th, 10th, and 12th graders, respectively, reported using an illicit drug in the past 30 days (Monitoring the Future, 2023). If we can accept that teen drug use happens, we should also acknowledge the failure of an abstinence only approach and the need for conversations about drugs that revolve around support and safety.


	To teach students about the traditional concepts of harm reduction and how they can be related to adolescent substance use and family therapy.


Family systems theory tells us that the family is a connected web of established roles and ways of communicating that predict its functionality (McGinnis & Wright, 2023). Family therapy often focuses on these roles and connections as a way of detangling maladaptive patterns. When a teen in the family is using substances, regardless of whether that is a problem in and of itself, it can be disruptive to the system. Using techniques from the field of harm reduction can minimize the ripples caused by the substance use and instead invite the conversation about underlying factors without blame and judgment. The substance use itself should not be viewed as the cause of the rift, it is a warning sign that a rift exists and must be addressed. We explore this concept later in the book by examining the CRAFT method.


	To differentiate between experimentation and problematic use in the context of potential harms for all adolescent use of drugs and alcohol. And to also recognize the risks of drug and alcohol use during this time of personal development.


“All use is abuse.” This is a common trope in the discussions about drug use and addiction, fueled by the War on Drugs, abstinence-only treatment programs, and the Just Say No programs of the 1980s and 1990s. Interestingly, this claim only seems to apply to those who use illicit substances, as most of us know plenty of people who drink alcohol only occasionally and without incident. But, when it comes to adolescents, there is a zero tolerance policy for both alcohol and illicit drugs, as we will explore later in this book. But is it warranted? Should the same approach, for example, be taken with a kid who is doing well in school, has good relationships with his family, and close, supportive friends but gets caught smoking a joint in a park on a Saturday, and a kid who is having behavioral issues at school, trouble at home, 3and is getting drunk every morning before cutting class? The point is, that for everyone, including teens, all use is NOT abuse. Furthermore, all use is not the same and does warrant the same approach. We want to present a spectrum of substance use for adolescents that can guide a pragmatic and realistic response.

As previously mentioned, intoxicating substances of any kind not prescribed by their doctor are not appropriate for adolescents. Not only are adolescent brains still forming and developing, the developmental issues around behavior and risk taking mentioned earlier deem them not mature enough to always make rational decisions about drugs and alcohol. There is a reason we don’t let teens drive until they are 16, vote when they are 18, and buy alcohol and cannabis (in legal markets) until they are 21. We are saying that their minds and bodies have not matured to a place where we can count on them to make sound and smart decisions about risky behaviors. Some may argue that kids should be able to buy alcohol at 18 since they are already finding ways to obtain it. But the point is that we restrict certain activities because of the risks of an immature and less developed approach to the behavior. But while we can acknowledge the risks of teen substance use, we have already established that it exists, even if we wish all teens abstained until they were old enough to handle the behavior responsibly.


	To allow students to practice what can sometimes be difficult discussions with parents and teens around this highly charged, emotional issue.


By now it should be evident that approaching the topic of teen substance use with parents and families can be emotionally intense and met with fear. This fear of THEIR children succumbing to drug addiction and all of the societal scarlet letters that come with it can encourage them to take the antiquated “Just Say No” approach. And while a harm reduction approach is much more likely to keep their teen safe and encourage open and honest communication, doing anything but admonishing and punishing substance use feels like they are giving their teen a pass to use drugs. In this book you will find exercises that will allow you to practice the harm reduction approach, as well as the conversations you may have with parents concerned about their teen. These conversations may not be easy, but practicing them and learning more about harm reduction will up your skill level and confidence.4 is blank. 
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Harm Reduction: History and Concepts


History

In this book, we are discussing harm reduction in the context of adolescent substance use. And while harm reduction has not always been centered on the issue of substance use, it has always been related to public health and personal safety, and rooted in compassion and activism. Programs that feed those who cannot afford food without passing judgment or asking for anything in return. Providing people who use drugs with access to alternative health and wellness treatments. Safe access to health services like abortion. These services and programs follow the concepts of harm reduction (National Harm Reduction Coalition, 2024: https://harmreduction.org/movement/evolution/). The public health crisis of HIV/AIDS in the 1980s is what sped up the evolution of harm reduction. The spread of HIV/AIDS was like a steam engine racing through the gay community as well as the community of people who used intravenous drugs. At the time, these communities were blamed for the spread, with talk centering around their moral choices. Some even thought that HIV/AIDS was a punishment for their lifestyles. As we later discovered (not soon enough to prevent the decimation of entire enclaves of people), the reason these communities were hit especially hard was because of the ways in which HIV/AIDS was contracted: through the exchange of blood and/or sexual fluids. Harm reduction seeks to provide strategies for making behaviors safer, without demanding that the behavior cease. In this case, providing condoms and clean needle kits. Without judgment. The message was simple. We do not want you to die. Using these safety tools will help you live (O’Hare, 2007). And thus, the concept of harm reduction places survival and good health above morally driven demands of abstinence. But harm reduction does not downplay or ignore the risks associated with sexual activity or substance use. Rather, harm reduction believes that there are ways to help people live healthier, longer lives, EVEN IF they continue to use substances (Marlatt, 1996).

One of the first places to implement a harm reduction approach to substance use was in Merseyside, United Kingdom, in response to heroin use. Relying on the framework of the old British system, the clinic in Merseyside reasoned that, for some people, heroin maintenance might be necessary to successfully treat them for other mental and physical health issues and for them to live a valuable life. Today, patients in Merseyside are still prescribed injectable heroin. Merseyside also started one of the first syringe exchange programs and gave their clients access to fresh food, knowing the importance of nutrition on physical and mental health. The program also had the support of local police, which helped remove criminal justice sanctions from the environment (Inciardi, 2000). In 1985, the Mersey Drug Training and 6Information Center (MDTIC) opened. Next door to the Liverpool Drug Dependency Unit (LDDU), the MDTIC had a mission to provide public health-based, safety-focused information about drug use to anyone who wanted it and to train public health professionals on how to approach substance use and people who use drugs from a harm reduction perspective (O’Hare, 2007).

The idea of providing those who are drug dependent their drug of choice to stave off withdrawals and help them maintain a productive life used to be the law of the land in the United States. Up until the Harrison Narcotics Act of 1914, doctors routinely prescribed drugs to people simply to prevent withdrawals and maintain normalcy. When the act was passed, doctors were no longer allowed to engage in this practice and could only prescribe drugs for a “bonafide medical reason”. Almost overnight, the illicit drug market was born (Herzberg, 2020).

The actions taken in Merseyside influenced the implementation of harm reduction programs in North America and Switzerland. The first harm reduction conference – The International Conference on the Reduction of Drug Related Harm – was held in 1990 in Liverpool, Merseyside’s largest city. The International Harm Reduction Coalition was established at the conference in Warsaw in 1996. The conference has been used as a jumping off point for regions of the world interested in this innovative approach for substance use. When the conference was held in São Paulo, Brazil, in 1998, it ignited discussions about harm reduction in South America. The concept and practice of harm reduction also began getting endorsements from major health entities such as the World Health Organization, which announced their support at the 2002 conference in Slovenia (O’Hare, 2007).


Concepts

The concepts behind harm reduction were developed by the Harm Reduction Coalition (https://harmreduction.org/about-us/principles-of-harm-reduction/) and have been adopted by harm reduction focused programs and centers around the world. Below is a review of these concepts and Exercise 1 will allow you to brainstorm ways in which these concepts apply to working with adolescents.


	
Accepts that substance use is a part of society. Believes that working to reduce the harms associated with use is more beneficial than ignoring or condemning use.

The War on Drugs established a militaristic and criminal justice approach to people who sell and use drugs. These policies supported the belief that long prison sentences and collateral sanctions such as voter disenfranchisement would discourage and even eliminate the use of illegal drugs. As a result, the US ended up as the country with the largest percentage of their population incarcerated in the world (Fair & Walmsley, 2021). The harm reduction approach moved away from punishment and towards a public health framework for substance use. People participate in potentially harmful activities every day. From sexual intercourse, to driving a car. Rather than forbid or condemn these activities due to risk, we educate people on how to make these activities safer. We discuss condom use and consent. We provide cars with seat belts and install traffic signals. These methods are more effective at reducing the harms associated with having sex or driving a car than simply outlawing these behaviors or ignoring the risks associated with them.


	
Acknowledges that substance use is complicated and multi-faceted. Recognizes that there is a spectrum of use, from abstinence to experimentation to regular use, and that there are steps that can be taken to reduce the chance of harm across the spectrum of use.

7“All use is abuse” was a common assertion during the height of the drug war. This seems a bit hypocritical given that we only apply it to illicit substances and not to legal drugs like alcohol, nicotine, or caffeine. On the one hand, someone can drink alcohol, even daily, and escape the accusations of being addicted to it. But someone who uses an illicit drug can be labeled as an “addict” simply based on use itself. Harm reduction by contrast, acknowledges that substance use, ALL substance use, exists on a spectrum.

[image: A spectrum of substance use is represented by a gauge whose needle points towards the hazardous or chaotic.]
Figure 1.1 Spectrum of Substance Use.
On one side there is complete abstinence, and on the other side is chaotic, potentially hazardous use. Most people are in between the two extremes, including those who experiment, use occasionally, or even use regularly without harm. The recognition of this spectrum is even more difficult when it comes to adolescents. For minors, there is a desire to take an all or nothing approach, viewing all substance use as problematic. The trouble with this approach is that, like adults, different levels of substance use require different approaches and taking the wrong approach can actually make things worse. In addition to substance use itself being a spectrum, harm reduction scholars like Scott Kellogg posit that harm reduction interventions are a spectrum as well. In abstinence-focused treatment, the goal of the intervention is to see a complete stoppage of substance use. However, in harm reduction, the goals are also on a spectrum, referred to as gradualism. Staying alive is the primary goal, followed by maintaining health, and then getting better. In this context, harm reduction may be seen as a pathway to abstinence, by taking a course determined best by the client, and focusing on staying alive as the primary goal, rather than stopping drug use (Kellogg, 2003). In this book, we will apply this principle of harm reduction when talking about how we determine the potential harms and risks specific to where the adolescent is on the spectrum of use and what other life and social factors may be impacting the likelihood of harm, as well as having a client-centered approach to how a successful outcome is defined.


	
Focuses on quality of life as an indicator of success rather than the ability to maintain abstinence.

In many traditional mutual-aid groups like Alcoholics Anonymous and Narcotics Anonymous, success is defined by abstinence. In these programs specifically, participants are given chips celebrating the number of days they have abstained from alcohol and drugs. 8(Alcoholics Anonymous, 2025) We are not here to diminish the success that some have found with this approach. Rather, we want to expand the definition of success beyond the narrow metric of abstinence and recognize that there are other indicators that may be more relevant to some. Hazardous substance use can negatively impact physical and mental health, family relationships, housing and employment stability, and other factors. When these areas of life are threatened, the urge can be to tackle the substance use first if that is believed to be the root cause. However, ensuring that housing and employment are maintained and that personal health is stabilized can create improvement in one’s life separate from the sole focus on drug using behavior. The harm reduction approach uses multiple indicators of success outside of substance use as a way to work on and acknowledge the many factors that contribute to a person’s overall level of health and functioning.


	
Promotes policies and programs rooted in nonjudgment that provide and encourage respect for participants and communities.

Wearing the label of “illegal drug user” attracts a high level of stigma in the United States. Beliefs about self-respect, self-control, and personal motivation are wrapped into the identity of someone who uses illicit substances. Society is taught that a person who uses illicit substances does not respect themselves, and therefore we as a society are discouraged from giving them respect as well. Harm reduction takes the approach of nonjudgment and embraces the belief that all people deserve respect, whether or not they choose to use substances. This belief extends beyond individual users and into the communities formed by people seeking mutual support and services. During the height of the HIV/AIDS epidemic, LGBTQ+ communities also faced stigma and disrespect due to inaccurate beliefs about the transmission of the disease. Faced with social disdain and isolation, community became even more important as a lifeline and source of protection. When we talk about nonjudgment and respect, we are not only talking about individuals but the communities they form in response to social discrimination.


	
Includes the voices of people who do or have used substances in the creation of policies and programs.

The act of paternalism often takes power away from those deemed to be unable to make good decisions on their own behalf. When someone is identified as an illicit substance user, the assumption is often made that they are incapable of making their own good decisions. However, research shows that people who use illicit substances do put thought into their decisions and work to make choices that will support their own health and safety (Cruz, 2015). And yet, many drug policies and programs support the idea that this population cannot be trusted to make good decisions. Adolescents who use substances are even more vulnerable to paternalism due to their choices and also their age. Harm reduction supports the idea that people who use drugs (PWUD), even young people, should have a voice when creating policies and programs that impact them, and that they can advocate on their own behalf. The San Francisco Drug Users Union (www.sfduu.org) was founded in 2007 as an organization run by people who use drugs. Their drop-in center includes syringe access, but also access to bathrooms, water, food, and medical care referrals. They also participate in advocacy efforts and partner with local public health and harm reduction agencies to expand care and empower members of their community.


	
Supports that people who use drugs (PWUD) have the power to act as agents of change and safety in their own lives and the lives of those in their communities.

Many traditional drug treatment programs involve an admission of powerlessness on the part of the person seeking treatment. However, harm reduction supports the idea that 9people who use drugs, even problematically, have the power to not only make their lives safer, but to change them completely. By coming from a place of empowerment and engagement, individuals involved in harm reduction programs are encouraged to learn about how to increase their safety and how to bring that message back to the members of their communities. Research by Marlatt and Witkiewitz (2002) emphasizes the importance of including the client in defining their own needs and desired outcomes from an intervention and to acknowledge the multi-faceted aspect of behavior change not only from within, but in relation to the person-in-environment. Peer education and peer networks are a crucial part of harm reduction. This can be especially valuable for adolescents, who are more likely to listen to peers than the adults in their lives. Peer support for adolescents trying to address the impacts of substance use in their lives has shown to be a successful approach (Paquette et al., 2019) Working with teens on how to be agents of change not only for themselves but for other teens they care about is an approach that instills a sense of power and not powerlessness. This includes addressing self-efficacy, or the beliefs of the client that they are able to make a change, in addition to self-determination which supports that the client has autonomy and a choice in what happens to them and what treatment goals they create. Traditionally, in the context of substance use, this belief was focused on the ability to stay abstinent. However, harm reduction research encourages the broadening of self-efficacy goals and self-determination to include any change in substance using behavior that addresses risk reduction and is decided on by the client (Richards et al., 2021; Schwebel et al., 2024).


	
Understands the role that racism, sexism, poverty, and trauma play in both access to services and vulnerability to hazardous substance use.

Certain groups of people are more likely to be arrested and incarcerated for illicit substance use. People of color and people without financial means are more vulnerable to drug laws due to racism and the high costs of fighting the criminal justice system. Former incarceration is associated with economic indicators such as food and housing instability (Sugie, 2015). Of Black men born in 2001, 1 in 5 is likely to be imprisoned during their lifetime (Robey et al., 2023). People of color currently represent about 7 out of 10 of those incarcerated. And, in 2022, 46% of those in federal prison were incarcerated on drug charges (Carson & Kluckow, 2023). The collateral sanctions associated with being identified as a substance user can result in more serious impacts for women who are usually the primary caregivers. Loss of child custody and the intersection of sexism can make it more difficult for women to seek help and to maintain economic stability after experiencing criminal justice involvement. Between 1980 and 1997, the number of women who were incarcerated rose by 573%, compared to a rise of 294% among men. And two-thirds of incarcerated women were mothers to children under 18, often as a single parent prior to incarceration (Mauer, Potler, & Wolf, 1999). Furthermore, trauma survivors have higher rates of problematic substance use and are more likely to experience a myriad of destabilizing factors such as mental health and employment issues. They may also be more likely to lack a strong support system. Fifty-seven percent of incarcerated women report a history of abuse and 33% report having been raped prior to incarceration (Mauer, Potler, & Wolf, 1999). Additionally, adverse childhood experiences (ACEs) are significantly predictive of hazardous substance use later in life (He et al., 2022). For this reason, harm reduction recognizes the impact of these societal and personal experiences on both vulnerability to problematic substance use and lack of access to services. Concerted efforts are made to reach out to and support people who may experience discrimination and a heightened need for services. There is also an effort to address these disparities through social justice work.


	
10Recognizes that substance use can lead to very real harms both at a personal and societal level.

Finally, opponents of harm reduction often claim that this approach downplays the harms of substance use. However, this is not the case. Harm reduction absolutely recognizes the real harms that can come from substance use, whether that is dependence, overdose, or life instability. There is also a recognition of the impact of substance use on public health and safety, and family relationships. It is actually BECAUSE of this recognition of risk that harm reduction seeks to address it, rather than focusing solely on use itself. It should also again be noted that the vast majority of people who use illicit substances do so without incident (Hart, 2013). Rather than perpetuate the falsehood that all use is abuse, harm reduction recognizes the various ways in which drugs can be used and the potential harms that stem from method of ingestion, set and setting. Taking this nuanced approach does not ignore the risks, but rather allows practitioners, service providers and users themselves to take a pragmatic approach and focus on behaviors that can increase safety.
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Examples of Harm Reduction in the Current Substance Use Landscape

While many people understand and support the concepts behind harm reduction, allowing programs based on these concepts has proven difficult. Partly because of the idea that punishment and condemnation work better than harm reduction when it comes to discouraging drug use, and partly related to the last concept we discussed above. There is the inaccurate assumption that by supporting drug users, you are supporting drug use. Even though the concepts of harm reduction explicitly state that there IS recognition of the harms that can result from substance use, the public, and especially politicians, not wanting to seem “soft on drugs” often refuse to support or fund programs that take a harm reduction approach.

Next, we will review some of these programs, the frameworks behind them, and the ways in which they illustrate the concepts of harm reduction.


Syringe access

One of the oldest forms of harm reduction, syringe access, formerly called needle exchange, developed as a way to prevent the spread of HIV and other diseases through the sharing of needles. Injection drug use (IDU) is not very common, but transmitting blood borne illnesses is a potential harm from this behavior. To reduce this harm, the effort was made to provide clean, sanitary needles to people who inject their drugs, and incentivizing the return of used needles to remove them from the population. This practice does not minimize the potential harms that come from the drugs themselves, such as overdose or dependence, but rather recognizes that the harm of disease is preventable by using clean needles. A 2014 meta-analysis by Aspinall et al. revealed a significant relationship between syringe access programs and a reduction in HIV transmission.

Syringe access programs are examples of harm reduction because they take a pragmatic approach to reducing the potential harms associated with injection drug use, primarily the spread of blood borne illnesses like HIV and Hepatitis B. They also serve as public health interventions by reducing the presence of used needles in community spaces. On the service side, they offer opportunities for people to interact with service providers, and even though treatment or desired abstinence is not a requirement for accessing the program, these options are made available should a participant desire them at some point in their interaction with the program. The belief that people who inject drugs (PWID) should have access to programs that help keep them safe, without demanding abstinence is rooted in the harm reduction 12principles of non-judgment, quality of life, and the ability of PWUD to make good decisions about risk reduction. Ideally, syringe access would be one component of a larger umbrella of care services. Research by Kidorf et al. (2011) demonstrated that access to concurrent syringe access and treatment options improved outcomes for participants. And a 2018 meta-analysis by Plat et al. found that syringe access programs were more effective when paired with the harm reduction program of opiate substitution. However, like many harm reduction focused programs, acceptance and adoption in the United States has been difficult.

Syringe access programs began in the 1980s in Amsterdam in an attempt to curb Hepatitis B infections among PWID. When HIV began to spread among this community, and it was discovered that it was a blood borne illness, syringe access programs were used to address the risks of this disease as well. The programs expanded to other Dutch cities, and then to the UK. Early research on these programs suggested that in addition to simply offering clean needles, programs needed to be client centered in order to attract participants. In the United States, the long held beliefs about PWUD, especially those who inject them, intersected with beliefs and feelings about the LGBTQ+ community and people who contracted HIV. This made it very difficult to implement syringe access programs. In 1985, a pilot program was planned by the New York City Department of Public Health, and subsequently vetoed by the police. Three years later, a pilot program that included evaluation was approved, albeit with strong opposition. And while the program did show promise in getting PWID into treatment, it was not widespread enough to have an impact on HIV transmissions, and was shut down in 1989. However during this time there were two other, privately funded programs, one in Tacoma, Washington, and one in New Haven, Connecticut, that were able to show a significant impact of syringe access programs on HIV and Hepatitis B transmissions. But even with research showing the positive impacts of these programs, a 1988 Federal Health and Human Services bill prohibited the use of federal funds for syringe access programs until they were proven safe and effective. This put access programs in limbo similarly to how medical cannabis is treated today. The federal government is the primary funder of studies designed to show the safety and efficacy of interventions such as syringe exchange, but they refused to fund research until safety and efficacy had been proved, a process that they primarily control through funding (Des Jarlais, 2017).

Without federal support, much of the research and funding for syringe access came from state and local governments, and private organizations like the American Foundation for AIDS Research (amFAR) and the Robert Wood Johnson Foundation (RWJF). As a result, the North American Syringe Exchange Network (NASEW) comprised 100 programs by 1997. The National Institute on Drug Abuse (NIDA) also began funding research on syringe access programs, greatly increasing the number of studies on its effectiveness. But even though the Department of Health and Human Services did rule that these programs were safe and effective in 1998, the continued moral opposition from Congress to such programs prevented then President Clinton from overturning the federal ban on funding (Des Jarlais, 2017).

The current re-emergence of injection transmitted HIV related to the growing opiate crisis in the US has reinvigorated the discussion around syringe access programs. However, even as states and localities struggle to address this issue, the continued federal ban on funding inhibits the development and expansion of these programs (Des Jarlais, 2017).

Opponents of syringe access claim that making clean needles available is enabling substance users to continue to use drugs rather than quit, and the issue itself has become highly politicized. This struggle is represented in the research. A 2017 meta-analysis on the effectiveness of syringe access programs in reducing needle sharing behavior by Sawangjit et al. found 13that syringe access programs were associated with lower rates of needle sharing behaviors, but that 64% of the studies they reviewed were subject to high levels of bias.

One concern over syringe access programs is that, while they provide clean needles to PWID, they do not include a safe space to use drugs. This does not address public injecting, and limits the exposure of participants to the ancillary services that have been found to enhance outcomes. Additionally, because participants must still use their substances away from the program area, addressing overdose becomes difficult. Overdose prevention facilities aim to provide clean equipment to PWUD, while also providing a safe consumption space and more readily available ancillary services.


Overdose prevention facilities

Previously called “safe injection facilities” the goal of overdose prevention facilities (OPF) is to provide a safe space for the use of drugs, one equipped with overdose treatment medications and medical professionals. Forcing people who use drugs to do so alone, or in spaces without access to Narcan or medical help increases the chance of death should an overdose occur. Like syringe access programs, OPFs do not ignore the potential risks of using illicit substances, but recognize that there are ways to reduce these risks by ensuring that consumers have safe spaces and access to emergency care. And while these programs have traditionally focused on injection drug use, there is also support for allowing other types of substance use with the same types of harm reduction and medical services. Additionally, OPFs provide access to treatment services if desired, and many also help with housing, food and employment services. Like syringe access programs, OPFs are true to the harm reduction principles around reducing risks and potential harms from substance use without demanding abstinence, a position of nonjudgment, and the belief that PWUD can make healthy decisions about how to reduce risk and the role that substances play in their lives, even while actively using.

Although Safe Consumption Sites, or Safe Injection Facilities, or Overdose Prevention Facilities are largely considered to be a modern phenomenon, the concept of providing safe spaces and clean tools to use substances dates back to the early 1900s in the United States (Jones, 2021). As previously mentioned, the 1914 Harrison Narcotics Act put an end to doctors prescribing drugs like morphine just to quell withdrawal symptoms. However, a loophole in the law concerning medical therapy allowed for the establishment of “morphine maintenance clinics”, which afforded users access to medical opiates as well as a place to safely use them (Herzberg, 2020). The first of such clinics opened in Jacksonville, Florida, in 1912, and dozens were in operation in the early 1920s when they were all shut down by federal authorities (Musto, 1999).

Modern day facilities began in Bern, Switzerland, in 1986. And although there are now hundreds of such facilities across Europe, Australia, and Canada, they are not located in countries with a high prevalence of HIV transmission related to injection drug use (Beletsky et al., 2018). As with syringe access programs, the United States has struggled to open a sanctioned OPF. San Francisco worked on opening such a site for years, but was not successful other than non-sanctioned pop up facilities run by local nonprofits. Similar unsanctioned sites have opened in cities in the U.S., but often must stay hidden, making it difficult for the population they are intended for to find them. However, research on even unsanctioned facilities shows that, although overdoses do occur, their occurrence at an OPF allows for medical intervention to be administered. In one study of an unsanctioned OPF in the US, between the 14years of 2014 and 2019, there were 10,517 injections and 33 overdoses, none of which resulted in death (Kral et al., 2020). Safehouse, a proposed OPF in Philadelphia fell victim to a provision in the federal “Crackhouse Statute”. The statute, part of the Controlled Substances Act, makes it illegal for anyone to maintain a space for the purposes of selling or using federally illegal substances. Safehouse sued the federal government for the right to open in 2019 on the grounds of the first amendment and religious freedom, but their case was dismissed in 2024 (Feldman, 2020; Leonard, 2024). In 2022, the first sanctioned US OPF opened in New York, run by an organization called OnPointNYC (Peltz, 2022).

But while the US is slowly coming to terms with the benefits of OPFs, Canada began opening unsanctioned facilities in the mid-1990s, with the first sanctioned center, Insite, opening in 2003. One misconception about OPFs is that they do not support abstinence. This is not true. Insite, located in Vancouver, is one of the only OPFs in the world that provides wrap-around services in addition to a safe place to use drugs. Visitors can choose to enter treatment or stay at their facilities to power through withdrawals. Those who work at the facility report that sometimes people come to use their services for months, or even years, until one day they say they are ready to stop using, and when that day happens, Insite is there for them (Doberstein, 2022). But, even though Canada was more open to OPFs as an intervention to reduce overdose and the transmission of HIV, it was the community of PWUD themselves who stood on the front lines to protect the centers and ensure that they stay open. This directly speaks to the harm reduction value of including the substance using community in decisions and program development that impacts them (Kerr et al., 2017).

In recent years, several US cities plus the states of New Hampshire and Vermont have approved the establishment of OPFs. In Vermont, the centers extend beyond injection drug use and include the smoking of substances like cocaine (Vermont Department of Health, 2024). This is one reason the nomenclature has shifted from “safe injection facilities” to “overdose prevention facilities”. Another reason is that the main goal of these centers is not to allow drug use, but to prevent overdose. In their first three months in operation, the OPFs run by OnPointNYC stopped over 150 overdoses among their 9,500 clinic visits (Peltz, 2022).

Like syringe access programs, opponents of OPFs claim that these programs downplay the risks of substance use and take a permissive stance.
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