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Abstract This paper examines the role of clinical prac-
titioners and clinical researchers internationally in estab-
lishing the utility of harm-reduction approaches to sub-
stance use. It thus illustrates the potential for clinicians to
play a pivotal role in health promoting structural inter-
ventions based on harm-reduction goals and public
health models. Popular media images of drug use as
uniformly damaging, and abstinence as the only accept-
able goal of treatment, threaten to distort clinical care
away from a basis in evidence, which shows that some
ways of using drugs are far more harmful than others and
that punitive approaches and insistence on total absti-
nence as the only goal of treatment often increases the
harms of drug use rather than reducing drug use.
Therefore the leadership and scientific authority of clini-
cians who understand the health impact of harm-
reduction strategies is needed. Through a review of
harm-reduction interventions in Canada, the United

Kingdom, the United States, Australia, Switzerland, and
the Netherlands, we identify three ways that clinicians
have helped to achieve a paradigm shift from punitive
approaches to harm-reduction principles in clinical care
and in drug policy: (1) through clinical research to pro-
vide data establishing the effectiveness and feasibility of
harm-reduction approaches, (2) by developing innova-
tive clinical programmes that employ harm reduction,
and thereby (3) changing the standard of care to include
routine use of these evidence-based (but often misunder-
stood) approaches in their practices. We argue that
through promotion of harm-reduction goals andmethods,
clinicians have unique opportunities to improve the
health outcomes of vulnerable populations.
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Introduction

This paper presents the recent history of global harm-
reduction drug policies from the point of view of the
roles and broader conception of the responsibilities of
clinicians, who have a unique opportunity to act both as
practitioners treating (and educating) affected individ-
uals and their families and as advocates who are
empowered to act within their own communities to draw
on their clinical experiences, which also grounds and
legitimates their actions in the broader interests of public
health and the reform of health policies and practices.
This opens the way towards practitioners affecting both
clinical and population outcomes as well as helping to
shape prevailing public beliefs and attitudes that form
the wider context for public understanding and gaining
acceptance for the advancement of more compassionate
and effective approaches to a very wide set of social and
healthcare challenges.

Structural Determinants of Health Risks FromDrug
Use

The unprecedented commodification and growth of
global markets for psychoactive drugs (both licit and
illicit) in the last forty years confronts us with new and
potent versions of drugs and their addictions (Drucker
et al. 2011). The adverse medical impact of some of
these drugs has grown along with their distribution,
including HIV and hepatitis C infections. In addition,
drug markets and their criminalization have led to
increased violence, homicide, suicide, and overdose
deaths, each of which has produced a broad spectrum
of traumatic social, psychological, and family health
effects (Drucker 2013). In this context, neurobiological
models of addiction (based solely on brain imaging or
molecular studies) offer little to the frontline practi-
tioner’s needs in managing such patients. And criminal
justice efforts to reduce drug use through supply side
interdictions and arrests of drug users often intensify
their health risks and reduce their access to clinical
care (Stone 2014). In contrast, harm-reduction ap-
proaches are informed by the social and structural
realities of drug use and offer practical ways to mini-
mize the negative health consequences of drug use,
enabling people to lead productive lives and improving
the attractiveness and accessibility of treatment and
rehabilitation services.

The United States, whose drug policies have played
an outsized and dominant role in determining global
drug policies and practices for almost a century, is now
undergoing a sea change in the foundation concepts of
its drug policies—moving from the criminalization of
drugs and drug use to a public health approach. Much of
this change is due to the U.S. experience of the failure of
its exclusively punitive approach that has resulted in use
of mass incarceration—building the world’s largest pris-
on system with over two million behind bars and over
twenty-five million with histories of arrest and jail. The
lessons of this failure are now evident and widely ac-
knowledged by a broad spectrum of political actors,
now serving as a model of what not to do for the rest
of the world (Drucker 2013, 2014, 2015).

What Is Harm Reduction?

BHarm 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 reducing drug consumption.
Harm reduction benefits people who use drugs,
their families and the community.

This definition of harm reduction (HR) by the
International Harm Reduction Association (http://
www.ihra.net/what-is-harm-reduction) includes
activities already widely accepted, such as seat belts
for cars or helmets for motorcycles and bicycles. The
defining features are the focus on the prevention of
harm, rather than on the prevention of drug use itself,
and the focus on the well-being of those people who
continue to use drugs. Harm reduction began to be
discussed frequently after the threat of HIV spreading
among and from injecting drug users was first recog-
nized (O’Hare et al. 1992). It is based on the recognition
that many people throughout the world wish to continue
to use psychoactive drugs despite even the strongest
efforts to prevent the initiation or continued use of
drugs. Harm reduction accepts that many people who
use drugs believe they are helpful to them (i.e., as self-
medication) and are unwilling to stop using them.
Access to good treatment is important for those with
drug problems, but many are unable or unwilling to get
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treatment, as it is currently practiced—i.e., with the sole
goal of abstinence. Furthermore, the majority of people
who use drugs do not need (or want) treatment. There is
a need to provide such people who use drugs with
options that help minimize risks from continuing to
us e d rugs and o f ha rming th emse lve s o r
others—especially the harms associated with involve-
ment in their nation’s criminal justice systems. It is
therefore essential that harm-reduction information, ser-
vices, and other interventions function to help keep
people who choose to use drugs healthy and safe.
Allowing people to suffer or die from preventable
causes of drug use as well as punitive drug polices is
not an option. Many people who use drugs prefer to use
informal and non-clinical methods to reduce their drug
consumption or reduce the risks associated with their
drug use. Readers can refer to the Harm Reduction
International website (www.ihra.net) for more detailed
guidance on harm-reduction interventions.

Harm-reduction approaches are an important alterna-
tive to abstinence-based addiction treatment, which to-
day dominates the field of addiction. It is clear that
devoting more resources to conventional treatment, with
abstinence as the only goal, does not necessarily in-
crease its utilization (Anderson 2014). Many drug users
do not want traditional drug treatment, out of fear that
they will be disrespected by healthcare providers, or that
a model based on religious belief will be forced upon
them, or because they do not seek total abstinence as a
goal (Riggs et al. 2014). In response, a new treatment
paradigm, harm reduction-oriented psychotherapy,
meets drug users Bwhere they are,^ working with drug
users collaboratively to help them set their own goals—
an approach that has been shown to be effective with
clients who have been resistant to traditional forms of
treatment (Tatarsky 2002).

Indeed, it appears that many drug users find ways of
bringing their drug use under control without ever going
to formal treatment. This may reflect a natural history of
substance use that has more to do with the maturing
brain and the growing social responsibilities of adult-
hood (family and work) than with the drugs themselves.
According to the U.S. National Epidemiologic Survey
on Alcohol and Related Conditions (NESARC), which
included some 43,000 people and was conducted be-
tween 2001 and 2005, only 11.8 per cent of people with
an alcohol use disorder ever received specialty treat-
ment. If Alcoholics Anonymous (AA) attendance is
included as a form of help seeking, that percentage only

increases to 14.6 per cent. However, in spite of this, the
NESARC data also shows that the lifetime recovery rate
for Alcohol Dependence is over 90 per cent. NESARC
also shows that the lifetime rates of treatment utilization
(including AA) for any drug use disorder are 8.1 per
cent for abuse and 37.9 per cent for dependence.
Lifetime treatment utilization (including AA) for Drug
Use Disorders, versus the lifetime remission rate by
drug category is listed in Table 1.

These comparisons of substance use data suggest that
even though the majority of people with problematic
substance use never get treatment, most stop their drug
use with time. A number of studies, including Lee
Robins’ classic study of Vietnam War veterans in the
early 1970s, have shown that recovery from heroin
addiction without treatment is common. Robbins’ find-
ings, showed a relapse rate of 5 per cent after one year
and 12 per cent after three years. For such individuals,
the key is to reduce their risks of irreversible damage to
their health during their years of problematic use. As the
multinational data below suggest, informed clinical
practitioners can be effective advocates for systemic
adoption of evidence based harm-reduction strategies
such as opioid maintenance treatment, needle and sy-
ringe exchange, safe injection facilities, and overdose
prevention.

Cases: Overcoming Structural Barriers to Health

Drug Substitution and Maintenance Approaches
to Opiates

Drug substitution and maintenance treatment using
methadone and buprenorphine are pillars of a harm-
reduction approach to opiate abuse—after alcohol, the
most dangerous and destructive class of drug use in the
United States and Europe. The right of physicians to
prescribe maintenance drugs for their opiate-addicted
patients, was blocked in the United States early in the
last century but successfully implemented in Great
Britain (United Nations Office on Drugs and Crime
2012), where doctors had the authority to gradually
detoxify or maintain addicts by prescribing their drugs
of choice, including opiates.

The United States had a history of morphine mainte-
nance in the 1920s, as did the United Kingdom (Musto
1999), but unlike Britain, American authorities and the
American Medical Association were hostile to this
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approach and shut down these programmes in 1926
(Waldorf, Orlick, and Reinarman 1974). This occurred
even as the U.K. Rolleston Committee was reaffirming
British doctors’ ethical responsibilities to provide opiate
maintenance treatment to addicted patients using mor-
phine and heroin; a right British physicians still retain,
albeit in the context of greater regulation (Berridge and
Edwards 1987).

Yet despite this adverse early history in the United
States, Drs. Vincent Dole and Marie Lysander were able
to use their professional positions to relaunch the use of
maintenance opiates as treatment in the United States.
Dr. Dole, a metabolic research scientist at Rockefeller
University and his wife, Dr. Nyswander, a psychiatrist
with a Harlem-based practice that included many heroin
users in the jazz scene of the 1950s, were able to gain
support for the first large-scale trial of methadone treat-
ment in New York City beginning in 1964. Within a
decade their work led directly to the establishment of a
large methadone treatment programme under the aus-
pices of the New York City Department of Health, with
over forty thousand patients in care by 1976 in a large
network of funded clinics allied with the best teaching
hospitals in the city. They received public recognition
for their accomplishments with the highly coveted
Lasker Prize—the U.S. BNobel Prize^ for Medicine.
Today, as a consequence of physician support and ad-
vocacy, substitution opiate treatment with methadone
and buprenorphine is the preeminent harm-reduction
approach to opiate addiction (Ruiz, Strain, and
Lowinson 2011). Positive outcomes include decreases
in heroin use and injecting (with associated reduction of
risk for HIV), reduction in criminal behaviour and ar-
rests, reductions in death rates, increased employment,
and improved access to and utilization of other health

and social services. It is crucial for clinicians caring for
addicted patients to have the skills and knowledge to
effectively engage the agents of this drug policy and
recapture control of addiction medicine practice in their
own localities.

The U.S. Institute ofMedicine (IOM) is an influential
government body that consists primarily of clinicians,
many of whom have lobbied effectively for practice and
policy changes. In 1996, the IOM (Doe-Simkins et al.
2009) issued a series of studies and a report calling for
the expansion and modification of methadone treatment.
Further, in 1997, an NIH Consensus Conference
reasserted the conceptualization of opiate addiction as
a medical disorder (National Institutes of Health 1997).
It called for BEffective Medical Treatment of Opiate
Addiction^ through the reduction of Bmisperceptions
and stigma,^ improved medical training, assurance of
greater access to methadone, and the reduction of
Bunnecessary regulations^ that restrict the availability
and quality of methadone treatment.

Buprenorphine maintenance for opiate dependence
was adopted as a core HIV prevention intervention by
the mid-1990s in many European countries and was
particularly widely used by primary care doctors in
France whose vocal support for buprenorphine led to
an 80 per cent decrease in opiate overdose deaths in
France in the first seven years since its adoption (Fatseas
and Auriacombe 2007). In the United States, physician-
led lobbying for legal changes to permit buprenorphine
use in office-based settings culminated in passage of the
Drug Abuse Treatment Act (DATA) by Congress in
2000, expanding the availability of buprenorphine via
general physicians. In addition International Narcotic
Control Board, the United Nations agency responsible
for drug policies (Degenhardt et al. 2008), has recently

Table 1 Drug use disorder treatment and remission rates, by substance (Anderson 2014)

Lifetime Treatment Rates for Drug
Abuse (%)

8.1

Lifetime Treatment Rates for
Drug Dependence (%)

37.9

Tranquilizers
(%)

Stimulants
(%)

Sedatives
(%)

Opioids
(%)

Cannabis
(%)

Cocaine
(%)

Lifetime Treatment Utilization
(including AA)

38.6 28.6 35.7 31.9 – –

Lifetime Remission Rates 98.3 99.0 98.7 96.1 – –

Lifetime Remission Rates for illicit
Drugs

– – – – 97.2 99.2
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added methadone to its list of Bessential medications^—
again, in response to active international advocacy by
clinicians.

Heroin-Assisted Treatment

Several countries have expanded drug maintenance
programmes and practices beyond oral methadone and
buprenorphine to include medical use of heroin-assisted
treatment (HAT) with heroin made available at clinics in
injectable and smokable forms.

The first Swiss programme of HAT was based in a
Berne hospital, where a young psychiatrist Robert
Haemmig, who had been treating heroin users with oral
methadone and doing routine consultations in the hos-
pital emergency department (often for overdoses), took
the lead in advocating for the use of injectable heroin for
those of his patients who were not responding to meth-
adone, arguing that a pressing problem associated with
high rates of HIV existed due to unsterile injecting. He
was able to convince his department head to advocate
with him for permission from the municipal and federal
health departments to allow a pilot trial of injectable
heroin on site at their hospital, leading within three years
to the first national programme in Europe, and eventu-
ally spreading to clinics in all major cities, including
even a farm-based prison programme employing heroin.

The three-year, multi-site Swiss study (1994–1997)
provided injectable opioids to over 1,000 opioid-
dependent individuals with multiple previously unsuc-
cessful treatment attempts. Analysis showed that
twelve-month retention rates were twice that of either
methadone maintenance or residential drug-free treat-
ment in Switzerland while all illicit drug use decreased
dramatically (up to 94 per cent) among those who
remained in treatment (Uchtenhagen, Gutzwiller, and
Dobler-Mikola 1998). HAT participants in Switzerland
also experienced marked improvements in physical and
social health and functioning, housing, employment,
and decreases in illegal activities. A subsequent cost-
benefit analysis of the study (Ali et al. 1999) suggested
that, despite the considerable research and treatment
costs of the trial, the outcomes were cost-effective at a
ratio of almost two to one.

Furthermore, the study demonstrated the feasibility
of implementing and operating a heroin-assisted therapy
programme without disorder, misconduct, and/or diver-
sion of heroin supply. Crucially, physician leadership in
advocacy and publicity about these clinical successes

translated into new laws supporting the use of HAT as
part of the spectrum of routine treatment, first in
Switzerland and eventually in several other countries
in Europe and the United Kingdom. In two 1997 refer-
enda, 71 per cent of the Swiss voted in favour of con-
tinuing the heroin trials as ongoing programmes for over
1,000 patients.

Medical prescription of heroin yields health gains
among chronic, treatment-resistant heroin addicts who
did not profit sufficiently from existing treatments.
Similarly, in The Netherlands, The Central Committee
on the Treatment of Heroin Addicts (CCBH), under the
auspices of the Netherlands Minister of Health, com-
pleted a large-scale study focusing on the effect of
medical prescription of heroin to chronic, treatment-
resistant heroin users (Blanken et al. 2010). These
addicted individuals were in bad physical and psycho-
logical health, and most of them were highly dysfunc-
tional in spite of long-term treatment in a methadone
maintenance programme. The committee concluded that
a twelve-month treatment of these patients with a com-
bination of heroin and methadone was more advanta-
geous to their medical and social condition than a
twelve-month treatment with methadone alone
(Blanken et al. 2010). Further, these gains are lost very
soon after discontinuation of the treatment with heroin
(Blanken et al. 2010). This led the committee to recom-
mend the introduction (under stringent conditions) of
supervised medical prescription of methadone plus her-
oin to chronic, treatment-resistant heroin dependent pa-
tients as a routine pharmacotherapeutic option. The role
of physician leadership by a well-respected research
professor of medicine in the Utrecht University persuad-
ed a sceptical parliamentary health committee to spon-
sor a large randomized HAT trial, which again led to the
acceptance of heroin treatment as a regular element of
the Dutch national drug treatment system. Subsequently
Dutch government trials of heroin-assisted therapy ex-
amining injectable and smoked heroin (the most com-
mon mode of use in the Netherlands) found significant
improvements in drug use, physical and mental health,
and social functioning in those receiving heroin pre-
scriptions—in some cases in combination with metha-
done—allowing more practitioners to employ heroin-
assisted therapy suited to their own settings. In conse-
quence of this work, Germany and Spain also started
heroin trials under Federal and municipal health depart-
ment auspices, with similar positive results and alter-
ations of national drug polices to allow HAT.
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In 1998, the drive to employ heroin as a maintenance
treatment in Canada was once again led by physician
advocates, including then President of the Canadian
Association of Addiction Medicine, Dr. David Marsh,
the head of the public health programme at the
University of British Columbia, Dr. Martin Schecter,
and two physicians specializing in addiction medicine
in Quebec. Canada’s Health Research Council (the
equivalent of the U.S. National Institutes of Health)
funded a large study of HAT in Vancouver and
Montreal that went on to become the foundation for
many other innovations in HR practice, including the
establishment of Insite—the world’s first large-scale,
medically-supervised injecting facility (SIF) (Wood
et al. 2004). This programme had similar positive results
but, due to a change in the federal government, was
unable to extend these successes to available treatment
services (see below for more on SIFs). However, recent
changes in Canada’s government promise to reverse this
position and plans are in place to resume the expansion
of HR services there.

But political objections to heroin-based treatment
are still the norm and often trump medical or public
health considerations. Thus in the 1990s, Australian
addiction specialists and academic public health pro-
fessionals organized systematic efforts to allow her-
oin maintenance in that country, starting with a
series of detailed feasibility studies that included
all the stakeholders. Eventually this approach
succeeded in getting approval for a HAT trial in
the ACT Canberra and support from the majority
of the state health ministries. Although they had
the jurisdictional authority to do so, a HAT pro-
gramme still required federal approval—but this
was denied for political reasons in the face of strong
opposition from Australia’s most powerful ally, the
United States.

However, the same group of activist doctors went
on to lead Australia in the development of other
programmes for AIDS prevention that included
greatly expanded widespread NSP’s, the large safe
injecting sites linked to community health services
in Sydney. These HR programmes effectively
prevented an epidemic of HIV/AIDS among the
nation’s drug injectors and earned national recogni-
tion with the award of Order of Australia (the na-
tion’s equivalent of Knighthood) for Drs. Ingrid van
Beek and Alex Wodak, the two physician leaders of
these movements.

Needle and Syringe Programmes and Safe Injecting
Facilities

Early in the AIDS epidemic, the sharing of syringes was
clearly linked to HIV transmission among injecting drug
users (IDUs) and from them to sexual partners and their
foetuses (Drucker et al. 2008). By 1995, most new cases
of HIV in the United States were attributed directly or
indirectly to drug use; today, more than a third of newly
reported AIDS cases in the United States and Europe are
still occurring among IDUs or their sexual partners—but
with perinatal transmission almost eliminated in popu-
lations with access to medical care. The creation of
needle and syringe programmes (NSPs) in the early
years of the AIDS epidemic was the first well organized
and explicit harm-reduction programme in the United
States and in many European countries (Drucker et al.
2011). NSPs recognize that, despite all efforts to reduce
the supply and demand for drugs, many will continue to
inject drugs. The positive effects of NSPs on syringe
sharing and a wide range of other behaviours linked to
HIV/AIDS risk were well documented in the United
States, Great Britain, the Netherlands, and Australia by
the early 1990s. However NSPs have frequently been
met with strong political opposition and (in most coun-
tries) are still not implemented at levels adequate to
reduce the spread of blood-borne pathogens.

The spread of NSPs often ignites heated public debate
as to whether addressing the imminent global threat of
HIV would undermine existing efforts to address drug
dependence among people who inject drugs. This debate
continues today despite evidence that NSPs have not led
to increased rates of injecting drug use as initially feared
(Wodak and Cooney 2006). Indeed NSPs are nowwidely
recognized to be the cornerstone of HIV prevention
among people who inject drugs. This is a place where
local physician advocacy can have important conse-
quences. The process in Sydney, Australia relied on the
advocacy and national prestige of clinicians to mobilize
public and governmental support (Van Beek 2004).

By 2010, there were at least eighty-two countries
with some level of needle syringe programming world-
wide; ten of these countries had also established NSPs in
custodial settings and prisons. The World Health
Organization recommends that NSPs should be a part
of more inclusive HIV prevention, treatment, and
healthcare services and integrated with other services
such as sexual health, TB, and addiction treatment
(World Health Organization 2010). In Australia and
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the United States today, most NSPs are integrated with
other relevant health services in harm-reduction
programmes, where comprehensive implementation of
NSPs has been linked to improved health care such that
its collateral benefits increase over the longer time
horizon.

Supervised Injecting Facilities

Supervised Injecting Facilities (SIFs) are legally sanc-
tioned places where people can inject various drugs (not
only heroin) in relative safety. Appropriately trained
staff members are on hand to provide life support mea-
sures in the event of overdose or other medical emer-
gency. SIFs aim to reduce injecting-related harms, ap-
preciating that apart from the drug class being used,
injecting is an inherently riskier mode of drug adminis-
tration compared to others. Like NSPs, they provide
clean injecting equipment and connections to health
personnel who can assist with referrals to drug treatment
and other services. But unlike NSPs, SIFs also allow
people to inject their own drugs on the premises instead
of public places with negative effects on both drug
users’ health and adverse public attitudes. Once again,
clinicians experienced in the care of opioid-dependent
patients helped to develop these interventions and ad-
vocated for their systemic adoption in the United States,
Canada, the United Kingdom, and Australia.

The first government sponsored SIF was established
in Bern, Switzerland in 1986, in response to problems
arising from its rapidly expanding BOpen Drug Scene.^
SIFs have since been shown to reduce high visibility
drug injecting in public places. The majority of the
approximately ninety SIFs operating worldwide in
2012 were in highly urbanized cities in European coun-
tries where open drug scenes similar to Bern’s had
developed. These include Switzer land, the
Netherlands, Germany, Spain, Luxembourg, Norway,
and most recently Denmark. Formal evaluations of the
Sydney and Vancouver SIFs, despite being relative late-
comers compared to the European programmes
(Hedrich, Kerr, and Dubois-Arber 2010) have all been
positive for meeting all of its public health and public
order objectives across a nine year period, i.e., reducing
the morbidity and mortality associated with drug over-
dose; reducing the transmission of blood-borne infec-
tions; Bwidening the net^ in terms of putting people who
inject drugs in contact with health services; providing a

Bgateway^ to drug treatment and other relevant services;
and improving public amenity in the local area.

Overdose Prevention and Rescue Programmes

Opioid overdose is a major cause of death in North
America, Europe (European Monitoring Centre for
Drugs and Drug Addiction 2011), Asia (Quan et al.
2011; Coffin 2008), and Australia (World Health
Organization 2010). Related poisonings or overdoses
were (by 2012) responsible for up to 253,000 deaths
worldwide and more than 38,000 deaths in the United
States (Jones, Mack, and Paulozzi 2013; World
Health Organization 2010). And they are on the rise
in many countries due to the expansion of unsafe
injecting associated with new heroin markets stem-
ming from the widespread (and poorly managed)
prescription of OxyContin and other opioid pain
medications. The U.S. toll of all drug overdose
deaths in 2015 was 47,055, of which 81 per cent
involved opioids.

Because the increase in overdoses has been linked to
increased availability of prescription pain medication,
strategies have been implemented to reduce opioid mis-
use and diversion to people who do not have prescrip-
tions, include prescription drug monitoring programmes
(Jones, Mack, and Paulozzi 2013), prescription drug
take back events (Gray and Hagemeier 2012), safe
opioid prescribing guidelines, and education
programmes (Gudin 2012).

While these strategies are promising, none has been
demonstrated in clinical trials or controlled observation-
al studies to reduce overdose rates. Furthermore, they
are targeted towards people taking prescription opioids
but not heroin. Methadone maintenance treatment and
supervised injection facilities (Marshall et al. 2011;
Cornish et al. 2010) are strategies associated with de-
creased fatalities from overdose.

Naloxone, an opioid antagonist produced since the
1960s, reverses the effects of opioid overdose by
displacing opioid agonists, like heroin and oxycodone,
from opioid receptors. It is a standard overdose treat-
ment used by emergency medical personnel and has no
abuse potential or adverse effects, except precipitated
opioid withdrawal. Community distribution of naloxone
rescue kits to people at risk for overdose and their social
networks began as a harm-reduction effort to address
opioid overdose in the 1990s (Darke and Hall 1997).
Community harm-reduction programmes package
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naloxone in a rescue kit with a syringe and either muscle
needle or nasal atomizer. They distribute rescue kits
along with overdose prevention education, which
teaches people how to recognize and respond to an
overdose. Overdose response includes how to recognize
signs of overdose, seek help, rescue breathe, administer
naloxone, and stay with the person who is overdosing.
From 1996 through 2010, naloxone programmes in the
United States trained more than 50,000 potential by-
standers, resulting in more than 10,000 opioid overdose
rescues with naloxone (Wheeler et al. 2012). Studies of
naloxone programmes have demonstrated feasibility
(Bennett et al. 2011; Enteen et al. 2010; Doe-Simkins
et al. 2009; Piper et al. 2008), increased knowledge and
skills (Wagner et al. 2010; Tobin et al. 2009; Green,
Heimer, and Grau 2008; Strang et al. 2008), and reduc-
tion in fatal overdoses after initiation of community
naloxone rescue programmes (Evans et al. 2012;
Maxwell et al. 2006). In a population-based,
interrupted-time series analysis in Massachusetts, in
communities that implemented community naloxone
programmes, opioid-related overdose death rates were
27–46 per cent lower than in those communities that had
not implemented programmes (Walley et al. 2013b).
Naloxone rescue kit distribution has also been found to
be cost-effective with estimated incremental cost per
quality-adjusted life-years gained ranging from
USD$438 to USD$14,000 in a conservative model
(Coffin and Sullivan 2013).

Community naloxone programmes distribute rescue
kits to various community members, such as active
opioid users, people in treatment, friends and family of
opioid users, and recently released jail inmates—a
group at particular risk for fatal overdose (Binswanger
et al. 2007). Recently in the United States, many police,
fire, and emergency medicine first responders have be-
come enthusiastic advocates for widening access to life
saving antagonists and helping to extend it to many
venues, including syringe access programmes, HIV pre-
vention outreach programmes, methadone maintenance
clinics, inpatient detoxification programmes, emergency
department settings, and community meetings (Walley
et al. 2013a). There are two ways that medical providers
can incorporate naloxone into their practices: (a) collab-
orate with an existing community-based naloxone pro-
gramme or (b) prescribe naloxone rescue kits to patients.
The reach of community naloxone programmes is lim-
ited because of increasing costs, lack of funding, and
limited geographic reach of existing programmes,

whereas the geographic reach and resources of the med-
ical system is much greater.

Licenced physicians, nurse practitioners, and physi-
cian’s assistants may prescribe naloxone rescue kits to
patients at risk for overdose either due to illicit opioid
use or due to opioids prescribed for pain, but most were
not trained to do so and therefore are neither knowl-
edgeable nor comfortable doing so. In addition to pre-
scriber knowledge and comfort, lack of insurance cov-
erage and pharmacy supply of kits can be barriers that
prevent more widespread prescribing inmedical settings
and must therefore be addressed. However, with in-
creasing public health attention on the opioid overdose
epidemic, major efforts are being made to surmount
these barriers, such as laws in many states that limit
the liability of naloxone prescribers and overdose re-
sponders, collaborative practice agreements that allow
pharmacies to dispense naloxone kits under a pre-
scriber’s standing order.

Next Steps for Clinicians

The history of successful implementation of harm re-
duction in practice in many nations over the last twenty-
five years has taught us that social change of clinical and
public health practices is often driven from the ground
up rather than the top down. Policy papers and the
scientific evidence base alone, are not enough—we need
active engagement from practitioners—both in the pro-
vision of evidence-based clinical care and in the active
social role of experts who engage in professional and
public advocacy. Harm reduction is not just a social
intervention and it must also focus on clinical engage-
ment and the care of patients. For example, one infec-
tious disease treatment programme in Vancouver toler-
ated concurrent drug use by patients in an intravenous
antibiotic treatment programme for infectious heart dis-
ease (endocarditis) that had the effect of modifying
hospital practices to encompass harm-reduction models
with striking results—a three-fold increase in retention
and successful treatment.

However the historical antagonism to drug users and
continued misunderstanding of harm reduction has
added to the difficult environment facing addiction med-
icine in many societies. Clinical and public health im-
peratives determine ethical duties for medical profes-
sionals and sometimes affect public policy for the better.
In Vancouver, Canada, five successive mayors were
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elected on platforms that featured explicit support for a
wide array of harm-reduction services. This broad sup-
port enabled the city’s leading academic physicians to
open Vancouver’s supervised injection facility Insite.
With over 200,000 visits per year Insite is perhaps the
most significant example of harm reduction in North
America—and it is the existence of this clinical inter-
vention that continues to drive the pressure for change in
public health policies in Canada and elsewhere. In the
downtown Eastside of Vancouver, hub of the cities street
drug scene and its most prominent HR services, it was,
to a large extent, the clinical practice of providing un-
limited access to sterile injecting equipment and a safe
place to use drugs for this large and highly visible
population during the cocaine and crack epidemics that
changed public policy.

Finally it is the peer to peer practice of clinicians that
ultimately drives change in policy. Dan Small, a leader
in HR and housing programmes in Vancouver during
the period in which these pioneering harm-reduction
programswere initiated, put it well: BAlthough as I think
about it, in some ways we don’t really change policy at
the large level so much as lead by our practice on the
ground^ (Dan Small, pers. comm.). Practitioners have
the power to make a difference one programme at time.
It is the very existence of Insite, the clinical intervention
itself, that drives real change in policy and therefore
broader practice.

Any clinical practitioner caring for patients with ad-
diction inevitably must deal with three interconnected
universes that are always affecting their patients—even
in Vancouver and other locations sympathetic to HR: (1)
the use of innovative clinical interventions (e.g.,
NAOMI, Insite, Community Transitional Care Team,
etc.), (2) institutional reforms of clinical policy (HR
informed practice and standards in Regional Health
Authority), and (3) the articulation of addiction prob-
lems with new formal social policy (politics). These
constitute the set of important contexts in which drug
use and addiction always exist, i.e., the realm of official
rules and governmental policies, whereas the academic
realm (peer-reviewed literature and the related medical
conference circuit) and its culture of professional au-
thority and legitimation are perhaps less relevant to the
political world’s formal decision-making process and
are a necessary condition for change nonetheless. But
it is on the ground that the world of actual people who
use drugs can either get a clean needle, or not, or get a
crack pipe, or not, get a condom or not, get clean water,

or not, get a colonoscopy or not. It is this empiricism, the
lived experience of clinical action, that guides social
change, and it is in the lived experience of clinical
practice and improved patient outcomes through HR
programme development and availability where we
must make these changes.

References

Ali, R., M. Auriacombe, M. Casas, et al. 1999. Report of The
External Panel on the Evaluation of the Swiss Scientific
Studies of Medically Prescribed Narcotics to Drug Addicts.
Ginebra: Organización Mundial de la Salud (Substance
Abuse Department). http://www.ewi-psy.fu-berlin.de/
einrichtungen/arbeitsbereiche/ppg/media/publikationen/dk-
pdfs/Report_of_the_External_Panel_on_the_Evaluation_
of_the_Swiss_Scientific_Studies_of_Medically_Prescribed_
Narcotics_to_Drug_Addicts__1999_.pdf.

Anderson, K. 2014. Addiction treatment: Who gets it and who
needs it? Substance, October 24. http://www.substance.com/
addiction-treatment-who-gets-it-and-who-needs-it/14466/.
Accessed October 24, 2014.

Bennett, A.S, A. Bell, L. Tomedi, E.G. Hulsey, and A.H. Kral.
2011. Characteristics of an overdose prevention, response,
and naloxone distribution program in Pittsburgh and
Allegheny County, Pennsylvania. Journal of Urban Health
88(6): 1020–1030.

Berridge, V., and G. Edwards. 1987. Opium and the people:
Opiate use in nineteenth-century England. New Haven, CT:
Yale University Press.

Binswanger, I.A, M.F. Stern, R.A. Deyo, et al. 2007. Release from
prison—a high risk of death for former inmates. The New
England Journal of Medicine 356(2): 157–165.

Blanken, P.,W. van den Brink, V.M. Hendriks, et al. 2010. Heroin-
assisted treatment in the Netherlands: History, findings, and
international context. European Neuropsychopharmacology
20(Suppl 2): S105–S158.

Coffin, P. 2008. Overdose: A major cause of preventable death in
Central and Eastern Europe and Central Asia:
Recommendations and overview of the situation in Latvia,
Kyrgyzstan, Romania, Russia, Tajikistan. Vilnius: Eurasian
Harm Reduction Network (EHRN).

Coffin, P.O., and S.D. Sullivan. 2013. Cost-effectiveness of dis-
tributing naloxone to heroin users for lay overdose reversal.
Annals of Internal Medicine 158(1): 1–9.

Cornish, R., J.Macleod, J. Strang, P. Vickerman, andM. Hickman.
2010. Risk of death during and after opiate substitution
treatment in primary care: Prospective observational study
in UK General Practice Research Database. British Medical
Journal 341: c5475. doi:10.1136/bmj.c5475.

Darke, S., and W. Hall. 1997. The distribution of naloxone to
heroin users. Addiction 92(9): 1195–1200.

Degenhardt, L., B. Larance, B. Mathers, et al. 2008. Benefits and
risks of pharmaceutical opioids: Essential treatment and
diverted medication. A global review of availability, extra-
medical use, injection and the association with HIV. Edited
by the National Drug and Alcohol Research Centre. Sydney:

Bioethical Inquiry (2016) 13:239–249 247

http://www.ewi-psy.fu-berlin.de/einrichtungen/arbeitsbereiche/ppg/media/publikationen/dk-pdfs/Report_of_the_External_Panel_on_the_Evaluation_of_the_Swiss_Scientific_Studies_of_Medically_Prescribed_Narcotics_to_Drug_Addicts__1999_.pdf
http://www.ewi-psy.fu-berlin.de/einrichtungen/arbeitsbereiche/ppg/media/publikationen/dk-pdfs/Report_of_the_External_Panel_on_the_Evaluation_of_the_Swiss_Scientific_Studies_of_Medically_Prescribed_Narcotics_to_Drug_Addicts__1999_.pdf
http://www.ewi-psy.fu-berlin.de/einrichtungen/arbeitsbereiche/ppg/media/publikationen/dk-pdfs/Report_of_the_External_Panel_on_the_Evaluation_of_the_Swiss_Scientific_Studies_of_Medically_Prescribed_Narcotics_to_Drug_Addicts__1999_.pdf
http://www.ewi-psy.fu-berlin.de/einrichtungen/arbeitsbereiche/ppg/media/publikationen/dk-pdfs/Report_of_the_External_Panel_on_the_Evaluation_of_the_Swiss_Scientific_Studies_of_Medically_Prescribed_Narcotics_to_Drug_Addicts__1999_.pdf
http://www.ewi-psy.fu-berlin.de/einrichtungen/arbeitsbereiche/ppg/media/publikationen/dk-pdfs/Report_of_the_External_Panel_on_the_Evaluation_of_the_Swiss_Scientific_Studies_of_Medically_Prescribed_Narcotics_to_Drug_Addicts__1999_.pdf
http://www.substance.com/addiction-treatment-who-gets-it-and-who-needs-it/14466/
http://www.substance.com/addiction-treatment-who-gets-it-and-who-needs-it/14466/
http://dx.doi.org/10.1136/bmj.c5475


University of New South Wales. https://ndarc.med.unsw.edu.
au/sites/default/files/ndarc/resources/Pharmaceutical%
20opioid%20injection.pdf.

Doe-Simkins, M., A.Y. Walley, A. Epstein, and P. Moyer. 2009.
Saved by the nose: Bystander-administered intranasal nalox-
one hydrochloride for opioid overdose. American Journal of
Public Health 99(5): 788–791.

Drucker, E. 2015. Prisons: From punishment to public health. In
Oxford textbook of global public health, 6th ed., edited by R.
Detels, M. Gulliford, Q.A. Karim, and C.C. Tan, 1445–1462.
Oxford: Oxford University Press.

Drucker, E. 2014. Mass incarceration as a global policy dilemma:
Limiting disaster and evaluating alternatives. In Ending the
drug wars: Report of the London School of Economics
Expert Group on Drug Policy, edited by J. Collins, 61–69.
London: LSE Expert Group on the Economics of Drug
Policy.

Drucker, E. 2013. A plague of prisons: The epidemiology of mass
incarceration in America. New York: The New Press.

Drucker, E., C. Apetrei, R. Heimer, and P. Marx. 2008. The role of
unsterile injections in the HIV pandemic. In Global HIV/
AIDS medicine, edited by P.A. Volberding, M.A. Sande,
W.C. Greene, and J.M.A. Lange, 755–767. Philadelphia:
Saunders Elsevier.

Drucker, E., R.G. Newman, E. Nadelmann, et al. 2011. Harm
reduction: New drug policies and practices. In Substance
abuse: A comprehensive textbook, edited by P. Ruiz and E.
Strain, 754–776. New York: Williams and Wilkins.

EuropeanMonitoring Centre for Drugs and Drug Addiction. 2011.
Annual report: The state of the drugs problem in Europe.
Portugal: European Monitoring Centre for Drugs and Drug
Addiction. doi:10.2810/44330 and http://www.emcdda.
europa.eu/attachements.cfm/att_143743_EN_EMCDDA_
AR2011_EN.pdf.

Enteen, L., J. Bauer, R. McLean, et al. 2010. Overdose prevention
and naloxone prescription for opioid users in San Francisco.
Journal of Urban Health 87(6): 931–941.

Evans, J.L., J.I. Tsui, J.A. Hahn, P.J. Davidson, P.J. Lum, and K.
Page. 2012. Mortality among young injection drug users in
San Francisco: A 10-year follow-up of the UFO study.
American Journal of Epidemiology 175(4): 302–308.

Fatseas, M., and M. Auriacombe. 2007. Why buprenorphine is so
successful in treating opiate addiction in France. Current
Psychiatry Reports 9(5): 358–364.

Gray, J.A., andN.E. Hagemeier. 2012. Prescription drug abuse and
DEA-sanctioned drug take-back events: Characteristics and
outcomes in rural Appalachia. Archives of Internal Medicine
172(15): 1186–1187.

Green, T.C., R. Heimer, and L.E. Grau. 2008. Distinguishing signs
of opioid overdose and indication for naloxone: An evalua-
tion of six overdose training and naloxone distribution pro-
grams in the United States. Addiction 103(6): 979–989.

Gudin, J.A. 2012. The changing landscape of opioid prescribing:
Long-acting and extended-release opioid class-wide Risk
Evaluation and Mitigation Strategy. Therapeutics and
Clinical Risk Management 8: 209–217. doi:10.2147/
TCRM.S28764.

Hedrich, D., T. Kerr, and F. Dubois-Arber. 2010. Drug consump-
tion facilities in Europe and beyond. In EMCDDA mono-
graphs—harm reduction: Evidence, impacts and challenges,

edited by T. Rhodes and D. Hedrich, 305–332. Portugal:
European Monitoring Centre for Drugs and Drug Addiction.

Jones, C.M., K.A. Mack, and L.J. Paulozzi. 2013. Pharmaceutical
overdose deaths, United States, 2010. The Journal of the
American Medical Association 309(7): 657–659.

Marshall, B.D.L., M,J. Milloy, E. Wood, J.S.G. Montaner, and T.
Kerr. 2011. Reduction in overdosemortality after the opening
of North America’s first medically supervised safer injecting
facility: A retrospective population-based study. The Lancet
377(9775): 1429–1437.

Maxwell, S., D. Bigg, K. Stanczykiewicz, and S. Carlberg-Racich.
2006. Prescribing naloxone to actively injecting heroin users:
A program to reduce heroin overdose deaths. Journal of
Addictive Diseases 25(3): 89–96.

Musto, D.F. 1999. The American disease: Origins of narcotic
control, 3rd ed. New York: Oxford University Press.

National Institutes of Health. 1997. Effective medical treatment of
opiate addiction. NIH Consensus Statement 15(6): 1–38.

O’Hare, P.A., R. Newcombe, A. Matthews, E. Buning, and E.
Drucker. 1992. The reduction of drug-related harm. London:
Routledge.

Piper, T.M., S. Stancliff, S. Rudenstine, et al. 2008. Evaluation of a
naloxone distribution and administration program in New
York City. Substance Use & Misuse 43(7): 858–870.

Quan, V.M., N.L. Minh, T.V. Ha, et al. 2011. Mortality and HIV
transmission among male Vietnamese injection drug users.
Addiction 106(3): 583–589.

Riggs, R., J. Parsons, Q. Wei, and E. Drucker. 2014. From pun-
ishment to treatment: A providers’ perspective on the imple-
mentation of 2009 Rockefeller Drug Law reforms in New
York. Health & Justice 2(1): 1–14.

Ruiz, P., E.C. Strain, and J.H. Lowinson. 2011. Lowinson and
Ruiz’s substance abuse: A comprehensive textbook, 5th ed.
Philadelphia: Wolters Kluwer Health/Lippincott Williams &
Wilkins.

Stone, K. 2014. The global state of harm reduction 2014. London:
Harm Reduction International.

Strang, J., V. Manning, S, Mayet, et al. 2008. Overdose training
and take-home naloxone for opiate users: Prospective cohort
study of impact on knowledge and attitudes and subsequent
management of overdoses. Addiction 103(10): 1648–1657.

Tatarsky, A. 2002.Harm reduction psychotherapy: A new treatment
for drug and alcohol problems. Northvale, NJ: Jason Aronson.

Tobin, K.E., S.G. Sherman, P. Beilenson, C. Welsh, and C.A.
Latkin. 2009. Evaluation of the Staying Alive programme:
Training injection drug users to properly administer naloxone
and save lives. International Journal of Drug Policy 20(2):
131–136.

United Nations Office on Drugs and Crime. 2012. World drug
report 2012. New York: United Nations Publications.

Uchtenhage, A., F. Gutzwiller, and A. Dobler-Mikola, eds. 1998.
Medical prescription of narcotics research programme: Final
report of the principal investigators. Zurich: Institute for
Social and Preventive Medicine at the University of Zurich.

Van Beek, I. 2004. In the eye of the needle: Diary of a medically
supervised injecting centre. Crows Nest, NSW: Allen &
Unwin.

Wagner, K.D., T.W. Valente, M. Casanova, et al. 2010. Evaluation
of an overdose prevention and response training programme
for injection drug users in the Skid Row area of Los Angeles,
CA. International Journal of Drug Policy 21(3): 186–193.

248 Bioethical Inquiry (2016) 13:239–249

https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/Pharmaceutical%20opioid%20injection.pdf
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/Pharmaceutical%20opioid%20injection.pdf
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/resources/Pharmaceutical%20opioid%20injection.pdf
http://dx.doi.org/10.2810/44330
http://www.emcdda.europa.eu/attachements.cfm/att_143743_EN_EMCDDA_AR2011_EN.pdf
http://www.emcdda.europa.eu/attachements.cfm/att_143743_EN_EMCDDA_AR2011_EN.pdf
http://www.emcdda.europa.eu/attachements.cfm/att_143743_EN_EMCDDA_AR2011_EN.pdf
http://dx.doi.org/10.2147/TCRM.S28764
http://dx.doi.org/10.2147/TCRM.S28764


Waldorf, D., M. Orlick, and C. Reinarman. 1974.Morphine main-
tenance: The Shreveport clinic 1919–1923. Washington, DC:
Drug Abuse Council, Inc.

Walley, A.Y., M. Doe-Simkins, E. Quinn, C. Pierce, Z. Xuan, and
A. Ozonoff. 2013. Opioid overdose prevention with intrana-
sal naloxone among people who take methadone. Journal of
Substance Abuse Treatment 44(2): 241–247.

Walley, A.Y., Z. Xuan, H.H. Hackman, et al. 2013. Opioid over-
dose rates and implementation of overdose education and
nasal naloxone distribution in Massachusetts: Interrupted
time series analysis. British Medical Journal 346: f174. doi:
10.1136/bmj.f174.

Wheeler, E., P.J. Davidson, T.S. Jones, and K.S. Irwin. 2012.
Community-based opioid overdose prevention programs

providing naloxone—United States, 2010. MMWR:
Morbidity and Mortality Weekly Report 61(6): 101–105.

Wodak, A., and A. Cooney. 2006. Do needle syringe programs
reduce HIV infection among injecting drug users: A compre-
hensive review of the international evidence. Substance Use
& Misuse 41(6–7): 777–813.

Wood, E., T. Kerr, E. Lloyd-Smith, et al. 2004. Methodology for
evaluating Insite: Canada’s first medically supervised safer
injection facility for injection drug users. Harm Reduction
Journal 1(1): 9. doi:10.1186/1477-7517-1-9.

World Health Organization. 2010. Priority interventions: HIV/
AIDS prevention, treatment and care in the health sector.
Geneva: World Health Organization, NLM classification:
WC 503.6.

Bioethical Inquiry (2016) 13:239–249 249

http://dx.doi.org/10.1136/bmj.f174
http://dx.doi.org/10.1186/1477-7517-1-9

	Treating Addictions: Harm Reduction in Clinical Care and Prevention
	Abstract
	Introduction
	Structural Determinants of Health Risks From Drug Use
	What Is Harm Reduction?
	Cases: Overcoming Structural Barriers to Health
	Drug Substitution and Maintenance Approaches to Opiates
	Heroin-Assisted Treatment
	Needle and Syringe Programmes and Safe Injecting Facilities
	Supervised Injecting Facilities
	Overdose Prevention and Rescue Programmes

	Next Steps for Clinicians
	References


