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Defining harm reduction and harm-
reduction treatment (HaRT) 

Rationale for harm reduction 

Introduction to clinical tools 

Case consultation 
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from: harmreduction.org 

From: http://www.adcouncil.org from: nswp.org 

From http://www.desc.org/1811.html 

Stephen Dyrgas  
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Compassion Pragmatism Harm 
reduction 

Harm reduction is a  grass-roots and “user-driven” set of compassionate 
and pragmatic approaches to reducing the substance-related harm and 

improving quality of life without requiring abstinence or use reduction. 

Collins et al (2011); Marlatt (1998) (c) 2017 UW HaRRT Center  



“More of an 
attitude than a 

fixed set of rules 
or approaches…” 

David Purchase, Director of the North 
America Syringe Exchange Network 
cited in Marlatt (1998) 
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Substance 
use… 

has pros 
& cons 

is here 
to stay 

is 
complex 

exists in 
social 

context 

is not 
the 

client 
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Harm 
reduction 

is… 

Not use 
reduction 

Focused 
on quality 

of life 

Client 
driven 

Entails 
advocacy 
for social 

justice and 
racial 
equity 

open to 
any 

positive 
change 
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Policy based 

Population based 

Community based 

Individually based 
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Harm 
reduction 

Individual 
level 

Harm-
reduction 
treatment 

(HaRT) 

…how we talk to people. 
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Improved health-
related quality of life 

Decreased substance-
related harm 

Medication/pharmacological adjunct 
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No, 
but 

that’s 
ok! 

Harm reduction 
counseling is not the 

same as “do no harm” 
or wanting clients to 
experience less harm 

It’s about changing 
the spectrum of 

behavior change we 
are working on with 

clients. 

There isn’t much 
training out there on 

this, and there are few 
resources for fidelity. 

A lot of non-HR 
clinicians are doing a 
lot of helpful things 

for clients…HR is just 
another thing we can 

offer. 
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Relapse 
prevention 

Cognitive 
behavioral 
treatment 

Motivational 
interviewing 

Mindfulness-
based 

interventions 

Brief 
interventions/ 

SBIRT 

Contingency 
management 
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Relapse 
prevention 

Cognitive 
behavioral 
treatment 

Motivational 
interviewing 

Mindfulness-
based 

interventions 

Brief 
interventions 

Contingency 
management 

“Therapists from a humanistic or existential orientation might object to the directional 
aspect of MI, whereby clients would be intentionally guided toward what the counselor 

regards to be appropriate goals.” – Miller & Rollnick (2012) 
 

Provider-driven 
vs. 

User-driven goals  
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USE REDUCTION 

 Ultimate goal is abstinence 
 Use and problems are in 1:1 

agreement 
 Prescriptive: provider 

“prescribes” treatment  
 Doctor-knows-best! 

HARM REDUCTION 

 Goal is harm reduction 
 Risk of problems is variable 

and individually based 
 Predictive: helping client 

assess their risk for harm 
 Client knows better! 
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IOM (1990); Saitz (2005) 

Primary 
prevention 

Secondary 
prevention 

Tertiary 
prevention 
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IOM (1990); Saitz (2005) 

Primary 
prevention 

Secondary 
prevention 

Tertiary 
prevention 
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IOM (1990); Saitz (2005) 

…and focus on the harm-related spectrum. 
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Disease Model 

Moral Model 

Moving towards harm 
reduction  
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 Chronically homeless 
individuals with alcohol 
dependence report an 
average of 16 treatment 
episodes in their lifetime 
(Larimer et al., 2009) 

 
 This traditional treatment 

didn’t resolve the problem: 
 Still endorsed a mean of 11/15 

alcohol problems 
 44% reported experiencing 

DTs in last 3 mos (Collins et al., 2012) 

 

90% 

10% 

meets criteria for current alcohol dependence

does not meet criteria
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 According to 
SAMHSA, in 2013 
 22.7 million Americans 

needed treatment 
 2.5 million received 

treatment 
 

 
 
 

 

(c) 2017 UW HaRRT Center  



 According to 
SAMHSA, in 2013 
 22.7 million Americans 

needed treatment 
 2.5 million received 

treatment 
 

 
 
 

2.9% 1.6% 

95.5% 

Of Americans who needed but did 
not receive treatment… 

Felt they needed treatment & did not make effort

Felt they needed treatment & did make effort

Did not feel they needed treatment(c) 2017 UW HaRRT Center  



…for those who are not yet ready, willing or able to stop using 

Alcohol 

Housing First 
(Collins et al., 2012; 
Larimer et al., 2009) 

Alcohol 
management 

(Podymow et al., 2006) 

Harm reduction 
treatment   

(Collins et al 2015; 
Collins in press) 

Drugs 

Opioid substitution, 
needle and syringe 

programs and 
antiretroviral therapy 

(Degenhardt, 2010) 

Drug 
decriminalization 

(Greenwald, 2009) 

Methadone/ 
suboxone (Gowing 

et al 2009) 

Tobacco 

Smokeless 
tobacco (Hugoson 
et al., 2012; Lund et al 

2011; Mendoza-
Baumgart et al., 2007) 

Smoking 
reduction (Beard et 
al., 2011; Pisinger  et al, 
2007; Stead et al 2007) 

E-cigarette/ 
vaping (Brown et al 

2014) 
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65% reduction in alcohol-related 
harm 

66% reduction in peak alcohol 
consumption 

16% reduction in positive urine 
tests 
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There is 

something 
for everyone! 

We can reach 
more people 
than before. 

The clinic 
can stay in 
the black. 

We can 
expand our 

repertoire as 
clinicians. 
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Openness 

Compassion 

Acceptance 

Pragmatism Flexibility 

Transformative 

Advocacy  
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•Substance use and related harm 
•Decisional balance  
•Quality of life 
•Biomarkers  
 

Multidimensional 
assessment & feedback 
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• Timeline Followback (TLFB; Sobell et al., 1992) 
• Alcohol Quantity and Use Assessment (AQUA; Collins et al., 2015) 

Quantity/frequency 

• Short Inventory of Problems – Alcohol & Drugs (SIP-AD; Blanchard et al 2003) 

Substance-related harm 

• EURO-QOL (Dolan et al., 1997)  
• SF-36 (Ware et al., 2000) 
• QOLS (Burckhard et al., 2003) 

Quality of life 

• Alcohol: GGT, AST, ALT 
• Smoking: CO, spirometry 

Heavy use/harm biomarkers 
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•Substance use and related harm 
•Decisional balance  
•Quality of life 
•Biomarkers  

Multidimensional 
assessment & feedback 

•Clients choose most relevant outcomes to focus on 
•Clients track with provider how they are doing over time 
•Sense of transparent QI Client-led tracking 

(c) 2017 UW HaRRT Center  
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•Substance use and related harm 
•Decisional balance  
•Quality of life 
•Biomarkers  

Multidimensional 
assessment & feedback 

•Clients choose most relevant outcomes to focus on 
•Clients track with provider how they are doing over time 
•Sense of transparent QI Client-led tracking 

•What goals do you have during your hospital stay/treatment/this session/in general 
(whatever is relevant)? 

•What do you want to see happen for yourself? 
Harm-reduction   

goal setting 
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HaRT 
goals 
are… 

Focused 
on harm 

reduction 
or QoL 

Precise 

Well-
defined 

Placed in 
time and 
context 

Doable in 
the 

timeframe 
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Some people 
call this a 

goal, vision or 
intention… 

…what would 
you like to 

see happen 
for yourself? 

Over the next 
xx time… 

“You would like to get back to work? Can you tell me 
more about that?”…(Elicit the story.) 

“I want to get back to work.” 
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“So, you worked construction 
for many years. Essentially 
you were helping build this 

city!” 

“You are wondering if that 
might be a doable pathway 
for you now because you’re 
concerned that your health 

may not be what it once 
was.” 

“You mentioned building 
things with your hands is 

important to you. It’s a part of 
your identity.” 

“So, getting back to work is a 
great goal. It’s also a big 

goal…” 
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?? 
?? 

?? 
Getting 
back to 
work 

“…So, let’s put that up here on the top step. 
What would be the first step towards that larger 

goal that you could work on this next week?” 
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Talk to case manager about appt with vocational 
counselor (Getting back to work) 

(c) 2017 UW HaRRT Center  



Talk to case manager about appt with 
vocational counselor (Getting back to work) 
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Talk to case manager about appt with vocational 
counselor (Getting back to work) y y 

“Last week you mentioned wanting to talk to your case manager 
to see if you could get an appointment with a vocational counselor. 
You wanted to do this as a first step towards exploring going back 

to work…” 
 

“How did that go? (Elicit the story, provide strengths-based 
reflections, affirmations and strong summaries that propel the 

client forward towards their goal.” 
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Reduction in 
substance-

related harm 

Improvement 
in QoL 

Client-driven 
pathway to 

recovery 

It’s not just about moving away from substance-related harm. It’s also about 
moving towards things that are fulfilling and fun! 

Don’t forget an emphasis in goal-setting on improving quality of life. 
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•Substance use and related harm 
•Decisional balance  
•Quality of life 
•Biomarkers  

Multidimensional 
assessment 

•Clients choose most relevant outcomes to focus on 
•Clients track with provider how they are doing over time 
•Sense of transparent QI Client-led tracking 

•What goals do you have during your hospital stay/treatment/this session/in general 
(whatever is relevant)? 

•What do you want to see happen for yourself? 
Harm-reduction   

goal setting 
•Offer clients a list of safer use tips based on their primary substance 
•Have them choose one they feel like they could try 

 Safer-use strategies 
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Safer-use Strategies: Downers/Depressants 
Depressants are “downers” and include opioids, benzos, barbiturates. They can be prescribed like Oxy, Vicodin 
and Xanax or street drugs like heroin. Here are some tips to help you stay safer and healthier no matter how 
you choose to change your use. We can talk about how these different strategies may reduce your risks. 
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Safer-use Strategies: Uppers/Stimulants 
Stimulants are “uppers” and include cocaine, crack, meth, MDMA (Molly) and bath salts as well as prescribed 
drugs like Ritalin and Adderall. Here are some tips to help you stay safer and healthier no matter how you 
choose to change your use. We can talk about how these different strategies may reduce your risks. 
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•Substance use and related harm 
•Decisional balance  
•Quality of life 
•Biomarkers  

Multidimensional 
assessment 

•Clients choose most relevant outcomes to focus on 
•Clients track with provider how they are doing over time 
•Sense of transparent QI Client-led tracking 

•What goals do you have during your hospital stay/treatment/this session/in general 
(whatever is relevant)? 

•What do you want to see happen for yourself? 
Harm-reduction   

goal setting 
•Offer clients a list of safer use tips based on their primary substance 
•Have them choose one they feel like they could try 

 Safer-use strategies 

•If possible, check in with clients regarding their progress towards their goals/risk 
reduction/safer use 

•Even a brief check in or phone call can be helpful! 
 

Checking in  
(c) 2017 UW HaRRT Center  



This is your brain on harm reduction. 

We would like to acknowledge our staff and trainees at the Harm Reduction 
Research and Treatment (HaRRT) Center; our research partners, including 
DESC, REACH, Neighborcare, Dutch Shisler Sobering Center; MHCADSD; and 
the many community members and participants who have shaped our work. 
We dedicate this training to Dr. Alan Marlatt who was a legendary alcohol 
researcher, compassionate clinician, mentor to many, and inspiration to all. 



 Websites 
 https://depts.washington.edu/harrtlab/  
 www.harmreduction.org 
 www.andrewtatarsky.com/links_harmreduction.html 
 www.ihra.net/ 
 www.harmreductiontherapy.org/ 
 www.drugpolicy.org 
 www.anypositivechange.org 
 http://hamsnetwork.org/ 

 
 Self-help for clients 

 Anderson, K.A. (2010). How to change your drinking: A harm reduction guide to alcohol (2nd edition). New York: The HAMS 
Network. 

 Denning, P., Little, J., & Glickman, A. (Eds.). (2004). Over the influence: The harm reduction guide for managing drugs and alcohol. 
New York: The Guilford Press. 

 Sorge, R., & Kershnar, S. (1998). Getting off right: A safety manual for injection drug users. New York: Harm Reduction Coalition.  
 

 Literature on harm reduction approaches and psychotherapy 
 Denning, P. & Little, J. (2012). Practicing harm reduction psychotherapy: An alternative approach to addictions (2nd edition). New 

York: Guilford Press. 
 Marlatt, G. A., Witkiewitz, K., Larimer, M.E. (2011). Harm reduction: Pragmatic strategies for managing high-risk behaviors (2nd 

edition). New York: Guilford Press. 
 Marlatt, G. A. (1996). Harm reduction: Come as you are. Addictive Behaviors, 21, 779-788. 
 Stout, D. D. (2009). Coming to harm reduction kicking and screaming: Looking for harm reduction in a 12-step world. Bloomington, 

IN: AuthorHouse. 
 Tartarsky, A. (2002). Harm reduction psychotherapy: A new treatment for drug and alcohol problems. Plymouth, UK: Rowman & 

Littlefield Publishers, Inc. 
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 For more information regarding these slides, 
please contact me at: 

 
 
 

 
 

Susan E. Collins, PhD 
University of Washington – Harborview Medical Center 
325 Ninth Avenue, Box 359911 
Seattle, WA 98104 
Tel: 206-744-9181 
collinss@uw.edu  
https://depts.washington.edu/harrtlab/ 
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