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Integrating Harm Reduction into Medical Care:
Lessons from Three Models

Ji Eun Chang, PhD, Zoe Lindenfeld, BS, and Holly Hagan, PhD

Background: Substance use disorders (SUDs) are at a national high, with significant morbidity and
mortality. Harm reduction, a public-health strategy aimed at reducing the negative consequences of a
risky behavior without necessarily eliminating the behavior, represents a useful approach to engage
patients with SUDs in care. The objective of this article is to describe how 3 medical practices opera-
tionalized harm reduction as a framework toward patient care and identify the common practices
undertaken across these settings to integrate harm reduction and medical care.

Methods: We conducted a qualitative study using in-depth, semistructured interviews with 20 staff
and providers at 3 integrated harm reduction and medical care sites across New York State from March
to June 2021. Interview questions focused on how harm reduction approaches were implemented, how
harm reduction philosophies were demonstrated in practice, and barriers to adoption.

Results: The interviews resulted in 8 main themes of integrated harm reduction medical care: 1)
role of provider as both learner and informer; 2) pragmatic measures of success; 3) collaborative and
interdisciplinary care teams; 4) developing a stigma-free culture; 5) creating a comfortable and wel-
coming physical space; 6) low-threshold care with flexible scheduling; and; 7) reaching beyond the
clinic to disseminate harm reduction orientation; and 8) creating robust referral networks to enhance
transitions of care. These themes existed at the patient-provider level (#1 to 3), the organizational
level (#4 to 6), and the level extending beyond the clinic (#7 to 8).

Conclusions: All 3 sites followed 8 common themes in delivering harm reduction–informed care,
most of which are consistent with the broader movement toward patient-centered care. These practices
demonstrate how medical providers may overcome some of the barriers imposed by the medical model
and successfully integrate harm reduction as an orienting framework toward care delivery. ( J Am
Board Fam Med 2023;00:000–000.)
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Introduction
Substance use disorders (SUDs) are at a national
high, with significant associated morbidity and mor-
tality. More than 100,000 overdose related deaths

were reported in the year ending April 2021,1

marking a growth of more than 30% over the
prior year. Amid worsening rates of overdose deaths,
the Biden administration released a new Overdose
Prevention Strategy that explicitly identified harm
reduction (HR) as a priority, signaling an ideological
shift in the national response to the opioid crisis.2

HR is a public-health strategy aimed at reducing
the negative consequences of a risky health behavior
without necessarily eliminating the target behavior.3

In the context of drug use, HR prioritizes the preven-
tion or minimization of drug-related harms such as
HIV transmission and overdose without requiring
the elimination or reduction of drug use itself.4

Although HR strategies have been supported by
grassroots efforts for decades, they remained contro-
versial in the United States, where the “War on
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Drugs” model predominated since the 1970s. Alt-
hough states such as New York have already insti-
tuted guidelines that encourage an “HR approach in
the care of all individuals who use substances,” the
Biden administration’s new strategy is the first
endorsement of HR as a policy at the federal level.5

This recent shift comes amid growing consensus
on the importance of integrating HR concepts and
services into the traditional substance use treatment
milieu.6 A 2020 Consensus Report by the National
Academies of Sciences, Engineering, and Medicine
noted that “harm reduction strategies are essential
to decrease the risk of infectious disease” and rec-
ommended that “individual clinics, health care pro-
grams, and providers should incorporate harm
reduction strategies into both infectious disease and
opioid use disorder care.”7 Similarly, in a 2022
National Academies of Medicine consensus report,
experts called for an “integration of harm reduction
into broader health systems.”8 These actions point
toward a broader momentum to integrate HR prin-
ciples and practices in the routine provision of care
for patients who use drugs.9

Yet, despite growing support, little is known
around what HR looks like in medical settings.
Although HR includes pragmatic activities such as
distributing naloxone and educating patients about
safe drug use practices, it also necessitates a shift in
the philosophy toward patient care.10 HR involves
the adoption of a treatment perspective that meet
patients “where they are at” in terms of their
drug use, even if it entails continued drug
use.11,12,13,14,15 In allowing the person who uses
drugs to set their own goals, HR shifts the locus
of control from the physician and his/her medical
knowledge to the patient. These philosophical
clashes may act as an invisible barrier to integrat-
ing HR into broader medical models.10

HR has been widely practiced as an orienting
philosophy in syringe service programs and other
community-based settings, and several studies have
examined the incorporation of specific HR activities
such as syringe exchange and supervised injection
sites into medical treatment models.16,17,18,19,20,21

Other studies have examined the adoption of cer-
tain practices such as the delivery of low-threshold
and patient-centered HIV and SUD treatment.22,23,24

However, very few detailed examples exist on
how HR and medical practices can be integrated,
and how successful providers operationalize this
integration.25

This qualitative study uses semistructured inter-
views of providers and staff at integrated HR-medi-
cal care sites to synthesize the common themes and
characteristics across sites and to introduce a useful
overarching model of HR-informed medical care.26

Given the high prevalence of SUDs among patients
in primary care practices,27 it is important to under-
stand how HR can be implemented in This study
specifically interviewed providers and staff at 3
treatment sites that have adopted a harm reduction
medical model, and their approaches could give
insight and direction to more traditional practices
in the process of moving from a treatment focused-
model to a harm reduction orientation.

Methods
Study Design, Setting, and Participants

This qualitative study followed the Consolidated
Criteria for Reporting Qualitative Research (COREQ)
reporting guidelines.28 The research team conducted
in-depth interviews with 20 staff and providers at 3
sites across NYS. The research team consisted of 3
university researchers (JC, ZL, HH) who study health
disparities and health care delivery for people who
use drugs (PWUD). The researchers’ prior beliefs
included supporting medication treatment and
harm reduction services as evidence-based prac-
tices that promote health equity.

Sites were selected based on our understanding of
their explicit adoption of HR in its mission; specifically,
2 sites were identified by the National Academies of
Medicine as exemplar sites that have adopted harm
reduction, and the third site was recommended by the
other 2 practices. The sites are described in Table 1.

The research team created a semistructured inter-
view guide that focused on how HR approaches
were implemented at each site, how HR philoso-
phies were demonstrated in practice, and barriers
to adoption. The interview guide can be found in
Appendix Table 1. Participants were recruited
based on discussions with leadership from each
site; specifically, participants were selected to repre-
sent the spectrum of roles that exist within each site,
including those that exist in direct patient care (pri-
mary care providers, psychologists, patient naviga-
tors, care coordinators, social workers, community
health workers, nurses, nurse managers, registered
nurses, and nurse practitioners) and those that are
involved in establishing clinic policies and in prac-
tice administration (medical directors, directors of
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operations, directors of finance, project directors,
and operations coordinators). All interview partici-
pants identified by the leadership from each site
agreed to participate in the study. Participants were
given $50 gift cards for the interviews. Each inter-
view was conducted by 2 interviewers using video or
audio calls and were professionally transcribed.
Interviews were conducted from March- June 2021,
and approval for this study was obtained from the
New York University Institutional Review Board.

We took a 3-step approach to analyzing the
data. After verbatim transcription of the interviews,
we first organized responses based on interview
question category (ie, defining harm reduction phi-
losophies, barriers, facilitators to adoption). In the
second step, the primary analyst (Z.L.) openly
coded each segment of the text following a con-
structive grounded theory methodology. Grounded
theory is a widely used inductive approach to quali-
tative data analysis aimed at the discovery of
theory from systematically obtained data.29,30 A
grounded theory approach is particularly well
suited for conceptual framework building due
to its emphasis on generalizing theorization.26

Constructive grounded theory is a relativist and
pragmatic version of grounded theory, which does
not assume that theories are discovered as in clas-
sic grounded theory, but are constructed by the
researcher within a particular cultural and perso-
nal context.31 In the final step, all authors (Z.L.,
H.H., J.C.) reviewed coding notes across regular
meetings to develop theoretical codes or “themes”
based on the patterns and relationships found
between the codes.

The main analyst (Z.L.) outlined the main points
for each theme within the matrix along with illus-
trative quotes from interviews for each theme.

Results
The 8 themes of integrated HR medical care were: 1)
role of provider as both learner and informer; 2) prag-
matic measures of success; 3) collaborative and inter-
disciplinary care teams; 4) developing a stigma-free
culture; 5) creating a comfortable and welcoming
physical space; 6) low-threshold policies; 7) reaching
beyond the clinic to disseminate harm reduction ori-
entation; and 8) creating robust referral networks to
enhance transitions of care. (See Table 2 for examples
and illustrative quotes and Appendix Table 2 for the
themes of harm reduction-informed care by site.)

These 8 themes were categorized into 3 groups,
based on the organizational level (micro, meso,
macro) in which the themes operated: 1) the
patient-provider relationship (themes #1 to 3); 2)
organizational (themes #4 to 6); and 3) beyond the
clinic (themes #7 to 8). See Figure 1 for the full
model displaying the 8 themes of HR oriented care
organized by organizational level.

HR within the Patient-Provider Relationship

Role of Provider as Both Learner and Informer
Respondents discussed the unique role of providers
within the HR context, which is to both learn from
patients and inform them of potential options to
improve their health and well-being. Rather than
viewing providers as the authority on health, partic-
ipants were clear that the patient is the expert in

Table 1. Description of Sites

Site 1 Site 2 Site 3

Model Free-standing clinic model Co-located model in Hospital
System

Co-located model in Syringe
exchange program

Setting Non-Urban, Ithaca NY Urban, East Harlem NY Urban, Bronx NY
Services Primary care, medication for

opioid use disorder (MOUD),
Human Immunodeficiency
Virus (HIV) and Hepatitis C
(HCV) testing, pre-exposure
prophylaxis (PrEP), Mental
health, social services

Primary care, MOUD, risk
reduction counseling, HCV
treatment, overdose response
training, and behavioral services

Primary care, MOUD, HIV and
HCV treatment, PrEP,
referrals to specialty care

Number of Interview
Participants

7 (Director of operations, clinical
supervisor/primary care
provider, director of financing
strategy, psychologist, physician,
community health worker)

7 (Patient navigator, nurse care
manager, nurse practitioner,
physician, social worker,
research physician (2),
operations coordinator)

6 (Nurse, care coordinator,
physician (2), registered nurse,
project director)
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Table 2. Common Themes of Harm Reduction-Informed Care

Themes Examples Illustrative Quote(s)

Provider as both
learner and informer

• Provider views patients as experts in their
own drug use and strives to learn what
patients’ goals in treatment are

“Letting the patient feel like they’re autonomous in
their treatment decisions is really important. I
actually will tell patients, consider me a tool for
your health and I will take on the doctor role and
I will tell you what my advice is and my
recommendations, but I don’t ever want you to
feel like I’m trying to tell you what to do.”

• Providers are not directive or forceful but
function as sources of information for
patients, providing a realistic range of
support options to develop a treatment
plan consistent with? patient’s goals.

• Provider aims to be compliant to patient’s
needs (not vice versa) and to help patients
adopt safer behaviors.

“Harm reduction means you’re giving somebody
all the tools, you’re informing the person, the
participant. You’re giving them all the tools
they have to make the safest decisions, but
ultimately, their decisions are their decisions”

Pragmatic measures of
success

• Providers recognize that complete
abstinence may not be a realistic goal for
many patients.

“I would qualify that success is that they’re
engaging with us, having an honest relationship
with us, and are able to come to us when there
are new problems coming up for them.”• Focus is placed on the process of

treatment rather than outcomes
• Measures of success based on care

processes (ie, patient engagement and
retention), having an open, honest
relationship with patients, and reaching
patients’ self-identified goals.

“We’re not expecting that people are going to be
completely abstinent, that might not even be
their goal and that’s totally okay. But just
seeing progress and being happy with that.
Like, patients like coming in time to get a refill,
that’s great”

Collaborative and
interdisciplinary care
teams

• Ensuring a wide range of providers and
specialists are available to address varied
patient needs

“We’re constantly talking to each other. We have
weekly team meetings. We’re constantly
emailing each other about the various needs of
our patient. We know each other, we’re a small
team and I think that makes it very easy for me
to pick up the phone and call.”

• Routine staff meetings to collaboratively
discuss issues and questions related to
patient care

• Relying on other team members for
support during difficult situations

Developing a stigma-
free culture

• Having strong leadership team dedicated
to harm-reduction

“We create an environment where people are free
to discuss their drug use without fear of being
stigmatized or judged, so that we can give
people the tools to reduce their harms around
the health issues that arise for people who inject
drugs”

“We do interview all of our clinic-facing
providers, like nurses and front desk and
everything. They do an interview with the team
huddle. And this guy came on last week and he
was like, I just really want to treat addicts and
everyone’s eyes rolled. And that was the end,
the guy didn’t get the job”

• Intentional hiring and screening practices
for culture-fit

• Ongoing training and education on using
stigma-free language versed in trauma-
informed care (ie, in charting) and
treating all patients with respect

• Constant communication and check-ins
between staff to ensure fidelity to harm-
reduction principles

Creating a comfortable
and welcoming
physical space

• Providing showers, bathroom, and
laundry facilities on site

“Patients have a comfortable relationship with the
clinic. Some of them, they come in, and often
we’re not even registering them with the
doctor. They’re just sitting and talking to us in
the nurse’s office. We’re not busy, and they can
come in and talk to us.”

“Our staff works really hard at making sure that
patients don’t feel stigmatized, that they don’t
feel judged or looked upon as less than. I think
physically the fact that patients can come in and
grab a cup of coffee, which if you’re injection
drug users, the fact that you have the space to
do that safely in, I think is really quite critical.”

• Allowing patients to bring belongings
such as large bags, carts, pets in the clinic

• Handing out snacks to patients to make
wait times less onerous

• Remembering patients’ names
• Reducing paperwork burden for patients

Continued
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their own drug use. Therefore, the patient, not the
provider, drives the conversation and identifies
their own health priorities, which need not include
addressing substance use.

In developing a treatment plan for the patient’s
self-identified priorities, providers are not directive

or forceful, but function as sources of information
and guidance, and provide a realistic range of support
options aimed at improving patients’ lives. Providers
have a responsibility to provide patients with medical
advice but must respect and acknowledge a patient’s
autonomy to make their own decisions with the

Table 2. Continued

Themes Examples Illustrative Quote(s)

Low-threshold care
with flexible
scheduling

• Adopting a walk-in model for
appointments with no penalties for no-
shows or late arrivals

“In our clinic, we have basically a policy that
patients certainly need appointment times, but
often they’re late for their appointment times
or early for their appointment times, and we’ll
basically see them whenever. So that just allows
a lot more flexibility for them to be able to be
seen.”

“We do urine toxicology tests. We try to say that
very much upfront, this is not punitive, this is it
just to have an open conversation. We’re not
trying to stop your prescription. Even if you’re
using opioids”

• No penalties or discontinued services for
disclosing medication misuse

• Using urine toxicology to start
conversations rather than for punitive
purposes

• Enacting policies to protect patient
privacy (i.e. to courts)

Reaching beyond the
clinic to disseminate
harm reduction
orientation

• Carving out time to teach harm reduction
principles in medical schools and
residency training programs

“Very few current internal medicine residency
programs even teach what harm reduction is, or
how to provide low threshold MAT. We are
involved in a training program locally to do just
that.”

• Holding training sessions with other local
community organizations

Creating robust
referral networks to
enhance transitions
of care

• Developing referral networks to ensure
patients are treated with respect when
receiving services outside of the clinic

• Supporting patients during external
transitions (ie, scheduling external
appointments, providing MetroCards)

“We don’t send people to places where they’re
going to be treated poorly or abused by
providers, we’re not going to send them
because that reflects back on us. So, we’re
careful about our referrals naturally.”

Figure 1. Themes of harm reduction-informed medical care by organizational level.
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resources provided. The expectation is not that the
patient must be compliant to the treatment, but for
the provider to be compliant to the patient’s needs,
and help patients practice safer behaviors.

Pragmatic Measures of Success
Respondents noted the importance of having a
pragmatic understanding of what constitutes success
in the context of a patient’s treatment. Providers
recognized that substance use may continue, and
that complete abstinence was not a realistic goal for
many patients. Instead, the focus is on the process
of treatment, rather than the outcome. Process-
related successes included patient engagement in
visits, patient retention, and having an open and
honest relationship with patients.

Providers were also firm in their belief that the
definition of patient success varies according to the
person. For many providers, addressing a patient’s
self-identified goals is considered an achievement,
with 1 provider noting that in some cases simply
identifying the patient’s priority is an accomplish-
ment. Providers also agreed that any positive
change or risk reduction should be acknowledged
and considered a success, and that providing holistic
support to patients, and addressing social determi-
nants of health such as homelessness were impor-
tant elements of a successful visit.

Collaborative and Interdisciplinary Care
Teams
Respondent sites discussed the importance of
employing interdisciplinary care teams to meet
patient needs. At each clinic, the day-to-day opera-
tions are collaborative, and it is not uncommon for
a small team of staff members to meet with an indi-
vidual patient. In addition, should one clinician be
overburdened or have a full schedule, other team
members will step in and adapt their schedules to
incorporate more patients. Staff at all 3 sites are in
constant communication with each other about
patient care and feel comfortable calling on other
team members for support in difficult situations.
Each site also holds weekly meetings to discuss any
issues or questions related to patient care.

Care at each site is also interdisciplinary, with a
wide range of providers and specialists working to
meet the varied needs of patients with co-occurring
mental and physical health issues. For example, staff
at 1 clinic included primary care providers, a commu-
nity health worker, social workers, peer navigators, a

psychologist, and a psychiatric nurse practitioner,
thus providing more specialized services to address
patients’ unique needs.

HR at the Organizational Level

Developing a Stigma-Free Culture
To practice HR-informed care, respondents stressed
the importance of developing a stigma-free culture
that is respectful, trusting, and understanding of
patients. Key to this culture was having a strong
leadership team dedicated to the mission of provid-
ing HR -informed care and hiring clinical providers
and staff who are willing to learn about and apply
HR to their work.

Providers and staff also stressed the importance of
having initial and ongoing training and education on
HR principles and using stigma-free language rooted
in trauma-informed care. This entailed having con-
stant communication and check-ins with other staff
members to ensure fidelity to HR principles during
day-to-day interactions with clients. These practices
helped create a culture in which providers and staff
are comfortable assessing each other, and where team
members are encouraged to ask for help and support.

Creating a Welcoming and Comfortable
Physical Space
Respondents also emphasized the need to create a
physical space that was comfortable and welcoming
to patients, and in which patients did not feel stig-
matized, judged, or perceived as ‘less than.’ This
could be achieved by remembering patient’s names
as they walked in the door, ensuring signage around
the clinic was not stigmatizing toward drug users,
handing out snacks and warm drinks to help make
wait times less onerous, and allowing patients to
bring belonging such as large bags, carts, or even
pets into the clinic. One clinic provided spaces for
showers and laundry facilities on site.

Low-Threshold Care with Flexible Scheduling
Low-threshold and flexible policies is another core
component of HR-informed care at all 3 sites, with
the goal of removing barriers put in place by the
health care system, and meeting patient needs. Staff
and providers from each site discussed the impor-
tance of having a walk-in model for appointments
rather than scheduled appointment times, and not
disciplining patients for missing appointments.
Although 2 sites accepted appointments, they did
not penalize patients who were late. Common to all

6 JABFM Ahead of Print May 2023 http://www.jabfm.org

 on 20 M
arch 2024 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2022.220303R

3 on 11 M
ay 2023. D

ow
nloaded from

 

http://www.jabfm.org/


sites were nonpunitive, nonjudgmental policies
regarding urine toxicology screenings; when per-
formed, the results of these screenings were used as
a starting point to begin conversations with patients
surrounding safer drug use such as to counsel about
the risks of polydrug use. In addition, patients are
not punished nor are their medications discontinued
for disclosing medication misuse while on bupre-
norphine. Finally, staff emphasized their strict pol-
icy of not releasing information to courts or the
criminal justice system without express permission
from patients.

HR as an Approach Extending beyond the Clinic

Reaching beyond the Clinic to Dissemination
Harm Reduction Orientation
Respondents discussed the importance of reaching
beyond the clinic to disseminate practices and ele-
ments of a harm reduction orientation to other
clinics and providers, as well as to shift perceptions
of people who use drugs (PWUD). Providers from
2 sites taught at medical schools and in residency
training programs and used these roles as opportu-
nities to infuse HR philosophy into the next gener-
ation of providers. This includes both the principle
that care does not end in the clinic, and the impor-
tance of recognizing patients with SUDs as autono-
mous in the treatment process.

Creating Robust Referral Networks to Enhance
Transitions of Care
Respondents across all 3 sites also made active
effort to create referral networks to ensure patients
are sent to practices where they will be treated with
respect and to coordinate care with other providers.
At times, this entailed sending patients to a provider
outside of a particular health system or network. In
addition, staff at each site strive to make the transi-
tion as smooth as possible, by making external
appointments for patients, reminding patients of
appointments, and in the case of 1 site, hiring peer
navigators to escort patients to external appoint-
ments and providing them with MetroCards.

Discussion
In this study, we describe a model of integrated HR
and medical care based on 8 common themes across
3 medical treatment sites that adopted HR as an
orienting philosophy toward patient care. This
model operates at 3 levels. At the patient-provider

relationship level, HR entails shifting the provider’s
role to that of a learner and informer, setting prag-
matic goals, and delivering team-based care. At the
organizational level, this model emphasizes the im-
portance of a stigma-free culture with welcoming
physical space and low-threshold policies. Beyond
the clinic, the model emphasizes disseminating a
harm reduction orientation to other clinics, the cre-
ation of referral networks, and other activities to
assist in care transitions (see Figure 1).

The Institute of Medicine (IOM) defines patient
care as “providing care that is respectful of and re-
sponsive to individual patient preferences, needs,
and values and ensuring that patient values guide all
clinical decisions,”32 and endorses 6 dimensions of
patient care33: 1) respect for patients’ values, prefer-
ences, and expressed needs; 2) coordinated and
integrated care; 3) provision of information, com-
munication, and education; 4) ensuring physical
comfort; 5) provision of emotional support; and 6)
involvement of family and friends. The model of
HR-informed care that emerged from our study
aligns directly with these dimensions of patient-
centered care. For example, low-threshold, prag-
matic care in which patients drive their care goals
directly address the IOM’s emphasis on being
respectful to patient’s values, preferences, and
needs. Similarly, in providing interdisciplinary and
collaborative care, and reaching beyond the clinic
to develop referral networks of like-minded pro-
viders, the sites in our study delivered coordinated
and integrated care. Providers interviewed in our
study also viewed their roles as sources of informa-
tion for patients in providing a realistic range of
support options, which aligns with the IOM’s third
principle of patient centered care. Creating a com-
fortable and welcoming physical space helps ensure
physical comfort for their patients. Finally, in
developing a stigma-free-culture and training pro-
viders in using stigma-free language rooted in
trauma-informed care, HR-informed care can
relieve fear and anxiety among a highly stigmatized
population.

Mistrust between PWUD and medical providers
have persisted amid a growing overdose crisis. Prior
research suggests many providers fear being
deceived by PWUD and express discomfort and
uncertainty in their approach to these patients.34

Meanwhile, PWUD experience stigma and often
interpret clinician interactions as signs of intentional
mistreatment.28,35 The overlapping experience of
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fear, stigma, and mutual mistrust creates conditions
that make it challenging to deliver patient-centered
care.29,36 Although some aspects of the HR-
informed patient-centered care model, such as
open-access scheduling may be challenging to
implement in many office-based settings,37 strat-
egies such as working with the patient to set prag-
matic treatment goals and creating a culture of
acceptance and respect could serve as a starting
point to help dismantle pervasive mistrust between
PWUD and the medical and nursing community.

There are several limitations to our study. First,
sites were selected to participate in this study based
on their known experience practicing a HR-
approach to care and their experiences may not
translate to providers who practice in more tradi-
tional medical settings. As noted earlier, some
aspects of HR model, such as open and flexible
scheduling, may not be feasible in many contexts
and may require an unconventional approach to
organizing the workload. Second, this study only
captured the perspectives of providers and staff and
did not include the perspective of patients. Third,
this study focused solely on primary care sites, and
did not include specialty care or hospital-based set-
tings. Future studies should explore ways to design
HR-informed patient-centered care from the cli-
ent’s perspective, as well as adapt elements of this
approach, including low-threshold buprenorphine
prescribing, having a stigma-free culture, and a
referral network that includes HR-oriented pro-
viders and warm handoffs, to a wider variety of care
settings, beyond primary care.

Yet, despite these limitations, our study adds to
the growing literature on the integration of HR
practices and philosophies into medical settings.
According to the National Survey on Drug Use and
Health only 10.3% of individuals with a SUD
received treatment in 2019.38 Many people who
need substance use treatment do not receive it
because they are not ready to stop using drugs.13

Moreover, mutual mistrust between PWUD and
medical providers pose a significant barrier to
access.28,39 For these individuals, HR may serve as
an important entry point to engagement in treat-
ment. A large body of evidence has accrued over
decades demonstrating the programs like SSPs that
were built on HR principles have had wide reaching
positive impacts, including reducing overdoses and
overdose deaths, transmission of communicable dis-
eases, and substance-using behavior overall.40,41,42

However, very few examples of an integrated HR-
medical models exist in the literature.13 Other
articles have proposed HR frameworks specifically
for the delivery of buprenorphine in primary care
settings,25 offered guidelines for the integration of
specific harm reduction services, such as syringe
exchange services or supervised injection, into
health care settings such as hospitals,43,44,45 and
proposed principles to define harm reduction as a
conceptual approach to health care delivery.3

However, these articles fall short of offering a
model that operationalizes HR-orientation for
medical settings at different organizational levels.

To our knowledge, ours is the first multi-site
study examining how HR and medical care can be
integrated. The 3 sites in our study illustrated the
ways in HR can serve as an orienting framework to-
ward delivering patient-centered medical care.
Future studies should focus on developing measures
of “HR-orientation” to further build the evidence
base on the impact of HR as an approach toward
patient care, and to assess the effectiveness of HR
programs by comparing patient outcomes in sites
with a strong HR orientation, compared with those
lacking or with limited HR orientation. Further
research is also needed to evaluate the adoption of
the practices identified in a wider range of medical
settings, examine which aspects of HR-informed
care can be integrated more widely, and to assess
whether this model is responsive to patient con-
cerns, improves patient outcomes, and addresses
the concerns of community stakeholders.

Conclusions
This study describes 3 unique sites which use HR
as a framework for patient-centered care in medi-
cal settings and identifies 8 core themes underly-
ing this approach. This innovative treatment
model addresses common barriers within the
health care system for PWUD related to stigma,
lack of alignment with patient needs and goals,
and provider misconceptions surrounding sub-
stance use. As the health care system attempts to
grapple with the increased severity of the opioid
epidemic, the integrated HR model presented in
this study may be a useful as a guiding framework
to delivering patient-centered-care for patients
with SUDs.

To see this article online, please go to: http://jabfm.org/content/
00/00/000.full.
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Appendix

Appendix Table 1. Standard Interview Guide

Interview Questions

Section I: Program Descriptive Information
1. Briefly describe the type of practice and the services provided
2. Briefly describe the history of the program’s integrated services
3. Briefly describe the interactions between patients and staff members
4. Briefly describe the organization of the care team

Section II: Harm Reduction Approaches and Services
What do you consider to be critical elements of harm-reduction-informed care?
5. What does a harm reduction-oriented model of treatment look like in your practice?
6. How would you describe your organization’s philosophy toward patient care?
7. Could you provide me with an example of applying these philosophies to delivering care to patients?
8. How do you assess whether you are being true to these concepts?
9. What mechanisms does the practice have in place to build a culture of harm reduction?
10. Describe the decision-making process that takes place in your clinic around patient care.
11. Describe how you enact and integrate the following harm reduction concepts in your clinic:

• Humanism: Providers have respect for patients and the decisions they make, providing care without moral judgments.
• Pragmatism: Providers have realistic expectations and support a range of options for reducing harm.
• Individualism: Support is tailored to individual patients’ needs.
• Autonomy: Patients and providers negotiate the best plan of care.
• Incrementalism: Any positive change acknowledged and reinforced.
• Accountability: Patients are responsible for (and experience) the consequences of their behavior but are given additional

chances to improve.

Section III: Facilitators and Barriers
12. What factors help facilitate the provision of harm-reduction oriented care in your practice?
13. What factors prevent the provision of harm-reduction oriented care in your practice?
14. What advice do you have for providers that want to adopt a harm-reduction-oriented approach to care integration?
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