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Increases in alcohol and substance use, the surging 
overdose-death crisis, and the Covid-19 pandemic, 
with its attendant economic woes, have all fueled 

the fears of many patients and their families as the 

United States continues to face pub-
lic health emergencies related to 
structural racism and domestic ter-
rorism. In the face of increasing 
drug-related morbidity and mor-
tality, we believe that harm reduc-
tion — defined as “a set of practical 
strategies and ideas aimed at reduc-
ing negative consequences associat-
ed with drug use” — is an important 
missing piece of federal health poli-
cy.1 Presidential administrations 
have historically helped thwart the 
implementation of harm-reduction 
interventions for illicit substance 
use, despite the fact that harm re-
duction is an important and fre-
quently used tool in medicine and 
public health. The Biden adminis-
tration could take the bold step of 
explicitly endorsing effective harm-
reduction strategies and removing 
barriers to their implementation and 
evaluation as part of efforts to ad-
dress current public health chal-
lenges. It took an important first 
step in this direction with the re-
lease of a statement on drug-policy 
priorities for the administration’s 
first year on April 1, 2021.

The focus of federal substance-
use policy has shifted from prohi-
bition to criminalization and, in-

creasingly, to regulation. Cutting-edge 
20th-century harm-reduction inter-
ventions, such as syringe-services 
programs (which provide access to 
sterile syringes for people who in-
ject drugs) and naloxone distribu-
tion, which were once banned or 
discouraged, are now recognized 
as mainstream medical and public 
health strategies. Many physicians 
and drug-policy experts have tradi-
tionally held misconceptions about 
harm reduction. For example, the 
first director of the National Insti-
tute on Drug Abuse (NIDA) argued 
in a 2016 presentation at the Drug 
Enforcement Administration Muse-
um and Visitors Center that “the se-
duction is ‘harm reduction’ — poli-
cies that perpetuate and prolong 
addiction in the name of reducing 
the harm while heroin and other 
drug use continues.”2 Yet there is 
no evidence that harm-reduction 
strategies such as syringe-services 
programs or naloxone distribution 
perpetuate or prolong substance 
use. There are roughly 350 syringe-
services programs operating legally 
in the United States, and every 
state has some form of legislation 
supporting naloxone distribution.3,4 
Syringe-services programs have been 

used to respond to HIV outbreaks 
among people who inject drugs and 
can promote entry into substance-
use treatment.5

The “just say no” federal drug 
policies established under Richard 
Nixon and Ronald Reagan extended 
into the George H.W. Bush, Bill 
Clinton, and George W. Bush presi-
dencies. These approaches included 
abstinence-based policies launched 
in the 1970s that were sponsored 
by the National Institutes of Health 
and featured Nancy Reagan’s high-
profile visits to schools through-
out the country, during which she 
encouraged students to abstain from 
substance use. At the time, policy-
makers and researchers were told 
to scrub all grants and other docu-
ments of the term “harm reduction.” 
Under Barack Obama, the surgeon 
general’s 2016 report Facing Addic-
tion in America rarely used the term, 
but it included a section on “reducing 
harm among those who need treat-
ment.” The Trump administration’s 
National Drug Control Strategy from 
the Office of National Drug Control 
Policy embraced naloxone but not 
syringe-services programs, and it 
didn’t use the term “harm reduction.”

Meanwhile, the Food and Drug 
Administration (FDA) and NIDA 
have proposed approaches for ap-
proving medications that help peo-
ple improve their health by reducing 
(but not necessarily eliminating) the 
use of illegal substances. The FDA 
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has also expanded its criteria for ap-
proving medications for alcohol use 
disorder to include medications that 
reduce heavy drinking. Similarly, it 
has supported efforts to reduce the 
amount of nicotine in combustible 
cigarettes to reduce harm. The con-
cept of harm reduction is thus inte-
gral to medicine and public health.

Modern international harm-reduc-
tion practices were introduced in the 
1980s, when people who used drugs 
formed alliances with public health 
practitioners and allied health care 
workers to distribute sterile syringes 
to prevent the transmission of 
hepatitis B, hepatitis C, and HIV. 
Harm-reduction services now include 
syringe-services programs; commu-
nity overdose-education and nalox-
one-distribution programs, which 
train people who use drugs and 
members of the general public to 
recognize and respond to opioid 
overdoses; programs that provide 
sterile pipes or other equipment for 
substance use; drug-checking tech-
nology to help people determine 
the composition of substances they 
are using; sobering centers, where 

intoxicated people can be safely 
monitored; and overdose-prevention 
centers or supervised-consumption 
spaces for people to use drugs and 
receive rapid treatment in the event 
of an overdose, along with other ser-
vices. The evidence base for harm-
reduction approaches is strong, espe-
cially for syringe-services programs 
and community overdose-education 
and naloxone-distribution programs. 
Other interventions could be imple-
mented and evaluated using stan-
dard research methods.

National survey data suggest that 
most Americans have used or cur-
rently use substances, including al-
cohol, nicotine, stimulants, canna-
bis, or other psychoactive drugs. 
People use substances for various 
reasons: to avoid withdrawal, to ease 
anxiety, to cope with trauma or 
boredom, to sleep, or to get through 
their jobs. Talking with patients 
about the harms associated with 
substance use, while probing and 
acknowledging the perceived bene-
fits, and helping people use sub-
stances more safely are important 
skills for well-rounded clinicians.

Applying a harm-reduction phi-
losophy to clinical care recognizes 
that substance use exists along a 
continuum from abstinence to per-
sistently chaotic and deleterious 
use and that clinicians can help 
patients to reduce their use of sub-
stances or to use substances more 
safely to enable increased levels of 
functioning, increased social con-
nection, and improved health out-
comes. Establishing concrete and 
achievable goals, such as reducing 
the number of cigarettes smoked 
per day, can be effective in helping 
patients incrementally improve their 
health behaviors. Respecting auton-
omy, promoting dignity and part-
nership, avoiding shame and stig-
matizing language, and providing 
a consistent presence are core prin-
ciples of such an approach. This 
strategy often leads to clinical en-
counters marked by greater fulfill-
ment and reduced friction than 
therapeutic approaches focused ex-
clusively on abstinence.

Harm-reduction services for peo-
ple who use substances can be of-
fered in all environments, from 

Potential Harm-Reduction Policy Responses to the Overdose Crisis.*

Area of Concern Harm-Reduction Policy Response
Federal Agencies 

Involved Barriers to Address

Increasing incidence of hepatitis C, 
HIV, soft tissue infections, and 
endocarditis among people who 
use drugs

Allow federal funds to be used to purchase 
sterile syringes and set aside dedicated 
funding streams for syringe-services pro-
grams

ONDCP, HHS, 
SAMHSA,  
CDC, CMS

A Continuing Appropriations Act that 
funds federal agencies forbids use of 
funds to purchase “sterile needles or 
syringes for the hypodermic injection 
of any illegal drug”

Substantial increases in drug-over-
dose deaths every year, includ-
ing among people who use 
drugs alone

Provide drug-checking supplies for safer use; 
sanction and evaluate pilot overdose-pre-
vention centers and safe-consumption 
sites staffed with trained responders; re-
vise 1986 federal law interpreted as pro-
hibiting these centers

ONDCP, DOJ, 
Congress,  
CDC, NIH

The DOJ has prosecuted organizations 
that seek to operate such sites; a 1986 
federal law forbids people from “main-
taining drug-involved premises”

Increases in nonfatal and fatal opioid-
involved overdoses, including be-
cause of lack of access to naloxone 
and timely overdose response

Enhance funding streams for overdose-educa-
tion and naloxone-distribution programs; 
work to make naloxone more accessible with 
at least one over-the-counter formulation

ONDCP,  
SAMHSA,  
FDA

Naloxone currently requires a prescription 
or standing order, despite long-stand-
ing safety and effectiveness data

Increases in stimulant-involved 
overdoses and deaths

Study, promote, and fund access to safer 
stimulants and stimulant equipment, in-
cluding for people who smoke stimulants

ONDCP, NIH, 
CDC, 
SAMHSA, 
FDA

Insufficient funding and research related 
to stimulant harm-reduction strate-
gies; insufficient FDA-approved medi-
cations for stimulant use disorder

Lack of gender and racial equity in 
harm-reduction services

Enhance funding streams and promote commu-
nity-based distribution of harm-reduction ser-
vices that prioritize gender and racial equity

ONDCP, HHS, 
SAMHSA,  
CDC

Insufficient funding for gender-responsive 
and racial equity-focused harm-reduc-
tion programming, supplies, and spaces

*  CDC denotes Centers for Disease Control and Prevention, CMS Centers for Medicare and Medicaid Services, DOJ the Department of Justice, 
FDA Food and Drug Administration, HHS Department of Health and Human Services, NIH National Institutes of Health, ONDCP Office of 
National Drug Control Policy, and SAMHSA Substance Abuse and Mental Health Services Administration.
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community-based prevention-educa-
tion programs to clinical treatment 
settings. Harm reduction and medi-
cal treatment shouldn’t be seen as 
binary, mutually exclusive options. 
Clinicians routinely “fail” to con-
trol signs and symptoms of dis-
ease, such as depressive thoughts, 
hyperglycemia, or high blood pres-
sure, despite providing treatment. 
In these cases, we escalate treat-
ment and provide education, includ-
ing about additional approaches that 
could reduce harm. Similarly, on-
going substance use during treat-
ment is often the norm, not the ex-
ception. For example, a patient may 
be engaged in treatment for opioid 

use disorder with 
methadone and still 
receive sterile equip-
ment for intermit-

tent cocaine use to prevent hepatitis 
C transmission. Acknowledging this 
reality — that not all patients will 
meet uniform treatment goals — 
allows us to continue to engage with 
patients and to provide practical 
guidance that accepts the difficult 
realities they face.

As a new administration assumes 
control over federal policy, we be-
lieve that effective harm-reduction 
strategies should be articulated and 
implemented, and that other strate-
gies should continue to be sub-
jected to scientific evaluation in a 
transparent manner (see table). Pre-
vious federal policy approaches fo-
cused on reducing supply or demand 
haven’t led to significant reductions 
in substance use or associated harms, 
including overdose deaths. The Biden 
administration may be signaling a 
change in strategy by explicitly 
naming harm reduction as a valid, 
evidence-based policy to improve 
the health of people who use drugs 
and by funding harm-reduction pro-
grams. The failure of the previous 
administrations to use the term 
“harm reduction” and to acknowl-
edge the use of similar tools in 
medicine, while co-opting effective 
strategies based on this approach, 
was a disingenuous tactic. Embracing 
and implementing harm-reduction 
principles for substance use in medi-
cal practice and health policy could 
promote justice and compassion.

Disclosure forms provided by the authors 
are available at NEJM.org.
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The day I graduated from med-
ical school, I could have pre-

scribed enough fentanyl to kill sev-
eral people. Many of the patients I 
saw in the hospital during residen-
cy clearly had opioid use disorder 
(OUD), but I couldn’t treat it. I didn’t 
have an X waiver authorizing me to 
prescribe buprenorphine, and none 
of my preceptors were prescribers. 
With Massachusetts awash in the 
overdose crisis, I had little to offer 
patients requesting treatment. Meth-
adone, an excellent option for many 
people with OUD, wasn’t always 
available because of geographic 
limitations or because daily trips 
to the clinic were too burdensome 

for many people with jobs or fam-
ilies. Although buprenorphine had 
been approved for use 10 years be-
fore I earned my medical degree, it 
remained out of reach for me.

When I graduated from residen-
cy, I vowed that things would be 
different. I completed the 8 hours 
of training needed to obtain my X 
waiver before entering primary care. I 
made many mistakes during my 
first year of practice — obsessing 
over the potential for diversion, 
demanding that patients cease us-
ing other substances if they were 
going to stay on buprenorphine 
treatment, and creating too many 
other hurdles for ongoing care — 

but I’m lucky to have seen first-
hand what a miracle this medica-
tion can be.

My introduction to buprenor-
phine coincided with an institutional 
sea change. Within a year after I 
entered primary care, all my col-
leagues had obtained X waivers at 
the insistence of hospital leaders. 
Buprenorphine treatment became a 
central part of residency training. 
Each clinic at my medical center 
received funding for a nurse care 
manager with expertise in addiction. 
The number of patients I was able to 
treat with buprenorphine quadru-
pled, and so did the joy that I re-
ceived from my practice.
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