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EXECUTIVE SUMMARY

This report is a comprehensive summary of the deliberations and outcomes resulting from a
series of meetings of the Interdepartmental Substance Use Disorders Coordinating Committee
(ISUDCC) convened from March 2022 to December 2023. The ISUDCC is an advisory committee
operating under the purview of the Federal Advisory Committee Act (FACA) and its associated
regulations (42 U.S.C. §290aa). The FACA permits the formation of subcommittees or
workgroups aligned with the objectives of the ISUDCC as delineated in the Substance Use
Disorder Prevention that Promotes Opioid Recovery and Treatment for Patients and
Communities (SUPPORT) Act. Additionally, the ISUDCC is specifically authorized to establish
workgroups for the purpose of carrying out the duties of the ISUDCC.

The primary objective of the ISUDCC meetings held since March 2022 was to establish, manage,
and solicit recommendations from ISUDCC workgroups focusing on specific subject matter that
bridges the substance use disorders (SUD) continuum, resulting in improved coordination of
federal programs and activities for the ultimate benefit of people with or at risk for SUD. The
topic of interest, as voted on and approved by the ISUDCC, for this period was the integration of
harm reduction into the prevention, treatment, and recovery continuum. This report describes
how the workgroups were formed and structured, traces their evolution and assigned tasks,
and, most importantly, conveys the outcomes and final recommendations from the ISUDCC as
vetted and voted upon at the meeting held June 10, 2024. The report content is based on
approved minutes and materials from the proceedings of three meetings of the ISUDCC,
including dedicated time for workgroup report-outs.

Advance work and ISUDCC discussions revealed a critical gap in how harm reduction integrates
and coordinates with the other well-established parts of the behavioral healthcare continuum,
namely prevention, treatment, and recovery. This applies to systems development, service
delivery models, workforce, research, and federal programs. Addressing the gap is important
because, as a key pillar in the Office of National Drug Control Policy’s 2022 National Drug
Control Strategy and the HHS Overdose Prevention Strategy, released in October 2021, harm
reduction principles and practices have the potential to significantly impact, in positive ways,
people and communities affected by substance use. Strategies to connect and thread harm
reduction across the continuum are particularly relevant given the increasingly dangerous drug
supply found across the country.

To help frame the formation of the workgroups, guest speaker Sherine Hargrove, Senior
Attorney from the Office of the General Counsel, Public Health Division, presented legal and
statutory concepts and requirements pertaining to the workgroups at the ISUDCC meeting held
on March 16, 2022. To help focus the workgroup activities and provide context for the topic
area, Christine Rodriguez, Senior Program Manager at AIDS United, and a SAMHSA Harm
Reduction Steering Committee representative, outlined SAMHSA’s draft Harm Reduction
Framework.

The charge to the ISUDCC workgroups was to develop proposed recommendations for
deliberation and a vote by the ISUDCC on how the Federal Government can further the
integration and coordination of harm reduction approaches and strategies across the spectrum
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of prevention, treatment, and recovery, with a focus on systems and workforce development
with the goal of improving federal programs for the prevention and treatment of, and recovery
from, SUD.

The purpose of the workgroups aligned with the primary objective of the ISUDCC, which is "to
identify areas for improved coordination related to SUD, including research, services, supports,
and prevention activities across all relevant federal agencies."

Three ISUDCC workgroups were formed and tasked to address the gap across prevention,
treatment, and recovery and to incorporate and advance harm reduction strategies, principles,
and approaches within three of the six legislatively identified "duty areas" for the ISUDCC.
These areas are to 1) identify and provide recommendations for improving federal prevention,
treatment, and recovery programs; 2) analyze SUD prevention and treatment strategies in
different regions and populations; and 3) evaluate the extent to which federal SUD prevention
and treatment strategies are aligned with state and local SUD prevention and treatment
strategies.

Each of the three ISUDCC workgroups formulated and presented final materials and
recommendations to the ISUDCC on December 6, 2023. These materials and recommendations
address the gap across the behavioral healthcare continuum with respect to harm reduction.
All recommendations are based on the definition, pillars, core principles, and practices outlined
in SAMHSA's final, published Harm Reduction Framework. The materials address five issue
areas: systems development, service delivery models, workforce development, research, and
federal programs. The recommendations, as adopted by the ISUDCC, are expected to move the
field forward by increasing understanding and actions related to how harm reduction integrates
and coordinates with the three main components of the behavioral health continuum—
prevention, treatment, and recovery.
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Interdepartmental Substance Use Disorders Coordinating Committee
Summary Report on ISUDCC Workgroups and Recommendations for
Integrating Harm Reduction into the

Prevention, Treatment, and Recovery Continuum of Care

BACKGROUND

The U.S. is experiencing its worst overdose and substance use crisis in history, with over 100,000 people
losing their lives every year over the past three years?, and over three quarters of a million people having
died from overdose between 1999 and 20222. Over 40% of adults report having personally known
someone who died of an overdose®. Between 2011 and 2021, an estimated 321,566 community-dwelling
children lost a parent to an overdose. These stark statistics have fueled efforts at the federal, state, and
local levels to stem the tide of loss, including the inclusion of harm reduction approaches and services as
part of the broader continuum of prevention, treatment, and recovery.

In response to the overdose crisis, Congress, in 2018, passed the “Substance Use-Disorder Prevention
that Promotes Opioid Recovery and Treatment for Patients and Communities Act”, or the “SUPPORT for
Patients and Communities Act.*” Section 7022 of the SUPPORT for Patients and Communities Act
established the Interdepartmental Substance Use Disorders Coordinating Committee (ISUDCC). Congress
authorized the establishment of this federal advisory committee to “coordinate federal activities related
to substance use disorders” with representation from a range of public members and federal agencies
that “support or conduct activities related to substance use disorder.” In addition to meeting minutes,
this report satisfies the Congressional statutory requirement for an annual report from the ISUDCC
summarizing the activities carried out by the Committee, including recommendations made to the
Secretary of Health and Human Services.

Focus on Harm Reduction

At the December 2022 meeting of the ISUDCC, Dr. Miriam E. Delphin-Rittmon, Ph.D., Assistant
Secretary for Mental Health and Substance Use, Substance Abuse and Mental Health Services
Administration (SAMHSA) and ISUDCC chairperson initiated the formation of three ISUDCC
workgroups, each dedicated to addressing the crucial topic of harm reduction. The concept of
these three workgroups—focusing on prevention, treatment, and recovery—emerged from
discussion and communication within and between ISUDCC members and SAMHSA leadership,

! Centers for Disease Control and Prevention: National Center for Health Statistics. Provisional Drug Overdose
Death Counts. Accessed 7/28/2024: https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm

2 U.S. Department of Health and Human Services. Opioid Facts and Statistics. Accessed 7/28/2024:
https://www.hhs.gov/opioids/statistics/index.html#:~:text=Facts%20about%20Drug%200verdose,in%202020%20in
volved%20an%20opioid

3 Alison Athey, Beau Kilmer, and Julie Cerel, 2024: An Overlooked Emergency: More Than One in Eight US Adults
Have Had Their Lives Disrupted by Drug Overdose Deaths. American Journal of Public Health 114, 276-

279, https://doi.org/10.2105/AJPH.2023.307550

4 SUPPORT for Patients and Communities Act Public Law 115-271. Accessed 8/1/2024: PLAW-115publ271.pdf

!congress.gov)
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and analysis of existing federal activities and actions related to harm reduction and the
behavioral health continuum between March and December 2022.

To foster a shared understanding among the three workgroups of SAMHSA's approach to harm
reduction, guest speaker Christine Rodriguez, Senior Program Manager at AIDS United and a
representative of the SAMHSA Harm Reduction Steering Committee established by SAMHSA in
2022, outlined the draft Harm Reduction Framework at the December 2022 ISUDCC meeting.

As SAMHSA finalized and released the Harm Reduction Framework in early 2024, this report
updates the information presented by Christine Rodriguez to reflect information from the final
document. It commences with a definition of harm reduction and encompasses six pillars. These
pillars are supported and reinforced by 12 core principles guiding the work. Additionally, the
Framework encompasses six core practice areas, representing highly effective methods for
implementing harm reduction. These components are summarized below.

DEFINITION OF HARM REDUCTION
SAMHSA defines harm reduction as a practical and transformative approach that incorporates
community-driven public health strategies—including prevention, risk reduction, and health
promotion—to empower people who use drugs (PWUD) and their families with the choice to
live healthier, self-directed, and purpose-filled lives. Harm reduction centers the lived and
living experience of PWUD, especially those in underserved communities, in the strategies
and the practices that flow from them.

SIX PILLARS OF HARM REDUCTION

Harm reduction initiatives, programs, or services should include the following elements.

1) Is led by PWUD and those with lived experience of drug use with organizations providing
harm reduction services having a formal mechanism to meaningfully include the voices of
people with lived experience in the design, implementation, and evaluation of the services

2) Embraces the inherent value of people

3) Commits to deep community engagement and community building

4) Promotes equity, rights, and reparative social justice

5) Offers most accessible and noncoercive support

6) Focuses on any positive change, as defined by the person

TWELVE CORE PRINCIPLES OF HARM REDUCTION

1) Respect autonomy

2) Practice acceptance and hospitality

3) Provide support

4) Connect with community

5) Provide many pathways to well-being across the continuum of health and social care

6) Value practice-based evidence and on-the-ground experience

7) Cultivate relationships

8) Assist, not direct

9) Promote safety

10) Engage first
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11) Prioritize listening
12) Work toward systems change
SIX CORE PRACTICE AREAS OF HARM REDUCTION
1) Safer practices
2) Safer settings
3) Safer access to healthcare
4) Safer transitions to care
5) Sustainable workforce and field
6) Sustainable infrastructure

In response to this information, one ISUDCC member (Dr. Wilson Compton) shared a link to a
recent NIH investment aimed at mitigating the overdose epidemic and improving care access for
PWUDs through the establishment of a harm reduction research network. Tracy Goss, the
Designated Federal Officer (DFO), disseminated materials from Christine Rodriguez to the
ISUDCC.

Structure for Developing Recommendations to Address Information Gaps

Dr. Yngvild Olsen, Director for the Center for Substance Abuse Treatment (CSAT) at SAMHSA and
as directed by Dr. Delphin-Rittmon, provided an overview of decisions made regarding the
framework and structure of the workgroups and how they would inform the work of the
ISUDCC. She drew upon input from the ISUDCC in the March meeting, considering the ISUDCC
charter and existing federal coordination efforts related to expanding access to substance use
prevention, treatment, and recovery services and reviewing other interagency coordinating
council structures within the behavioral health space.

These information sources revealed a critical gap in how harm reduction integrates and
coordinates with the other well-established parts of the continuum, namely prevention,
treatment, and recovery. This applies to:

e systems development,

e service delivery models,

e workforce development,

e research, and

e federal programs.

This work is crucial because it recognizes the increasingly dangerous drug supply, threads harm
reduction across the continuum, and has the potential to significantly impact people and
communities affected by substance use.

To this end, the ISUDCC voted to approve the creation of three workgroups and tasked them to
endeavor over the ensuing 12 months to address the gap across the areas of prevention,
treatment, and recovery and focus on incorporating and advancing harm reduction strategies,
principles, and approaches within three of the six legislatively identified “duty areas” for the
ISUDCC. These areas are to 1) identify and provide recommendations for improving federal
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prevention, treatment, and recovery programs; 2) analyze SUD prevention and treatment
strategies in different regions and populations; and 3) evaluate the extent to which federal SUD
prevention and treatment strategies are aligned with state and local SUD prevention and
treatment strategies.

The ISUDCC charged the workgroups to create a package of recommendations that could fill the
gap across the continuum and significantly benefit individuals, families, and communities
impacted by substance use. Based on discussions from the March 2022 ISUDCC meeting, the
ISUDCC voted and approved each workgroup to further focus on integration and coordination
activities and recommendations related to systems and workforce development needs, barriers,
best practices, and resources and to abide by workgroup rules and guidelines.

Workgroup Rules and Guidelines

e Work is delegated to the workgroups to enable the larger committee to perform its
duties.

e All workgroup meetings require prior approval by the DFO.

e SAMHSA staff have been designated as workgroup facilitators (two per workgroup and
a regional/assistant regional director).

e Workgroups will make recommendations on which the ISUDCC will vote during open
public meetings.

e Workgroups can only report directly to the Secretary or any other federal official if
there is specific statutory authority for such reporting. The authority to report directly
to the Secretary or any other federal official is through the ISUDCC.

e Special consultants and ad-hoc members can be invited to participate in the
workgroups to help with the work.

e The ISUDCC must deliberate on any workgroup recommendation or product.

Initiation of Workgroup Activity

The initial discussion and decisions for each workgroup at the December meeting are
highlighted below. The federal staff from SAMHSA who volunteered to serve as workgroup
facilitators are also identified.
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Prevention

Facilitators: Lauren Barnes, Chase Holleman, and Marissa Thomas (Assistant Regional
Director)

Discussion and Decisions:

We will hold monthly workgroup meetings and encourage members of the public,
especially those with lived experience, to attend. We will include key stakeholders and
ad-hoc members as warranted.

We discussed the need to examine and expand the availability, adoption, and
implementation of evidence-based prevention programs in diverse settings, including
schools, community centers, and healthcare settings.

We discussed SAMHSA’s ongoing workforce assessment effort to develop baseline
information about the nation’s SUD prevention workforce, to help describe gaps,
challenges, and potential avenues to bolster the prevention workforce.

We discussed the need to establish and implement criteria for preventive
interventions oriented toward broad spectrum harm reduction approaches—ones
that are effective, sustainable, equity-enhancing, and cost-beneficial—using outcome
data from controlled studies and information from cost-benefit analyses to inform
policy decisions regarding investments in prevention, treatment, and recovery.

We scheduled our first official meeting in January 2023 to discuss how the workgroup
can be small yet targeted while still representing relevant voices and resources. We
will also plan to discuss how the workgroup can further develop its scope, breadth,
timelines, and deliverables.

Treatment

Facilitators: Dr. Karran Phillips, Dr. Amanda Sharp, and Captain Emily Williams (Regional
Director)

Discussion and Decisions:

We discussed the relational components of harm reduction and how they integrate
the expertise and autonomy of people with lived experience, redirecting punitive
responses and access to treatment (e.g., building the spirit of harm reduction into the
delivery of harm reduction services and treatment environments and making sure
they are “low threshold”).

We recognized that policies and regulations at the state, local, and federal levels
dictate and manage how harm reduction within treatment can be facilitated.

We wish to consider payment structure and address how to make changes for harm
reduction services to be more accessible.

We will prioritize how to bring “payers” to the table.

We will encourage the Centers for Medicare and Medicaid Services (CMS) to share
New York State's harm reduction service packages with other interested states. This
may facilitate reimbursement for harm reduction services.
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We will present deliverables in a tiered format focusing on the relational component
of harm reduction, the delivery of services, and payment systems. It will identify the
problem, stakeholders, and potential solutions and will serve to organize the
workgroup's practice and policy recommendations.

The group will meet once per month.

Recovery

Facilitators: David Awadalla, Dr. Enid Osborne, Kristen Harper, and Kim Freese (Regional
Director)

Discussion and Decisions:

While some collaboration and integration efforts are occurring across the harm
reduction and recovery communities, misinformation, stigma, and a lack of
partnerships are still widespread and problematic barriers to a collaborative
continuum of care.

The workgroup aims to provide expertise and insight on coordinated strategies,
programs, and policies that support transformative alighnment for integrating harm
reduction and recovery from SUD.

The subcommittee will use the 2010 SAMHSA working definition of recovery—a
process of change through which individuals improve their health and wellness, live
self-directed lives, and strive to reach their full potential.

Areas of focus will include systems development/recovery-oriented systems
development and workforce development.

Meetings will be held monthly (on the fourth Thursday of each month at 4:00 p.m. ET)
and can be adjusted as needed.

The workgroup will have two liaisons (prevention and treatment) to serve as bridges
to the other workgroups.

WORKGROUP PROGRESS: MEETINGS IN 2023

At the scheduled meeting of the ISUDCC, held on June 5, 2023, Dr. Delphin-Rittmon stated the
purposes of the meeting, which were to 1) receive updates from each of the three newly
established ISUDCC workgroups on their progress in focusing on integrating harm reduction into
the prevention, treatment, and recovery continuum of care; and to 2) discuss the
reauthorization of the ISUDCC under the SUPPORT Act, which stipulates that the ISUDCC shall
terminate six years after date of establishment. This report focuses on the first of these
purposes. At the June meeting, the workgroups presented progress updates and some
preliminary draft recommendations. At the ISUDCC meeting on December 6, 2023, the agenda
consisted primarily of presentations from each workgroup on their draft final recommendations
on issues and approaches to integrating harm reduction into the behavioral healthcare
continuum of prevention, treatment, and recovery.
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To anchor the presentations and accentuate the criticality of the work, two individuals with
lived experience and in recovery relayed impactful personal stories that illustrated “what’s
wrong” with the current way that harm reduction is approached or not practiced in some
behavioral healthcare situations/contexts. ISUDCC member and patient advocate Amanda
Sabotka told her gripping story of struggle, resilience, and a persistent fight for dignity and care
on her recovery journey. She shared this story because she wants to increase understanding of
how difficult it can be for people who genuinely want to stop using substances to do so within a
healthcare system that is fractured and imposes many barriers amidst ongoing stigma regarding
substance use. Additionally, her story emphasized the importance of coordinating policies,
practices, and services related to the treatment of mental illness and SUD. In her journey, there
were many missed opportunities for intervention through harm reduction and other strategies
and constant interruptions in care attributed to a lack of coordination and a series of system
failures.

ISUDCC member Daniel Sledge added to this foundational backdrop by sharing a compelling
real-life story from his experience as a paramedic and outreach worker. His story illustrated
numerous challenges and barriers faced by a person with SUD that prevent access to life-saving
practices—including harm reduction and medications. He delivered a forward-thinking
presentation centered on the treatment workgroup's efforts to develop recommendations for
an optimal future state for engaging and treating individuals with SUD—one that incorporates
harm reduction principles and practices in contrast to the traditional treatment model. The
story provided a context for understanding why the treatment workgroup embraced a person-
centered approach in formulating their recommendations—one that applies harm reduction
principles and approaches and meets individuals where they are and not where others think
they should be. The personal stories from Daniel and Amanda left a lasting impression and
underscored the urgency of addressing these challenges and barriers.

Dr. Olsen highlighted the presence of tension within the broader substance use field between
prevention and harm reduction, recovery and harm reduction, as well as treatment and harm
reduction. Workgroup presenters also acknowledged this tension in their reports. She stressed
that the workgroups should openly discuss these conflicting perspectives to find common
ground for the well-being of individuals and communities impacted by substance use and SUD.

FINAL WORKGROUP REPORTS AND RECOMMENDATIONS

The expertise of the ISUDCC workgroup members on the topic of harm reduction resulted in a
set of considerations and final recommendations for integrating the harm reduction concept
and approaches across the behavioral healthcare continuum from prevention to treatment to
recovery. The report and recommendations from the three ISUDCC workgroups are presented
below.
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Prevention Workgroup: Final Report and Recommendations

Introduction and Background

Dr. Sheryl Ryan and Dr. Richard Spoth delivered the report of the ISUDCC Prevention Workgroup.
Dr. Spoth provided background for the presentation intended to contextualize the final report.
He described numerous challenges confronted in addressing how prevention efforts could be
better integrated with harm reduction. This determination was based on a preliminary
literature review and dialogues with prevention workgroup members. He acknowledged the
tension associated with harm reduction, as mentioned by Dr. Olsen. In the field of prevention,
he relayed, the focus has traditionally been on non-drug use and keeping people from needing
harm reduction.

The workgroup’s final recommendations for better integrating harm reduction efforts with the
field of prevention are grounded in selected reviews of the scientific literature for the field of
prevention. This task was challenging because of the current lack of clarity regarding how
prevention's focus on avoiding all drug use could best be integrated with harm reduction's
emphasis on safer drug use. The workgroup members concluded that further groundwork is
required before the integration of prevention with harm reduction can be accomplished
effectively. This includes:

e Conducting a comprehensive harm reduction literature review,

e Mapping the prevention recommendations onto the SAMHSA Harm Reduction
Framework, and

e Facilitating ongoing dialogue between thought leaders in the fields of prevention and
harm reduction.

Related to these tasks, the workgroup’s overarching recommendations are as follows:

e Systematically review the scientific literature (theoretical and empirical) on harm
reduction interventions/systems for relevance to evidence-based prevention.

e Address the critical need for a more robust prevention infrastructure, including
coalitions/partnerships for scaling up evidence-based prevention and the development
of a more robust prevention workforce integrating with harm reduction.

e Address the related recommendations concerning proven service delivery models, key
research, and federal programs.

The selected review of the prevention literature (see sources at end of this document)
highlights definitions of prevention adopted by the workgroup. The focus has been on general
populations (so-called universal preventive interventions) and children, adolescents, and young
adults at elevated levels of risk or early stages of drug involvement (selective and indicated
preventive interventions). In other words, the focus has been on populations of youth and
young adults that do not use drugs or are experimenting with them. That also was the focus of
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the literature-based recommendations made herein, but it contrasts with the emphasis on
harm reduction in populations that more consistently use substances. For example, well-
studied harm reduction interventions include syringe services programs that prevent infectious
disease transmission and naloxone distribution programs that reduce the risk of fatal overdose.

Although harm reduction and prevention interventions focus on distinct populations, harm
reduction interventions and principles should be critically evaluated for their relevance to
evidence-based prevention, especially considering the increased lethality of drugs to which
young people may be exposed. For example, young people often first experiment with
substances by using pills, and counterfeit medicines may contain amounts of fentanyl that are
deadly to a drug-naive individual. The Centers for Disease Control and Prevention (CDC) report
increasing rates of overdose deaths in youth: From 2019 to 2021, overdose deaths increased
109% in people aged 10-19. Two-thirds of fatal overdoses had bystanders present, most of
whom did not intervene; a quarter of these deaths involved counterfeit pills. Consequently,
naloxone availability and overdose education need to be critical parts of prevention work with
adolescents and young adults.

The urgency of rising overdose deaths in youth necessitates action to facilitate the integration
of harm reduction and prevention. To incorporate harm reduction practices like naloxone
distribution into prevention and enable community coalitions to work with harm reduction
groups, a more robust prevention infrastructure is needed along with a strengthened workforce
that is currently woefully inadequate. In short, a significant barrier to the optimization of the
integration of prevention with harm reduction is that there are not yet adequate prevention
infrastructures with sufficient resources and workforce capacity to consistently deliver
evidence-based prevention programs or address new public health emergencies, such as the
rise in overdoses.

Considerations across the five issue areas of systems development, service delivery models,
workforce development, research, and federal programs follow. Preliminary ideas concerning
the integration of harm reduction with prevention are woven into the workgroup’s literature-
based recommendations. The recommendations are written assuming that further specificity
will be possible once a more comprehensive literature review and mapping of evidence-based
prevention onto SAMHSA’s Harm Reduction Framework is undertaken.

It is critically important to improve the U.S. prevention infrastructure, especially to increase the
capacity for prevention community coalitions or partnerships—particularly those that are
evidence-based—to continue the delivery of evidence-based preventive interventions,
especially universal or primary prevention and to support harm reduction. SAMHSA, the
National Institute on Drug Abuse (NIDA), and CDC are currently supporting a study from the
National Academies of Science, Engineering, and Medicine (NASEM) entitled “Blueprint for a
National Prevention Infrastructure for Behavioral Health Disorders” that will provide additional
recommendations in this area. It is envisioned that enhancing the national prevention
infrastructure may help harm reduction efforts where harm reduction interventions are directly
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applicable to prevention goals and where separate harm reduction efforts would benefit from
coordination with prevention coalitions and other community organizations supporting
prevention interventions. Examples are included under recommendations headings and
subheadings below.

Key Recommendations Across the Five Issue Areas
Systems Development

Substantially Increase Infrastructure Investment. Broad investments are needed to
enhance education and service system infrastructures to support the sustained, high-
quality implementation of evidence-based prevention interventions and harm reduction
activities. Prevention delivery systems could be supported by newly developed, stand-
alone infrastructures, as a distinct extension of a current system that has a related
prevention goal (e.g., adding a department to local public health agencies or to area
education agencies). They also could be embedded within larger systems that currently
do not have substance misuse prevention as their primary goal (e.g., education system,
child welfare). Such service system infrastructures will serve as the home for sustained,
high-quality implementation of evidence-based preventive interventions as well as harm
reduction activities. Potential strategies include policies, programs, services, and
practices listed below.

o Support proven state-level partnerships and cross-agency "backbone"
organizations (coordinating bodies involving diverse collaborators with a
common goal), providing coaching, technical assistance, and monitoring services
to local community organizations and coalitions implementing evidence-based
preventive interventions.

o Support local, multi-sector coalitions of collaborating partners and health and
human service agency-level inter-professional teams that actively implement
and monitor the reach and fidelity of evidence-based preventive interventions.
Local implementation infrastructures should support needs-focused planning,
delivery, and monitoring for evidence-based interventions.

o Capitalize on existing public systems already supporting evidence-based
preventive interventions to enhance prevention system infrastructures, including
Education, Public Health, Juvenile Justice, Child Welfare, Cooperative Extension
(USDA), and other behavioral health-oriented systems and agencies.

o Support the improved integration of evidence-based preventive interventions
with primary care so that a team of co-located specialists will provide these
interventions.
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o Support the integration of evidence-based harm reduction interventions with the
increased education and service system infrastructures that support selective,
indicated, or tertiary preventive interventions.

Enhance Collaboration and Coordination: Improved coordination and collaboration is
needed among various stakeholders involved in prevention efforts, including
government agencies, healthcare providers, schools, community organizations, and
families. Coordinated efforts can ensure a comprehensive and cohesive approach to
prevention, filling service provision gaps, and effectively leveraging resources.

Service Delivery Models

Improve Access Through Proven Service Delivery Models. As service delivery systems
are developed, communities should have access to prevention intervention models to
support the sustainable implementation of evidence-based prevention interventions.
These models should be appropriate for the needs of the community, the
implementation setting, and the population of focus. Considerations in the development
of prevention service delivery models that can also support the implementation of harm
reduction services include:

o Scale-up partnership—or coalition-supported service delivery models based in
public systems that offer ongoing, proactive training and technical assistance for
preventive interventions, particularly those with a record of success and/or
scientific support.

o Support active partnerships among scientists, policymakers, practitioners, and
community members within and across public systems.

o Encourage partnerships with policymakers, practitioners, and community
members to identify the types of evidence-based preventive interventions that
need to be created, implemented, and scaled up.

o Promote community-level coalitions with multi-sector representation to increase
public support for evidence-based preventive interventions.

o Promote the capacity of communities to conduct needs assessments and select
the best-fitting preventive interventions based on the best available evidence
and community context, norms, and values.

o Work together to engage with community-based organizations, advocacy
groups, and individuals with lived experience to inform policy development,
program implementation, and evaluation efforts.

Support Effective Service Delivery Models. Use intermediary organizations with
expertise in the quality implementation of specific, evidence-based preventive
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interventions to support proven service delivery models through state partnerships and
other backbone organizations.

e Enhance Partnerships to Increase Harm Reduction Integration. Support the integration
of evidence-based harm reduction with enhanced partnership- or coalition-supported
service delivery models. For instance, how can distribution programs for naloxone and
other opioid overdose reversal medications fit within primary prevention initiatives that
engage teenagers and young adults in primary care, schools, or other settings?

¢ Integrate Prevention and Harm Reduction into School Systems. Support school systems
to integrate prevention and evidence-based harm reduction, as many schools have
nurses or student assistance providers (SAPs) who get referrals from schools when
students are identified as using substances. These school staff are often directly involved
with the student and the family.

e Coordinate the Work of Community-Level Groups. Promote the coordination of
community-level groups independently addressing prevention and harm reduction
interventions.

e Address Social Determinants of Substance Use. SUD is influenced by various social
determinants such as poverty, unemployment, discrimination, homelessness, and
trauma. Prevention efforts should address these underlying factors and provide support
in areas such as housing, employment, mental health, and social services to reduce the
risk of substance use. Other key points include:

o Cultural Competency and Diversity: Prevention efforts should be culturally
informed and sensitive to the needs of diverse communities. Tailoring
prevention programs to specific cultural contexts and addressing cultural
barriers can enhance the effectiveness and reach of prevention initiatives.

o Targeting High-Risk Populations: Certain populations are more vulnerable to
substance use and face specific risk factors, including youth, LGBTQ+ individuals,
veterans, individuals experiencing homelessness, individuals with mental health
conditions, individuals who have experienced adverse childhood experiences
(ACES), and individuals involved in the criminal-legal system. Prevention
strategies should be tailored to these populations' unique needs and
circumstances to address their specific risk and protective factors effectively.

Workforce Development

Workforce considerations are a significant component of ensuring that any prevention system
can provide primary prevention and harm reduction services. Below are several considerations
for building the prevention workforce and ensuring these individuals are trained, credentialed,
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and can be reimbursed for providing evidence-based prevention and harm reduction
interventions.

e Devise Workforce Development Strategies. Create workforce development strategies
to prepare practitioners in health and human service professions for new roles
delivering evidence-based preventive interventions, including:

o Support university, cross-disciplinary, prevention-focused training programs that
include primary care medicine, nursing, psychiatry, pharmacy, social work, and
psychology. These trainings should include educating practitioners on SUD risks
associated with prescribing potentially addictive medications, such as opioids.

o Support schools of social work or schools of public health that include a
curriculum track in their master’s programs focused on effective preventive
interventions.

o Promote additional professional and/or educational avenues for individuals to
pursue substance use prevention as a viable, credible, and transferable career.

o Assure that the workforce has adequate cultural competency targeted to the
populations served.

o Enhance staff competencies in public system-supported recommended service
delivery models through receipt of ongoing supervision and coaching.

e Develop More Formalized Training/Certification. Create a more formalized field of
trained and certified prevention practitioners, and support state payment policies to
ensure certified practitioners can be reimbursed for their services.

e Support State Service Reimbursement Policies. Apply workforce development
strategies to the integration of evidence-based harm reduction.

Research

There are research gaps regarding the delivery of prevention services that, if filled, would
inform efforts to build prevention capacity; examples of potential research gap areas are
identified below.

e Improve Research Infrastructure. Support integrating evaluation research into
programmatic initiatives to continually monitor the effects of programs/services once
implemented in communities.

o To move prevention science more rapidly from policy and program development
to efficacy testing to routinized delivery of interventions, improve the
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infrastructure for research that includes rigorous single-site dissemination,
adoption, implementation, and sustainability research projects. Encourage
hybrid effectiveness-implementation research designs.

o Build practitioner-scientist partnerships and networks to serve as primary
vehicles for enhanced translation of science into practice, including
infrastructures that foster practitioner-scientist consortia or partnerships
involving broader collaborations among communities, consumers, practitioners,
and prevention scientists.

o Implement community-assessment tools to guide communities in systematically
assessing and prioritizing risk and protective factors, including monitoring
population levels of risk and protective factors. Where appropriate, these tools
should be integrated into existing assessment methods, such as community
health assessments.

e Prioritize Key Research Questions. Support research addressing high-priority questions
identified in the prevention science literature, particularly concerning disseminating and
implementing effective prevention strategies.

o Develop and test frameworks for scaling up effective preventive interventions
that include study of the impact of effective scale-up on population-level
processes and outcomes.

o Develop guiding community assessment tools where inadequate tools are not
designed for the specific community being measured.

o Investigate the capacity of scaled up evidence-based preventive interventions to
reduce disparities in behavioral health outcomes for disadvantaged sub-
populations.

o Conduct case studies of effective preventive interventions to identify factors
influencing scale-up and outcomes.

o Conduct economic analyses of effective preventive interventions scaled up in
public systems to determine financial costs and benefits.

o Conduct research investigating how to optimize evidence-based preventive
interventions to identify their core components to create more efficient
interventions with greater scale-up potential.

o Examine how adaptations made to evidence-based preventive interventions
during the scaling up process—especially those made to accommodate system
needs and resources—affect outcomes.
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o Assess the efficacy and effectiveness of intermediary organizations to increase
evidence-based preventive intervention scale-up.

o Evaluate the types and extent of technical assistance required to scale-up
evidence-based preventive interventions and ensure they are well implemented.

o Examine the disinvestment process in and decommissioning of evidence-based
preventive interventions to determine how systems can make room for new
effective preventive interventions.

e Support Harm Reduction Research. Support research addressing opportunities,
barriers, facilitators, and outcomes (both positive and negative) to incorporate harm
reduction principles and practices into prevention coalitions and prevention
interventions.

Federal Programs

Any transformation of prevention systems requires the support of the Federal Government,
especially related to increasing access to funding, data, and knowledge of evidence-based
interventions. Below are some considerations for federal support for expanding prevention and
harm reduction capacity.

e Strengthen Federal Funding Policy and Programs. Enhance related funding programs to
expand evidence-based preventive interventions. Expand funding models for evaluation,
research, and monitoring systems concerning preventive interventions.

o Expand efforts to ensure that funded programs implement evidence-based
preventive interventions, prioritizing the ones that are tested rigorously.

o Allow some flexibility in evaluation standards and ensure that guidance to these
programs include strong accountability procedures.

o Increase more significant, sustainable funding streams to support evidence-
based preventive interventions.

o Increase discretionary grants to promote innovation in developing, evaluating,
and scaling preventive interventions.

o Support the creation and use of user-friendly data systems that can be linked
within and across systems to monitor different evidence-based preventive
interventions, including their implementation and short- and long-term
outcomes at county, state, and federal levels.
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o Standardize data requirements across federal agencies that fund prevention
programs so that communities report the same information for all primary
prevention funding, regardless of federal funding source.

e Utilize Data to Develop Interventions. Establish and implement criteria for preventive
interventions—effective, sustainable, equity-enhancing, and cost-beneficial —using
outcome data from controlled studies and information from cost-benefit analyses to
inform policy decisions regarding investments in prevention, treatment, and recovery.

o Develop a National Clearinghouse that will broadly address the priorities stated
by the Evidence-Based Policy Act by providing infrastructure and detailed
implementation guidance for rigorously evaluated preventive interventions
shown to reduce substance use.

¢ Incentivize Use of Effective Preventive Interventions. Develop payment systems and
resource allocation restructured to fund the dissemination of effective preventive
interventions, including federal agency funding that incentivizes evidence-based
preventive interventions delivered in communities.

o Leverage existing payment and reimbursement models, extending coverage and
reimbursement for primary prevention and harm reduction activities.

e Facilitate Harm Reduction Integration. Support federal programs that facilitate the
integration of evidence-based harm reduction practices into prevention coalitions and
interventions.

e Enhance Federal Agency Programs for Training and Education. Federal agencies can
collaborate on developing and disseminating training materials and educational
resources for healthcare providers, first responders, law enforcement personnel, and
community organizations. This training should focus on harm reduction principles,
stigma reduction, overdose prevention, and the appropriate use of medications,
ensuring a consistent understanding and approach across agencies.

The reaction of the ISUDCC members to the prevention workgroup report underscored and
expanded upon several points. Dr. Chris Jones, Director for the Center for Substance Abuse
Prevention (CSAP) at SAMHSA, noted that many of the workgroup's recommendations are
already prominently featured in SAMHSA's strategic priorities, signaling a positive trajectory. He
emphasized the importance of focusing on the period between substance initiation and
diagnosis/treatment, stressing the creation of a culture, especially in schools, which facilitates
connecting individuals to preventive interventions. He also emphasized the need to dispel the
misconception that those who initiate substance use are on their own until they require
treatment. Dr. Ryan added that there are often opportunities for secondary and tertiary
prevention in addressing adolescents' progression through preventive interventions and harm
reduction. She cautioned against equating prevention solely with abstinence, recognizing the
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potential for such thinking to derail prevention efforts. Dr. Compton called attention to the
critical gap in evidence-based prevention approaches for individuals already using substances.
He emphasized the urgency for new research and intervention ideas between early use and
diagnosable disorders. He also highlighted the need to strengthen the prevention workforce,
community organizations, and coalitions, acknowledging the field's existing challenges in
meeting the country's current demand to prevent substance use initiation. Dr. Spoth noted the
opportunity for cultural change in evidence-based prevention through enhanced infrastructure
and systems development focusing on harm reduction. He stated the prevention workgroup's
commitment to continuing its literature review on systems and infrastructure development
before finalizing its recommendations.

Dr. Banta-Green called for a clear signal from the Federal Government that prevention and
harm reduction are not conflicting goals, urging manifestation through federal guidance,
funding, and mandates. Dr. Jones advised that the next stage of SAMHSA's work with the Harm
Reduction Framework will entail engaging with people across the care continuum to infuse
harm reduction principles and practices in prevention, treatment, and recovery. Dr. Patricia
Powell drew parallels from the alcohol field, describing interactions between the National
Institute on Alcohol Abuse and Alcoholism (NIAAA) and the Food and Drug Administration (FDA)
including reviewing data for consideration of outcome measures for medication development.
She emphasized the importance of individual improvement in feeling and function instead of
strictly focusing on the number of drinks to determine the success in harm reduction. Dr.
Dominick DePhilippis mentioned the challenge of introducing harm reduction into a public
perception that may be viewed negatively. He proposed normalizing and gaining broader
acceptance by drawing parallels to everyday behaviors, such as using seat belts or sunscreen, as
examples of harm reduction.

Treatment Workgroup: Final Report and Recommendations

Introduction and Background

Daniel Sledge, an outreach worker and paramedic with lived experience, presented the ISUDCC
Treatment Workgroup recommendations. The recommendations stem from the group’s efforts
to envision an optimal future state for engaging and treating individuals with SUD that
incorporates harm reduction principles and practices. The future state reflects a person-
centered model rather than a traditional treatment model. It recognizes and meets individuals
where they are, not where others think they should be.

Drawing from his experiences, Daniel relayed a story depicting the myriad challenges faced by
an individual with SUD, highlighting existing barriers that prevent or hamper access to life-
saving approaches, essential practices, and medications. He then contrasted this person’s
experience with the treatment workgroup’s perceived components of a healthy and responsive
treatment system that utilizes both the relational and service elements of harm reduction.
Their message is that treatment success is more attainable when harm reduction is
incorporated through meeting people where they are (physically and emotionally), setting goals
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collaboratively, building trust, and removing barriers. The story evoked an emotional reaction
from the group, with many expressing how powerfully and effectively the story accentuated the
urgency of applying harm reduction approaches.

Elements of Success in an Ideal Future State

The ISUDCC Treatment Workgroup envisions an “ideal future state” with a national harm
reduction approach embodying three foundational concepts. First, it will recognize and respect
the autonomy and agency of people who use drugs and shift the focus from a punitive or
coercive approach to one that promotes individual choice, dignity, and empowerment. Second,
it will encourage the integration of harm reduction services to include, at a minimum, providing
harm reduction education, distributing naloxone and other opioid overdose reversal
medications, and providing access to sterile syringes as needed within treatment settings and
across the continuum of care for behavioral health. Third, it will embrace both the services and
principles of harm reduction and foster community engagement and participatory decision-
making processes to ensure that the perspectives and voices of PWUD are heard and
incorporated into policy and program development. It will be built upon lived experience and a
client-centered approach to care.

“Pve been in and out of treatment my whole life. You are the first people who have ever

treated me well, that’s why | keep coming back and why I’'ve brought my friends.”
-An older woman with opioid use disorder accessing drop-in buprenorphine services at a syringe
services program in the state of Washington.

Underlying the recommendations of the workgroup is the critical need to meet people with
SUD where they are. This includes developing explicit policies and practices that support these
individuals and give permission to treatment providers and others across systems of care to do
things in new and innovative ways. Examples include the following:

e Meeting others where they are: Go beyond the usual intervention mindset. Focus on
empowerment and balance. It might involve helping someone in a crisis, during a police
interaction, amidst an overdose, or in an emergency department.

e Empowering individuals: Help them set goals that align with their personal values rather
than those assumed or imposed by others, develop treatment plans based on their goals
through shared decision-making, and grant them the authority and autonomy to make
choices about their own behaviors (including treatment approaches) without judgement
or coerciveness.

e Establishing trust: Utilize the innate connection and empathy of peers to form initial
bonds, create pathways to resources, deliver dependable referrals, assist in accessing
reliable services, and offer human connection throughout.

e Unleashing access: Provide on-site and off-site telemedicine, eliminate punitive and
other non-clinical uses of drug tests-except in the case of safety sensitive or other
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identified positions where non-clinical drug testing serves a public safety purpose®,
develop transportation networks, establish more high-quality options for no-cost/low-
cost services, establish harm reduction-inclusive insurance coverage and payment
policies, improve access to physician and other provider prescribing and pharmacy
pickup for all medications for opioid use disorder as permitted by federal law, and
support access to team-based interprofessional models (e.g., DEA-registered
practitioner, clinical pharmacist practitioner, peer specialist).

Supportive actions include:

Promoting partnerships with criminal-legal systems, hospitals, and emergency
departments.

Removing abstinence requirements for treatment programs.

Establishing harm reduction service delivery in treatment settings.

Supporting training and education for harm reduction and person-centered skills.
Prioritizing and providing additional funding for programs that offer peer support.
Reinforcing equitable pay and benefits for peer support specialists.

Supporting low-barrier hiring strategies for peers (i.e., background check limitations,
inclusive role descriptions, promotion opportunities). Providing training and education
for providers at all levels.

Promoting accountability on the programmatic level for fidelity to EBPs.

Having flexible standards for take-home medications.

Eliminating the punitive use of urine drug screening requirements. (Instead, using urine
drug screenings as a collaborative tool for accountability and trust building with the
consent and buy-in of the client.)

Providing training for pharmacists and other pharmacy personnel that include strategies
for supporting patients with OUD, promote equitable access to MOUD, and result in
positive experiences for patients by decreasing discrimination and other adverse
experiences.

Removing buprenorphine dosage limits which deter clinically effective OUD treatment
(i.e., more individualized dosing rather than standardization).

Providing reinforcement and implementation for individualized treatment plans (e.g.,
removal of pre-set counseling, predetermined tapering, standardized dosing, and so
forth).

Encouraging CMS coverage for harm reduction services across states.

Challenges: State and Federal Differences

One of the challenges with identifying where to focus efforts lies in the variability between
states. Even with federal changes that embrace a harm reduction approach or move toward
lower threshold services (e.g., the X-waiver removal, the funding of harm reduction programs,
guidelines for not terminating MOUD federal agencies due to drug use), there are state-level

5 Federal agencies have established specific drug-testing requirements for industries that perform public safety and
national security roles. Accessed 5/3/2024: https://www.samhsa.gov/workplace/employer-resources/safety-
security-sensitive
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barriers that prevent even federally funded organizations from adapting their policies and
procedures to more harm reduction-based delivery.

Examples of variability by state include the following:
e Drug screenings to participate in MOUD programs.
e Peer specialist background checks.
e Medicaid prior approval for MOUD.
e Termination of care due to continued use.
e MOUD participation is dependent on a set counseling schedule.
e MOUD discontinuation vs. maintenance.
e MOUD dose maximumes.

Top-Level treatment recommendations for federal stakeholders:

e Clear the path. Develop and publish guidance for states on integrating harm reduction
into the continuum of care for SUD.

e Lead the way. Establish clear federal policies that support harm reduction approaches
and services for states to model.

e Pay for harm reduction. Establish new and expand existing funding opportunities that
explicitly support harm reduction services and person-centered workforce
development.

e Harm reduction is healthcare. Harm reduction tools, services, and principles can all be
effectively integrated within treatment settings, given permission, funding, and buy-in.

“Until we get to a point where treatment medication is easier to get than fentanyl
and the only reason someone is not on treatment medication is because they

don’t want to be, we won’t make progress.”
-ISUDCC Treatment Workgroup

Key Recommendations Across the Five Issue Areas
The recommendations of the ISUDCC Treatment Workgroup are the pillars of its proposed harm
reduction approach.

Systems Development
e Broad implementation of a person-centered model of care which prioritizes flexible,
individualized, and comprehensive services on a systems level. Existing examples
include:
o Health Hub Model
o Recovery-Oriented Systems of Care
o Addiction Recovery Medical Home—Alternative Payment Model

e A “community first” model of harm reduction that prioritizes “people helping people”
and promotes dignity, humanity, health equity, and social determinants of health.
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Service Delivery Models

Achieve MOUD saturation by ensuring that treatment providers make all MOUD
available to patients as a treatment option and as the standard of care for OUD in all
communities, with a data-driven approach to focus particularly on communities and
populations at highest risk for opioid-related overdose.

Improving treatment engagement is a critical step for potentially increasing the numbers
of people who may later successfully stabilize their SUD and enter into long-term
recovery, a concept called the “cascade of care.” Attention should be given to initial
treatment engagement, including transitions from other care settings, medication
treatment, care access (transportation, payment, appointment hours/availability, and
the development of therapeutic alliances with providers).

Implement harm reduction acceptance across various health delivery settings (e.g.,
education, facilities operated by the U.S. Department of Veterans Affairs, family and
protective services, and other governmental agencies).

Develop and encourage more programs that integrate the expertise and autonomy of
people with lived experience. Define “people with lived experience,” matching
experience to the role/need.

Use inclusive terminology (e.g., peers, navigators).

Increase supplies and service availability/delivery.

o Services should be flexible, optional, adaptable to client needs, client-driven, and
aligned with the patient's goals (in collaboration with the program/provider).

o Services should be optional (but never punitive or mandatory) and never present
as barriers to continued care.

o Examples of services include overdose prevention education and naloxone and
other opioid overdose reversal medication distribution; distribution of drug
testing strips; syringe access; counseling; coaching; peer support; emotional
support; linkages to care (within a harm reduction context, not necessarily a
connection to treatment); psychoeducation; medication (e.g., low-threshold
buprenorphine); infectious disease screening and treatment; services
engagement; psychiatric services; and entitlements/benefits.

Encourage or support reimbursement for harm reduction services (including peer-
delivered services) from federal agencies with policies, programs, or authorities (e.g.,
private payers, employers, CMS).

Develop program performance measures that account for quality over quantity and
focus on engagement, not completion.
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o Fidelity for Evidence-Based Practices (EBPs): Are providers/providing agencies
doing what they say they are? Are those who receive federal funding held
accountable? The delivery of EBPs should be a measurable requirement for
federal funding to ensure delivery of quality care. This will require funding that
accommodates service delivery and makes implementation, adaptation, and
ongoing staff training for EBPs feasible.

o Measures of the relational components of a harm reduction model of care (i.e.,
interpersonal support, nonjudgement, compassion, autonomy, self-agency).

o Measures of impact rather than output or outcomes.

= Social determinant of health variables

= Self-defined quality of life measures (determined by client)

= Shared goal setting and tracking

= Qverdose reversals, including naloxone and other opioid overdose
reversal medication distribution appropriate to overdose risk/observation
likelihood

= Distribution of delivery of services for marginalized populations

= Retention in services

= Change in drug-use behaviors (e.g., equipment sharing, methods of use)

e Promote or require tracking and assessment protocols that are non-punitive, that
ensure safety, and model “meeting people where they are.”

o Examples: Urine drug testing that promotes collaboration, safety, and trust-
building over fear and punishment®. It might include language such as, "Urine
drug tests are used to inform clinical care, not primarily as a basis for discharge.”
The decision to use urine drug tests should be client-driven and a tool for
external accountability when desired by the client and to enhance client safety
and tailored treatment plans, not as a means for determining non-compliance or
rationale for client discharge. There should be efforts to equip providers with the
skills, education, communication, and harm reduction mindset necessary for
having these nuanced conversations.

e Address services for specific populations (e.g., youth, adolescents, cultural diversity,
language, trauma, social vulnerability, race/ethnicity) which consider and respond to
disparities and discrimination.

e Address discrimination against people with lived or living experience including among
healthcare practitioners by:
o Integrating trauma-responsiveness
o Identifying discrimination and establishing protocols for responding to it

6 Federal agencies have established specific drug-testing requirements for industries that perform public safety and
national security roles. Accessed 5/3/2024: https://www.samhsa.gov/workplace/employer-resources/safety-
security-sensitive
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o Establishing mechanisms for accountability

Support first responder “field-based” implementation of buprenorphine: Emergency
Medical Services Technicians who respond to calls and transport people who have
overdosed on opioids are the frontline providers of overdose response. Using life
support and often overdose reversal medicine, they have saved thousands from fatal
overdose. Recent research suggests that ambulances stocked with buprenorphine and
paramedics trained to support buprenorphine induction (now allowed since the repeal
of Data 2000’s buprenorphine waiver requirement), also called “field-based” or
“prehospital” buprenorphine induction, are associated with significantly and clinically
meaningful increases in the odds of 30-day engagement in drug treatment and a
decrease in opioid withdrawal scores’. Another study using a protocol-based pilot with
an EMS physician consultation prior to administration showed patients had a 50%
retention rate at 30 days in outpatient treatment and a 36% rate at 30 days®. Prehospital
intervention may also help address a barrier to treatment entry caused by overdose
reversal, including precipitated withdrawal caused by administration of an opioid
overdose reversal medication®.

Workforce Development

Provide agency-supported harm reduction training, education, and incentives for staff.
Ensure or support integration of peer support and people with lived experience,
including competitive wages and benefits.

Support workforce diversity.

Support training and skill-building for all service providers to promote patient-provider
collaborative and autonomous goal setting and shared decision-making in treatment
settings.

Support training and role optimization for interprofessional team-based care models
including, but not limited to, clinical pharmacist practitioners.

Provide employer education, policy, and procedures that promote equitable
employment (e.g., removing barriers to employment for people with lived experience
such as drug testing and background checks, except in the case of safety sensitive
positions?).

Reinforcing equitable pay and benefits for peer support specialists.

7 Carroll, G., et al. 2023: Impact of Administering Buprenorphine to Overdose Survivors Using Emergency Medical
Services. Annals of Emergency Medicine 81(2), 165- 175, DOI: 10.1016/j.annemergmed.2022.07.006

8 Hern, H. G., et al. 2023: Prehospital Buprenorphine Treatment for Opioid Use Disorder by Paramedics: First Year
Results of the EMS Buprenorphine Use Pilot. Prehospital Emergency Care 27(3), 334-342,

DOI: 10.1080/10903127.2022.2061661

9 Chhabra, N. & Aks, S. E. 2020: Treatment of Acute Naloxone-Precipitated Opioid Withdrawal with Buprenorphine.
The American Journal of Emergency Medicine, 38(3), 691.e3-691.e4, DOI: 10.1016/j.ajem.2019.09.014

10 Federal agencies have established specific drug-testing requirements for industries that perform

public safety and national security roles. Accessed 5/3/2024: https://www.samhsa.gov/workplace/employer-
resources/safety-security-sensitive
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e Supporting low-barrier hiring strategies for peers (i.e., background check limitations,
inclusive role descriptions, promotion opportunities).

Research
e Encourage the development of systems and best practices for care under real-world
conditions.

o Ensure healthcare providers and patients are provided evidence-based clinical
practices to address the research-to-practice gap. This is an issue because the
need for response to emergent threats comes long before there is sufficient
evidence to claim that a practice is evidence-based. The case of fentanyl
response and now xylazine are obvious areas where an adequate response is
challenging. For example, providing effective withdrawal management to a
patient who uses xylazine is challenging due to the lack of a test that meets EBP
standards to demonstrate the patient is withdrawing from xylazine.

e Include harm reduction providers and educators in the development of harm reduction
research.

o Research must be designed and implemented using a critical consciousness
model. Participatory research models should be considered when investigating
conditions and behaviors that exist within the community but lack the necessary
conditions for institutional review board (IRB) approval.

Federal Programs
e Encourage expanding messaging from federal entities around support and inclusion for
harm reduction integration.

o Evaluate discrimination.

o Develop tools and education initiatives for addressing discrimination and
disparities to promote inclusion and equity (for workforce and patient
populations).

o Develop protocols for provider accountability toward equitable delivery of
services without discrimination (e.g., by race, ethnicity, gender, sexual
orientation, disability).

e Support with discretionary funds. Make funding opportunities accessible to a variety of
organizations, including grassroots. Funding should prioritize organizations with a
demonstrated history of harm reduction service delivery (even on a small scale).

o Examples: Making lower thresholds for grant applicants and/or creating funding
opportunities with lower dollar amounts to make some funds available to
smaller organizations; Offering more technical assistance and hands-on help for
smaller organizations and those unaccustomed to federal grant systems to build
their internal infrastructure so that they may be competitive for federal funding
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opportunities; Providing solicitations written in plain language; Developing a sub-
granting application process wherein the funds awarded grow over time.

e Develop programmatic compliance measures that consider service delivery quality and
fidelity aligned with EBPs and harm reduction principles.
o Reduction in documentation burden only for the sake of Congressional reporting
rather than data collection that serves the providers, patients, or researchers
(e.g., validated data collection tools).

e Increase or require transparency of payment models, reimbursement guidelines, and
covered services.
o Reimbursement rates that support staffing and billing infrastructure without
forcing agencies to function at a fiscal loss.

e Encourage practice and policy recommendations integrating the expertise and
autonomy of people with lived experience.
o Having a body within the government may enhance these key roles' structural
support and legitimacy.

e Update/overhaul/revise the federal guidelines for opioid treatment programs.

o Future guidelines should be developed to include diverse groups of current,
experienced, medications for addiction treatment patients and harm
reductionists (Harm Reduction Steering Committee) in the revision process with
a call for public comment.

e Create a Harm Reduction National Advisory Council to advise on treatment, recovery,
and prevention.

o The establishment of this National Advisory Council should have double the time
generally allotted for initial non-federal nominations, and there should be a
requirement for double or triple the number of seats for people with lived/living
experience and/or grassroots harm reduction leaders.

Recovery Workgroup: Final Report and Recommendations

Introduction and Background

The ISUDCC Recovery Workgroup engaged in productive and substantive monthly discussions
on the intersection of recovery and harm reduction. The workgroup—which consists of
individuals with professional expertise and lived experience associated with substance use
conditions—collaboratively identified a series of barriers, priorities, and general observations
impacting the broader goal of the ISUDCC. This goal is, specifically, how the Federal
Government can further the integration and coordination of harm reduction approaches and
strategies across the spectrum of prevention, treatment, and recovery.
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The recovery workgroup formulated recommendations according to the different assigned
focus areas (e.g., systems development, workforce development) within the broader topical
area. These recommendations build upon barriers, priorities, and general observations related
to the intersection of harm reduction and recovery. For example, the workgroup recognized
stigma and misinformation as key barriers contributing to a lack of collaboration and
communication between the harm reduction and recovery communities. Given the significant
impact of these barriers, each recommendation considered the following factors:
e The possibility that stigma/misinformation could impede or influence a specific
recommendation (barrier).
e Workgroup members' professional and lived observations regarding
stigma/misinformation (observations).
e The potential for reducing stigma/misinformation to foster increased collaboration and
communication between harm reduction and recovery (priorities).

The workgroup also identified several overarching priorities and outcomes to be considered in
developing each recommendation. These include, but are not limited to, the increased
integration of harm reduction strategies/activities into recovery community organizations
(RCOs), the heightened integration of recovery support strategies/activities into Community
Harm Reduction Programs (CHRPs), and enhanced communication and collaboration among
recovery and harm reduction-centric organizations, advocates, and allies.

Systems Development
Most people do not recover or thrive in isolation. However, our diverse systems appear to
function in silos which reinforces disconnection and isolation. Thus, the workgroup strongly
recommends that communities adopt a syndemic approach to systems development. This
involves connecting prevention, harm reduction, treatment, and recovery through
comprehensive and integrated collaboration. The approach aims to significantly reduce barriers
stemming from traditional funding constraints, stakeholder relational issues, political agendas,
and competing philosophical approaches, thereby promoting transparent communication and
partnership. The workgroup offers the following recommendations to address systemic issues
within current behavioral health systems:
e Encourage the inclusion of PWUDs in the peer workforce, in accordance with current
laws and regulations; refer to SAMHSA’s National Model Standards for Peer Support
Certification for guidance on this topic.

e Make deliberate efforts to change the workplace culture regarding stigma towards
PWUD within the organizations that employ them.

e Create guidance and communications that a) define the differences and similarities
between the activities and principles of harm reduction and recovery; b) demonstrate
effective collaboration strategies between harm reduction and recovery programs;
and c) describe examples of integration of services.

Page 31|43



Summary Report on ISUDCC Workgroups and Recommendations June 10, 2024

e Recognize the importance of self-determination and inclusion of staff members’ lived
experience, including those with recent use, as integral to the programming and
policy development that help to improve outcomes for those served.

e Ensure that staff composition reflects the diversity of the communities served, such as
veterans, formerly incarcerated individuals, and parents.

e Grow the community-based workforce.

e Create better alignment between SAMHSA’s National Model Standards for Peer
Support Certification, designed for state certification, and states’ policies and
procurements that may pose a barrier for many individuals.

e Adopt SAMHSA’s Harm Reduction Framework at all systemic levels.

¢ Increase funding provided at all levels for braiding and building systems of care with
an awareness of local and organizational capacity.
Service Delivery Model
As service delivery systems are developed, implementors need to understand the perspectives
of various stakeholders, which will foster a more equitable and inclusive service delivery model.
Bringing together PWUD, government leaders, behavioral health providers, community leaders,
researchers, and family members impacted by this issue to identify system challenges allows for
advancing research-based and community-informed solutions. This approach aims to enhance
care and ensure equitable outcomes for individuals, families, and local communities. The
following recommendations from the recovery workgroup address service delivery models:
e Offer culturally tailored and region-specific harm reduction strategies based on
feedback and guidance from those delivering services in local areas.

e Conduct monthly provider education sessions and offer ongoing support. This could
include assigning harm reduction specialists to mid or large-scale providers to
implement harm reduction and recovery strategies/trainings.

e Launch organizational campaigns to raise awareness and reduce stigma, focusing on
topics such as “what is harm reduction/recovery?”

e Incorporate considerations for those with substantial experience/careers in harm
reduction, allowing for grandfathering or inclusion of senior harm reduction peer
mentors/trainers in any state or local regulatory process.

e Develop training and materials that clarify the role of recovery in harm reduction
settings.
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e Encourage and support pharmacies to distribute information about local harm
reduction and recovery resources.

e Provide more information on Sobering Centers with particular attention to their
impact on various populations, particularly in emergency and crisis centers.

e Develop trainings and materials that clarify harm reduction approaches versus harm
reduction services related to various service settings and populations served.

Workforce Development
States are implementing various innovative approaches to address shortages in the behavioral
health workforce. A notable example is the increasing formalization of behavioral health
professionals, such as peer support specialists, in state statutes. Peer support specialists,
recovery coaches, or peers, leverage their own experience with mental health and/or substance
use/substance use conditions, combined with skills acquired through formal training, to provide
behavioral health services, education, recovery support and connection to other services. It is
crucial for peers working in treatment, community, or recovery settings to receive harm
reduction training from those experienced in offering harm reduction services. Similarly, the
recovery workgroup agreed that those working in harm reduction and recovery settings should
also receive support from mentors and have access to quality continuing education. Below is
their list of recommendations regarding workforce development.

e Refine peer supervision: SAMHSA’s National Model Standards for Peer Support

Certification encourages peers to be supervised by other peers or senior peers.

o Note: CMS has dictated that a “competent mental health professional”
provides supervision for Medicaid billing purposes. States have discretion in
how they define such professionals. If billing is not involved, there are no
requirements.

e Create a peer mentorship program.

e Ensure mentors have a strong harm reduction background when mentoring
individuals in the recovery space who integrate harm reduction into their work.

e Establish digital and virtual platforms for networking and sharing best practices
among harm reduction and peer professionals.

e Recognize that harm reduction calls for peer leadership at all levels; it is a perspective,
an approach, not just services. Do not cap the career pipeline, as peers want to
advance professionally.

e Provide role clarity and ongoing guidance to supervisors and organizational
leadership.
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e Embrace technology for delivering harm reduction services, like mobile applications or
telehealth platforms, including text messaging—train providers on the benefits of
digital support. Employers of peers should receive regular training on the functions
and scopes of work for peer workers and apply that training in the various settings in
which peers may work to prevent peer burnout, tokenism, and propagation of stigma.

Research
While recovery-specific research is on the rise, there remains a dearth of evidence-based
studies on the intersection of recovery support and harm reduction. There was unanimous
agreement within the Recovery Workgroup on the need for additional research on recovery and
harm reduction and integrated settings. Below are the recommendations that address
transformative research.

e Adopt the SAMHSA’s National Model Standards for Peer Support Certification in

research proposals.

e Encourage collaborative research involving universities, non-governmental organizations
(NGOs), government bodies, and others.

e Study the effectiveness of new harm reduction interventions or technologies.

e Conduct longitudinal studies tracking the outcomes of different harm reduction
strategies.

e Mine publicly released health records to identify trends or patterns.
e Consider the legality of harm reduction interventions when proposing research projects.

e C(Create a recovery support lexicon with examples of each type of service, acknowledging
that the meaning of recovery is not uniform or standardized across the field.

e Provide funding for research on harm reduction and recovery.

Federal Programs

The Federal Government has a tremendous opportunity to make a large-scale impact and revise
service delivery, systems development, workforce development, and research. The workgroup
strongly suggested investments in collaborative efforts between recovery and harm reduction.
Still, it encouraged a full continuum approach as a focal point between prevention, treatment,
harm reduction, and recovery. Below are specific recommendations developed by the Recovery
Workgroup for federal agencies to consider.

e Encourage a continuum of experience from PWUDs who have never had an SUD diagnosis,
PWUDs who also consider themselves in recovery, and PWUDs with SUD who have benefited or

are benefiting from harm reduction services.
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e Advocate for parity reimbursement for mental health and substance use services.

e Recommend specializations for the peer workforce, allowing states to create specialized
pathways and allow PWUD to be certified in accordance with current laws and regulations. Refer
to SAMHSA’s National Model Standards for Peer Support Certification for guidance on this topic.

e Update the Institute of Medicine (IOM) prevention classification to include current recovery and
harm reduction.

e C(Create a process for vetting agencies and organizations to ensure the fidelity and authenticity of
harm reduction services.

e Host a SAMHSA policy academy focused on current and future state financing options for SUD.
Include CMS.

e Develop a model for a syndemic approach to behavioral healthcare.

e Launch campaigns to reduce stigma and misinformation within the harm reduction and recovery
communities.

e Fund collaborative efforts between Harm Reduction Organizations (HROs) and Recovery
Community Organizations (RCOs).

Recommended Resources

ISUDCC Prevention Workgroup
1. Akers, L., Tippins, J., Hauan, S., & Lynch-Smith, M. (2023). Advancing Primary Prevention
in Human Services: Convening Findings (A US Department of Health and Human Service
Office of Human Services Policy Brief.)

2. Fagan, A. A,, Bumbarger, B. K., Barth, R. P,, Bradshaw, C. P., Cooper, B. R., Supplee, L. H.,
& Walker, D. K. (2019). Scaling up evidence-based interventions in US public systems to
prevent behavioral health problems: Challenges and opportunities. Prevention Science,
20, 1147-1168. (Based on a Society for Prevention Research Task Force Review.)

3. Fishbein, D. H., & Sloboda, Z. (2023). A National Strategy for Preventing Substance and
Opioid Use Disorders Through Evidence-Based Prevention Programming that Fosters
Healthy Outcomes in Our Youth. Clinical Child and Family Psychology Review, 26(1), 1-16.
(Response to 2022 Office of National Drug Control Policy Plan.) Also see Comprehensive
National Strategy to Prevent Opioid Use Disorder by Leveraging Empirical Evidence
(https://www.npscoalition.org/post/comprehensive-national-strategy-to-prevent-opioid-
usedisorder) and the Consortium to Advance Prevention Solutions to the Opioid Crisis.

Page 35|43


https://www.npscoalition.org/post/comprehensive-national-strategy-to-prevent-opioid-usedisorder

Summary Report on ISUDCC Workgroups and Recommendations June 10, 2024

(https://www.npscoalition.org/consortium-to-advance-prevention-solutions-to-the-
opioid-crisis-capsoc)

Hawkins, J.D., Jenson, J. M., Catalano, R., Fraser, M.W., Botvin, G.J., Shapiro, V., ... &
Stone, S. (2016). Unleashing the power of prevention. American Journal of Medical
Research, 3(1), 39. (Based on an Institute of Medicine-National Research Council Forum
report.)

Matson, P. A., Ridenour, T., lalongo, N., Spoth, R., Prado, G., Hammond, C. J,, ... & Adger,
H. (2022). State of the art in substance use prevention and early intervention:
Applications to pediatric primary care settings. Prevention Science, 1-8.

National Research Council and Institute of Medicine Committee on the Prevention of
Mental Disorders and Substance Abuse among Children, Youth, and Young Adults:
Progress and Possibilities, O'Connell, M.E., Boat, T., & Warner, K.E., Editors (2009).
Washington (DC): National Academies Press (US). Also see the Institute of Medicine
report on Reducing Risks for Mental Disorders: Frontiers for Preventive Intervention
Research, Mrazek, P.). & Haggerty, R. J. (1994). Washington (DC): National Academies
Press (US).

Spoth, R., Rohrbach, L. A., Greenberg, M., Leaf, P., Brown, C. H., Fagan, A., ... & Society
for Prevention Research Type 2 Translational Task Force Members and Contributing
Authors. (2013). Addressing core challenges for the next generation of type 2 translation
research and systems: The translation science to population impact (TSci Impact)
framework. Prevention Science, 14, 319-351. (Based on a Society for Prevention
Research Task Force Review.)

Tanz, L. J., Dinwiddie, A. T., Mattson, C. L., O’'Donnell, J., Davis, N.L. (2022). Drug
Overdose Deaths Among Persons Aged 10-19 years—United States, July 2019-December
2021. Morbidity and mortality weekly report, 71(50), 1576-1582.

United States Department of Health and Human Services Office of the Surgeon General
(2016). Facing Addiction in America: The Surgeon General's Report on Alcohol, Drugs,
and Health.

ISUDCC Recovery Workgroup

1.

2.

Ashford, R.D., Curtis, B., & Brown, A. (2018). Peer-delivered harm reduction and
recovery support services: Initial evaluation from a hybrid recovery community drop-in
center and syringe exchange program. Harm Reduction Journal, 15, 52.

Ashford, R.D., Brown, A.M., Dorney, G., McConnell, N., & Curtis, B. (2019). Reducing
harm and promoting recovery through community-based mutual aid: Characterizing

Page 36|43


https://www.npscoalition.org/consortium-to-advance-prevention-solutions-to-the-opioid-crisis-capsoc

Summary Report on ISUDCC Workgroups and Recommendations June 10, 2024

10.

those who engage in a hybrid peer recovery community organization. Addictive
Behaviors, 98, 106037.

Bartram, M. (2021). ‘It’s really about wellbeing’: A Canadian investigation of harm
reduction as a bridge between mental health and addiction recovery. International
Journal of Mental Health and Addiction, 19, 1497-1510.

Dennis, F., Rhodes, T., & Harris, M. (2021). More-than-harm reduction: Engaging with
alternative ontologies of ‘movement’ in UK drug services. International Journal of Drug
Policy, 82, 102771.

Laitman, L. & Kachur-Karavites, B. (2014). Building, engaging, and sustaining a
continuum of care from harm reduction to recovery support: The Rutgers Alcohol and
Other Drug Assistance Program. Journal of Social Work Practice in the Addictions, 14(1),
64-83.

Mancini, M.A., Hardiman, E.R., & Eversman, M.H. (2008). A review of the compatibility
of harm-reduction and recovery-oriented best practices for dual disorders. Best
Practices in Mental Health, 4(2), 99-113, 2008.

Moonseong, H., Beachler, T., Sivaraj, L.B., Tsai, H., Chea, A., Patel, A., Litwin, A.H., &
Zeller, T.A. (2023). Harm reduction and recovery services support (HRRSS) to mitigate
the opioid overdoes epidemic in a rural community. Substance Abuse Treatment,
Prevention, and Policy, 18(1), 23, 2023.

Neale, J., Nettleton, S., & Pickering, L., (2011). What is the role of harm reduction when
drug users say they want abstinence? International Journal of Drug Policy, Elsevier.

Schofield, J., Dumbrell, J., Matheson, C., Parkes, T., & Bancroft, A. (2022). The impact of
COVID-19 on access to harm reduction, substance use treatment, and recovery services
in Scotland: A qualitative study. BMC Public Health, 22(1), 1-10.

Stack, E., Hildebran, C., Leichtling, G., Waddell, E.N., Leahy, J.M., Martin, E., & Korthuis,
PT. (2022). Peer recovery support across the continuum: In community, hospital,
corrections, and treatment and recovery agency settings—A narrative review. Journal of
Addiction Medicine, 16(1), 93-100, 2022.

Page 37|43



Summary Report on ISUDCC Workgroups and Recommendations

June 10, 2024

APPENDIX

ISUDCC Members

CHAIRPERSON Miriam E. Delphin-Rittmon, Ph.D.

Assistant Secretary for Mental Health and Substance Use
Substance Abuse and Mental Health Services Administration
Rockville, MD

DESIGNATED FEDERAL OFFICER

Tracy Goss

Designated Federal Officer

Substance Abuse and Mental Health Services Administration
Rockville, MD

CURRENT MEMBERS

Chad Audi, Ph.D.

President and CEO

Detroit Rescue Mission Ministries
Detroit, Ml

Caleb Banta-Green Ph.D., M.P.H., M.S.W.
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Public Health Analyst

Indiana HIDTA

Overdose Response Strategy

In partnership with the Indiana Intelligence Fusion Center
Indianapolis, IN

Jamie Chrisman Low, M.Ed., N.C.C.
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ISUDCC Workgroup Members

ISUDCC PREVENTION WORKGROUP

ISUDCC Non-Federal Members
e Judy Goforth Parker, Ph.D., A.P.R.N., F.A.C.H.E.
e Sheryl Ryan, M.D., F.A.A.P.
e Richard Spoth, Ph.D.
e Sara Goldsby, M.S.W., M.P.H.
e Amanda Sabotka

ISUDCC Federal Members
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ISUDCC Workgroup Facilitators
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e Chase Hollerman, M.P.H., CSAP, SAMHSA
e Marissa Thomas (Assistant Regional Director, SAMHSA)

ISUDCC TREATMENT WORKGROUP

ISUDCC Non-Federal Members
e Chad Audi, Ph.D.
e (Caleb Banta-Green, Ph.D., M.P.H., M.S.W.
e Meredith Canada, M.S.W., M.P.A,, L.C.S.W.
e Amanda Sabotka
e Daniel Sledge, BA, LP
e Luis R. Torres, Ph.D.
ISUDCC Federal Members
e Joseph Liberto, M.D. (VA)
June Sivilli (ONDCP)
Dele Solaru, PharmD, M.B.A. (OPM)
Kellie McGinness Kubena (USDA)

ISUDCC Workgroup Facilitators
e Karran Phillips, M.D., M.Sc. (CSAT, SAMHSA)
e Amanda Sharp, Ph.D., M.P.H. (CSAT, SAMHSA)
e Capt. Emily Williams, LCSW-PIP, BCD, (OPIA, SAMHSA)
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ISUDCC RECOVERY WORKGROUP

ISUDCC Non-Federal Members
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e Jamie Chrisman Low, M.Ed., N.C.C.
e Cynthia Seivwright, LCMHC, CQIA (ret)
e Amanda Sabotka
ISUDCC Federal Members
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e Dele Solaru, PharmD, M.B.A. (OPM)
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