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          >> The broadcast is now starting.  All attendees are now in listen-only mode.  

          >> SAMSON TEKLEMARIAM:  Hello, everyone.  And welcome to today's webinar 
on harm reduction, one way me enough, and 1,000 is too many, presented by Dr. Ami 
Crowley.  It's great you can join us today.  I'm Samson Tecklemariam, director of trainer 
and professional development I'll be the moderator of today's present.  This was 
produced by NAADAC, the association for addiction professionals and closed 
captioning provided by Caption Access.  Check your recent confirmation email or Q&A 
in chat box for the link to use closed captioning.  You can find information about this 
webinar and many others by going to www.NAADAC.org/webinars.  This is the 
permanent home page for the webinar series, so make sure to bookmark it.  Every 
NAADAC webinar has its own web page that houses everything you need to know 
about that particular webinar.  You can choose from our list of recorded on demand 
webinars, register for it, watch the recording after the live event, take the quiz, and 
make a payment if you're not a NAADAC member.  You must be registered for any 
webinar, live or recorded, in order to receive a certificate.   



           Go to webinar also provides us with a time tracking tool that verifies that those 
who passed the CE quiz were not only registered but also watched the entire webinar.  
We are obligated to do this by the organizations that approve our training for continuing 
education.  You can download the PowerPoint slides.  However, looking at the slides 
alone does not qualify one for receiving a certificate.   

           To access material from this webinar, the web address is, as you'll see at the top 
of the screen, www.NAADAC.org/harm-reduction-treatment-webinar.   

           This webinar is approved for one continuing education hour, and our website 
contains a full list of accepting boards and organizations.  As you know, it's free to 
watch the webinar.  If you want a CE certificate, however, it will only be emailed to you if 
you take the following steps:  No. 1, watch and listen to this entire webinar.  No. 2, pass 
the online CE quiz, which is posted at the website you see here on the screen.  No. 3, if 
applicable submit payment for the CE certificate or join NAADAC.  The payment is $15 
for one CE.   

           Then a link will be emailed to you where you can download the certificate within 
21 days of completing the quiz.  

           We're using go to webinar for today's live event, and here's some important 
instructions.  Use you've entered into listen only mode.  Mic is automatically muted to 
eliminate background noise.  If you have trouble hearing the presenter, I recommend 
switching to a telephone line as some internet connections may not be strong enough.  
If you have questions chat into the chat box.  It looks just like the one you see on my 
slide here.  We'll gather those questions.  If time permits, I'll post questions to the 
presenter.  Otherwise, we will get the answers from the presenter and post the 
questions and answers to the website.  Of course, this only applies to live presentations.  
If watching a recording you'll have access to the live presentation from a document on 
our website.   

           Now, let me tell you about today's presenter.  Dr. Amy Crowley specializes in 
addiction.  She is currently the assistant professor in the CMHC online program at the 
Chicago school of professional psychology.  She has professional experience in clinical 
and community mental health inpatient and outpatient, community education.  She uses 
her clinical experience into each course she teaches by bringing current research and 
treatment into the classroom with her students.  She is also an approved clinical 
supervisor working with students and counselors in training as they seek licensure in 
addiction certifications.  Dr. Crowley is a member of many professional associations.  
Her research interests are in areas of multicultural competency and supervision, harm 
reduction, diversity integration and counselor education and LGBTQ counseling.  
NAADAC is delighted to provide this webinar provided by this accomplished trainer.  
Dr. Crowley, if you're ready, I'll hand this over to you.   

          >> AMI CROWLEY:  Thank you, Samson.  I appreciate that introduction.  
Welcome, everyone.  I am Dr. Amy Crowley, and will be presenting today on harm 
reduction.   



           This slide covers some of the webinar learning objectives that we will be 
accomplishing today.  We will be working to learn some of the basic principles of harm 
reduction treatment and how to incorporate this concept into everyday addiction 
treatment work.   

           We will increase some understanding of the difference between abstinence 
based treatment and various alternative methods of recovery.  And finally, we will look 
at how to incorporate harm reduction into other methods of recovery such as the 12 
step self-help group model.   

           So we want to start by identifying what is harm.  Harm is anything that happens, 
no matter what causes it, that damages any part of you, your life, or those around you.  
Sounds pretty broad to me.  It can be physical, emotional, social, legal, financial, or 
spiritual.  But it is relative because some people may be damaged by one item and not 
damaged by another or the severity of that harm can be greater from one individual than 
another.  It is important to know that it is up to the client to identify what they consider to 
be harm.   

           The clinician's job is to guide the client through the process of identifying harm 
and pointing out some areas of potential harm that the client may be overlooking.  It 
should be noted that engaging in illegal behaviors automatically puts the client at risk for 
harm.  However, not all clients will see illegal behaviors or the potential to be arrested 
for their behaviors as harm.   

           So what about hidden harm?  Sometimes, harm is noticeable, such as a person 
with hepatitis who drinks alcohol or sharing drug use paraphernalia with someone 
diagnosed with HIV or hepatitis C.  But then there's also hidden harm.  

           Hidden harm is difficult to see.  For instance, we identify hidden harm as being a 
teen who is uncomfortable in social situations -- and let's face it, what teen is not -- so 
they drink or accept a drink from someone in order to help them relax, fit in, using the 
alcohol as a social lubricant to remove some of their filters.  But they never learn to be 
themselves or to be uncool around their peers.  They become reliant upon the alcohol in 
order to socialize, and it can lead them to drinking longer than they wanted.   

           Another example of hidden harm is someone who was a victim of sexual assault 
as a child and who likes to space out or forget the abuse.  They may learn that heroin 
and other opiates help them to space out even more.  Whenever they're not high, those 
memories come flooding back.  They can become overwhelming to the client.  And 
they've become reliant on those opiates in order to not feel anymore.  So now, not only 
are they addicted to a very dangerous drug, but they're also addicted to avoiding the 
memories as well.   

           And then a final example I have here of hidden harm is a client who feels 
unworthy of success or compliments.  Every time someone gives them a compliment, 
they turn to food for comfort.   



           Here we are at our first polling question.  It is:  Is all use of illegal drugs 
considered harmful?  Yes or no?   

          >> SAMSON TEKLEMARIAM:  Thanks, Dr. Crowley.  Everybody will see this poll 
launch on your screen in just a moment where you'll be able to interact with our 
presenter.  You have two answer options here.  Yes or no.  I see 50 percent of you have 
responded.  We'll leave it on the screen for 5 to 10 more seconds.   

           Excellent.  Thanks, everyone.  Just as one more reminder, if you have any 
questions for Dr. Crowley, you can send them into the questions box.  We will collect 
those questions.  And if time is permitted towards the end, we will host a live Q&A.  Or 
they will be archived into a Q&A document sent to Dr. Crowley to be answered online.  
About 80 percent of you have responded to the poll.  I'll close the poll now and share 
the results and turn it back over to our presenter.   

          >> AMI CROWLEY:  Thank you, Samson.  So we see here that it's almost equal 
in terms of response from the audience.  Is use of illegal drugs considered harmful?  
And the answer is it depends.  It depends on who you ask.  It depends on what the 
illegal drug is and of course many other factors such as how the drug may be used, the 
situations in which the drugs may be used and the consideration that if the drug is illegal, 
we're also breaking the law.  

           However, we know that many of us break the law, even in small ways such as 
speeding.  From a harm reduction perspective, the fact that possession or distribution of 
a substance is illegal is not enough to qualify it as harmful.  In fact, being under the 
influence of many drugs is not an illegal behavior.   

           All right.  So here we have some examples of harm reduction programs.  Some 
of you may be familiar with these.  We have needle exchange programs.  They were 
started in an effort to provide clean needles to reduce the spread of HIV, aides, hepatitis 
through the use of dirty needles.  HIV, STI prevention through handing out of condoms 
is a harm reduction program.  Teaching abstinence, including abstinence from 
substances but in this case, also abstinence from sex.  Seat belts and extended reverse 
car seats or harm reduction programs.  Vaccinations are another example of a harm 
reduction program.  In the field of addictions, we're often familiar with methadone 
maintenance, which again is a harm reduction program.  I've also listed intoximeters 
and SCRAM monitors here.  There's probation and parole as a means of monitoring any 
intake -- client's parole they may have of illegal substances.   

           Now let's talk a little bit about the principles of harm reduction.  There are five 
main principles.  Ask the first one is that not all drug use is abuse.  And not all 
engagement in behavior is problematic.  Therefore, we can't equate the fact that an 
individual is using or engaging in an addictive behavior as being an indicator of harm.  
Addiction can occur along a continuum through no use, experimentation, occasional or 
recreational use, regular use, heavy use, abuse, as previously defined in the DSM 4 
and dependence, which was also part of the part of the DSM all the way up to chaos.  
This is true of behaviors.  We can have individuals who engage in addictive behaviors 



like work, shopping, gambling, sex, video games, but simply participating in those 
behaviors doesn't by definition make them problematic or a cause of harm.   

           It's also important to know that the DSM 5 when they changed the way that we 
diagnose substance use disorders has now created a level of severity which delineates 
usage of mild as clients who meet two to three criteria, moderate for one who meets 
four to five criteria, ask severe for the client who meets six or more criteria.   

           This allows us a little bit more leeway in defining a substance use disorder for a 
client rather than only having the two categories of abuse and dependence as we 
previously had.   

           I'd also like to point out that high risk behaviors are a social construct.  What one 
considers high risk behavior, another may not.  It's important that we are operating from 
the lens of the client verses our own perception of what might constitute harm.   

           We also want to know that people use drugs and engage in addictive behaviors 
for a reason.  Harm reduction isn't looking to pathologize high risk behaviors, but we are 
wanting to explore the why behind the addictive behavior.   

           Addiction is tied to some common difficulties, and these include things like 
troubles in relationships, troubles with meeting basic needs, troubles with happening 
emotion, self-esteem difficulty.  And addiction is not always the cause of these 
difficulties, but rather, the addiction can come first and the difficulties are a direct 
response to the client participating in their addiction.  That addiction may be an attempt 
to -- through their self-medicate.  Just as we would not ask someone to remove the 
band aid that protects their cut, we also want to be careful not to force a client to 
eliminate their addiction all together without first assisting them in some healing and 
development of coping skills.   

           No. 3 addresses the fact that the problems in a client's life don't just come from 
the addiction directly but from a combination of factors and circumstances.  They 
include things such as [indiscernible], meaning how is a substance used.  Is it being 
snorted?  Are we shooting up?  Smoking?  Swallowing it?  And setting, meaning where 
is the addictive behavior occurring?  Is it at home?  Is it while we're driving?  Is it in an 
abandoned building?  Is it in a safe shooting room?  Are we looking online?  Are we 
picking up prostitutes?   

           We also want to look at the frequency and duration of engagement in addictive 
behaviors, and we want to be aware that disclosure of addictive behaviors to others is 
secret, such as this population is okay with knowing that I use because I support it, 
doesn't necessarily mean that a client is willing to disclose that behavior across the 
board.  Just like addiction occurs on a spectrum, so does harm, and the severity of that 
harm differs from one addictive behavior to another and when that addictive behavior is 
engaged in in different environments.   

           No. 4 is a really important principle of harm reduction.  And this is that the client 
is the expert.  So yes, we've gone through lots of training.  We may have lots of 



credentials.  But ultimately, in the process of harm reduction, we default to the client as 
the expert.  The client evaluates their own readiness to change and their own progress 
along the way.  The client's the ones who identify what harm is occurring in their lives 
due to the addiction.  The client sets the goals and does the work to achieve them.  The 
clinician is a guide along the way, pointing out potential roadblocks and assisting the 
client in remaining realistic in their goal setting.   

           Just like any form of counseling, we want to set our clients up for success in 
reaching their goals, no matter how small those goals may be.  The counselor remains 
value neutral but does operate from an ethical stance.  

           And No. 5 for our principles of harm reduction is that positive changes can be 
made even while the individual is engaging in the addiction.  Change is a slow process.  
Every step taken to reduce harm is a success and should be celebrated.  The addict's 
life didn't become chaotic overnight.  The outsiders may view it that way.  It's important 
to give clients time to work through things as a pace that is manageable to them.  
Clients tend to be less turned off by the idea of not having to give up everything right 
away.  Clients may come in with a more open mind the process of harm reduction 
feeling as if someone is not attempting to dictate their future behaviors.   

           A primary advantage of harm reduction is that the client is educated on both 
harm reduction and abstinence, which shows a commitment to abstinence over time.  
We have statistics that support clients who are given the choice of the rate at which they 
make changes and what changes are made does lead to longer term abstinence than 
clients who are not introduced to harm reduction.   

           There are some important things to consider when working from a harm 
reduction perspective.  It's important to consider the continuum of substance by 
substance, behavior by behavior, and not just lump everything off together as a whole.  
You may remember the diagnosis of poly substance dependent previously in the DSM.  
It was an easy way to kind of top everything off together.  But the truth is the client may 
encounter harm by using one substance or engaging in one addictive behavior but not 
encounter any harm due to other substance use or other behaviors.  Just because one 
has led to an addiction doesn't make them all an addiction.   

           It's also important to remember that a person's level of engagement in their 
addiction will not remain the same over time.  There will be variances in the degree that 
they are engaging in their addictive behaviors and some of them may be situationally 
specific.   

           It's also important to remember that simply using does not automatically progress 
to abuse or dependence even if the person gets in trouble for their abuse.  The same is 
true for behavior.  Addictive behavior such as gambling or compulsive sex does not 
automatically become addiction.  Trouble in health and legal, relationship, financial, and 
employment is something we need to be looking at when working with our client to help 
them identify where the harm is.   



           There's also high risk in the process of buying drugs, possession -- possessing 
drugs and entering into unknown environments in order to engage in addictive 
behaviors.  From a harm reduction perspective, we're not debating why people use or 
continue to use or engage in addictive behaviors.  We are simply accepting that this 
happens.  The reason an individual may engage in an addiction is endless.   

           A harm reduction clinician is assisting their clients in making better choices about 
their behaviors, and we also know that tough love does not usually work.  But in harm 
reduction, we do understand limits must be set.   

           Here we are at our second poll question.  The principles of the 12 steps prevent 
a harm reduction client from engaging in self-help as part of recovery.  True or false?   

          >> SAMSON TEKLEMARIAM:  Thank you, Dr. Crowley.  Everyone, you'll see this 
launch on your screen in just a moment.  There are two answer options.  It should say 
true or false.  I apologize for that.  It says yes or no.  Mark yes for true and no for false.  
We'll give you 15 more seconds to respond.  And then we'll turn this back over to our 
presenter.   

           Perfect.  Thanks, everyone.  We'll close the poll for just a moment for those of 
you sending your answers in.  If you have questions for presenter, go ahead and send 
them in the questions box.  We'll answer them in the order they are received or post 
them online in our Q&A document.  I'll show you the results and turn this back over to 
Dr. Crowley.  

          >> AMI CROWLEY:  Thank you, Samson.  So I see here that we have the 
majority of attendees who say that the principles of the 12 steps do not prevent a client 
from engaging in self-help as part of recovery, and that is true.  While many 12 step 
self-help recovery groups won't welcome an individual still engaging in addictive 
behaviors even if the behavior is reduced there's specific self-help groups for individuals 
utilizing a harm reduction approach.  These 12 step programs are moderation 
management and smart recovery and are available online and in many cases in person 
in the local community.   

           So in the beginning, meaning when we first start working with clients from a harm 
reduction perspective, the choices are really basic, and that is to make change or don't.  
So to lead our clients there, we want to start with some education and training, including 
all options that are available to them.  We want to talk to them about not only their 
addictive behaviors, but the results of those addictive behaviors and if they are defined 
as harmful or not harmful.  We do in harm reduction bring up abstinence as a goal, and 
we allow clients to make the determination of their long-term goal being that of simply 
reduction of addictive behaviors or abstinence.   

           An example of providing some education would be don't have pre-marital sex, 
but if you do, use a condom.  So while we're giving the client an option of abstinence in 
this case from sex, we're also telling them that there is an alternative that they can 
choose.  This is quite different than abstinence based treatment programs that clients 



feel forced?  Into one and only one outcome, being that of abstinence.  You want to 
explore with your client the pros and cons of the client's current behaviors.  Are they 
seeing that the behaviors are helpful in their lives?  Do they identify them as being 
harmful?  Does the client utilize certain addictive behaviors in order to survive?  Does 
the client identify the use of substances as a means of achieving very specific outcomes?  
Perhaps they like to have a drink before bed in order to help them sleep.  So as they're 
looking at pros and cons of behavior, we're doing so through the lens of the client 
because what we view as being a potential negative outcome, the client may not.   

           Your first goal in harm reduction is going to be to stabilize the presenting problem 
and to prevent any further harm.   

           So while harm reduction may not enforce abstinence on the client from the 
beginning, we certainly don't want to see them encounter any more harm than they 
already have.  An example of this would be when a car accident occurs and the 
paramedics show up, they will put a neck brace on a victim as a precautionary measure 
to make sure that no additional harm is caused by their being transported to the hospital 
for medical care.  You also are working with clients that understand that they have a 
choice.  Again, that choice is to change or not to change.  The client needs to weigh 
both sides, what the cost and what are the benefits of both of these decisions?  And if 
there are pits alongside the client acting as a guide through the process.  We encourage 
the client to think out the decision.  We help them project into the future some potential 
outcomes of decisions to change or not change.  We might even point out some 
inconsistencies that the client is expressing when looking at the pros and cons of 
change.   

           We are not telling them what they should be doing.  We're certainly clarifying 
along the way.  We also want to make sure that from the beginning, we identify 
available support for the client outside of counseling.  So just like I said earlier, we 
wouldn't want to rip the band aid off of someone's cut, leaving the wound exposed 
without any layers of protection.  We also don't want to leave our clients without 
additional supports available to them outside of counseling.  That might include family 
and friends, and certainly recovery groups like SMART recovery, moderation 
management, and women for sobriety.   

           All right.  Here is our third poll question for this presentation.  Abstinence is not a 
goal of harm reduction treatment.  True or false?   

          >> SAMSON TEKLEMARIAM:  Thank you, Dr. Crowley.  We'll launch the poll on 
your screen.  You'll show it again as yes or no, yes meaning true and no meaning false.  
We'll give you about 15 more seconds to answer this poll and then turn this back over to 
our presenter.   

           Thank you so much, everyone, as we're about to close this poll.  If you have 
questions for our presenter, please send them into the questions box, and we will 
answer them in the order which they are received or they will go online in our online 
Q&A document to be posted about a week or two after the webinar's completed.  Thank 



you all for answering the pole.  We have 76 percent answer.  I'll close the poll and share 
the results and turn this back over to Dr. Crowley.   

          >> AMI CROWLEY:  All right.  So the question was, true or false?  Abstinence is 
not a goal of harm reduction treatment.  Well, if we had been paying attention, you 
would know that abstinence is in fact an option, but not the ultimate goal of harm 
reduction treatment unless the client chooses abstinence as their goal.   

           This can be a little confusing at first, I understand.  But we do at as harm 
reduction therapists want to make sure that we are clear that we are not anti-abstinence.  
We do believe in abstinence and we understand that harm reduction is not for everyone.  
We want to make it clear that abstinence can be a goal, but it really depends on what 
the client wants in terms of an end result to their engagement and treatment.   

           For many, they want to change their long-term behavior and set a goal through 
the process of reducing participation in their addiction.  And for others, they may want to 
have as a long-term goal abstinence.  Along those same lines the client may also 
change their mind during treatment.  What initially was a goal of reduction and limiting 
harm may turn into a goal of abstinence once the client is involved in treatment in 
clearly seeing the harm that their addiction is causing in their lives.   

           Here we are to look at change.  As I said earlier, the client really has two options.  
They can change or not change.  So first, we're going to talk about what changes can a 
client make?  A client can choose to change everything.  They can change what they 
use, when they use, how they use, where they use, how much.  They can change the 
places they go, the triggers that they experience that lead them to addiction.  They can 
change their peer group.  And it goes on and on.  They also can eliminate one 
substance or behavior and keep the others, especially if they define only one as being 
the cause of harm.  They may eliminate more than one of the most harmful substances 
or behaviors and keep the rest.  They may switch from more harmful to less harm of 
substances.  That would also be true of behaviors.   

           An example of this is you may change some elements of your addiction such as 
maybe you will still drink an alcoholic drink, but your first change is going to be to mix 
that drink, liquor, with juice rather than Red Bull, which Red Bull itself also has addictive 
qualities.  You can play video games without the online aspect of the game positive one 
change is a step in the right direction.  The client decides how much they want to 
engage in the addiction, if at all, how they engage in it, when, where, how often.  They 
can also change the situation in which they engage in their addictive behavior.  We 
know that some peers are more of a negative influence on decision-making, and some 
are actually more positive influence.  So to request of a client to change people, places 
and things, isn't as easy in harm reduction treatment.  We really do have to break it 
down and acknowledge that some of these changes are more difficult and in some 
cases, not permissible for a client to make.   

           We can also look at changes our addictive behavior by using a substitution.  This 
can include something such as a heroin addict [indiscernible].  And the client can also 



change by abstaining from their addictive behaviors either for a period of time or even 
permanently, if that is their choice.   

           So now, we'll look at the other side.  The other side is to not change.  So to not 
change means the client can learn to accept themselves as a person who uses the 
substances or engages in an addictive behavior and then embrace the ambivalence 
they have about their identity as an individual with this behavior.  It falls along the lines 
of radical acceptance.  If this is a behavior that the client is not willing to change, maybe 
even unable to change, then it is important for the individual to expect that this is what 
their life is going to be like, that harm is possible, that any of the negative effects of their 
substance use is still a potential to be there.   

           To not change means that they may need to find a friend or group of people who 
accept them as an individual with addictive behaviors in general.  Say for use of 
substances and ways to engage in their addictive behaviors.  We need to -- they'll need 
to pay attention to themselves, mind, body, and spirit when their addiction is active.  
Doing self-check-ins, self-scans and being honest with themselves about the impacts 
their addiction has on them.   

           To not change means the client needs to ponder why they're engaging in the 
addiction to begin with.  What does it provide for them?  And what it provides to them, 
does that mean it can't be provided in any other way?  Again, as a clinician, we would 
assist our clients through exploring that.  The client cannot change and do things to be 
as healthy and balanced as possible.  And the client can also use or engage in addictive 
behaviors within their means, both financial and emotional.   

           Some healthy options for clients can mean eating healthy, exercise, assuring that 
they get adequate sleep, attending to their spiritual health, and working on potentially 
healing but also developing relationships.   

           So an important element in addiction and recovery -- and in this case, harm 
reduction -- is to understand the stages of change.  We're all likely familiar with these 
stages of change.  They are pre-contemplation, contemplation, preparation, action, 
maintenance, relapse, and termination.  Termination can also mean harm free, not 
necessarily free from our addictive behaviors.   

           Like all recovery, harm reduction can't be forced upon a client.  The client has to 
be an active participant in order for harm reduction treatment to work.  We also know 
that relapse will occur.  And in the harm reduction world, a relapse does not equate 
failure.  The abstinence-based programs do often view it that way.  In harm reduction, 
relapse results in a return to a previous stage of change.  Clients will go back to 
preparation, and they'll set a new plan for changes that they're going to make.   

           It's not necessarily the addiction, but rather, how, when, where, how much, or 
how often and with whom you engage in your addiction with that's going to lead to harm.  
The individuals around you may influence your decisions for positive and negative, and 
we need to be aware of that when working with clients in harm reduction.   



           It's not also under client's best interest for us to immediately encourage a change 
in them.  We first must boo some exploration.  We must also assist the client in 
understanding their addictive behaviors from their perspective, not necessarily from the 
perspective that others are telling them.  Often clients who are seeking harm reduction 
treat wants to come in saying, my partner thinks I drink too much and really wants me to 
stop.  Is that client internally wanting a change?  Or are they wanting to be in 
compliance with the partner's request?   

           So when we're assisting clients in the first steps, as we're exploring the harm, we 
looked at the substances or addictive behavior related to that harm, we're going to start 
to move in towards determining where the change is going to start.  And often, we want 
to look at what is necessary, which could be defined as the -- causing the most harm.  
Maybe it's necessary to change behaviors tied to illegal actions.  It might be necessary 
to change certain things in order to maintain a job or maintain a relationship.  Once 
we've explored what's necessary, we'll move clients to explore what is manageable.  
We want the client to be setting realistic goals.  We understand about those goals are 
often baby steps in the right direction rather than large leaps.   

           We work with clients to help them define their goals and assure that they are 
choosing a manageable alternative.  A client who comes in reporting that they drink a 
12 pack a day and wants to set a goal of drinking only one may not be as manageable 
as the client thinks it is.  It's important to open up a dialogue with the client and make 
that decision.  We also want to look at what is tolerable.  They need to be mindful of 
some potential health impacts, especially when we're discussing the use of substances 
and changing that use.  We want to make sure that clients understand that there are 
potential repercussions to making those changes.  Some of them may be positive.  
Some of them may not.   

           And we also have to understand that there may be some conflicts.  Clients may 
be able to identify the necessary changes, but they're not quite manageable right now.  
And so exploring with your clients how to fine tune a goal and choose a behavior to 
change may mean that we have to revisit these questions more than once.  We teach 
clients to compromise with themselves as they're identifying the change that they're 
going to make.  They can't change everything all at once, but rather, they can work on 
changing one thing at a time.   

           It's also important to remember that if nothing changes, nothing changes.  So 
there is a need to change something, no matter how small it is.   

           So the client is the one responsible for observing their behaviors and reporting 
back to the clinician the accurate information on success or difficulties that they may 
have encountered in attempting to work on their goal of change.  Clients are the ones 
self-monitoring.  Therefore, truthfulness in counseling is the only way the harm 
reduction process will be successful.  Clients must be willing to be honest about their 
addiction and how it impacts their lives from very early on.  And of course, they must 
also be willing to make some changes.   



           When clients come in for subsequent sessions, so after the initial goal is set and 
the client has left the office to work on their change, we want to bring them back in and 
we want to look at how they're doing.  We want to evaluate if the change they attempted 
worked.  We do know that progress forward may mean taking breaks along the way, 
and it might even include what we call in the harm reduction world as setbacks.  It's 
important to not give up on your clients, and not let them give up on themselves.  This 
isn't an easy process.  In fact, we often say if it was easy, everybody would be doing it.  
So we need to give our clients the freedom to accept it.  Some changes may need to 
stop for a period of time or perhaps we don't add on an additional change.  And we also 
have to be willing to acknowledge that it might cause a reversal in the progress we first 
saw.   

           Harm reduction may take days, weeks, months, even years.  It's important that 
the client understands that this isn't a quick process.  Change takes time, and the client 
may be willing to invest in themselves for that time.  We do have clients track their 
participation in addictive behaviors and the progress they're making towards the change 
because even if small, every change a client makes helps the client see the success of 
the program.  As long as clients are remaining in contemplation, preparation, action, or 
maintenance stages of change, then harm reduction is still working.   

           Again, we recognize the need for abstinence and we view it as an ideal outcome, 
but we also accept that not everybody is going to choose to be abstinent.  We look at 
harm reduction as a bottom up approach based on advocacy for the person with the 
addictive behavior rather than a top down approach that is policy promoted by policy 
makers and ones that enforce control and structure in a client's life.   

           Again, when we think about abstinence based programs, clients go in with only 
one option, and that is the goal is to abstain.  Many of those individuals may make a 
different decision if given the option, but in these scenarios, programs are structured to 
encourage and [indiscernible] clients towards abstinence from all addiction.   

           Harm reduction truly is more about compassion versus morals.  It's not our job to 
decide if it's acceptable for a client to use a certain drug, participate in addictive 
behavior, interact with certain individuals.  It really is more about supporting the client 
versus forcing them into compliance with the legality of the addictive behaviors.   

           So clients participating in harm reduction treatment need to be truly thinking 
about their relationships with their addiction.  They need to be realistic about the harm 
that is occurring in their lives.  They need to get real honest.  And not just honest with 
themselves, but honest with us in the clinical setting.  Our ability to guide them through 
the harm reduction process is based upon the client's willingness to be open and honest 
about what they're using.  Clients need to gauge in exploration of their addiction, where 
it started, how it started, how it progressed.  And they need to feel comfortable doing so 
knowing that they won't be judged or shamed by the clinician that they're working with.   

           Clients need to work on setting their own goals.  Again, helping the client to 
identify their wants and needs, helping them distinguish between what is part of the 



addiction, what is part of the client, and what is part of the environment.  Some things 
are outside of a client's control, and they need to be able to define that.  Clients need to 
be working to make changes that they can live with.  They need to be able to manage 
their addiction and the resulting behaviors better.  They need to be able to do less harm.  
They need to be able to develop new goals as they're progressing along in treatment, 
and they need to take in positive comments from others.   

           Again, clients working from harm reduction may not be producing the end results 
that others want to see, but more aligned with the client's own desire to work through a 
program of recovery that is for them.  It is very specific to the client.  The client often 
needs to be making sure that they're taking care of themselves throughout the process.  
They're assuring that they're meeting all of their needs.  Body needs, very basic 
hierarchy here.  We do address pain management as an individual who may have 
started taking prescription opiates for pain management may spiral out of control into 
addictive behaviors, simply saying, I don't want to use anymore isn't necessarily going 
to address their pain management.  So we have to help them find alternative ways of 
managing pain.   

           We need to help clients to be taking care of their mind, their emotions.  We need 
to help them to be addressing those toxic thoughts and beliefs, the idea that unless 
they're abstinent, they're failures.  We need to help them learn social interactions with 
others without their addiction as a buffer.  We need to teach them learn to have fun.  We 
need to help them learn leisure activities that reduce the potential for harm in their lives.  
And clients need to be attending to their soul, their spirituality as a part of this recovery 
process.   

           So it is important that you believe in your client.  It is important that you give 
clients permission to move through the process slowly.  The client will make their own 
schedule and decisions.  The clinician simply guiding them to consider the impact of 
their behaviors.  And we are also helping clients to understand that difficulty making 
these changes does not mean they are morally weak.   

           I have a quote here.  Harm reduction places engagement of the individual in a 
potentially healing, self-affirming relationship at the forefront of any intervention, and 
that's what good psychotherapy has always been about.   

           We are promoting client-lead treatment and assisting clients in setting realistic 
goals.  Now, those of you listening to this presentation are thinking, well, okay, what do I 
do?  Well, one thing you can do is you can advocate for the concept of harm reduction.  
Education on what harm reduction really is is really important in gaining -- gaining clarity, 
having support from other clinicians, medical professionals, the court systems, even law 
enforcement.  Drug courts that have been structured in a way to assist clients through 
treatment instead of just punishing them.  However, do the drug courts take into 
consideration the potential for harm reduction?  Now certainly there's considerations in 
population when we talk about harm reduction.  We also want to be mindful of those 
that have existing medical conditions.  They may be pregnant or breast feeding women.  
If the use of a particular drug impacts the client's needed medical prescription.  So all of 



those special considerations become part of your discussion with your client in order to 
assist them as they're looking at areas in their life where harm may be occurring and 
how they can make those changes.   

           Here's just a few references that I used throughout the slide -- sorry, through the 
presentation to inform some of the information I shared today.  And that will conclude 
what I have.  So Samson, if there are any questions that I can attempt to answer here in 
our last few minutes, I'm more than happy to do so.  

          >> SAMSON TEKLEMARIAM:  Yeah, we have a couple of questions here.  
Thanks, Dr. Crowley.  We'll try to get in two questions at least.  The first is from William.  
He asked, do clinicians translate these strategies to those that are underage, such as 
teens?  And if so, how do you reconcile the differences in harms between teen use and 
adult use?   

          >> AMI CROWLEY:  That is a great question.  And I will preface it by saying that 
like any counseling, it is important to know your state law over client's ability to consent 
to treatment and at what age a client is able to do that.  If we're in a situation that an 
individual underage, such as a teenager is not permitted to consent to treatment on their 
own, then this isn't a conversation you have just with the client.  It would have to include 
the guardian involved in the client's life.  Determining harm with teens is a little different 
than adults because teens are very much in the moment and not as concerned about 
future consequences.  So part of the exploration with teens becomes the counselor 
being able to be the forward-thinking mind that the teen may exact themselves.  It's 
being the one that can say, well, yes, now.  However, in the future, what will the 
potential outcome be?  When working with teenagers, this approach tends to be much 
more accepted because teenagers don't like being told what to do.  And we also are 
incorporating abstinence into the program.  So the teenagers understand that if 
abstinence is the goal and in some cases it may be a required goal, then we are helping 
them get there without feeling as if they are forced into that decision.   

          >> SAMSON TEKLEMARIAM:  Thanks, Dr. Crowley.  We'll get in one more.  How 
are health insurance companies accepting this because there are time limits like 
number of sessions on client care?   

          >> AMI CROWLEY:  Another great question.  I will say some of this is dependent 
on the level of care.  So most harm reduction work that is done is done on outpatient 
basis and is more often done in small clinics or private practices.  I'm a private 
practitioner myself, so I have the opportunity to operate within the capacity of the 
structure that fits best for my agency.  Many insurance companies on an outpatient 
basis, one to two sessions a week, are generally fully covered.  We don't get the same 
request for utilization reviews or justifications for level of care.  That being said, there 
certainly are some insurance policies that cover services but only so many services 
during a year span.   

           From the beginning, it's really important to be up front and honest with your 
clients that this is a lengthy process and should there be limits of insurance in covering 



it, then we do have to look at ways in which we can remove the financial barriers for a 
client attending services either by offering services less often or within the confines of 
your agency, if you select a reduced rate for a client who pays out of pocket.   

          >> SAMSON TEKLEMARIAM:  Thank you so much, Dr. Crowley.  Thank you for 
your questions.  I know we had a lot more questions come in.  They will be sent to 
Dr. Crowley via email in about a week or two, we'll have those questions answered in a 
Q&A document on the same web page that you used to register for this webinar, which 
is the web address you see here at the top of the screen.  So as a reminder, the web 
address is www.NAADAC.org/harm-reduction-treatment-webinar.  You can go to this 
page in the future to download the PowerPoint slides, take the CE quiz, and make a 
payment if you're not a NAADAC member and even watch the recording after the live 
event.  Just as a quick reminder, these are the instructions to access the CE certificate.  
Watch and listen to the entire webinar, pass the online CE quiz which will be posted on 
this website in a couple hours after this webinar and you'll follow the procedures you 
see here to get your certificate mailed to you within 21 days of submitting the quiz.  If 
you have any questions about your CE, feel free to email us at CE@NAADAC.org.  
Here's the schedule for our upcoming webinars.  Just like today, we have incredibly 
gifted presenters training on pertinent topics.  The new clinical supervision in series 
began with NAADAC's newest workbook, Dr. Thomas Durham.  You can finds it under 
the heading specialty online training.  Those who successfully complete this six part 
series, on clinical supervision will also be eligible to apply for the certificate of 
achievement for clinical achievement in the addiction profession.  Also course three of a 
six part specialty training on addiction treatment in military and veteran culture 
continues in Saturday on October 26 from 12:00 to 1:30 p.m. Eastern facilitated by 
Duane France, director of veteran services from the family care center and retired 
combat veteran.  Please make sure to save this web page 
www.NAADAC.org/clinical-supervision-online-training-series.  The next one is Friday 
November 8.  And again at one final reminder, the next military online training series will 
be Saturday October 26, from 12:00 to 1:30 eastern.  If you have not done so yet, you 
can join NAADAC by going to www.NAADAC.org/education to learn more about all of 
the benefits of becoming a member.  Thank you again for participating in this webinar.  
And Dr. Crowley, thank you for your valuable expertise.  I encourage you to take time to 
browse our website to learn how NAADAC helps others.  Stay connected with us on 
NAADAC's LinkedIn, Facebook, and Twitter.  

            

           [End of webinar].  


