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Project Overview
The Harm Reduction Education and Technical Assistance (HRETA) project
provided academic detailing on evidence-based practices to reduce drugrelated harms in areas throughout New Hampshire. These brief, one-on-one
interactions took place between a trained team member and individuals across
New Hampshire who interact on a professional level with people who use drugs.
Detailing sessions were conducted in all 10 New Hampshire counties. Following
the academic detailing sessions, individuals could request additional technical
assistance in the form of in-person trainings, additional resources, or case
conferencing sessions. Individuals were sent a follow up survey after the
academic detailing session to collect information on how they perceived the
session, how frequently they interact with clients who inject drugs, and to
request additional technical assistance if needed.
This interim report details the HRETA project activities April - November 2019 and
recommendations for Phase 2 beginning December 2019. Overall, we
conducted a total of 202 visits to individual providers across 63 practice settings,
and of those, 71.8% requested technical assistance.
Phase 1: Best Practices Disseminated
Resources were provided during detailing sessions to accomplish the following
four aims of the project. Some of the resources were created by our team, as
appropriate external resources were not identified.

Follow safe opioid prescribing and tapering
guidelines
This CDC resource was selected to specifically
address background information on safe
opioid prescribing and tapering

Routinely screen for substance use
The NH Center for Excellence created this
resource for the state of NH on routine
screening for substance use

Engage individuals who inject drugs to reduce
drug related harms
We developed this resource with the NH Harm
Reduction Coalition to encourage harm
reduction goal setting with clients

Provide compassionate care to individuals
with opioid use disorder
We created this resource with the NH Harm
Reduction Coalition to distribute evidencebased best practices on providing care to
people with opioid use disorder

Background information on drug use in New Hampshire and reducing stigma
We created this resource to provide context on the importance of this project.
It gives background information on drug harms in New Hampshire and how
harm reduction approaches encourage destigmatizing care for clients

Phase 1: Broad State-Wide Detailing Sessions
The HRETA Project’s 7 trained academic detailers provided educational
outreach to 202 people across New Hampshire. Below is a map showing where
detailing sessions were held and a chart displaying the number of detailing visits
per county.
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The above graph shows the percent of detailing visits compared to the
population percentage of each New Hampshire county as of 2017 (US Census).
Our goal was to detail a minimum of 10 providers per county, but some counties
had more detailing sessions to remain consistent with their relative population.

Phase 1: Technical Assistance
Following the academic detailing sessions, individuals could request additional
technical assistance in the form of resources, in-person trainings, or case
conferencing sessions. The table below shows technical assistance requests
received during or following detailing sessions. Additionally, all training requests
were followed up with, but not all training requests resulted in actual trainings.
Most trainings declined were due to scheduling difficulties.
Technical Assistance Request

Requested Complete

Pending

Resources

60

59

15*

Training

79

35

37

6

0

0

Case Conferencing

Total
145
94
45
*15 pending resource requests were partially completed, see Resources
section for details
Project Goal 1: Ensure eighty percent (80%) of the trainings result in follow-up TA,
specific to the use of harm reduction strategies.
Result: Of the 202 detailing sessions, there were 145 technical assistance
requests (71.8%). Of these 145 technical assistance requests, 94 were
completed (64.8%). The remaining pending requests are for trainings that
have been unable to be set up and resources which were unavailable.

The map to the left notes where
technical assistance occurred during
the project. The green dots note
trainings and the blue dots note
resources.

Project Goal 2: Ensure eighty percent (80%) of academic detailing sessions result
in evaluation results that reflect an intended change in practice to integrate
harm reduction strategies into client services.
Result: Of the 202 detailing sessions, 158 visits resulted in practice change
goals (78.2%).

Resources
The majority of resource requests were for client information on harm reduction
tips and syringe service program locations that could be distributed in the office
setting. The first resource below was created to addresss these requests. These
‘Stay Safe Tips’ were adapted by the NH Harm Reduction Coalition and include
contact information for NH Syringe Service Programs on the back. The second
resource, created by the US Department of Health and Human Services, was
shared with 6 participants to address technical assistance requests for support
on discontinuing long-term opioid use.

Examples of additional resources provided as part of technical assistance are
naloxone administration client handouts, overdose prevention resources for
shelters, evidence on SSPs, resources with strategies for destigmatizing
conversations, and substance use screening (Screening, Brief Intervention, and
Referral to Treatment [SBIRT]) implementation resources for adult, pediatric, and
perinatal settings.
Resources that were requested but unable to be developed during Phase 1
were 1. a resource with local pharmacies that sell syringes to clients (9 requests)
and 2. a guide to starting a syringe service program in New Hampshire (6
requests).

Training
Academic detailing resulted in 79 requests for training which led to 27 trainings
across the state. Each training request was followed up with by the project
team. Despite interest in training, follow up contact to schedule trainings often
went unanswered or practice schedules were unable to fit in trainings. Of the 79
training requests, 8 were declined during follow up, and 37 are still pending. The
number of requests is the number of inividuals who were detailed interested in
setting up a training and not the number of practice sites interested in training.
Of the 37 pending training requests, these represent 17 different practice sites.
The trainings were provided by the New Hampshire Harm Reduction Coalition
and CEU approved by Southern New Hampshire Area Health Education Center
(SNHAHEC). The most frequently requested/ provided training was “Enhancing
Provider Skills in Serving Active Substance Users.” Additional trainings provided
were entitled “Routine Screening for Substance Use in Primary Care” and
“Stigma as Discrimination.”
Project Goal 3: Ensure eighty percent (80%) of training participants set SMART
(specific, measurable, achievable, relevant, time-bound) goals.
Result: 27 trainings were conducted during this project. Of the 405
people who attended trainings, as of November 2019 we have
evaluation results for 313. Of the 313, 68.7% or 215 set SMART goals. Two
of the trainings were offered at regional meetings in November 2019. We
do not yet have evaluation results from those meetings but estimate 92
attendees between those two meetings.
Goal setting was incorporated into the CEU evaluation, but many participants
reported they did not need CEUs or did not complete the evaluation. As a result,
many initial goals were missed. An additional barrier to assessing goal setting
was that certain health systems would only allow their own educational
committee to approve CEUs and did not follow up readily with goals from those
evaluations.
Evaluation summaries from the trainings are not yet available from SNHAHEC.
Additional training and support was provided by NHHRC to new and developing
Syringe Service Programs in the state. Support for the SSPs included training of
staff/ volunteers in harm reduction and data tracking and reporting support.

Case Conferencing
Although case conferencing was offered and thought to be a valuable
resource for champions working to reduce drug related harms, attempts to
engage participants in case conferencing were unsuccessful. Of the 6
participants who requested case conferencing, all declined due to time or
other barriers.
Phase 1: Outcomes
The graph below shows the percentage of types of health care professionals
who were detailed during this project. These 202 individuals were from 63 sites,
including primary care, recovery community organizations, hospitals,
homelessness service organizations, and more. The most prevelent health care
professionals were physicians, nurse practitioners, mental health counsellors, and
registered nurses. Within the project, we also provided education to
administrative staff, as they were often identified as the leaders of change in
policy and/ or practice by office staff.

HEALTH CARE PROFESSONALS DETAILED
Licensed Clinical Mental Health Counselor, 3%
Student, 1%
Pharmacist, 3%
Peer Recovery Coach, 3%
Physician, 17%
Physician Assistant, 3%
Social Worker, 4%
Drug and Alcohol Counsellor
(LADEC/ MLADEC), 5%
Nurse Practitioner, 17%

Other, 6%

Admin, 11%
Registered Nurse, 12%

Licensed Clinical Mental Health
Counselor, 12%

Practice change goals were discussed during detailing sessions. The graph
below shows the most common practice change goals that were set during the
detailing session. Of note, some participants set multiple goals during their
detailing session. The most common goal was to incorporate person first
language into their communcation. Somewhat surprisingly, the advice to
incorporate harm reduction strategies into practice was incredibly well
received. Approximately a quarter of those we detailed set goals to provide
their clients with information on staying safe through harm reduction strategies.

Provider Practice Change Goals
50

Person-first language to reduce stigma
Provide handouts to clients on reducing drug related
harm

47

Recommend use of sterile syringes provided by syringe
service programs (needle exchanges) or pharmacies

37

Prescribe or recommend medications to decrease
withdrawal symptoms (comfort medications)

21

Other

21
14

Routinely screen all patients for risky substance use

Integrate harm reduction in practice

13

Follow safe opioid prescribing & tapering guidelines

13
11

Provide or prescribe naloxone

9

Collaborate on efforts to start an SSP program
Recommend Medication Assisted Treatment (MAT) to
clients as a method of recovery

8

Provide resources to patients on harm
reduction/SSPs/local resources

5
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Prescribe buprenorphine
Improve screening for HIV and Hep C in people who
inject drugs

2
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During their visits, detailers assessed current use of the harm reduction best
practices of interest. Ideally academic detailing focuses on dissemination of 1-2
best practices. As this project incorporated 12 best practices, detailers focused
their conversations on 1-5 best practices that were pertinent to the provider.
Throughout their session, providers discussed how often they were using the
discussed strategies. The best practices that were most often reported as
‘frequent’ use were routinely screening for substance use, collaborate with
clients if opioid misuse is identified, and recommending MAT to clients. The least
utilized strategies were rinsing or bleaching syringes, safe disposal discussion,
behavioral overdose prevention, and recomending syringe service programs.

Harm Reduction Best Practices Discussed at
Academic Detailing Visits
Recommend Medication Assisted Treatment
(MAT) to clients as a method of recovery

88

Prescribe or recommend medications to
decrease withdrawal symptoms

34

36

75

Collaborate with clients if prescribed opioid
misuse is identified

50

64

Discuss overdose risk reduction including not using
alone or using smaller amounts

65

15

Recommend use of sterile syringes from syringe
service programs or pharmacies

24

150

Discuss reducing risk by rinsing and/or bleaching
3
syringes

20

162

16

11

132

Routinely screen all patients for risky substance
use

26

114

Provide or prescribe naloxone to clients on
prescribed opiates

39

Taper chronic opioids by 10% a week or slower to
minimize symptoms of withdrawal

Never
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Sometimes
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26
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27

Routinely discuss risks and benefits including pain
and function (ex. CDC "PEG" assessment)

24
27

134

Discuss safe disposal of used needles 5

Frequent

27

95

Provide or prescribe naloxone to people who use
street drugs

39
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For all academic detailing participants, we sent follow up surveys to assess their
satisfaction with the detailing session and request additional information/
technical assistance. Despite at least 3 attempts to encourage completion we
received 75 responses for a total response rate of 37%.
Participants were asked to rank the quality of the detailing session they
participated in and the resources they received. Below are the results from
those who completed the survey. Overall participants rated both the quality of
the session and the quality of the resources as high.
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On a scale from 1 (low) to 5 (high), how would you rate the quality of
this session?
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On a scale from 1 (low) to 5 (high), how would you rate the quality of
the resources you received?
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To better understand whether we detailed care providers who saw clients for
chroinic pain, opioid use disorder, and/ or substance use, we asked how
frequently they had seen clients for related conditions. The majority of providers
saw clients at least weekly for alcohol use (n=52, 69%) and for moderate to high
risk drug use (n=46, 61.3%).
Over the last 30 days, how often have you seen clients for the
following?
Prescribed MAT

15

Alcohol Use (Moderate to High Risk)

22

1

21

Prescribed Opioids for Chronic Pain

9

Chronic Pain (Moderate to Severe)

26
13

9

19

Drug Use (moderate to high risk)

17

Daily/almost daily

10
Weekly

6

19
20

6

7
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Injection Drug Use

9

8
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30

Monthly
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6
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50

Never or rarely

*Note total sample size was 75, N/A responses not show in chart
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Recommendations for Phase 2
1. Pharmacy Focused Detailing
A primary practice change goal for 37 participants was to recommend syringe
access at pharmacies/ SSPs. The small sample of detailing at pharmacies
indicated that few pharmacies are offering to sell syringes. This represents an
opportunity to provide focused education and support to reduce drug related
harms. Additionally, a common request in Phase 1 of the HRETA project was a list
of local pharmacies that sold syringes.
As of November 2019, there are 5 opperating syringe service programs in the
state, all with limited hours. NH has approximately 300 retail pharmacies
distributed across the state which may be a more feasible access point. Since
2018, pharmacies have been allowed to sell an unlimited amount of syringes
without a prescription to those 18 and older (RSA 318:52-c). Despite this, health
care providers have reported as part of our project that few local pharmacies
will sell syringes. Other barriers to harm reduction noted by our detailing
participants relative to pharmacies include clients experiencing stigma in filling
MAT and difficulty accessing naloxone. We also heard from a few practitioners
that some pharmacies were refusing to fill Suboxone or would frequently
question dosing. Future work is recommended with pharmacists to further train
on harm reduction.
2. Emergency Room Focused Dissemination of Syringe Access Resources
Accessing emergency departments (EDs) within Phase 1 was challenging given
the high pressure nature and the burden of many incorporating new substance
use related projects. For the last 3 years, the Foundation for Healthy
Communities has been convening a learning collaborative to support improved
substance use care in EDs including urgent access to MAT through EDs. Creation
of a harm reduction resource to distribute to clients who inject drugs that
includes local pharmacies offering syringe sales is of great interest to many
hospitals involved in the learning collaborative. Unfortunately, traditional
detailing of many providers in an ED has been described as infeasible. Through
collaboration with the Foundation for Healthy Communities, additional detailing
could provide education and support to 1 or 2 harm reduction champions
within New Hampshire EDs. These champions could help integrate harm
reduction approaches and resources into their departments. Feedback has
indicated that resources that include local pharmacy syringe access would be
a great compliment to current initiatives.

3. Support of New and Developing Syringe Service Programs
We had many detailing participants in Phase 1 interested in recieving resources
on starting an SSP. Although we were able to provide them with some national
resources, we believe a NH-specific guide would go a long way to encourage
and support establishment of new SSPs. Given the legislation allowing SSPs to
operate in the state started in 2017, a comprehensive resource and technical
assistance by NHHRC will support evidence-based SSP program development in
NH.
Additionally, we are concerned that with assessment there may be relatively
few pharmacies who provide syringe access and easy naloxone access. After
creating this resource, we would disseminate it to anyone in our Phase 1
detailing who expressed interest. Additionally, after assessing pharmacy syringe
access, we would target distribution of this new resource to NH areas with
inadequate syringe access.
These components are critical to harm reduction eduction sustainability through
supporting organziational development of agenices that will continue to
provide and promote harm reduction services.

