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Abstract
Background
The experiences and perceived support needs of harm reduction workers in the USA have been understudied. While previous research has explored staff burnout and role-related stress, there is a research gap around potential supports for staff wellbeing and individual longevity in their roles. This is especially critical given the growing overdose crisis and the need for sustainable harm reduction programming. Thus, we sought to describe the experiences of harm reduction staff and identify the perceived support that could empower harm reduction staff to successfully navigate their roles.

Methods
Purposive sampling methods were used to recruit harm reduction staff working in Connecticut. Seventeen semi-structured, one-on-one interviews were conducted between December 2022 and March 2023. Participants were asked about their experiences with role-related stressors and supports. Informed by the Social-Ecological Model, transcripts were coded using both inductive and deductive codes, and themes were developed using thematic analysis approaches.

Results
Study participants described their experiences working in harm reduction and the numerous ways they already are or could be receiving support in their roles. These experiences were organized into eight themes according to the levels of the Social-Ecological Model. At the individual level, participants explained that support could help them navigate the variability of the physical environment, boundary setting, and self-care. Relationships between clients and co-workers were both identified as means of support at the interpersonal level, helping participants navigate difficult situations and feelings of stress. At the organizational level, study participants explained how they look to their organization to provide sufficient support by way of training, staffing, compensation, and benefits. Additionally, participants stressed the importance of having supervisors who valued their work and provided emotional support. Lastly, at the community level, participants discussed how support was needed to help them navigate complex systems while working with a stigmatized population in an often-stigmatized field.

Conclusions
To best support harm reduction staff in their day-to-day roles, our findings underscore the need for support on multiple levels. Future research could explore how the provision of support to harm reduction staff impacts not only staff perceptions of support but also the success of clients accessing harm reduction services.
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The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s12954-023-00898-4.
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Background
Staff employed by harm reduction programs work in a variety of settings (e.g., syringe service programs, overdose prevention sites, medical clinics, substance use treatment programs, etc.) and their job titles vary accordingly (e.g., outreach worker, community health worker, peer navigator, overdose responder, etc.). Despite this variety, harm reduction staff have the common responsibility of engaging with people who use drugs (PWUD) to meet them where they are and offer strategies to reduce harms related to drug use (e.g., educating people on safer use practices, supplying sterile syringes or naloxone, and connecting clients with social or medical services). While there is a breadth of research on harm reduction interventions, most studies examine experiences and outcomes related to the clients who access these services (i.e., PWUD) rather than the individuals providing these services.
Only a few studies have described harm reduction staff experiences and, importantly, their perceived support needs. Some common stressors among the harm reduction workforce have been previously identified, such as grief, trauma stewardship, burnout, and inadequate funding and support [1]. Additionally, studies exploring the effect of the overdose crisis on those responding to overdose events, such as emergency medical technicians and other first responders, demonstrate the toll these responsibilities incur: high rates of burnout, increased workloads, and increased perceptions of helplessness [2, 3]. Furthermore, studies show that those working with stigmatized populations in healthcare settings have been found to experience stigma by association, leading to increased job stress and social isolation [4, 5].
Research has also explored the unique challenges of harm reduction workers who themselves use drugs [6–8]. Because these staff members—commonly referred to as “peer navigators'' or “peer workers”—often have deep connections to the community they serve, they are likely to face additional stress and trauma when responding to adverse events [7, 9–13]. This additional burden is associated with increased burnout and staff turnover [14]. Further, discrimination and structural barriers may prevent the formal hiring of people who are actively using drugs or create pay and benefit inequities for peer workers as compared to co-workers who are not using drugs [7, 14, 15].
Existing studies have also found that paid sick leave and “wellness checks” may be supportive for harm reduction staff’s mental health, countering role-related stressors [16]. Harm reduction organizations have also recognized that staff connectedness is critical in promoting employee wellness and improving the benefit of debriefings following adverse client events, such as overdoses, arrests, or violence [17–19].
However, the perceived support needs of harm reduction staff have been understudied, especially in the USA and beyond the context of the COVID-19 pandemic. First, most studies on harm reduction staff experiences have been conducted in Canada, where both the criminal-legal system and public opinion tend to be more supportive of harm reduction strategies than in the USA [20–23]. In addition to this variation in support, harm reduction staffs’ experiences likely differ between Canada and the USA from factors that may impact the clients of harm reduction organizations (e.g., funding for social services or access to universal healthcare coverage in Canada). Second, recent qualitative studies in the USA were conducted during the height of the COVID-19 pandemic when unprecedented changes impacted the harm reduction field (e.g., supply chain shortages, closures of physical sites, changes to syringe exchange policies) [24–26]. Understanding how to support harm reduction staff in the USA, beyond the COVID-19 pandemic and its related impacts, is imperative to the sustainability and success of such programs. Thus, we conducted a Connecticut-based qualitative study to (a) describe the experiences of harm reduction staff and (b) identify potential opportunities for support that could empower harm reduction staff to successfully navigate their roles. The state is a choice location for such a study because harm reduction staff are employed in a wide range of direct service, consulting, and research programs.

Methods
Recruitment procedures and study sample
Using purposive sampling methods, we contacted managers from harm reduction programs, substance use treatment programs, and harm reduction research sites in Connecticut that (1) primarily offered harm reduction services or opioid use disorder treatment access and (2) employed harm reduction-focused participant navigators or community health workers. The programs were identified by a research team member (R.H.) who has many years of experience working with the Connecticut harm reduction community. All of the programs that were contacted (n = 6) responded; one program chose not to participate due to management turnover. Potential participants were identified by the managers of the programs who provided the research team with their staff’s names and email addresses. The research team then contacted all identified potential participants (n = 22) over email to inform them of the purpose of this voluntary study and invite them to participate.
Potential participants indicated their interest in the study and availability for an interview through a brief, online screener. Participants were considered eligible if they were (a) currently employed in direct client service, (b) 18 years of age or older, and (c) English language proficient. The final sample size was determined by theoretical saturation, agreed upon by the research team and defined as the point when there were no new concepts emerging from interviews [27]. A total of 17 eligible individuals were contacted by a member of the research team (K.H.), verbal consent was obtained, and an interview time and setting that worked best for each of them was determined.

Instrument development and data collection
Prior to development of the research instrument, the lead author (K.H.), a PhD student in epidemiology with prior training in qualitative and quantitative research methods, shadowed staff at various harm reduction sites around Connecticut, observing the work practices and daily duties of staff. After this observation period, the lead author (K.H.) and a faculty mentor (R.H.) designed an interview guide to probe key domains that were identified through this shadowing experience (i.e., role-related training, skills pertinent to harm reduction roles, working with clients, providing services, and potential frustrations) (Additional file 1: Appendix 1).
The lead author (K.H) conducted one-time, individual, semi-structured interviews with study participants between December 2022 and March 2023. Depending on participants’ comfort and preference, interviews took place in-person or over Zoom. After obtaining verbal consent from study participants, interviews were audio-recorded. In-person interviews occurred in small, private office spaces and the Zoom-based participants were asked to be in a quiet, private place at the time of their interview. On average, the interviews lasted approximately one hour (range = 40–93 min).
Given that participants were recruited from a small, tight-knit community of workers where people largely know one another, no demographic data were collected. However, participants did provide information related to their role (e.g., their current employer and title), years of experience in harm reduction, and personal experience with substance use. Participants were compensated $25 for their time and expertise. As interviews progressed, the study team met regularly to revise the interview guide and assess theoretical saturation [27]. One research team member (K.D.) transcribed and anonymized the interviews and the lead author (K.H.) proofread the transcripts for accuracy.

Data analysis and the social ecological model
The research team analyzed the data using a thematic analysis approach [28]. After reviewing the transcripts (N = 17) and discussion between all members of the research team, a codebook was developed using both inductive and deductive codes. The codebook was theoretically grounded in the Social-Ecological Model (SEM), which provided a framework to inform our understanding of how support needs for harm reduction staff operate on and interact across multiple levels of influence (i.e., individual, interpersonal, organizational, community) [29, 30]. At the model’s core, the individual level focuses on intrapersonal factors such as a person’s identity, physical health, and emotional wellbeing. Moving outward, the interpersonal level explores dynamics of relationships between colleagues, friends, family, and others in their social network. The organizational level evaluates how regulations and operations of organizations (i.e., harm reduction employers) influence perceived staff support needs. The outermost layer in our adapted model is the community level which concerns collaborations between organizations and how harm reduction staff come to fit into their broader communities (Fig. 1).[image: ]
Fig. 1Social-Ecological model for barriers and facilitators of support for harm reduction staff


The coding team (K.H., K.D.) independently coded all transcripts and then met to review their respective code assignments and reach consensus on any coding discrepancies. L.G. provided mentorship on the qualitative methods. Transcripts were entered into NVivo version 12 (QSR International) where the codes were organized for thematic analysis.

Ethical considerations
This study was determined to be exempt from human subjects review following expedited review by the Yale University Human Research Protection Program based on the study interviews being not behavioral in nature but instead related to participants’ employment. Anonymity for study participants was promised in consent materials. At the time of the interview, verbal consent was received from all participants, and they were reminded that they could end their interview at any time, for any reason.


Results
Participant characteristics
The sample of 17 participants primarily served their clients in community settings as opposed to brick-and-mortar clinical settings. They held a variety of titles and worked in a range of settings and localities across Connecticut. All staff interviewed in this study were responsible for trying to connect clients to basic necessities such as housing or food, referring clients to treatment for medical care related to drug use, providing clients with safer use supplies, and educating clients on how to prevent harms associated with drug use. A few staff members had more specialized training, and thus had additional responsibilities like providing first aid or counseling. While almost 60% of participants had prior work experience in harm reduction or a related field, most participants (n = 11) had been in their current role for less than a year. Specific study participant characteristics, including information about the nature of participants’ employers, can be found in Table 1. Text data from study participants was collected through a mix of in-person (n = 12) and virtual (n = 5) interviews.Table 1Descriptive statistics of study participants currently employed in harm reduction roles in Connecticut (N = 17)


	Characteristics
	Frequency
	Percent

	Primary employer

	   Research program
	6
	35.3

	   Mental health and substance use treatment program
	7
	41.2

	   Harm reduction service delivery program
	4
	23.5

	Primary title

	   Patient navigator/peer navigator/community health worker
	4
	23.5

	   Research assistant
	4
	23.5

	   Overdose responder
	6
	35.3

	   Other
	3
	17.7

	Primary county served

	   New Haven
	6
	35.3

	   New London
	3
	17.7

	   Hartford
	1
	5.9

	   Fairfield
	2
	11.8

	   Litchfield
	5
	29.4

	Time in current role

	   Under 1 year
	11
	64.7

	   1 year–5 years
	3
	17.7

	   6 + years
	1
	5.9

	Prior job experience in harm reduction or a related field*

	   Yes
	10
	58.8

	   No
	7
	41.2

	Personal experience with substance use

	   Yes
	6
	35.3

	   No
	11
	64.7


*Related fields include areas such as addiction services





                           Theme overview
                        
Through thematic analysis, we explored harm reduction staff’s perceived support needs. Ultimately, we identified eight themes across four levels of the SEM: individual, interpersonal, organizational, and community levels. Table 2 provides an overview of these themes and sub-themes organized by the SEM.Table 2Themes organized by social-ecological model level


	Individual level

	 Theme 1 Navigating the variability of the physical environment

	 Theme 2 Navigating boundary setting and self-care

	     Subtheme 2.1 Feelings of guilt

	     Subtheme 2.2 Impact of lived experiences

	Interpersonal level

	 Theme 3 Establishing and maintaining relationships with clients

	 Theme 4 Establishing and maintaining relationships with fellow staff

	Organization level

	 Theme 5 Receiving affirmation and care from supervisors

	 Theme 6 Receiving resources and benefits from the organization

	    Subtheme 6.1 Training and shadowing

	    Subtheme 6.2 Staffing

	    Subtheme 6.3 Compensation and benefits

	Community level

	 Theme 7 Working with a stigmatized population in a stigmatized field

	    Subtheme 7.1 Onus of public education

	   Subtheme 7.2 Ideological misalignment

	 Theme 8 Working within complex and inefficient systems

	     Subtheme 8.1 Navigating bureaucracy

	     Subtheme 8.2 Perceived helplessness





Individual level
Theme 1: Navigating the variability of the physical environment
Study participants, especially those who served their clients via outreach in community settings as opposed to those who engaged with clients onsite, reported experiencing significant variability in the surrounding physical environment. For instance, many participants explained that serving clients out in the community (e.g., on a mobile van) added variability to their role and responsibilities for the day (e.g., being in areas with high foot traffic meant interacting with many non-clients who were unfamiliar to the staff, etc.). This variability consequently influenced intrapersonal factors, such as participant’s physical comfort and feelings of security. There was a range in how participants perceived their individual experiences and needs while engaging in outreach in the community, but most participants highlighted that their physical comfort could be supported through active boundary setting and building trust with clients. For instance, one participant explained how having a strong relationship with their clients meant that staff of their program were able to feel safe even in unpredictable environments:We work in dangerous areas. One time I was working night shift and we pulled up and the client was like "Get out of here, it's hot on the block." … Then we drive off and 20 minutes later, we just circle the block. And there's tape and a dude's been shot over there… Our clients care and respect us. They respect us enough to take care of our safety. – Participant 11


This mutually protective relationship between staff member and client was identified by many participants as a helpful tool to navigate the physical environment and their comfort within it. In this instance, the participant was careful to point out that working with their clients was not what put their physical wellbeing into question, but instead the specific environments surrounding clients. Thus, harm reduction workers may benefit from mechanisms of support that help them navigate not just how to work with their clients but also how to manage interactions with non-clients and uncertainty in the physical environment while doing outreach work in the community.
Additionally, for some participants, physical discomfort from their role extended into their lives outside of work. For instance, a few participants discussed occasionally feeling uncomfortable in their community when returning to a location where they saw something traumatic while on the job. One participant reported feeling that they must restrict their movements when they are not working to avoid areas that might remind them of these traumatic events:[T]here is not really a space in [town] I can go without saying, "Okay, I witnessed somebody not make it from an overdose there," or "I remember this gentleman on an overdose here." It becomes that no matter where you go… there is always a negative connotation and memory that's attached to the spaces... [Y]ou're never able to completely detach from that. – Participant 2


Here, the participant describes how experiences while working can limit one’s movement in the physical environment outside of work. In this way, ensuring that harm reduction staff have sufficient tools to manage such feelings of distress may be a means of supporting staff in ways that potentially transcend work hours.

Theme 2: Navigating boundary setting and self-care
Most participants explained how maintaining mental and emotional wellbeing was critical to having longevity in their role and their ability to serve clients. In this context, practicing self-care (e.g., taking time off) and setting boundaries with clients (e.g. turning off work phone after-hours) were identified as protective factors against burnout. Promotion of such boundary setting provides an opportunity for support of harm reduction staff at the individual level.
Subtheme 2.1: Feelings of guilt
Unfortunately, many participants asserted that creating such boundaries was very difficult in practice. While most participants recognized the importance of engaging in self-care to improve mental and emotional wellbeing in the midst of a stressful job, many participants explained that protecting one’s own mental wellbeing and comfort was often coupled with feeling guilt or failure toward one’s clientele. One highly experienced participant explained that practicing self-care can feel like one is leaving their clients behind:I like to take a week off … But again, I love my job so much that, within that week, I miss my job, I miss my clients, and I'm calling at least one staff member like, “Hey, have you heard from this guy? How's he doing?” And [my teammates are] like “You're on vacation. Stop.” And I'm like, “I can't. I need to make sure he's okay.”– Participant 13


Another participant explained how they had trouble knowing when to set boundaries, often answering their phone late at night if they felt that their clients needed them:How can I feel justified and how can I feel confident or secure in making a decision to not answer their call when I know that they might not have anyone else they feel comfortable calling? That is probably the worst part of my job... I really do want to take care of myself. I really do want to make sure that I'm okay and check in on myself. But then when it feels like that's at direct odds with someone else's well being? That's the hardest thing! – Participant 16


While staff can be provided with informational support on how to navigate setting boundaries and engaging in self-care, additional support for potential unintended side effects (i.e., guilt) may be necessary as well.

Subtheme 2.2: Impact of lived experiences
Supporting the mental wellbeing of harm reduction staff members with lived experience of substance use may be uniquely challenging. For instance, participants with a personal, lived experience of drug use reported that setting boundaries and establishing routines of self-care was crucial to maintaining their own recovery. One such participant reported that though they felt connected to their clients based on shared experiences and community, some client requests were too much for them to reasonably handle:I'm definitely working on the “boundaries” thing because I know I come across as like, “I'm going to do anything to help you.” But I also don't want it to interfere with my own sobriety, my children, my home life. There are certain things I can't do. – Participant 6


Another participant further explained how taxing it can be on one’s health if one is unable to engage in self-care while in a harm reduction role:It's amazing to be in recovery or in remission and be able to share your experience, but how do you help [clients] without bringing up your trauma? And no matter how many trainings [I have]... [D]oing this work is still re-traumatizing… [I]t's becoming more painful not taking care of myself. But what does [self-care] look like when this is your lifestyle? I don't clock out. I don't clock out for my life. – Participant 8


In this way, the inability to “clock out” (i.e., to stop thinking about work) may be more difficult for peer workers and other staff members with shared lived experiences than it is for their participants. Therefore, these staff members may benefit from access to unique, dedicated resources and structures that both champion their distinct impact on harm reduction and help them explore their own reflexivity within the work they do.



Interpersonal level
Theme 3: Establishing and maintaining relationships with clients
Many participants explained that having strong relationships with clients was a key contributor to job satisfaction and feelings of success. For instance, one participant discussed how they had formed close relationships with clients in a way that fueled their continued passion for their work:You can share in other people's joys in such a beautiful way – [that] is what has always kept me going… And just to have those moments where… someone feel[s] appreciated and feel[s] safe with you. It's just such a beautiful thing. – Participant 16


While such experiences are extremely positive, participants explained that sharing in their clients’ accomplishments meant also sharing in their clients’ disappointments. Becoming close to, or even friends with, one’s clients meant that trauma experienced by clients could be felt vicariously by study participants. Some reported that, over time, these feelings made it difficult for them to engage in self-care or create a work-life balance. Similarly, some participants specifically reported that building close relationships with their clients made losing a client extremely difficult to manage while continuing to work. For example, one participant described how it might feel to have clients pass away:I right now have maybe seven clients that I've had for over 10 years. And if I was to lose one of them, that would be very hard for me because they've been my client for that long… It doesn't only have to be about family and friends to mourn, we mourn our clients, too. – Participant 13


Here, this participant compared the relationship with their long-standing clients to that of family and friends. While many participants described this close relationship with clients as a source of pride in their work, some also noted that this closeness led to additional stress when these relationships were cut short (by, for instance, incarceration, death, moving away, etc.). One participant stated that they would want “two weeks of support for a client's death” (Participant 11). In this way, close relationships with one’s clients have the potential to both support the work of staff while also requiring increased support needs upon staff-client relationship strain.

Theme 4: Establishing and maintaining relationships with fellow staff
The environments where harm reduction staff are working can be stressful, so many participants pointed to having strong relationships with their colleagues as a critical support in their role. To start, many participants explained the sheer importance of having a partner in the field to lean on and provide safety in numbers. The ability to work as a team and empower each other was essential, especially when navigating variable physical environments or working with new clients. For instance, one overdose responder described how some of their own trauma is revisited through interactions with clients:I knew the [client already]. He's volatile, especially towards women… He likes to yell at them. He likes to put his hands on them – and you would not survive. I'm a survivor of domestic violence. I am a survivor of rape… [I]f I feel threatened in any way, I'll tell [my male co-worker], “This one's yours.” – Participant 7


Here, this participant noted how staff-staff relationships can not only provide feelings of safety and comfort, but also ensure that clients are adequately served. Almost all participants explained how harm reduction staff divide tasks according to their expertise or specific identity in order to best serve the community (e.g., speaking another language to clients, being especially knowledgeable with the transportation system in town, knowing a local doctor to call directly, etc.). This tangible support, facilitated by strong staff-staff relationships, was essential for ensuring participants’ success in their roles and motivating them to continue doing their work.
Furthermore, most participants stressed the importance of having fellow staff members to vent to and debrief with, given the unique stressors one experiences while working. For instance, one participant stated:I consider this office – everyone here – to be like family almost. Because if something's going on, they're immediately like “You know what, go home.” Or “You need a second, let's just go for a walk. Let's clear our heads. Let's do something to change the vibe.”... I think that in itself is what helps me to get through the day. – Participant 4


Unfortunately, harm reduction staff may struggle without supportive staff-staff relationships in the workplace, as some participants noted that tension between fellow staff members can interfere with having a successful working environment. One harm reduction worker described how they felt unsupported by their colleague when they disagreed about how much energy to spend on one client interaction:And I was already carrying that weight [of working with this client]. And then to have this added weight of, “You care too much.” That's not what I needed from my coworker. I needed them to say ‘D**n, I'm really glad that we met this person and could connect her to something.”… Just to have a moment of pause, that's all I needed. And that's not at all what I got from him. – Participant 16


This interaction shows how staff-staff interactions have the potential to create tension that can interfere with positive work experiences for harm reduction staff (e.g., adding ‘weight’ to already demanding circumstances). Mitigating these types of interactions, through encouraging coworkers to create strong interpersonal relationships, may help foster supportive working environments for staff.


Organizational level
Theme 5: Receiving affirmation and care from supervisors
Many participants noted the importance of receiving direct support and encouragement from their supervisors. For example, one participant described the importance of their boss frequently checking in with them about their life and priorities outside of the workplace:So [my boss], actually, is a very big help when it comes to work stress... Because she checks in emotionally. It's not just like, “Oh, what's the job function?”... [but] a boss who's in tune with, obviously, the needs of everybody out there but the needs of us. – Participant 11


In this way, holistic support from supervisors could protect against work-related stress. A few participants further spoke to the significance of emotional support provided by their supervisors, with one such participant noting, “Sometimes I cry out to my CEO, she doesn't mind wiping my tears” (Participant 14).
Without this kind of socioemotional support, participants ran the risk of growing frustrated with their work environments. One participant shared how they felt frustrated when their ideas and suggestions were not heard or valued by their supervisors:One thing that really does frustrate me is when… you meet with superiors and you tell them, “This is not working. This is working and we need to do more of this.”... It's not even heard. And [they] only see data, [they] only see numbers. [They] only want data, [they] only want numbers. – Participant 13


Other participants described how they felt a similar lack of acknowledgement, explaining that supervisors did not seem to respect their expertise and/or dismissed them when they said they felt uncomfortable or unsafe. In this way, most participants characterized meaningful support from supervisors as more than praise and encouragement and, rather, holistic interest and demonstrated concern in their well-being.

Theme 6: Receiving resources and benefits from the organization
Tangible support was also discussed by almost all participants as a key need from their employer. Thus, at this organizational level, participants made clear that the provision of resources and benefits could enable them to perform their job with more confidence.
Subtheme 6.1: Training and shadowing
Most participants explained that they received numerous training sessions that helped them comfortably navigate their roles and engage in difficult situations. These training sessions included a breadth of topics such as motivational interviewing, mental health first aid, and safer use. However, participants identified key areas in which they hoped to receive additional training on topics they felt less prepared in, including boundary setting, de-escalation, cultural competency, and navigating resources in the community.
Many participants also wished that new staff members had the opportunity to shadow someone in their position either prior to working as a harm reduction staff or prior to going into the community as a representative of their team, as explained by the participant below:I think that it's important for you to shadow in this position before you actually jump in. And maybe [have] some introductions to clients – because at first, they don't trust you and they don't want to come to you, and it takes a while to grow through that. – Participant 6


Importantly, in the absence of sufficient training, participants described how they independently sought information and training to supplement any gaps in their knowledge in order to avoid not being able to help their clients. One participant noted, “A lot of my training was just me, on my own, figuring things out… It was a lot of teaching myself a lot of things based on lived experiences of other people and the people in the community” (Participant 16). Mitigating the need for self-teaching while on the job may help harm reduction staff feel better supported in and prepared for their roles.

Subtheme 6.2: Staffing
Most participants also spoke about the importance of sufficient staffing as a critical organizational resource. Many participants discussed feeling overextended, saying that they were struggling with large caseloads that are difficult to manage. When asked what additional support they needed in their current role, one participant spoke to this, saying:The crew we have is fantastic but five or six people can only do so much. When you're serving an entire county, there is only so much we can do… you need feet on the ground and hands in to be able to get it done. – Participant 5


Though participants noted that they understood why staffing harm reduction roles might be difficult for their organization (e.g., low wages, job-related stress, poor funding), they ultimately noted that this leaves harm reduction staff with too many responsibilities and too little time to manage them.

Subtheme 6.3: Compensation and Benefits
Lastly, participants desired other organizational supports such as adequate financial compensation, health insurance, and mental health services. A few participants spoke about having to work multiple jobs in addition to their harm reduction position and their consequent stress. Ultimately, higher wages were identified as a key area participants sought more support. Beyond compensation, participants explained that their mental health would be supported by organizational benefits, including easily accessible mental health services. One such participant described the stress they feel in their role and the consequent need for mental health care:I think one critical thing that all harm reductionists need access to is quality therapy and institutional support within whatever organization it is that they work with or whatever collective of people that they are doing this work with to just check in on each other. – Participant 16


Further noting the trauma stewardship that they undertook in their day-to-day roles, participants called for organizations to provide mental health support such as grief support and paid time off in order to mourn clients’ passing.



Community level
Theme 7: Working with stigmatized population in a stigmatized field
Most participants discussed how stigma toward PWUD and stigma toward the ideology of harm reduction affected their day-to-day roles and often acted as barriers to providing services to the community.
Subtheme 7.1: Onus of public education
Some participants described experiences where they were confronted by local community members who disagreed with their work and stigmatized their clients. In response, many participants explained that they felt it was their personal and professional responsibility to educate these community members. One participant described such interactions they had with community members on their mobile van:I've had people that have come to the van and they play the role of like, “Hey, can I get some of these syringes? Can I get some of these crack pipes?” And then when I give it to them, they're all like, “You really are gonna give me this? This is my tax dollars paying for this! Do you understand that you're paying people to use drugs?” And if you're not experienced and if you're not trained? Well – this is why training is important – you're gonna get mad, you're gonna get upset, you're gonna think that they're bombarding your van. And it's just a form of staying calm, let them finish, let them yell at you, scream at you... You just educate them. – Participant 13


In this way, by recommending that other harm reduction workers calmly address these stigmatizing beliefs and educate those that espouse them, this participant is demonstrating how they feel the onus to calmly educate the community is on harm reduction workers, creating an additional burden and stressor in their day-to-day roles.

Subtheme 7.2: Ideological misalignment
In addition to facing pushback from community members, some participants explained that they felt pushback toward harm reduction as an ideology from other organizations that also provided services to PWUD. Describing an interaction with an outside organization that had punitively taken a client off of buprenorphine, one participant described this ideological misalignment and tension between organizations:[They] like us when we're helping [them] with a client that may not be the easiest to work with, but I don't think they're really aligned with the work that we do… People reach out to us when they want to pass the buck. I mean, I think we get a lot of respect out here, a lot of people admire what we do. But are they aligned with what we do? No. – Participant 8


In this way, when advocating on clients’ behalf, harm reduction workers are having to navigate ideological tensions with other organizations that might praise harm reduction practices but not actively espouse them. Many participants specifically described this tension when interacting with abstinence-based services in the community.


Theme 8: Working within complex and inefficient systems
Also at the community level, many participants described frequent frustrations they felt when helping clients navigate “the system,” describing complicated and onerous experiences they had navigating institutions such as healthcare facilities, mental health services, and housing.
Subtheme 8.1: Navigating bureaucracy
Helping one’s client access services around the community became very difficult when bureaucratic barriers limited participants' ability to serve their clients in the ways they want.
For instance, one participant explained how nuanced policies and inclusion criteria often complicated outside referral processes:[For] people who want treatment, there are 10,000 [hurdles]. To get them in, you gotta be on this level of methadone or Suboxone, or we don't want you on it at all, you got to pray here, you got to speak Spanish here, you can't have an open wound. It's just too complicated to get somebody actually into a service. – Participant 11


While participants identified the importance of harm reduction staff members becoming “a bridge” for their clients to negotiate such bureaucratic barriers (Participant 5), harm reduction staff themselves may need support in navigating these systems as well.

Subtheme 8.2: Perceived helplessness
Despite many participants stating that they felt pride in helping their clients navigate such complex systems, most participants described how interacting with such systems and bureaucracy led them to feel that their ability to help their clients was stymied. One participant spoke directly to this feeling of perceived helplessness:You feel defeated. Because we all come into these roles because we want to be able to help people. And when you know those resources exist out there, but you can't access them, it is maddening. It's so frustrating. – Participant 1


This experience was echoed by other participants who described how such feelings of helplessness accumulated over time:But there's no help for people. Even at the shelters? Money – funding – is just not there. When you have people coming to you desperate, “I know you guys. You guys help everybody, you can help me,” and we can't? I know, for me, it weighs on me. Maybe not the first day, maybe not the second participant, third participant, fourth day. But eventually it's starting to weigh on me. Like, what do I do? – Participant 8


In this way, while being a central part of harm reduction workers’ roles, having to interface with and navigate “the system” could take a toll on staff mental health and their perceptions of their own capabilities.




Discussion
This qualitative study aimed to describe and categorize the experiences and perceived support needs of Connecticut-based harm reduction staff. All study participants discussed a variety of ways they currently feel supported and additional ways they hope to be supported in the future. Some common themes emerged across the four SEM levels. At the individual level, harm reduction staff described how they felt their physical and emotional wellbeing could be supported through active boundary setting and self-care, despite working in unpredictable and variable environments. On the interpersonal level, participants’ relationships with clients and relationships with fellow staff members were both revealed as key opportunities for support. At the organizational level, our study revealed that the provision of emotional support and tangible resources was essential to participants feeling appreciated and respected. Lastly, our study indicated that support at the community level might be more difficult for harm reduction workers to achieve, as bureaucratic processes and community-based stigma toward PWUD may interfere with support provision.
Our study furthers existing research on harm reduction workers’ experiences by focusing on the perceived support needs of harm reduction staff in an American context and after the height of the COVID-19 pandemic. With federal funding being allocated to support harm reduction programs for the first time, there is an unprecedented opportunity to bolster harm reduction programs through staff support [31]; these findings identify areas in which this support is most needed. Connecticut can serve as a useful example of the experiences of staff serving different types of programs: those operating primarily within a harm reduction framework, those whose primary objective is getting people into treatment for problematic substance use, and those with an academic research focus. Connecticut is also an exemplar, having been at the forefront of several important harm reduction innovations. It was the first state in which legislative action allowed for syringe exchange to operate (1990) and expand statewide (1992) [32]. It was the first of twelve states that had required prescriptions for pharmacy access to syringes to lift the prohibition (1992) [33]. It was the first state in which a court ruling held that public health took precedence over police enforcement of drug and syringe possession and drug paraphernalia laws (2001) [34]. It was among the first states to pass good Samaritan laws to protect individuals responding to overdoses or providing naloxone to responders from civil or criminal penalties (2011, with protections expanded in 2012,’14, and’15) [35]. It has been a leader in expanding access to medications for opioid use disorder throughout its unitary correction system [36]. Even other parts of the USA that vary significantly in harm reduction service acceptance, legality, and access for PWUD might benefit from the experiences of harm reduction staff in Connecticut. Our study could inform localities that have shown interest in supporting harm reduction work but insignificant experience, resources, or legal support the actions they could take to support staff in their efforts to truly meet people where they are.
Additionally, our analysis was grounded in a SEM framework, which allowed us to explore support needs for stuff on multiple levels. Thus, we can imagine how targeting interventions to specific social-ecological level(s) might improve the provision of support to harm reduction staff. Additionally, use of the SEM provides the opportunity to explore the interplay between levels of influence. In our study, though we focused on the individual, interpersonal, organizational, and community levels, we found that some perceived support needs operated across multiple levels. For instance, relationships between harm reduction staff and their clients exist not only at the interpersonal level, but also impact how staff members feel about their own physical and emotional comfort.
Ultimately, centering the voices of harm reduction staff is critical when evaluating what can best support them. Although participants’ narratives, our study identified an array of unique experiences that pose significant barriers to harm reduction staff feeling supported—experiencing grief from a client’s death, vicarious trauma from client’s adverse events, respondents’ own traumatic experiences, and guilt from setting professional boundaries—they also revealed the many supports for harm reduction staff are already in place in Connecticut-based organizations. For instance, many participants noted they had strong relationships with their manager and had numerous training opportunities related to their roles. Bolstering existing forms of support may be beneficial to improving staff wellbeing and increasing the sustainability of harm reduction programming.
Our study also highlighted key areas that organizations can focus on to address staff burnout and turnover. Overall, organizations should work to ensure there are not only a sufficient number of harm reduction staff members to serve the community, but also that these staff are well-supported. Providing additional training could support staff in ways that help them navigate their roles; for instance, offering training on boundary setting or engaging with non-clientele during community outreach. Additionally, increased compensation for staff members could ensure that staff do not have to take on multiple jobs to support themselves and improve the sustainability of harm reduction programs by ensuring that people are able to establish a career in harm reduction if they choose to do so. Improved benefits, such as access to adequate health insurance and sufficient paid time off, could improve the emotional wellbeing of staff. For instance, therapy and grief support were both identified as role-related benefits that could support participants' self-care and boundary setting (i.e., at the individual level), while also helping staff navigate vicarious trauma or a client’s death (i.e., at the interpersonal level). Participants placed great importance on relationships with fellow staff; creating opportunities for such relationships to form (e.g., creating harm reduction staff support groups, increasing funding for team building, etc.) may help support staff on the interpersonal level. Lastly, organizations should consider how they can continue to advocate for harm reduction across “the system” and within their local communities as a means of reducing the “weight” of harm reduction staffs’ roles. Training staff to advocate for more sustainable funding sources to support staff could include petitioning health insurance providers (most notably Medicaid) to cover harm reduction as healthcare and cover navigators as community healthcare workers and testifying at local meetings and statewide legislative hearings.
Study limitations
Some key limitations should be noted. First, recruiting currently-employed harm reduction workers could have introduced a selection bias, as harm reduction workers who felt inadequately supported in their roles may have left their positions prior to the recruitment period. Secondly, because our sample exclusively drew from Connecticut-based sites, our findings may not be transferable to other localities, such as states with different harm reduction resource availability or differing regulations around harm reduction (e.g., syringe services, overdose prevention sites, etc.). Thirdly, participants were asked to describe their role in an open-ended fashion which, in hindsight, led to the omission of some potentially important employment-related issues/elements (e.g., number of hours worked per week, etc.). Also, there was key demographic information, such as race and gender, that we decided not to collect, given the relatively limited sample of harm reduction workers in Connecticut. Ultimately, these data collection decisions limited our ability to ascertain differences between workers’ experiences based on these key issues/elements that researchers have previously suggested to be modifying factors.

Future research directions
While it was not the central research question, our study also expands on the current understanding of how peer workers—with their own lived experiences of substance use—may navigate their roles in ways different than those without this lived experience. For instance, we found that peer workers—with their own drug use history—reported having an especially difficult time creating boundaries due to feeling personally tied to the work and community they serve. Future research should continue to explore the unique support needs of harm reduction workers with lived experiences of substance use.
The programmatic success and sustainability of harm reduction programs will depend upon the wellbeing and job satisfaction of their staff. Harm reduction staff have been found to improve participant engagement in services, provide low-threshold care and fill a gap in the traditional medical system, and create a task-shifting opportunity for specialized staff, such as doctors or emergency medical technicians [37–40]. Our findings provide further evidence that attending to the perceived support needs for harm reduction staff may have an extended benefit for their program’s clients. Future research could aim to understand how common concerns among harm reduction staff may impact burnout and turnover over time. Because these were one-time interviews, we were unable to explore the impact of the "weight" participants felt in their roles over time. Future qualitative research could utilize follow-up interviews to address this knowledge gap. However, provided that almost two-thirds of our sample were in their roles for less than a year, these individuals may be at risk for turnover and burnout if not adequately supported. Future research could explore how the provision of support to harm reduction staff impacts not only staff perceptions of support but also the success of clients accessing harm reduction services.


Conclusions
Our study suggests that support of harm reduction staff in Connecticut currently exists through some mechanisms but could ultimately be enhanced across multiple levels of the social-ecological model, including the individual, interpersonal, organizational, and community levels. Harnessing the insights garnered from this study provides an opportunity to improve support services for harm reduction staff. Though an end in itself, further research should explore if efforts to support harm reduction staff may also improve outcomes for PWUD.
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