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Abstract
Background Harm reduction (HR) is a critical response to the pronounced toxicity deaths being experienced in 
Canada. HR providers report many benefits of their jobs, but also encounter chronic stress from structural inequities 
and exposure to trauma and death. This research study sought to quantify the emotional toll the toxicity emergency 
placed on HR providers (Cycle One; 2019). Study objectives were later expanded to determine the impact of the 
ongoing toxicity as well as the pandemic’s impact on well-being (Cycle Two; 2021).

Methods Standardized measures of job satisfaction, burnout, secondary traumatic stress, and vulnerability to grief 
were used in an online national survey. Open-ended questions addressed resources and supports. HR partners across 
Canada validated the findings and contributed to alternative interpretations and implications.

Results 651 respondents in Cycle One and 1,360 in Cycle Two reported moderately high levels of job satisfaction; 
they reported finding great meaning in their work. Yet, mean levels of burnout and secondary traumatic stress 
were moderate, with the latter significantly increasing in Cycle Two. Reported vulnerability to grief was moderate 
but increased significantly during COVID. When available, supports lacked the quality necessary to respond to the 
complexities of HR workers’ experiences, or an insufficient number of sessions were covered through benefits. 
Respondents shared that their professional quality of life was affected more by policy failures and gaps in the 
healthcare system than it was by the demands of their jobs.

Conclusion Both the benefits and the strain of providing harm reduction services cannot be underestimated. For HR 
providers, these impacts are compounded by the drug toxicity emergency, making the service gaps experienced by 
them all the more critical to address. Implications highlight the need for integration of HR into the healthcare system, 
sustainable and reliable funding, sufficient counselling supports, and equitable staffing models. Support for this 
essential workforce is critical to ensuring the well-being of themselves, the individuals they serve, and the health of 
the broader healthcare system.
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Introduction
Over the last 20 years, drug-related harms — particularly 
those related to opioids and opioid analogues — have 
increased markedly, leading to a national public health 
emergency in Canada [1]. Between January 2016 and 
March 2023, 22,828 people died because of opioid toxic-
ity and 38,514 people were hospitalized for opioid- and 
stimulant-related poisoning [2]. While staggering, these 
numbers do not capture the full range of individuals, 
families, friends, and communities that are grieving, and 
continuing to be impacted by substance-related harms.

With fentanyl appearing in 55% of toxicity deaths in 
Canada in 2019, 80% in 2020 and 87% in 2021 [2], harm 
reduction (HR) has become a critical response to the 
increasingly toxic drug supply. Evidence related to the 
effectiveness of HR services has been well established 
[3–7], yet many HR services are provided by unregulated 
workers, volunteers, or both to fill gaps in healthcare ser-
vices [8]. These individuals often have their own lived or 
living experience (LLE) with substance use [9]. Provid-
ers with LLE report many benefits of their jobs, includ-
ing purpose and meaning in their daily work and being 
valued for their expertise. However, they also report chal-
lenges to their roles, including discrimination, job insta-
bility and a lack of benefits or compensation [8–12].

Many HR services in Canada are under resourced and 
unsupported [9]. Providers experience chronic, daily 
stress from structural factors that create a precarious 
and inequitable working environment such as a lack of 
resources to fund and support their work environments 
[1, 11, 13, 14], instability in long-term vision for their 
work (e.g., short-term approvals for overdose prevention 
sites [15, 16]; a lack of recognition of the expertise that 
individuals with lived or living experience have [1, 8, 17]; 
and stigma toward substance use in general and harm 
reduction services specifically [1, 6, 17]. Furthermore, 
the nature of HR work can be emotionally taxing with 
constant exposure to trauma and death. Many individu-
als providing harm reduction services have lived experi-
ences and personal ties with those who have died from 
drug toxicity. As a result, many HR providers live their 
daily lives while burdened with grief and fear of further 
loss among their friends, family, and community [1, 11, 
14, 18, 19]. A potential outcome of repeatedly witnessing 
these harms is the development of burnout, compassion 
fatigue and secondary traumatic stress [11, 20].

In the midst of the toxicity emergency in Canada, the 
World Health Organization declared COVID-19 a global 
pandemic in March 2020 [21]. Individuals who use sub-
stances were at increased risk of harms from COVID-
19 because they had a greater likelihood of underlying 
health conditions and of living in settings where social 
distancing and isolation were not possible. They were 
also at increased risk for substance-related harms, such 

as experiencing a toxicity event while using a substance 
alone or experiencing withdrawal while isolated [22].

Thus, the many challenges to providing HR services 
were worsened by the COVID-19 pandemic. Many pro-
grams had to stop or reduce services when governments 
initiated COVID restrictions, including lockdowns [23]. 
Additionally, both people who use drugs and care provid-
ers said physical distancing and virtual-only contact were 
barriers to treatment services as these changes dehuman-
ized social connections and lessened opportunities to 
build trust [24]. And yet, clients reported that the contin-
uation of HR services were lifelines, providing safety and 
stability during major interruptions in other services [24].

The well-being of frontline healthcare providers 
declined during previous world-wide pandemics with 
adverse psychological effects, such as stress and anxiety 
most often observed [25]. 64% of physicians reported 
occupational stress (which leads to emotional exhaus-
tion) during COVID, as compared to reports ranging 
from 24 to 46% pre-COVID [26]. A survey of providers 
in Canada who continued to provide harm reduction and 
supportive housing services during COVID-19 revealed 
that 80% of respondents reported a decline in their men-
tal health [27]. While the initial objective of this study 
was to gain a national understanding of how the drug 
toxicity emergency was affecting individuals providing 
HR services, we later expanded the objectives to identify 
how both the pandemic and the ongoing drug toxicity 
emergency were affecting these individuals.

Method
This study applied an integrated knowledge mobilization 
approach ensuring that HR providers from across Can-
ada were involved throughout the project. Harm reduc-
tion organizations from each jurisdiction across Canada 
were invited to have one or more representatives partici-
pate as partner advisors the study (n = 8). Where provin-
cial or territorial organizations did not exist, community 
services were engaged from major cities in the jurisdic-
tion (n = 7). Partners also provided recommendations for 
other harm reduction focused organizations that would 
have a vested interest in the topic (i.e., Harm Reduction 
Nurses Association, Centre for Innovation in Peer Sup-
port) and these organizations were invited to participate 
as well (n = 2). Partners came from multiple backgrounds 
including nursing, public policy, social outreach, lived 
experience, etc., and all were currently focused on pro-
viding harm reduction services and supporting individu-
als on the front lines. Representatives of jurisdictional 
and community harm reduction services participated in 
multiple consultations. During the first set of consulta-
tions (two virtual meetings) partners validated the need 
for this research, identified key themes to be explored, 
refine research questions and came to consensus on the 
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appropriate use of language for the project. A second 
round of consultations were held at the conclusion of 
CYCLE ONE and CYCLE TWO (one meeting for each 
cycle, and one-on-one consultations as necessary due to 
schedule conflicts). In these sessions findings from quan-
titative and qualitative analyses were shared. Partners 
validated or provided alternative interpretations of the 
results, identified on the ground implications of the find-
ings, and suggested actions to be implemented. Finally, 
partners reviewed the final draft of this paper and pro-
vided any final feedback or considerations. This partner 
involvement was key to ensuring that the conclusions 
were appropriate and fit with the experiences and needs 
of service providers. We appreciate the participation of 
these partners whose contributions greatly enriched the 
document (see Acknowledgements).

To facilitate timely data collection and to reach respon-
dents across the country, both surveys were adminis-
tered online. All materials were available in English and 
French. The Advarra Institutional Review Board provided 
ethics approval for both cycles of the research performed 
for this report.

Measures
Professional quality of life
The 30-item Professional Quality of Life (ProQOL) scale 
was used to assess positive and negative experiences of 
providing HR services to individuals who use drugs. 
Subscales assessed levels of compassion satisfaction and 
compassion fatigue, including burnout and secondary 
trauma, in the last 30 days [28]. The ProQOL does not 
offer an option to generate a meaningful composite score, 
therefore the sum results from each subscale are reported 
separately and could range from 10 to 50. Previous stud-
ies have evaluated the psychometric properties of the 
scale [29] and in a sample population similar to ours, it 
has demonstrated satisfactory consistency and validity 
[30].

The compassion satisfaction subscale of the ProQOL 
scale measured the “pleasure derived from being able to 
do your work well” [31]. This may include feeling good 
about helping others through your work and feeling posi-
tivity toward your colleagues and your ability to contrib-
ute to the work setting. A higher score on this subscale 

reflects that a person derives great professional satisfac-
tion from their work [28, 31].

The compassion fatigue subscale measured the nega-
tive consequences of helping others [29]. This is a work-
related phenomenon many refer to as a cost of caring and 
it contributes to a reduction in compassion in health care 
[32]. In the context of the ProQOL measure, compassion 
fatigue is measured using two subscales: burnout and 
secondary traumatic stress.

Burnout is associated with feelings of hopelessness and 
difficulties in dealing with work or in doing a job effec-
tively, whereas econdary traumatic stress can result from 
hearing stories about traumatic things that have hap-
pened to others [31].

The ProQOL has been used with medical health pro-
fessionals, social service employees, humanitarian work-
ers [28], hospice and palliative care professionals [33–35], 
and chaplains [34]. Normative benchmarks among pro-
fessional caregivers working with survivors of trauma 
have been established [36] and are reported in Table 1.

Adult attitude to grief
The nine-item Adult Attitude to Grief scale assessed vul-
nerability to grief from losing people because of the drug 
toxicity emergency [37]. Questions include three sub-
scales: resilient, controlled, and overwhelmed. The sum 
of the scores across all subscales represents the respon-
dent’s overall vulnerability to grief and could range from 
0 to 36 [38]. The scale was found to be psychometrically 
promising for identifying vulnerability to grief, with 
acceptable consistency and validity [37].

Higher vulnerability to grief contributes to difficul-
ties in managing loss and its consequences emotionally, 
socially, and practically. It is considered the opposite end 
of the spectrum from resilience in the face of loss [38]. 
This measure has been used among clients from commu-
nity- or hospital-based bereavement services [38].

Data collection
Cycle one
Data was collected online from July 30 to Sept. 30, 2019, 
during the ongoing drug toxicity emergency. Respon-
dents provided demographic data and completed stan-
dardized measures of Professional Quality of Life and 
vulnerability to grief. Open-ended questions were 

Table 1 Average professional QoL subscales scores in various studies, M (SD)
Subscale Cycle 1 Cycle 2 Caregivers interacting 

with trauma survivors 
(De La Rosa et al., 2018)

Emergency de-
partment nurses 
(Hunsaker et al., 
2015)

Hospital and primary 
healthcare nurses 
(Ruiz-Fernández et al., 
2020)

Healthcare 
workers during 
COVID (Buselli 
et al., 2020)

Compassion satisfaction 36.7 (6.1) 35.5 (7.0) 37.7 (6.5) 39.7 (6.3) 35.48 (7.4) 38.2 (7.0)
Burnout 26.0 (4.7) 26.6 (5.5) 22.8 (5.4) 23.66 (5.9) 23.44 (5.3) 19.8 (5.0)
Secondary traumatic stress 25.6 (7.4) 28.7 (6.7) 16.7 (5.7) 21.57 (5.4) 20.74 (7.8) 18.0 (5.6)
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included to allow participants to add contextual infor-
mation and to comment on resources and supports that 
were available or could be beneficial if implemented. For 
example, “Is there anything about your professional qual-
ity of life that you’d like to share?” and “Please describe 
what supports and resources you feel are in place that are 
helpful to you in your role?”.

Cycle two
With the COVID-19 pandemic being declared less than 
six months after Cycle One was completed, we wanted to 
determine the effect of the pandemic on the same popu-
lation. A revised survey was used in the second cycle of 
this research project to collect data from January 27 to 
March 8, 2021. This cycle included the measures used in 
Cycle One, with additional open-ended questions about 
changes in the work environment and to workers well-
being as a result of the pandemic. For example. “Have 
your feelings about work or the ways in which you work 
impacts your quality of life changed since the onset of the 
COVID-19 pandemic” and “Have your grief responses 
and feelings changed since the onset of the COVID-19 
pandemic?”.

Participants and recruitment
Eligible participants were people living in Canada who 
self-identified as HR providers and were the age of major-
ity (considered a legal adult) in their jurisdiction. Part-
ners involved in the study’s development disseminated 
the survey to their networks of HR providers, through 
social media, e-mail, list servs, and organizational news-
letters to recruit using snowball sampling.

In Cycle One, individual responses were anonymous, 
however, if participants shared their email, they were 
eligible to enter a draw with a one in five chance to win 
a $20 coffee shop e-gift card. In Cycle Two, compensa-
tion was revised based on partner feedback and all 

participants who completed a valid survey and provided 
an email address were offered a $20 gift card to their 
choice of an online retailer, a grocery store or coffee shop.

Data analysis
The quantitative survey data were analyzed using the Sta-
tistical Package for the Social Sciences version 22. Survey 
respondents who included only demographic informa-
tion or endorsed the same response (e.g., only selecting 
“Very often”) for each question within any of the three 
scales were excluded from the analyses. Sample sizes dif-
fered for each of the variables reported as respondents 
filled out the survey to varying degrees. Analysis of cova-
riance (ANCOVA) was used to determine if any outcome 
variables of interest (compassion satisfaction, burnout, 
secondary traumatic stress) differed between the two 
cycles. Gender, age, and number of years working in HR 
were included as covariates for these analyses.

Qualitative analysis on the open-ended questions was 
conducted through the creation of code lists. The coding 
allowed for the identification of overall themes and for a 
summary response to be developed for each individual 
question. To create the code lists, first, a preliminary 
review of a subset of the survey responses (50–60%) was 
manually conducted be a team of coders to get a sense of 
the range and variety of survey answers. Second, a com-
prehensive code list was developed based on the entire 
set of responses, where each code represented a theme. 
Finally, each individual response was manually assigned 
between one and five codes based on its content.

Results
Demographics
Six hundred, fifty-one valid surveys were completed 
in 2019, and 1,360 in 2021. The regional distribution of 
respondents for each survey cycle is presented in Fig. 1 
with most respondents located in Ontario, Alberta, 

Fig. 1 Provincial and territorial distribution of respondents. Abbreviations: British Columbia (BC), Alberta (AB), Saskatchewan (SK), Manitoba (MB), On-
tario (ON), Quebec (QC), New Brunswick (NB), Nova Scotia (NS), Prince Edward Island (PE), Newfoundland and Labrador (NL), Yukon Territory (YT), North-
west Territories (NT), Nunavut (NU)
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British Columbia, and Manitoba. In 2019, most respon-
dents identified as women, whereas in 2021, most identi-
fied as men (see ‘Gender’, Table 2). Respondents in both 
cycles tended to be between 25 and 44 years of age (see 
‘Age’,Table 2). Level of education varied among partici-
pants, with a large proportion completing some form 
of postsecondary education in both cycles (see ‘Highest 
level of education’, Table 2). Most respondents lived in 
urban or suburban environments, reported working full 
time and had been working in the HR sector for five years 
or less (see ‘Size of community’, “Employment status’, and 
‘Time working in harm reduction’, Table 2).

Professional QoL
We utilized the ProQoL to assess the positive and nega-
tive experiences of HR service provision. Reported expe-
riences of compassion (job) satisfaction were moderately 
high and did not differ between Cycle One (M = 36.7, 
SD = 6.11) and Cycle Two (M = 35.5, SD = 7.00; F[1, 
1491] = 0.325, p = .569; Fig. 2).

Levels of burnout were moderate and remained consis-
tent from Cycle One.

(M = 26.0, SD = 4.7) to Cycle Two (M = 26.6, SD = 5.5; 
F[1, 1491] = 3.73, p = .054) (Fig. 2).

Levels of secondary traumatic stress were initially mod-
erate and increased significantly from

Table 2 Demographic Characteristics of Survey Participants in Each Cycle, n (%)
Characteristic Cycle One, 2019 

(n = 651)
Cycle Two, 2021
(n = 1,360)

Gender
 Women 501 (77.3) 604 (46.7)
 Men 130 (20.1) 678 (52.4)
 Gender diverse 17 (2.6) 11 (0.9)
Age
 18 to 24 years old 39 (6.2) 214 (18.7)
 25 to 44 years old 410 (64.8) 828 (72.2)
 45 to 64 years old 169 (26.7) 101 (8.8)
 65 years or older 15 (2.4) 4 (0.3)
Highest level of education completed
 Less than high school 8 (1.2) 94 (6.9)
 High school diploma 17 (2.6) 181 (13.3)
 General Ed. Dev. (GED) or Adult Basic Ed. (ABED) 3 (0.5) 88 (6.5)
 Some college or technical school 28 (4.3) 180 (13.2)
 College or technical school graduate 125 (19.3) 310 (22.8)
 Undergraduate university degree 285 (43.7) 356 (26.2)
 Professional degree (e.g., law, medicine) 64 (9.9) 78 (5.7)
 Graduate degree (master’s or doctorate) 115 (17.8) 48 (3.5)
 Other 2 (0.3) 16 (1.2)
Size of community
 Urban or suburban (in a city or town) 572 (87.9) 905 (66.5)
 Rural (short drive to city or town) 55 (8.4) 305 (22.5)
 Remote or isolated (great distance from city/town) 23 (3.5) 191 (14.0)
 Not sure — 10 (0.7)
 Prefer not to say — 4 (0.3)
Employment status
 Full-time employee 491 (75.4) 735 (54.0)
 Part-time employee 127 (19.5) 380 (27.9)
 Full-time volunteer 5 (0.8) 103 (7.6)
 Part-time volunteer 36 (5.5) 212 (15.6)
Time working in harm reduction
 2 years or less working in harm reduction 190 (29.2) 380 (27.9)
 3 to 5 years working in harm reduction 147 (24.7) 393 (28.9)
 6 to 10 years working in harm reduction 133 (22.4) 211 (15.5)
 11 to 20 years working in harm reduction 102 (17.2) 62 (4.6)
 21 years or more working in harm reduction 22 (3.7) 13 (1.0)
Note. — = not available
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Cycle One (M = 25.6, SD = 7.4) to Cycle Two, (M = 28.7, 
SD = 6.7; F[1, 1491] = 16.25, p < .001) (Fig. 2).

To allow respondents to provide more details about 
their professional quality of life, we asked “Is there any-
thing else about your professional quality of life that 
you’d like to share. In total, 38% (n = 250) of CYCLE ONE 
respondents and 18% (n = 242) of CYCLE TWO respon-
dents provided a response to this question. Overall, 
themes revealed that respondents enjoyed and believed 
in the importance of their work,, while at the same time 
outlining the need for additional services and supports 
for clients and for the sector overall.

I love my work and the people I am privileged to 
serve, although not having enough community-based 
services to help them is extremely difficult. (CYCLE 
ONE)
I love my job and simultaneously wish it didn’t have 
to exist. I couldn’t imagine doing nothing about the 
drug toxicity crisis. It is an honour to be paid for 
something I am so passionate about, but also hard 
to be engaged in what seems like such an endless 
battle with governments to value the lives of people 
like me. (CYCLE TWO)

Respondents also described frustration and dissatisfac-
tion with their professional quality of life such as wanting 
to see improvements to working conditions, increased 
benefits and compensation, improved services and sup-
ports for clients, increased government support and 
funding, increased awareness of and support specific for 
the drug toxicity emergency and HR work, and improved 
management.

The system is what affects the quality of my pro-
fessional life, rarely the clients. The system calls it 
burnout — I prefer the term constant moral assault. 
(CYCLE ONE)
Agency systems, governments, policies, and politics 
make it hard to provide the best care for people in 
the community that need HR services. (CYCLE 
ONE)

CYCLE TWO respondents reported COVID-19 pan-
demic-related issues impacting their professional quality 
of life, such as reduced services and public health restric-
tions due to the pandemic.

During the pandemic, I have lost access to things 
that improve my mental health, like flexible sched-
uling and vacation time. Demand for the services 
my team provides has never been higher, and there 
has been no acknowledgement of the risks that we 
are taking or the services we are providing. (CYCLE 
TWO)
COVID-19 has increased stress levels when interact-
ing with people because of the restrictions and the 
fear of infection. (CYCLE TWO)

Work-related changes during the COVID-19 pandemic
CYCLE TWO respondents were asked whether their 
feelings about their work or the ways in which their 
work impacts their QoL changed since the start of the 
COVID-19 pandemic. Almost a quarter of respondents 
(24%, n = 326) confirmed that they had. To better under-
stand work-related changes, respondents were asked 
to describe the changes and their interpretation of the 

Fig. 2 Professional quality of life scores by cycle
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reasons for changes. The main theme reported by 39% 
(n = 128) respondents, was the impact on the type and 
quality of care they could provide clients (including lack 
of supplies, inability to assist clients who lacked access to 
internet or other communication devices

Many barriers have arisen for users of safe con-
sumption sites: masks, social distancing, protocols 
for access for some facilities, etc. A lot of the popula-
tion struggling with addiction get frustrated with the 
rules in place, so they choose to just use alone. Some 
die because of this.
More barriers to services for client’s which makes 
my job harder, and I feel more helpless to empower 
people.

Other themes included reduced program and service 
accessibility and availability for clients, increased work-
load, increased fatigue and burnout, increased isolation, 
limited socialization, and changed mental health status.

The workload keeps piling up. Personally, I feel more 
tired than before.
I’m aware that my own personal stress leaves me 
with less to give or to offer at work. I have to be very 
measured with my energy and conserve it where 
I can. I can’t extend myself as much as I did pre-
COVID.

A few respondents mentioned an increase in positive 
work-related changes since the start of the pandemic 
which included the ability to help clients, the community 
and society in general, as well as finding their work more 
meaningful and motivating.

I feel that the work has become more vital. With 
COVID-related shutdowns, moving or changes of 
services, it has become more important to be a reli-
able, consistent source of HR resources including 
supplies.

Vulnerability to grief
Generally, levels of vulnerability to grief were moder-
ate in CYCLE ONE (M = 14.91, SD = 4.14) and increased 
significantly in CYCLE TWO (M 17.16, SD = 3.74) 
F(1,1466) = 42.54, p < .001.

We asked respondents whether there was anything else 
they wanted to share about their grief: 22% (n = 142) of 
CYCLE ONE respondents and 15% (n = 200) of CYCLE 
TWO respondents shared additional information. Of 
these, many indicated that although support through 
the grieving process was important, it was not always 

available or accessible, and that it is difficult to deal with 
grief in general.

I find it is always a struggle between wanting to sup-
port those affected by the death in the moment and 
being gentle with yourself as you are also grieving. 
It’s a difficult balance. (CYCLE TWO)

Another common theme emerging from respondents 
was the importance of acknowledging that everyone 
deals with grief differently, and that grief can be difficult 
to process when you work with individuals who experi-
ence grief and loss regularly.

When a patient [or] client dies, it is actually neces-
sary for me to take a short mindful break and then 
continue my workday. It’s difficult to explain why 
exactly I feel the need to keep going. I think I do 
this for a variety of reasons. For example, I believe I 
need to keep working, otherwise the loss of one could 
contribute to the loss of another, and I won’t allow 
that to happen. I also process loss and death over a 
period of time, perhaps several days, and can con-
tinue to process the person’s death while I am con-
tinuing to live. (CYCLE ONE)
Grief for me is always going to weigh heavy. I find 
one of the hardest aspects of grief is finding a bal-
ance between opening up to new life and new joy 
while still engaging with the grief as such an impor-
tant part of present experience. It is a confusing 
thing to have to accomplish, and in my experience, 
it has been difficult to find valuable guidance in this 
area as well as the opportunity to express and share 
experience with grief. (CYCLE ONE)

CYCLE TWO respondents described experiencing more 
death and grief because of the COVID-19 pandemic as 
well as changes in their mental health and well-being.

We lose someone daily. I feel like we don’t got time to 
grieve. (CYCLE TWO)
Two coworkers in our tiny organization have passed 
away since the beginning of the pandemic. This is 
another layer on top of the frequent deaths of clients. 
(CYCLE TWO)

Changes in vulnerability to grief during COVID-19
Nearly 10% (n = 130) of all CYCLE TWO respondents 
reported changes in their grief responses since the start 
of the pandemic. The main theme emerging from respon-
dents was increased amounts of death and grief.



Page 8 of 15Taha et al. Harm Reduction Journal           (2024) 21:48 

I think the pandemic has made me acutely aware of 
the increased risks for those who use substances and 
therefore the increased risk of drug toxicity death. 
(CYCLE TWO)

Additional challenges created by the pandemic included: 
following public health guidelines, social isolation, inabil-
ity to gather with family after loss) and unhealthy changes 
in mental health and well-being (e.g., increased fear, anxi-
ety, feelings of sadness).

I think I’m more sensitive. Due to the length of the 
pandemic, some feelings of frustration and helpless-
ness. Need to be aware and address these feelings 
and correcting myself (CYCLE TWO).
We are more isolated, so it makes it hard to receive 
support for grieving. (CYCLE TWO)

Some respondents described adopting a more positive 
outlook, including being more optimistic, cherishing life 
and being better equipped to cope with grief and loss.

The pandemic has given me new skills to cope, and 
the experience of this loss has shown me some new 
skills that I have for coping. (CYCLE TWO)

Resources, programs and supports: findings
To determine what workplace resources were avail-
able, we asked respondents to tell us what supports were 
already in place that are helpful to them in their role. 76% 
(n = 494) of CYCLE ONE respondents and 44% (n = 599) 
of CYCLE TWO respondents provided an answer. 
Among those, many indicated having access to the ser-
vices they needed, which included employee-specific 
supports (e.g., counselling, team meetings and debrief-
ings, benefits), professional and agency supports (e.g., 
staffing support like nurses and outreach teams) and sup-
portive supervisors. Several CYCLE TWO respondents 
included availability of COVID-19 specific resources 
such as pandemic-related supports, equipment and sup-
plies, and volunteer resources.

Supportive team who meets regularly to support one 
another and discuss difficult cases. The availabil-
ity of [an] employee assistance plan to provide paid 
counselling service if necessary. (CYCLE ONE)
The consistent support of my peers, coworkers and 
like-minded individuals who share the same goal. 
Having places like [name of local service] also are 
helpful for us staff in the community, and it’s help-
ful to redirect our clients to them as well as for clean 
supplies [or] resources. (CYCLE TWO)

We have a professional [employee assistance] pro-
gram, which gives us access to counselling [and] 
therapy. My team manager is quite supportive. My 
team is very supportive. (CYCLE TWO)

Lack of supports for work and well-being in the workplace
Respondents were also asked what they felt was lack-
ing in terms of support for their work and well-being. 
69% of CYCLE ONE respondents (n = 449) and 34% of 
CYCLE TWO respondents (n = 457) provided an answer 
to this question. Common themes included the need for 
increased employee-specific supports and resources (e.g., 
better communication, increased benefits, more debrief-
ings, and team meetings), resource supports (e.g., coun-
selling, mental health supports), educational supports 
(e.g., training) and professional and agency supports (e.g., 
hire more staff to keep up with demands),

Lots of nice talk about our values but not backed 
up with action; lack of resources to do the work; 
lack of education and a commitment to HR prin-
ciples across the organization; trauma therapy eas-
ily accessible and as long as it needs to be. (CYCLE 
ONE)
My insurance does not cover enough counselling. 
$500 a year is not enough. (CYCLE TWO)
In [jurisdiction name] with the merger into a provin-
cial system, local supports have been eliminated and 
budget lines for any extras have disappeared. We are 
told funding is in a crisis and there’s no money for 
anything. Job and budget cuts are pending. There is 
plenty of opportunity for change; however, leadership 
would need to see value in employee engagement, 
employee training, employee growth and employee 
retention throughout the continuum of addiction 
services. (CYCLE ONE)
More training for all levels of workers, safe spaces for 
community members to access while using. (CYCLE 
TWO)

CYCLE TWO respondents also reported the need for 
supports related to COVID-19, such as social distanc-
ing, personal protective equipment as well as supplies 
and physical safety supports for clients (e.g., housing sup-
ports, emergency shelter spaces).

Increase protection measures, take temperature 
checks on personnel and distribute masks. (CYCLE 
TWO)
Need more funding for increase[d] hours and staff. 
Staff should be better supported to isolate if [they] 
have symptoms and return to work if negative… not 
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punished for sick time because they stayed home 
when experiencing symptom[s]. (CYCLE TWO)
Residential treatment programs are unavailable. 
There is a severe lack of housing for vulnerable pop-
ulations to stabilize them and support them to get 
to treatment. In-patient services are working poorly 
with community services. There is no collaboration. 
(CYCLE TWO)

COVID-19 pandemic-related changes to resources and 
supports
CYCLE TWO respondents were asked whether the types 
of resources, programs, and supports they had access to 
or how they accessed these services had changed since 
the start of the COVID-19 pandemic. In total, about 20% 
(n = 279) answered “Yes.”

We asked respondents to describe what had changed 
and the reasons what they attributed it to. Overall, lack 
of services and resources (e.g., limited services, discon-
tinued services) and increased virtual services were men-
tioned most often and reported by 43% of respondents to 
that question.

Very difficult for clients to access health care dur-
ing a pandemic. However, virtual OAT [opioid ago-
nist therapy] programs have been a real positive for 
clients required to isolate during COVID. (CYCLE 
TWO)
There doesn’t seem to be as much room in shelters 
for our clients or warm places in general. (CYCLE 
TWO)

Other themes reported because of the pandemic 
included inability to access services (e.g., reduced hours, 
limited capacity for clients, longer wait times) and lack 
of in-person services (e.g., human experience, personal 
connection).

Lack of in-person services, which makes it harder to 
build therapeutic relationships. (CYCLE TWO)
People are required to answer screening questions, 
which may trigger people with anxiety or chronic ill-
nesses [and I] always feel terrible. Face-to-face is not 
allowed and misunderstandings are increased as to 
the needs to be met for some people. Some programs 
and resources are help for COVID-related topics 
only. (CYCLE TWO)

Most respondents described struggles they were fac-
ing, however, some discussed positive outcomes, such as 
increased program availability, improved communication 
and additional COVID funding.

The silver lining of the pandemic is that some of the 
funding resources we were needing are now available 
to us to help deal with the pandemic. However, the 
bad side of this is that strict limitations on services 
have pared down our already inadequate mental 
health and addictions programming. … But we can 
buy all the masks and bleach we could ever need (if 
they’re available). (CYCLE TWO)

The Importance of Harm Reduction Work and Support 
for Employees The final question of both surveys asked if 
there was anything else individuals wanted to share about 
their work and their experiences. About 28% (n = 183) of 
CYCLE ONE respondents and 11% (n = 146) of CYCLE 
TWO respondents answered this question. The major 
themes included liking what they do and knowing HR 
work is important.

I simply love my work … I don’t even think of it as 
work most days … I think of it as my duty to my fel-
low person. The worst part is all the paperwork, the 
people aren’t the work. It is a joy when I can find 
something that can alleviate some of that hardship 
and suffering. The frustration in this work comes 
from the ignorance of others and their treatment of 
PWUS [people who use substances]. People are dying 
because they avoid healthcare and other services. 
(CYCLE ONE)
I have the best workplaces and coworkers who really 
get what HR is all about! (CYCLE TWO)

Respondents also indicated the need for employee-spe-
cific services and supports, HR -specific resources, more 
government funding, and increased efforts to reduce 
stigma about HR work, homelessness, and addiction.

More training on how to provide HR in a supportive 
manner. (CYCLE ONE)
I think overall it is not my specific workplace or my 
specific self-care practices that would support me 
best to do this work — it is systemic change in the 
way that we treat people living in poverty, racialized 
people, people with disabilities, women and trans 
people, and people who use drugs. If the system were 
better designed, I think a lot of the fatigue that peo-
ple experience in HR -based jobs could be mitigated. 
(CYCLE ONE)
Being a HR worker right now is extremely emo-
tionally demanding. We are losing a lot of people, 
and it feels like the rest of the world doesn’t care 
or acknowledge this. It’s like a war zone. (CYCLE 
TWO)
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Discussion
The initial purpose of our study was to provide a national 
picture of the experiences of frontline HR providers in 
Canada. With the emergence of the COVID-19 pan-
demic, a second cycle of data was collected to examine 
the effects of this additional challenge, and to identify the 
compounding effects of the ongoing drug toxicity emer-
gency. Both surveys were enhanced by the participation 
of representatives from harm reduction organizations 
across Canada. They validated themes and rationale, 
helped interpret the results and endorsed the implica-
tions of the findings. The input of these individuals is 
captured in the discussion below where consultation 
partners are referenced.

Service providers experienced moderately high levels 
of compassion satisfaction from their work across sur-
vey cycles. Levels of burnout and secondary traumatic 
stress were concerning, higher than those established as 
benchmarks among professional caregivers who interact 
with trauma survivors [34], nurses working in multiple 
settings [39, 40] and Italian hospital healthcare workers 
during the COVID-19 pandemic [41] (see Table 1).

These comparisons indicate that those working in 
harm reduction are experiencing a pronounced strain 
on their emotional well-being. Indeed, vulnerability to 
grief reported in our study approached levels previously 
observed among bereaved individuals [35].

Benefits and challenges of providing HR services
Qualitative results indicated that participants found great 
meaning in their work, which may buffer against some of 
the stresses of the job. These findings are similar to recent 
research where HR providers reported that their work 
gave them a sense of purpose [10, 42]. Our consultation 
partners supported this; explaining that people do the 
work out of commitment to their community, not for a 
salary, and that it is very rewarding.

While levels of burnout and secondary traumatic stress 
in our study were greater than those previously reported 
among other healthcare workers (Table 1), we had antici-
pated that the levels might have been even higher given 
previous reports [11–13, 43] especially with the added 
toll of the pandemic [44]. Most respondents had five 
years or less in the field and it is possible HR providers 
facing highest levels of burnout and grief had already left 
the field or were taking time off to cope with stress as has 
been reported elsewhere [9]. It is also possible that peo-
ple who were still in practice and experiencing high lev-
els of burnout and vulnerability to grief did not have the 
emotional capacity nor the free time to respond to this 
survey. Our consultation partners supported these expla-
nations. Partners confirmed that turnover in HR posi-
tions is high, which presents a risk to HR work, as trust 
decreases if staff changes frequently. Turnover may also 

occur because people working in HR settings often have 
casual positions, economic insecurity, and job precarity. 
These structural vulnerabilities may explain how burnout 
is experienced [9].

Our study intentionally included a range of HR ser-
vices provided in a variety of settings, some of which 
may be more challenging than others. This variability 
was intentionally included in the study design to reflect 
the importance of integrated HR across the spectrum of 
care. However, it may be masking some effects unique 
to more demanding settings or roles. Partners suggested 
that the moderate levels of burnout reported may be 
because it had become normalized among HR provid-
ers, which has been previously reported [9]. Partners also 
indicated that stress comes from every angle (e.g., federal 
funding reductions, staffing challenges, daily exposure 
to trauma) and has happened for so long that living with 
the feelings of burnout was the accepted standard. That 
being said, partners also explained that the findings likely 
underreported rates of stress and burnout and suggested 
there may be a ceiling effect, as reported burnout did not 
significantly increase with the additional stressors of the 
pandemic.

The moderate levels of vulnerability to grief were also 
surprising as they were not in line with previous studies 
[11]. The scale in our study measured respondents’ abil-
ity to cope with grief as opposed to the experience of 
grief itself. Thus, the moderate levels of grief reported in 
our study do not indicate that respondents are not sur-
rounded by loss, but rather that they may have found 
ways to prevent it from weighing too heavily on them. 
Qualitative responses spoke to the strength individuals 
gained from their peers. Yet, the interpretation of this 
finding is likely more nuanced. Our consultation partners 
indicated that moderate vulnerability to grief was likely a 
survival mechanism in response to continuous loss. Indi-
viduals in this field are saturated with grief, and it feels 
impossible to add any more grief to what they are already 
carrying. Partners said it would be overwhelming if they 
were to stop and try to process the grief, so they “numb 
out,” develop a “suspension bridge” to avoid the “pit of 
grief” and keep going.

In a previous examination of HR providers in Canada, 
participants reported using avoidance to cope with their 
grief [9]. Our qualitative results and consultation part-
ners reflected that HR providers do not have the luxury 
of taking time to process their grief. They are motivated 
to press on and continue their critical work, which has 
been posed as an example of grief avoidance in the litera-
ture [9]. Previous studies that captured the taxing impact 
of exposure to trauma and experiences of grief used in-
person qualitative and ethnographic methods [14, 18, 
43]. It is possible that our online survey methodology 
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may not have been sensitive enough to capture such a 
nuanced experience.

Services and supports
Respondents were satisfied with the support they 
received from their coworkers and managers, but also 
reported a need for more. These contrasting findings may 
reflect the variability among study participants. Previ-
ous literature supported the need for on-site counselling, 
debriefing, and bonding with colleagues to cope with the 
challenges of responding to drug toxicity events [13]. Our 
consultation partners said they also used these activi-
ties with some initial success to keep individuals in their 
roles. They also advised that alternative staffing models 
were being explored (i.e., taking different roles through-
out the week to alter levels of exposure to trauma) to 
allow individuals time to process their grief. Yet, previous 
literature highlighted how some HR providers may hesi-
tate to report the emotional impacts of the job to their 
managers or supervisors, fearing that it may negatively 
affect their employment [18]. Different interventions 
should be evaluated to understand the implications for 
different HR contexts and to scale and spread the most 
effective strategies.

During the pandemic, strategies that helped alleviate 
the stress experienced by direct service providers who 
were deemed essential included monetary compensa-
tion, employer recognition, team and peer support, abil-
ity to take vacation or leaves of absence, and enhanced 
access to mental and physical health services [45]. Sys-
tematic reviews have shown promising strategies to 
address stress, burnout, and well-being among healthcare 
providers. These strategies include cognitive behaviour 
interventions [46], yoga programs [47–49], mindfulness 
programs [48, 50, 51], music- and art-based interventions 
[52] and resilience building programs [46, 53].

Yet, HR providers need access to these supports to be 
able to benefit from them. Our qualitative results, previ-
ous literature [18] and input from consultation partners 
showed that even when support is available, they are 
often inadequate. That could be a result of an insufficient 
number of sessions are covered through benefits, or that 
services in employee assistance programs do not have the 
trauma- and grief-informed approach needed to respond 
to HR provider needs.

Findings also highlight that the healthcare system itself 
is a barrier to quality care. Respondents indicated that 
the lack of community services to refer individuals to is 
a challenge. They reported that their own professional 
quality of life was affected more by the failures of poli-
cies and systems than by their own jobs. These findings 
indicate a need for system-wide change to better sup-
port those who use substances, and, in turn, HR work-
ers as has been previously reported [1, 11, 13, 14, 43]. 

These changes could address discrepancies between the 
public and private systems, and regulated and unregu-
lated workers which are seen more often in mental health 
and substance use health care than other health arenas. 
Governments could improve access to care, provider 
well-being, and integration of care by increasing pub-
lic funding and system capacity for evidence-informed 
psychotherapy, applying legislation and prescriptive 
measures to ensure workplace mental health, develop 
regulations to influence health and disability insurance 
providers to ensure workplace mental health [54].

Impacts of the COVID-19 pandemic and the drug toxicity 
emergency
Generally, respondents reported similar levels of com-
passion satisfaction, burnout, and self-care in Cycles One 
and Two. The replication of findings indicates good reli-
ability that the experiences of HR providers were cap-
tured accurately. Our consultation partners agreed that 
the data provides an accurate picture of their experi-
ences, and they were not surprised that the results were 
similar between the two survey cycles. Partners indicated 
there were likely no major changes over time because 
the experiences of providing HR services were already 
so challenging and rewarding that there was little room 
for change. Furthermore, they considered themselves 
an essential service and continued as usual throughout 
the pandemic. As burnout and compassion satisfaction 
each relate to the experiences of performing one’s job 
(which participants indicated they largely continued as 
normal through the pandemic), these domains may have 
been less likely to change over time. In contrast, second-
ary traumatic stress, and vulnerability to grief, which 
increased in Cycle Two, more so reflect emotional con-
nections between people. These increases are not sur-
prising given the ongoing and escalating drug toxicity 
emergency, coupled with the additional stress of the pan-
demic. Respondents reported becoming more sensitive 
to the well-being of their clients, which has been reported 
as a reaction to the pandemic elsewhere [55, 56].

Qualitative responses also revealed positive impacts of 
the COVID-19 pandemic. Some respondents indicated 
that the pandemic increased the meaning they experi-
enced in their job as they could be a reliable source of 
support to their clients during a period of turbulence. 
This was supported by previous findings related to HR 
provision during COVID-19 [57]. Others reported that 
the tumultuous time increased their communities’ accep-
tance of HR services and made them more willing to 
support others than they had been before the pandemic. 
Respondents also reported personal benefits such as 
learning how resilient they could be and their ability to 
develop new coping skills. These findings suggest that 
while the pandemic was one of the greatest threats to 



Page 12 of 15Taha et al. Harm Reduction Journal           (2024) 21:48 

global well-being, it may also have presented opportuni-
ties for post-traumatic growth, where individuals reassess 
things with positive adaptations following hardships [58]. 
Initial assessments of frontline nurses in China revealed 
post-traumatic growth occurring during the pandemic 
[59, 60]. As we move further into post-pandemic recov-
ery and implementing more solutions to the overdose 
emergency, mechanisms to foster post-traumatic growth 
may benefit those working in harm reduction and the 
community at large.

Limitations and future research directions
As in all research, there are limitations to the current 
study that should be acknowledged. As harm reduction 
can take many forms, there was significant diversity of 
roles among the study respondents, The experiences of 
volunteers at a supervised consumptions site could be 
significantly different from physicians providing opioid 
agonist treatment. These differences may have masked 
some of the effects that a certain subset of workers expe-
rienced and limits the generalizability of the findings. 
Moreover, we did not collect data from individuals who 
had previously provided harm reduction services and 
then left the practice. It is possible that these individu-
als may have been those who were the most affected, and 
their data was not captured in this study.

While our questions focused on the drug toxicity emer-
gency, the experiences reported by respondents can-
not be attributed to drug-related harms alone. We did 
not quantify individuals’ experiences of trauma, nor the 
degree of trauma they had been exposed to. Additionally, 
none of the measures used in our study had been vali-
dated by HR providers and it is possible that the scales 
may not have been able to capture nuance of such com-
plex work. For the qualitative analyses, there is always 
some degree of researcher subjectivity that it incorpo-
rated into the analyses, so we acknowledge the potential 
for unintentional bias.

The nature of the toxicity emergency and politi-
cal response are constantly evolving, which could have 
impacted the results. For example, during Cycle One, 
some data showed decreases in opioid toxicity deaths in 
Alberta [61]. At the same time, a review of supervised 
consumptions sites assessed “concerns about [their] 
impacts on homes, business and communities” [15]. 
Changes like these may have influenced how individuals 
replied to the survey’s questions, so their responses might 
have differed if they had completed the survey earlier or 
later in the data collection period. To minimize this risk, 
data were collected over a relatively short period.

Additionally, the distribution of participants from 
across Canada was not equal. While every effort was 
made to engage networks from all jurisdictions, a large 
portion of the sample was from Ontario, Alberta, British 

Columbia and Manitoba in Cycle One, and from Ontario, 
Alberta, British Columbia, Manitoba and Quebec in 
Cycle Two. Similarly, Cycle One had more women than 
men respond, but Cycle Two had a more equal distribu-
tion of gender. It has been documented that women took 
on a disproportionate amount of child and home care 
duties during the Covid-19 pandemic [62, 63] and that 
women were more likely to work in essential roles [64]. It 
is possible that because of these additional responsibili-
ties, less women had the time available to participate in 
the second cycle of the study. Finally, the online method-
ology of the survey may have excluded some individuals 
providing HR services if they did not have internet access 
or were not comfortable using online data collection 
tools. These differences have implications for the general-
izability of our findings.

Subsequent analyses could explore how experiences 
of HR providers differ based on the role, setting or reg-
ulatory status. These factors may help provide a more 
detailed picture of the many nuances identified in the 
current study. This could inform the development of tar-
geted support or policies that may be most helpful for the 
diverse HR workforce. Future research could focus on the 
outcomes observed after implementing trauma-, loss- 
and gender-informed counselling among HR providers. 
Respondents indicated that more supports were neces-
sary, but evaluations should be undertaken to ensure 
benefits and reduce the risk of unintended harms.

As hypothesized in the Discussion section, individuals 
who are most affected by the emotional toll of provid-
ing harm reduction services may no longer be working in 
this area and were not represented in this survey. Future 
research should examine the well-being of those who 
have left the field to better understand long-term impacts 
of providing services that are both rewarding and chal-
lenging and could inform competency, training, and 
other support initiatives.

Implications and conclusions
The study’s findings and our partner consultations point 
to critical strategies to improve the experiences and well-
being of those providing harm reduction services.

  • A comprehensive healthcare system that integrates 
harm reduction services more closely with physical, 
psychological, and social support services would 
improve access to the services needed by those using 
substances and those providing harm reduction 
services.

  • Sustainable and reliable federal, provincial, and 
territorial funding for harm reduction would not 
only allow the continuity of services but would also 
remove financial and planning stressors for program 
directors and staff.
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  • Specialized gender-, trauma- and grief-informed 
counselling resources would help prevent further 
harm to those providing harm reduction services 
and ensure that the investment in these resources 
has meaningful outcomes. Employers providing a 
sufficient number of sessions, amount of financial 
compensation or both would ensure a benefit is 
received and sustained.

  • Examination and evaluation of equitable staffing 
models and policies (e.g., mandatory mental health 
training for leaders, organization-wide mental 
health policies) would improve the well-being of 
those providing harm reduction services. Evaluation 
of these models and policies could lead to the 
removal of structural vulnerabilities to burnout, 
such as job precarity and economic insecurity (i.e., 
leading to adequate pay, benefits, vacation, and sick 
leave for workers regardless of regulatory status 
or employment by community or government 
agencies).

  • Bolstering anti-stigma initiatives among the public 
and healthcare providers in the broader system 
would increase willingness to seek and offer help, 
facilitating positive outcomes.

Our study provides an important overview of the chal-
lenges and benefits of providing HR services. The chal-
lenges outlined by survey respondents must be addressed 
as a failure to support this essential workforce translates 
to increased harm among the individuals they serve. The 
reciprocal nature of the well-being between client and 
provider has been recommended as a critical factor for 
improving outcomes in vulnerable populations and their 
providers. When client and provider well-being is not 
adequately addressed, it can cascade to take a toll on the 
healthcare system [45]. Effectively responding to mental 
health needs may lead to improved outcomes, not only 
for an individual and the clients they serve but on system 
capacity and healthcare costs as well. All initiatives to 
support this workforce should be undertaken with mean-
ingful engagement of people who use substances and HR 
providers in alignment with the principle “nothing about 
us without us” [56, 65]. HR services are often among the 
first place individuals who use substances seek support. 
Ensuring the well-being of the HR workforce is criti-
cal to ensuring quality care is available to people using 
substances.
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