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Abstract

Background The City of Boston has faced unprecedented challenges with substance use amidst changes to the
illicit drug supply and increased visibility of homelessness. Among its responses, Boston developed six low threshold
harm reduction housing (HRH) sites geared towards supporting the housing needs of people who use drugs (PWUD)
and addressing health and safety concerns around geographically concentrated tent encampments. HRH sites are
transitional supportive housing that adhere to a "housing first” approach where abstinence is not required and harm
reduction services and supports are co-located. Despite the importance of HRH, the specific characteristics and
operations of these sites are not well understood. This study sought to address this gap by cataloging the common
features of Boston's HRH sites to generate a comprehensive inventory tool for evaluating implementation of harm
reduction strategies at transitional housing locations.

Methods We collected data between June and September 2023 and included semi-structured qualitative interviews
with HRH staff (n=19), ethnographic observations and photos at six HRH sites. Candidate inventory components
were derived through triangulation of the data. Two expert medical staff unaffiliated with data collection reviewed

a draft inventory measuring awareness and utility of HRH inventory components. We then pilot tested the inventory
with three HRH residents across two sites for readability and reliability. Awareness, frequency of use, and perceived
helpfulness of key inventory items were further tested in a survey to 106 residents.

Results HRH staff identified best practices, resources, and policies in HRH sites that were further contextualized with
ethnographic field notes. Common to all were overdose prevention protocols, behavioral policies, security measures,
and distribution of harm reduction supplies. The initial 44-item inventory of services, policies and site best practices
was further refined with expert and participant feedback and application, then finalized to generate a 32-item
inventory. Residents identified and valued harm reduction services; medical supports were highly valued but less
utilized.

Conclusion The HRH inventory comprehensively assesses harm reduction provision and residents’awareness and
perceived helpfulness of HRH operational components in staying safe from drug-related harms. Characterizing the
critical components of HRH through this tool will aid in standardizing the concept and practice of HRH for PWUD and
may assist other cities in planning and implementing HRH.
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Background

Over the past several years, rates of unsheltered home-
lessness in the United States (U.S.) have increased sig-
nificantly [1]. Among people experiencing homelessness,
21% report having a serious mental illness and 16% report
having a substance use disorder [2]. Homelessness and
housing instability put people who use drugs (PWUD) at
increased risk of drug related harm, including overdose
and infectious disease contraction and transmission (e.g.,
HIV, Hepatitis C, skin and soft tissue infections, infective
endocarditis) and especially for people who inject drugs
[3, 4]. Alongside these risk factors, PWUD frequently
encounter heightened discrimination by healthcare and
social service providers and law enforcement, as well as
barriers to accessing essential services like housing and
healthcare [5-7]. Addressing risks related to substance
use among unhoused populations is crucial for mitigating
overdose risk and establishing housing stability.

Like many U.S. cities, Boston has faced recent unprec-
edented challenges with substance use amidst changes to
the illicit drug supply and increased visibility of home-
lessness. Conventional shelters, often existing to reduce
visible homelessness have restrictive policies (e.g., can-
not use substances before entering or while residing in
the shelter space), are often unsafe (e.g., violence in the
form of theft and assault are common), and are unable to
accommodate the realities of daily drug use (e.g., access
to sufficient sterile drug use supplies) [8, 9]. Due to hous-
ing discrimination and resistance to many shelter pro-
grams, unsheltered PWUD often opt to reside in tent
encampments [10]. The areas around the cross-streets
of Massachusetts Avenue and Melnea Cass Boulevard in
Boston, referred to as “Mass and Cass’, comprise a con-
centration of healthcare and social services for unhoused
people that often also witnesses high rates of drug use
and sales. During the COVID-19 pandemic, a tent
encampment settled into this area, housing at least 145
individuals [11]. In response to the open-air drug market
scene, frequent overdoses, and high rates of HIV trans-
mission occurring in the encampments around Mass and
Cass, the city formed six low-barrier harm reduction
housing (HRH) transitional facilities [11-13]. The city
maneuvered a mass relocation from the encampment,
which displaced and rapidly relocated encampment resi-
dents to HRH sites [14]. Since their inception in January
2022, the HRH sites have housed 686 individuals, suc-
cessfully linking 232 of them into permanent housing
[15].

Unique to the HRH sites implemented in Boston is
their explicit integration of harm reduction service con-
nection—aimed at reducing harms related to substance

use (e.g., overdose), actively supporting safer use prac-
tices, and facilitating physical and behavioral health sup-
ports—within a Housing First model. Housing First is an
evidence-based approach designed to serve unhoused
individuals experiencing co-occurring substance use dis-
orders or mental illnesses, grounded in the belief that
housing is a fundamental human right [16]. The original
Housing First model stressed the importance of low-
threshold housing without sobriety requirements, lead-
ing some authors to note the compatibility of Housing
First with harm reduction approaches [17-19]. Harm
reduction is a philosophy that aims to reduce the adverse
effects of substance use in a non-judgmental, non-coer-
cive manner, demanding that interventions reflect indi-
vidual and community needs [20]. Despite sharing similar
core values, Housing First models often implement harm
reduction in a limited capacity, allowing individuals who
are actively using substances to access housing without
requiring sobriety but not implementing other widely
studied harm reduction techniques [19, 21, 22]. Critics
have noted a lack of explicit mention of harm reduction
within the broader Housing First literature [21]. Imple-
mentation of harm reduction principles and services in
Housing First programs is uncommon and at times has
been met with resistance [23]. Consequently, there is
little reporting on the degree to which harm reduction
principles are incorporated into Housing First models,
despite harm reduction’s crucial role in addressing home-
lessness and housing [9, 21, 24]. While HRH programs
were driven by Housing First principles, they were tran-
sitional housing, not permanent, meaning that the inten-
tion of these programs was to house people temporarily
until more permanent housing options were available.
The goals of the Boston HRH sites were to provide
both stabilization for people who had experienced liv-
ing on the streets and in tent encampments, and sup-
port their transition to permanent supportive housing.
The HRH models utilize a Housing First approach but
are also tailored to the needs of PWUD by co-locating
harm reduction services, supplies and clinical supports
for residents. Thus, the foundation of the HRH model
is explicit implementation of harm reduction practices
and services extending beyond the absence of sobriety
requirements. As this is a novel model, it remains unclear
to what extent these harm reduction services and poli-
cies are present, used and perceived as helpful to resi-
dents. Our study sought to develop an inventory of HRH
to identify specific characteristics and polices essential
to HRH. This inventory was created with intent to be
administered to staff and residents in supportive housing
sites to assess the degree of harm reduction component
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implementation, uptake, and perceived helpfulness of
various HR services in staying safe from drug-related
harms such as overdose.

Methods

Study design & methods

We applied a sequential design from formative to feasi-
bility stages for inventory development. These entailed:
(1) site visits and ethnographic observations; (2) semi-
structured qualitative interviews with HRH program
staff; (3) inventory creation and face validity assessment;
and (4) pilot testing, and refinement with HRH residents.

Site visits and ethnographic observations

Beginning in June 2023, at five of the six HRH sites,
research staff conducted three preliminary observa-
tional visits per site. The five sites that permitted site
visits included: a shelter-style dormitory for male-identi-
fying guests, a location with office spaces converted into
bedrooms for female-identifying guests, two co-ed re-
purposed hotels, and a tiny house community. We docu-
mented contextual evidence of site operations, structure,
staffing, and location via observational field notes. When
able, we took photographs of communal areas to supple-
ment and further contextualize field notes, documenting
design characteristics of each site. We took note of each
HRH site’s design and operational flow. We observed
elements common across HRH sites that contributed to
their operations as a harm reduction space became can-
didate inventory items.

HRH staff interviews

We invited HRH staff at each site to participate in cross-
sectional, semi-structured qualitative interviews. Our
sampling design included convenience as well as purpo-
sive techniques with the intent of interviewing partici-
pants holding diverse positions and expertise. Research
staff had prior engagement with HRH sites from forma-
tive rapid assessment work that facilitated initial access
to some sites. Study staff under-went extensive fieldwork
training led by the second and fifth authors prior to all
data collection activities. Five trained research staff rep-
resenting a range of genders and races/ethnicities con-
ducted in-person and zoom (remote) interviews with
individual HRH staff using a semi-structured guide (see
Appendix, Supplement 3) that inquired about HRH resi-
dent health and safety, experiences with service provi-
sion, and key operational aspects of their respective site.
Interviewers briefed HRH staff with an overview of the
project and informed them of the research project pur-
poses prior to obtaining consent and starting the inter-
view. Interviews spanned between 30 and 45 min and
were audio-recorded by research staff, then transcribed
using a professional transcription service. Transcriptions
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were reviewed by the research team and uploaded to
Dedoose [25] for qualitative data analysis. HRH staff did
not receive their transcripts back for comments or cor-
rection. HRH staff received $20 gift cards in exchange for
their time and expertise.

Inventory creation, face validity assessment

Through synthesis of prior studies on the relocated popu-
lation [14, 26, 27] and data from the formative stages [28],
candidate items were generated to compile initial HRH
inventory checklist items for which respondents could
mark components according to awareness, frequency of
use, and helpfulness for staying safe from drug related
harm. Once drafted, face validity checks by two medical
professionals unaffiliated with the inventory construc-
tion but involved in HRH design with over 50 collective
years of clinical care experience provided feedback on the
inventory items and response. Providers were asked to
assess the inventory components for accuracy, complete-
ness, and fidelity to the concepts of HRH as practiced.
Most items remained the same with minor refinements
after the validity check. Inventory components were only
included as candidate items if they were common to a
majority of sites.

Pilot testing and refinement of inventory measurement

Once inventory items were drafted, the response options
and format were developed, with the aim of assess-
ing uptake and efficacy of services according to resident
experiences and staff impressions. Three scale categories
were added including: (1) whether a resident was aware
of the availability of the service or policy at the site; (2)
how frequently the resident utilized the service; and (3)
how helpful they thought the service was either in gen-
eral or in regard to keeping safe including from overdose
or other drug related harms. Awareness was measured on
a 0 and 1 scale; 0 indicating not aware of the service, 1
indicating awareness of the service; frequency and help-
fulness were initially measured on a 10-point Likert scale.
Prior to formal study recruitment, three participants (all
males with an average age of 40, residents of two sites)
engaged in a pilot test of the inventory to ensure read-
ability, clarity of instructions, ease of administration,
and to elicit their feedback on the items and overall tool.
Residents were compensated with $20 gift cards and
later enrolled into the larger study cohort. Residents sug-
gested a 5-point Likert scale for assessing frequency and
helpfulness, because the larger range to 10 was difficult
to conceptualize. Also, staying safe from drug related
harm was encouraged to be the central aspect of helpful-
ness that the scale should measure. For some inventory
items we improved wording or included extra definitions
to make clear what was being asked, as some residents
had trouble understanding the specific policy to which
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we were referring (e.g., “absence policy” was rephrased
to “how long can you leave before you lose your bed?”).
Items were also separated into services and policies, such
that questions about frequency of use would be mean-
ingful (e.g., metal detectors and security cameras). Items
where frequency was not logical to inquire about were
moved to the end and only awareness and helpfulness of
these were assessed.

Final inventory distribution

The final draft of the inventory was then fielded to 106
HRH residents to assess its ease of administration,
whether it generated data reflective of HRH service
implementation and uptake, and if the inventory detected
variability in the dimension of helpfulness. All residents
were fielded the same inventory questions regardless of
HRH site to ensure administration consistency. The mea-
sure proved easy to administer and feasible to complete
by a trained interviewer in approximately 10 min.

Data analysis

Qualitative data

Interview transcripts were imported into Dedoose,
coded, and then analyzed using inductive and deductive
approaches. A codebook developed by the research team
highlighted HRH components from interviews and eth-
nographic field notes. Throughout the analytic process,
new inductive codes were integrated into the codebook
to capture emerging thematic areas beyond deductive
codes derived from the interview guide and initial code-
book. Codes were established by the research team to
encompass various aspects of HRH (e.g., harm reduction
supplies, overdose prevention strategies, co-located med-
ical services) with items reflecting site-specific policies
and services categorized as subcodes (e.g., HRH supplies:
accessibility, sterile syringes, safer smoking materials,
naloxone; overdose prevention strategies: room checks,
safe consumption spaces, bathroom alerts, and more).
Selected subcodes, reflecting the items within each cat-
egory, were utilized to formulate a preliminary inventory
that defined harm reduction housing. Data across inter-
views and ethnographic observation were then synthe-
sized and abstracted into larger categories that became
core elements of HRH and informed the drafting of
inventory items.

Survey inventory data

We calculated descriptive statistics (percent of response
option; median and interquartile range) on the adminis-
tered inventory responses to observe performance of the
inventory and its ability to measure the range of experi-
ences among HRH residents.
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Results

We highlight each stage of data collection that contrib-
uted to HRH inventory creation and refined the measure-
ment tool’s development.

Ethnographic observations

From June 2023 to September 2023, ethnographic site
visits at five locations that permitted observation docu-
mented common aspects related to building infrastruc-
ture, on-site staff, and resident security. Upon entering
HRH sites there was some level of physical security pres-
ent, ranging from metal detectors, security guards, and
visible security cameras. While each site differed in the
elaborateness of their security makeup, the intention
of security and safety was consistent, thus all observed
security components were catalogued.

Front desk security stations

Observing the internal infrastructure of HRH sites,
some variation of a community room or space was
consistently present. The extent to which these com-
munity spaces were populated by residents during site
visits depended on the time of day, with mealtime hours
(lunch, dinner) being most utilized.

Common areas

Another observable aspect of the building infrastruc-
ture was lockers present in communal spaces. While
most observed lockers appeared to be used for storage
of personal belongings, some sites had lockers or lock
boxes. The contents of the lockers were private and could
therefore be safe places where residents could store drugs
or drug use materials. The on-site lockers appeared to
promote individual privacy and security. As privacy is a
commodity often not afforded in traditional emergency
shelters, the provision of lockers on-site was notable and
therefore catalogued as an inventory item.

Lockers

Observations of the HRH sites also identified designated
smoking areas as a distinctive feature present across all
HRH locations. These smoking areas were documented
by research staff as being frequently used by residents
during all site visits. Research staff also noted that both
illicit substances, such as opioids, crack cocaine, and
methamphetamine, as well as legal substances such as
tobacco and cannabis were used in these areas.

Designated smoking area

Often observed at HRH sites were medical personnel,
either as directly embedded site staff or as outsourced
healthcare providers. For instance, we found that one
HRH site had a 24-hour nurse on-site whose station
was stocked with medical supplies, including wound
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Fig. 1a Front desk security station at a Harm Reduction Housing location

care kits, medications, while another site utilized out-
sourced services provided by emergency medical techni-
cians (EMTs). Occasionally during site visits we observed
medical staff who were scheduled for one or two days
per week of care provision on-site. On-site nurse stations
also supplied and distributed safer drug use supplies such
as sterile syringes.

Harm reduction housing staff interviews
Nineteen staff from all six sites participated in interviews
including three on-site clinical staff, six case workers,
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seven program directors, one recovery coach, one harm
reduction specialist, and one resident assistant. Staff
spoke to on-site HRH operations and highlighted a com-
mitment to harm reduction services and accessibility for
residents. During site visits and interviews, staff com-
municated practices they perceived as essential to sup-
porting the well-being of residents were catalogued and
considered as candidate inventory items.

Across all sites, staff underscored the provision of harm
reduction supplies on-site. Staff often detailed the spe-
cific harm reduction supplies they offered to residents:
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Fig. 1Tb Metal detector security at entrance to a Harm Reduction Housing location
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Fig.2a Common area and cafeteria at a Harm Reduction Housing location

“All of our guests can pick up a kit, either from our
counselors or downstairs when they would like to use
and go outside. So, it has syringes, cookers, alcohol
wipes, all of those, you know, a safe use kit. Just con-
sistently low barriers and expectations to try and
meet our guys where they’re at” — On-site case man-
ager at Site 6.

Recognizing the prevalence of ongoing drug use among
residents, ensuring access to safe drug use supplies
emerged as another operational component, there-
fore the common supplies offered to residents were
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catalogued. Additional services that were documented
as potential inventory items included medical services.
While medical staff and stations were observed during
field visits, staff were able to describe their specific role
and the range of other medical services they provided to
the residents. An on-site nurse described her role within
the HRH site:

“‘My first thing is just making sure everybody’s
breathing, they're alive. And then beyond that, just
trying to go a little bit further into care, addressing
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Fig. 2b Community common area at a Harm Reduction Housing location
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Fig. 3 Resident lockers at a Harm Reduction Housing location

any wounds, abscesses, infections, be monitoring for
that, to look for any signs of people starting to get
sick, any psychological decompensation, just on try-
ing to keep track of everybody’s health really” — On-
site nurse at Site 3.

While on-site medical staff were not available 24/7 across
all sites, site staff felt their regular presence was beneficial
to access non-stigmatizing care, particularly for residents
who may have encountered stigma in traditional medi-
cal settings. Thus, on-site medical care was included as
a component in the inventory. The provision of medi-
cal services facilitated access not only to treatment with
medications for opioid use disorder (MOUD) but also to
HIV testing, prevention, and care, a critical need given
the heightened HIV risk among people who inject drugs
and the current Boston area HIV outbreak [29]. Wound
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care was an additional service that many sites offered to
address drug related wounds and other skin infections
common among residents. Staff reported their under-
standing of resident preferences for wound care offered
on-site as superior to accessing care in other settings,
since the care offered in HRH included sterile sup-
plies and care by trained medical personnel, but did not
include the stigmatization that they reported experienc-
ing in traditional medical settings.

“They’re more willing to engage in medical treat-
ment, whatever that is, sometimes abscesses, it’s
really hard to get anyone to go to the hospital. Since
[specialized healthcare agency] comes here. some
clients are more willing to engage. Like they're like,
wow, I've never had this much help.... So sometimes
when they see things are moving for them and they
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Fig. 4 Outdoor smoking area at a Harm Reduction Housing location

actually have tangible results, they’re more willing to “So, we were very flexible, and again just had sup-
engage with us” — On-site case manager at Site 1. portive guiding conversations with people if we
found people with drugs on them, we would talk
Harm reduction principles were integrated into the sites with them. We would say “You need to put that in
through provision of supplies and services as well as in your lock box. Let’s go do that. Do you need to go out
their policies. While substance use policies varied across and use right now? We'll take you down so that you
locations, all sites were committed to flexible toler- can go out! So basically, just redirecting so that it
ance of use. Previous management staff of one HRH site was manageable” — Prior management staff at Site
explained how residents were not reprimanded for using 5.

substances within the HRH site:
Tolerance of substance use represented a level of flex-
ibility and autonomy that was reflected in other on-site
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policies described by staff. Policies that promoted flex-
ibility in residency, such as negotiated extended leave
with the assurance of retaining one’s bed upon return,
similarly underscore an elevated support for autonomy
that was afforded to residents in the HRH environment
compared with traditional emergency shelters that do
not guarantee beds to all. Site rules, which were added to
the inventory based on observation and interview data,
included policies on absence and permitting cohabitation
by couples. These policies, which emphasize autonomy,
promote harm reduction philosophy by encouraging resi-
dent independence and choice.

Another way that staftf described creating empower-
ing and flexible environments was through facilitation
of a supportive network of peers and staff. All sites, for
example, incorporated scheduled community meetings
for both staff and residents to attend — often consisting
of updates on new policies, procedures, as well as giv-
ing residents opportunities to voice recommendations or
grievances. Some sites hosted community activities that
involved resident gatherings, such as pizza parties or waf-
fle making, or recovery-oriented community events such
as Alcohol Anonymous or Narcotics Anonymous meet-
ings. Such operations were included as potential inven-
tory items that promoted a harm reduction-oriented
space of community support. Staff were able to describe
how they promoted an HRH community:

“I think we really have established a community. We
do things to bring the guests and the staff closer, I
will always use the example of we have barbecues ...,
and it’s just a very informal way to engage with peo-
ple. And you know, it’s a suggestion that one of our
housing guests had that like I have not had a home-
made burger in like 15 years like, let’s do, I want a
barbecue. So, we started doing that and that was
really popular and that became like a weekly thing”
— Management staff at Site 1.

Staff also talked about ways in which security staff con-
tributed to this environment. While security guards were
observed during site visits, staff spoke to the ways in
which security guards prioritized physical safety through
a person-centered approach, de-escalation, and trauma-
informed actions. This approach fostered good relations
with residents, emphasizing harm reduction and mutual
respect, therefore it was included as a potential inventory
component. A staff member from an all-women’s shelter
described their security staffing:

“We have security 24/7. We require that it's a female
security staff in case they do need to intervene and
use physical touch. But that doesn’t really happen.
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We try to avoid that at all costs” — Management
staff at Site 5.

The harm reduction adaptations of the existing shelter
system and focused, co-located attention to basic needs
(i.e., food, housekeeping) defined the HRH spaces as
exceptions to a larger housing system’s typical service
structure and a transitional housing service. Transitional
supports such as providing daily meals and transpor-
tation proved to be integral for the well-being of resi-
dents and allowed for increased engagement with other
services. A nurse spoke to the importance and changes
which s/he observed within residents after attending to
their social determinants of health:

“It is really awesome to see people coming in off the
streets and just always trying to survive, a little bit
of that is taken off their shoulders and they can kind
of settle in and their personalities start to come out
a little more because you're not defending for your
life all the time. Because you have housing, you have
stability you have food. And to see them move on
and be housed is really incredible” — On-site nurse
at Site 3.

The intertwining of basic needs and harm reduction ser-
vice supports present at HRH sites suggested their inclu-
sion into the inventory as possible components.

HRH model core principles

Synthesizing across data sources and themes, six core
principles of the HRH model were identified: Harm
reduction supply accessibility, co-located medical ser-
vices, resident autonomy and privacy, resident safety and
security, community promotion, and transitional sup-
ports (Table 1).

Many of the domains outlined in Table 1 assisted in
transitioning residents to permanent housing by pro-
viding not only care and safety but stability and meet-
ing basic living needs. It is important to note that these
components were not necessarily incorporated into the
permanent housing to which residents were being transi-
tioned. Additionally, not all HRH sites incorporated each
inventory component uniformly and some programs did
learn and adapt to include more components over time.
Supplementary Table 2 (see Appendix) includes a cross-
sectional site-by-site cataloguing of HRH components.

Inventory results from survey

HRH residents across seven HRH sites were adminis-
tered the survey tool containing the inventory. Table 2
reports participant demographic information, while
Table 3 reports participant responses to inventory items
across sites.
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Table 1 Core harm reduction housing model principles

Harm Reduction Description

Housing Model

Corresponding Inventory
Items

Principle
Harm Reduc- Sites strive to « Harm reduction supplies avail-
tion Supply provide consis-  able 24/7
Accessibility tentaccesstoa - Sterile syringes
variety of harm - Smoking materials (e.g., stems,
reduction sup- pipes)
plies to residents  « Naloxone accessibility
on-site. + Harm reduction staff training
Co-Located Sites are posi- - Medication for opioid use dis-
Medical tioned so that order provided on site or nearby
Services key medical location
services are - Nurse or medical staff on site
either on-siteor ~ 24/7
easily acces- - Wound care services and
sible (including  supplies
Medications « HIV testing provided on site
for Opioid Use « HIV prevention and treatment
Disorder). medication available
- Medication delivery
- Mental health care on site
Resident Sites establish - Absence Policy’
Autonomy and  policies which ! Absence Policy allows residents
Privacy maximize resi- to leave for extended periods
dent autonomy,  of time without losing their bed
flexibility and (typically 7 days maximum)

Resident Safety
and Security

Community
Promotion

Transitional
Supports

privacy, includ-
ing relating to
substance use.

Sites balance
flexibility and
understanding
with attention to
physical safety
and minimiza-
tion of drug-
related harm.

Sites seek to
encourage the
development
of supportive
staff and peer
communities.
Sites provide
basic needs to
residents as a
transitional hous-
ing support.

2 Prosocial and pro-couple poli-
cies include ability to live with
your partner or friend

« Pro-social polices / Pro-couple
policies?

- Lockers

+ Substance use tolerance on site
« Substance use tolerance in
rooms

- Women centered and gender
aware services

- Security guards

+ Metal detectors

+ Wellness checks/Room checks
- Staff has naloxone on person

at all times

+ Dedicated space for smoking

or consuming substances

« Behavioral policies

« Recovery groups

- Peer recovery coaches

- Community meetings

« Community room / Common
space

+ Housekeeping

- Daily meals

- Transportation support
- Case management
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Table 2 Self-reported harm reduction housing resident
demographics, N=106

Variable n %
Gender

Male 61 575
Female 43 40.5
Transgender/nonbinary 1 0.9
Gender not specified 1 0.9
Age

18-25 1 09
26-30 6 5.7
31-35 10 94
36-40 25 236
41-45 17 16.0
46-55 30 283
56+ 17 16.0
Race’

White 55 519
Black 29 274
American Indian 1 104
Some other race 24 226
Ethnicity

Hispanic 30 283
Non-Hispanic 75 70.8
Unknown 1 0.9
Current Drug Use'

Cocaine 58 54.7
Crack 60 56.6
Heroin 79 74.5
Fentanyl 60 56.6
Methamphetamine 27 255
Marijuana 44 415
Other drugs? 39 368
Current Injection Drug Use

Yes 65 61.3
No 39 36.8
Unknown 2 1.9
HIV Status

+ 8 7.5
- 96 90.6
Unknown 2 19

! People could indicate more than one response

2 ‘Other drugs’ include real or fake prescription medications and synthetic
cannabinoids or were not specified

The HRH inventory generated varied responses from
residents across awareness, frequency, and helpfulness
(Table 3), providing insights into the uptake and utility of
HRH components. Most inventory components garnered
high levels of awareness across the sample, especially
those related to basic needs like meals and housekeep-
ing, but also components like harm reduction supplies
and supportive policies. Awareness was lower for medi-
cal care, treatment availability, dispensed medication
delivery, availability of HIV PrEP prescribing, and mental
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Table 3 Harm reduction housing inventory responses for 106 residents, Boston 2023-2024

Aware of Atleast someuse Rating of helpfulness in staying safe,
availabil- of component (>0 including from overdose
ity frequency) and other drug-related harm (Median,
N (%) N (%) Interquartile Range [IQR], scale 1-5)
Available services or supplies at the harm reduction housing location
Access to medication for substance use disorder on site or nearby (bu- 32(302) 11344 51[3,5]
prenorphine, methadone, naltrexone, Antabuse)
Access to HIV! testing on site 53 (50) 33(62.3) [4,5]
Access to HIV medication for prevention and treatment (e.g., PrEP?, 37(349) 9(24.3) 45]
antiretrovirals)
Medications are delivered to residents directly on site 9 (46.2) 2 (65.3) 51[5,5]
A nurse or medical staff on site 24/7 2 (58.5) (83 9) 51[4,5]
Access to wound care supplies or staff on site to help with wounds 0(75.5) 42(52.5) 5[4,5]
Access to mental health care on site (e.g., counselor, therapist) 5(42.5) 4 (53.3) 51[4,5]
Availability of harm reduction supplies 24/7 (e.g., kits) 6 (62.3) (83 3) 51[4,5]
Access to sterile syringes 80 (75.5) 5(68.7) 51[4,5]
Access to pipes and other materials for safer smoking 1(57.5) (88 5) 51[4,5]
Availability of Narcan kits 8 (83.0) (55 7) 515,5]
Area/space dedicated to substance use consumption on or near the site 43 (40.6) 7 (86.0) 51[4,5]
Smoking area or outdoor space for smoking on site 90 (84.9) (90 0) 51[4,5]
A common area or community room on site 100 (94.3) 81(81.0) 5[3,5]
Lockers on site for your use 79 (74.5) 7(72.0) 51[5,5]
Housekeeping of individual rooms by a cleaning crew 87(82.1) 75 (86 2) 51[4,5]
Ability to have an outside visitor in your room 6(5.7) 3(50.0) 5[3,5]
Daily meals are provided/offered 106 (100) 99 (93.4) 51[4,5]
Connected to a peer recovery coach on site 29 (274) 1(724) 51[4,5]
Connected to a case manager on site 91 (85.8) 5(82.4) 51[4,5]
Events or activities held to support those in recovery / those who wish 38 (35.8) 0(52.6) 4[35,5]
to get started with recovery, such as support groups on site
Scheduled community meetings for staff and residents 83(783) 62(74.7) 412,
Provides public transportation support (vouchers, ride share options) 57(53.8) 48(84.2) 5[5,
Policies at the harm reduction housing location
Staff has Naloxone on person at all times 70 (66.0) - 5[5,5]
Metal detectors before entry to site 62 (585) - 4[3,5]
Security guards on site 104 (98.1) - 4(3,5]
Security cameras located throughout the site 96 (90.6) - 3[2,5]
Consistent and clear rules or policies related to behavioral misconduct, 94 (88.7) - 413,5]
such as behavioral warnings
Women centered and gender aware services, supplies, policies (e.g., 27 (32.5)* - 4(3,5]
pregnancy testing, contraceptives, hormone replacement therapy)
Absence policy on site (are you able to leave overnight or for extended 100 (94.3) - 51[4,5]
periods without losing your space?)
Opportunities for paid or unpaid jobs or other activities that residents 26 (245) - 4[3,5]
can be involved with
Room checks / wellness checks conducted by staff 100 (943) - 4[3,5]
Substance use tolerated in rooms (can you use in your room? ) 46 (434) - 451[3,5]

"HIV: Human Immunodeficiency Virus
2PrEP: Pre-exposure Prophylaxis

healthcare availability on site. Even if aware of the service
or policy component, a number were under-utilized (i.e.,
less than half indicating at least some frequency). Less
frequently used services or polices tended to be related
to medical care, especially addiction medication treat-
ment and HIV PrEP. There was also lower (less than 50%)
awareness and therefore lower use of visitor policies,

employment opportunities, peer recovery coach sup-
ports, recovery events, space dedicated to substance use
consumption, and policies related to tolerance for use in
their room. Most other known components were used
frequently by residents. All services that were used at
least some of the time and all policies known to residents
were deemed very or extremely helpful (median scores
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of 4 or 5), except the policy of placing security cameras
on site (median score 3). Presence of metal detectors
and security guards on site were rated as more helpful to
residents than security cameras in staying safe. From this
initial application of the HRH inventory with residents,
and given the lower helpfulness scores, the compo-
nent relating to security cameras was removed from the
final version of the 32-item HRH inventory (see Appen-
dix, Supplementary Table 1). All other components and
ratings were retained. An HRH inventory adapted for
administering to staff was also created but has not yet
been pilot tested for feasibility (available upon request
from the senior author).

Discussion

This study is the first to catalog components of harm
reduction housing from observation and staff perspec-
tives, and the first to develop an inventory character-
izing key aspects of HRH that can be administered to
residents. We theorized six core principles of the HRH
model: (1) harm reduction supply accessibility, (2) co-
located medical services, (3) resident autonomy and pri-
vacy, (4) community promotion, (5) resident safety and
security, and (6) transitional support. These principles
build on the established Housing First philosophy [17]
with an explicit harm reduction focus that reflects inten-
tions to support PWUD in a way that traditional shelters
and many housing first programs have not consistently
sustained [21, 30, 31].

The HRH inventory that identifies the core tenants of
the HRH model was used to develop a measure of harm
reduction services and policies to catalog their provision
and use in HRH sites for studying continuity, uptake, and
evolution of care. The measurement tool was feasible
for replicable administration to HRH residents across
all sites. The elements captured in this comprehensive
inventory are important to assess among residents in
an ongoing fashion because these models are new and
understudied and may need to be adjusted over time to
maintain their utility to resident, staff, and community
goals for housing, health, and safety. While the purpose
of the inventory creation was to identify commonalities
to define the HRH model, the variations in HRH opera-
tions in practice that we tabulated (see the Appendix,
Supplementary Table 2) suggest a need for more con-
sistent harm reduction practices implementation and
longitudinal research on resident impact, efficacy and
utilization of services. As these models are new, their sus-
tainability remains unknown. More research is needed
on fiscal sustainability of HRH sites, such as looking into
cost saving alternatives to more expensive site opera-
tions [32]. However, this inventory can be used to assess
harm reduction practices implementation as well as resi-
dent utilization of services, impact, and efficacy. Future
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programming for shelters, supportive permanent hous-
ing or transitional housing may also use this inventory to
plan, train staff, and evaluate the fidelity to harm reduc-
tion implementation within their programs.

The principles outlined may encourage new program-
ming and provide support for the formal integration of
harm reduction services into Housing First and other
housing programs. Harm reduction services, such as
naloxone provision and safe use supplies, have exten-
sive evidence bases, but also require support at the staff
and leadership levels for successful implementation and
sustainability [33—36]. Current Housing First principles
should work to integrate HRH principles and practice to
uniformly support PWUD.

Our research also contributes to the new and growing
literature on HRH outcomes and experiences. Results
from inventory administration found that residents
were highly aware of basic needs services like meals and
housekeeping, as well as harm reduction supplies and
supportive policies. However, awareness and utilization
were lower for medical care services, addiction medica-
tion treatments, HIV, PrEP, and other supportive poli-
cies. Frequently used services were often deemed helpful
and meaningful by the residents. Despite its novelty,
evidence is accumulating on the experiences of PWUD
in HRH, particularly its effectiveness for those exiting
encampments [37, 38]. Research with residents suggests
that HRH improves both their overall health and safety,
by emphasizing the importance of protecting autonomy,
privacy, and healthcare access in transitional housing set-
tings [14, 26, 27], all of which are reflected in our inven-
tory measure. However, some literature cautions against
the use of security or policing, noting its negative impact
on service engagement [39]. Researchers should continue
to explore the impacts and forms of security measures
integrated within HRH.

While most of the HRH sites were comprehensive in
their harm reduction approaches, one component that
was noticeably and consistently absent was the presence
of a supervised consumption space (SCS). Due to the ille-
gality of SCS in Massachusetts [40], sites may have had
areas or spaces dedicated to substance use consump-
tion on or near the site, but the HRH sites did not fully
integrate SCSs. However, there is evidence within Cana-
dian housing environments that SCSs can be effective
in addressing existing gaps in the social determinants of
health, building healthcare connections, and bolstering
community [41]. As places like Rhode Island, Vermont,
and New York City expand access to SCSs, Massachusetts
should further consider piloting stationary and mobile
SCSs in both the community and low barrier housing
locations [40].

HRH models highlight a progressive shift in support-
ing PWUD experiencing homelessness, as they offer
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alternative solutions to addressing homelessness and
encampments. Responses to the public health crisis
occurring in US cities like Boston have often involved
large-scale, police-led clearings through the execution
of sweeps and threats of arrest. Research has shown that
these types of clearings that promote mass displace-
ment of people experiencing homelessness have negative
health consequences [39, 42], but are expected actions by
cities without massive investments in housing alterna-
tives. Thus, policy and practice implementations of rapid
actions include the need to center harm reduction strate-
gies and swiftly establish housing structures and shelter
adaptations that embrace HRH models. The inventory
developed in this study can help standardize the planning
and fidelity to HRH models, and can be used to better
understand the needs of residents. The clear uptake and
utility of harm reduction supplies, services, and policies
within transitional housing calls for future application
and adaptation of our HRH inventory to permanent sup-
port housing settings. As laws surrounding harm reduc-
tion vary throughout the United States [43], the extent to
which harm reduction services and supplies can be inte-
grated directly on-site is variable. Therefore, the gener-
alizability of this inventory as it pertains to services like
dispensing syringes and smoking supplies and tolerating
substance use within a housing environment should be
considered in the context of state and local permissions.
The findings in this study should be considered in the
context of its limitations. The inventory constructed
was based both on ethnographic observations and staff
knowledge and experiences, with resident involvement
only in later stages of the formative process. The final
32-item measure is lengthy; future efforts could con-
sider further reduction in items. This inventory may or
may not be adaptable to permanent housing locations
because they often do not have supportive mechanisms
or resources like HRH. Furthermore, depending on geo-
graphic location, existing laws and regulations may limit,
or in some cases prohibit, some of the services or poli-
cies measured by the inventory. In these instances, items
within the inventory may lack applicability or require
adaptation for use in other settings. Due to privacy con-
cerns, staff were not permitted to make ethnographic
observations at one of the six sites. Despite the fact
that the HRH sites were intended to be transitional and
temporary, several sites have unexpectedly closed due
to lapses in funding, thus the temporary nature of the
HRH limited consistency of data collection. As a result,
we were unable to assess resident perceptions at one
of the sites. Furthermore, the inventory is a static tool
that assesses housing environments that are commonly
dynamic and thus subject to frequent policy change and
staff turnover. Consequently, responses to the inventory
reflected in the current study may change over time.
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Indeed, inventory components reflected harm reduction
supplies and policies in place at a majority, not all, HRH
sites. Finally, the inventory was not tested formally for
test-retest reliability or content validity so future inves-
tigations should explore these characteristics and the
inventory’s responsiveness to change.

Conclusion

Our findings indicate that HRH sites shared common
practices and policies which could be measured via a
32-item inventory. The HRH inventory is a promising
tool for gauging adherence to fundamental HRH con-
cepts and ensuring residents’ access to critical on-site
HRH policies and resources. As emerging literature
explores the efficacy of HRH models, the HRH inventory
can serve as a metric of model fidelity establishing par-
ity across sites, and gauging the range of harm reduction
principles being adopted by traditional shelter structures
and other transitional housing settings.
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