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Peer Support in Medicine: A Quick Guide is one of the only books 
that focuses on the use of peers to enhance medical care. This may 
come as a surprise, as the use of peers via trained peer specialists 
and in various individual and group settings has been one of the 
most important and meaningful developments in medicine over 
the last several decades. While initially different self-help and 
peer-led initiatives (such as alcoholics anonymous) were divorced 
from formal medical care, the evidence for their efficacy has 
increased, and medical professionals have embraced this addi-
tional way to help their patients. While there have been many 
studies looking at the efficacy of these peer-based interventions, 
there are few books on the topic. The primary goal of this book is 
to collect leading scholarly thought, providing both the clinician 
and the non-expert with a comprehensive understanding of the 
different aspects of the use of peers in medicine.

Chapter 1 covers peer support for substance use disorders, which 
is perhaps the best known use of peers in medicine. Peers though 
can be utilized to enhance the care of everyone, from adolescents 
(Chap. 5) to the elderly (Chap. 6) to even family members of indi-
viduals with medical and substance use disorders (Chap. 7). They 
can be especially helpful for individuals struggling with chronic 
medical (Chap. 3) and psychiatric (Chap. 2) illness. Peers often 
play an important role in bereavement (Chap. 4) as well. Just as I 
have, in discussing the chapters of this book, taken them topically 
and out of order, the reader should feel free to do the same. The 
chapters do not depend on one another, and they may be read in any 
order.

Jonathan D. Avery, M.D.

Introduction
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Peer Support for Substance 
Use Disorders

Rachel N. Knight

 Introduction

This is an exciting time in the history of addiction recovery. On a 
cultural and societal level, we are emerging from generations of 
personal shame and public stigma and entering into a space where 
individual recovery stories are not only encouraged but consid-
ered part of the solution to problematic substance use. One doesn’t 
have to travel far to find some form of public display that encour-
ages discourse on the topic of addiction. Recovery memoirs fre-
quent bestsellers lists, and the narrative-style story of the impact 
of substance use is a rapidly growing genre in TV, film, music, 
theater, and podcasts. Celebrities and social media influencers use 
their associated platforms to discuss recovery and promote sober 
lifestyles, inspiring fans to contemplate their own relationship to 
drugs and alcohol. These public displays of personal struggle and 
resilience have tremendous power in connecting those who have 
been touched by addiction and may stimulate change for individu-
als with problematic substance use [34]. Those who derive mean-
ing and promise from these stories are benefiting from a process 
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called mutuality. In the world of addiction, mutuality happens 
between peers – individuals who share experiential knowledge on 
a topic. As stigma decreases, we are seeing the increasing role that 
peers can play in recovery.

However, peer support is an underutilized resource in the cur-
rent approach to substance use treatment which is traditionally 
delivered by clinical professionals. Peers have been informally 
tied to recovery for centuries in the context of mutual aid societies 
such as AA, but mutual support delivered by peers can be a salient 
component to a variety of different recovery pathways. Despite 
this, when clinicians think about the role of peer support in addic-
tion, they will often recommend a 12-Step group like AA without 
knowing about the myriad of other mutual aid options or peer- 
support services (see Table  1.1 for basic definitions and an 
extended list of existing mutual aid societies, as well as non- 
mutual aid recovery resources that utilize peers). From a profes-
sional lens, peer work is considered a trusted but poorly understood 

Table 1.1 Expanding on definitions

Terms and definitions
Peer support
  The process of exchanging nonprofessional, nonclinical information 

between individuals who have similar conditions or experiences to 
achieve long-term recovery from substance-related problems [32]

Peer provider (examples include certified peer specialist, peer-support 
specialist, mentor, recovery coach)
  A person who uses his or her lived experience of addiction and success 

in recovery plus skills learned in formal training to deliver services that 
promote comprehensive recovery [32]

Peer-based recovery support services
  Services delivered by peers which are designed to fill the needs of 

people in or seeking recovery. They help enhance available clinical 
resources and extend into the community setting. These services help 
people become and stay engaged in the recovery process and reduce the 
likelihood of relapse (Center for Substance Abuse Treatment, What are 
Peer Recovery Support Services? [8])

Mutual aid
  Nonprofessional support groups made up of members who share the 

same problem and voluntarily support one another in taking 
responsibility for that problem and in recovery from that problem [14]

R. N. Knight
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component to the recovery process and is often siloed from clini-
cally delivered treatment. Fortunately, as stigma recedes, we are 
beginning to break out of encapsulated categories of SUD treat-
ment (professionally delivered care or mutual aid societies) and 
move toward a recovery-oriented system of care. Recently there 
has been a trend to broaden the scope of how peers are used in 
substance use treatment by using peer-based recovery services. 
These are distinct from the services offered by professionally 
directed care or other helping institutions like mutual aid. Instead 
they use peers in formal, specialized ways to provide a variety of 
support services tailored to the specific recovery stage and chosen 
recovery pathway (see Table 1.2 for the ways in which peer-based 
recovery services provide support and Table 1.3 for current exam-
ples where peer-based recovery services can function). In this 
chapter, I will provide an overview of the current approach to 
addiction treatment and examine some of the shortcomings. I will 
look at the history of mutual aid societies and show that they are 
a useful but singular approach to recovery and that there are other 
ways in which peers can be utilized meaningfully. The remainder 
of this chapter will focus on the existing research in the field of 
peer-based recovery support services to show how they have a 

Examples of mutual aid groups
12-Step groups (most common form of mutual aid)
  Options include Alcoholics Anonymous (AA), Narcotics Anonymous 

(NA), Cocaine Anonymous (CA), Crystal Meth Anonymous (CMA), 
Pills Anonymous (PA), Alanon (family support group)

SMART Recovery
Women for Sobriety (WFS)
Secular Organizations for Sobriety/Save Our Selves (SOS)
Moderation Management
LifeRing Secular Recovery
American Atheists Alcohol Recovery Group [9]
Examples of non-mutual aid settings that may utilize peers
Sober homes
Residential treatment
Social setting detoxification
Methadone clinics
Therapeutic communities

Table 1.1 (continued)

1 Peer Support for Substance Use Disorders
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Table 1.2 Forms of support delivered by peers

Type of support Description/example

Emotional Combining empathy and concern with 
experiential knowledge to bolster an 
individual’s self-esteem and hope 
surrounding achieving recovery. Can be 
delivered one-on-one through a 
personalized recovery coach, peer 
mentor, or peer-led support group

Informational/navigational Recovery resource dissemination: 
connecting individuals to appropriate 
professional treatment, referrals to 
mutual aid or support groups, community 
resources, wellness seminars, vocational 
skills training

Instrumental Concrete supports (to mitigate problems 
that often threaten engagement with 
recovery resources) like child care, 
transportation, help accessing health or 
community services

Affiliation Helping to create a recovery community 
where a newly recovered individual feels 
they belong and can thrive: link to 
recovery community centers, sober 
social activities, sports leagues, local 
events that promote recovery education

Adapted from Center for Substance Abuse Treatment [8]

Table 1.3 Examples 
where peer-based recovery 
services are being used

Recovery community centers
Recovery residences
Drug courts/criminal justice settings
Hospital emergency rooms
Homeless shelters
Child welfare agencies
Behavioral health and primary care 
settings (inpatient and outpatient)
Detox facilities
Colleges and schools

R. N. Knight
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unique potential to capture more individuals in need of treatment, 
improve treatment engagement, and support the framework for 
long-term recovery. Lastly, I will conclude with a brief discussion 
about the limitations to the current body of research and how the 
lack of formal definitions for how peers should be trained and 
applied presents a challenge to the field.

 Overview

 The Current Climate of Addiction Treatment

From a clinical, research, and policy perspective, there have been 
limited efforts to incorporate the firsthand knowledge from indi-
viduals in recovery into the existing professional approach to 
treating substance use disorders. Instead, treatment has histori-
cally been guided by evolving paradigms for understanding the 
etiology of addiction. Strategies like abstinence pledges or mak-
ing drunkenness a punishable crime harken back to early 
 beginnings where excessive substance use was understood as a 
character defect that could be resolved through will power. Since 
then, years of scientific research has led to the generally accepted 
idea that addiction is a legitimate health problem that warrants a 
medical approach to treatment. Acute, intensive medical interven-
tions like detoxification and brief rehabilitation stays are helpful 
with temporary stabilization, but longitudinal studies have shown 
that these interventions are followed by high relapse rates and 
various cycles of treatment reentry. This has led to the notion that 
for many, addiction manifests itself like other chronic medical 
conditions. The current chronic care model combines acute medi-
cal treatment with long-term outpatient support services to help 
maintain desired behavioral changes, and evidence shows this 
approach helps individuals achieve reductions in their substance 
use and related problems.

Yet despite this advancement in understanding, we are still a 
society that struggles immensely with the impact of substance- 

1 Peer Support for Substance Use Disorders
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related problems. There are about 20 million people with a sub-
stance use disorder (SUD) in the USA, and the prevalence has not 
changed substantially over the past decade [29]. This calls into 
question the effectiveness of current treatment approaches which 
emphasize pathology and acute stabilization. While clinical treat-
ment has helped many enter into recovery, overall relapse rates for 
substance use disorders range between 40% and 60%. In addition, 
treatment doesn’t reach the majority in need. In 2018, only 11% 
of people in need of treatment for a substance use disorder actu-
ally received it [29]. All of this demonstrates a significant void in 
the existing approach to the treatment of SUD.

There are a variety of different reasons why professional treat-
ment models fall short. Treatment can be expensive and challeng-
ing to access. It lacks flexibility and is often not structured to 
support the tremendous variability inherent to each individual 
motivation for change and the factors that threaten recovery. 
Professional settings can be off-putting and lack a personalized 
approach; they are often laden with stigma, complex clinical lan-
guage, and providers who, bound by professional considerations, 
are limited in their ability to form the deep therapeutic bonds 
essential to engaging someone in the process of recovery. While a 
modest proportion of individuals with lifetime substance depen-
dence enter recovery at some point, there is great heterogeneity in 
this process. The majority of individuals who enter recovery do so 
by participating in clinical treatment, but others find success out-
side the confines of a formal treatment approach and rely heavily 
on informal institutions that fall under the category of mutual aid 
(with the most well-known example being 12-Step programs). 
Mutual aid programs emphasize the importance of social com-
munity and utilize peers  – individuals who have shared lived 
experience – as a critical component to the recovery process. The 
process of initiating change, achieving, and maintaining long- 
standing recovery is a demanding process and one that clinical 
professionals often have a finite ability to relate to. Peers help 
mitigate this issue because they have lived experience in long- 
term recovery and possess valuable firsthand knowledge on the 
topic. For centuries mutual aid (and, therefore, peer support) has 
organically stepped in as an informal way of filling some of the 
voids inherent to formal treatment [10].

R. N. Knight



7

 Brief History of Mutual Aid Societies

Organized mutual support has long-standing roots in the history 
of recovery. Cultural revitalization movements among Native 
American tribes led to the creation of sobriety support groups as a 
means to reject alcohol consumption  – seen as a symbol for 
European cultural conquest. With the rise of the temperance 
movement in the 1800s, many people with drug and alcohol prob-
lems found refuge through a diverse array of mutual support 
groups. These groups were created by struggling alcoholics or 
drug users who were desperate to stay sober in a climate where 
problematic substance use had criminal and legal ramifications. 
Some of these groups were exclusively religious and promoted 
strict abstinence, while others were secular and utilized modera-
tion-based frameworks. A shared notion between groups was that 
there was strength in solidarity, and relying on others who knew a 
similar struggle could inspire hope [36]. These original efforts 
seem to foreshadow an important concept that is becoming more 
clear in today’s changing approach to addiction treatment: there is 
no single road to recovery, and there is wisdom to be learned from 
those on a similar journey [37].

Early models of mutual support set the stage for the creation of 
Alcoholics Anonymous (AA), founded in 1935 by a Bill W and 
Dr. Bob – a stockbroker and a physician who each utilized the 
other’s story and support to reflect on their own alcoholism and 
stay sober. The 12 Steps are the backbone of AA and guide the 
process of achieving recovery. There are hundreds of thousands of 
groups across the USA; each one is autonomous and varies in the 
way the 12 Steps are discussed and applied. Some of the hall-
marks of AA are the meetings (which can be open or closed and 
often involve discussing one of the 12 Steps), sponsorship (a men-
tor and role model who exemplifies how the program works), cel-
ebration of sobriety anniversaries, and the Serenity Prayer, which 
highlights the powerlessness of the individual over alcohol use 
[30]. Studies looking at the impact of AA show that the related 
benefits come from prescribed behaviors dictated by working the 
steps but also the social interaction inherent to attending meetings 
with peers [19].

1 Peer Support for Substance Use Disorders
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Shortly after the birth of AA, new speciality groups utilizing 
12-Step framework for people dependent on other drugs emerged 
(see Table  1.1 for examples). There have also been efforts to 
incorporate 12-Step principles into formal treatment settings, and 
some literature suggests that treatment programs who do may be 
more successful in promoting abstinence compared to those pro-
grams who do not use this framework [19]. However, there has 
been little investigation into the specific reasons this approach is 
useful, and it may be the case that the enhanced social connection 
and component of shared lived experience confers benefits, rather 
than the use of the 12-Step framework which happens to be read-
ily accessible outside of these costly treatment venues, free of 
charge.

Success from 12-Step work seems to be correlated with meet-
ing attendance, and most likely the individuals with consistent 
attendance are the ones that find this environment to be a good fit. 
This is to say that for the many who are helped by 12-Step pro-
grams, the rewards may be a reflection of their unique  demographic, 
substance use patterns, and psychosocial circumstance. Individuals 
from minority groups often have more negative experiences in 
these types of programs, and the spiritual component of 12-Step 
can also be a deterrent for some. In addition, a core tenant of the 
work is admitting powerlessness to the forces of drug and alcohol. 
This notion can be uninviting and ultimately repelling for indi-
viduals who are simply looking to explore their relationship to 
substance use and initiate help without fully identifying as being 
an “addict” [39]. This may be why research has shown that those 
who seem to benefit most from something AA are individuals 
who have severe alcohol use and are committed to abstinence 
[19].

In the past 50 years, there has been a surge of alternative groups 
that diversify the menu of mutual aid options (see Table  1.1). 
SMART Recovery is one example. Different than AA or 12-Step, 
this is an evidence-based program that focuses on promoting tools 
for recovery through discussion-style forums. There are countless 
other alternatives that have emerged, often tailored to meet the 
needs of a specific demographic, life-stage, or personal circum-
stance. Despite this diversification, 12-Step continues to be the 

R. N. Knight
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most readily available mutual aid modality across the nation and 
the one that is most frequently promoted by professionals. 
Physicians often lack familiarity with the nuances of these various 
nonclinical institutions and, as such, can fail to capitalize on the 
critical role they play as a potential facilitator to finding support 
resources.

Mutual aid can be an alternative to formal substance use treat-
ment or an adjunct to professionally delivered care. Physicians 
commonly “prescribe” meetings to their patients who struggle 
with addiction. However, this process works best when the physi-
cian is well informed about the variety of options, the way these 
programs are structured and function, as well as when there are 
attempts to follow up on attendance [30]. For the busy clinician 
who may have a limited personal relationship to addiction or the 
nuances of recovery support groups, this ends up being an idealis-
tic expectation instead of the norm. This exemplifies a long-stand-
ing problem in the culture of addiction treatment where the 
primary approach remains largely clinical and focused on pathol-
ogy and intervention [35]. In turn, a focus on supporting recovery 
through the use of mutual aid modalities has often been treated 
like an afterthought to boost clinical care or as an entirely self-
contained entity.

There have been efforts to break out of these distinct catego-
ries of mutual aid or professional treatment and enhance the 
approach to recovery. Halfway houses and therapeutic commu-
nity models are excellent exceptions to the mold and attempt to 
blend some of the benefits of clinical and nonclinical institutions. 
While these programs are not well funded or readily available, 
they represent attempts to fill a void of unmet social and recre-
ational needs that are missing from a current dichotomous treat-
ment model [35].

 A Transforming Culture of Recovery

Fortunately, we are in the midst of a transforming culture of 
recovery in the USA.  Recently there has been a push for new 
recovery support institutions that promote long-standing recovery 

1 Peer Support for Substance Use Disorders
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in the community while maintaining ties to professional treatment 
for SUD. The response has been the development of a recovery- 
oriented system. The most prominent example is the Recovery 
Oriented Community (ROC) which is an independent organiza-
tion created by and on behalf of people in recovery that promotes 
advocacy and the creation of recovery resources in communities 
that have unmet needs [33]. Some of the main strategies of ROCs 
are to promote recovery education initiations, redesign treatment 
to reflect the many different pathways to recovery, and enhance 
the connection between current formal and informal treatment 
models. Recovery-oriented systems see clinical treatment as an 
important but singular component to recovery. Instead, these 
organizations strive to enhance community resources while main-
taining links to professional care, enabling a comprehensive 
approach where recovery can flourish. A prominent theme in this 
transforming culture is that recovering and recovered people are 
part of the solution. As such, peers are one of the major strategies 
employed by recovery support services to increase the prevalence 
of quality, long-term recovery for those in need [33].

 Using Peers to Enhance Access to Treatment

 Facilitating Change for Those Not in Treatment

Peers have the potential to help facilitate treatment initiation for 
individuals who have not yet done so themselves. This is a critical 
population to engage because the vast majority of people with a 
substance use disorder do not receive treatment for it (SAMHSA). 
Epidemiological research has shown that the main reason for this 
striking statistic has to do with discrepancy in perceived need for 
treatment. In 2018, 95% of people aged 12 and older with an 
active, untreated SUD did not perceive any need for treatment. 
For those who perceived a need for treatment, the most common 
reason for not receiving it was ambivalence about cessation – two 
in five did not feel ready to stop using (SAMHSA). Other reasons 

R. N. Knight
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for not being in treatment despite having a SUD and a perceived 
need for treatment have to do with stigma related to seeking help 
and access-related issues, for example, not knowing where to find 
treatment or not being able to afford the cost [29].

Individuals who do not feel they need treatment or who aren’t 
ready to change represent a challenging and vulnerable popula-
tion for clinicians to intervene on. The question becomes how to 
help these individuals if they don’t ask for it or even feel they need 
it? While it may not be to solicit treatment for substance use, these 
individuals have a high chance of presenting to clinical settings 
for medical sequelae related to their substance use, making this an 
opportune time to intervene. Depending on the circumstances, 
these instances can often be “eye-opening” experiences, and stud-
ies have shown that this is a critical time to engage a patient in 
discussions about use reduction or cessation because they may be 
more motivated to change their behavior [13].

However, there can be many barriers that get in the way of 
making a meaningful intervention in this critical time frame. 
There is significant stigmatization associated with healthcare 
 settings, and fear of judgment may make an individual less likely 
to want to engage with treatment-related resources even if they 
are provided to them. Unintentional negative countertransference 
from the healthcare provider may make the individual with a SUD 
feel hesitant to disclose information about their substance use or 
ask for help for it [2]. In addition, the clinical language and the 
general basis of a clinical relationship – bound by ethical consid-
erations like not forming intimate bonds – can also be a major 
barrier to capitalizing on these instances. Because peers operate 
from their own lived experience with both substance use and the 
struggle of recovery, they may be uniquely poised to make inter-
ventions in these settings. Research into the overall impact of 
peer-based interactions on patients with SUD show that peers bol-
ster the patient’s sense of feeling heard and supported [6]. 
Therefore, peers may represent an important resource that can 
mitigate some of the stigma that otherwise limits how meaningful 
these initial interactions can be.

1 Peer Support for Substance Use Disorders
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Based on what we know about the stages of change and moti-
vation, it is best to meet individuals where they are rather than 
force them into a stage of change they may not have arrived at on 
their own [10]. Therefore, the primary goal of interacting with 
individuals who are against or on the fence about treatment should 
be to establish a positive connection, rather than focus on treat-
ment initiation. Because they have been there themselves, peers 
understand that initiating recovery is riddled with nuances. Peer 
services in general are rooted in the stages of change, and interac-
tions with peers are dictated by the client’s stage of motivation – 
be it to stop using or just to consider that their substance use may 
be problematic. Peer-support workers utilize language based on 
common experience rather than clinical terminology, and can 
appear more credible than healthcare professionals when it comes 
to talk about drug use or recovery, and therefore may be more 
likely to inspire meaningful change [22]. Studies have shown that 
a consistent result from peer-delivered services across a variety of 
different settings is that they promote individual self-awareness 
about problematic substance use. This is important because even 
if an individual is not ready to change, improved recognition 
about problematic use increases the  likelihood of an individual 
taking future steps toward initiating recovery [12].

Bernstein et al. showed even a brief peer interaction targeted 
toward promoting recovery can result in meaningful changes in 
substance use. This randomized controlled trial took place in a 
walk-in clinic for individuals presenting with heroin and/or cocaine 
use in the past 90 days but who were not currently receiving any 
substance use treatment (n = 1175). Both groups received written 
advice about SUD and a list of referrals for treatment, but the inter-
vention group also spoke with a peer before leaving the clinic who 
attempted to engage the patient in a conversation about drug cessa-
tion and provide a real-life example of what recovery could look 
like. At 6  months the intervention group was more likely to be 
abstinent or trending toward abstinence. The findings in this study 
are encouraging and suggest that peers can meaningfully influence 
individuals who are on the fence about treatment. More sustained 
contact might even strengthen the intervention [4].

R. N. Knight
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 Peers in Emergency Rooms

A unique opportunity to intervene is in the case of an individual 
who is in an emergency room after being revived from opioid 
overdose. These individuals are at high risk for recurrent over-
doses and death, so this represents a crucial moment to connect. 
However, many emergency rooms do not have the appropriate 
workforce to make this connection, and professionals who are in 
a position to intervene are limited in their time and experience on 
the topic. Moreover, emergency room providers are inundated 
with the most severe cases of SUD and related problems, and 
emergency room staff may have provided the same resources mul-
tiple times to a single patient who continues to use. Consequently, 
professionals in this setting may have a higher burden of negative 
countertransference toward this patient population, and this can 
perpetuate feelings of perceived negative judgment by the patient. 
It is not uncommon for overdose survivors to leave with limited 
and generic resources for care, or to leave before any intervention 
has been made at all [22].

Recently there have been efforts to incorporate peers into 
emergency room settings. There are a variety of different ways 
peers can help engage survivors of overdoses in the immediate 
time frame surrounding the event. Peers can present at the bedside 
after a patient has been stabilized and before discharge to deliver 
important information about recovery such as where to find sup-
port groups or what types of medications are available for opioid 
use disorders. Peers do not have to abide by the same constraints 
as medical professionals and are encouraged to share their own 
story with the patient. And to a patient who feels hopeless, peers 
can model that a life in recovery is possible [11].

Another innovative use of peers in the emergency room is for 
harm reduction strategies. Peers are being trained on how to teach 
patients about the administration of naloxone in the event of a 
future overdose. There is a hope that this approach is more effec-
tive than when the information is given by a clinician or by writ-
ten instructions [27]. Peers can also provide education about 
needle exchange programs for IV drug users and help mitigate the 
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problem of HIV/hepatitis [12]. When delivered by an individual 
in recovery, this potentially lifesaving information can feel more 
approachable and palatable. These strategies to help curb the bur-
den of disease contribute to a larger effort to connect with indi-
viduals in acute care settings who are not yet in treatment and 
prevent these instances from becoming missed opportunities.

 Peers May Be Able to Facilitate Treatment Initiation 
and Increase the Provision of Addiction-Related 
Services in Hard-to-Reach Populations

The numerous risk factors for problematic substance use across 
different populations are well documented. Many of these high- 
risk populations are also more likely to fall into the category of 
individuals who have not been treated or do not seek out help. 
Studies that look at the impact of peer-based recovery supports on 
some of these hard-to-reach populations are promising [12]. Peers 
can be incorporated into a variety of different settings and, because 
of their broad definition and job description, can creatively inter-
vene in ways professional treaters cannot. Below are some encour-
aging examples of peer-based services having a positive impact 
on hard-to-reach populations.

 Rural Areas
An individual with a SUD who is living in a rural community 
faces several unique treatment-related challenges. Prevention and 
treatment resources may be nonexistent or require the individual 
to travel long distances to reach. The available medical centers 
may not be equipped with the resources to help intervene with 
severe drug use disorders. Additionally, limited treatment 
resources likely correlate to a lack of education about problematic 
substance use and a limited understanding about what getting help 
might mean. Boyd et al. showed that brief peer-counseling inter-
ventions to women with HIV in rural areas led to an increase in 
recognition about problematic alcohol use and initiation of steps 
being taken to address the problem [7]. Hard-to-reach geographic 
areas may represent an exciting area to continue studying the 
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effects of peers, who seem to have the potential to increase educa-
tional efforts about problematic substance use and help inspire 
contemplation about initiating treatment. This may represent a 
more cost-effective approach than efforts focused toward creating 
new treatment institutions.

Smaller more rural communities also can be riddled with more 
privacy issues or negative stigma that makes admitting to a sub-
stance use issue demoralizing and initiating steps to change the 
behavior seem less accessible and desirable. Kelley et al. explored 
the impact of a community-driven peer-support intervention 
among a Native American community in Montana. The goals 
were to increase sobriety but also promote community awareness 
about substance use problems, which, in turn, can challenge exist-
ing stigma in such a community. Involvement in the peer-recovery 
support program led to decreased substance use and also pro-
moted community-level changes reflected in increased attendance 
at self-help groups and increased perceived level of support by 
family and friends.

 Other High-Risk Communities
Urban settings are often filled with higher rates of problematic 
substance use, perhaps because of the various cultural- and 
societal- level risk factors at play. In these communities, neighbor-
hood poverty and violence increase vulnerability to drug use. 
Drug use may also be deeply entwined with the family and peer 
groups of a given individual. Laws that protect communities from 
illegal selling of drugs may be less strict, meaning there is easier 
access to illegal drugs (SAMHSA). These risk factors are often 
negatively correlated with seeking help and initiating treatment 
and represent another domain where peers may be particularly 
useful in engaging at-risk individuals.

Deering et al. studied a unique peer-led intervention among a 
sample of female sex workers working in an urban setting. Drug 
use is common in this line of work, and those employed in the sex 
industry are particularly high-risk for developing SUD in addition 
to being at risk for sexually transmitted infections and violence. 
The study examined the impact of a peer-led mobile outreach pro-
gram to examine whether it was correlated with increased use of 
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addiction treatment services. The program was in place for over 
18 months, and at the end, findings showed that women who used 
the program were more likely to subsequently enter inpatient 
addiction treatment including detoxification and rehabilitation. 
The higher-risk women (those employed in more isolated settings 
and with higher client volume) were actually the most likely to 
utilize the peer-run service, suggesting that peers may be critical 
for engaging a population that would otherwise fall through the 
cracks.

In another outreach study, peers approached people off the 
street in identified areas for high-risk opioid use and overdose. 
Peers were instructed to engage individuals in a conversation 
about heroin and then offer the individual involvement in a study 
to help initiate treatment for OUD.  If interested, the peer then 
directly facilitated entry into the study by calling clinical staff and 
initiating a phone screen. If eligible, the participant was brought 
to the study site where they met with a professional who would 
link them to either detoxification or methadone agonist  medication 
therapy (MAT). Almost 100% of the individuals that were identi-
fied and deemed eligible for the study actually showed up to the 
treatment linkage meeting and subsequently became engaged in 
either detoxification or were admitted for MAT. Follow-up studies 
showed that the majority of these individuals remained in treat-
ment even after 60 days. While there was no comparison group to 
see how non-peer providers might fare in connecting individuals 
to linkage appointments, peers seemed to have an overwhelming 
success rate in facilitating treatment for a population that profes-
sionals may have limited success in engaging. This highlights an 
exciting synergistic potential use of peers into the framework of 
professionally delivered care.

 Using Peers to Improve Treatment Engagement

 Treatment Retention

Once in treatment, a significant challenge becomes how to keep 
people in treatment until completion. Poor treatment retention has 
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been a long-standing problem that interferes with treatment suc-
cess [13]. In the report from last year, the Substance Abuse and 
Mental Health Services Administration (SAMHSA) found that 
almost 60% of clients leave formal substance use treatment prior 
to completion, regardless of the treatment setting or the type of 
substance used.

Studies have shown that when compared to traditional treat-
ment alone, individuals who have some type of peer-support inter-
vention are more likely to complete programs for SUD. Blondell 
et al. studied peer-counseling interventions in a detoxification unit 
and found that individuals who received even a single peer-coun-
seling session were more likely than those who did not to com-
plete medical detoxification and not leave against medical advice. 
Moreover, those individuals with a peer intervention were more 
likely to attend already available 12-Step meetings offered as part 
of the hospitalization and were more likely to initiate aftercare 
[5]. It is not uncommon for detox units to have 12-Step groups 
available, but the extent to which patients engage with these is 
variable. This study and others similar to it suggest that there is 
some unique, added benefit of a one-on-one peer intervention 
where the peer was able to share their own recovery experience 
and encourage a meaningful connection to already available 
mutual aid modalities [18].

A vexing problem for providers is that many patients who 
complete detox do not follow up with appropriate aftercare 
resources. This is a recipe for relapse and poor outcomes. As men-
tioned above, Blondell showed that individuals who interacted 
with peers while hospitalized for detox also were more likely to 
follow up with professional SUD aftercare, suggesting that peer 
interventions in structured inpatient settings may translate to bet-
ter engagement with outpatient care [5]. Similarly, work by Tracy 
et al. showed that peer-support interventions delivered to a group 
of veterans who were hospitalized on inpatient units led to 
enhanced post-discharge aftercare adherence (n = 96). Peer inter-
ventions included weekly peer mentorship and peer-led relapse 
prevention groups and were compared to treatment as usual 
(which in addition to clinical care included supports in the form of 
coping skills groups and standard social work support). Peer 
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interventions were superior to treatment as usual (which was not 
devoid of personalized support), suggesting something unique in 
the interaction between patients and peers that may promote bet-
ter adherence. Peers may inspire feelings of competency and 
agency over their substance use disorder in ways that non-peers 
cannot. In addition, the increased adherence transcended to gen-
eral medical aftercare as well, further supporting this idea [31].

The value of mutual aid modalities in supporting long-standing 
recovery has already been discussed, as has the fact that physi-
cians can play a role in promoting these programs but that this 
intervention is prone to falling short. Manning et  al. examined 
whether peer referral to 12-Step meetings increased meeting 
attendance among individuals on an inpatient detox unit com-
pared to those who were referred by a doctor or had no referral at 
all but had access to the meetings. The results showed that peer 
introduction and referral to 12-Step programs by both peers and 
doctors increased meeting attendance while inpatient and after 
discharge and that post-discharge attendance was highest in the 
peer referral group. The individuals who attended meetings post- 
discharge trended toward higher abstinence rates [18]. This is 
another way that peers can bridge the gap between professional 
and informal care.

 Peers Help Improve the Relationship to Treatment 
and Treatment Providers

Studies have shown that structured treatment for SUD works best 
when individuals feel positively about the treatment  – be it 
through the relationships with treatment providers or through the 
provision of care. Studies have shown that one of the best predic-
tors for successful treatment outcomes has to do with engage-
ment, which Yang et  al. define as “treatment participation and 
positive treatment experience” [39]. Those providing and receiv-
ing care are essential to the process of treatment engagement, but 
clinicians often see barriers to treatment as a client- driven issue 
(i.e., poor motivation), whereas clients are more likely to feel less 
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engaged because of the environment and staff. Yang et al. used a 
qualitative approach and interviewed patients in an inpatient sub-
stance use treatment program to investigate factors that impacted 
treatment engagement and found that the therapeutic relationship 
with the treatment provider is an essential component to feeling 
satisfied with treatment overall. As already mentioned, peers have 
a unique ability to connect on a therapeutic level due to the pro-
cess of mutuality. They may be able to play an important role with 
helping patients feel more supported in treatment and improving 
individuals’ relationships with their existing treatment providers 
[39].

Sanders et al. examined the impact of peer-driven relation-
ships for women already involved in a program to address their 
SUD.  Women who received ongoing counseling from a peer 
found this intervention to be one of the most helpful aspects of 
the program overall. Peers were described as empathetic and 
were able to establish greater rapport with the patient com-
pared to the clinic professionals. While the study does not 
speak to overall treatment outcomes regarding substance use, 
the women who received support from a peer counselor were 
more likely to recommend the treatment to others and more 
likely to utilize the available resources already available 
through the clinic [28].

Andreas et al. examined the impact of incorporating peers into 
the framework of a substance use recovery program for individu-
als with SUD and history of incarceration. Peers were women into 
the approach to treatment through groups, coaching, and work-
shops and also facilitated community-level support by providing 
links to sober recreational activities and community events. 
Authors of the study found that individuals engaged in this pro-
gram had increases in self-efficacy and perception of social sup-
port and quality of life [1]. This is promising work because 
individuals with criminal justice backgrounds are especially vul-
nerable to relapse. Peers have the potential to mitigate this risk by 
enhancing positive feelings about treatment which in turn pro-
motes treatment effectiveness in a population where treatment is 
otherwise associated with poor outcomes.
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 Using Peers to Promote Enduring Recovery

Treatment represents only a short time in the context of lifelong 
recovery. Perhaps one of the most daunting tasks is maintaining 
recovery once it has been achieved. While reduction in substance 
use is often necessary to initiate recovery, there are a variety of 
separate challenges that have the potential to interfere with the 
process of achieving enduring recovery. Without sufficient recov-
ery capital  – a term used to describe the internal and external 
resources that can be drawn upon to help sustain recovery  – a 
newly recovered individual is vulnerable to poor outcomes [38]. 
Peers become distinctly useful in the context of promoting recov-
ery capital and helping an individual succeed in their plan for 
reducing or eliminating substances long-term. The peer relation-
ship is often heavily focused on providing a newly recovered indi-
vidual with tools, resources, and support, and peers can help 
create recovery plans customized to meet an individual’s recovery 
needs and goals [29].

 The Many Benefits of Improved Social Support 
on Recovery

The likelihood of relapse rises if a person is lacking in personal 
and social support, representing an opportune area for peer inter-
vention [21]. In fact, one of the most consistent benefits of peer 
support, regardless of the setting and context in which they are 
utilized, is an increase in social support and perception of com-
munity affiliation [6]. A primary role of peer-support interven-
tions is to ensure that those in early recovery are hooked up to 
support networks with social resources. They help an individual 
construct their own recovery-oriented network which can be 
made up of various mutual aid groups and social or community 
programs, all of which provide healthy, sober contexts for a per-
son newly in recovery to find support. It also seems that the pres-
ence of a social network can impact how meaningfully an 
individual engages with ongoing treatment. One study looked at 
the impact of a peer-led social group on individuals with co- 
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occurring mental illness and SUD who were recently discharged 
from the hospital. Those who were involved in the social group 
had higher levels of outpatient service use in the short term, and 
decreased substance use in the long term [24]. Similarly, Andreas 
et  al. looked at the effects of the Peers Reach Out Supporting 
Peers to Embrace Recovery (PROSPER) program which is a 
recovery community run by peers who are focused on individuals 
with substance use who are reentering society from the prison 
system. In this program, peers were paid a stipend; were formally 
trained and supervised by program staff to lead groups, work-
shops, and seminars; and directly linked individuals to recre-
ational activities and social and community events. From baseline 
to 12-month assessment, there were observable increases in self- 
efficacy, social support, and quality of life [1]. While not directly 
related to substance use outcomes, it is reasonable to assume that 
these factors which relate to self-esteem and confidence can 
improve one’s ability to feel equipped to manage a life in recov-
ery. Follow-up studies on PROSPER using the Government 
Performance and Results Act datasets found that housing stabil-
ity nearly tripled and probation/parole status decreased from 
82% to 32% [3]. These results support the idea that peer- based 
services intervene in ways that traditional treatment approaches 
do not but that this approach is particularly useful for individuals 
with limited recovery capital, such as those with a history of 
incarceration and a high risk for relapse without sufficient con-
crete support like stable housing.

 Peers Improving Outpatient Treatment Adherence

Outpatient treatment programs can be an important part of long- 
standing recovery, but insufficient recovery capital can limit how 
well someone can engage with this treatment. Laudet et al. inves-
tigated retention issues in an outpatient substance use treatment 
setting and determined three major factors responsible for early 
dropout: clients felt that the treatment program did not have sup-
portive staff, lacked in provision of social services (e.g., job train-
ing, help with housing, childcare, stable housing), and did not 
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provide enough flexibility to accommodate external responsibili-
ties [16]. These deficits in recovery resources lead to an individual 
feeling ill-equipped to meet the demands of early recovery. This 
represents a major structural flaw in current treatment which often 
neglects the challenges that can threaten a life in recovery. Peer 
services are often directly targeted to fill this gap and not only 
promote engagement with outpatient treatment, but lay the frame-
work for long-standing recovery in individuals who are vulnera-
ble to relapse.

Tracy and Burton et al. looked at the impact of inpatient peer 
mentorship services on post-discharge treatment attendance in a 
VA inpatient cohort (n = 96) with substance use and a history of 
high recidivism. The peer intervention was titled mentorship for 
alcohol problems (MAP) and included peer-support groups and 
individual mentorship for alcohol use disorders. Three groups 
were compared: (1) treatment as usual (TAU) with (2) TAU com-
bined with enhanced dual recovery treatment and MAP (3) dual 
recovery treatment with MAP. The peers in this case were paid 
and participated for a total of 6 months. In terms of post-discharge 
adherence, the two groups which included a peer intervention had 
higher discharge adherence rates of 43% (Group 2) and 48% 
(Group 3) compared to 33% in the TAU group [31].

Similarly, Mangrum et al. looked at a peer-inspired program 
called Access to Recovery (ATR) and how this nontraditional 
intervention which consisted of direct recovery and social support 
might improve substance use and substance use-related outcomes 
in a criminal justice population with significant substance use. 
This population was referred from drug courts, probation, or child 
protective services and was not necessarily seeking out treatment 
on their own. Treatment as usual (without access to recovery sub-
stance use supports) was compared to an experimental group who 
received an ATR which allowed them to access many peer-led 
recovery services. These included individualized recovery coach-
ing, recovery support groups, relapse prevention groups, and spir-
itual support groups. According to self-reported data and data 
from the provider system, those who actually completed their 
required treatment were significantly more likely to have received 
the peer-recovery support groups. Better substance use outcomes 
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were also associated with those who had drug court or probation 
as part of their follow-up. This suggests that peer interventions 
could synergistically improve compliance with mandated treat-
ments and inspire hope for this population who might not feel 
recovery is attainable given the traditional lack of support in stan-
dard treatment options [17].

 Reduced Relapse Rates

Min et al. retrospectively assessed the impact of long-term peer 
interventions on individuals with mental illness and SUD. They 
found that the individuals engaged in peer-support programs 
stayed out of the hospital longer and had lower overall rehospital-
izations [20]. Those with co-occurring mental illness and SUD 
are a challenging population to treat. They represent a significant 
portion of all inpatient stays and often have longer stays than 
someone with only one diagnosis [25]. This population tends to 
be rehospitalized often, and it can be assumed that these individu-
als have difficulty time functioning in the community. Peer ser-
vices seem to be an important resource for helping mitigate this 
issue. This is an example of peer-based services providing unique 
longitudinal support for individuals who otherwise have signifi-
cant struggles existing in the community while staying sober. 
Boisevert et al. showed that a population with co-occurring men-
tal illness and substance use living in supportive permanent hous-
ing who were offered a peer-driven recovery program (based on 
SAMHSA model) were less likely to relapse to substance use 
compared to residents who did not engage with peer work. The 
benefits extended beyond sobriety; those involved in the peer- 
based intervention had lower rates of return to homelessness [6]. 
Those who participated in the peer program reported increased 
emotional and informational support which are two of the major 
support mechanisms of all peer-support services (see Table 1.2). 
While this was a small population (only ten individuals partici-
pated in the peer program), it is an encouraging outcome that sug-
gests additional peer-driven services may enhance the benefits 
provided by supportive housing and other interventions designed 
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to help high-risk individuals prone to relapse and homelessness 
by nature of their dual diagnoses and poor recovery capital.

 Decreased Criminal Justice Involvement

In a randomized controlled trial, Rowe et al. compared an experi-
mental intervention of group and peer support (in addition to 
clinical care) to standardized clinical treatment alone in a group of 
114 individuals with criminal justice histories, substance use, and 
mental illness. The peer mentors all had personal history of men-
tal illness and either a history of drug or alcohol use disorders or 
criminal justice backgrounds. In this study peer mentors were 
paid staff, and they met with study participants in a one-on-one 
setting each month. In addition to focusing on sobriety and reduc-
tion of substance use, peers emphasized the importance of per-
sonal goal setting and development of coping skills and taught 
participants how to advocate for services. Those in the 
 experimental group who received peer-based interventions had 
significantly lower levels of drug and alcohol use at both 6 and 
12 months of follow-up compared to the control group, who actu-
ally increased in the amount of alcohol they used. A secondary 
outcome was that criminal justice charges decreased significantly 
for both groups [26]. While the effect size was relatively small, 
results suggest that peer supports can be a promising adjunct to 
clinically delivered care for hard-to-treat populations.

 Peers to Help Those Already in Long-Standing 
Recovery

Those already in sustained recovery can also benefit meaningfully 
from peer-based recovery services. Collegiate recovery programs 
are growing in availability as a support option for people in recov-
ery in academic settings. Laudet et al. looked into university stu-
dents who were participating in peer-based college recovery 
support programs. The study survey identified 486 college stu-
dents who were abstinent from substances for a mean of 3 years 
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and engaged in various existing college recovery programs. Those 
in the survey seemed to credit the peer-based programs as tremen-
dously supportive; one third of the sample said they would not be 
in college if not for their respective peer program. Many individu-
als believed that without a peer program, their ability to actually 
succeed in college would be threatened [15]. Peer-recovery pro-
grams seem to be important resources for individuals who would 
otherwise potentially feel alienated or severely challenged by the 
traditional social environment on college campuses. Other 
community- based peer programs have been associated with sus-
tained recovery for that particular population, and many outcomes 
of peer interventions suggest that being the peer delivering recov-
ery advice can be meaningful for one’s own recovery maintenance 
(Armitage). This is similar to the benefits that are conferred by 
being a sponsor in 12-Step where being in the position of provid-
ing support can bolster one’s own security in their status as a 
recovered person [30].

 Limitations

While the available body of research suggests that the incorpora-
tion of peers in recovery interventions has a positive impact on 
substance use outcomes, it is important to acknowledge the many 
limitations in studying this newly developing field. Peers are 
being used across a variety of different settings and populations 
and intervene in a myriad of unique ways. They can be paid ser-
vice professionals or volunteers. This flexibility is useful in terms 
of real-world applicability, but from a research perspective, it 
makes for many challenges. There are many methodological 
issues that limit the ability to draw definitive conclusions about 
the effectiveness of peer-related interventions [3].

Currently there is no single definition for peer-recovery sup-
port services and no standardized training program or manual. 
Many of the studies referenced in this chapter had varying or 
poorly defined peer roles, and there was no universal manual for 
peer certification or provision of treatment, making it challenging 
to draw upon best practice for specific peer interventions. In 
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response to the rising advocacy and funding for substance use and 
related programs, we are seeing the creation of various formal 
integration plans for peer-recovery support services. For example, 
peer services are now considered a vital component to the way 
New York State is addressing the opioid epidemic, and there is a 
push to integrate peers into applicable clinical settings by way of 
a formal certification and training process [23].

As the culture of recovery continues to change and peers 
become more recognized as part of the solution, there will be a 
need for clear cost benefit research which will no doubt expand 
the knowledge base for utilizing peer-based recovery supports in 
general. Until then, there continues to be a need for robust studies 
that closely examine the amount, intensity, skill level, and training 
profile for which peers should be utilized in order to have the 
greatest benefit. For example, there is a paucity of large random-
ized controlled trials with credible comparison treatments in the 
available body of research. In addition, many of these studies uti-
lize peers across a wide variety of settings and using differing 
levels of support and interventions, making it hard to parse out the 
benefits that are unique to what type of peer-led intervention. 
Research where peers intervene on inpatient units shows that brief 
interventions like this can be cost-effective ways to boost adher-
ence and engagement [5, 4]. But there is also a need to closely 
examine additional service contexts for which peer interventions 
can be of value with differentiation between outpatient, residen-
tial, transitional care settings and recovery community settings. 
These clinical populations may differ in their needs and this 
would consequently impact the ways peers are applied.

 Conclusion

This chapter highlights the various ways peer-support recovery 
services can enhance the current approach to treating 
SUD. Professionally delivered treatments can be useful for inter-
vening on the acute recovery needs like assisting with cessation or 
addressing life-threatening issues, but there are gaps in this 
approach because many individuals do not successfully complete 
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treatment, feel connected or helped by treatment, or feel that treat-
ment is easily accessible. Some of this void has organically been 
filled by mutual aid programs – mostly 12-Step– which has its 
own well- articulated use of peer supports, but these groups are 
only a singular pathway to long-standing recovery and also do not 
fit the needs of each individual patient with a unique recovery 
journey. Many clinical professionals feel that peer treatment is 
equivalent to 12-Step, but this chapter shows how there are numer-
ous other ways in which peers can be incorporated into the exist-
ing framework for substance use treatment. However, peers are 
currently under-applied and under-recognized in terms of their 
potential applications. Existing literature shows the potential of 
peer-based support interventions across many different settings 
where struggling individuals with undertreated SUD exist. Peers 
have a promising place in this area of recovery; the existing body 
of literature suggests that peer-recovery services have the poten-
tial to make it easier for people to find and connect meaningfully 
to existing treatment. Moreover, peer-support interventions target 
the process of helping newly recovered individuals plan and 
rebuild a life that can withstand the many challenges that interfere 
with enduring recovery.

As the culture of recovery changes, there is room for peer work 
to grow and improve. Nonstructured peer-style interventions are 
rising in popularity as evidenced by social savvy media platforms 
promoting sober-curiosity movements. There is no doubt that the 
impact of personalized stories, devoid of stigma, is tremendously 
powerful on an individual who is struggling with problematic 
substance use. But without more robust research into the effective 
incorporation of peers into existing SUD treatment, we run the 
risk of letting the pace be set by wellness leaders and social influ-
encers who are not professionally trained or necessarily have the 
best interests of patients in mind. Currently we have not sorted out 
the optimal way to apply peer interventions in the numerous path-
ways to recovery, but peer interventions across a variety of differ-
ent settings and contexts intervene in valuable ways that 
professional treatment does not traditionally address. Limitations 
with studying peer work are nontrivial and need to be considered 
in the years to come; however, the general conclusion is that peer- 
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based recovery support services represent an exciting new inter-
vention in the field of recovery.
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 Introduction

 Peer Support for Mental Health

One in four people (approximately 450 million people world-
wide) has a diagnosable mental health condition, making mental 
illness one of the leading causes of disability [47]. Mental illness 
can significantly impair quality of life and make it difficult to sus-
tain employment, stable housing, and relationships and to engage 
in activities of daily living. The burden of mental illness is also 
associated with increased rates of certain physical health condi-
tions, such as cardiovascular disease, and premature mortality, 
particularly for those diagnosed with conditions such as schizo-
phrenia or bipolar disorder [21, 46]. Given the widespread preva-
lence and impact of mental illness, it is critical to understand and 
disseminate supports that can enhance quality of life and mental 
health recovery.
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Within mental health, the term peer refers to an individual who 
self-identifies as having a mental illness and/or as a current or 
former user of mental health services who draws upon their per-
sonal experience to support others, either formally or informally. 
Depending on the context, personal experience may be coupled 
with specialized training in service delivery. By tapping into their 
lived experience and often knowledge or skills gained from train-
ing, peers help promote wellness and recovery among others fac-
ing similar challenges [43].

Though peer support within mental health has an extensive his-
tory, its modern roots are in the peer/consumer/survivor/recovery 
advocacy movements, as well as the broader disability and civil 
rights movements, that sought (and still seek) to drastically shift 
the processes and outcomes of care for people with mental illness. 
Advocates aimed to disrupt traditional mental health treatment 
that often isolated, stigmatized, mistreated, and denied the auton-
omy and personhood of people with mental illness. Advocates 
further sought to move beyond an emphasis on symptom reduc-
tion as the objective of mental healthcare toward the promotion of 
broader recovery, social inclusion, and quality of life as key goals 
and processes. Altogether, emphasis would be placed on individu-
alized journeys for people to “improve their health and wellness, 
live self-directed lives, and strive to reach their full potential” 
[42]. By building peer networks, coalitions, and communities, 
new supports arose that would respect personhood, foster hope, 
and empower individuals with mental illness [35].

Peer support for mental health is characterized by self- 
disclosure and sharing of experiences of mental illness, treatment, 
and other challenges, as well as strategies and successes, in efforts 
to reduce isolation, combat stigma, and promote hope, empower-
ment, and recovery. Most commonly, modalities of peer support 
for mental health can be categorized as participation in mutual 
support, peer-run organizations, and peer-delivered services (also 
known as peer support services). Mutual support consists of both 
one-on-one and group support that is generally characterized by a 
more informal nature, high levels of reciprocity, and participation 
of individuals who are not paid professional service providers 
[19]. Similarly, peer-run organizations are usually distinguished 
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by having a majority of their staff, leadership, and governing bod-
ies (e.g., board of directors) comprised of individuals who self- 
identify as peers [32]. These organizations generally offer a 
combination of informal and mutual peer support, more formal 
peer-delivered services, as well as peer engagement in social 
action and advocacy. Finally, peer-delivered services also offer 
both one-on-one and group support but are generally more for-
mal, characterized by lower reciprocity, and often involve paid 
peer providers [22]. Peer providers are often embedded within 
mainstream mental health agencies, and while they often acknowl-
edge and appreciate the possibility of learning from or feeling 
supported by the individuals they serve, this is not an expectation 
that is placed on the service users.

In the following sections, we provide in-depth descriptions of 
the types of peer support available for mental health, how they are 
thought to work, and the research regarding their effectiveness. 
We focus additional attention on peer-delivered services, as they 
represent one of the most rapidly growing and studied areas of 
peer support, discussing both challenges and opportunities 
encountered by the peer workforce in mental health. Throughout, 
we offer quotes from qualitative research that provide an opportu-
nity for peer voices to be heard. Finally, we offer strategies for 
further expanding the reach and impact of peer support, along 
with recommendations for future research.

 Types of Peer-Based Support in Mental Health

 Mutual Peer Support

In its broadest sense, mutual support for mental health can be 
defined as the affiliation of people who share similar mental health 
difficulties and interact regularly to exchange information and 
give and receive support [33]. Sometimes referred to as mutual 
aid or self-help, mutual support ranges from formally organized 
mutual support groups (e.g., Beating Bipolar, Recovery 
International, Schizophrenics Anonymous, GROW) to highly 
informal one-to-one exchanges. It generally offers access to 
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 nonprofessional, unpaid networks where peers can identify with 
one another, share experiences of challenges and resilience, and 
benefit by virtue of both giving and receiving support. Mutual 
support often emphasizes social affiliation and fellowship along 
with an exchange of information (e.g., how to cope with symp-
toms) and emotional support (e.g., expressing care for one’s 
peers).

Mutual support groups may have a designated leader or facili-
tator who may be further along in mental health recovery, may 
have received training, and can serve as a role model, or they may 
have a nonhierarchical structure with all peers participating 
equally. Some mutual support groups follow general processes 
that have been adapted from 12-step programs for alcohol use 
(e.g., Double Trouble in Recovery), while others offer a less stan-
dardized and unstructured approach. Similarly, some mutual sup-
port utilizes tools such as Wellness Recovery Action Planning 
(WRAP) [34] to facilitate peers’ exploring their personal recov-
ery, identifying potential stressors, and developing individualized 
strategies for self-managing their mental health conditions.

 Peer-Run Organizations

Peer-run organizations were founded to create communities 
wherein persons with mental illness could access social affilia-
tion, exercise autonomy and self-direction, give and receive sup-
port, and contribute to the operation and functioning of the 
organization. These organizations cultivate a shared sense of own-
ership, with emphasis on egalitarianism, flexible organizational 
structures that encourage member input, voluntary membership/
participation, and activities that are facilitated by members. 
Organizations tend to use both volunteers and paid staff to help 
operate programs and provide support.

While self-care and mutual support groups are the core sup-
ports offered by most peer-run organizations, informal social 
activities (e.g., lunches, game nights) and peer-delivered support 
services are also common. Individuals may participate in a mutual 
support group (e.g., Hearing Voices) or meet individually with a 
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peer provider to discuss financial challenges [32]. Additionally, 
these organizations provide platforms for peers to engage in advo-
cacy to challenge stigma and discrimination, educate others, and 
participate in mental health policymaking and planning. Peers 
may meet with agency leadership to inform internal policies or 
protocols or participate in an advocacy campaign to increase 
affordable housing for persons with mental illness.

 Peer-Delivered Services

Peer-delivered services have rapidly expanded over the past 20 
years, evolving into a workforce of over 30,000 providers in the 
United States [29]. Peer providers combine their lived experience 
of mental illness, service use, and formal training to support oth-
ers. Peer providers may be employed in a variety of settings, but 
are commonly embedded within mainstream mental health ser-
vices, or other community-based health and wellness settings 
(Table  2.1), working alongside non-peer providers [16, 31]. 
While tasks and responsibilities differ across settings, peer pro-
viders generally build rapport with service users, instill hope for 
change, support self-determination, and help others identify and 
work toward personal goals. Peer/service user interactions may 
be highly unstructured or may revolve around structured activi-
ties or evidence-based intervention, such as WRAP or Wellness-
Self Management [10, 28]. As peer-delivered services have 
gained traction, roles have been developed as part of services for 
specific groups of individuals experiencing mental health issues 
(e.g., youth or older adult peer specialists). Recent efforts have 
also adapted peer-delivered services beyond mental health, in 
particular to include aspects of physical health, where peer pro-
viders’ experience with both mental illness and physical health 
challenges is essential [2, 5].

Peer providers can also educate their non-peer colleagues and 
inform mental health service delivery by sharing their perspec-
tive. Peer providers are highly focused on aspects of the process 
of care (e.g., the degree to which provider practice aligns with 
service users’ preferences and needs and promotes autonomy and 
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Table 2.1 Settings and focus of peer-delivered services

Setting/program 
type Sample role of peer provider

Warmlines Provide nonemergency telephone or virtual support to 
individuals experiencing mental health challenges, 
provide information and referrals to community 
resources based on the callers’ needs

Psychiatric 
emergency 
department

Provide trauma-informed support to individuals in 
psychiatric emergency departments by helping them 
navigate highly stressful processes, advocate for 
patient rights, and follow up after discharge

Crisis 
intervention 
teams

Work in the community with a multidisciplinary team 
(e.g., psychiatrist, nurse) to prevent or reduce 
behavioral health crises and support service users’ 
safety in potential encounters with law enforcement

Respite programs Provide short-term supports in a homelike environment 
as an alternative to hospitalization or to prevent crisis

Assertive 
community 
treatment teams

Provide long-term support to individuals with SMI 
through outreach and engagement in the community as 
part of a multidisciplinary team. Support service users 
with wellness planning, community integration, and 
recovery goals

Criminal justice/
criminal justice 
diversion

Serve as mentors for individuals navigating the 
criminal justice system while providing support with 
the court system and reentry into the community

Hospital Bridger 
programs

Support individuals transitioning from inpatient care to 
community living and outpatient care by engaging 
them in the hospital, assisting with access to 
community resources, and supporting them with 
community integration

Employment 
programs

Support participants with reintegrating into the 
workforce helping them identify employment-related 
concerns and strategies. Serve as role models 
demonstrating the benefits and feasibility of working

Health and 
wellness

Provide coaching to support wellness, self- 
management of health conditions, and healthy 
lifestyles. Collaborate with other community services 
and assist people to access and navigate healthcare 
systems

Supportive 
housing

Provide long-term supports to assist individuals with 
obtaining and maintaining housing, community 
integration, and recovery goals
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self-determination) and can thus help transform mainstream 
clinician- directed and outcome-focused care toward more 
recovery- oriented care. Further, they can also engage in advocacy 
on behalf of service users, ensuring that their voices are heard and 
respected both within their organizations and broader systems.

 How Does Peer Support Work Within Mental 
Health?

Peer Approach: “[a peer] takes the time to be patient, understand-
ing, listen, point a finger in the right direction”

Regardless of the modality of peer support, its foundation rests 
on personal experience, perspective, and knowledge of mental 
health, treatment, and recovery. The language that peers use is 
generally lay language, rather than clinical, rooted in common 
experience, and emphasizes strengths rather than deficits. Other 
essential aspects include a nonlinear view of mental health recov-
ery, the normalization of challenges, and building fulfilling and 
meaningful lives despite potential ongoing mental health difficul-
ties [22]. Peers acknowledge setbacks occur and validate these 
experiences as part of the recovery journey, offering opportunities 
for continued learning and growth rather than being signs of fail-
ure [45]. Peers can help others to understand the broader context 
of these events within their lives, to emphasize the skills that got 
them through previous challenges, help develop additional ways 
of coping, and remind them that “tomorrow is a new day.” Peers’ 
overall approach involves active listening, disclosure of their own 
experiences, a nonjudgmental stance toward the experiences of 
others, and reminding others of their strength and resilience. As 
one peer describes:

by talking through what they’re going through, all of a sudden it 
comes as like a light bulb...there’s another option that they can 
think about…that’s uh- giving hope, and you can see the hope is 
still there.
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Peers convey empathy and support others with developing cop-
ing strategies and skills (e.g., mindfulness activities, engaging 
supportive networks), problem-solving, and fostering empower-
ment and self-management of mental health conditions and stress-
ors (e.g., techniques for advocating with clinical treatment 
providers) [18]. Peer support also offers opportunities for social 
support and affiliation, which is especially critical for persons 
with serious mental illness who often experience extreme forms 
of marginalization and social isolation [45]. In addition, peers 
often function as role models for individuals in the process of 
recovery, bolstering hope and empowerment [39].

Traditional mental health services have often imposed 
clinician- driven goals and dampened people’s belief in their 
capacity to build a meaningful life and pursue goals and dreams. 
Peer support can help rekindle self-identified goals such as fur-
thering education, obtaining employment, having supportive 
social networks, developing hobbies, and establishing greater 
self-sufficiency. Peers can also facilitate access to resources 
(e.g., housing supports) and other nonprofessional (e.g., AA 
meetings) or professional mental health services, while also pro-
viding support for navigating those services. Finally, all peer 
interactions should be characterized by openness to diversity, 
individualized recovery journeys, and cultural humility [4]. 
Overall, this type of approach challenges stigma and elicits self-
acceptance, validation, hope, empowerment, self-efficacy, and a 
sense of belonging [4].

 Shared Experience in Peer-Delivered Services

Much of the success of peer support is attributed to “shared expe-
rience,” which refers to the background, perspective, and experi-
ences to which peers may relate or have in common. Peers’ use of 
self-disclosure can enhance views of peers as credible sources of 
support and potential role models; in the words of one participant 
in peer support services, “you have to make me a believer and you 
got to tell me how you know…You just can’t sit there and talk. 
Not unless you walking the walk.” Such disclosure helps others 
feel more comfortable, facilitates openness, improves hopeful-
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ness about the possibility of change, and inspires individuals to 
take steps toward their own wellness and recovery [2, 39]. For 
peer providers, their lived experience serves as a “lens” through 
which they view and understand others’ challenges [40]. It shapes 
their approach to supporting others by enhancing empathy, 
patience, consistency, use of listening, valuing of unstructured 
time in interactions, and following a service user-driven approach. 
In addition to self-disclosure regarding mental health, peer pro-
viders explicitly disclose other life experiences, such as those per-
taining to culture, physical health, housing instability, and other 
life challenges (e.g., parental loss, separation from children), 
when supporting others. One peer provider describes the range of 
hardships that individuals with mental illness experience and 
emphasizes how sharing of experiences is multidimensional and 
tailored to the individual:

[we share] to let them know that we relate and how we overcame 
our obstacles...That we have something in common...I don’t go and 
just start off telling war stories…I do it more one-on-one, if a per-
son is sharing about a traumatic experience that they’ve been 
through...what I’ll do, it depends on the situation…somebody, that 
they’ve been sexually abused...I can share how I relate…People 
with drug and alcohol issues…Or especially working with women, 
relationships, and stuff like that. So it varies from person to person.

Finally, shared experience does not presume that individuals will 
indeed have the same experience. As one person receiving peer- 
delivered services explained, “Even if we didn’t have things in 
common and she shared her personal history, it would make me 
feel more comfortable…We may not have gone through the same 
thing, but at least I would know that she had some struggles too, 
even if they weren’t the same.”

 Research on Peer Support in Mental Health

Generally, studies find that peer support is associated with posi-
tive outcomes, performing as well as more clinical or other types 
of services along many outcomes, and often having an advantage 
in improving factors associated with recovery processes (e.g., 
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hope, empowerment, self-efficacy) [1, 8]. Benefits of mutual sup-
port include the opportunity to learn from role models, develop 
new coping skills, and exchange information about available ser-
vices and resources [48]. Beyond instrumental and informational 
support, participants report greater hope and control over their 
lives and reduced stigma and social isolation [48]. Participation in 
mutual support groups is also associated with improved psycho-
logical and social functioning (e.g., reductions in depressive 
symptoms and improved management of mental health) [33]. In 
terms of factors associated with participation in mutual support, 
one study of self-help groups for serious mental illness found that 
affiliation, acquisition of coping skills, and improved mental 
health were common motivators of participation, while having 
scheduling conflicts and feeling the groups were too “negative” 
(i.e., content was depressing or feeling that peers were complain-
ing) or not helpful were common reasons for stopping [26].

Though peer-run organizations are far less studied than other 
forms of peer support, preliminary research suggests that partici-
pation in these organizations (either in conjunction with tradi-
tional mental health services or as a stand-alone service) is 
associated with positive outcomes for members/participants [15]. 
For example, one randomized clinical trial found that individuals 
experiencing an acute psychiatric crisis who were randomized to 
a peer-run program had fewer psychiatric symptoms and greater 
treatment satisfaction than their counterparts randomized to a 
psychiatric inpatient unit [20]. In addition to finding that peer-run 
organizations have more equitable structures and offer increased 
support and opportunities for autonomy, self-determination, 
social participation, and decision-making relative to mainstream 
organizations, they have also demonstrated greater reductions in 
self-stigma [37].

Peer-delivered services have been studied most extensively, 
with several studies finding that these peer support services are 
associated with lower emergency mental health service utiliza-
tion rates (e.g., decreased hospitalizations and length of inpatient 
stay) and increased engagement in care, behavioral activation, 
empowerment, belonging, hopefulness, and satisfaction with, 
and/or quality of, different aspects of life [7, 8, 12, 16]. Further, 
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many studies report that participants view their peer specialists 
as role models, increasing their hopefulness and motivation to 
engage in recovery, and develop better illness management skills, 
oftentimes as a result of peers’ disclosure of their own experi-
ences managing illness [45]. Additionally, participants express 
feeling more at ease with and connected to peer specialists than 
non-peer staff due to their shared experience of mental illness 
and recovery [45].

While much of the research on peer support in mental health 
offers support for positive outcomes, the evidence base is con-
strained by a lack of rigorous research, including lower-quality 
study designs, lack of specificity in describing peer supports and 
contexts being studied, high risk of bias, lack of theoretical mod-
els, and wide variability in outcome measurement making com-
parisons across studies difficult [25]. This has led to some 
inconsistent findings and calls for strengthening the evidence for 
peer support in mental health [25].

 Development of Peer Workforce and Funding

 Peer Certification and Training

To date, there is no national credentialing organization for peer 
certification, leaving it to the discretion of individual states – 48 of 
whom offer peer certification  – to establish local training and 
standards, which vary significantly [23, 27, 31]. While there is no 
national standard, the Substance Abuse and Mental Health 
Services Administration (SAMHSA) [43]. developed a list of 
competencies as integral to peer support: the ability to develop 
collaborative, working relationships; provide support; self- 
disclosure of shared experience; individualization of services; 
assist in recovery planning; and provide linkages to community 
resources, advocacy, and self-development. In peer support train-
ing, many peer providers have also been trained to facilitate stan-
dardized interventions. For these interventions, it is important that 
training and supervision does not overemphasize technical profi-
ciency and outcomes to be achieved, at the expense of peer 
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 specialists’ unique approach and focus [44]. Such training and 
supervision needs to place equal emphasis on collaborating with 
peer specialists to promote an experiential approach, lay lan-
guage, and attention to processes of care (e.g., quality of rapport, 
support of service user autonomy) [44].

 Workforce/Workplace Integration

With the increase in peer providers, studies have examined how 
peer providers are integrated within organizations and the work-
force [6, 17, 24]. Understanding how to facilitate such integration 
is particularly important given that peers often report challenging 
workplace contexts in mainstream settings:

there are people from counselors on up to the clinicians who are 
not willing to accept us. Either they think we’re tryin’ to step on 
their toes, they think we’re tryin’ to take their jobs, or they think 
we’re tryin’ to be them…the problem is working with the other 
members of the teams outside [the peer program] and getting them 
to acknowledge us and to embrace us.

Challenges often include lack of clarity from both peer and non- 
peer staff regarding the peer role, value, and function; inadequate 
support and supervision; lower pay; and limited opportunities for 
professional development and career advancement [11, 13, 16]. 
Strategies for improving role clarity, as well as facilitating buy-in 
among non-peer staff, include formalizing roles and responsibili-
ties, ongoing deliberations regarding roles and rationales behind 
responsibilities, and agency-wide trainings on the function and 
value of peer support work. Facilitating peers’ access to peer col-
leagues and peer networks both within and outside an organiza-
tion (e.g., peer support community of practice) is also necessary.

Formal and informal supervision should reinforce the value of 
the peer specialist’s role and uses a collaborative approach that 
actively fosters and incorporates peer input [44]. Support from at 
least one supervisor who also identifies as a peer is beneficial 
[38]. Organizations should also assist peer providers with training 
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in workplace skills (e.g., maintaining a work calendar) [44], pro-
fessional development (e.g., presenting at conferences, attending 
trainings, leadership roles), and fostering inclusion of peer voice 
beyond frontline services [45]. One peer describes a positive 
workforce integration outcome:

being part of a team: doctors, clinicians, PhDs, and I'm equal. I 
have a say. And I'm outspoken quite a bit…It's just knowing that 
real life experience with their school experience becomes a differ-
ent way we can approach clients and that's nice.

Indeed, studies have demonstrated that working as a provider 
benefits peers themselves, including increased confidence, self- 
efficacy, self-esteem, personal growth, and community integra-
tion [9, 14, 30, 41]; lower service utilization (e.g., reduced 
hospitalization, emergency department visits); and reduced reli-
ance on government entitlements [36].

 Funding

Since peer-delivered mental health services first became reim-
bursable through Medicaid in Georgia in 1999, the Centers for 
Medicare and Medicaid Services have expanded funding to 41 
states [31]. With the implementation of the Affordable Care Act 
(ACA) and its emphasis on integrated models of person-cen-
tered care, new funding opportunities have been made available 
for peer services in integrated primary and behavioral care set-
tings for all states [31]. However, funding often remains a sig-
nificant barrier, particularly for peer-run organizations, who 
struggle to preserve their autonomy while securing sustainable 
funding. For example, Medicaid/managed care reimbursement 
may require introducing stringent requirements for services that 
conflict with core principles [32]. Unlike other forms of peer 
support, mutual support groups often require little, if any, finan-
cial support from outside organizations and are generally self-
sustained by members [3].

2 Peer Support for Mental Health
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 Conclusion and Future Directions

Peer support for mental health exists for a wide range of needs 
and is offered in a variety of formats, settings, and modalities. It 
has been associated with a range of positive outcomes, including 
reduced stigma and increased hope, sense of connectedness, 
empowerment, and recovery. To further broaden peer support, 
expansion and evaluation of peer support in more settings, as well 
as through virtual and social media platforms, will be essential to 
meeting the needs of a wider range of individuals. As peer- 
delivered services expand, calls for developing uniform practice 
standards will increase [31]. A main challenge will be ensuring 
that these standards promote and sustain the unique, flexible, and 
individualized aspects of peer supports. Expanding the types of 
organizations in which peer support is available will also require 
implementing practices that promote the work, value, and integra-
tion of peers.

Future research should incorporate more rigorous study 
designs and include richer descriptions of peer roles, supports 
offered, and the types of settings in which the support is occur-
ring, for example, for mutual support, the degree of mutuality 
and reciprocity among members and type of support exchanged; 
for peer-run organizations, the degree to which they use a nonhi-
erarchical approach and bilateral decision-making; and for peer- 
delivered services, the degree to which peer providers are offering 
support that differs in content and approach from non-peer pro-
viders. Especially for peer roles in mainstream mental health set-
tings, there is a continuing need to evaluate implementation 
strategies, supports, and resources that will facilitate the integra-
tion of peers. Studies should also promote greater inclusion of 
peers on research teams and as members of advisory committees 
or stakeholder groups providing formal input into research activ-
ities. Significant gaps include documenting the impact of peer-
run organizations and specifying the unique contributions of peer 
support and the mechanisms underlying their connection to posi-
tive outcomes. Finally, it is necessary to advocate for the expan-
sion of funding and reimbursement mechanisms for peer-run 
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 organizations and peer-delivered services that can further pro-
mote their implementation and sustainability without sacrificing 
flexibility, autonomy, and individualized supports. Organizational 
and systems- level advocacy is also needed to increase salaries for 
peer roles and expand opportunities for career advancement and 
leadership.
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 Introduction

Chronic diseases are medical conditions that last 1 year or more 
and require ongoing medical care, or limit activities of daily liv-
ing, or both [1] and are the leading causes of death and disability 
worldwide [2]. Many chronic diseases are tied to behavioral and 
lifestyle risk factors both in their etiology and course. These 
include tobacco use and exposure to secondhand smoke, poor 
nutrition, lack of physical activity, and excessive alcohol use [1]. 
Due to the ongoing nature and the challenges associated with 
managing chronic diseases, individuals often need help that aug-
ments health care and support to manage their condition effec-
tively. Research shows that peer support can contribute to this 
management. This chapter describes the key functions of peer 
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support, the evidence base in chronic illness, and approaches for 
implementing peer support in chronic illness care.

Peer support refers to the provision of emotional, informa-
tional, instrumental, and appraisal support by a non-professional 
who shares a lived experience with those they help [3, 4]. It relies 
on non-hierarchical, often reciprocal relationships. In chronic dis-
ease contexts, this may take the form of a person who has been 
diagnosed with and is currently effectively managing their chronic 
condition (e.g., diabetes) while providing support to someone 
who also has that condition. Shared lived experience, though, may 
also be based on other characteristics such as being retired, wid-
owed, or living in the same neighborhood [4, 5]. Peer supporters 
can serve as role models, facilitating the sharing of experiential 
knowledge that professionals may not have in common with their 
patients and often lack the time to communicate [4]. Peer support 
may also be provided to caregivers of those who have a chronic 
condition [4]. Providers of peer support are known in different 
settings by many different names, including “peer supporters,” 
“community health workers” (CHWs), “promotores de salud,” 
and “lay health workers.” In the USA, “peer support” is often 
associated with mental health peer support specialists and CHWs 
with support for physical health, even though the Affordable Care 
Act promotes integration of behavioral health and primary care. 
Peer support has been broadly applied across different patient 
populations, health conditions, stages of disease, and settings to 
achieve a variety of health outcomes [6]. Employing a range of 
modalities (e.g., face-to-face, group-based, telephone-based, digi-
tal health), peer support may be adapted to the unique needs of its 
organizational home and population focus [4, 7, 8].

 Five Key Functions of Peer Support

In seeking to promote peer support worldwide, Peers for Progress 
(peersforprogress.org) with which the authors are affiliated has 
emphasized five key functions of peer support [9, 10], following a 
strategy of standardization by function, not content. This provides 
a structure of the key functions while allowing for the adaptation 
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and tailoring for implementation in distinct cultures, settings, and 
among diverse populations [11, 12]. The key functions include:

• Being there
 – Providing human connection or “just being there” is identi-

fied as a fundamental feature of peer support. This personal 
connection facilitates the basis on which peer support ser-
vices are provided and has been identified as important in 
and of itself. In many different languages and cultures, there 
is an equivalent saying to “It wasn’t anything she said or 
did, it was just knowing she was there” [13]. This expres-
sion of unconditional support may be more visible in less 
hierarchical and formal relationships, such as those between 
peer supporters and their clients, rather than in a formal 
provider-patient relationship.

• Assistance in daily management
 – For many individuals with chronic health conditions, under-

standing and implementing the care plans developed by 
health-care providers is often daunting. Medical appoint-
ments are often brief and can involve numerous and poten-
tially complicated treatment recommendations for the 
patient. Peer supporters help individuals translate what phy-
sicians and other health-care providers recommend into 
specific, actionable plans [14]. In other words, medical pro-
viders help patients to figure out what to do, while peer sup-
porters help them to figure out how to do it [15]. Additionally, 
they can help to identify barriers to effective self- 
management behaviors and craft ways to address these bar-
riers.

• Social and emotional support to promote disease self- 
management and coping with negative emotions
 – Maintaining motivation for self-management is not an easy 

task for patients, and there are often times when support and 
encouragement are needed. Peer supporters can provide an 
opportunity for patient to share emotions and feelings [14]. 
Social and emotional support may also help individuals to 
cope with the reality of chronic disease and the distress that 
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may accompany it. Peer supporters can assist people with 
chronic medical conditions to problem-solve and overcome 
social and emotional barriers to sustaining evidence-based 
self-management behaviors [16].

• Linkage to clinical care and community resources
 – Peer supporters help patients recognize when they should 

access their health-care providers and can facilitate the 
timely linkage to services [17]. Additionally, peer support-
ers can share knowledge of other community resources that 
might be beneficial to patients as they navigate dealing with 
not only their chronic disease but also the stresses and prob-
lems associated with daily life. These resources may include 
health-care services, behavioral health services, community- 
based programs, and resources tied to social determinants 
such as places to buy healthy food or safe, attractive places 
for physical activity.

• Ongoing support because chronic disease is for the rest of 
one’s life
 – As chronic disease extends over time, peer support is ide-

ally extended over time and not time-limited. Although 
using peers to teach time-limited courses [18] or to promote 
preventive services screenings and immunizations [19] is 
important, the focus of peer support is to encourage the 
ongoing behaviors and lifestyle activities that contribute to 
healthy living for the rest of an individual’s life. Sustained 
relationships can confer benefits throughout the different 
stages of both disease course and life course.

 A Socioecological Model of Peer Support 
for Chronic Medical Conditions

Figure 3.1 presents a model that emphasizes that individuals are 
nested within interpersonal, organizational, community, and pol-
icy environments; health behavior interventions should focus on 
changes at more than one level if they are to be effective [20]. Peer 
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support has inputs that span the levels of the socioecological 
model. Policies endorsing peer support, such as insurance cover-
age of CHW and peer support specialist services, allow for the 
provision and expansion of peer support. In addition, community 
and organizational capacity enable the promotion of peer support 
services. On the interpersonal level, peer supporters act as role 
models for those they serve and provide valuable social interac-
tion. Individual peer supporters bring their unique lived experi-
ence, training, and skills to their work with patients.

These multi-level inputs contribute to the actual provision of 
peer support services. From the perspective of the socioecological 
model, peer support for chronic disease management can occur in 
a variety of modalities and settings. For example, it can develop 
organically in group medical visits and patient education classes, 
as patients take advantage of opportunities to share their experi-
ences. On the other end of the spectrum, organized peer support, 
with volunteers or state-certified CHWs, can provide individual 
counseling, support daily self-management of chronic diseases, 
connect patients with social services, and provide a basic level of 
care coordination. In each case, peer support provides ongoing 
assistance and emotional support in chronic disease management 
and helps to connect individuals with appropriate care and 
resources in their community [21, 22]. In addition to the actual 
peer support services themselves, the very existence, visibility, 
and community connections of a peer support program can impact 
people and environments, beyond those directly receiving the ser-
vices. By putting faces to the experience of living with a chronic 
medical condition and impacting norms around help-seeking and 
self-management behaviors, peer support can effect changes in 
organizations, communities, and policies.

Peer support also has multi-level impacts and outcomes. Peer 
support acknowledges models of individuals’ vulnerabilities, but 
also their ability to help each other. This may promote community 
norms around the acknowledgement of chronic diseases and the 
expectations of seeking help and support for managing them. In 
this way, peer support can mitigate the stigmatizing belief that 
health problems are private issues to be dealt with only with pro-
fessional health-care providers in medical settings. At the organi-
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zational level, embedding peer supporters in medical practice 
settings, where patients receive their care, brings an important, 
lived experience perspective to the care team [3]. This approach 
has the potential to facilitate organizational change toward a more 
patient-centered and collaborative care model. On the interper-
sonal level, peer support addresses the very real phenomenon of 
social isolation and provides needed support to those living with 
chronic medical conditions. For individuals, support from their 
peer mentors can help them modify their health habits, such as 
diet, exercise, sleep, and adherence to treatment regiments. These 
outcomes can also increase the capacity for peer support on mul-
tiple levels, creating a positive feedback loop where positive out-
comes lead to stronger inputs and vice versa.

 Evidence Base of Peer Support in Chronic Illness

There is a substantial evidence base for peer support across a wide 
variety of health problems, health behaviors, and support modali-
ties. A review by Viswanathan and colleagues [23] focused on 
peer support provided by community health workers. It found 
moderate evidence of peer support’s impacts on knowledge, 
health behaviors, utilization, and cost/cost-effectiveness. In 
another review, Gibbons and Tyus [24] reported efficacy in 
enhancing outcomes across mammography, cervical cancer 
screening, and a variety of other preventive services for under-
served groups in US-based peer support programs. Perry and 
 colleagues [25] identified contributions of community health 
workers to basic health needs in low-income countries (e.g., 
reducing childhood undernutrition), to primary care and health 
promotion in middle-income countries, and to disease manage-
ment in the USA and other high-income countries.

A 2015 review conducted by the UK-based Nesta Health Lab 
and National Voices examined over 1000 studies of peer support 
provided by a wide range of individuals for a variety of health 
conditions to diverse population groups. It found benefits for 
those with long-term physical health conditions in the area of 
experience and emotions, behavior and health outcomes, and 
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health costs and service use [26]. Additionally, a qualitative meta- 
synthesis of peer support interventions in chronic disease care 
reported that peer mentors’ instruction had a higher impact than 
the provision of information alone because of its grounding in 
personal experience and shared identity [27].

A comprehensive review conducted through Peers for Progress 
[28] included peer support interventions from around the globe, 
addressing a wide variety of prevention and health objectives 
entailing sustained behavior change, as is often needed in chronic 
disease self-management. The review included 65 papers from the 
USA (34 papers) and Canada [7]; 4 from each of Bangladesh, 
England, Pakistan, and Scotland; and 1 from each of Australia, 
Brazil, Denmark, Ireland, Mozambique, New Zealand, South 
Africa, and Uganda. Fifty-three were from World Bank desig-
nated high-income countries and 12 from low-income, low- 
middle, and high-middle-income countries. The 65 papers 
addressed a variety of health conditions including drug, alcohol, 
and tobacco use disorders (3 papers), cardiovascular disease [10], 
diabetes [9], HIV/AIDS [6], other chronic diseases [12], maternal 
and child health [17], and mental health [8]. The papers also 
addressed both prevention [26] and disease management [29].

Across all 65 papers, 54 (83.1%) reported significant positive 
impacts of peer support, 40 (61.5%) reporting between-group dif-
ferences (i.e., peer support compared with usual care) and another 
14 (21.5%) reporting significant within-group changes (i.e., 
changes from pre-intervention to post-intervention). When lim-
ited to papers reporting randomized controlled trials or other 
 controlled designs, and utilizing objective or standardized out-
come measures, results were similar. Among the 43 studies meet-
ing these criteria, 31 (72.1%) reported significant 
between-condition effects favoring peer support, and an addi-
tional 5 (11.6%) reported significant within-condition effects. 
Combining these, 36 of 43 (83.7%) papers reporting controlled 
designs using objective or standardized measures reported signifi-
cant effects of peer support. Specific to chronic disease care, 9 of 
10 papers (90%) showed positive impacts of peer support in car-
diovascular disease, 8 of 9 in diabetes (88.9%), 5 of 6 (83.3%) in 
HIV/AIDS, and 9 of 12 (75%) in other chronic diseases. Among 
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19 reviews of peer support included in this systematic review, a 
median of 64.5% of studies reviewed reported significant positive 
effects of peer support.

 Engaging the Hardly Reached

Those who experience disproportionate, avoidable, and high-cost 
care are often not reached by clinical and preventive services. 
Peer support may be most successful among these “hardly 
reached” groups with whom one might expect least success, due 
to individual (e.g., psychological distress), demographic (e.g., 
ethnic minority), or cultural-environmental (e.g., rural) character-
istics [30]. A systematic review of 47 studies of peer support for 
such groups often challenged to engage in health care found that 
94% reported significant changes favoring peer support [30]. For 
example, asthma coaches were able to engage nearly 90% of 
mothers in a population of Medicaid-covered children who were 
hospitalized for asthma. The coaches sustained that engagement, 
averaging 21 contacts per parent over a 2-year intervention, and 
reducing re-hospitalization by 52% [31]. Among ethnic minority 
patients of safety net clinics in San Francisco [32], the impact of 
peer support over usual care alone was greatest among those ini-
tially identified as having low medication adherence and self- 
management [33]. In veterans with diabetes participating in peer 
support dyads [34], improvements in blood glucose were greatest 
among those with initially low levels of diabetes support or health 
literacy [35]. In Pakistan, peer support for post-partum depression 
was most effective relative to controls among women with house-
hold debt and/or relatively low levels of economic empowerment 
[36].

 Reaching Populations

Most studies of peer support are based on selected samples, shed-
ding little light on the challenge of reaching entire populations. A 
collaboration of Alivio Medical Center, a federally qualified 
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health center in Chicago, UnidosUS, and Peers for Progress 
sought to reach the population of an estimated 3500–4000 Latino 
adults with type 2 diabetes served by Alivio [37]. The program, 
Compañeros en Salud, reached 88% of 471 patients categorized 
as high need (i.e., elevated HbA1c values and/or distress or 
depression and/or judged by their primary care providers as espe-
cially likely to benefit). Patients initially received biweekly phone 
calls, reduced to monthly, and then quarterly as progress war-
ranted. Compañeros also engaged 82% of 3316 assigned to regu-
lar care that included group classes and activities and quarterly 
contacts via phone or during regular clinical appointments. Across 
all 3787 Alivio patients with diabetes, HbA1c declined from 
8.22% to 8.14% over 2 years. Among high-need patients, HbA1c 
declined from 9.43 to 9.16%, and the proportion with moderate to 
good HbA1c control (≤ 8%) increased from 19% to 26%.

 Peer Support and the Chronic Care Model

The Chronic Care Model (CCM) has become a major framework 
for the delivery of chronic care services and includes several com-
ponents: (1) the organization of health care, (2) delivery system 
design, (3) decision support, (4) clinical information systems, (5) 
self-management support, and (6) community resources [38, 39]. 
The CCM advocates for care that adheres to evidence-based 
guidelines and medical practices that are designed to meet the 
needs of patients with chronic health conditions [40, 41]. 
 Additionally, the CCM emphasizes patient self-management and 
support for behavioral change, acknowledging the crucial role of 
the patient outside of the clinical setting [40, 41].

The effective role of peer support can be applied for each of the 
CCM components. The CCM is responsive to individuals’ needs 
for social and emotional support in the management of chronic 
conditions, a key function of peer support. Peer support has the 
capacity to link clinical care and community resources, an inte-
gral feature of the CCM. In addition to helping individuals iden-
tify and gain access to care, peer support also facilitates the 
relationships between individuals and their care providers. 
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Through frequent interaction with patients and by understanding 
their needs, peer support can enrich the perspectives of other 
members of the clinical team, particularly in decision-making. 
Peer support can deliver culturally competent education and facil-
itate the adoption of self-management skills to enhance treatment 
adherence. Whether as part of the clinical team or as a closely 
linked resource, developing peer support services should include 
representatives of communities who receive care from those ser-
vice areas. Incorporating peer support can sharpen the focus of the 
respective delivery system to one that is dedicated to patients’ 
perspectives and concerns.

 Examples of Peer Support and the Chronic Care 
Model

There are many examples of how peer support can be integrated 
into health-care delivery through the CCM.  For example, the 
Diabetes Equity Project, a program of the Baylor Health Care 
System, used the CCM to integrate CHWs into primary care 
teams in order to address inequities in five community clinics 
serving low- income Latino adults with diabetes [42, 43]. As part 
of system redesign, CHWs were recruited from medical assis-
tants, trained in general peer support skills and diabetes-specific 
information, and embedded within clinical teams. Development 
of the CHW role included taking on tasks from primary care pro-
viders, including diabetes education, nutrition counseling, and 
patient  follow- up, as well as adding new tasks, such as social sup-
port and linkage to community resources. System redesign 
included locating CHWs in the practice setting, facilitating regu-
lar and routine interactions, including as-needed on-the-spot con-
sultations in contrast to referrals with potential delays and 
uncertain completion. CHWs provided useful information to 
PCPs regarding their patients’ needs, and patients reported that 
the intervention had improved their relationships with those pro-
viders [42].

A multifaceted intervention to test the CCM model for patients 
with macular degeneration focused on reorganization of care 
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around trained Chronic Care Coaches (CCCs) [44, 45]. In partici-
pating clinical sites, the CCC was a practice assistant [45] trained 
to monitor the treatment, including telephone reminders, patient 
information, and direct self-management support. The CCCs 
assisted patients in self-management, including by monitoring 
patients’ weekly self-administration of the Amsler test for moni-
toring vision and helping to develop an action plan that helped 
patients manage symptoms, estimate their severity, and devise 
response strategies in the case of deterioration. In addition, the 
program included planning and arranging contact between 
patients and physicians and a monthly structured follow-up call 
with the patients [44, 45].

In an intervention to reduce coronary heart disease risk among 
African Americans with hypertension, patients with well- 
controlled hypertension provided peer-based self-management 
support for reducing blood pressure and cardiovascular risk 
through three bimonthly telephone calls from peer supporters 
with well-controlled hypertension as well as practice-based office 
support on alternate months. The content of calls included healthy 
diet, exercise, medication adherence, and smoking cessation. To 
coordinate care, peer supporters left voicemail messages to clini-
cal staff reporting concerns to be addressed in patients’ clinical 
visits [46].

Another smoking cessation intervention employed nurses to 
provide initial education and counseling to hospitalized patients 
who, after discharge, received follow-up telephone counseling 
from a quit-line counselor [47]. For those patients who were 
ambivalent about quitting, the counselor focused on increasing 
motivation to quit. For those patients who remained committed to 
quitting, the counselor focused on relapse prevention. The quit- 
line counselors encouraged follow-up with primary care providers 
upon discharge.

A comprehensive program in a federally qualified health center 
improved glycemic control among a population of mostly Latino 
adults with diabetes [48]. Assistance in daily management took 
place through a variety of activities that included a weekly break-
fast club that highlighted nutrition and cooking skills using healthy 
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modifications of traditional Puerto Rican recipes; a weekly drop- in 
afternoon snack club in which patients were taught how to prepare 
healthy snacks and interact with other patients and staff to rein-
force problem-solving and self-management skills; diabetes edu-
cation classes; chronic disease self-management classes [49] 
facilitated by CHWs; daily, on-site exercise classes; and bilingual/
bicultural CHW services provided directly to patients.

 Approaches to Implementing Peer Support

 Peer Support in Health-Care Settings

Peer support can be integrated into health-care systems, extending 
the reach of hospitals and other health-care systems beyond the 
clinical care provided within them [50]. One approach to reaching 
populations with peer support is the integration of peer support 
into primary care and patient-centered medical homes [50]. 
Clinicians or other health-care team members can identify patients 
who are skilled at and have demonstrated success in the self- 
management of their medical conditions to potentially serve as 
peer supporters. Peer supporters may be integrated into the care 
team or serve to extend the role of the clinical case manager.

Employing peer supporters as an integral part of a care team 
facilitates important communication and linkage between 
patients and their medical providers. The earlier described pro-
gram involving macular degeneration using Chronic Care 
Coaches included planning and arranging contact between 
patients and physicians and a monthly structured follow-up call 
with the patients [44, 45]. As noted in the model from the Baylor 
Health Care System, CHWs provided useful information to PCPs 
regarding their patients’ needs; patients reported that the inter-
vention had improved their relationships with those providers 
[42]. Similarly, in the intervention for African American patients 
with hypertension [46], peer supporters left voicemail messages 
to clinical staff reporting concerns to be addressed in patients’ 
clinical visits.
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 Integrating Behavioral Health and Peer Support

Chronic diseases are often accompanied by psychosocial and 
mental health problems, including depression and anxiety disor-
ders [51]. A broad range of factors influence psychological and 
physical health, from epigenetic effects of adverse or positive 
aspects of early development to social and economic contexts of 
family and social relationships and organizational, economic, and 
cultural factors. Those disadvantaged across these developmental, 
biological, and psychosocial determinants [51] are likely to expe-
rience both physical and psychological problems and dispropor-
tionate emergency and hospital care. The importance of social 
contact and emotional support [52] suggests that simple, frequent, 
and affirming peer support may be especially helpful to those with 
emotional distress.

In a Hong Kong study, peer support reduced distress and 
related hospitalizations among adults with diabetes. Among the 
20% of patients who reported heightened depression, anxiety, 
and/or stress, peer support both improved distress scores and 
reduced hospitalizations (relative risk = 0.15) relative to controls, 
reducing overall hospitalizations to the level of those low on dis-
tress measures [53]. That the peer support was designed to focus 
on diabetes management, not to reduce emotional distress, sug-
gests the implicit value of “being there” as in the first of the five 
key functions discussed earlier.

 Peer Support and Health Information Technologies

Several health information modalities (e.g., computer, mobile, 
and web-based technology) have been studied for their potential 
to enhance, extend, and scale up peer support. These platforms 
create environments for the exchange of unstructured and/or 
structured peer support, provide patient education, encourage 
self-management behaviors, and collect and analyze patient 
health data to deliver personalized messages and guide clinical 
decision-making. Health information technologies (HIT) are able 
to respond in real-time, delivering support that is contextual, 
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accessible, and convenient. Some people prefer these modalities 
because they allow for the exchange of rich, thoughtful informa-
tion and are unique avenues of self-expression. Additionally, HIT 
can facilitate peer support across geographic distances, enabling 
those with rare diseases to find others with the same condition, 
improving access to support and affordability of care.

In remote areas of Australia, for example, Telephone Linked 
Care [54] provided messages and reminders that were personal-
ized according to individual self-management and clinical mea-
sures, all monitored through data entered through patients’ 
smartphones. HbA1c values declined from 8.8% to 8.0% and 
were accompanied by improvements on quality-of-life indicators 
that exceeded those in a control condition. Medication costs were 
lower as well ($1542 versus $1821 on average). Users reported 
substantial social and emotional support; 79% strongly agreed 
that it gave them confidence to manage their diabetes better [55].

Online communities (e.g., forums, social media) are frequently 
consumer-driven networks whose purpose is to facilitate the 
exchange of peer support while providing linkages to health-care 
professionals [56]. These online communities can be responsive 
to the needs of their members, leading to high levels of satisfac-
tion. One review concluded that computer-mediated environments 
enhance an individual’s ability to interact with peers while 
increasing the convenience of obtaining personalized support 
[57]. Aspects of mobile phone interventions (e.g., text messaging, 
mobile apps, biometrics) can offer interactive features,  monitoring 
tools, and personalized feedback to enhance the quality of peer 
support interactions [58].

A pilot test of a lay health coaching intervention was enhanced 
with a diabetes self-management application (BlueStar™) [59]. 
The intervention involved health coaches who provided telephone- 
based diabetes self-management support and encouraged the rou-
tine use of BlueStar for day-to-day self-management tasks. 
Patient-generated data in BlueStar was shared with the health 
coaches and a nurse care coordinator to guide highly personalized 
care. Both intervention components proactively engaged with 
participants to achieve high rates of retention and overall program 
satisfaction. Patients who participated in this intervention made 
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behavior changes and experienced a significant drop in HbA1c. 
One finding from this project was the significant correlation 
between total entries in BlueStar and total coach contacts, which 
suggests complementary roles between health coaching and the 
diabetes application.

High tech can complement and facilitate, but does not replace, 
the soft touch of peer support. Offering both peer support and 
digital health can promote patient choice, depending on the sup-
port they need or prefer. Digital health technologies can address 
the routine tasks and monitoring needed for chronic disease self- 
management, leaving peer supporters to provide highly individu-
alized support for more complex problems. These platforms can 
extend peer support to more people and integrate the efficiencies 
of high tech with the humanizing force of personal contact [60]. 
Investigators are particularly interested in integrating digital 
health technologies for peer supporters that have the capacity to 
generate actionable data; prompt timely, context-sensitive out-
reach; and guide decision-making [61]. Such programs may have 
the capacity to reach entire populations while maximizing the 
efforts of peer supporters and clinical staff.

 Conclusion

Peer support for chronic disease management can be imple-
mented in many different forms and settings. Underlying the 
numerous examples of successful peer support programs out-
lined in this chapter are the five key functions of peer support: 
being there, assistance in daily self-management, social and 
emotional support, linkage to clinical and community resources, 
and ongoing support. This standardization by function, not con-
tent, allows for peer support programs to be designed and imple-
mented in ways that accommodate a diverse array of 
organizational, community, and cultural settings. Tailoring peer 
support programs to target the key factors identified as critically 
important to different health conditions, care settings, and patient 
populations make peer support programs adaptive to the needs of 
those they serve. Reflecting the socioecological perspective 
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introduced here, peer support programs may have an effect at the 
level of organizations and systems, supporting the transition in 
medicine from a focus on medical treatment to integrating the 
lived experience of patients and promoting chronic disease self-
management. Implementation approaches include integration 
with hospitals, primary care settings, behavioral health, and use 
of technology to promote better self-management among people 
with chronic health problems.
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Peer Support 
for the Bereaved

Paul T. Bartone and Chantel M. Dooley

Grief is a normal human response to death and loss. However, for 
some people the experience of grief can be severe and debilitat-
ing. This happens when grief goes on for too long a time or inter-
feres with normal life functioning. Complicated grief was 
recognized in the early 1990s as a prolonging of the normal grief 
process that impairs the mental and physical health of its suffer-
ers. While there currently is not full agreement as to its diagnostic 
features, it was included in DSM-5 [1] as “persistent complex 
bereavement disorder.” Prevalence estimates for complicated 
grief in the general population range from a low of 2.4% to 4.8% 
[2–4]. Among the bereaved only population, prevalence ranges 
from 10% to 40% [4–8].

It’s known that people who experience the death of a spouse or 
child are at higher risk for complicated grief, and women gener-
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ally are at higher risk [2, 3]. In 2017 (the last year for which data 
are available), the US population at large suffered 243,039 sud-
den, injury-related deaths [9]. This number includes motor vehi-
cle accidents, suicides, homicides, drug and alcohol overdoses, 
and poisonings. These unexpected deaths leave behind an even 
larger number of grieving loved ones, 10% or more of whom will 
experience complicated and debilitating grief.

Some groups such as the military, or others in high-risk occu-
pations, may experience higher rates of sudden death, especially 
during periods of conflict and high operational activity. For exam-
ple, during the 10-year period from 2001 to 2011, a total of 15,938 
active duty military personnel died, and 80% of these were from 
sudden and traumatic causes including combat (31.5%), accidents 
(34.0%), and suicide (14.5%). This group of deceased service 
members left behind a total of 10,020 bereaved spouses and some 
12,641 grieving children [10]. And when the death is sudden and 
violent, survivors typically have greater difficulty dealing with the 
loss [11, 12]. In light of all this, it is important that healthcare 
providers be aware of the signs and symptoms of complicated 
grief, as well as intervention strategies that can promote healthy 
grief recovery in bereaved family members and friends. Peer 
support- based programs are being used with increasing success to 
help the bereaved. This chapter will briefly review the evidence on 
peer support programs for the bereaved and provide some best 
practice guidelines based upon existing successful programs in 
this area.

 Some Background on Peer Support

Starting around 1990 there was a dramatic increase in the use of 
peer support programs in the USA and elsewhere. In 2005, the 
number of peer providers in mental health settings was estimated 
at more than 10,000 in the USA alone [13]. Peer supporters are 
used in other domains as well, including with police, firefighters, 
military veterans, and people with disabilities, addictions, and 
chronic illnesses such as cancer and diabetes.
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Peer support can be defined as “a system of giving and receiv-
ing help founded on key principles of respect, shared responsibil-
ity, and mutual agreement of what is helpful” [14]. While peer 
support programs can differ in many ways, they always entail 
people with similar backgrounds providing emotional, social, or 
practical support to each other [15]. Peer support services can 
aim, for example, to promote hope and recovery from illness or 
trauma and improve life skills, psychological well-being, and 
social integration [16]. Regardless of the specific objectives, peer 
supporters draw on their shared experiences in order to provide 
empathic understanding, information, and advice to those they are 
helping.

Peer support can be understood as a special form of social sup-
port – the belief that there are people available who are willing 
and able to provide emotional as well as practical support and 
advice [15]. Social support may include emotional support, advice 
and information, practical assistance, and help in understanding 
events [17]. Fairly extensive research shows that social support is 
linked to good health and positive outcomes in general, especially 
when people are dealing with stressful situations [18]. Social sup-
port from peers appears to be especially helpful in these cases [17, 
19]. For example, a study of Vietnam veterans found that those 
who received more social support from peers reported less post- 
traumatic stress disorder (PTSD) than soldiers who were more 
isolated from their peers [20]. Another study of Gulf War veterans 
found that perceived peer social support (horizontal cohesion) and 
personality hardiness served to reduce the ill effects of combat 
exposure [21]. The benefits of peer support are thus likely due in 
part to the social support that this provides. In peer support pro-
grams, this effect may be enhanced due to the rapid trust that is 
often established in the peer-to-peer relationship [22].

What’s the scientific evidence for peer support? An early report 
by Solomon reviewed the evidence for peer support in mental 
health programs and concluded there was a “very high level of 
support” for the effectiveness of peer providers in influencing 
positive  outcomes for recipients [15]. Additional studies have 
found that self- help therapy by paraprofessionals or peers was 
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equally effective and in some cases superior to therapy provided 
by professionals in reducing mental health problems such as 
depression [23, 24].

Studies of peer support for individuals with more severe men-
tal health problems (i.e., schizophrenia, major affective disorder) 
have also found positive evidence [25, 26]. For example, Davidson 
et  al. (1999) reported that self-help peer groups led to reduced 
symptoms (e.g., feeling tense or anxious, confused thinking, sui-
cidal thoughts) and also increased social connections and quality 
of life for the participants [26]. A more recent review found that 
peer support resulted in multiple benefits for mental health 
patients including better compliance with treatment programs, 
fewer hospitalizations, and increased autonomy and a sense of 
hope [27].

 Peer Support for the Bereaved

One area where peer support programs are being applied with 
increasing frequency is to help survivors who are grieving the 
death of a family member or friend. For example, peer support 
programs have been developed to facilitate grief recovery in 
police and emergency responders exposed to death [19]; parents 
who have lost a child to suicide, drugs, or illness [28]; and survi-
vors of military death [29].

A number of studies have shown that peer support interven-
tions can facilitate adaptation to loss in the bereaved. For exam-
ple, a study of bereaved fathers in Finland found that those who 
received peer support showed less severe grief symptoms and 
more personal growth than bereaved fathers not receiving this 
support [30]. Other studies have documented reduced symptoms 
of depression and despair in bereaved survivors of a suicide death 
who received peer support assistance [31, 32]. Also looking at 
bereaved survivors of death due to suicide, Feigelman and col-
leagues found that peer support was associated with more per-
sonal growth and positive grief resolution [28, 33].

A recent systematic review found further evidence for the 
effectiveness of peer support for the bereaved [34]. Of 32 studies 
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reviewed, a majority found evidence that peer support was helpful 
to the bereaved. For example, Kaunonen et al. (1999) found lower 
anxiety and avoidance in both widows and widowers who received 
peer support [35]. In another study of bereaved parents who lost a 
child, Worden and Silverman (1993) reported that lack of peer 
support was associated with increased depression [36]. Riley 
et  al. (2007) also found fewer complicated grief symptoms in 
bereaved parents who received peer support [37]. Additional 
research shows significant reductions in depression and despair 
and increased personal growth in bereaved family members who 
received peer support [31, 32, 38].

Survivors of death by suicide may experience grief reactions 
that are in some ways different and perhaps more difficult to man-
age than those of non-suicide death survivors. Grief for suicide 
survivors may be complicated by feelings of shame and stigma 
surrounding the death, a sense of rejection and abandonment, 
feelings of guilt and self-blame, and self-destructive thoughts 
[39]. To the extent this is true, suicide survivors may benefit more 
from peer support that comes from other suicide survivors like 
themselves, rather than survivors of non-suicide deaths [29]. 
Indeed, several studies indicate that bereaved survivors of a sui-
cide death benefit especially from peer support provided by others 
who have also experienced a suicide in their lives [31, 32, 40]. In 
the next section, we provide an organizational case study of a peer 
support program that has proven to be effective in helping 
bereaved survivors of a military death.

 Peer Support to the Bereaved: The Tragedy 
Assistance Program for Survivors (TAPS)

The Tragedy Assistance Program for Survivors was first estab-
lished by Bonnie Carroll shortly after her husband died in a 1992 
military plane crash along with seven other servicemen. Following 
the crash, Carroll searched for support to help her cope with this 
sudden and life-changing loss. She eventually found the best sup-
port came from the other widows whose husbands died in the 
same crash. It was this personal experience that convinced Carroll 
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of the power of peer support for grieving survivors and led her in 
1994 to establish the Tragedy Assistance Program for Survivors 
(TAPS). TAPS is a nonprofit organization with the goal of provid-
ing bereavement care and peer support resources for survivors of 
a military death and is funded entirely through private donations 
[41].

Key to the TAPS approach is the use of peer support special-
ists, volunteers who have experienced a military death of their 
own and have received special training in the management of grief 
[42]. A central assumption behind peer support is that due to 
shared life experiences and circumstances, peers are better able to 
establish relationships of trust and support with those they are 
assisting [15]. Peer support provides three main benefits over tra-
ditional mental health approaches: (1) an increased sense of hope 
through positive self-disclosure; (2) use of similar background 
and experience to facilitate positive role modeling; and (3) greater 
trust, understanding, and empathy between the peer supporter and 
the recipient [43].

The TAPS model makes use of peer support in a number of 
programs that aim to facilitate healthy grief recovery in survivors. 
Drawing primarily on Worden’s (2009) theoretical framework of 
grief recovery [44], the TAPS model of care for the bereaved con-
sists of three broad phases: stabilization, hopeful reappraisal, and 
positive integration. These phases will be discussed in turn, along 
with some examples of TAPS programs that aim to assist the 
bereaved in each phase of grief recovery.

 Stabilization

The main goal in the stabilization phase is to provide immediate 
care, comfort, and practical support to survivors following a sud-
den death. During this phase, survivors need first of all to experi-
ence a sense of safety and stability, which is provided by TAPS 
peer supporters. Initial contact often occurs via a telephone call to 
the TAPS National Military Survivor Helpline (800-959-8277). 
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This helpline is staffed 24 hours a day, 7 days a week by fellow 
military survivors. Calling this helpline puts survivors in touch 
with care providers specifically focused on the unique circum-
stances survivors face after a death in the military. After some 
basic information is obtained, the bereaved survivor is connected 
to a range of programs, services, and resources as appropriate for 
that individual.

In addition to the TAPS internal programs, TAPS peer support-
ers also connect survivors with local grief support groups and 
mental health professionals within their local communities who 
can provide survivors with resources specific to their unique 
needs. Following initial contact and establishing some basic level 
of trust, survivors are assessed for potential suicide risk and clini-
cal treatment needs. Referrals to mental health professionals are 
made as appropriate or when requested by the survivor. TAPS 
peer supporters always have licensed mental health clinicians 
available to consult with on any such questions.

One of the primary TAPS program interventions consists of 
regular seminars or “grief camps” which are held in multiple loca-
tions across the country throughout the year. These seminars pro-
vide a venue where survivors can meet and receive information on 
grief, bereavement, coping skills, peer-based emotional support, 
and related resources. TAPS also provides extensive web-based 
resources including text-based chat sessions, video chat sessions, 
blogs, and message boards where survivors can engage with 
TAPS staff and other survivors, have their questions answered, 
and share stories of their loved ones.

Survivors are often in need of advice and support on financial 
and administrative issues, such as applying for insurance benefits. 
The TAPS Casework Advocacy team connects with survivors to 
identify areas of need to include emergency financial assistance 
for survivors who experience hardships such as gaps in insurance 
coverage, emergency basic housing and utility bills, education 
benefits, and funeral costs. These services also provide survivors 
with a sense of safety and stability, freeing them to address their 
grief-related emotions.
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 Hopeful Reappraisal

The key goal in the hopeful reappraisal phase is to assist the sur-
vivor in confronting and accepting the loss, addressing emotions, 
and establishing a sense of hope for the future. As humans, there 
is a normal tendency to avoid what feels painful. For those expe-
riencing grief, while there may be some value in emotional 
detachment in the early grief period, in order to move toward 
recovery it is critical that survivors begin to approach and con-
front their grief. This phase is in alignment with Worden’s period 
of experiencing the pain of grief [44]. TAPS programs seek to 
facilitate the open confrontation and acceptance of loss, while at 
the same time encouraging feelings of hope regarding the future. 
As survivors begin to adjust to their new “normal,” additional 
TAPS programs are available to support survivors through this 
stage of the grief process.

The TAPS Peer Mentor program becomes especially important 
during this phase. All peer mentors are volunteers and are them-
selves military loss survivors and are at least 1½ years past their 
own loss [45]. Peer mentors receive extensive training in order to 
prepare them for this role. The TAPS Institute of Hope and 
Healing, in partnership with the Hospice Foundation of America, 
provides on-site and web-based professional training to supple-
ment TAPS internal training programs. Training focuses on the 
effective use of active listening skills, familiarity with all TAPS 
programs and resources, identifying suicide risk, maintaining pro-
fessional and personal boundaries, confidentiality, self-care, and 
when to make referrals to professional mental health providers.

Having lived through their own military loss experiences, 
TAPS peer mentors intimately understand military tragedies and 
survivors’ unique needs [41]. Peer mentors thus serve as role 
models and “beacons of hope” to newly bereaved survivors during 
this phase of grief recovery. Peer mentors are trained to listen 
without judging, empathizing with the bereaved, and sharing sim-
ilar experiences as appropriate in order to help them find valida-
tion, normalization, and hope for the future. With the help of peer 
mentors, the survivor is encouraged to shift focus from the death 

P. T. Bartone and C. M. Dooley



79

of his or her loved one to remembering the life that was lived and 
to do the hard work of reorganizing family systems and roles.

Hopeful reappraisal is also facilitated through TAPS Health 
and Wellness programs. These activities take place over several 
days in nature-based locations and are designed to bring 
together small groups of survivors to further build a sense of 
community, again capitalizing on peer support. TAPS Health 
and Wellness events include physical activities such as kayak-
ing, hiking, skiing, mountain climbing, and horseback riding. 
Time is also reserved for conversation and reflection through-
out the program. Activities are designed to encourage survivors 
to get out of their comfort zones, face challenges in nature, 
share their experiences with other survivors, form relationships, 
experience a sense of belonging, and learn new methods and 
strategies for coping with grief.

TAPS Togethers provide similar opportunities for survivors to 
assemble and support one another by sharing common experi-
ences. These are 1-day programs held across the country that 
bring survivors together in an organized social setting and guided 
by TAPS peer mentors. Examples of TAPS Togethers include cof-
fee shop gatherings, museum trips, local community baseball 
games, horse riding camps, outdoor adventures, yoga classes, pot-
luck dinners, and community service projects.

For children, the hopeful reappraisal phase likewise includes 
opportunities to work through the loss and envision a hopeful 
future. Children have access to a supportive and nurturing social 
environment, which can help them process the trauma they have 
experienced and work through the emotions they may not be able 
to express while at home. At TAPS Good Grief Camps, children 
are paired with members of the military who have volunteered to 
serve as military mentors for the duration of the program. 
Engagement in these programs facilitates a sense of community 
among child survivors and an awareness that the military organi-
zation continues to honor the life and legacy of their fallen loved 
ones. Activities include group sessions to teach healthy coping 
skills including age-appropriate ways of communicating and 
expressing their emotions around grief.
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 Positive Integration

The focus in the third phase is to help survivors develop a posi-
tive sense of meaning from their loss and integrate it into their 
life patterns while looking ahead to a positive future. This aligns 
with Worden’s task of adjusting to a new world without the 
deceased and reintegrating into the social world without the lost 
loved one [44].

Military survivors often differ from nonmilitary survivors in 
how they view and interact with the world, and may be uniquely 
situated to experience post-traumatic growth (PTG) following a 
traumatic loss. For example, they are more familiar with frequent 
major life disruptions such as military moves and deployment 
separations [46]. For the bereaved, post-traumatic growth (PTG) 
can be understood as positive personal changes that result from 
the survivor’s struggles to deal with trauma and its psychological 
consequences. Survivors will continue to experience grief and 
will likely have times of escalated sensitivity around anniversaries 
of their loss, but the emotions surrounding the loss may be less 
severe.

Many survivors in this phase work to transform the pain of 
grief into personally meaningful, pro-social activities. TAPS peer 
mentors and the entire TAPS community of survivors continue to 
serve as important peer support elements and role models facili-
tating healthy grief recovery. Survivors are also encouraged to 
take advantage of resources and educational materials available 
through the TAPS Institute of Hope and Healing.

For children, the third phase is primarily about reintegration – 
how to go on with a life in which their loved one, usually a father 
or mother, is gone, while accepting the feelings of loss this entails. 
Survivors in this phase will eventually shift away from a focus on 
grief and death to one of honoring their loved one’s life while 
going on with their own.

TAPS Sports and Entertainment programs offer additional 
opportunities to shift grief into a positive frame. These programs 
provide families and loved ones of the fallen opportunities to con-
nect with their favorite sports teams to honor the life and legacy of 
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their fallen military members. For example, several major sports 
teams have partnered with TAPS to bring grieving children to 
meet with their favorite players. Sports and Entertainment pro-
grams span multiple generations with special events for kids and 
opportunities for grieving adults to share the stories of how their 
loved ones enjoyed their favorite sports teams and players. 
Survivors from all types of losses and all relationships to the 
fallen are able to come together in a positive environment where 
they can connect with other military survivors and learn they are 
not alone in their grief.

While empirical studies of TAPS programs are somewhat lim-
ited, there is now extensive evidence that peer support-based pro-
grams like TAPS are effective in facilitating healthy recovery for 
people experiencing a range of mental health challenges [15, 26, 
43]. One study that looked at a subgroup of military survivors 
who used TAPS programs found that survivors who had a greater 
number of contacts with TAPS showed higher levels of post- 
traumatic growth and resilience [46]. The same study also deter-
mined that bereaved survivors who had a higher number of 
engagements with TAPS tended to have lower levels of depres-
sion, anxiety, and suicidal ideation. Interestingly, among the sur-
vey respondents, those who also had served as peer mentors 
showed even higher levels of PTG and resilience. These results 
suggest that survivors who go on to assist other survivors derive 
increased benefits and growth from their experiences.

All TAPS programs are structured around the model of peer- 
based emotional support and follow recognized best practices that 
have been identified in this domain [47]. This peer-based approach 
provides accessible, nonthreatening, and free services that work 
to decrease the survivor’s sense of isolation and build a feeling of 
hope for a positive future, thereby facilitating healthy adaptation 
to loss.

Since 1994, TAPS has been providing critical support for 
grieving survivors of a military death and is a valuable resource 
for military healthcare providers. TAPS has assisted thousands of 
survivors who have experienced a military death. In 2018 alone, 
over 19,000 phone calls were fielded by the TAPS 24/7 Military 
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Survivor Hotline and over 30,000 hours spent by TAPS peers talk-
ing with newly bereaved survivors. Over 14,000 military survi-
vors made contact with TAPS in 2018 through some one of its 
programs, to include over 400 grief seminars, TAPS Togethers, 
Sports and Entertainment engagements, Health and Wellness pro-
grams, or camps held across the country.

In the next and final section, we provide some evidence-based 
suggestions on what constitutes a successful and effective peer 
support program for bereaved survivors.

 Key Ingredients of Successful Peer Support 
Programs for the Bereaved

What are the essential elements in a peer support program for the 
bereaved? The following recommendations are based on a review 
of the literature and a survey of experts with experience leading 
peer support programs for bereaved [47]. Several quotes are also 
taken from this work in order to help illustrate some of the points 
below.

Easily Accessible and Responsive Regardless of the mecha-
nism for providing support (whether crisis response teams, hot-
lines, face-to-face, or some other mode), peer support services for 
the bereaved must be easily accessible around the clock and on 
weekends. Death can strike at any time, and a survivor may reach 
out for help at any hour of the day or night. When the call comes, 
it is important that peer support be available and responsive. Peer 
support programs must be able to respond quickly with appropri-
ate help when the need arises.

Confidentiality Bereaved persons seeking peer support place a 
high value on confidentiality. Most of them don’t want to see their 
personal circumstances, feelings, and reactions to become public 
information. Thus, it is essential that the program has procedures 
in place to insure that privacy is maintained, and the bereaved 
need to be reassured of this. A police psychologist involved in 
peer support programs described this issue as follows:
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Well, confidentiality is very, very important. One of the reasons 
there is a mistrust of mental health professionals among police offi-
cers is that they are going to go back to the organization and tell the 
story about you. That is something that turned off a lot of officers 
toward external programs such as EAPs (Employee Assistance 
Programs).

Once you lose trust, your program is going to go down the toilet. 
And I’ve seen it happen in other departments. You get a peer sup-
porter who starts talking in small talk with some other officer, and, 
‘Hey, you know John Jones down there, we just had him in here. 
He’s a drunk. You know he’s got depression’ or something like that. 
The next thing you know, nobody comes in anymore! So keep 
quiet. It’s private  - it should be a private conversation. It should 
stay that way.

Provide a Safe Environment In peer support programs, it is 
important to provide a “safe environment,” a place where the 
bereaved feels welcomed and respected and free of judgment. 
This includes the physical environment in face-to-face support 
situations, as well as the social-emotional environment which is 
primarily established by the peer supporter. The ability of the peer 
supporter to “just listen” contributes to an atmosphere of safety 
and respect. In part, the creation of a safe environment includes 
reassuring the bereaved survivor that the peer support relationship 
is not short-term, but can continue into the future. Confidentiality 
is also an important element here.

Matching of Peer Supporter to the Bereaved It is important to 
find the closest possible match between the peer supporter and the 
person receiving the support. The more similarities between the 
peer supporter and the person receiving support, the more quickly 
they will form a connection of trust and openness. The most 
important aspect of this match concerns the nature of the loss 
experience. For example, if the bereaved experienced a death by 
suicide, it is best if the peer supporter has also experienced a death 
by suicide. A father who has lost a child has greater commonality 
of experience with other bereaved fathers, as compared to 
bereaved mothers.
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Beyond cause of death and relationship to the deceased, the 
bereaved will more readily relate to and trust a peer supporter who 
has likewise lived and worked in the same occupational environ-
ment as them, as, for example, police, firefighters, or military per-
sonnel. On this point, one peer support program manager said:

Peer supporters have their own experiences, so they know how to 
relate, and that’s what you’ve got to have. Because a (survivor), 
whether it’s a soldier, a marine, a cop, a fireman, is not going to 
talk to a stranger. Period. Because they haven’t been there. They 
haven’t walked the walk.

Thus, in addition to the shared experience of loss, it is impor-
tant that the peer supporter has a good understanding of the occu-
pational culture and context of the bereaved. Many aspects of the 
job culture are implicit and can be assumed when the peer sup-
porter comes from the same occupational culture. This applies 
also to family members, whether spouses, parents, or children in 
many circumstances. For example, military spouses share a broad 
experience of the military lifestyle and culture, which helps in 
forming a social bond with a newly bereaved military widow.

Careful Selection of Peer Supporters In selecting people to 
serve as peer supporters, it’s important to choose individuals 
who have successfully worked through their own loss and who 
are not presently dealing with unresolved grief issues or other 
life problems. Also, peer supporters should have good self-
awareness and understand their own motivations for volunteer-
ing. A desire to serve is also an important consideration in 
selecting peer supporters.

Some peer support organizations have developed guidelines or 
rules of thumb to assist in the selection of peer supporters for the 
bereaved. For example, the TAPS program requires that peer sup-
porters be at least 18 months past their own loss experience. When 
working with volunteers, it’s also important to recognize that 
some people who volunteer may simply not be suited for the kind 
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of work that peer supporters do and should not be selected. 
Desired qualities in a peer supporter are discussed further below.

Partnership with Professional Mental Healthcare 
Providers Another critical consideration in formulating an 
effective peer support program for bereaved concerns the need 
for professional clinical staff members who can step in and 
assist a survivor – or the peer supporter – when the situation 
calls for it. Peer supporters for the bereaved should have quick 
and easy access to clinical staff to consult and advise on diffi-
cult cases. It’s also a good idea to have a protocol in place for 
assessing suicide risk in the bereaved and the potential need for 
a mental health referral. Clinical staff members should be avail-
able for consultation and also to guide peer supporters on set-
ting proper boundaries in terms of what kinds of assistance to 
give to survivors and when to seek help from professional clini-
cians.

Training of Peer Supporters Peer support programs for the 
bereaved must invest the necessary time and resources to appro-
priately train their peer supporters. The type of training and con-
tent will vary to some degree across programs, but some core 
training is essential. For example, it’s important that peer support-
ers have a good understanding of the culture they are working 
with, whether that’s police, military, or some other group. Training 
for peer supporters should also include developing tools to use 
when supporting another to include active listening skills, emo-
tional interviewing, guidance on how to assess risk levels in cli-
ents, self-care, and knowing when and how to seek professional 
guidance and support.

Knowing when to seek clinical help also involves staying alert 
to boundaries, the ability to recognize and maintain appropriate 
roles. Ongoing or refresher training is also valuable for peer sup-
porters working with bereaved. This is important not only for 
maintaining critical skills but also provides a means of monitoring 
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the mental health, compassion fatigue, and well-being of peer 
supporters. According to one expert:

Really good training on what are appropriate boundaries and basic 
skills is incredibly important. And then monitoring and support and 
education along the way, because peer support, especially with a 
population like suicide loss where they often have trauma and men-
tal health issues. Regular check-ins, monitoring, education are 
really important so they (peer supporters) don’t burn out or become 
overwhelmed.

Monitoring and Care of Peer Supporters Serving as a peer 
supporter to those who have experienced a sudden or traumatic 
death is a difficult work and can be emotionally exhausting and 
lead to burnout to include compassion fatigue. There are a number 
of ways that peer supporters can receive support in their work, 
including from staff and other peer supporters. Peer supporters 
should also receive training on how to monitor themselves and to 
recognize when they should ask for help. The program should 
have systems in place for monitoring the peer supporters and pro-
viding assistance and guidance when needed. Regular meetings or 
debriefing sessions with peer supporters and staff can be an excel-
lent way of monitoring peer supporters and identifying when 
some individuals may need rest or assistance. As one peer support 
expert described it:

We know that we can say to our teammates, ‘you know what?  
I need a break. I need to go take a nap, I need to go for a walk.  
I can’t talk to this person right now. I’m filled up.’ So we become 
each other’s real strong support system. … It’s an understanding 
that this is difficult work, it’s complex, and it can be exhausting and 
there might be times when you need to take a break.

Another important element of support for the peer supporters 
as described by Castellano (2012) is “resilience, affirmation and 
praise” [22]. This primarily refers to the praise and reinforcement 
peer supporters give to bereaved for their progress and positive 
accomplishments. This also applies to peer supporters who bene-
fit from receiving recognition and positive feedback from their 
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superiors and peers for their good work. This feedback reinforces 
the sense of meaning and importance for peer supporters, while 
also serving to enhance their resilience.

 Desirable Qualities in a Peer Supporter

Qualities needed in a peer supporter for the bereaved fall into five 
key categories. The peer supporter should (1) have closely similar 
experience (to the bereaved); (2) be a good communicator; (3) be 
authentic and trustworthy; (4) have good judgment – be aware of 
boundaries – and (5) have a calm, agreeable disposition. These 
qualities are further discussed below.

Closely Similar Experience This means first of all that the peer 
supporter should have a similar background or experience to the 
person being assisted. The peer supporter thus is able to draw on 
this shared life experience in order to form a rapid connection to 
the bereaved. The peer supporter should also be someone who has 
successfully coped with or recovered from whatever the difficult 
experience was and so is able to provide an inspirational role 
model and living example that adversity can be overcome.

Having similar shared experiences facilitates rapid formation 
of a strong connection between peer supporter and bereaved. The 
bereaved is provided with an immediate role model of someone 
who has experienced the same, or similar devastating loss, and is 
coping with their loss in a positive manner. This eases communi-
cation and also instills hope for a more positive future.

Good Communicator Good communication skills are perhaps 
an obvious essential quality for peer supporters. In large part, this 
involves an ability to listen and focus completely on the person 
being supported. Along with listening, peer supporters should 
show empathy, compassion, and a sense of humor and be attuned 
to body language in communications. These qualities allow the 
peer supporter to establish a connection with the bereaved and 
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help to create an environment in which the survivor feels safe in 
revealing highly sensitive thoughts and feelings.

Finally, part of being a good communicator for peer supporters 
means being nonjudgmental, to refrain from imposing one’s own 
views and interpretations on the bereaved. They should allow the 
bereaved to progress at their own pace and not try to overly direct 
the process. Every individual is different, and there can be no rigid 
formula to fit everyone. The peer supporter must be careful to be 
nonjudgmental and always an attentive listener.

Authentic and Trustworthy Ideally, peer supporters for the 
bereaved are motivated by a sincere desire to help others who 
have experienced a loss, as opposed to seeking some personal 
gain. The peer supporter should be successfully coping with her/
his own loss and have the maturity and wisdom to put the needs of 
the survivor to the forefront. When the peer supporter is authenti-
cally motivated to assist the survivor, he or she is more quickly 
seen as someone who can be trusted and relied upon. This contrib-
utes also to the bereaved person’s sense of being in a “safe envi-
ronment” with the peer supporter.

Authenticity in this sense is believed to be a key contributor to 
building up the survivor’s sense of trust in the peer supporter. This 
makes good theoretical sense. As described by Rotter (1971) 
nearly 50 years ago, trust is the generalized expectancy that the 
other person is (1) honest; (2) unselfish, not going to take advan-
tage of me; and (3) reliable, or “knows his stuff” [48]. The authen-
tic and trustworthy peer supporter is thus one who is honest, 
unselfish, and knowledgeable.

Good Judgment: Aware of Boundaries Good judgment 
involves the awareness of one’s own limitations, strengths and 
weaknesses, and sound knowledge and judgment about boundar-
ies in providing peer support. Peer supporters need to exercise 
good judgment as to when and how much to talk about themselves 
(self-disclosure) when assisting a bereaved survivor.
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As mentioned earlier, the peer supporter must recognize the 
limits of his or her role and be willing and able to step back and 
seek help from a clinical professional when needed. This calls for 
a certain level of modesty in the peer supporter and a realistic 
understanding of his/her own capabilities.

Calm, Agreeable A final desirable quality in peer supporters for 
the bereaved is a calm and agreeable disposition. Peer supporters 
should project a calm, assured manner, and a desire to help, with-
out being judgmental in any way of the bereaved. Along with this, 
it is helpful if the peer supporter can maintain a steady and pleas-
ant speaking voice, avoiding rushed and/or harsh tones.

 Internet-Based Peer Support for the Bereaved

Recent years have seen an increase in online support and discus-
sion forums for people experiencing various difficulties, includ-
ing grief following the death of a loved one. Given the ease of 
access and convenience, this trend is likely to grow. What is the 
evidence that peer support via the Internet is effective in facilitat-
ing healthy coping with grief?

While the research is somewhat limited, a recent review of 
studies in this area concluded that Internet-based approaches are 
generally helpful to the bereaved, though not as effective as face- 
to- face modalities [34]. Five out of six studies reviewed demon-
strated benefits to users, including lower depression and symptoms 
of grief. For example, a study in Finland looked at bereaved moth-
ers who posted messages to an online grief discussion forum [49]. 
The researchers found that posted messages were both giving and 
receiving emotional and practical support. Mothers reported feel-
ing accepted into a group of others with similar experiences and 
that they benefited from their participation.

Another study in this area compared suicide survivors receiv-
ing Internet-based peer support with those receiving face-to-face 
support in peer groups of survivors [50]. While both groups 
showed significant reductions in grief symptoms, the face-to-face 
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participants were lower, notably in depression and suicidal think-
ing. Participants also reported that the Internet forum was easy to 
access and convenient, for example, being available late at night 
without having to leave home. Some users also reported that they 
preferred the online forum over family and friends, whose 
responses were often dismissive and not helpful.

In yet another study of Internet-based peer support, bereaved 
suicide survivors involved in an Internet only support group in the 
Netherlands showed decreased levels of depression and increased 
well-being over a 12-month period [31]. An interesting study 
along these lines examined oncology nurses who were regularly 
exposed to dying patients on their jobs. Nurses participated in a 
“virtual world” peer support activity over a 10-week period [51]. 
Using a 3-D multiuser virtual environment known as “Second 
Life” (www.secondlife.com/destinations/learning), nurses logged 
in to a private meeting space and as avatars participated in group 
discussions and storytelling sessions regarding their job-related 
requirements. The group sessions were facilitated and moderated 
by an experienced grief counselor. Results showed that nurses 
who participated had an increased sense of meaning in their work, 
improved well-being, and reduced feelings of isolation. In addi-
tion to the convenience and enhanced privacy offered by this 
Internet-based approach, the authors suggest that the greater real-
ism generated by the virtual world framework and use of avatars 
creates a deeper engagement and sense of presence for partici-
pants, thus enhancing the experience. This Internet-based 
approach may prove to be more beneficial than simple chat groups 
or online forums. More research is clearly needed on various 
Internet-based peer support activities for the bereaved to deter-
mine what the most effective methods are and when and for 
whom.

 Conclusion

Peer support programs in various forms are growing in popular-
ity and are used increasingly to assist bereaved individuals who 
have been affected by death. While not a replacement for defini-
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tive clinical care in more severe cases, peer support programs 
can be highly beneficial to those suffering grief after a loss and 
may in fact prevent many complicated grief reactions from ever 
 developing. This chapter has reviewed the available research on 
peer support for bereaved and provided some evidence-based 
guidelines for what makes a successful peer support program. 
While situations and requirements certainly differ, these ele-
ments merit careful consideration by providers involved in 
developing or implementing peer support programs for the 
bereaved.
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Adolescence is a complex period of development when youth go 
through significant changes biologically (puberty, sexual matura-
tion), psychologically (developing the ability to reason and think 
abstractly), emotionally (learning to cope with stress, manage 
emotions, identity development) and socially (shifting their focus 
from the family to their peer groups, peer influence peaks, devel-
oping intimate relationships and/or sexual relationships) in life, as 
they transition to adulthood [1]. It is also the period when positive 
health behaviours (e.g. healthy eating and exercise) are consoli-
dated and when risky behaviours such as smoking, alcohol and 

Y. Kulandaivelu 
Institute of Health Policy, Management and Evaluation, University of 
Toronto, Toronto, ON, USA 

Child Health Evaluative Sciences, SickKids Research Institute,  
Toronto, ON, USA
e-mail: yalinie.kulandaivelu@sickkids.ca 

S. A. Kohut (*) 
Child Health Evaluative Sciences, SickKids Research Institute,  
Toronto, ON, USA

IBD Centre, The Hospital for Sick Children, Toronto, ON, Canada 

Department of Psychiatry, University of Toronto, Toronto, ON, Canada
e-mail: sara.aholakohut@sickkids.ca

5

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-58660-7_5&domain=pdf
https://doi.org/10.1007/978-3-030-58660-7_5#DOI
mailto:yalinie.kulandaivelu@sickkids.ca
mailto:sara.aholakohut@sickkids.ca


96

drug use and sexual practice first emerge and are established [1]. 
As such, adolescence is an important timepoint for prevention 
efforts [1].

Peer groups serve as reference points for adolescents who are 
developing their sense of identity. Identifying with peers facili-
tates adolescents’ development of moral judgement and values 
and helps them determine what distinguishes them from their own 
parents [2]. Peer influence is most intense during adolescence, 
and peers may serve as important sources of information about 
the world outside of their family. Adolescents also spend more 
time with their peers and value their peers’ expectations and opin-
ions. Friends often become increasingly similar due to the power 
of peer influence and the propensity of adolescents to develop 
friendships with similar individuals in terms of background, 
tastes, values and interests. Adolescents and young adults with 
strong social skills tend to demonstrate better academic, social 
and emotional outcomes than those with poorer social skills [3]. 
Moreover, positive peer relationships during adolescence are 
linked to positive psychosocial adjustment in adulthood and 
beyond [4].

In healthcare, peer support encompasses three main types of 
support: informational (e.g. advice, suggestions and facts relevant 
to what the peer is dealing with), emotional (e.g. expressions of 
caring, empathy and reassurance) and appraisal (e.g. affirmation 
of one’s feelings and behaviours, encouraging persistence to 
resolve problems and reassuring them that frustrations can be 
handled) [5]. Peer support is varied in structure, content and deliv-
ery. These relationships last anywhere from a single interaction to 
several years; in one-to-one or group formats; involving contact 
daily, weekly or monthly; and involving structured (e.g. partici-
pate in specific activities, answer specific questions, motivational 
interviewing) or unstructured content (e.g. discussing any choice 
of topics). Peer support may be delivered via a range of mediums 
including, but not limited to, in-person meetings, online video 
calling, phone calls, text messages, email, discussion forums and 
social media platforms. This level of variety reflects the different 
needs and preferences of individuals as well as the opportunities 
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for individuals to engage in peer support activities. Peer 
 interventions, particularly for health promotion, may involve 
leveraging peers’ existing memberships in social networks and 
relationships (informal) or may involve creating these relation-
ships and networks formally with the aim of promoting health-
related goals. Finally, a key distinction to be made is between peer 
interventions which aim to involve adolescents with shared char-
acteristics and experiences and those which involve a peer mentor 
or educator, who may or may not be trained.

 Peer Support for Health Promotion

In the context of health promotion, peer support includes peer 
education, which is defined as “teaching or sharing of informa-
tion, values and behaviours between individuals with shared char-
acteristics such as behaviour, experience, status or social and 
cultural backgrounds” [6]. Peer education may be delivered by 
same age or older peers in formal and informal settings, including 
community centres, street settings, nightclubs, school classrooms 
or youth programs, and may occur as part of the natural commu-
nication within the social groups [7]. The underlying notion of 
peer education is that adolescents and young adults may learn 
from each other. Peers have greater credibility among young peo-
ple, have shared characteristics, can act as positive role models 
who reinforce behavioural messages and have greater understand-
ing and empathy for the unique context and health behaviour of 
young people [7]. Meta-analysis of interventions for risk behav-
iours such as substance use and risky sexual behaviour has identi-
fied that effective interventions take into account the social and 
contextual factors of the populations. Peer education and support 
are approaches that allow for this tailoring to occur [8]. In this 
context, peer interventions for adolescents have been employed 
for a number of different purposes, including health promotion 
(healthy eating, physical activity, sexual health) and prevention 
(conflict resolution, violence, drug use, sexually transmitted 
infection) [5, 7].

5 Peer Support for Adolescents with Chronic Illness
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Peer support is particularly helpful in health promotion during 
adolescence as it capitalizes on peer influence during a sensitive 
period in social development [7]. Based on social cognitive the-
ory, people tend to imitate the behaviour of individuals they see as 
similar to themselves in terms of age, appearance and life experi-
ences/circumstances [9–11]. Peers act as role models whose suc-
cesses are attainable; therefore they are perceived as realistic 
figures for self-comparison [9]. Support from these peers and the 
modelling of their behaviour thus increases motivation and persis-
tence in positive health behaviours for adolescents. Furthermore, 
support offered by peer mentors or educators can be provided 
through schools, thereby increasing access to helping adolescents 
develop decision-making and problem-solving skills as well as 
overcome personal and social barriers to health behaviour change 
[12]. This peer influence is important for health promotion as it 
supports positive behaviour change to improve health and prevent 
further disease. Peer support is particularly critical in populations 
where youth may not have access to, or are distrustful of, health 
professionals (e.g. youth with mental health concerns, youth with 
HIV, youth in sexual and gender minority groups), as peers are 
credible and trusted sources of health information [7, 13–15]. 
Peer mentoring, whereby the individual providing support is 
trained, may be ideally suited to these communities as it supports 
access to services, supports building trust and can strengthen 
social networks within the community [9, 12].

 Impact of Peer Interventions for Health Promotion

A number of studies have evaluated the impact of peer interven-
tions for health promotion and have demonstrated promising 
improvements in health and health-related outcomes [12, 16–19]. 
These findings have been demonstrated across several aspects of 
health (e.g. smoking, sexually transmitted infections, substance 
use prevention, healthy eating promotion) and for knowledge, 
attitude and behaviour-related outcomes. In the United Kingdom, 
when compared to a fact-based smoking education program, 
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youth receiving a 10-week peer mentoring program to support 
smoking abstinence were significantly less likely to smoke at 
1-year follow-up (as measured by saliva samples) [20]. Similarly, 
a peer mentorship program for HIV/AIDS prevention among 
orphaned adolescents in southern Uganda found that participants 
in the program demonstrated significantly higher scores in HIV/
AIDS-related knowledge, beliefs and prevention attitudes com-
pared to non-participants in the program [15]. A quasi- 
experimental study examined the impact of a 6-week peer 
education intervention for improving sugar-sweetened beverage 
intake for adolescents in Canada; peer education delivered by 
multiple peer educators resulted in a significant decrease in sugar- 
sweetened beverage intake at 3-month follow-up [21]. While most 
peer interventions for health promotion vary in delivery, length 
and format, longer program lengths may demonstrate greater 
improvements in health or health-related outcomes. A random-
ized controlled trial evaluating a year-long peer mentoring pro-
gram to prevent substance use in youth with an HIV/AIDS-positive 
parent compared to a wait-list control group found that youth in 
the intervention arm had significantly lower rates of drug use. 
This study identified a dose effect, as the number of peer mentor-
ing sessions attended was correlated with reduced substance use 
[22]. While a number of studies demonstrate improvements in 
health or health-related outcomes, the evidence for long-term 
impact continues to grow as studies with long-term follow-ups 
and longer interventions are conducted. Overall, there is a strong 
evidence that suggests peer interventions are effective in a wide 
variety of contexts.

Peer interventions are effective and appropriate upstream 
interventions for promoting healthy eating, physical activity 
and sexual health and reducing smoking, substance use and 
other risk behaviours to prevent development of chronic illness. 
These interventions benefit from being adapted to their specific 
goals and contexts as well as demonstrate a dose effect. Peer 
support interventions are also effective in promoting the health 
of adolescents who have already been diagnosed with chronic 
illnesses.
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 Peer Support for Chronic Illnesses

For adolescents with chronic illness, the process of gaining inde-
pendence from their parents and furthering friendships with their 
peers is often disrupted by illness management (e.g. symptom 
management, attending medical appointments and procedures) 
[23]. At a time in development when becoming part of a peer 
group becomes an important aspect of an adolescent’s life, the 
need to manage a chronic illness can disrupt attempts to gain peer 
acceptance. Adolescents with chronic illness are often isolated 
from their peers and have few opportunities to meet peers with the 
same condition. At a time when a sense of belonging to a peer 
group is sought, adolescents with chronic illness often lack this 
feeling of belonging and may experience negative effects on their 
social and psychological development and functioning. Studies 
among adolescents with chronic illnesses have demonstrated that 
they may have more submissive behaviours, fewer friends, lower 
social competence, and have reduced emotional adjustment. 
Adolescents with chronic illnesses have also been shown to be 
perceived as isolated and less likeable than their peers who 
havenot been diagnosed with a chronic illness [24–30]. These 
findings suggest that when youth who are diagnosed with chronic 
illnesses are less engaged in friendships and peer activities, there 
may also be less opportunities for them to develop and practice 
social skills [31]. Adults with chronic illness report significant 
difficulties with social interactions and isolation; thus a lack of 
peer support and quality friendships in adolescence may have 
negative outcomes that persist into adulthood.

Adolescents with chronic illness experience the added chal-
lenge of achieving self-sufficiency in illness management. Thus, 
formalizing peer support for adolescents with chronic illness 
should aim to improve health outcomes by not only targeting feel-
ings of isolation and introducing positive role models but also in 
facilitating ways of learning about and practicing illness self- 
management skills. This is in line with the expressed needs of 
adolescents with chronic illness, including a need for more 
illness- specific knowledge, self-management strategies and 
meaningful social support [32–41]. Adolescents with chronic ill-
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ness also report that peers may possess unique perspectives and 
information that healthcare providers may not be able to provide 
[42, 43].

 Impact of Peer Interventions for Chronic Illness

Peer interventions for adolescents with chronic illness have been 
examined for a number of chronic conditions in a variety of for-
mats. Many of the studies evaluating peer support for adolescents 
with chronic illness demonstrate positive impacts on illness- 
related knowledge, quality of life, attitudes towards illness, adher-
ence to treatment plans, retention in care, school attendance and 
social isolation [31]. Research has shown that peer support inter-
ventions can reduce loneliness and increase social acceptance, 
self-efficacy and social confidence in adolescents with chronic ill-
ness. Improvements in social outcomes have been shown in online 
mentoring programs for adolescents with cerebral palsy or spina 
bifida as well as youth with diabetes or end-stage renal disease 
attending camp [44]. Adolescents reported that peer support put 
their illnesses into perspective, they felt more understood by peers 
than by family and friends, and they received comfort from not 
having to hide their medication, devices or equipment from others 
[40, 43]. Evidence for improvements in quality of life (QoL) in 
the context of peer mentoring is variable; however, some studies 
have demonstrated positive impacts. In a study evaluating a tele-
phone, social media and face-to-face peer support for adolescents 
with type 1 or type 2 diabetes, participants in the intervention 
group had slight improvements in QoL and diabetes-related emo-
tions as compared to control groups [45]. Significant improve-
ments in HRQoL were also identified in three studies of peer-led 
interventions for adolescents with asthma [46]. Peer interventions 
may also be effective in improving chronic illness self- 
management. A pilot RCT of an online peer mentoring program 
for adolescents with JIA found significant improvements in self- 
management scores among intervention group participants com-
pared to the wait-list control participants [47]. A pre-post study 
evaluating a peer support camp for adolescents with spina bifida 
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demonstrated significant increases in spina bifida-related self- 
management activities [48]. In a mixed methods study of a peer- 
led camp program for adolescents with end-stage renal disease, 
adolescents reported increased perseverance, self-efficacy and 
knowledge of self-management behaviours [43]. Evidence for 
peer interventions improving self-management may indicate that 
peer support may be an effective component to include in transi-
tional care programs from paediatric to adult healthcare. One 
ongoing study examines the impact of peer mentors in a transi-
tional care program for adolescents with chronic illness [38]. 
Despite promising findings in illness self-management, self- 
efficacy and social outcomes, few studies have demonstrated the 
positive impacts of peer support programs in physical health out-
comes. In one study examining peer support and problem-solving 
training for adolescents with type 1 diabetes, girls had a signifi-
cant decrease in HbA1c at 12 months and a general trend towards 
decreased HbA1c at 24 months [49]. The evidence for impact of 
peer support interventions on physical health is currently limited, 
likely due to short follow-up periods of studies, limited measure-
ment of physical outcomes and the difficulty of determining the 
intervention effect among the number of factors influencing health 
[7, 31]. To ensure intervention effectiveness, several issues should 
be considered in developing and implementing peer interventions.

 Implementing Peer Interventions

Peer support programs offer flexibility in structure, delivery, 
length and content. However, this flexibility can result in chal-
lenges to implement these programs in real-life contexts. Below 
are some considerations and recommendations for developing and 
implementing peer support programs, including assessing for 
adolescent preferences, ongoing evaluation, matching peers, 
mode of delivery and use of peer mentors.
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 Assessing Adolescents’ Preferences for Peer 
Support

An essential step in developing and implementing peer support 
interventions is assessing adolescents’ preferences and require-
ments for the program. Identifying and incorporating these pref-
erences is important in ensuring adolescents are engaged with the 
program and may ensure that the program meets the unique needs 
of this population. Peer interventions that demonstrate low to no 
impact on health behaviours frequently tend not to incorporate 
needs assessments of the target populations’ preferences around 
what would be important to them in an intervention [50, 51]. 
Ongoing opportunities for adolescents to provide feedback and 
preferences for programming may be an option to ensure peer 
interventions adapt to adolescents’ changing circumstances. For 
example, youth advisory boards have demonstrated success in 
supporting the development and implementation of peer support 
programs via ongoing feedback in samples of youth at risk of 
HIV as well as in samples diagnosed with inflammatory bowel 
disease, kidney disease, hypertension, lupus or juvenile idio-
pathic arthritis [14, 38]. Needs assessment studies of adolescents’ 
preferences for peer interventions demonstrate a great deal of 
variation with respect to duration, frequency and length of pro-
grams, communication format (e.g. text messages, discussion 
forum), one-to-one or group formats and level of involvement. 
This suggests that peer support programs may benefit from offer-
ing individualized or flexible approaches to implementation. 
However, adolescents generally seem to prefer long-term rela-
tionships, with older peers, flexible options for participating and 
the option to meet peers in person where possible [42, 52–54]. 
Nevertheless, social media and other Internet-based methods of 
communication may be acceptable to adolescents, particularly 
those with mobility limitations or those residing in rural areas 
[41, 42, 54].
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 Formative Evaluation

Along with assessing adolescent preferences for peer support, for-
mative evaluations of interventions can ensure the program works 
as it was intended to and to obtain preliminary feedback from 
participants. In one instance, a qualitative evaluation of an online 
peer support program for adolescents with end-stage renal disease 
identified issues faced by peer mentors (e.g. difficulties moderat-
ing real-time chats) and challenges with maintaining engagement 
among adolescents [52]. In a peer-delivered sexual health educa-
tion intervention for adolescents, process evaluation revealed that 
adolescents preferred education to be delivered in single-gender 
groups instead of mixed-gender classes [55]. Formative evalua-
tion may also aid in adapting interventions to different contexts 
and for unexpected needs of the youth.

 Matching Mentors and Adolescents

Given the importance of peers in adolescent development, peer 
support programs would benefit from being mindful of how the 
peers are matched in a one-on-one setting or arranged together in 
group settings. Matching of adolescents with peer educators or 
mentors often varies, with some interventions grouping them by 
gender, personality or condition (for chronic illness). However, in 
practice, adolescents have found that connecting with peers is 
easier when they have shared interests and can reach common 
ground [52]. For chronic illness, qualitative evidence suggests 
that adolescents may prefer peer mentors who have more lived 
experience with their condition, are older and share similar expe-
riences and interests [42, 52, 56]. These characteristics may take 
precedence over others, such as gender or personality [42].

 Mode of Delivery

Previous studies suggest that adolescents may prefer peer inter-
ventions involving in-person contact with peers or peer educators 
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and mentors. However, in-person interventions involving physical 
activities may be challenging for adolescents with diverse mobil-
ity needs. Furthermore, they may face difficulties engaging larger 
numbers of youth due to location and time constraints. 
Interventions involving brief intensive sessions (e.g. camp inter-
ventions) may also be problematic as they cannot provide the 
longer-term support often requested by youth with chronic illness. 
For example, a study of a camp found that the social inclusion 
domain of HRQoL questionnaires decreased after the interven-
tion, which the authors attributed to over identification with the 
group [43]. Similar findings have been reported in other camp 
intervention studies with adolescents with chronic illness. 
Likewise, peer interventions may need to exercise caution when 
leveraging existing social networks for intervention delivery. In 
one peer cannabis use intervention, substance use was mainly 
reduced in students who had a low level of use to begin with, 
while substance use increased among others [57]. In another study 
targeting smoking, alcohol, marijuana and cocaine use, youth 
who began with pro- smoking attitudes and a high proportion of 
friends who used tobacco tended to report higher levels of smok-
ing after the intervention [58]. Similarly, a study evaluating a 
weekly peer support intervention among low-income, minority 
adolescents with asthma found no significant improvement in 
adherence to inhaled corticosteroids; in fact, they found a decrease 
in adherence [50]. In each of these studies, the interventions made 
use of existing, informal social networks among peers, instead of 
creating new formal networks or peer mentors. Thus, it may be 
the case that youth in the interventions would have risked social 
isolation if they had rejected group norms and reduced their 
smoking. MacArthur and colleagues (2016) suggest that taking 
account of peer norms and peer influences in existing friend 
groups and social networks is needed to appropriately target pre-
vention messages and education to higher-risk groups [59]. 
Furthermore, there is some evidence that involving peer mentors 
may be more effective than peer support alone [50].

Delivery of peer interventions over the Internet or via digital 
mediums carries several advantages, including greater accessibil-
ity, flexibility and reach over geographic regions. Further, since so 
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many adolescents typically connect with one another via the 
Internet or other digital mediums, limited additional efforts are 
necessary [52]. The Internet offers a variety of ways for connect-
ing, including discussion forums; live chatting; social media net-
works; video calling; sharing of videos, images and text over 
feed-based platforms; and microblogging. The opportunity for 
synchronous and asynchronous communication allows for greater 
flexibility and for peer relationships to adapt to changing school, 
work and personal schedules. When planning and delivering peer 
interventions for delivery via digital platforms, privacy and moni-
toring of the interactions should be taken into account. Few main-
stream digital platforms have been used for peer interventions due 
to limited control over privacy, as well as feasibility challenges of 
monitoring relationships between mentors/educators and adoles-
cents. However, many of the studies conducted using digital plat-
forms were completed prior to 2016, and since then, features and 
privacy options of social media and communication platforms 
have developed and improved features such as end-to-end encryp-
tion, multiple authentication, verification and personalized pri-
vacy settings. As digital platforms for peer interventions become 
more common, program developers may need to consider how 
engagement with the intervention may influence the benefits to 
adolescents. For example, in a study evaluating a discussion 
forum with live chat options for adolescents with chronic kidney 
disease, the authors reported that some adolescents did not 
actively post on the discussion forum, indicating different doses 
and benefits from the program for participants [52].

 Involvement of Peer Mentors/Educators

Peer interventions for adolescent health can involve adolescents 
with shared characteristics or illness, or they can include peer 
mentors facilitating these groups and/or providing one-to-one 
support. In the chronic illness context, peer mentors tend to be 
older and have more lived experience with their condition. This 
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aligns with reported preferences of youth with chronic illness 
when seeking peer support [42, 52, 56]. When considering the use 
of peer mentors versus peer support, it is important to consider 
how to train mentors and the potential impacts of mentorship on 
the mentor’s own well-being.

 Training for Peer Mentors/Educators

Most studies of peer interventions involve some form of training 
for peer mentors or educators. Training usually involves brief in- 
person or online sessions or modules where training content is 
provided by healthcare providers or study teams [31]. In one case, 
current peer mentors trained future peer mentors for the program. 
While there is currently no consensus on the optimal amount of 
training necessary for peer interventions provided in group set-
tings, training in classroom or group management may be useful 
to peer educators or mentors and ultimately influence the success 
of the programs [6, 54]. Training peer mentors in groups is ideal 
as it provides an opportunity to create a peer group among the 
mentors. Furthermore, while training may occur at the start of the 
intervention, regular opportunities for communication may be 
beneficial to peer mentors to discuss challenges as they arise. 
These opportunities can help peer educators and mentors to con-
solidate skills, share strategies that work and those that do not and 
provide peer support to one another [6, 60]. For example, in a 
camp intervention for adolescents with end-stage renal disease, 
mentors (“buddies”) had daily check-ins with other mentors and 
supervisors to discuss any issues that required attention [43]. In 
some cases, peers are trained using approaches from counselling 
that tend to be more formal and similar to standard teaching meth-
ods. This additional level of training may impact how peers inter-
act with adolescents and require more ongoing training support 
and supervision. Thus, it is essential for peer support and peer 
mentorship programs to consider their goals and how formal or 
informal the peer intervention aims to be [51].
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 Impact on Peer Mentors/Educators

A number of qualitative and survey-based studies report positive 
impacts on peers’ knowledge, skills and personal development 
[6]. However, studies of peer interventions have seldom com-
pleted rigorous quantitative evaluations on the impact of programs 
on peer mentors or educators or their experience in the interven-
tion [6]. One RCT study examined health-related quality of life 
(HRQoL) of peer mentors in a camp-based peer intervention for 
adolescents with end-stage renal disease; the authors reported a 
significant improvement in the independence domain of HRQoL 
after participation in the camp [43]. A qualitative study of young 
adult peer mentors living with juvenile idiopathic arthritis or 
chronic pain condition found that peer mentors benefited from the 
social connection with fellow mentors as well as their mentees. 
They felt a sense of pride in their role in their mentee’s growth and 
experienced personal growth as a result of being a mentor [61]. 
When planning evaluations and research study designs of peer 
interventions, the impact on peer educators and mentors should 
also be included in the design.

 Conclusion

Peer support is ideally suited to adolescents due to the importance 
of peers in adolescents’ development and the number of changes 
adolescents go through during this sensitive period of develop-
ment. For adolescents with chronic illness, engaging with peers is 
complicated by the burden of managing a chronic illness. Thus, 
there is a need for delivering and adapting peer support interven-
tions to align them with the ways adolescents currently interact 
with one another (e.g. technology, social media). When develop-
ing peer interventions, “peers” should be defined as those who are 
similar to the target audience in terms of experiences, ethnicity, 
gender identity, socioeconomic status and interests; peer mentors 
should be slightly older; and for chronic illness they should have 
the illness themselves (or an illness with similar symptom pro-
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file). Matching of adolescents with peers should occur based on 
expressed preferences of adolescents and prioritizing adolescents’ 
preferences in design of the program and emphasizing flexibility. 
If peer mentors are included in the intervention, training is essen-
tial to ensure intervention effectiveness and that peer mentors are 
supported. Finally, some evidence suggests that the inclusion of 
trained peer mentors in interventions may be more effective than 
peer support alone.

References

 1. Williams PG, Holmbeck GN, Greenley RN. Adolescent health psychol-
ogy. J Consult Clin Psychol. 2002;70:828.

 2. Bishop AJ, Inderbitzen MH. Peer acceptance and friendship: an investi-
gation of their relation to self-esteem. J Early Adolesc. 1995;15(4):476–
89.

 3. Brown BB, Larson J. Peer relationships in adolescence. In:  Handbook of 
adolescent psychology. New York: Wiley; 2009.

 4. Bagwell CL, Newcomb AF, Bukowski WM, Bagwell CL, Newcomb AF, 
Bukowski WM. Preadolescent friendship and peer rejection as predictors 
of adult adjustment. Child Dev. 1998;69(1):140–53.

 5. Dennis CL. Peer support within a health care context: a concept analysis. 
Int J Nurs Stud. 2003;40:321–32.

 6. Strange V. Peer education. In: MacDowall W, Bonnell C, Davies M, edi-
tors. Health promotion practice. Berkshire: Open University Press; 2006. 
p. 97–111.

 7. Parkin S, McKeganey N. The rise and rise of peer education approaches. 
Drugs Educ Prev Policy. 2000;7(3):293–310.

 8. Kirby D, Obasi A, Laris BA. The effectiveness of sex education and HIV 
education interventions in schools in developing countries. World Health 
Organ Tech Rep Ser. 2006;938:103.

 9. McAlister AL, Perry CL, Parcel GS. How individuals, environments, and 
health behaviors interact: Social cognitive theory. In Glanz K, Rimer BK,  
Viswanath K (Eds.), Health behavior and health education: Theory, 
research, and practice. Jossey-Bass. 2008;169–88.

 10. Simons R, Conger R, Whitbeck L. A multistage social learning model of 
the influences of family and peers upon adolescent substance abuse. J 
Drug Issues. 1988;18(3):293–315.

 11. Bandura A. Social cognitive theory of self-regulation. Organ Behav Hum 
Decis Process. 1991;50:248–87.

 12. Petosa RL, Smith LH. Peer mentoring for health behavior change: a sys-
tematic review. Am J Health Educ. 2014;45(6):351–7.

5 Peer Support for Adolescents with Chronic Illness



110

 13. Sheffield JK, Fiorenza E, Sofronoff K. Adolescents’ willingness to seek 
psychological help: promoting and preventing factors. J Youth Adolesc. 
2004;33(6):495–507.

 14. Swendeman D, Arnold EM, Harris D, Fournier J, Comulada WS, Reback 
C, et al. Text-messaging, online peer support group, and coaching strate-
gies to optimize the HIV prevention continuum for youth: protocol for a 
randomized controlled trial. J Med Internet Res. 2019;8:e11165.

 15. Nabunya P, Ssewamala FM, Mukasa MN, Byansi W, Nattabi J. Peer men-
torship program on HIV/AIDS knowledge, beliefs, and prevention atti-
tudes among orphaned adolescents: an evidence based practice. 
Vulnerable Child Youth Stud [Internet]. 2015;10(4):345–56. Available 
from: https://doi.org/10.1080/17450128.2015.1115157.

 16. Yip C, Gates M, Gates A, Hanning RM. Peer-led nutrition education pro-
grams for school-aged youth: a systematic review of the literature. Health 
Educ Res. 2016;31:82–97.

 17. Maticka-Tyndale E, Barnett JP. Peer-led interventions to reduce HIV risk 
of youth: a review. Eval Program Plann. 2010;33:98–112.

 18. MacArthur GJ, Harrison S, Caldwell DM, Hickman M, Campbell S, 
ORCID: http://orcid.org/0000-0002-7966-0700, Hickman M, ORCID: 
http://orcid.org/0000-0001-9864-459X RAI-O http://orcid.org/Harriso, 
Georgie JM, et al. Peer-led interventions to prevent tobacco, alcohol and/
or drug use among young people aged 11–21 years: a systematic review 
and meta-analysis. Albrecht Armstrong, Borenstein, Borenstein, Botvin, 
Botvin, Campbell, Dishion, Eckhardt, Elder, Ellickson, Ellickson, 
Ellickson, Faggiano, Foxcroft, Foxcroft, Fromme, Fuller, Gates, Guyatt, 
Harden, Harden, Higgins, Ioannidis, Kelly, Kim, Kincaid, Klepp, A, edi-
tor. Addiction [Internet]. 2016;111(3):391–407. Available from: http://
ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=emed17&N
EWS=N&AN=616593099.

 19. Rose-Clarke K, Bentley A, Marston C, Prost A, et  al. Peer-facilitated 
community-based interventions for adolescent health in low- and middle- 
income countries: a systematic review. PLoS One [Internet]. 
2019;14(1):e0210468. Available from: https://journals.plos.org/plosone/
article/file?id=10.1371/journal.pone.0210468&type=printable.

 20. Campbell R, Starkey F, Holliday J, Audrey S, Bloor M, Parry-Langdon N, 
et al. An informal school-based peer-led intervention for smoking preven-
tion in adolescence (ASSIST): a cluster randomised trial. Lancet. 
2008;371(9624):1595–602.

 21. Lo E, Coles R, Humbert ML, Polowski J, Henry CJ, Whiting SJ. Beverage 
intake improvement by high school students in Saskatchewan, Canada. 
Nutr Res. 2008;28(3):144–50.

 22. Rosenblum A, Magura S, Fong C, Curry P, Norwood C, Casella D. Effects 
of peer mentoring on HIV-affected Youths’ substance use risk and asso-
ciation with substance using friends. J Soc Serv Res. 2006;32:45–60.

Y. Kulandaivelu and S. A. Kohut

https://doi.org/10.1080/17450128.2015.1115157
http://orcid.org/0000-0002-7966-0700
http://orcid.org/0000-0001-9864-459X
http://orcid.org/Harriso
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=emed17&NEWS=N&AN=616593099
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=emed17&NEWS=N&AN=616593099
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=emed17&NEWS=N&AN=616593099
https://journals.plos.org/plosone/article/file?id=10.1371/journal.pone.0210468&type=printable
https://journals.plos.org/plosone/article/file?id=10.1371/journal.pone.0210468&type=printable


111

 23. Wysocki T, Hough BS, Ward KM, Green LB. Diabetes mellitus in the 
transition to adulthood: adjustment, self-care, and health status. J Dev 
Behav Pediatr. 1992;13:194–201.

 24. Forgeron PA, King S, Stinson JN, McGrath PJ, MacDonald AJ, Chambers 
CT. Social functioning and peer relationships in children and adolescents 
with chronic pain: a systematic review. Pain Res Manag. 2010;15(1):27–
41.

 25. Engström I. Mental health and psychological functioning in children and 
adolescents with inflammatory bowel disease: a comparison with chil-
dren having other chronic illnesses and with healthy children. J Child 
Psychol Psychiatry. 1992;33(3):563–82.

 26. Cortina S, McGraw K, de Alarcon A, Ahrens A, Rothenberg ME, Drotar 
D. Psychological functioning of children and adolescents with eosinophil- 
associated gastrointestinal disorders. Child Health Care. 2010;39(4):266–
78.

 27. LeBovidge JS, Lavigne JV, Donenberg GR, Miller ML.  Psychological 
adjustment of children and adolescents with chronic arthritis: a meta- 
analytic review. J Pediatr Psychol. 2003;28(1):29–39.

 28. Noll RB, Vannatta K, Koontz K, Kalinyak K, Bukowski WM, Davies 
WH.  Peer relationships and emotional well-being of youngsters with 
sickle cell disease. Child Dev. 1996;67(2):423–36.

 29. Trzepacz AM, Vannatta K, Davies WH, Stehbens JA, Noll RB. Social, 
emotional, and behavioral functioning of children with hemophilia. J Dev 
Behav Pediatr. 2003;24(4):225–32.

 30. Warner EL, Kent EE, Trevino KM, Parsons HM, Zebrack BJ, Kirchhoff 
AC. Social well-being among adolescents and young adults with cancer: 
a systematic review. Cancer. 2016;122(7):1029–37.

 31. Kohut SA, Stinson J, van Wyk M, Giosa L, Luca S. Systematic review of 
peer support interventions for adolescents with chronic illness. Int J Child 
Adolesc Health. 2014;7:183.

 32. Lehmkuhl HD, Merlo LJ, Devine K, Gaines J, Storch EA, Silverstein JH, 
et al. Perceptions of type 1 diabetes among affected youth and their peers. 
J Clin Psychol Med Settings. 2009;16(3):209–15.

 33. Stinson JN, Toomey PC, Stevens BJ, Kagan S, Duffy CM, Huber A, et al. 
Asking the experts: exploring the self-management needs of adolescents 
with arthritis. Arthritis Care Res. 2008;59(1):65–72.

 34. Mackner LM, Ruff JM, Vannatta K. Focus groups for developing a peer 
mentoring program to improve self-management in pediatric inflamma-
tory bowel disease. J Pediatr Gastroenterol Nutr. 2014;59(4):487–92.

 35. Stinson JN, Sung L, Gupta A, White ME, Jibb LA, Dettmer E, et  al. 
Disease self-management needs of adolescents with cancer: perspectives 
of adolescents with cancer and their parents and healthcare providers. J 
Cancer Surviv. 2012;6(3):278–86.

5 Peer Support for Adolescents with Chronic Illness



112

 36. Kulandaivelu Y, Lalloo C, Ward R, Zempsky WT, Kirby-Allen M, 
Breakey V, et al. Exploring the needs of adolescents with sickle cell dis-
ease to inform a digital self-management and transitional care program: a 
qualitative study. JMIR Pediatr Parent. 2018;1:e11058.

 37. Breakey VR, Bouskill V, Nguyen C, Luca S, Stinson JN, Kohut 
SA. Online peer-to-peer mentoring support for youth with hemophilia: 
qualitative needs assessment. JMIR Pediatr Parent. 2018;1(2):e10958.

 38. Wiemann CM, Graham SC, Garland BH, Hergenroeder AC, Raphael JL, 
Sanchez-Fournier BE, et al. Development of a group-based, peer-mentor 
intervention to promote disease self-management skills among youth 
with chronic medical conditions. J Pediatr Nurs [Internet]. 2019;48:1–9. 
Available from: https://doi.org/10.1016/j.pedn.2019.05.013.

 39. Hughes J, Wood E, Smith G. Exploring kidney patients experiences of 
receiving individual peer support. Health Expect. 2009;12(4):396–406.

 40. Bergeron S, Noskoff K, Hayakawa J, Frediani J. Empowering adoles-
cents and young adults to support, lead, and thrive: development and 
validation of an AYA Oncology Child Life Program. J Pediatr Nurs 
[Internet]. 2019;47:1–6. Available from: https://doi.org/10.1016/j.
pedn.2019.04.001.

 41. Lu Y, Pyatak EA, Peters AL, Wood JR, Kipke M, Cohen M, et al. Patient 
perspectives on peer mentoring: type 1 diabetes management in adoles-
cents and young adults. Diabetes Educ. 2015;41(1):59–68.

 42. Ahola Kohut S, LeBlanc C, O’Leary K, McPherson AC, Jelen A, 
McCarthy E, Nguyen C, Stinson J. Peer mentoring needs and wants of 
youth with chronic conditions: a qualitative analysis. Child Care Health 
Dev. 2019. Status: Manuscript under review.

 43. Sattoe JN, Jedeloo S, Van Staa A.  Effective peer-to-peer support for 
young people with end-stage renal disease: a mixed methods evaluation 
of Camp COOL. BMC Nephrol. 2013;14(1):1–14.

 44. Stewart M, Barnfather A, Magill-Evans J, Ray L, Letourneau NN. Brief 
report: an online support intervention: perceptions of adolescents with 
physical disabilities. J Adolesc. 2011;34:795–800.

 45. Lim PK, Cheng TS, Hui YCA, Lim STJ, Lek N, Yap F, et al. D-buddy 
peer support for better health outcomes in adolescents with diabetes mel-
litus. Int J Pediatr Endocrinol [Internet]. 2015;2015(S1):P15. Available 
from: http://www.ijpeonline.com/content/2015/S1/P15.

 46. Kew KM, Carr R, Crossingham I. Lay-led and peer support interventions 
for adolescents with asthma. Cochrane Database Syst Rev. 2017;2017(4).

 47. Stinson J, Ahola Kohut S, Forgeron P, Amaria K, Bell M, Kaufman M, 
et al. The iPeer2Peer program: a pilot randomized controlled trial in ado-
lescents with juvenile idiopathic arthritis. Pediatr Rheumatol [Internet]. 
2016;14(1):1–10. Available from: https://doi.org/10.1186/s12969-016-
0108-2.

 48. O’Mahar K, Holmbeck GN, Jandasek B, Zukerman J.  A camp-based 
intervention targeting independence among individuals with spina bifida. 
J Pediatr Psychol. 2010;35:848–56.

Y. Kulandaivelu and S. A. Kohut

https://doi.org/10.1016/j.pedn.2019.05.013
https://doi.org/10.1016/j.pedn.2019.04.001
https://doi.org/10.1016/j.pedn.2019.04.001
http://www.ijpeonline.com/content/2015/S1/P15
https://doi.org/10.1186/s12969-016-0108-2
https://doi.org/10.1186/s12969-016-0108-2


113

 49. Løding R, Wold J, Skavhaug Å, Graue M. Evaluation of peer-group sup-
port and problem-solving training in the treatment of adolescents with 
type 1 diabetes. Eur Diabetes Nurs. 2007;4(1):28–33.

 50. Mosnaim G, Li H, Martin M, Richardson DJ, Belice PJ, Avery E, et al. 
The impact of peer support and mp3 messaging on adherence to inhaled 
corticosteroids in minority adolescents with asthma: a randomized, con-
trolled trial. J Allergy Clin Immunol Pract [Internet]. 2013;1(5):485–93. 
Available from: https://doi.org/10.1016/j.jaip.2013.06.010.

 51. Harden A, Weston R, Oakley A. A review of the effectiveness and appro-
priateness of peer-delivered health promotion interventions for young 
people. In: Database of Abstracts of Reviews of Effects (DARE): Quality- 
assessed Reviews [Internet]. Centre for Reviews and Dissemination 
(UK); 1999.

 52. Nicholas DB, Picone G, Vigneux A, McCormick K, Mantulak A, McClure 
M, et al. Evaluation of an online peer support network for adolescents 
with chronic kidney disease. J Technol Hum Serv. 2009;27(1):23–33.

 53. Kohut SA, Stinson JN, Ruskin D, Forgeron P, Harris L, Van Wyk M, et al. 
iPeer2Peer program: a pilot feasibility study in adolescents with chronic 
pain. Pain. 2016;157:1146–55.

 54. Masuda JR, Anderson S, Letourneau N, Sloan Morgan V, Stewart 
M.  Reconciling preferences and constraints in online peer support for 
youth with asthma and allergies. Health Promot Pract. 2013;14(5):741–
50.

 55. Strange V, Oakley A, Forrest S. Mixed-sex or single-sex sex education: 
how would young people like their sex education and why? Gend Educ. 
2003;15:201–14.

 56. Cassano J, Nagel K, O’Mara L. Talking with others who “just know”: 
perceptions of adolescents with cancer who participate in a teen group. J 
Pediatr Oncol Nurs. 2008;25(4):193–9.

 57. Ellickson PL, Bell RM. Drug prevention in junior high: a multi-site lon-
gitudinal test. Science. 1990;247(4948):1299–305.

 58. Valente T, Ritt-Olson A, Stacy A, Unger J, Okamoto J, Sussman S. Peer 
acceleration: effects of a social network tailored substance abuse pre-
vention program among high-risk adolescents. Addiction. 
2007;102(11):1804–15.

 59. MacArthur GJ, Harrison S, Caldwell D, Hickman M, Campbell R. Peer- 
led interventions to prevent tobacco, alcohol and/or drug use among 
young people aged 11–21 years: a systematic review and meta-analysis. 
Addiction. 2016;111(3):391–407.

 60. Morisky DE, Nguyen C, Ang A, Tiglao TV. HIV/AIDS prevention among 
the male population: results of a peer education program for taxicab and 
tricycle drivers in the Philippines. Health Educ Behav. 2005;32(1):57–68.

 61. Ahola Kohut S, Stinson J, Forgeron P, Luca S, Harris L. Been there, done 
that: the experience of acting as a young adult mentor to adolescents liv-
ing with chronic illness. J Pediatr Psychol Special Issue Adolesc Young 
Adult Health. 2017;42(9):962–9.

5 Peer Support for Adolescents with Chronic Illness

https://doi.org/10.1016/j.jaip.2013.06.010


115© Springer Nature Switzerland AG 2021 
J. D. Avery (ed.), Peer Support in Medicine, 
https://doi.org/10.1007/978-3-030-58660-7_6

Peer Support for Older 
Adults

Kimberly A. Van Orden and Julie Lutz

 Introduction

People around the world are living longer, and the number of 
older adults is increasing—a phenomenon termed “population 
aging.” According to US Census Bureau projections, the world-
wide population of older adults (those who are 65 years old or 
older) is projected to reach 1.5 billion by 2050, underscoring the 
importance of promoting healthy (or “successful”) aging. One 
means of promoting healthy aging is drawing upon strengths of 
older adults. Studies from the gerontological literature have dem-
onstrated that later life is not typically a time of isolation and 
despair: despite losses in function, cognitive capacity, and social 
network size, rates of depression decline in later life [1]. In fact, 
emotional well-being frequently increases with age, as evidenced 
by negative emotions being experienced less often (e.g., anger), 
and the ability to manage and change one’s emotions (i.e.,  emotion 
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regulation) often improves with age, in part due to increased moti-
vation to experience positive emotions and accumulated life expe-
riences that allow older adults to make effective choices regarding 
situations to approach or avoid [1]. Some research suggests that 
loneliness actually decreases as we grow older [2]. Research from 
lifespan developmental theorists has described the best approach 
to healthy aging as involving an increased focus on the most 
meaningful aspects of life—typically relationships—rather than a 
focus on losses or death. Of course, some older adults do struggle 
with the transitions of later life and do become isolated and 
depressed, and thus a focus on promoting positive meaningful 
social relationships should be beneficial to those who struggle as 
well.

Promoting supportive, meaningful relationships as a means to 
support healthy aging is a commonplace practice in many com-
munities. However, these programs are rarely integrated into 
medical care and often do not reach many older adults who could 
benefit, in part because most programs have not been rigorously 
tested. Peer support interventions for older adults vary consider-
ably in terms of objectives, mode of delivery, whether monetary 
compensation is provided for the individual providing support, 
and what is provided—friendship, instrumental support, support 
for managing health conditions, or mentoring for behavior change. 
How “peer” is defined also varies significantly across programs 
and studies. In this chapter, we provide an overview of three broad 
categories of peer support programs available for older adults—
peer companionship, peer specialists, and patient navigation—
based on our analysis of the literature on peer support in older 
adults. Figure  6.1 provides a graphical overview of our frame-
work. These categories are based on the definition of “peer” and 
therefore the function the peer provides in the intervention. For 
peer companionship programs, peers are older adults who do not 
provide a formal intervention, but instead build a relationship 
with a “care receiver” (or patient/client) for the purposes of sup-
port, companionship, and friendship. Peer specialist programs 
involve matching individuals with a shared experience or medical 
condition for the purpose of providing education or interven-
tion—thus peer in this instance means someone with the same 
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health condition or experience (e.g., mental illness). Patient navi-
gation programs are provided in healthcare settings and involve 
peers providing support and education regarding how to optimize 
healthcare supports and services. In the sections below, we 
describe the purpose of these programs and what they consist of 
generally when provided with older adults. We then describe 
 evidence supporting effectiveness for these programs when avail-
able. Finally, we provide examples of existing programs for older 
adults to illustrate the range of available programs. We end by 
discussing the concept of “social prescribing” and ways in which 
these programs could be integrated more fully into medical care 
for older adults.

 Peer Companionship

Peer companionship programs are those that provide friendship/
support to older adults. There is a wide range of types of programs 
that can be considered peer companionship that are described as 
befriending, peer support, and peer companionship. These pro-
grams focus on the development of a supportive relationship and 
can best be characterized by what they do not provide: these pro-
grams do not provide education (e.g., on a medical condition) or 
focus on promoting behavior change (e.g., exercise). These pro-
grams may vary in the degree to which they emphasize instrumen-
tal support (e.g., daily tasks), with some programs focused on this 
function to help older adults live independently in the community 
or to provide respite to caregivers, with others focusing on devel-
oping a supportive peer relationship as the primary goal to allevi-
ate loneliness and isolation.

Research studies examining the effectiveness of this type of 
intervention vary considerably in terms of targeted populations, 
inclusion criteria, outcome measures, duration of the intervention, 
and amount of training provided. Not surprisingly, the literature 
assessing the effectiveness of peers providing friendship/support 
is mixed. Few randomized trials have been conducted. A meta- 
analysis examining the effect of befriending on depressive symp-
toms (24 RCTs) found a significant effect (described as “modest”) 
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in favor of befriending [3]. Of note, this paper included programs 
that used volunteers or paid workers, including professionals, as 
long as the peer relationship was focused on emotional support 
and was non-directive. A more recent meta-analysis of befriend-
ing examined a range of patient-reported outcomes, including 
depression, loneliness, quality of life, self-esteem, social support, 
and well-being [4]. This study only included programs provided 
by volunteers (i.e., not paid workers or professionals). The meta- 
analysis with 14 studies (11 RCTs and 3 quasi-experimental) 
yielded a significant effect of befriending (standardized mean dif-
ference of 0.18), but only when the outcome was the primary 
patient-reported outcome specified for that trial (i.e., the outcomes 
varied across the trials included in the analysis due to differing 
specified primary outcomes). Results for specific outcomes across 
trials (i.e., irrespective of the trial’s specified primary outcome—
depression, social support, loneliness, quality of life) did not indi-
cate benefit for befriending. Existing studies have not examined 
programs already implemented in the community. With each trial 
developing its own unique program, it is difficult to draw conclu-
sions about effectiveness given that these interventions are highly 
complex and thus vary substantially from study to study. In order 
to draw generalizable conclusions, research is needed that tests 
existing standardized programs with implementation manuals.

One example of a peer companionship program for older adults 
is the “Senior Companions” program, which is part of the US 
nationwide program, Senior Corps, operated by the federal 
agency, the Corporation for National and Community Service 
(CNSC), which also operates other national service programs, 
including AmeriCorps (for younger adults). The Senior Corps is a 
network of national service programs for Americans 55 years and 
older and consists of three programs, Senior Companions, Senior 
Grandparents, and the Retired Senior Volunteer Program (RSVP). 
The goal of Senior Corps is improving lives and fostering civic 
engagement. Senior Corps programs operate in  local communi-
ties in all 50 states, the District of Columbia, Puerto Rico, and the 
Virgin Islands. Senior Companion Program (SCP) volunteers help 
older adults maintain independence and remain in their own 
homes [5]. SCP volunteers provide friendly visiting, offer 
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 transportation to medical appointments, deliver groceries and pre-
pare meals, help with simple chores like light housekeeping, and 
provide supportive phone calls. SCP volunteers complete an ori-
entation, receive ongoing support and training, and may be paid a 
small stipend (for income-eligible volunteers) to help remove the 
barriers to volunteering and ensure participants do not incur addi-
tional costs while serving. Older adults who are paired with a SCP 
volunteer typically spend 3–4 hours per week with the SCP volun-
teer they are matched with and continue in the program for several 
years.

The CNSC commissioned an independent evaluation of the 
program that describes benefits to those receiving peer compan-
ionship [6] as well as benefits to the older volunteers providing 
peer companionship [7, 8]. Among those who have been matched 
with a SCP volunteer for at least 1 year, most report high satisfac-
tion with the program because it helped them feel less lonely and 
more satisfied with their life and helped them take care of neces-
sary errands and appointments and remain living in their home 
[6]. Typically, both the instrumental and supportive functions of 
peer companionship are described by clients; for example, one 
SCP client stated: “If I didn’t have a Senior Companion, I would 
be really lost. When she comes to pick me up, I’m able to do all 
my errands and accomplish what I need to be home alone. It’s a 
wonderful bond” [5]. However, data from the program evaluation 
were collected from individuals who actively sought out the SCP 
program, leaving unanswered the question of whether individu-
als who did not actively seek out the program—for example, 
those whose doctor recommended it—would engage with the 
program and demonstrate benefit. The Senior Connection (TSC) 
was a randomized trial of peer companionship provided by 
Senior Corps volunteers for older primary care patients (age 60 
or older) who reported feeling lonely or like a burden on others 
and who did not seek out peer companionship services on their 
own (author KVO of the chapter was a Co-Investigator on the 
trial) [9]. Participants were randomized to up to 2 years of being 
matched with a peer volunteer who provided friendly visiting and 
supportive phone calls or care-as-usual with their physician. 
Results indicated reduced depression, anxiety, and feeling like a 
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burden on others, as well as high satisfaction with the program, 
similar to results from the CNCS evaluation, despite the subjects 
not seeking out the program on their own [10]. One participant 
(an 82 year-old female) stated: “It makes me feel better, to have 
somebody like her. She gives me a chance to do things I couldn’t 
do otherwise. Walks, shopping, coffee. She’s just that kind of a 
person.” 

 Peer Specialists

Within mental health and substance use, peer specialists may 
provide support for or even deliver interventions addressing a 
wide range of behavioral health issues [11], with certification 
available in most states [12]. Traditionally, peer specialists are 
individuals with lived experience and in recovery from a mental 
illness or substance use disorder [12], though within some pro-
grams, peers sometimes include any lay volunteer of a similar 
demographic or user of the program, with or without a history of 
mental illness (e.g., WRAP, as described below). Services pro-
vided by mental health certified peer specialists (CPSs) can be 
reimbursed by Medicaid in several states [11, 12]. Peer special-
ists work in a variety of settings or programs (e.g., case manage-
ment, inpatient or partial hospitalization programs, psychiatric 
rehabilitation, residential programs, education, and advocacy) 
and provide a range of services (e.g., peer support, encouraging 
self-determination, health and wellness support, illness manage-
ment, education) both individually and in groups [11]. Various 
mental health-related programs for older adults utilize peer spe-
cialists or peer support; we will provide a brief overview of some 
examples of programs that are currently implemented in the 
community.

The Veterans Health Administration (VHA) division of the 
Veterans Administration (VA), of which adults age 65 and older 
constitute almost half (approximately 49%) of the treated patient 
population [13], has recommended utilization of peer specialist 
services since 2003 and currently requires peer support services to 
some extent within certain programs and centers [14]. Peer 

6 Peer Support for Older Adults



122

 specialists are integrated into a variety of settings and clinics 
within VA healthcare systems, including residential mental health 
programs, psychosocial rehabilitation and recovery centers, 
homelessness programs, outpatient PTSD treatment, and many 
others [14–16]. General research shows positive outcomes of peer 
support, such as positive change in psychiatric symptoms [17], 
improved housing stability [16], patient self-perceived reductions 
in isolation and increases in integration into the community [18], 
and overall positive impact on Veteran care as perceived by local 
recovery coordinators (often involved in hiring, training, and 
supervising peer specialists) [19]. However, there is minimal 
research on the specific effects of peer support services for mental 
health in older adults.

The Wellness Recovery Action Planning (WRAP) self- 
management program, originally developed for serious mental ill-
ness in younger adults, has been expanded to address issues 
outside of serious mental illness (e.g., management of chronic 
health problems) and is being adapted for use with older adults 
and utilizes peer support from other users of WRAP [20]. 
Components of WRAP include a wellness toolbox, a daily main-
tenance plan, and action plans for varying levels of stressors or 
crises (i.e., triggers, early warning signs, recognizing when things 
are getting worse, crisis, and post-crisis) [20]. Though studies 
have shown that participants in WRAP demonstrate significant 
reductions in depressive and anxiety symptoms and improved 
recovery [21], greater engagement in self-advocacy [22], and 
reduced mental health service need and utilization [23], there are 
not currently published studies on its outcomes among older 
adults specifically.

The Certified Older Adult Peer Specialists (COAPS) program 
utilizes CPSs to address aging-related challenges in mental health 
and substance use recovery [24]. Peer specialists not only undergo 
the required 2-week CPS training but also complete a 3-day 
COAPS-specific training. These specialists are adults age 50 and 
older who are in recovery from mental illness and/or substance 
use disorders and are trained in issues related to mental health and 
aging, including background on aging, clinical issues (e.g., 
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depression and anxiety, substance use, trauma, suicide), and 
“implementation” (e.g., motivational interviewing, positive 
 psychology, legal issues, advocacy, and working in behavioral 
health systems) [24]. COAPS began in Pennsylvania and has 
expanded to New Jersey and Massachusetts [24]. There are no 
published studies to date on outcomes of this program, though 
program evaluations and feedback by the peer specialists indicate 
that they, as well as the patient population, receive benefit from 
involvement in the program [24].

Though a variety of peer specialist programs have been imple-
mented with older adults, little is known about the outcomes of 
these programs in this population. Further studies are needed to 
demonstrate the benefits and possible challenges of utilizing these 
peer resources for promoting mental health in later life. Some 
additional programs are currently undergoing research on devel-
opment and testing, but have yet to be widely implemented out-
side of research studies. For example, the “Do More, Feel Better” 
program aims to utilize lay peer (age 60 and older) volunteers to 
deliver a behavioral activation intervention for treating depression 
in older adults at senior centers [25, 26]. Preliminary outcomes 
are promising, with potential clients and potential staff expressing 
comfort and interest in the intervention, and enrolled clients 
reporting high satisfaction [25, 26]. Another example is 
PeerTECH, a technology-based self-management intervention for 
older adults with serious mental illness that integrates in-person 
sessions led by a CPS and follow-ups throughout the intervention 
via text messaging and use of a smartphone app [27, 28]. 
Preliminary data demonstrate improvements in self-management 
of psychiatric symptoms and a signal for improvement in self-
management of chronic health problems, quality of life, and 
empowerment [27, 28]. Though further formal evidence is needed 
for the beneficial outcomes of peer specialists and peer support 
programs on mental health in older adult-specific populations, 
these programs provide a promising avenue for enhancing inter-
ventions and reaching older adults who may not be engaged with 
care in traditional settings.
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 Patient Navigation

Patient navigation is a final category of peer-delivered interven-
tions for older adults that we cover in this chapter. As with the 
other types of peer interventions, a standard, universal definition 
of patient navigation does not exist, complicating program evalu-
ation and research studies. The definition used here is that patient 
navigation is a healthcare-focused intervention that can be deliv-
ered by a range of individuals, from nurses, to social workers, to 
community health workers, to peers [29]. While definitions and 
functions vary across programs and research studies, the core 
function of patient navigation is helping patients navigate the 
healthcare system by providing education, practical assistance in 
overcoming barriers to treatment, and emotional support, though 
other functions can be provided, including patient activation (and 
self-management assistance) and managing care transitions. 
Patient navigation was originally developed to reduce racial and 
socioeconomic disparities in oncology [29] and has been adapted 
to a range of chronic medical conditions, including diabetes, HIV, 
cardiovascular disease, chronic kidney disease, dementia, and 
comorbid chronic conditions [30].

The majority of research studies on patient navigation have 
been conducted in cancer with peers as navigators and phone- 
delivered interventions; while not all participants in these studies 
were older adults, given the conditions under study, many partici-
pants are age 60 and older [30]. However, with older adults, 
patient navigation programs may be more likely to use health pro-
fessionals, such as nurses, rather than peers, at least among pro-
grams tested in research studies [31]. Studies examine a range of 
primary outcomes, including promoting healthcare engagement 
through such indicators as following through on referrals for can-
cer screenings and adherence to treatment, to health outcomes 
specific to the condition under study, as well as health-related 
quality of life, and mortality. Outcomes vary across these types of 
outcomes, with significant findings most often observed for 
improving healthcare engagement behaviors, with less clarity 
regarding findings for health outcomes and quality of life, which 
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may be due to limitations of the research designs (such as small 
sample sizes) [30].

An example of a peer-delivered patient navigator program spe-
cifically designed for older patients is the Patient Care Connect 
Program at the University of Alabama Birmingham Health System 
Cancer Community Network. The program focuses on patient 
activation and patient empowerment and frames its objective as 
health promotion rather than disease management. The program 
includes education on health promotion including increasing 
exercise (in a safe manner) and managing pain and fatigue. Patient 
satisfaction with the program is high, with 89.5% of surveyed 
patients (over 1 year of program evaluation) reporting they would 
recommend the program to another cancer survivor [32]. Program 
objectives, including healthcare utilization, reduced costs, 
increased quality of life, and reduced symptom burden, are con-
tinuously monitored and support benefit of the program for 
patients and the health system, including significant cost savings 
accounted for, in part, by significant reductions in emergency 
department visits, hospitalizations, and intensive care unit admis-
sions [33].

 Future Directions

Many peer support programs for older adults are siloed within 
either the community or medical sectors, without strong linkages 
between the healthcare system and community agencies that often 
provide peer support or that provide services that may comple-
ment peer support by address social determinants of health. 
Community health workers are one type of peer support that is an 
exception to this because this type of program is specifically 
designed to build bridges between healthcare and community sup-
ports that address social determinants of health. Community 
health workers provide a similar function to patient navigators but 
are focused on providing navigation regarding linkage to com-
munity services and meeting needs regarding social determinants 
of health, such as lack of healthy food, safe housing, and social 
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isolation. In the UK, where the healthcare system operates under 
a different financial model from the USA, community health 
workers can be prescribed by primary care physicians (GPs), 
which is a concept known as “social prescribing” [34]. Patients 
can thereby be referred to a range of non-medical opportunities 
ranging from assistance with housing to a gardening group. In the 
USA, this practice is less common, but enthusiasm for the prac-
tice is increasing as the importance of addressing social determi-
nants of health becomes even clearer. Health Leads is one 
organization in the USA that champions addressing social deter-
minants of health (https://healthleadsusa.org), including through 
community health workers. Community health worker programs 
will vary in the extent to which they fit the definition of peer sup-
port, as these positions are typically paid and not restricted to a 
certain age nor lived experience with an illness. However, many 
programs aim to employ individuals of similar cultural back-
grounds of the individuals the programs will serve; and, by defini-
tion, these individuals are not health professionals.

Rigorous research studies supporting social prescribing are 
lacking, but the practice deserves serious consideration for pro-
moting the health and well-being of older adults [35]: imple-
menting social prescribing for older adults has the potential to 
increase uptake of interventions, such as peer support, for the 
individuals who stand to benefit most and who might not other-
wise seek out such programs from community agencies. 
Evaluation data from the UK suggests that social prescribing is 
acceptable to patients and associated with high satisfaction [36]. 
Some have proposed innovative solutions to making social pre-
scribing and linkage to community and peer supports feasible 
and accessible for older adults within the US healthcare system, 
including developing digital health programs to serve the func-
tions of community health workers [37]. As the number of older 
adults increases worldwide without a corresponding increase in 
the number of geriatrics-trained health professionals, supple-
menting healthcare interventions with peer support has the poten-
tial to mitigate workforce challenges in a way that also builds 
upon a developmental strength of later life—prioritizing mean-
ingful social  relationships.
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Parent Peer Models 
for Families of Children 
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Problems
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An estimated 1.9–6.1 million children between the ages of 3 and 
17 have a diagnosable mental health condition including anxiety, 
depression, and oppositional defiant disorder [1]. The intractable 
and chronic nature of many mental health disorders, coupled with 
a lack of appropriate treatment and support, have a deleterious 
impact upon a child’s educational and occupational functioning, 
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relationships, and physical, emotional, and behavioral health 
[2–4]. Child-onset mental health difficulties also have a signifi-
cant impact upon the family. Alongside parenting challenges 
associated with their child’s mental health problems, caregivers 
are tasked with overseeing and advocating for their child’s treat-
ment needs in a barrier-laden service system [5, 6], yet they often 
lack their own emotional support and information about resources, 
services, and information about treatment options for their child 
[6]. These difficulties, coupled with experiencing burden, stigma, 
and blame for their child’s condition [5, 6], puts caregivers at high 
risk for stress, strain, and emotional distress [5, 7–12].

Supporting caregivers is of paramount importance for the 
health and wellbeing of the entire family; reduction in parental 
stress, for example, not only enhances the emotional health of 
parents but is also associated with improvements in therapeutic 
outcomes among youth [13]. However, the child mental health 
system has historically subverted caregivers’ needs, and their 
involvement in treatment has been primarily to support the child 
[14]. In the 1980s, a new model of service delivery was formal-
ized in which parent peers, defined as trained parents/primary 
caregivers of children with mental health needs, provided simi-
larly situated families with an array of services such as emotional 
support, information about mental health and treatment, and link-
ages to services for the child and themselves [14]. This chapter 
provides an overview of parent peers and the services they pro-
vide, including the multiple theories underlying parent peer sup-
port programs, evidence supporting these models, and future 
directions for the field.

 Qualifications and Roles

Parent peers are referred to in the literature as peer support spe-
cialists, peer and parent advocates, family peer advocates, and 
family or parent advisors. By definition, a parent peer has to have 
had lived experience as the primary caregiver for a child with a 
mental health problem and has navigated the child-serving sys-
tem [14–17], as it is their lived experience that is believed to 
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make them uniquely qualified to engage parents and caregivers 
facing similar issues [18, 19]. Additional criteria vary but may 
also include age and educational requirements (e.g. being 
18 years of age or older and having a high school diploma), com-
pletion of trainings, holding a valid credential, and prior paid or 
volunteer experience working or volunteering providing peer 
parent support [20].

Unlike other peer models, parent peers focus on the parent/
primary caregiver and support them to take an active role in 
decision- making, navigating services, and developing their capac-
ity to meet the needs of their child and family. This often occurs 
in collaboration with clinicians and other providers who are 
focused more centrally on the child’s treatment needs. Within this 
capacity, the roles that parent peers assume are multifaceted, yet 
comprised primarily of providing education and information, 
facilitating linkages to supports, and providing emotional support, 
skill development, and advocacy.

By way of example, Hoagwood and colleagues [14] conducted 
a review and synthesis of family support programs and found that 
peers engage in services which include: informational/ educa-
tional support (for example, providing families with information 
about resources that may be available to them); instructional/
skills development (for example, coaching caregivers on effective 
ways to address their child’s behaviors); emotional and affirma-
tion support (promoting caregivers’ feelings of being affirmed 
and appreciated); instrumental support (such as providing con-
crete services); and advocacy (such as assisting parents to under-
stand their rights and advocate effectively for the services their 
child is entitled to.)

Formal training programs for these roles are beginning to 
emerge. Rodriguez and colleagues [21] describe the development 
and evaluation of a professional program to enhance parent peers’ 
professional skills, called the Parent Empowerment Program 
(PEP). The PEP training was originally designed as a 5-day in- 
person training and currently consists of a combination of online 
self-learning modules followed by a two-day in-person training 
and a series of 12 weekly group coaching calls. PEP training ful-
fils the training requirement for the New York State Family Peer 
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Advocate Credential (FPA). Approximately 400 individuals cur-
rently hold a valid FPA Credential [22]. Evaluation of the training 
program provided systematically collected information about 
peer activities over time. It indicated that the job functions of par-
ent peer workers include provision of information/education, 
advocacy, tangible assistance, and emotional support, but that 
emotional support and service access issues appear to be a key 
focus of the peer’s role.

 Theory

Often, reports of any peer-delivered intervention do not state an 
explicit theory about the mechanisms underlying how it will 
impact the outcomes under investigation, but rather center around 
a series of values, ideas, and beliefs [23]. Without an underlying 
theory, it is difficult to know if these mechanisms are being car-
ried through into practice, which can lead to a lack of congruence 
between design, implementation, and evaluation [23]. Therefore, 
theories are necessary to understand how parent peer programs 
are intended to work, along with the expected intermediate and 
long-term changes in caregiver, child, and family outcomes.

A theoretical basis for understanding the potential effective-
ness of peer support has been offered in the literature to a limited 
extent. One theory is Festinger’s Social Comparison Theory. This 
theory postulates that individuals self-evaluate based on the com-
parison of their own beliefs and desires against those of another 
person’s [24]. It proposes that individuals seek to improve their 
self-esteem and enhance themselves by making comparisons with 
others [25]. Within the context of peer support, vulnerable or at- 
risk individuals work with peers who have made successful 
changes, thereby encouraging comparison and positive behavior 
change [26]. Moreover, people are more likely to compare them-
selves to another when they perceive the person to be similar to 
themselves. Parent peers may be perceived by individuals to be 
more similar than a traditional clinician, due to their shared lived 
experience. This shared connection may provide common ground 
between the two individuals upon which to change [26].
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A second theory which may provide a theoretical rationale for 
the value of peer support is Bandura’s Social Learning Theory. 
This theory posits that behavior is learned from the environment 
through the process of observational learning [27]. In other words, 
desirable behaviors are modeled and the effects of these behaviors 
can be determined in the process of observational learning. These 
observed and newly learned behaviors can then serve as a guide 
for future action [26]. Within the context of peer support, parents 
have the opportunity to observe new behaviors through role mod-
eling from a parent peer [28], which may enhance the caregiver’s 
confidence, perceived empowerment and sense of personal 
agency.

Rogers’ Diffusion of Innovation theory [29] has also been 
offered as an explanatory framework for peer support. This theory 
explains how an idea or new behavior gains momentum and is 
“adopted” by others. Adoption of new or innovative behaviors 
relies on the perception that they are superior to current behavior, 
that they align with one’s values, and that there are opportunities 
to observe what happens when others adopt the new behaviors. 
Although specific to youth peers, an Australian study that aimed 
to identify the key features, impacts, and outcomes associated 
with peer-based programs draws on this theory to explain how, in 
a group peer program, long-standing or negative attitudes or 
beliefs can change through exposure to positive coping strategies 
adopted by credible and positive peer role models. New innova-
tive and acceptable behaviors that were adopted in their youth 
peer-based program included improved help-seeking behavior, 
pro-social behaviors, and alternatives to risk behaviors [30].

Aside from specific theories, key components that are respon-
sible for the positive impacts of peer support have been identified 
in the literature. Because of their personal experience, parent 
peers have credibility and are able to engender trust. Shared expe-
riences also enable parent peers to adopt a nonjudgmental attitude 
[31]. In the case of parent peer programs, these trusting relation-
ships can assist caregivers in becoming more actively engaged in 
their child’s services [32–37]. In this same way, parent peers are 
often seen as authentic because they can relate to common chal-
lenges and have found their way to support their child and family 
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to move forward in positive ways. This lived-experience helps the 
families be hopeful that things can get better.

 Research Evidence

The diversity of roles and settings in which parent peers work is 
reflected in the research about these models. A synthesis of this 
literature identifies four main foci: (1) the feasibility and accept-
ability of peer programs; (2) mental health services utilization, (3) 
caregiver and family processes, and, (4) symptoms and function-
ing.

 Feasibility and Acceptability

Feasibility and acceptability studies primarily test innovative 
models in which the program is being delivered in a new setting 
or the role of the peer deviates from the typical services they offer. 
A consensus of these studies suggests that parent peer programs 
are highly feasible to deliver and perceived as being acceptable 
from the perspectives of caregivers and peers. For example, Acri 
et  al. developed and tested a detection and outreach model in 
which parent peers screened caregivers for symptoms of depres-
sion, provided information about mental health and treatment, 
connected at-risk caregivers to mental health services for a formal 
assessment, and using an evidence-informed approach, taught 
caregivers how to be empowered participants in their treatment. 
This model was tested both in freestanding family support organi-
zations, which serve caregivers of children with emotional and 
behavioral problems [38, 39], and in the child welfare system [15, 
40]. In both studies, results showed the intervention was highly 
feasible to deliver, based upon metrics including number of ses-
sions completed, fidelity to the intervention, and attendance, and 
acceptable from the perspectives of parent peers and caregivers in 
that peers felt comfortable delivering the intervention and care-
givers viewed parent peers inquiring about their mental health 
favorably. Moreover, Butler and Titus [16] found a preventative 
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peer-delivered parenting intervention delivered in primary care 
settings for families of preschool youth at risk for behavior prob-
lems was feasible for parent peers to deliver as measured by the 
number of physicians who referred caregivers to peers, the num-
ber of peers who completed the training and caregiver attendance. 
And, January et  al. [5] found that a telephone intervention for 
caregivers of children at risk for behavioral or emotional prob-
lems was delivered with fidelity, which is an important criterion 
for assessing feasibility.

 Mental Health Services Utilization

Peer-delivered services also appear to facilitate treatment utiliza-
tion for caregivers. For example, caregivers at risk for depression 
who participated in Acri et  al. [38, 39] detection and outreach 
model and reported a strong working alliance with their parent 
peer were also more likely to access mental health services and 
reported fewer perceived barriers to help seeking (Hamovitch 
et al., in press). This finding is consistent with results of Radigan 
et  al. [41] study, which surveyed over 1200 caregivers across 
New York State who had accessed public mental health services 
and found that caregivers who worked with a parent peer attended 
more mental health sessions for themselves than caregivers who 
did not utilize parent peer services, and evidenced significantly 
greater satisfaction with services and overall satisfaction as well.

However, the evidence isn’t quite as clear for child service use. 
Specifically, Hoagwood et al. [14] reviewed two published studies 
that examined child treatment engagement: The first found the 
parent peer program, which aimed to facilitate treatment utiliza-
tion prior to beginning Oregon’s Early and Periodic Screening, 
Diagnosis, and Treatment Program, was associated with the 
child’s initial engagement into treatment, but had no impact upon 
ongoing use of services or attendance [35]. The second study, 
which tested Parent Connectors, a telephone-based program for 
caregivers of children receiving special education and who had 
emotional problems, did not find any discernible impact of the 
peer program upon the child’s utilization of treatment [42].
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 Caregiver and Family Processes

Studies of caregiver and familial processes also vary. Specifically, 
Hoagwood et  al. [43] Parent Empowerment Program, which 
aimed to train parent peers to empower and activate caregivers to 
engage their children into mental health services, found no impact 
upon caregiver strain or empowerment, while Kutash et al. [42] 
Parent Connectors found significant improvements from pre- to 
posttest on family empowerment, but only among those who were 
experiencing the high levels of strain. Further, Koroloff et al. [35] 
found that the EPSDT pretreatment program was associated with 
slight improvements in the caregiver’s sense of empowerment 
comparative to a matched comparison group. And, January et al. 
[5] found significant pre- to post-improvements in the caregiver’s 
perception of social and concrete (e.g., access to supports and 
resources) as a result of a peer parent support program delivered 
by phone.

 Child and Caregiver Symptoms and Functioning

A synthesis of this literature suggests that peer models are asso-
ciated with multiple, positive outcomes for children and their 
caregivers. Results of a recent randomized controlled trial of a 
parent peer-delivered educational and supportive group for ethni-
cally and racially diverse families of children with autism spec-
trum disorder found that caregivers in the intervention condition 
exhibited significant improvements in knowledge about autism 
and reductions in caregiver stress in comparison to caregivers 
receiving treatment as usual (referrals to services in the commu-
nity) [44].

Additionally, studies of peer-delivered parenting programs 
found several improvements in child and caregiver outcomes. In 
comparison to a waitlist control group, for example, caregivers 
who received a peer-delivered parenting program evidenced sig-
nificant improvements in their concerns about their child and par-
enting, and their children showed significant improvements in 
behavior, although there was no difference between this group 
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and a waitlist control group regarding parent stress [45]. Butler 
and Titus [16] found a peer-delivered parenting skills intervention 
was associated with significant improvements in parent-reported 
behavior problems and parenting stress and competence from pre- 
to posttest, although the frequency of their preschool child’s 
behavior problems was not significantly impacted. And, Chacko 
et al. [46] who examined a parent peer-delivered parenting pro-
gram for families of children with ADHD found that the interven-
tion, coupled with medication, was linked to improvements in 
child behavior symptoms and functioning as well as reductions in 
parenting stress and improved parenting behavior. However, nei-
ther Hoagwood et al. [43] nor Kutash et al. [42] found improve-
ments in child behavior or emotional functioning due to the Parent 
Empowerment Program training or the Parent Connectors pro-
grams, although the primary targets for these interventions were 
caregiver empowerment, activation, and support, and not child 
emotional health or functioning.

Taken as a whole, the emerging research on parent peer models 
is favorable; peer-delivered interventions appear to be feasible to 
administer and acceptable to key stakeholders, facilitate service 
use by caregivers to address their own behavioral healthcare 
needs, increase caregiver knowledge, and improve child and care-
giver emotional health and functioning. To this latter point, par-
enting skills programs appear to be the most effective for 
decreasing mental health symptoms, improving the child’s func-
tioning, reducing caregiver stress, and enhancing parenting.

 Future of Peer Programs

Peer-delivered services have expanded dramatically both in the 
United States and globally [47]. Peer parents assume a range of 
roles and are embedded in a variety of settings, most states have 
established credentialing requirements, and parent peer delivered 
services are, or will soon be, a billable service under Medicaid 
across the United States [16, 48]. The research on parent peer 
models is encouraging and shows several areas of growth, 
including detection and outreach models for caregivers at risk 
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(e.g., Acri et al. [38, 39]), integrated and co-located models [16, 
46], and preventive programs for at-risk youth [5]. Efforts such as 
these illustrate the growth and promise of parent peer models for 
families of children with mental health difficulties.
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Peer Support 
for the Medical Community

Beverly Shin

 Introduction

Healthcare workers face unique stressors in their daily encounters 
with illness, suffering, and death [4]. Adverse patient events such 
as medical error or unanticipated patient injury or death can com-
pound providers’ emotional distress and lead to poor work perfor-
mance, burnout, or mental illness [51, 59, 67, 68]. Many healthcare 
organizations have developed robust support systems for patients 
and families in the event of adverse patient outcomes, but signifi-
cantly fewer provide institutional support for distressed medical 
staff under such circumstances [8, 42]. Healthcare providers, phy-
sicians in particular, often prefer to receive support from peers 
rather than from employee assistance programs that have tradi-
tionally been offered to staff after medical errors or adverse events 
[22, 46]. As provider burnout and emotional distress in healthcare 
providers approach alarming levels, several institutions have 
established clinician peer support programs in hopes of minimiz-
ing the negative effect on patients, providers, and systems of care 
when adverse clinical events occur [11, 14, 21, 46, 49]. The long-
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term effectiveness of these programs remains unclear. However, 
the process of designing and implementing institutional peer sup-
port programs highlights salient challenges and barriers to sup-
porting distressed clinicians after adverse patient events.

 The Second Victim

Dr. Albert Wu first coined the term “second victim” in 2000 to 
describe the emotional distress experienced by clinical staff in the 
aftermath of medical errors that harm patients [65]. He identified 
the patient as the first victim in an adverse event and the health-
care provider as the second victim and called attention to the 
urgent need to support clinicians after patient safety events to pre-
vent maladaptive responses to grief and trauma [65]. In 2009, 
Susan Scott defined second victims more broadly as “healthcare 
providers who are involved in an unanticipated adverse patient 
event, in a medical error and/or a patient related injury and become 
victimized in the sense that the provider is traumatized by the 
event” [45].

The National Quality Forum estimates that 1 million health-
care workers, including clinical, support, and administrative staff, 
have been directly or indirectly involved in events that led to 
patient harm [34]. However, it remains unclear how many experi-
ence second victim distress as a result. In one large study, 30% of 
physicians, nurses, and medical students surveyed reported mood 
symptoms or concerns about their ability to perform their jobs 
after a patient safety event [46]. In another study of pharmacists, 
nurses, and physicians, 43.4% reported anywhere from moderate 
to severe distress after making a medication error [64]. A more 
recent study showed that 57.9% of respondents, including physi-
cians, nurses, pharmacists, social workers, and clinical techni-
cians, reported second victim responses after an adverse patient 
incident [14].

Following adverse patient events, second victims may feel 
shame, guilt, anger, or loss of confidence [43, 62]. Clinicians may 
also experience psychiatric symptoms such as depressed mood, 
anxiety, or even suicidal ideation [5, 6, 28]. Symptoms such as 
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sleep disturbances, difficulty concentrating, and lack of engage-
ment can erode the well-being of providers, leading to even more 
errors [2, 48, 69]. The chance for committing medical errors has 
been reported to be elevated after clinicians experience the dis-
tress of the second victim experience [16, 50].

Second victims report that the impact of their distress can last 
months to years, with some never achieving full recovery [45, 54]. 
Some experience PTSD symptoms such as nightmares, flashbacks 
of the incident, and avoidance of situations associated with the 
error, leading to impairment in work performance and overall 
functioning [40, 70, 71]. Others may experience chronic fears of 
litigation or institutional punishment, decreased engagement with 
their work, a decline in job satisfaction, ultimately leading to 
burnout and thoughts of leaving the healthcare profession alto-
gether [2, 16, 60]. One study showed a significant association 
between second victim distress and negative worker outcomes 
such as absenteeism or employees’ plans to change jobs, particu-
larly when organizational support was perceived to be low [2]. 
Frequent employee turnover and absenteeism are extremely costly 
to healthcare organizations. According to a study done in 2004, 
the average cost of losing and replacing a physician was estimated 
to be $123,000 in recruiting fees ($167,478 in 2020 currency) and 
$2 million in lost revenues ($2.7 million in 2020 currency) [32]. 
The cost of replacing a medical/surgical or specialty nurse was 
estimated to be $47,403 ($64,544  in 2020) and $85,197 
($116,005  in 2020), respectively [32]. As physician shortages 
increase in some specialties and chronic nursing shortages persist, 
strategies to minimize turnover may become even more critical 
[61].

 Institutional Support for Second Victims

Increasingly aware of the high cost of the second victim phenom-
enon to providers, patient safety, and healthcare systems, several 
national organizations have called for institutional support of sec-
ond victims. In 2010, the Joint Commission and the National 
Quality Forum recommended that health care institutions estab-
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lish support structures to help healthcare works recover after trau-
matic events in the workplace [24, 34]. In a new policy outlined in 
July 2019, the American Medical Association encouraged physi-
cian wellness groups to consider developing peer support pro-
grams that are “voluntary, confidential, and non-discoverable.” 
The new policy also encouraged further study of the prevalence 
and potential impact of the “second victim phenomenon” [78].

Despite these recommendations, there is evidence that effec-
tive institutional support remains limited. There have been numer-
ous reports of clinicians who were highly distressed after medical 
errors and desired support but were unable to obtain it from their 
employers [5, 20, 22, 43, 58–60, 63]. In a survey study of 3171 
physicians, 80% expressed interest in emotional support after a 
serious medical error, but only 10% felt adequately supported by 
their healthcare institutions [58].

This perceived lack of support is in notable contrast to what 
risk managers report about the availability of institutional support 
programs. In a survey of 575 risk managers in the United States, 
73.6% reported that their hospitals had programs to provide emo-
tional support to healthcare workers after adverse events [61]. 
However, 90.1% of these programs were housed within employee 
assistance programs (EAPs), and there are multiple reports in the 
literature indicating that clinicians, physicians in particular, infre-
quently turn to EAPs after adverse events [22, 29, 49]. Physicians 
have reported that barriers to seeking support from EAPs include 
fears of stigmatization given the perceived role of EAPs in 
addressing disruptive behavior, substance use, and performance 
issues [29]. This reluctance to seek help from EAPs may account 
for the divide between what providers and risk managers report 
about perceived institutional support.

 Peer Support

Peer support has emerged in the literature as the preferred form of 
emotional support by second victims, rather than EAP services. 
Many institutions have found that healthcare workers across all 
disciplines desire peer support in the form of supportive and con-
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fidential discussion with colleagues when adverse patient events 
occur [22, 37, 46, 56]. It appears that distressed clinicians seek 
colleagues who will provide reassurance, compassion, active lis-
tening, and validation of their emotional responses [11]. Second 
victims also express benefit when a colleague can share similar 
experiences or put a medical error into perspective by framing it 
as a part of the profession or integral to the learning process [11, 
36]. Commonly desired features of organizational support include 
prompt, easy access and a nonjudgmental, blame- free approach 
[11, 46].

Several healthcare institutions have established formal peer- 
support programs to address the needs of second victims. The 
peer support programs initiated by Brigham and Women’s 
Hospital in 2004, University of Missouri in 2009, and Johns 
Hopkins University in 2011 have been early models for subse-
quent peer support programs in other hospital systems [11, 14, 27, 
29, 30, 46, 49]. All three institutions have published papers about 
the design, implementation, and initial results of their programs 
[11, 14, 46, 49]. Table 8.1 is a comparative summary of the three 
programs. At all three institutions, multidisciplinary leadership 
teams conducted employee surveys to characterize the prevalence 
and needs of second victims, nominated and trained peer support-
ers, engineered peer support access based on the perceived needs 
of employees, and attempted to collect data regarding the peer 
support that was provided. However, there are notable differences 
between the programs that illustrate some of the challenges to 
providing effective organizational support to second victims.

 Center for Professionalism and Peer Support 
at Brigham and Women’s Hospital

Brigham and Women’s Hospital’s Center for Professionalism and 
Peer Support (CPPS) is one of the earliest peer support programs 
described in the literature. Established in 2004, CPPS initially 
provided multidisciplinary group peer support to distressed clini-
cians in which peer supporters had been trained by first respond-
ers such as emergency medical technicians. However, CPPS 
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leadership noted that there was great reluctance by physicians to 
access the program because it appeared to be extremely challeng-
ing for physicians to acknowledge vulnerability before a multidis-
ciplinary group that included nonphysicians [49]. In 2012, CPPS 
leaders conducted a survey study in which 88% of physicians 
stated that they preferred to receive support from other physician 
colleagues when needed [22]. This is consistent with data from 
two other studies in which the majority of physicians preferred to 
speak with other physicians after an error [36, 59]. In response, 
CPPS redesigned their peer support program to provide one-on-
one peer support in which providers seeking help could be cus-
tom-matched with a peer clinician to accommodate physician 
preference for other physicians [49].

CPPS leaders nominated and trained clinical staff to be peer 
supporters, publicized the program within the hospital, and then 
invited distressed clinicians and staff to reach out to the program 
when needed. However, no clinicians requested support during 
the first year of the redesigned program [49]. A survey of their 
own physicians suggests possible reasons for the lack of clinician 
response. Nearly all of the physicians surveyed (89%) cited lack 
of time as a barrier to seeking needed emotional support. The 
majority also cited concerns about lack of confidentiality, nega-
tive impact on career, and the stigma of needing to access mental 
healthcare as barriers to seeking support [22]. In response to this 
data, CPPS leaders took a more pro-active approach to reaching 
distressed clinicians. Rather than waiting for employees to con-
tact CPPS, staff from risk management, patient safety, and the 
employment assistance program made referrals directly to CPPS 
in the event of a known adverse event. CPPS then reached out to 
the provider [49].

While this is a commendably pro-active approach to reaching 
clinicians in need, distressed clinicians may perceive the referral 
as intrusive. Furthermore, given that the same department that 
conducts safety investigations is also making the referral for emo-
tional support, it might be difficult for clinicians to fully disclose 
their responses to an event in an honest way. Providers referred in 
this way may not have enough institutional trust to fully engage 
with a peer support program in a way that is beneficial.
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CPPS leaders reported that over a 3-year period, the program 
provided group peer support to 240 clinicians. In addition, 220 
outreach calls to individual clinicians were made [49]. However, 
it is not stated how many of those referred to the program actually 
engaged in peer support services once offered. As such, it is 
impossible to fully assess how engaged employees were with the 
program. CPPS leaders expressed concern that that their program 
may not reach many clinicians who might benefit from it. They 
also acknowledged the need for outcome studies and have been 
developing a survey study to determine the effects of the program 
on second victims in their hospital system [49].

 Resilience in Stressful Events (RISE) at Johns 
Hopkins Hospital

A multidisciplinary team at Johns Hopkins Hospital created the 
Resilience in Stressful Events (RISE) Program after patient safety 
leaders, risk management, and clinical departments began to rec-
ognize both the importance and the absence of consistent and 
timely support for second victims at their institution [15]. To 
address the needs of second victims, RISE leaders assembled a 
multidisciplinary team that included the hospital’s patient safety 
director, a physician faculty member who has contributed signifi-
cantly to the second victim literature, a risk manager, a patient 
safety researcher, a nurse manager, and a hospital chaplain [14]. A 
pre-implementation survey given to frontline staff in the pediat-
rics department in 2010 revealed that 66.4% had been directly 
involved in an adverse patient event, and 57.9% had experienced 
mood symptoms or difficulty performing their jobs after the event 
[14]. 70.7% of those surveyed preferred individual rather than 
group support, and 68.7% preferred support from peers rather 
than from nurse managers, pastoral care, counselors, or social 
workers [14]. RISE program leaders nominated and trained peer 
supporters, most of whom were nurses, but also included physi-
cians, social workers, allied healthcare providers, patient safety 
staff, and a chaplain. RISE peer supporters had a higher level of 
support and supervision than was provided by the CPPS team for 
peer supporters at Brigham and Women’s Hospital. In addition to 
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an initial 6-hour training in psychological first aid, RISE peer sup-
porters attended monthly meetings and debriefings after every 
peer encounter [14]. In contrast to the referral system used by 
CPPS, distressed clinicians at Johns Hopkins could anonymously 
page the RISE team anytime, 24 hours a day, 7 days a week, for a 
guaranteed response within 30 minutes to schedule an encounter 
within the next 12 hours [14]. This access system reflected the 
preferences of employees in the preimplementation survey, in 
which the most commonly desired features of a support program 
included anonymity and “24/7” access [11].

Similar to CPPS, RISE also received very few requests during 
the first year (12 calls). To increase clinician engagement, RISE 
leaders actively promoted the program in the hospital system 
through a dedicated website, publicity through internal publica-
tions, continuously cycling screen savers with program informa-
tion, presentations to targeted departments and units, and 
recruitment of unit-level champions [14]. The volume of calls did 
increase over time, and by the time the program had been in place 
for 4.25 years, there had been 119 calls [14]. Similar to what hap-
pened at Brigham and Women’s hospital, fewer physicians 
accessed the RISE program relative to other types of clinicians. 
Of the 80 calls with available data, 56% were made by nurses, 
while only 16.2% were made by physicians. The level of aware-
ness of RISE was also significantly lower among physicians com-
pared with nurses [11].

Four years after RISE had been established, program leaders 
conducted a post-implementation survey study in the pediatrics 
department. Mindful of confidentiality and the vulnerable emo-
tional state of employees who activated peer support from RISE, 
the survey was distributed to all employees in the pediatrics 
department, not just to those who had sought peer support. This 
study showed that while more people were aware of RISE than 
when the pre-implementation survey was conducted, the percent-
age of people willing to access RISE was similar at both time 
points [11]. This suggests that despite the program’s robust efforts 
to promote the program, some of the barriers cited by employees 
in the same study remained a challenge. Similar to the physicians 
at Brigham and Women’s Hospital, employees in the pediatrics 
department at Johns Hopkins cited lack of time and the stigma of 

B. Shin



159

seeking emotional support as barriers to engage with RISE [11]. 
Others cited the need to overcome the culture of blame that per-
sists in the hospital. One person in the study commented, “Getting 
people to use available resources when they have been used to just 
sucking it up is difficult. We need a culture change.” Another 
stated, “I think there is still a stigma with using any resources like 
RISE…Despite what politically correct ‘support’ manager and 
others in the leadership may say, when it comes down to it, people 
tend to blame the victim rather than support [her/him]…” [11].

 Blame vs. Just Hospital Cultures

Unfortunately, there is evidence that a blame culture is prevalent 
in many U.S. hospitals [17, 26]. A blame culture is characterized 
by employee unwillingness to accept responsibility for mistakes 
or take risks because of fear of criticism or management admon-
ishment. Such a culture cultivates distrust and fear among pro-
viders, who then blame one other to avoid being reprimanded or 
belittled. As a result, clinician innovation and personal initiative 
suffer because the risk of being wrong among colleagues is per-
ceived to be too high [26]. In this setting, silence is often the 
prevailing response to near misses or errors, especially when a 
provider from a high-status professional group commits the error 
[10, 35, 39, 52]. One can imagine that, by extension, distressed 
clinicians in a blame culture would be extremely hesitant to seek 
emotional support after an error. In a just culture, by contrast, 
organizations recognize the significant role that faulty systems 
play in medical errors, and they prioritize organizational learning 
over punitive treatment of individuals involved in errors [26]. 
The clinical milieu supports open dialogue regarding errors in 
order to promote safer practices [26]. Psychological safety is a 
critical element of a just culture, where providers feel they can 
question existing practices and admit mistakes without risking 
ridicule or punishment [53]. Amy Edmonson, who has written 
extensively about organizational learning and dynamics, particu-
larly in complex, knowledge-driven industries such as health-
care, defines psychological safety as “a climate in which people 
are comfortable expressing and being themselves.” In a psycho-
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logically safe environment, employees feel safe to share con-
cerns or mistakes without the interpersonal risk of feeling 
humiliated, ignored, or blamed [12].

A large Belgian study demonstrated the significant impact that 
hospital culture can have on second victims. Van Gerven et  al. 
found that a blame culture significantly increased the negative 
psychological impact on providers after a patient safety incident, 
whereas a supportive culture significantly reduced the psycho-
logical impact. Interestingly, the presence of second victim sup-
port programs did not influence psychological impact or recovery 
in this study, suggesting that hospital culture may have a more 
powerful impact on second victims than support programs [55].

The prevailing blame culture has also been strongly implicated 
as a major factor in the unacceptably high medical error rate in the 
United States, and some have argued that profound cultural 
change is a fundamental perquisite to making significant improve-
ments in patient safety [7]. Hospital safety experts warn against a 
piecemeal approach to making patient safety changes, as these 
have shown a limited ability to promote a just culture throughout 
a healthcare system [38, 73, 74]. Rather, comprehensive changes 
that address culture and leadership, as well as specific compo-
nents of care delivery, would be necessary [19]. It may be that to 
address hospital culture is also a fundamental prerequisite for an 
effective clinician support program for second victims. The lim-
ited engagement of clinicians in the CPPS and RISE programs 
may suggest that to have an organizational support program with 
robust clinician engagement, it must comprehensively shift cul-
ture and leadership, as well as local clinical practices.

 The forYOU Rapid Response System for Second 
Victims at University of Missouri

In 2009, a team at University of Missouri Health Care (MUHC), 
led by Susan Scott, did just this by creating a comprehensive 
interventional support network for second victims, rather than a 
stand-alone peer support program. The program was named 
forYOU, and through its innovative 3-tiered design addressed 
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many of the barriers to seeking care cited by healthcare workers 
such as lack of time and the stigma around seeking help [11, 22]. 
Not surprisingly, the forYOU program had markedly higher clini-
cian engagement compared with the other peer support programs 
described in this chapter [11, 14, 46, 49].

The unique forYOU program design grew out of the 3-year 
period dedicated to understanding the second victim phenomenon 
and how it was affecting the staff at MUHC [46]. The forYOU 
team’s extensive research and development period stands out 
among institutional peer support groups described in the literature 
in its thoroughness and clear commitment to try to understand the 
struggles and needs of second victims in their institution through 
both qualitative and quantitative studies. Similar to the RISE lead-
ership team, the forYOU team was multidisciplinary and repre-
sented patient safety and risk management departments, medical 
and nursing staff, and clergy. In addition, the forYOU team 
included representatives from social work, respiratory therapy, 
education, and their EAP. After conducting an extensive literature 
review of the second victim experience, this interprofessional 
team then studied Brigham and Women’s CPPS program, as well 
as Medically Induced Trauma Support Services (MITSS), a 
Massachusetts- based program that has provided a support net-
work for patients, families, and clinicians following adverse med-
ical events since 2002 [21, 46]. The forYOU team also explored 
support programs in non-healthcare industries for further guid-
ance such as Critical Incident Stress Management (CISM), a pro-
gram used in aviation and by pre-hospital first-responders after 
traumatic community events [21, 46]. The forYOU team incorpo-
rated Jean Watson’s Theory of Transpersonal Care into their prac-
tice model. This is a holistic approach that encourages compassion, 
authentic presence, self-care, and an openness to spiritual and 
intuitive experiences when caring for patients [75].

After exploring various support models, the forYOU team con-
ducted a year-long qualitative study in which they interviewed 31 
healthcare providers (physicians, nurses, and allied healthcare 
professionals) who had been involved in patient safety event 
investigations. The goal of the study was to understand the second 
victim experience and to elicit specific healing interventions that 
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participants believed would be most helpful in their recovery [44, 
45]. An analysis of the qualitative data revealed that while partici-
pants had developed unique coping strategies, they also described 
recovery trajectories with similar features regardless of gender or 
professional group [44, 45]. Researchers delineated six stages of 
a predictable recovery pattern for second victims, which are sum-
marized in Table 8.2. Stage 1, “chaos and response,” begins as 
soon as an adverse event is identified. Clinicians experience 
chaos, confusion, and often a variety of stress-related physical 
and psychosocial symptoms. In Stage 2, “intrusive reflections,” 
the second victim repeatedly replays and reflects upon the clinical 
event, often leading to feelings of inadequacy and isolation. 
Second victims in stage 3, “restoring personal integrity,” experi-
ence intense fear about the impact of the error on his/her profes-
sional trajectory and on how he/she is perceived by colleagues. 
This leads to a search for acceptance and the need to regain trust 
from colleagues. Many clinicians find stage 4, “enduring the 
inquisition,” to be extremely stressful, as this is the stage in which 
the second victim must recount the event during the investigation 
process. Fear and anxiety intensify as apprehension about future 
employment, career, and sometimes litigation grows. In Stage 5, 
“obtaining emotional first aid,” second victims seek emotional 
support but experience uncertainty about how to find effective 
support and whom they can trust to discuss the event [44, 45].

Stage 6, “moving on,” describes the ultimate outcome of the 
second victim’s recovery path and can go in one of three possible 
directions: “dropping out,” “surviving,” or “thriving” [44, 45]. In 
dropping out, the second victim chooses to leave the practice 
environment by changing positions or even by leaving the health-
care profession altogether. Alternatively, the second victim may 
“survive” by continuing to work but also continuing to suffer from 
the event, never returning to pre-event baseline performance lev-
els. The ideal outcome is of course thriving, in which second vic-
tims feel that they have gained valuable and transformative 
insights related to patient safety from the event. Many second vic-
tims who arrive at this stage actively participate in safety improve-
ment plans to prevent future errors [44, 45].
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ForYOU leaders used this nuanced understanding of the sec-
ond victim recovery stages to guide their design of interventions 
for their peer support program. Similar to the CPPS and RISE 
programs, they also conducted a survey of their employees to 
characterize the second victim experience and to find out what 
features employee were looking for in a support program. Of the 
898 respondents, 30% reported mood symptoms or concerns 
about their ability to perform their jobs as a result of a clinical 
patient safety event, and 15% of this group had seriously contem-
plated leaving their chosen professions [46]. Reflecting concerns 
that clinicians tend to suffer in silence, 65% of employees who 
reported suffering after adverse patient events reported that they 
did not seek out support [46]. The survey also included opportuni-
ties for narrative response about what employees believed would 
be helpful from an organizational support program and identified 
eight common themes that described characteristics of an ideal 
program [46]. Employees most frequently cited wanting to have 
an institutionally sanctioned respite away from the clinical envi-
ronment immediately after an event so that a second victim could 
try to regain composure in private. The next most commonly cited 
feature was a safe and just culture approach with a no-blame men-
tality [46]. Based on this large survey, forYOU team leaders con-
cluded that MUHC healthcare workers wanted formal 
organizational support, ideally at the departmental or unit level, 
that includes prompt, confidential, and easy access to profession-
ally trained counselors [46].

 The Scott Three-Tiered Integrated Model

Once the forYOU team presented the extensive data collected 
from their literature review, their study of multiple support mod-
els, and their interview and survey results, MUHC senior leaders 
overwhelmingly supported the establishment of a formal pro-
gram to provide emotional support to second victims. The 
forYOU team then developed the Scott Three-Tiered Integrated 
Model to provide rapid, on-demand emotional support to second 
victims 24 hours a day, 7 days a week [46]. In contrast to the 
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stand-alone peer support programs described by other institu-
tions in the literature, the forYOU program is a flexible and 
comprehensive second victim support network that provides 
varying levels of support to distressed clinicians. The overall 
structure of the Scott Three-Tiered Integrated Model of Second 
Victim Support is illustrated in Fig. 8.1.

Tier 1 was designed to provide surveillance and initial support 
for potential second victims at the unit or departmental level. 
Based on the six stages of second victim recovery that emerged 
from their interview data, the forYOU team trained individual unit 
leaders and select peers from within departments to identify both 
second victims and emotionally challenging case types that put 
clinicians at high risk for experiencing second victim symptoms 
[21, 46]. The forYOU team trained department leaders and peers 
working on the unit to administer immediate psychological first 
aid for distressed clinicians once identified [21, 46]. ForYOU 
team members are also available to provide real-time assistance 
for unit/department leaders if additional guidance is needed when 
supporting a colleague [21].

Tier 3
Expedited

Referral Network

Tier 2
-Trained Peer Supporters

-Patient Safety & Risk
Management Resources

Tier 1
‘Local’ (Unit/Department) Support

Established Referral Network with
 Employee Assistance Program
 Chaplain
 Social Work
 Clinical Psychologist

Ensure availability and expedite access to
prompt professional support/guidance.

Trained peer supporters and support
individuals such as patient safety officers or
risk managers who provide one on one crisis
intervention, peer supporter mentoring, team
debriefings, & support through investigation and
potential litigation.

Department/Unit support
from manager, chair,
supervisor, fellow team
member who provide one-on-
one reassurance and/or
professional collegial critique of
cases.

Fig. 8.1 The Scott Three-Tiered Interventional Model of Second Victim 
Support. (Reproduced with permission from [46])
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The active involvement of leaders as trained peers at the unit 
level is perhaps one of the most powerful and innovative features 
of the Scott 3-Tier Method. Training unit and department leaders 
to identify second victims and intervene quickly with sensitive 
emotional support normalizes clinician distress after adverse 
events and very likely reduces the stigma around seeking support, 
a commonly cited barrier for engaging in peers support programs 
[11, 21, 22, 49]. Moreover, unit leaders who survey their col-
leagues for distress and intervene with timely and sensitive emo-
tional support, particularly when the adverse event involves 
medical error, potentially shift the culture at the local level from a 
blame culture to a just culture by increasing the psychological 
safety of the unit. By affecting both culture change and leader-
ship, the forYOU program exemplifies the kind of comprehensive 
change that many patient safety experts recommend for an effec-
tive shift from a blame to a just culture [19, 23].

In Tier 2, individual or group emotional support is provided 
by trained peer supporters to second victims identified in Tier 1 
[46]. Peer supporters include physicians, nurses, social workers, 
and allied health professionals, and their training is considerably 
more extensive than what has been described by other programs 
in the literature, including CPPS and RISE [11, 14, 21, 46, 49]. 
ForYOU peer supporter training includes 18 hours of didactics, 
small-group sessions, and simulations, as well as monthly meet-
ings for case reflection and additional mentoring. Peer supporters 
learn critical incident stress management techniques and to iden-
tify high-risk clinical events that are more likely to elicit a second 
victim response [21, 46]. Initially, forYOU peer supporters were 
recruited from and placed in departments that are clinically high 
risk for second victim reactions, such as operating rooms, inten-
sive care units, pediatrics departments, and the emergency 
department/trauma bay. This is a particularly strategic approach, 
as it facilitates recognition of second victims in areas of the hos-
pital that are most likely to have the largest numbers of second 
victims. Having trusted colleagues who are sensitive to clinician 
distress further normalizes the second victim experience. 
Clinicians might be more accepting of help and feel less stigma-
tized when everyone on the unit is offered support after an 
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adverse event, not just individuals involved in safety investiga-
tions. Having peer supporters embedded on units also removes 
the burden of navigating an access system for distressed clini-
cians seeking peer support, which was cited as a barrier to seek-
ing help by second victims in previous studies [11, 22]. Many 
providers have also cited lack of time as a significant barrier to 
seeking needed support [11, 22, 46]. The forYOU program 
addresses this by providing immediate, on-site support when 
needed, without the need to schedule a peer support session out-
side of work hours.

Tier 2 peer supporters can also refer second victims to other 
resources available within the hospital. They can refer col-
leagues to patient safety experts for support during the immedi-
ate aftermath of a patient safety event and any institutional 
investigation that may follow, or to risk management for guid-
ance in the event of litigation [46]. Peer supporters may also 
escalate care to Tier 3 if they feel that a distressed colleague 
requires a higher level of emotional support than they feel 
equipped to provide. Tier 3 is a “fast-track” referral source to 
professional counselors within the institution. Tier 3 profession-
als include chaplains, EAP personnel, social workers, and clini-
cal health psychologists [46]. These providers also serve as 
mentors to Tier 2 peer support rapid response team members 
[21]. This creates a symbiotic relationship in which Tier 2 peer 
supporters gain additional supervision from experienced clini-
cians while Tier 3 providers gain increased experience and 
understanding of the profound emotional trauma that many 
experience after an adverse patient event [46]. Given the afore-
mentioned preference that many physicians have for receiving 
support from other physicians, clinician engagement may 
improve if psychiatrists are among the Tier 3 providers [22, 49].

Five years after implementing their program, the forYOU team 
created a data collection tool and distributed it to forYOU peer 
supporters after activations and during monthly team meetings to 
evaluate the program’s effectiveness [21]. Presumably out of the 
same concern the RISE program had for maintaining confidential-
ity and emotional sensitivity for those who had sought support, 
the forYOU leaders did not directly survey second victims who 
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received support. Informal Tier 1 interactions were not monitored 
or included in this survey. The survey results indicated that Tier 2 
interventions addressed the needs of 90.3% of MUHC clinicians 
who had received peer support, and 9.7% required Tier 3 profes-
sional referrals [21]. Overall provider engagement with forYOU 
was markedly greater than what was reported by CPPS or 
RISE. Over the course of 5 years, there were 1075 documented 
support encounters [21]. The forYOU program was available to 
6500 employees in the University of Missouri Health Care system 
[21]. CPPS at Brigham and Women’s Hospital reported that over 
a 3-year period, 240 clinicians received group peer support, while 
220 outreach calls were made to clinicians who were involved in 
patient safety investigations [49]. However, because it is not 
known how many of these outreach calls resulted in individual 
peer support encounters, it is not known exactly how many clini-
cians utilized the program.

Nonetheless, considering that Brigham and Women’s 
Hospital is a larger healthcare system, with around 8500 employ-
ees, this was still a lower level of clinician engagement relative 
to the forYOU program [1]. The RISE program had even less 
robust clinician engagement. After 4.25 years, out of the approx-
imately 10,000 employees at Johns Hopkins Hospital, 119 calls 
to RISE were reported [14, 77]. Team leaders from both RISE 
and CPPS cited getting staff members who need support to uti-
lize their programs to be the greatest challenge to their programs 
[11, 14, 49].

There are certainly many possible reasons that clinician 
engagement was so much higher with the forYOU program 
 compared with other programs. Recognizing that further studies 
would need to be done to demonstrate this, our hypothesis is that 
the forYOU program was more successful in engaging its employ-
ees because the design of the program actively promoted a just 
culture by training unit leaders to offer emotional first aid to sus-
pected second victims and by embedding highly trained peer sup-
porters in the clinical milieu. This shift toward increased 
psychological safety addresses a significant barrier to seeking 
help expressed by many second victims in multiple studies, 
namely the shame and stigma associated with both experiencing 

B. Shin



171

second victim symptoms after an adverse patient event and seek-
ing help. Creating a culture of psychological safety has already 
been demonstrated to be a key component of making lasting and 
effective changes to patient safety [47, 57]. It may be that may be 
that a culture shift toward psychological safety is equally impor-
tant in creating effective support systems for distressed caregiv-
ers. Given that distressed second victims are at higher risk for 
making errors, providing support to second victims is arguably 
also a patient safety initiative [2].

Although the forYOU program had overall greater clinician 
engagement, there were some trends in the way clinicians uti-
lized support that were similar to what was reported by CPPS and 
RISE. Similar to CPPS and RISE, fewer physicians sought sup-
port from the forYOU program relative to other types of provid-
ers. Of the one-on-one Tier 2 interventions that were reported in 
the 5-year post-implementation survey, 53% were for nursing 
staff, 23% were for physicians (including attending, fellow, and 
resident physicians), and 17% were for allied health profession-
als and nonclinical staff [21]. Similar to what was reported by 
RISE, the smallest proportion of forYOU activations were for 
adverse events related to medical error. 17% of the Tier 2 encoun-
ters were for medical error, 28% for personal/professional crisis, 
and 55% for unforeseen/unanticipated patient outcomes [21]. 
These trends highlight the ongoing challenge of providing sup-
port to physicians and to all clinicians after a medical error. 
Qualitative studies may be helpful to try to characterize what 
type of interventions physicians would utilize, given the barriers 
to seeking care they have described, such as lack of time, con-
cerns about  confidentiality, and the stigma of needing to access 
mental healthcare. Some have argued that a deep-seated culture 
of shame that endures in medical training may create a particu-
larly persistent barrier to physicians reaching out for support 
when needed, particularly in the case of medical error [41, 76]. 
Given the tendency of providers to isolate when feeling shame, 
they may continue to suffer in silence until shame in clinical and 
educational culture is addressed [41].
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 Future Directions

Team leaders from CPPS, RISE, and forYOU acknowledge the 
need for further studies to assess the long-term effectiveness of 
their programs and to delineate which features of programs sec-
ond victims find most helpful [14, 46, 49]. It is possible that clini-
cian engagement will improve over time, but over a longer interval 
than the 3–5 year periods measured in the current studies of these 
programs. It would be important to know if peer support programs 
reduce mood symptoms and burnout in providers, or if providing 
institutional support for second victims decreases the number of 
errors.

In addition, the challenges faced by the three support programs 
described here underscore both the importance and the difficulty 
of changing the culture of shame and blame in the clinical envi-
ronment. Pre-implementation surveys of employees to character-
ize second victim distress should also include items that allow 
providers to describe their perceptions of the clinical culture in 
which they work. Burlison et al. have developed an assessment 
called the Second Victim Experience and Support Tool (SVEST) 
that includes questions about perceived colleague, supervisor, and 
institutional support that can be used to help gauge employees’ 
perceptions of the psychological safety of the culture of an institu-
tion [3]. Tools such a as this could be used as a starting point in 
assessing whether a just vs. blame culture is present. A possible 
challenge with such surveys is clinician concern about lack of 
anonymity or reprisal for reporting a blame culture. The shift 
from blame to just culture is admittedly an even more complex 
process, with even fewer guidelines for best practices than are 
available for addressing second victim distress. However, creating 
a second victim support program without simultaneously address-
ing the culture of blame and shame that prevails in many institu-
tions may result in limited clinician engagement, as the programs 
discussed in this chapter have found.

The issue of confidentiality in peer support programs is also a 
significant hurdle that must be cleared in order for clinicians to 
feel comfortable engaging in existing peer support programs. 
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Respondents to surveys conducted by CPPS, RISE, and forYOU 
programs all expressed the importance of confidentiality in seek-
ing peer support, with many physicians in particular citing con-
cerns about confidentiality as a major barrier to seeking support 
when needed [11, 14, 22, 46, 49]. In the CPPS and RISE pro-
grams, peer intervention confidentiality is broken only in the case 
in which there is a concern that the distressed victim may be an 
acute danger to self or other [14, 49]. It would be useful to clarify 
this with hospital staff when introducing any peer support pro-
gram.

However, a murkier and more problematic element of confi-
dentiality in peer interventions is discoverability in the case of 
future litigation for a medical error. Laws regarding protected sta-
tus for peer support interactions are unclear and vary highly from 
state to state, and this ambiguity may deter second victims from 
seeking help, especially given the looming specter of malpractice 
that shapes communications following adverse events [72]. 
Ideally, unambiguous and comprehensive protections should be 
incorporated into existing federal legislation such as the Patient 
Safety and Quality Improvement Act [72]. Without some sort of 
clear legislation to protect communications for second victims 
support interventions, fears about confidentiality may remain a 
significant barrier to providers seeking emotional support after 
adverse patient events. This would be especially true for physi-
cians, who tend to bear the brunt of legal responsibility following 
an adverse patient event that proceeds to litigation. While a psy-
chologically unsafe work environment has been implicated in the 
culture of silence around healthcare  providers reporting medical 
errors and seeking emotional support in the aftermath of such 
errors, provider fears about confidentiality in the case of litigation 
also likely contribute significantly to this silence [26, 72]. CPPS 
managed the legal ambiguity of confidentiality by not keeping 
written notes of peer support interventions [49]. However, not 
having any documentation of peer encounters impedes further 
training and supervision of peer supporters, as well as much-
needed evaluation of support programs to assess and improve 
their effectiveness.
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As the urgency for healthcare organizations to address both 
provider burnout and patient safety mounts, designing effective 
support programs for second victims can appear to be an insur-
mountable enterprise, given the challenges and complexities of 
doing so effectively as reflected by the experiences of the three 
programs discussed in this chapter. However, leaders from these 
programs have demonstrated the initiative, creativity, and persis-
tence needed to approach this daunting and critical task. Team 
leaders from CPPS, RISE, and forYOU identified second victim 
syndrome as a problem and brought it to the attention of senior 
leadership at their institutions, and it is important to note that all 
three programs had strong support from hospital leadership [11, 
14, 21, 44, 46, 49]. Committed executive leadership and the allo-
cation of appropriate resources are critical to providing compre-
hensive second victim support [9, 34, 48]. Patient safety experts 
have stressed the importance of involving senior leadership in 
implementing any lasting changes to improve patient safety [19]. 
After securing executive buy-in, leaders of CPPS, RISE, and 
forYOU then conducted studies to better understand the preva-
lence and characteristics of second victims in their own institu-
tions, as well as what features they preferred from a support 
system. This allowed each organization to engage in an iterative 
design and implementation process in which interventions were 
tailored to the specific needs of its employees. Program leaders 
noted the lack of existing literature about necessary steps to 
implement second victim support programs, as well as an absence 
of any outcome studies for existing programs [14, 46]. Rather 
than using the dearth of evidence about best practices as a reason 
to maintain the status quo as many  institutions unfortunately do, 
these team leaders took daring steps to design their own programs, 
refine and study them, and then publish the process and results so 
that others can benefit from lessons learned. This thoughtful and 
imaginative approach should serve as a model to other institutions 
that have identified the need for organizational support programs 
for second victims but are waiting for evidence for best practices 
to appear in the literature to start their own support programs. 
Addressing second victim syndrome is a complex problem that 
will require resources, creativity, and the willingness to experi-
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ment with novel programs. Healthcare institutions can hardly 
afford to take a less proactive approach given the high cost of 
second victim distress to providers, patient safety, and a sustain-
able healthcare workforce.
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