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Abstract
Peer telemental health recently became Medicaid reimbursable during the COVID-19 cri-
sis, increasing the need for standardized training on digital peer support (DPS) services. 
DPS has the potential to reduce barriers to services and expand the reach of peer support 
specialists. The 4-h Digital Peer Support Training program was developed to train peer 
support specialists for rapid uptake in providing digital peer support during the COVID-19 
crisis. The purpose of this study was to examine the impact of the 4-h DPS course for peer 
support specialists. Surveys were administered to examine pre-post changes in DPS course 
for participants (N = 75) related to attitudes/ beliefs towards DPS, ability to use/ engage in 
DPS, and organizational readiness to implement DPS. Data were analyzed by conducting 
paired samples t-tests. Linear mixed models were used to explore significant results fur-
ther. Statistically significant (< .05) changes were observed related to readiness to use DPS, 
attitudes/ beliefs towards DPS, and ability to use/ engage in DPS. The 4-h DPS course may 
be beneficial in providing diverse groups of peer support specialists with a standardized 
training framework. Widespread dissemination of the DPS short course may be beneficial 
in rapidly equipping peer support specialists with the skills and resources needed to expand 
the reach of peer support services during the COVID-19 crisis and beyond.
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Introduction

Digital peer support can expand the reach of peer support services through the use of technol-
ogy (i.e., smartphones, videoconferences, text messages) and augment clinical mental health 
services provided by psychiatrists and other licensed clinicians [1–3]. Digital peer support is 
defined as live or automated peer support services delivered through any technology medium 
[4]. The COVID-19 pandemic has facilitated the expansion of digital peer support to include 
not only videoconferencing, but also videogames and virtual reality peer support delivery [5]. 
As digital peer support continues to expand across the world, peer support specialists have 
increasingly reported the desire and need to use technology to deliver peer support [5]. Peer 
support is defined as shared knowledge, experience, emotional, social, and/or practical assis-
tance to support others with similar lived experiences [6], and includes evidence-based peer-
supported self-management services [4]. Mental health peer support provides support services 
to maintain recovery between clinical visits [6], and the WHO has classified peer support as 
an essential element of recovery [7]. Currently, digital peer support is Medicaid reimbursable 
due to the ongoing emergency declaration regarding the COVID-19 crisis allowing for provid-
ers (including peer support specialists) to offer telehealth services. A cross-sectional online 
survey of 488 peer support specialists from 42 different states found that 50% of peer support 
specialists reported offering digital peer support [5]. Despite the widescale use of digital peer 
support, a standardized training is greatly needed to guarantee quality services.

A three-month long Digital Peer Support Certification has been developed that focuses 
on increasing the performance of peer support specialists’ ability to use smartphones in their 
practice [8]. This Certification, highlighted in the Substance Abuse for Mental Health Admin-
istration’s Mental Health Peer Support Workforce Designline (2021), 16-h of in-person train-
ing and ongoing education and simulation training over a period of three-months [9]. Train-
ing includes technological literacy and skills, including how to download smartphone apps, 
how to send text messages, and how to watch videos [8]. This Certification also addresses 
organizational challenges such as access to technologies, HIPAA-compliance and confiden-
tiality issues, work-life balance, and the importance of digital crisis intervention (e.g., how 
to respond to a social media message outside of work hours that states a client wants to harm 
themselves or others). This certification has shown to be an effective knowledge translation in 
that peer support specialists increased their actual capacity to use technology [8]. While the 
Digital Peer Support Certification is promising, the focus is service delivery through smart-
phone technologies–-not the broad array of technologies used by peer support specialists [5]. 
The use of technology beyond smartphone applications may increase access to peer support 
services for home-bound individuals, individuals who live in rural areas, and other individuals 
who have historically been difficult to reach and engage.

The purpose of this study is to examine the extent to which a 4-h Digital Peer Support 
training program impacts capability, knowledge, and confidence in using digital peer support, 
beyond smartphones applications.

Methods

An online, single arm pre/post pilot study was conducted with N = 100 peer support spe-
cialists to examine the effectiveness of the Digital Peer Support (short course) related 
to attitudes/ beliefs towards digital peer support, ability to use/ engage in digital peer 
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support, and organizational readiness to implement digital peer support. This study was 
approved by [blinded for review] Institutional Review Board.

Participants

Eligibility for study participation included the following: (1) individuals that are 
18 years and older; (2) individuals self-report as a peer support specialist; and (3) able 
to provide consent. Exclusion criteria are as follows: (1) individuals that are younger 
than 18 years old; (2) non-peer support specialists; (3) individuals deemed cognitively 
impaired and who are unable to provide consent as identified as not being able to regis-
ter for the digital peer support training.

Measures

Study measures were administered at pre and post-time intervals and were selected to 
reflect key goals described in the research literature on peer support, including accept-
ance and use of technology, beliefs in technology, and readiness to implement change.

The Unified Theory of Acceptance and Use of Technology (UTAUT) is a valid, reli-
able 31 item questionnaire that assesses the likelihood of successful technology adapta-
tion and use of technology [10]. UTAUT has 4 main determinants: performance expec-
tancy, effort expectancy, social influence, and facilitating conditions (e.g., “Do you 
have the knowledge necessary to operate the system?”, “my interactions with the sys-
tem would be clear and understandable” and “people who influence my behavior think 
that I should use the system”.) For the 4 main determinants, response options include 
“strongly agree”, “agree”, “somewhat agree”, “neutral”, “somewhat disagree”, “disa-
gree”, and “strongly disagree”. UTAUT has demonstrated reliability and validity [11].

The Compatibility Beliefs in Technology is a valid, reliable 21 item questionnaire 
that assesses “the extent of congruence between a new technology and various aspects 
of the individual and the situation in which the technology will be utilized” [12]. Com-
patibility Beliefs in Technology has 3 domains: compatibility with existing work prac-
tices, compatibility with prior experience, and compatibility with values. Sample items 
include “using the system is not similar to anything that I’ve done before” and “using 
the system does not require significant changes in my existing work routine.” Response 
options range from 1 (“strongly disagree”) to 7 (“strongly agree”). Compatibility Beliefs 
in Technology has shown validity and reliability among users of a compatibility rela-
tionship management system [13].

Organizational Readiness for Implementing Change is a valid, reliable 12-item ques-
tionnaire that assesses the “extent to which organizational members are psychologically 
and behaviorally prepared to implement organizational change” [14]. Two sample items 
are “people who work here will do whatever it takes to implement this change” and 
“people who work here feel confident that the organization can get people invested in 
implementing this change”. Response options include “disagree”, “somewhat disagree”, 
“neither agree nor disagree”, “somewhat agree”, and “agree”. Organizational Readiness 
for Implementing Change has shown both validity and reliability in students enrolled in 
undergraduate, masters, and doctoral programs in health policy and management [15].
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Procedures

Digital Peer Support (Short Course) The Digital Peer Support Short Course was co-produced 
with scientists and peer support specialists and designed to promote rapid knowledge gain of 
telehealth practice during the COVID-19 crisis. This 4-h certification includes dyadic train-
ing on: digital communication skills; how to engage service users with technology; technol-
ogy literacy and usage skills; bonding and connection through technology; available technolo-
gies; privacy and confidentiality; monitoring digital peer support; and how to address a digital 
crisis.

Recruitment Peer support specialists were recruited via email listservs specifically for 
peer support specialists and peer support specialist Facebook groups (see recruitment 
email). Using a convenience sample, 100 peer support specialists who self-identify as peer 
support specialists to the PI were invited to participate. Participants were emailed a zoom 
registration for the Digital Peer Support Training. As part of the Zoom registration, we 
asked the age of participants. If the participant was younger than 18 years old or unable to 
complete the registration on their own, they were not included in the study.

Informed Consent During the first 30  min of the Digital Peer Support training, the PI 
emailed the pre-survey, read the informed consent aloud and answered any questions. Next, 
[blinded for review] (PI) conducted the 4-h Digital Peer Support training using a HIPAA-
compliant version of zoom with 100 peer support specialists. Finally, the PI emailed the 
post-survey to participants.

Statistical Analyses

Descriptive statistics were conducted to describe the demographic characteristics of the 
study sample. A paired-samples t-test was conducted to assess the difference between 
pre and post-data and for statistical significance. Linear mixed models were used to 
explore statistical results from paired samples t-test further. Descriptive statistics and 
analyses were computed using SPSS version 17. The PI did not conduct the statistical 
analysis.

Results

Demographic Characteristics of the Study Sample

Table  1 presents the sociodemographic characteristics of the sample (n = 75) at base-
line. These sociodemographic charactersitics also serve as covariates. The sample had 
a mean age of 46.9  years (SD = 11.5) and was predominantly female (n = 56, 74.7%) 
and White (n = 49, 65.3%). The majority of participants completed college or held an 
advanced degree (n = 47, 62.7%). Participants reported their mental health diagnoses 
only if they felt comfortable with sharing, diagnosis breakdown can be seen in Table 1. 
Participants were located throughout the United States, as well as in Canada and the 
United Kingdom. The majority of participants were located in Illinois (n = 28, 37.3%), 
Virginia (n = 14, 18.7%), and West Virginia (n = 8, 10.7%).
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There were 21 participants who did not complete the post-test, and these partici-
pants were not included in the subsequent analysis. Paired samples t-tests were con-
ducted to explore differences in pre-and post-test scores on readiness to use digital 
peer support, attitudes/beliefs toward digital peer support, organizational readiness for 
implementing digital peer support, and ability to use/engage in digital peer support. 
All paired samples t-tests were significant except organizational readiness for imple-
menting digital peer support. Results can be seen in Table 2.

Significant results were further explored using linear mixed models. Linear mixed 
models were conducted to examine the effects of gender, age, education, psychiatric 
diagnosis, and location on scores over time. Gender, age, education, psychiatric diag-
nosis, and location were not significantly associated with scores on readiness to use 
digital peer support, attitudes/beliefs toward digital peer support, or ability to use/
engage in digital peer support.

Table 1  Sociodemographic 
Characteristics of Study 
Participants (N = 75)

Characteristic n (%) or mean (SD)

Age, years
  Mean (SD) 49.9 (11.5)
  Range 24–77

Sex, n (%)
  Female 56 (74.7)
  Male 19 (25.3)

Race/Ethnicity, n (%)
  White 49 (65.3)
  Black/African American 19 (25.3)
  American Indian/Alaska Native 1 (1.3)
  Asian 1 (1.3)
  More than one race/Ethnicity 5 (6.7)

Education, n (%)
  High School or GED 6 (8)
  Some college 22 (29.3)
  Associate’s 8 (10.7)
  Bachelor’s 15 (20)
  Some graduate school 6 (8)
  Master’s 12 (16)
  Doctorate 3 (4)
  Mental health diagnosis, n (%)
  Schizophrenia 1 (1.3)
  Schizoaffective disorder 2 (2.7)
  Bipolar disorder 8 (10.7)
  Major depression 19 (25.3)
  Alcohol use disorder 1 (1.3)
  Opioid use disorder 9 (12)
  Other mental health concerns 12 (16)
  Other substance misuse concerns 5 (6.7)
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Discussion

Participants’ confidence in offering digital peer support increased after providing them 
training. Confidence increased overtime through a better ability to use/egage in digital peer 
support, a more positive attitude/belief toward digital peer support, and a greater readiness 
to use digital peer support. This is a particularly encouraging finding since numerous stud-
ies have shown a positive correlation between confidence and successfully learning new 
skills. For example, a 2014 study by Clanton et al. reported an association between con-
fidence and competence in surgical skills after giving medical students a workshop [16]. 
In “The role of self-confidence in learning to teach in higher education,” author Ian Sadler 
found relationships between confidence and content knowledge and between confidence 
and approach to teaching among new teachers [17].

Digital peer support training not only increased confidence but also increased knowl-
edge. This result shouldn’t be overemphasized; however, since knowledge differs from 
actual performance. Just because someone has the knowledge required to complete a cer-
tain task, it doesn’t mean they can complete that task; oftentimes, knowledge is only the 
first step in learning. The brain has two completely different mechanisms for learning new 
skills and for learning facts or information, and amnesia patients can even successfully 
learn new skills even while having very poor insight into the knowledge required to learn 
these skills [18]. This evidence suggests a profound dissociation between knowledge and 
performance.

Participants’ organizational readiness for implementing digital peer support decreased 
after training. This decrease may result from an overload of information in a short amount 
of time. A future study should be conducted in which the information is taught over a more 
extended period. More time would allow the participants to digest the information better.

Limitations

This study is not without limitations and results should be interpreted with caution. 21 
participants did not complete the post-test. This moderate attrition rate may be due to the 
functionallity, newness, or length of the program. Also, this study is only generalizable to 
the Digital Peer Support (short course) delivered in an online environment. Of note, we did 
not request the mental health diagnoses of peer support specialists as they are a protected 
workforce under the American with Disabilities Act. Rather, individuals were presented 

Table 2  Changes in Outcomes from Pre to Post for Study Participants

*p < 0.05; **p < 0.01; ***p < 0.001

Measure Pre-test (M ± SD) Post-test (M ± SD) t 95% CI

Readiness to use digital peer support 71.59 ± 10.96 79.06 ± 8.06 –5.06*** [–10.44, –4.49]
Attitudes/beliefs toward digital peer 

support
58.62 ± 7.95 62.85 ± 4.52 –5.08*** [–6.33, –2.74]

Organizational readiness for imple-
menting digital peer support

40.79 ± 7.19 38.81 ± 9.63 1.71 [–0.35, 4.31]

Ability to use/engage in digital peer 
support

50.09 ± 8.47 56.72 ± 5.48 –5.43*** [–9.10, –4.18]

788 Psychiatric Quarterly (2022) 93:783–790



1 3

with the opportunity to self-report their primary diagnoses on a voluntary basis. Future 
research should also examine the real-world implications of these results on peer support 
specialists’ work to see if the results are indicative of implementation of digital peer sup-
port and clinical effectiveness among peer support specialists’ clients they serve.

Implications for Behavioral Health

The Digital Peer Support (short course) may be beneficial in rapidly providing diverse 
groups of peer support specialists with a standardized training framework for delivering 
peer support over technology mediums. Promising evidence shows that the Digital Peer 
Support (short course) increases peer support specialists’ attitudes and beliefs towards 
digital peer support, as well as their ability to use and engage in digital peer support. 
Widespread dissemination of the Digital Peer Support (short course) may be beneficial in 
equipping peer support specialists with the skills and resources that are needed to expand 
the reach of peer support services during the COVID-19 crisis and beyond by increasing 
access to peer support services for home-bound individuals, individuals who live in rural 
areas, and other individuals who have historically been difficult to reach and engage.
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