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Abstract

Faced with a growing opioid overdose crisis, emergency departments (EDs) are

increasingly hiring peers—people with lived experiences of addiction and recovery—to

workwithpatients in theEDwhohaveopioidusedisorders (OUDs) orwhohaveexperi-

encedanopioid overdose.Despite a clear need formore support for patientswithOUD

and rapid expansion in grant funding for peer programs, there are limited data on how

these programs affect clinical outcomes and how they are best implementedwithin the

ED. In this narrative review,we synthesize the existing evidence on how to develop and

implement peer programs for OUD in the ED setting. We describe the key activities

peers can undertake in the ED, outline requirements of the peer role and best practices

for peer supervision and hiring, detail how ED administrators have built financial and

political support for peer programs, and summarize the limited evidence on clinical and

care linkage outcomes of peer programs.We highlight key resources that ED clinicians

and administrators can use to develop peer programs and key areas where additional

research is needed.

1 INTRODUCTION

Between 2015 and 2020, the number of deaths from opioid overdose

in the United States more than doubled.1 Peers—people with lived

experience of addiction and recovery—are a growing part of emer-

gency care in the United States for patients with opioid use disorder
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(OUD),2–4 often in combination with initiation of medication for opioid

use disorder (MOUD). In 2022, the Biden-Harris White House com-

mitted $1.5 billion toward fighting the opioid epidemic, specifically

calling for investment in peers in emergency departments (EDs).5 In

response to funding to combat the opioid overdose epidemic, EDs are

rapidlydevelopingpeerprograms, althoughdataon theseprogramsare

limited.6,7
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Peer providers for people with OUD build on a long history of pro-

fessionalized peer support for people with severe mental illness8,9 and

mutual help within substance use treatment.10 Peers have recently

become part of substance use care in medical and community-based

settings.11,12 Peers play a different role in settings other than the

ED.11,12 In EDs, theydisproportionately seepeoplewhohave just expe-

rienced an overdose, workwith care teamswith little formal training in

addiction medicine,13 and may engage patients with negative prior ED

experiences or who did not present seeking OUD treatment.14–16

Peer programs are heterogeneous, with wide variation in the activ-

ities peers perform, which patients are connected to peers, duration

of peer contact with patients, and how peers are trained, hired, and

supervised.4,17,18 As there is no consensus on how to design and imple-

ment an ED-based peer program, clinicians and administrators are

often left to make these decisions. While several reviews have been

published on peers,11,12,19,20 none specifically focus on peers in the ED

or other acute care settings. Reviews of OUD care in the ED discuss

peers,13,21–23 but their focus is much broader, and they do not cover

the specifics of peer programs.

In this narrative review, we provide an overview of peer support for

patientswithOUD in theED.Ourobjective is to support administrators

and practitioners who are currently designing and implementing peer-

delivered programs in the ED.

1.1 Search strategy

We conducted a PubMed search using terms related to peers and nav-

igators (including synonyms such as “community health worker” or

“health advocate”), substance use, and acute care settings (including

both the inpatient hospital and ED). We did not limit by date of publi-

cation. We also searched gray literature to identify publicly available

toolkits and resources. We closely reviewed more than 60 relevant

manuscripts that described the development and implementation of

peer programs, which informed this review. We included several stud-

ies on roles that do not necessarily have lived experience but may play

a role similar to that of peers (eg, patient navigators and community

health workers).

2 FINDINGS

2.1 What is a peer?

This review utilizes the term “peer,” but many terms can be used to

describe this role. Other terms include peer support workers,24–28

peer navigators,29 patient navigator (specifically referring to naviga-

tors with a history of substance use, although this term is also used to

refer to people without a history of substance use),30 peer recovery

specialists,31,32 and peer recovery coaches,33,34 all of which required

individuals to have lived experience of addiction and recovery. In some

instances, individuals with a family member with a lived history of SUD

have been considered peers, even if they have not lived the experi-

ence themselves.3,4 Other terms that do not require a shared history

of substance use, but permit a shared history of substance use include

substance use navigators, health promotion advocates, and linkage

managers.35,36

2.2 Role of peers in the ED

2.2.1 Activities

The peer role typically centered around meeting at bedside while the

patient was in the ED.3,29,31,33,37 The content and degree of structure

of that encounter varied, with some programs encouraging peers to

focus on counseling or education, others having a greater emphasis on

service navigation, and some combining both. Of those that included

counseling or education, they involved motivational interviewing2,38;

education on overdose prevention, naloxone, and/or MOUD2,27; or

more informal counseling or sharing of lived experiences.39,40 Those

that focused on service navigation frequently had peers facilitate link-

age to MOUD and other addiction treatment26,27,34,37 or arrange

transportation, primarily to addiction treatment providers.26 In some

programs, peers had contact with patients after the initial ED visit

either in person, over the phone, or both.3,28 Some health systems

deployed peers in roles previously filled by people with more spe-

cialized training but without lived experience, such as drug treatment

counselors.13,35,36

2.2.2 Intensity of intervention

Intensity of peer-delivered interventions can be measured by the

length of each peer–patient interaction and the duration of longitu-

dinal engagement. One study of peer support for individuals after an

opioid overdose in20NewJerseyEDs found that peer bedside encoun-

ters lasted 25‒60 min.3 The duration of peer support interventions

varied from a single encounter in the ED, an encounter in the ED with

follow-up in the 24‒48 h after ED discharge, or weeks to months of

ongoing contact following an ED visit.28,33,34,38 The majority of lon-

gitudinal interventions included contact with patients within a few

days of the ED visit and had more frequent contacts in the initial

week, followed by decreasing contact. For instance, two higher inten-

sity peer-delivered interventions, one inNew Jersey EDs and the other

in Rhode Island EDs, involved an initial bedside visit from a peer in

the ED, contact within 24 h of ED visit, and at least weekly contact

for 2‒3 months.3,32 In the randomized controlled trial (RCT) compar-

ing peer-delivered care to social worker-delivered care in Rhode Island

EDs, researchers found that peers were able to reach 85% of patients

within 10 days of their ED visit,32 although this follow-up may not be

generalizable to people who did not choose to enroll in a trial.

2.2.3 Patient population

Peer programs used varying criteria to select people with OUD to

receive peer services in the ED. In some programs, peers saw only
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those who were post-overdose31,33,37 or those initiating MOUD,30,41

whereas in others peers saw patients with any substance use disorder

(SUD) diagnosis.2 Few studies have specified criteria for the patient’s

clinical stability at the time of peer visit in the ED, although one raised

the question of whether patients seeing a peer needed not only to

be clinically stable but also not intoxicated or in withdrawal.42 Little

has been reported on whether other patient characteristics, such as

incarceration, pregnancy, preferred language, hospital admission, or

hospital transfer, were used to exclude patients.2,17,43,44

2.2.4 Integration into ED workflow and care team

Existing programsuseda variety ofmechanisms to identify appropriate

patients for peer consultation: direct referral by emergency medical

services (EMS) after an overdose regardless of whether the patient

went to the ED38; ED clinician consultation, including a consultation

feature within the electronic health record (EHR)34; or peers identify-

ing patients either by screening patients who presented to the ED for

SUD30,45 or reviewing records.46

Howpeersworkwithothermembersof theEDcare team is typically

not specified, beyond studies stating that an ED clinician would refer

patients to the peer.34 Some EDs in New Jersey operate a program in

which state- and Medicaid-funded peers and patient navigators work

together, playing complementary roles in caring for patients after an

opioid overdose. The peers provided non-clinical support, counseling,

and referral to a navigator, while the navigators worked on referrals

to treatment or other services.3,31 Several programs allow peers to

view and/or document in the EHR, potentially facilitating communi-

cation with other care team members.30,47 When an ED at an urban

safety net hospital in Indiana developed an intervention, including peer

support, for patients who had experienced an opioid overdose, they

created office space for the peers in the ED,37 potentially facilitating

better collaboration with ED clinicians and the social work staff who

were also involved in the intervention. Conversely, a peer support pro-

gram that operated across 20 EDs in New Jersey described that peers

were based both at larger hospitals and a regional hub from which

they could be sent to smaller hospitals.3 A single qualitative study in

an urban, academic hospital in Oregon indicated that peers, who met

patients while they were hospitalized, helped communicate provider

recommendations topatients, andhelped cliniciansunderstandpatient

needs.48

2.3 Hiring and support

2.3.1 Hiring and training

There is little evidence and few program descriptions to guide peer

hiring. During the hiring process for peers working in a program in

the inpatient hospital, program leadership recommended that peer

candidates have opportunities to shadow hospital staff and discuss

challenging cases.49 Given the fast-paced nature of the ED, a similar

approach could be useful in an ED setting.50 A peer’s history of recov-

ery from substance use may create barriers in the hiring process,49–51

although it is an important part of their lived experience. Possible

mechanisms that hospitals and clinics used to address this include con-

tracting with a community-based organization that hired the peers,

meetingwith hospital leadership prior to initiating theprogram tobuild

support fromtheoutset, andproviding explanations to thehospital sys-

tem about issues that arose in a peer’s background check, such as a

history of justice system involvement.51

Many states have a formal peer support certification, which often

requires at least 2‒4 years of SUD recovery and some didactic

education.32,51 Certification may be a requirement of employment or

included as part of job training.2–4,17,28,31,33 Additional site-specific

training may be needed, including EHR documentation, ED policies

and procedures, ethics, referral processes, and working in the ED

setting.30,50 Qualitative interviews with people who had experience

working with peers in the ED or doing clinical management in EDs in

New Mexico revealed that making the whole ED team, including the

peer, aware of the peer’s role and scope was essential.50 There was lit-

tle discussion in the ED-based literature about howan individual peer’s

experience of recovery affected their work. This tension may particu-

larly emerge if a peerdidnotutilizeMOUD39 and is supportingpatients

onMOUD,52,53 as stigma towardMOUD as lack of abstinence remains

in some recovery communities,7,54 highlighting an important need for

training.

2.3.2 Supervision and support

Having ongoing support and/or clinical supervision for peers is

important.20,51 Supervision can involve observation and feedback,30

fidelity checks,30 coaching from ED staff members,2 support over the

phone,30 or clinical case conferences.55,56 Supervisionmay not directly

take place in the ED but could come from a program supervisor else-

where in the hospital30 or a community-based organization through

which the peer was hired.34,50 There are a variety of approaches to

providing peers with guidance on self-care and boundaries,25,30,49–51

including overdose death debriefing31 and talking circles to share chal-

lenges and celebrate successes.57 We identified no formal evaluation

of how supervision and support methods affect outcomes, including

peer job satisfaction, retention, and psychological distress.

2.4 Program development and administration

2.4.1 General administrative and regulatory
considerations

Several peer programs in the ED or inpatient hospital used a collabora-

tive approach to program development and documented this approach

using qualitative research methods.49,58 This included engaging all

stakeholders (peers, ED clinicians and staff, hospital administrators)

in planning or working with teams at different sites to learn from
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TABLE 1 Gray literature toolkits and other resources for developing peer programs.

Source Topic Focus/setting

Substance Abuse andMental

Health Services Administration72
Describes core competencies of peers and

recommendations on supervision.

Not specific to the ED setting

City of Philadelphia Department

of Behavioral Health and

Intellectual Disability Services

and Achara Consulting40

Provides a history of the incorporation of peer

providers in behavioral health. Emphasizes need for

organizations to be clear regarding the functions

they are hiring peer staff to perform. Also,

emphasizes need for support for peer providers and

recommends hiring at least two providers within an

organization. Includes summary of actions needed

to prepare for the integration of peer support staff.

Written for outpatient behavioral health

organizations

Southern Plains Tribal Health

Board73
Describes core roles and responsibilities for peers.

Describes ethical conduct for those in peer

specialist roles. Provides a program planning

checklist and lists elements of a recommended core

curriculum for training a peer.

Addresses cultural components of

providing care to American

Indian/AlaskanNative populations. Is

focused onOklahoma/Southern Plains

region. Not specific to ED setting.

ACMHA: The College for

Behavioral Health Leadership and

Optum74

Provides history of peer support in behavioral

health services. Provides description of peer

provider roles. Provides an overview of different

peer support job definitions and designations as well

as qualifications to be a peer specialist. Describes

possible benefits of having peer-run organizations

that contract with healthcare and other agencies.

Provides recommendations on peer supervision.

Mentions possibility of expanding peer

services to ED settings; however, toolkit

is primarily written from the lens of

community-based peer recovery

organizations.

California Bridge75 Includes sections on:

Getting started (defining role, integrating into the

hospital, patient privacy and confidentiality, ethics

and professional conduct)

Understanding substance use disorder andMOUD

Starting treatment

Connecting patients to ongoing care

Leading change in hospital culture

Patients with co-occurring substance use and

mental health disorders

Strengthening community connections

Improving and sustaining your program

Materials are intended for substance use

navigators as audience, not specifically

peer providers. Includes link for a

template navigator job description.

Abbreviation: ED, emergency department.

each other. Other common themes in program development included

developing a clear role and job description for the peer, paying

peers competitively to recruit and retain them, and finding appropri-

ate workspace for the peers.3,46,50 One study, based on qualitative

interviews with people involved with peer-delivered services or ED

management in New Mexico, identified obstacles to peer services in

EDs and used those to develop a checklist of individual, hospital, and

system-level needs to start a peer program in the ED.50 Some teams

took a health-system approach that included the development of an

outpatient “bridge” clinic, where patients get short-term follow-up

after ED discharge, including MOUD prescriptions.2,17,59,60 In Table 1,

we summarized gray literature toolkits geared for implementers.

A small number of papers raised patient privacy protections, includ-

ing the 42 Code of Federal Regulations (CFR) Part 2, as a barrier to

coordination of post-discharge care.51 The 42 CFR Part 2 goes beyond

the privacy safeguards provided by the Health Insurance Portability

and Accountability Act to protect medical records related to sub-

stance use care if that care is delivered by certain federally funded

programs. This regulation is intended to protect patient privacy and

make patients more comfortable seeking care. ED-based programs for

patients with SUDs are delivered as part of general medical care and

thereforedonot fall under42CFRPart 2. There are, however, concerns

that this regulation may inhibit communication and information shar-

ing for ongoing care beyond ED discharge.61–63 This may be addressed

by asking patients to sign a release of information form granting

permission to share clinical information or follow-up on successful

treatment linkage.

2.4.2 Scheduling

While some programs sustained 24-h ED peer coverage,3,31 others

had more limited hours.51 Programs without 24/7 coverage often pri-

oritized weekend or overnight hours. For instance, one community

ED in Ohio had peers available from 7 am to 3 am.51 As previously

described, in some ED-based peer programs, peers actively followed
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up with patients via phone or text message for days to weeks after the

patient’s initial ED visit, and patients could call the peer for ongoing

support.3,30 There were few details, however, about when peers were

expected to do these tasks (i.e., during their hours on duty in the ED or

at other times) or be on-call to take patient calls.34

2.4.3 Funding and payment structures

Several papers described launching peer programs with grant funding

from federal and state sources3,28,64 or direct funding from the hospi-

tal system,35 with some later transitioning tomore sustainable funding

through Medicaid.3 States are increasingly using specific Medicaid

funding options to cover peer services by requesting permission from

Centers for Medicare and Medicaid Services (CMS) to include them

in the state Medicaid plan or through Medicaid waivers or demon-

stration projects.65 In a 2022 survey of state Medicaid programs,

40 states reported covering peer services.66 Three of these states

required copayments for peer services, and 16 states placed limits

on this coverage.66 Medicaid-managed care plans, however, may have

different benefit policies from stateMedicaid programs.

In 2021, CMS established a billing code for initiation of MOUD in

the ED, which includes payment for post-discharge care coordination,

a service peers could provide.67 There is also a Healthcare Common

Procedure Coding System billing code for peer services for bothMedi-

caid and private insurance: H0038. Peers can also be supported within

a bundled rate for OUD treatment.53 Opioid settlement funds, dis-

tributed on a state level, are a likely future source for funding of peers.

Given the changing landscape of funding for peer services, individ-

ual state health departments often provide up-to-date information on

funding and billing for peer services.

2.5 Clinical outcomes

Linkage to OUD treatment after the index ED visit was the most com-

mon primary outcome in the studies identified (Table 2). There was

less focus on direct clinical outcomes, such as mortality, overdose, hos-

pital readmission, or substance-free days. Clinical and linkage results

were not consistent across studies,making it challenging to drawbroad

conclusions about the effect of peer programs.

In the two more rigorous RCTs, peer programs did not clearly have

better primary clinical outcomes than usual care. One randomized

patients with OUD in the ED to meet with a peer for up to 3 months

versus a social worker once in the ED. That RCT found that there was

no difference in their primary outcome of receipt of MOUD prescrip-

tion or enrollment in inpatient substance use treatment within 30 days

of ED visit. About 30% of patients in each group linked,32 speaking

to the potential for peers to perform equivalently to staff members

with more formal training. A cluster RCT compared an intervention

consisting of peer coaching in the ED, assistance with transportation

to follow-up care, and ongoing phone contact with a peer to usual

care for patients with OUD in the ED. The investigators found no dif-

ference in re-presentation to the ED with opioid overdose (primary

outcome).68

A single cohort study with a comparison group assessed MOUD

linkage in patients who did versus did not receive a peer-delivered

intervention in the ED after an opioid overdose. They found that 28.5%

of patients linked to MOUD within the year after ED visit, with no dif-

ference between groups.34 On the other hand, two prospective cohort

studies without comparison groups found that over 70% of patients

were linked to OUD care after receiving a peer-delivered interven-

tion in the ED.30,41 The high incidence of linkage in these studies may

be because they included only patients who initiated buprenorphine

in the ED,30,41 which has been shown to increase linkage to care.69

Other investigators did not limit their sample to only those receiving

buprenorphine.

Given the relatively limited evidence on the effectiveness of peer

programs in the ED and the focus of existing effectiveness studies

on MOUD linkage outcomes, further clinical outcome assessment is

needed. Clinical outcomes may include proximal outcomes, includ-

ing engagement with harm reduction services or substance-free days

during a specific interval after ED discharge2,17,33,38,70,71 Assessment

could also focus on more distal outcomes, including hospital or ED

readmission, overdose, ormortality in themonth to year following peer

contact.37,55 These could be measured at the patient or population

level, using individual or public health data.34 More patient-centered

outcomes may include social determinants of health, such as employ-

ment and housing, quality of life, or connection to community or

family.19,71 Describing intensity of the peer-delivered intervention and

the population eligible for contact with a peer is important to facilitate

comparison of outcomes across studies.21

3 DISCUSSION

Our narrative review highlights pragmatic considerations in the imple-

mentation and management of ED peer support programs. We also

highlight key research gaps in the implementation and effectiveness of

peer programs. This review is particularly timely, as there are increas-

ing resources, often from state or federal grants, to establish peer

programs, and these programsmay be an important tool for addressing

the opioid overdose crisis.

We need not only larger RCTs examining clinical outcomes of dif-

ferent types of peer interventions but also smaller pragmatic studies

that focus on the complexities of implementation of such programs in

real-world settings, including in rural, critical access, and other non-

academic sites. As evidence begins to emerge on the effectiveness of

peer-delivered interventions, we must continue to recognize the het-

erogeneity of peer programs. Included studies vary in the duration and

content of peer interventions, making it challenging to make global

assessments of the effectiveness of programs. Future research should

specifically focus on determining the value of ongoing engagement

versus one-time contact, assessing how having a peer versus a naviga-

tor without lived experience affects clinical outcomes, and evaluating

different reimbursement policies for peer-delivered services.
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As EDs innovate in their development of peer programs, we must

also continue to include peers in program design, management, and

evaluation. In contrast to the traditional hierarchical medical model, in

which years of education often dictates status, peers bring expertise

through lived experience. This lived experience may not only be useful

in informing how the peer engages with a patient but also in shap-

ing how a peer program is developed and informing how EDs develop

an environment that improves experience in care for individuals with

OUD.
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