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Abstract

The Recovery Coach and Peer Support Initiative (RCPSI) in
Indiana focused on implementing peer recovery coaches
(PRCs) to engage opioid overdose patients in emergency
department (ED) settings and promote entry into recovery
services. State workers and researchers organized an informal
learning collaborative primarily through teleconference
meetings with representatives of 11 health service vendors

to support implementation. This study presents qualitative
analysis of the teleconference meeting discussions that guided
RCPSI implementation to display how the informal learning
collaborative functioned to support implementation. This
informal learning collaborative model can be applied in similar
situations where there is limited guidance available for a
practice being implemented by multidisciplinary teams. Authors
conducted a thematic analysis of data from 32 stakeholder
teleconference meetings held between February 2018 and April
2020. The analysis explored the function of these collaborative
teleconferences for stakeholders. Major themes representing
functions of the meetings for stakeholders include: social
networking; executing the implementation plan; identifying and
addressing barriers and facilitators; educating on peer recovery
services and target population; and working through data
collection. During the last 2 months of meetings, stakeholders
discussed how the COVID-19 pandemic created multiple
barriers but increased use of telehealth for recovery services.
Teleconference meetings served as the main component of an
informal learning collaborative for the RCPSI through which the
vendor representatives could speak with each other and with
organizers as they implemented the use of PRCs in EDs.
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INTRODUCTION

In 2016, the U.S. Congress passed the 21st Century
Cures Act, which included monies aimed at miti-
gating the opioid epidemic [1]. The primary mech-
anism through which these funds were distributed to
states was the Substance Abuse and Mental Health
Services Administration’s (SAMHSA) Opioid State
Targeted Response (STR) grants [2]. As one compo-
nent of its STR-funded plan, Indiana implemented
the Recovery Coach and Peer Support Initiative

Published online: 17 April 2021

Implications

Practice: Informal teleconference meetings can
support the implementation of novel, multidiscip-
linary interventions, as demonstrated here with
peer support services for opioid overdose patients
in emergency departments, by allowing health
service workers of different organizations to regu-
larly engage experts and each other during the
process of implementation over time.

Policy: Implementation projects should include
health workers having informal teleconference
meetings with state leaders and experts whether
or not part of a formal learning collaborative,
with teleconference connectivity being particu-
larly important during the COVID-19 pandemic.

Research: Future research on learning
collaboratives should explore the impact of in-
formal teleconference meetings on rapid imple-
mentation of novel health interventions involving
multidisciplinary teams.

(RCPSI), which focused on implementing peer re-
covery coaches (PRCs) to engage opioid use dis-
order (OUD) patients in emergency department
(ED) settings and link them to appropriate treat-
ment. PRCs are persons in recovery with lived ex-
perience of substance use disorder who provide
support and linkage to substance use treatment and
other services for people living with substance use
disorders [3]. Developing but promising research
suggests that PRCs can provide key support for pa-
tients vulnerable to relapse and discontinuation of
treatment [4-6]. However, their use in an ED set-
ting was relatively novel at the time of STR funding,
and there were limited examples from which the
RCPSI could draw. Furthermore, RCPSI implemen-
tation was conducted within a relatively short time
period due to the need for expeditious solutions to
the opioid crisis. This paper presents findings from
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a qualitative investigation of the learning collabora-
tive that guided RCPSI implementation among 11
Indiana vendors supported by Indiana STR funding.
The paper provides a description of a learning col-
laborative model that can be applied in similar situ-
ations where there is limited guidance available for
the practice of focus being implemented.

The placement of PRCs in EDs is a recent innov-
ation, and only a small number of studies have been
published on the subject [3, 7-11]. These studies
suggest that the practice may be beneficial to opioid
overdose patients but are limited in their general-
izability. A recent investigation of 22 programs in
three states [12] identified three key functions of
ED-based peer recovery support programs: integra-
tion of peers in EDs, identifying persons with OUD
and linking to peer support, and linking such per-
sons to recovery services. While the overarching
functions were the same, actual implementation was
varied depending on the local setting context. For
example, PRCs might work onsite in the ED or an-
other hospital department or in remote locations in
the community (such as a community mental health
center), with each location requiring a different
mechanism for alerting them to a patient’s presence
in the ED and for engaging the patient.

When the RCPSI project began, there was rela-
tively little existing documentation for how to appro-
priately implement such a program. A promising
program utilizing ED-based PRCs had been devel-
oped in one Indianapolis hospital [10], and a similar
program in Providence, RI, had been well described
in research literature [7]. However, no implementa-
tion manuals or other guidance had been developed
from these programs to follow, and the time-limited
nature of STR funds meant the RCPSI had to be im-
plemented on a rather short timescale. A learning
collaborative can be a useful tool in just such situ-
ations as they provide a mechanism where partici-
pants can work collaboratively to problem solve and
share information related to the implementation of
a new practice.

Within the literature, learning collaboratives
are described as formally planned and focused on
instructing participants on specific improvements
or models of evidence-based practice (see, e.g.,
13-19]). One review defined them as organized,
structured group-learning initiatives in which or-
ganizers convene multidisciplinary teams of care
workers, focus on improving specific outcomes,
provide training from experts, use a model with
measurable targets, engage the teams in active im-
provement processes, and employ structured activ-
ities for learning and cross-site communication [20].
Learning collaboratives, also referred to as “quality
improvement collaboratives,” typically include
learning sessions led by experts that may occur in
person or via teleconference, while additional sup-
port may be provided via e-mail or website [20].

In contrast to the highly organized and planned
learning collaboratives described in the literature,
the RCPSI collaborative formed in an organic
manner due to the time-limited circumstances of the
STR funding and the lack of robust implementation
and best practice information within the literature.
RCPSI organizers aimed for a quick start to the im-
plementation of the intervention and set up telecon-
ference meetings with vendors to support this. As
such, this article explores how regular teleconfer-
ences held among RCPSI vendors served as an in-
formal learning collaborative that supported RCPSI
implementation in various local contexts.

METHODS

Data source

Data analyzed for this study come from minutes
taken from the initial teleconference meeting of
RCPSI stakeholders held in February 2018 and 31
transcripts from regularly held stakeholder telecon-
ference meetings between March 2018 and April
2020 (n = 32 data collection points). Meetings were
scheduled on a biweekly basis but were sometimes
canceled due to stakeholder availability or holi-
days. The initial teleconference meeting was held
to introduce the initiative, describe the existing pro-
gram in Indianapolis as an example, and delineate
data collection needs. After the initial meeting, or-
ganizers invited workers from each vendor to par-
ticipate in teleconference meetings during the first
2 months to discuss initial stages of implementation.
Participation was voluntary, and there was no plan
by organizers to continue teleconference meetings
after the first two were completed. However, vendors
communicated that the meetings were helpful and
should continue, so organizers continued them for
another 2 years.

Meetings were informal and semi-structured.
During teleconferences, organizers asked vendors
to report on implementation at their respective sites
and provided guidance on the RCPSI initiative.
Participants were free to initiate discussion of any
relevant topic and regularly engaged in discussion
with other stakeholders about the practice and its
implementation.

Organizers used regular conference calls to
guide the RCPSI while also gaining knowledge
about a novel clinical practice and its implementa-
tion in different contexts. All meetings were con-
ducted via teleconference, and all but the initial
meeting were recorded. A total of 11 vendors were
funded for RCPSI: 7 for the entire span of RCPSI,
2 for only the first year of the initiative, and 2 for
only the final 15 months. Of 11 RCPSI vendors, 1
engaged only in the initial meeting, and the other
10 vendors engaged in a range of 4-25 meetings.
Select data drawn from RCPSI reports were also
utilized to describe vendor program characteris-
tics and local contexts in this paper. Stakeholders
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included organizers of the meetings (researchers
and state representatives) and vendors of PRC
services (vendor workers, such as hospital admin-
istrators, health care staff, mental health agency
staff, and PRCs). The RCPSI implementation
project was designated with program evaluation
status by the authors’ university’s human subject
protection office and was, therefore, exempt from
institutional review board review.

Thematic analysis

The focus of the analysis was to understand the
function of these collaborative teleconferences
for stakeholders. Transcripts were coded using
an inductive coding schema developed for ex-
ploratory thematic analysis [21] of teleconference
meeting discussions. Using MAXQDA software
[22], the first author conducted initial line-by-line
coding with transcripts from the first 6 months
of meetings, exploring how teleconferences func-
tioned for stakeholders. After the first author
developed major categories of codes, they were
shared with the second author, who was the pri-
mary RCPSI evaluator and an organizer of the
teleconference meetings. The second author re-
viewed the categories and provided input to im-
prove the integrity of the qualitative analysis [23].
The basic coding schema that resulted was shared
with the third author, who applied the schema
to a 2 month subset of the data. They discussed
major categories, and made refinements to the
schema. Assessment of interrater reliability dem-
onstrated a .80 kappa value after two rounds of
comparison between the first and third authors’
coding [24], and then remaining transcript data
were coded. The first and second authors deter-
mined overarching themes drawn from the ana-
lysis. The first author then reviewed the coding of
all transcripts and pulled segments representative
of the themes for presentation in this paper.

RESULTS
Analysis of the data reveals how an informal learning
collaborative can support the implementation of
a novel health intervention in various local con-
texts. The data represent indirect indicators rather
than direct measures of implementation and clin-
ical practice, yet they provide knowledge regarding
real-world experiences of hospital administrators,
doctors, health care supervisors, program directors,
and PRCs, as they implement the new clinical prac-
tice over time and find barriers and facilitators of
implementation in their respective local contexts.
The data also display the focus of teleconference or-
ganizers and their concerns regarding RCPSI data
collection and processes of funding.

It is important first to describe key program
variations and differences in contexts within
which the vendors were operating. The number of

EDs served by one vendor ranged from 1 to 8 with
an average of 2.36. Table 1 displays differences
in key characteristics by vendor, including geo-
graphic area(s) served based on provider reports of
the areas served by their hospital(s), organization
type, PRC service delivery mode, and medication
for opioid use disorder (MOUD) availability in the
community. Most vendors were hospitals, while
three were community-based mental health pro-
viders partnering with hospital EDs. Of particular
importance, only two of the vendors provided PRC
services via telehealth at the start of the initiative:
one provided telehealth only and the other pro-
vided both in-person and telehealth services. As
discussed below, telehealth usage changed after
the start of the COVID-19 pandemic. Additionally,
one of the primary goals of the RCPSI was to link
patients to one of three evidence-based MOUDs:
methadone, buprenorphine, and naltrexone [25].
As each medication has benefits and drawbacks
given a particular patient’s needs, the availability
of all of them is highly beneficial [25]. All three
MOUD types were available in service areas of
six vendors, while only naltrexone was available
in two service areas, and only buprenorphine in
one area.

Table 2 displays numbers of teleconference meet-
ings and participation. An average of 7.7 stake-
holders attended each meeting, with 5 vendor
representatives and 2.7 organizers per meeting.
Seven vendor organizations had representation for
at least 10 meetings, while nine vendors had repre-
sentation for at least 7 meetings.

Table 1 | Select RCPSI vendor characteristics

Number of
vendors
(11 total)
Geographic area served
Rural 4
Urban 2
Mixed 5
Organization type
Hospital 8
Community mental health 3
PRC service delivery mode (pre-COVID)
In-person
Telehealth 1
In-person/telehealth after 5 pm 1
MOUD availability in vendor service areas
Buprenorphine 1
Buprenorphine and naltrexone 2
Buprenorphine, naltrexone, and methadone 6
Naltrexone 2

MOUD medication for opioid use disorder; PRC peer recovery coach; RCPSI Recovery
Coach and Peer Support Initiative.
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Table 2 | RCPSI meetings and participation

Teleconference meetings No. of mtgs.
Year 1 (Feb 2018 to Jan 2019) 12
Year 2/NCE (Feb 2019 to April 2020) 20
RCPSI vendor funding No. of
vendors
Both Years 1 and 2 6
Year 1 only 3
Year 2/NCE only 2
Meeting participation Measure
Range of meetings attended by vendors 1-25
Average number of meetings attended per 12
vendor
Average number of vendor reps per meeting 5
Average number of organizers per meeting 2.7

RCPSI Recovery Coach and Peer Support Initiative.

Functions of teleconferences for stakeholders

The meeting organizers were state agency repre-
sentatives who promoted the new practice and
evaluation researchers who educated health care
workers, studied implementation at the sites, and
conducted an evaluation. Vendors were employees
of the hospitals and mental health agencies re-
ceiving RCPSI funding who worked in administra-
tive, care, or PRC roles. Major themes identified
related to the primary functions of the conference
calls for stakeholders include: social networking;
executing the implementation plan; identifying
and addressing barriers and facilitators; educating
on peer recovery services and target popula-
tion; and working through data collection. These
themes are discrete but interrelated.

Social networking

During teleconferences, social networking often oc-
curred among stakeholders in which they shared
their respective roles and contact information and
discussed ways they could work together. This was
particularly common during the first few meetings.
Partnerships among stakeholders were explored
during teleconference discussion. Stakeholders
also shared contact information of persons outside
the group who may provide assistance, resources,
and information. In the excerpt from a meeting
transcript below, an ED supervisor of a hospital
vendor sets up introductions and discussion of ex-
periences with a PRC and an ED nurse of another
hospital vendor:

ED supervisor: I just think it would be neat for our ER
staff to hear your story, especially from you as a re-
covery coach and then [name of employee of another
hospital vendor] as an [ED] nurse.

PRC: Absolutely. I mean, I can totally — we can do
a phone conference or I can type up - I actually al-
ready have my story typed up kind of short. I kept

it to one page. And then we can also talk about the
program or, again, I can send you via email one of
our PowerPoint presentations every time we do a buy
in (12/20/2018).

Because meetings were informal and relatively un-
structured, social networking might occur at any
point during teleconference discussion and was im-
portant to support the activities described in other
major themes below.

Executing the implementation plan

During the teleconferences, a collaborative, inter-
active process occurred among stakeholders in
which plans for implementation of specific PRC
and MOUD practices were discussed and advice for
executing plans was sought or given. Stakeholders
discussed gaining referrals from ED staff for PRC
services, screening patients for MOUD appropri-
ateness, linkage to MOUD services, hiring and
supervision of PRCs, and physician authorization
for MOUD. Vendors at meetings were focused on
getting the new practices implemented at their re-
spective work sites. Vendor representatives on the
calls spoke with each other and with organizers
about the specific ways they were implementing
PRCs in EDs working onsite, on call, or through
telehealth. Several participants explained that cri-
teria for referrals to PRCs had expanded beyond
opioid overdose patients (the population stipulated
in the original RCPSI funding announcement) to all
ED patients who exhibit signs of opioid use. Two
vendors discussed the development of partnerships
with other agencies to provide PRC services rather
than employing their own PRCs. Vendor representa-
tives also discussed to promote the program among
ED nurses and physicians and specific relationships
developed with ED health workers as in the tran-
script excerpt below in which a supervisor discusses
how a PRC was socially integrated with workers in

the ED:

We did find that creating — mocking up something
similar that [the example program] had used with the
photo of our peer and socializing that with the emer-
gency room, I think has been really helpful so they
could kind of put a face with the name...we’ve seen
an increase in [referrals] since socializing the photo
and kind of the one-page handout of what a peer does
(PRC supervisor, 04/26/2018).

After the first 9 months of meetings, PRCs began
participating on calls and discussed their experi-
ences developing relationships with ED nurses and
physicians and approaching individual patients
to promote use and linkage of MOUD treatment
services. In the following transcript excerpt, a PRC
describes an interaction with a doctor who was not
aware at first that a patient had an opioid issue:
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I had a situation the other day where the doctor had
no idea that a lady had been using heroin. She came
in for a headache and some other issue that I can’t re-
member, but it was not drugrelated...So, I went down
and talked to her. And I went back to advise the doctor
because we always do that...He had no idea what was
going on with her, but he was treating what she had
come to the hospital for and didn’t know about the
other issues (PRC, 10/11/2018).

Organizers asked PRCs about their work at
various sites, as well as asking vendors to describe
challenges and report on successes. Organizers
offered advice based on experiences from the pre-
vious implementation of ED-based PRCs in an-
other Indianapolis hospital, but they also gained
knowledge about the implementation process
from vendors at various contexts, an example of
a practice-to-research approach justifiably utilized
to provide a timely response to an ongoing crisis
[10]. Additionally, organizers promoted naloxone
use (the opioid overdose reversing medication
popularly known by the brand name Narcan) and
other harm reduction practices and expressed
the program focus on ED patients who have over-
dosed. Peer recovery support and MOUD are
practices that work as long-term mechanisms to
prevent opioid overdose fatalities, while an im-
portant short-term prevention mechanism is the
distribution and use of naloxone, and this was in-
cluded in PRC practice.

Identifying and addressing barriers and facilitators
Identifying and addressing barriers and facilitators
was the most important theme resulting from the
analysis. RCPSI vendors discussed implementation
barriers and facilitators existing in contexts that
varied by service delivery mechanism, geographic
area, and MOUD availability. They had to identify
and overcome barriers, and also find and utilize fa-
cilitators, to promote PRC support, MOUD linkage,
recovery services, and harm reduction at their re-
spective sites. Vendor representatives shared facili-
tators they identified and barriers faced, while other
stakeholders advised on how to address them. These
barriers and facilitators were often interrelated.

Barriers

Table 3 summarizes key barriers identified during
teleconference meetings and provides example
quotes. Vendor representatives described the diffi-
culty of integrating a new clinical practice into an
ED setting, which has existing, routine processes; a
busy, stressful environment; and limited communi-
cation with other departments. A related major bar-
rier was PRCs having limited access to patients, which
makes it difficult to inform and motivate them re-
garding MOUD and recovery-oriented services.
Representatives of four vendors discussed lack of

cooperation from hospital staff when the new practices
were introduced, revealing that PRCs need to de-
velop relationships with ED staff before they are
willing to utilize the support services. However,
some ED staff had a negative attitude toward MOUD
treatment and OUD patients causing reticence to
cooperate due to a lack of understanding about
benefits of treatment or negative perceptions or at-
titudes toward MOUD. Stakeholders discussed the
issue of stigma for patients with OUD and their
efforts to overcome stigmatizing attitudes present
among ED staff and others.

Limited MOUD availability was a barrier in that
all three forms of MOUD were not available in
all service areas for various reasons (see Table 1),
including lack of physicians waivered to prescribe
buprenorphine and vendor preference for nal-
trexone. Stakeholders discussed how MOUD limita-
tions are related to the barrier of negative attitudes,
as some vendors may prefer naltrexone because of
moral and ethical concerns that other MOUD forms
enable continued opioid use rather than recognizing
these forms as evidence-based treatment.

There were also limitations to external communication
necessary for PRCs to follow up with a patient after
ED discharge. An information sharing agreement
needed to be developed among hospital depart
ments, and between hospital and behavioral health
departments, to allow PRC contacts with transferred
patients.

Another barrier affecting PRC support and
MOUD was geographic distance. PRCs working offsite
and/or serving multiple EDs and relatively large geo-
graphic areas made initial contact with telephone
calls if unable to meet with the patient before dis-
charge. Participation in MOUD was affected when
patients, especially those in rural areas, had diffi-
culty traveling long distances to receive treatment.
Several call participants described how patients often
lack finances for transportation to regular MOUD ap-
pointments. A number of patients also faced diffi-
culty covering treatment costs, and several vendors
allowed patients to receive treatment before they had
secured Medicaid or insurance funding for MOUD.

Multiple barriers to implementation were cre-
ated by the COVID-19 pandemic. Eight vendors were
still participating in the RCPSI when pandemic
restrictions began in March of 2020. One major
barrier they discussed was the overwhelming
numbers of patients with COVID-19 symptoms at
some EDs, particularly those serving urban areas,
making staff unable to continue regular engage-
ment of PRCs. Another major barrier was that
in-person presence of PRCs was no longer allowed
in all but three EDs of the vendors. Seven vendors
transitioned PRC work away from ED sites to re-
mote work, mostly at home. A related issue was the
mental health of PRCs during pandemic restric-
tions. Persons who work as PRCs are themselves in
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recovery from substance use disorder, and there is
great concern from their employers that the stress
of the job not lead to a relapse. The isolation of
stay-at-home orders increased this concern.

Facilitators

Vendors also described important facilitators for
implementing PRCs in EDs. Table 4 lists key facili-
tators to implementation that were discussed during
teleconferences. The meetings provided a venue to
share information about critical resources, including
possible program funding sources, literature from
existing PRC in ED programs, transportation sup-
port for patients, and funding sources for PRC
training. Stakeholders discussed the importance of
PRC training and certification to ensure worker compe-
tence and promote the legitimacy of the work role.

Within the vendor organizations, program cham-
pions were important facilitators. These were indi-
viduals in positions of influence in the hospital or
community mental health organization, including
administrators and physicians, who pushed through
existing barriers at the sites and promoted the use of
PRCs and MOUD.

Although jails can be a barrier to recovery, after
roughly a year of implementation, they became a
facilitator, as some vendors expanded PRC services to
Jjails by making connections with local jail officials
in pursuing sustainability of services and continu-
ation of MOUD for ED patients. Vendors serving
rural areas, where volume of overdose patients at
ED was low, pursued external agency connections
to find more persons in need of MOUD and jus-
tify continued budgetary support of PRC employ-
ment positions. Additionally, vendors serving urban
populations began pursuing relationships with local
jails. One vendor developed an informal agreement
with the local sheriff’s department to bring first-time
offenders for opioid offenses to the ED to meet with
the PRC rather than being arrested and placed in
jail. Unfortunately, this working agreement ended
in the wake of COVID-19, when law enforcement
changed practices and jails became a source of par-
ticular concern.

Another important facilitator was that, as a re-
sult of the pandemic, PRC telehealth visits with pa-
tients with OUD became billable to Medicaid, which
increased program sustainability. The COVID-19
pandemic also dramatically influenced the PRC
programs into telehealth modes of service delivery.
Eight vendors were still participating in the RCPSI
when pandemic restrictions began in March 2020,
with only one of these vendors using a telehealth
mode of service delivery before the pandemic. Six
of seven vendors with an in-person mode of PRC ser-
vice delivery at the start of the pandemic switched
to telehealth to facilitate provision of services, while
the seventh suspended the PRC in ED program and
reassigned PRCs to other programs as needed.

Educating on PRCs, MOUD, and target population

The meetings allowed organizers to educate vendors
about implementation of PRCs in EDs, MOUD as a
clinical best practice for OUD, and the target popu-
lation of persons with OUD. The educating code
was originally based on organizers educating vendor
representatives during the meetings, but as the ana-
lysis developed, it became apparent that vendor rep-
resentatives also educated organizers about these
subjects. In the following meeting excerpt, an organ-
izer learns from a PRC supervisor the vendor’s spe-
cific method for implementing PRCs in EDs using
telehealth:

Organizer: Now, do you have the, I don’t know if I'm
calling it the right name, but like with the telehealth
where the coaches can meet with someone on the com-
puter or something like that? Like telehealth?

PRC supervisor: Yea, totally, so there’s a cart that sits in
each of our emergency department that has essentially
an iPad on top of it, and we use Avisia software and ba-
sically if a patient comes into the ED that needs to talk
to a coach, the nurses can just turn on the cart, click a
button on the screen that says connect to hub, and it’s
pretty self-explanatory. They just wheel the cart into
the patient’s room and leave so that the patient could
have a private conversation with the coach, and when
the conversation is finished, the patient calls the call
light, the nurse comes in and does any sort of debrief
or handoff with the coaches that they need to, and yea,
they roll the cart away and put it in storage and plug it
in (09/12/2019).

Working through data collection

The data collection theme refers to the responsi-
bility of researchers to collect data for the evalu-
ation of the implementation and practice. RCPSI
organizers utilized REDCap, a secure application
for electronic health data collection and data-
base management. During the calls, organizers in-
structed vendors on how to conduct data collection
and explained the purpose of the research design
and the need for specific forms of data. In the fol-
lowing excerpt, an organizer and researcher ex-
plains the timing of the data collection process to
vendor representatives:

So for the evaluation data, I know that we had asked,
too, that we get the first data pull from everyone.
We’re not collecting the data for 30 days after the pro-
gram starts, so 30 days after you officially got your re-
covery coach there and you started seeing patients. We
want that more so to make sure that the process is in
place, that we’re getting the data we need, and then
after that we’re not going to be asking for monthly data
from you. It’s going to be ... on a less frequent basis
(Organizer, 5/24/2018).
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Organizers asked vendors about the status of their
data collection efforts and offered advice as needed.
Vendor representatives discussed progress in col-
lecting data, described any difficulties in data collec-
tion they may be experiencing, and asked organizers
for help with data collection problems.

DISCUSSION

The results revealed how teleconference meet-
ings served as the main component of an informal
learning collaborative for the RCPSI through which
the vendor representatives could speak with each
other and with organizers as they implemented
the use of PRCs in EDs. During meetings, vendors
and organizers developed social networks, worked
through implementation strategies, identified imple-
mentation barriers and facilitators, and shared ways
to address them. In doing so, they educated each
other about performance of PRC work roles, char-
acteristics of patients with OUD, and various types
of MOUD. The meetings also provided a venue
through which organizers could explain data col-
lection methods for purposes of evaluation, while
vendor representatives could ask questions and gain
assistance with data collection tools and project re-
porting. In addition to the teleconference meetings,
vendor representatives contacted organizers for
consultation purposes through email and telephone
calls between meetings, and organizers shared
media with vendors that described the intervention
and data collection process. Organizers also made
site visits to EDs of three vendors to discuss imple-
mentation and data collection with staff.

The RCPSI collaborative was not an organized,
structured group-learning initiative as described
in the review of learning collaboratives for mental
health referenced above [20], but organizers took
similar steps as those outlined in the review. They
brought multidisciplinary teams of care workers
from vendors—including program administrators,
hospital and mental health supervisors, PRCs, and
doctors—and focused on implementing an inter-
vention aimed at improving outcomes for opioid
overdose patients at EDs. The organizers were state
mental health agency professionals and evaluators
familiar with the developing practice of ED-based
PRC services serving as experts on implementa-
tion of the practice. They received feedback from
vendors regarding progress of implementation
and advised them on data collection conducted
to evaluate the implementation and intervention.
Organizers utilized the teleconference meetings for
learning and crosssite communication purposes,
but rather than structured activities instructing on a
formal curriculum, the meetings were informal and
semi-structured in that organizers ensured that each
vendor representative had a chance to speak during
meetings. Although vendor representatives regu-
larly updated stakeholders on the progress of PRC in

ED implementation and carrying out of intervention
practices aimed at having opioid overdose patients
receive MOUD, there was no structured short-term
testing and reporting as with many formal learning
collaboratives.

The review referenced above identified 14 com-
ponents of learning collaboratives described in
the literature, with collaboratives reviewed aver-
aging seven components, the most common being
in-person learning sessions, plan-do-study-act cycles,
multidisciplinary = quality improvement teams,
and data collection for quality improvement [20].
Another study asked 53 experienced health care pro-
fessionals that had recently been members of quality
improvement teams to rate the helpfulness of 12
components of learning collaboratives [26]. The six
highest rated components were collaborative “fac-
ulty” who were experts on the intervention providing
guidance, solicitation of participant organization
staff ideas, a “change package” of materials pro-
viding specific descriptions of the intervention and
implementation strategy, Plan-Do-Study-Act cycles
of rapid testing, formal and informal interactions
with members of other teams during face-to-face or-
ganized learning sessions, and an internet site that
was password-protected and allowed for posting of
data and information. Participants rated monthly
teleconference meetings 11th of the 12 components
in terms of helpfulness. A primary criticism of theirs
was that the formality of setting of topic agenda for
group teleconferences limited their participation
in that they may not have questions or comments
about the topic set for a meeting but did have other
questions and comments to share on other aspects
of implementation of practice. Several participants
suggested a more informal structure for monthly
group teleconferences in which any topic may be
addressed [26]. The RCPSI collaborative combined
the highest rated component, a collaborative fac-
ulty of experts, with elements of the third and fifth
highest rated components, solicitation of vendor
staff input and interactions with other organization
staff during learning sessions, and the low-rated com-
ponent, monthly teleconference meetings. However,
RCPSI teleconference meetings were informal and
not curriculum or topic driven. And although organ-
izers initially believed that the meetings would be
conducted for just the first few months of implemen-
tation, they were continued for two more years due
to vendor interest.

Program sustainability was an important topic of
discussion among stakeholders, particularly during
the second year of meetings. The need to maintain
program sustainability prompted vendors serving
patients in rural areas to make interinstitutional
connections with criminal justice agencies, while an
urban vendor engaged with law enforcement offi-
cers to bring opioid offenders to ED for PRC contact
and treatment rather than arresting and jailing them
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and to develop continued MOUD delivery through
billing. Importantly, such connections may be pre-
ventive of opioid overdose and fatalities, given high
rates of these among newly released inmates [27].
Having PRCs work with jail inmates with OUD also
fits philosophically with PRC work with ED over-
dose patients in that jail inmates, like overdose pa-
tients, have experienced a dramatic negative event
(being jailed) and may be particularly receptive to
MOUD and other treatment services. Stakeholders
discussed the need for interinstitutional connections
and a holistic approach in which multiple commu-
nity agencies work together in harm reduction ef-
forts and recovery support for persons with OUD.
Unfortunately, restrictions stemming from the pan-
demic negatively impacted the connections made
by PRC in ED programs with jails.

The COVID-19 pandemic created multiple bar-
riers to PRC service delivery, including restrictions
on in-person contacts with patients, negative impacts
on ED staff attention to OUD patients and commu-
nication with PRCs, and lessened numbers of OUD
patients at EDs. Yet, the pandemic also prompted
change, which may be fundamentally important for
PRC in ED program sustainability going forward.
Vendor representatives discussed program sustain-
ability through billing Medicaid for PRC appoint-
ments with patients in person and, after the impact of
COVID, through telehealth. Six of seven programs
continued service delivery by moving peer support
to telehealth after pandemic restrictions were in-
stituted. Doctor prescribing visits with patients for
MOUD using telehealth also became allowable
and billable for Medicaid. Telehealth for MOUD
became easier to deliver because of changes in pol-
icies due to COVID-19. Such policy changes are
important to effectively engage the vulnerable and
socially marginalized population of persons with
OUD in treatment at a time when opioid overdoses
are on the rise due to pandemic factors [28]. It re-
mains an open question if telehealth will become the
standard mode of service delivery for peer support
programs with ED patients following the pandemic.

Limitations of analysis

The teleconference data contain valuable informa-
tion of vendor experiences of the implementation
initiative over time, but a major limitation of analysis
using data from informal, semi-structured meetings
is, without formal questions, important aspects of
implementation go unexplored if not discussed by
stakeholders. Organizers at times explored subjects
of conversation by asking questions of vendors, but
the meetings were never structured around specific
questions planned and prepared ahead of time.
For a variety of reasons, vendors may not have dis-
cussed important barriers and facilitators occurring
in their local contexts when not prompted to do so
by organizers.

Another limitation of this study is that meetings were
not specifically designed for purposive sampling of all
important role players in implementation. Other than
PRCs, vendor representatives were mostly in adminis-
trative or supervisory roles. Only a couple of doctors
and no frontline nonsupervisory ED staff participated
in the meetings. Participation of frontline ED staff in
the meetings might have added valuable insights from
their perspective to the discussions.

CONCLUSIONS
This study is not an argument against utilizing
formal, planned learning collaboratives following
established models for quality improvement, imple-
mentation, or research purposes. But it does suggest
that informal teleconference meetings with state
leaders and experts might be a useful addition to
an implementation project whether or not part of a
formal learning collaborative. The teleconference
meetings were an efficient and economical imple-
mentation support for a variety of RCPSI vendors
who sought information and guidance from state
leaders, researchers, and each other in aiming for
peer support and MOUD to become regular prac-
tices in their EDs for opioid-using patients who
have overdosed. More research is needed to deter-
mine the impact of an informal learning collabora-
tive when implementing a novel, multidisciplinary
health intervention, like the one of study here, which
required staff of mental and physical health discip-
lines and different organizations working together.
In the wake of the COVID-19 pandemic, the tran-
sition of PRC work to telehealth for contact with
ED patients raises important issues for implemen-
tation. Telehealth offers quick PRC contact that
can overcome timing issues of in-person modes of
service delivery. But one study found that some pa-
tients not ready to enter treatment at the ED were
persuaded to do so through later follow-up contacts
[11]. Research needs to determine not just the most
effective timing for PRC contact in terms of ED pa-
tient outcomes but also if telehealth is an effective
mode of PRC service delivery to continue after the
restrictive impact of the pandemic subsides.
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