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Abstract

Background Novel strategies are needed to engage people who use stimulants into the continuum of addic-

tion care. Contingency management (CM) is the most effective intervention for stimulant use disorder and may
engage non-treatment-seeking populations, especially when delivered by peer recovery support specialists (peers).
We describe development and training for a novel peer-delivered CM program for stimulant use harm reduction
and treatment engagement.

Methods We used a community based participatory research (CBPR) process to develop a CM program focused

on self-identified goals for harm reduction and treatment engagement. A steering committee of peers guided study
design, CM rewards, schedule, and incentivized goals. Peers completed coaching-to-criterion of six CM skills based
on the CM Competence Scale (CMCS), then completed a one-on-one roleplay with a standardized patient. Coaches
rated peer performance of each CMCS skill according to its Likert scale (1 =Very Poor to 7 =Excellent) and an a priori
rating criterion of 4 (‘adequate’). Roleplays included feedback and a replay’ of skills, if necessary.

Results The steering committee devised two CM interventions: an enhanced standard-of-care incentivizing

peer visits (520 for weekly peer visits) and an intervention that additionally incentivized self-directed goals ($20

for weekly peer visits and $30 for completed goal-related activities). Self-identified goal-related activities were chosen
through a collaborative process and organized into 6 domains: (1) overdose/overamping prevention (2) substance
use supports/treatment (3) daily living/housing (4) education/employment (5) mental/physical/spiritual health (6)
social relationships. Forty-seven peers across nine peer-led organizations (three rural and six urban organizations
across Oregon) completed CM training. All 47 peers met the a priori criterion in their roleplay, with seventeen (36%)
requiring a'replay’ of a skill. Mean CMSC summary scores were 28.51 (SD 4.73) on the first attempt and 29.62 (SD 4.01)
on the second attempt.

Conclusions PEER-CM (Peers Expanding Engagement in Stimulant Harm Reduction with Contingency Manage-

ment) is among the first trials to use peer-delivered CM for stimulant use, incentivizing peer engagement and self-
identified goals for harm reduction and treatment engagement. A CBPR approach strengthened the study design
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by incorporating peer guidance. Peers in this large, multisite sample demonstrated adequate CM delivery skills

with acceptable fidelity following training.
Trial Registration

This study is registered at ClinicalTrials.gov (NCT 05700994). Registered 26 January, 2023.

Keywords Behavior therapy, Reinforcement, Stimulants, Substance-related disorders, Psychosocial intervention,
Community-based participatory research, Motivation, Methamphetamine

Background

The drug overdose epidemic continues to devastate com-
munities in the United States. Overdose deaths have
risen exponentially related to fentanyl and the COVID-
19 pandemic, with 2023 being the deadliest year ever for
people who use drugs (PWUD) [1-4]. In Oregon, opioid
overdose deaths increased from 280 deaths in 2019 to
1049 deaths in the first three quarters of 2023 [5]. Stim-
ulant-involved overdose deaths are also rising rapidly,
disproportionately affecting racial and ethnic minorities
including Black/African American and American Indian/
Alaskan Native populations [6, 7]. Co-use of stimulants
(especially methamphetamine) and opioids is common
and associated with greater overdose risk compared to
opioid or stimulant use alone [8, 9]. To address this epi-
demic, more strategies are needed to engage people who
use stimulants in harm reduction and treatment services.

Behavioral treatment is the gold standard for treating
stimulant use disorder since there are no FDA-approved
medications for stimulant use disorder, and medications
have limited benefit [10-12]. Contingency management
(CM) is an evidence-based intervention that utilizes a
reward-based system as positive reinforcement and is
effective for all substance use disorders (SUD) [13]. CM
is the most effective intervention for reducing stimulant
use and also increases treatment retention and engage-
ment [14]. Yet, evidence for CM is almost exclusively in
treatment seeking populations and typically incentivizes
abstinence from substance use, not reaching the majority
of PWUD who are not seeking treatment [15-17]. Nota-
bly, the empirical basis for CM as an efficacious therapy
for increasing treatment adherence rests on research tri-
als in which CM was delivered by research personnel or
traditional addiction treatment professionals. This leaves
unanswered questions about potential roles for other
professionals in CM delivery, who can contribute benefi-
cially across the SUD care continuum.

One such group of professionals that increasingly
populate the behavioral health workforce are peer
recovery support specialists (peers), who (among
many things) can uniquely engage PWUD who are not
treatment seeking. Peers use their lived experience in
addiction and recovery to gain trust and form personal
connections with PWUD, providing encouragement

and hope. Peers also focus on holistic goals, includ-
ing harm reduction, that may not always fit into tra-
ditional SUD treatment settings which are typically
more abstinence and recovery focused [18]. Through
these connections, peer involvement improves sub-
stance use recovery outcomes and positively impacts
lives of PWUD [19]. Peer-delivered CM has the poten-
tial to engage difficult to reach populations of PWUD,
but is understudied [20]. Recent reports from the U.S.
Department of Health and Human Services (HHS) and
Substance Abuse and Mental Health Services Adminis-
tration (SAMHSA) explicitly recommend against peers
delivering CM, despite no evidence that peers cannot
deliver CM effectively and in a manner consistent with
the peer role of supporting self-identified goals [21, 22].

Peers and peer-led organizations provide essen-
tial harm reduction services that serve as a bridge to
SUD treatment, but peers and PWUD are not always
included in research design or the development of inter-
ventions intended to support PWUD [23]. Meaningful
peer involvement in research design has the potential to
more effectively address community needs and improve
outcomes most important to PWUD ([24]. Further-
more, very few studies have examined whether peers
can be effectively trained to deliver CM. To address this
gap in understanding of peer workforce capability, we
used a community-based participatory research (CBPR)
approach centering the needs of PWUD in designing a
harm reduction and treatment engagement intervention.
CBPR approaches actively engage communities affected
by the research questions to inform study design [25, 26].
By involving peers with lived experience in addiction, we
developed a CM intervention that is specifically tailored
to meet the needs of PWUD.

The Peers Expanding Engagement in Stimulant Harm
Reduction with Contingency Management (PEER-CM)
study aims to test the effectiveness of peer-delivered CM
for achieving harm reduction and treatment engagement
goals to reduce overdose in people who use stimulants,
targeting individuals who are non-treatment seeking [27].
This manuscript reports the CBPR process and training
fidelity outcomes used to support peers in learning evi-
dence-based CM skills for incentivizing client-directed
harm reduction and treatment engagement goals.
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Methods

Study design, setting, and participants

PEER-CM study design and protocol have been reported
in detail, elsewhere [27]. This manuscript focuses on the
CBPR process and training outcomes. Briefly, Oregon’s
extensive network of community-based peer support
service programs were offered to participate. Participat-
ing peer organizations were part of Oregon’s network of
peer services that offer outreach, harm reduction, and
treatment engagement to PWUD in 24 of Oregon’s 36
counties [28]. In Oregon, peers with lived experience in
recovery from addiction are certified by the state after
completion of an approved peer training curriculum [18].
Nine geographically diverse organizations were selected
who manage 14 distinct peer “sites”. All sites were trained
to implement a “standard-of-care” CM intervention
that incentivized client engagement with peer visits.
Sites were then trained and randomized to initiate cli-
ent incentives for meeting self-identified harm reduc-
tion/treatment engagement goals in addition to peer visit
incentives, with two sites implementing this approach
every two months. Clients are eligible for enrollment if
they are age 18 or older, used any stimulant in the past
30 days, and are willing to accept peer services. Clients
are followed for six months to assess for self-reported
overdose (primary outcome), meeting self-identified
harm reduction goals, and engagement in treatment ser-
vices (secondary outcomes). This study was approved by
the Oregon Health & Science Institutional Review Board
(IRB #24672).

Community-based participatory research approach
The PEER-CM study was designed using a CBPR
approach informed by principles of CBPR including: (1)
facilitating collaborative partnerships between commu-
nity and research partners, (2) tailoring the study design
to meet the needs of the community and PWUD, and (3)
promoting an empowering process for peers and peer
supervisors to participate in development, implemen-
tation, evaluation, and dissemination [24, 25]. All par-
ticipating peer organizations were invited to send one
or two representatives to participate in the PEER-CM
steering committee. Steering committee members across
peer organizations included organizational leaders, peer
supervisors, and peers. Meetings typically had 1-2 rep-
resentatives from at least 6 peer organizations in attend-
ance. The steering committee also included technical
assistance and training partners and research partners
from all partnering organizations.

The steering committee convened virtually for one-
hour sessions to accommodate busy schedules and
vast geographic spread across the state. The steering
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committee convened twice during the grant application
development phase, every other week during the pro-
ject planning phase (January 2023 to August 2023), and
monthly during the implementation phase which began
February 2024. The goal of the steering committee was
to facilitate collaboration, support, and shared project
leadership across implementation, technical assistance
and training, and research staff to effectively design a CM
intervention that supports people who use stimulants
in achieving harm reduction goals and reducing opioid
overdose and stimulant overamping. Steering commit-
tee members helped create study materials and provided
feedback on PEER-CM study design and core elements
of the PEER-CM program. PEER-CM program design
was also informed by existing CM literature and exper-
tise, ensuring adherence to core principles and concepts
of CM (e.g. targeted behaviors are meaningful and objec-
tively verifiable, rewards are provided consistently and
accurately) [29, 30].

Steering committee members provided feedback on
all data collection tools and project materials and helped
answer the following study questions related to CM,
identifying and documenting goals, and collecting data:

+  What types of gift cards to provide?

+ What should the incentive structure look like (i.e.,
number of gift cards, amount of gift cards, and fre-
quency of gift cards)?

«  What will the goal action planning process look like
between peers and clients?

+  What goals will be incentivized?

+ What will overdose/overamping prevention discus-
sions look like?

+ What are the eligibility criteria for participating in
PEER-CM?

+ What will the PEER-CM fidelity review process look
like?

+ What will the data quality check process look like?

We used Basecamp, a cloud-based project management
and collaboration tool, to share meeting materials and
solicit asynchronous feedback from steering committee
members. We kept a running list of upcoming questions
in an Excel file on Basecamp, which included questions,
date to discuss in meeting, facilitator to lead discussion,
decision status (i.e., in preparation, posted, decided), and
final decision when applicable. Meeting agendas with
decision topics and any relevant documents to review or
reference materials were posted one week prior to each
meeting. Prior to each discussion, PEER-CM study staff
outlined the decision-making process, including stat-
ing that we wanted to hear from all steering committee
members and may call on people for their input directly.
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Steering committee members could provide feedback
verbally, via chat, or via Zoom reactions (e.g., thumbs
up, heart). PEER-CM study staff with expertise in CBPR
approaches facilitated open discussions for each topic,
summarized a final decision, and led a decision-making
voting process, if needed. Decision-making voting was
done using numbers presented in the chat from 1 to 8.
Votes from 1 to 6 represented approval from enthusiastic
support to meager support. Votes from 7 to 8 represented
strong objection and would lead to continued discussion
during current or future meetings. Meeting minutes with
decisions were posted to Basecamp after each meeting.
When feedback was related to document and material
development, PEER-CM study staff walked through doc-
uments, collected feedback, integrated feedback between
meetings, and then brought final documents to future
meetings for steering committee approval.

Contingency management training

Peers underwent a contingency management coaching-
to-criterion training process where peers are “coached”
or trained to an a priori fidelity benchmark for spe-
cific “criterion” or clinical skills. This CM coaching-to-
criterion process has been proven to effectively train
addiction clinicians, with higher CM skillfulness dem-
onstrated to improve client outcomes [31, 32]. CM train-
ing included an overview of important CM concepts and
coaching-to-criterion of specific CM skills based on six
core domains of the validated Contingency Management
Competence Scale (CMCS): (1) Informing the client of
rewards, (2) Outlining the potential for future rewards,
(3) Providing earned rewards, (4) Assessing client inter-
est in rewards, (5) Providing praise and social reinforce-
ment, and (6) Linking reward to goals [33]. These six core
domains of the CMCS have high reliability, internal con-
sistency, and durability [32, 34]. A two-hour CM skills
group training session included demonstrations by train-
ers, practice roleplays by peers, and performance-based
feedback from trainers and peers. Group training ses-
sions were primarily in-person, with a virtual option for
peers who could not attend the in-person trainings. Most
peers (65%) attended an in-person training.

Following group training, each peer completed a vir-
tual 20-min, one-on-one roleplay with a standardized
patient in which peers were asked to demonstrate the
six core domains of the CMCS in a simulated encoun-
ter. A CM trainer (LP, ES, AC, LK) observed each
roleplay and provided feedback. Peers were given the
opportunity to ‘replay’ specific skills if not adequately
demonstrated on the first attempt. Trainers rated the
six core domains of the CMCS in real time according
to its Likert scale (1 =Very Poor to 7= Excellent) and
an a priori rating criterion of 4 (‘adequate’) for each
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skill domain [35]. All CM trainers underwent a train-
the-trainer process, including practice and feedback
on CMCS ratings, to ensure reliability and validity of
CMCS ratings.

Results

PEER-CM study design development

Nine peer-led organizations (three rural and six urban
organizations across Oregon) representing 14 sites and
four partnering technical assistance and research organi-
zations formed the steering committee. During the grant
development stage, the peer-led organizations drove the
decision to compare two peer-led CM approaches: (1)
incentivizing peer visits as the enhanced standard-of-care
and (2) incentivizing goal-related activities in addition
to peer visits as the intervention. Peer-led organiza-
tions felt it was important that both approaches included
CM rewards so that all participants could potentially be
offered CM rewards regardless of study arm.

During the project planning phase, the steering com-
mittee finalized eligibility criteria, decided reward
specifics (i.e., gift card types, amount, schedule), deter-
mined specific incentivized goal-related activities,
provided input, and finalized the opioid overdose and
stimulant overamping prevention materials (i.e., peer-
and participant-facing prevention planning documents
and wallet cards). During the implementation phase,
the steering committee discussed study progress on
enrollment targets and dissemination opportunities,
described site-level challenges and successes, shared
resources across sites, and continued to provide input
on updated project materials and processes.

Importantly, steering committee peers highlighted the
need to expand eligibility criteria from methampheta-
mine only to all stimulants, specifically to include crack
and powder cocaine and prescription stimulant misuse.
For CM rewards, peer-led organizations highlighted the
importance of having gift cards to large grocery stores
with a variety of products (e.g. Fred Meyer) that were
accessible in the community. Peers also recommended
incentivizing weekly peer engagement with $20 gift cards
and having a higher reward amount of $30 for completed
goal-related activities, feeling that this schedule would be
the most motivating for participants (Table 1).

Table 1 PEER-CM incentives

Standard-of-care
$20 for weekly peer visits (15 visits up to $300)

Intervention

$20 for weekly peer visits (15 visits up to $300)

$30 for completing goal-related activities (10 goals-related activities
up to $300)
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Incentivized client-identified goals

Peers felt that incentivizing clients’ self-identified
goals was an important way to support clients, reduce
overdose, and increase engagement in treatment ser-
vices. Peers identified numerous goals that are typically
important to PWUD and emphasized the importance
of having many options across different domains since
clients’ goals can vary. Goals were organized into six
domains: (1) Overdose/Overamping Prevention and
Risk Reduction Planning, (2) Substance Use/Recov-
ery Supports, (3) Daily Living, Routines, and Housing,
(4) Education, Employment, and Finances, (5) Mental,
Physical, and Spiritual Health, and (6) Social, Recrea-
tional, Relationships, and Family [27]. Guided by CM
principles of rewarding specific objective behaviors and
acknowledging that some goals require a multitude of
steps, peer organizations decided to shift incentivized
self-identified goals to rewarding self-identified goal-
related activities that include steps taken (e.g., schedul-
ing a SUD treatment appointment) toward larger goals
(e.g., engaging in SUD treatment). The final list of goals
and incentivized goal-related activities can be found in
our protocol manuscript [27].

Harm reduction materials

The steering committee identified the need for discus-
sion guides around prevention of opioid overdose and
stimulant overamping. Based on steering commit-
tee feedback, discussion guides, participant handouts,
and fold-out wallet cards were developed that include
educational information and self-selection of harm
reduction actions that can be documented on the wal-
let card as a harm reduction plan. The materials used a
discussion approach based on the REBOOT 2.0 over-
dose counseling intervention, which aimed to engage
participants in a discussion about their opioid overdose
experiences, strategies to reduce opioid overdose risk,
and participant-specific risk reduction planning [36].
We adapted materials for use by peers and expanded to
include stimulant overamping content and translated
participant-facing materials to Spanish. Additional
adaptations included development of a detailed script
for peers and project-specific handouts and wallet cards
for participants. Additional files show the fold-out wal-
let cards [see 1_Wallet Cards], overdose prevention
discussion guide [see 2_Opioid Overdose Prevention
Discussion Guide], overamping prevention discussion
guide [see 3_Stimulant Overamp Prevention Discussion
Guide], opioid overdose handout [see 4_Opioid Over-
dose Handout], and stimulant overamping handout /see
5_Stimulant Overamp Handout].
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CM coaching-to-criterion training scores

As of May 2024, 47 peers and peer supervisors (who
may provide back-up support if a peer is unavailable)
from nine peer-led organizations completed the con-
tingency management coaching-to-criterion training,
including the one-on-one roleplay with a standardized
patient. Thirty (64%) participants adequately demon-
strated all six CM skills on the first attempt, receiving
an a priori rating criterion of 4 (‘adequate’) or more
on all six CMCS skill domains. Seventeen (36%) par-
ticipants required a ‘replay’ of one or more skills. The
two skills that most frequently required a ‘replay’ were
providing earned rewards (n =7, 15%) and assess-
ing client interest in rewards (n =7, 15%). The mean
CMCS summary score was 28.51 (SD =4.73, range
=21-40) on the first attempt and 29.62 (SD =4.01,
range =24—40) on the second attempt. Mean final score
and standard deviation (SD) for each CMCS domain
were: (1) Informing the client of rewards (M =4.89, SD
=0.67), (2) Outlining the potential for future rewards
(M =5.00, SD =0.78), (3) Providing earned rewards
(M =4.85, SD =1.06), (4) Assessing client interest in
rewards (M =5.09, SD =1.00), (5) Providing praise
and social reinforcement (M =4.89, SD =0.94), and (6)
Linking reward to goals (M =4.89, SD =0.84).

Peer workforce challenges

Workforce shortages in addiction and mental health are
a significant barrier to increasing access to addiction
treatment [37]. Many participating peer-led organiza-
tions experienced peer turnover and workforce shortages
which affected peer training and implementation. As
of May 2024, 30 peers and 25 peer supervisors or other
organization administrative staff were involved in the
PEER-CM project. Eight peers, five peer supervisors, and
five other organization administrative staff completed
all PEER-CM trainings and are no longer involved in the
PEER-CM project. In addition, many other peers started
but did not complete the PEER-CM training process.
Of those no longer involved in PEER-CM for whom we
have turnover information, some (n =6) shifted to dif-
ferent internal positions and the remaining (n =22) left
the organizations completely. Reasons provided for leav-
ing included difficulty of peer work on personal recov-
ery, no longer being interested in peer work, moving to
a different organization, and retiring. To ensure that all
new peers are adequately trained in CM skills, peers
completed CM training by watching previously recorded
CM group trainings, then underwent one-on-one role-
plays with a standardized patient (scores included above).
Peers could also request additional in-person training for
extra skills practice.
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Discussion

Although earlier-referenced HHS and SAMHSA reports
cautioned against peer-delivered CM for lack of sup-
porting evidence [21, 22], that cautionary recommenda-
tion acknowledged that ongoing research may influence
future recommendations. Using a fidelity criterion
employed in multiple implementation research trials
with samples of traditional addiction professionals [32,
34, 38], our large, multisite sample of peers demonstrated
capability to skillfully deliver CM. In addition to dem-
onstrating competence in CM skills, peers felt that CM
skills were natural to incorporate into client encounters
and were excited about being able to offer additional
positive rewards. CM skills pair well with peer work as
peers often elicit client goals and use positive rewards for
relationship building (e.g. meeting for coffee) [18]. Since
peers are uniquely positioned to engage non-treatment
seeking PWUD in harm reduction and treatment engage-
ment, peer-delivered CM has the potential to increase
motivation and improve engagement for people outside
of treatment settings. Our data from this ongoing trial
make clear that peers can competently deliver CM with
fidelity, and we look forward to future reporting oppor-
tunities wherein the clinical effectiveness of these CM
interventions may be addressed.

Very few studies have used CM to incentivize harm
reduction strategies [39, 40] even though CM—par-
ticularly when delivered by peers—has the potential to
improve engagement in the face of rising stimulant use.
Peer-led organizations informed design of this client-
centered CM program though a CBPR process. Involv-
ing PWUD and peers in harm reduction and treatment
engagement initiatives ensures that interventions are
designed to center the needs of PWUD [23, 24, 41].
The input of the steering committee was instrumen-
tal in shaping the PEER-CM intervention, as committee
members provided guidance on reward magnitudes and
delivery schedules to maximize client motivation and
engagement. Steering committee contributions to incen-
tivized goals also helped ensure a comprehensive, mean-
ingful goal list, building trust with peers responsible for
implementation and enhancing participant engagement.
The composition and role of the steering committee
evolved over different phases of the project from proposal
development to implementation. Open and transparent
discussions facilitated these transitions, ensuring con-
tinued alignment with study goals. In some instances, ad
hoc one-on-one site meetings with organizations helped
clarify the purpose and value of their engagement in the
steering committee meetings. Interestingly, peer recom-
mendations, such as the importance of rewarding peer
engagement and individualized client-identified goals,
largely align with CM expert guidelines for adapting CM
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for stimulant use harm reduction [42]. The PEER-CM
study will examine whether this novel approach of using
CM for harm reduction increases treatment engagement
and reduces overdose.

In the U.S., access to CM is improving with recent
changes allowing CM funding from SAMHSA and some
states allowing CM through Medicaid Section 1115 waiv-
ers [22, 43]. However, CM for stimulant use disorder
remains underutilized across most of the U.S. Key bar-
riers include financial constraints, philosophical oppo-
sition, and concerns about time and staffing needed to
deliver CM effectively [30]. Peer-delivered CM is a prom-
ising strategy to mitigate these challenges by broadening
the scope of services provided by peers within the SUD
treatment continuum, helping address concerns related
to staff availability and workload. However, the peer
workforce faces challenges, including high turnover rates
and workforce shortages, which mirror long-standing
trends in the broader mental health and addiction work-
force [37, 44]. Strengthening the addiction workforce will
require targeted strategies, including expanding access to
evidence-based interventions such as CM and equipping
a wide range of addiction professionals with the skills to
deliver these treatments effectively.

Study findings should be interpreted considering a
few limitations. First, Oregon’s robust peer support net-
work may limit generalizability of these findings to states
with less developed peer support infrastructure [28].
The implementation of PEER-CM also coincided with
Oregon’s decriminalization and subsequent recriminali-
zation of drug possession, which likely influences how
peers address client goals within the context of CM [45].
Future qualitative studies will explore these dynamics in
greater depth. Second, while our CBPR process included
multiple peer-led organizations across Oregon, it did not
include people actively using drugs, as all peers were in
recovery for at least 2 years in compliance with Oregon
peer recovery support specialist requirements. Although
peers with lived experience have expertise in the needs
of PWUD, there may be additional harm reduction needs
or goals that our intervention design did not include. We
are tracking intervention feedback and will be explor-
ing these gaps in qualitative interviews with peers and
clients. Third, skills-focused performances with a stand-
ardized patient do not guarantee that standard is met in
every encounter with actual patients in real-world prac-
tice. That said, standardized patient methodology does
provide opportunity to tailor an assessment to skills of
interest, and to provide a consistent stimulus (e.g. a fair
test) in that assessment across a group of trainees. To
encourage fidelity to CM skills over the course of the
study, peers receive refresher trainings on CM skills at
least once a year and additional re-trainings on request.
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The PEER-CM study will evaluate the effectiveness of
this CM intervention in a real-world setting. Finally, peer
turnover and workforce shortages also made ensuring
consistent and adequate training a challenge and may
affect fidelity to the PEER-CM intervention. We conse-
quently offer recurrent trainings on a regular basis.

Conclusions

Using a CBPR approach, the PEER-CM study was
designed to use peer-delivered CM to engage non-
treatment seeking people who use stimulants in harm
reduction and treatment engagement goals—providing
rewards for peer engagement and completing self-iden-
tified goal-related activities. The CBPR process played
a pivotal role in informing and strengthening the study
design by incorporating peer guidance to ensure that the
PEER-CM intervention effectively addresses the needs of
PWUD. PEER-CM will explore how incentivizing self-
identified goals supports harm reduction and treatment
engagement. After CM training on evidence-based CM
skills, a large, multisite sample of peers demonstrated
adequate CM delivery with acceptable fidelity. Peer-deliv-
ered CM has the potential to incentivize non-treatment
seeking people to engage in harm reduction and treat-
ment services that reduce opioid overdoses and stimulant
overamping.

Additional material
1_Wallet Cards.pptx—Wallet cards: Fold out educational
wallet cards for opioid overdose prevention and stimu-
lant overamping prevention.

2_Opioid Overdose Prevention Discussion Guide.
docx—Opioid overdose discussion guide: Opioid over-
dose prevention discussion guide for peers.

3_Stimulant Overamp Prevention Discussion Guide.
docx—Stimulant overamping discussion guide: Stimulant
overamping prevention discussion guide for peers.

4_Opioid Overdose Handout.docx—Opioid over-
dose handout: Opioid overdose prevention handout for
participants.

5_Stimulant Overamp  Handout.docx—Stimulant
overamping handout: Stimulant overamping prevention
handout for participants.

Abbreviations

PWUD People who use drugs

(@] Contingency management

SUD Substance use disorder

Peers Peer recovery support specialists who have lived experience in
addiction

CBPR Community based participatory research

PEER-CM  Peers expanding engagement in stimulant harm reduction with
contingency management

CMCS Contingency Management Competence Scale
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Additional file 4.
Additional file 5.

Acknowledgements

The authors would like to thank the members of the peer steering commit-
tee who provided invaluable insight and expertise: Camille Ireland-Esquivel,
Irvin Wilson, Jonathan Duncan, Larry Howell, Mariah Wright, Nova Mclaughlin,
O'Nesha Cochran, Paul Gonzales, Reina Bower, Ricardo Verdeguez, Roberto
Paredes, and Sean Mahoney.

About this supplement

This article has been published as part of Harm Reduction Journal , Volume 22
Supplement S1, 2025: Harm Reduction Research Network. The full contents of
the supplement are available athttps://harmreductionjournal.biomedcentral.
com/articles/supplements/volume-22-supplement-1

Author contributions

LP and ES drafted the manuscript. LP, ES, BH, AC, PTK, CH, and LK developed
and contributed to the peer training process. LP, ES, AC, RC, GL, CH, JL, KSP, LK,
KH, and PTK conceptualized and participated in the CBPR process. LP, ES, AC,
BH, and RC performed data analysis. LP, ES, AC, BH, RC, GL, CH, JL, KSP, LK, KH,
and PTK read and approved the final manuscript.

Funding

This work was supported by the National Institutes of Health, National Insti-
tute on Drug Abuse (R0O1 DA057670; KO1 DA055130); and Substance Abuse
and Mental Health Services Administration, (CFDA 93.788 #H79T1085732).

Declarations

Ethics approval and consent to participate
This study was approved by the Oregon Health & Science Institutional Review
Board (IRB #24672).

Consent for publication
Not applicable.

Availability of data and materials
The data supporting the conclusions of this article are available upon request
to Linda Peng, pengli@ohsu.edu.

Competing interests
The authors declare that they have no competing interests.

Author details

1Departmeh‘[ of Medicine, Section of Addiction Medicine, Oregon Health

& Science University, 3181 SW Sam Jackson Park Road, Mail Code UHN30,
Portland, OR 97239, USA. 2Comagine Health, Portland, OR, USA. *Addictions,
Drug and Alcohol Institute, University of Washington, Seattle, WA, USA. *Health
Systems Division, Oregon Health Authority, Portland, OR, USA. E'Oregon

Health & Science University-Portland State University School of Public Health,
Portland, OR, USA.

Received: 18 June 2024 Accepted: 31 March 2025
Published online: 06 May 2025


https://doi.org/10.1186/s12954-025-01213-z
https://doi.org/10.1186/s12954-025-01213-z
https://harmreductionjournal.biomedcentral.com/articles/supplements/volume-22-supplement-1
https://harmreductionjournal.biomedcentral.com/articles/supplements/volume-22-supplement-1

Peng et al. Harm Reduction Journal

(2025) 22:72

References

1.

20.

Jenkins WD, Bolinski R, Bresett J, Van Ham B, Fletcher S, Walters S, et al.
COVID-19 during the opioid epidemic—exacerbation of stigma and
vulnerabilities. J Rural Health. 2021;37:172-4.

Gladden RM, O'Donnell J, Mattson CL, Seth P. Changes in opioid-involved
overdose deaths by opioid type and presence of benzodiazepines,
cocaine, and methamphetamine—25 States, July-December 2017 to
January—June 2018. MMWR Morb Mortal Wkly Rep. 2019,68:737-44.
Spencer MR, Garnett MF, Minifio AM. Drug Overdose Deaths in the
United States, 2002-2022. National Center for Health Statistics. 2024.
https://www.cdc.gov/nchs/products/databriefs/db491.htm. Accessed 3
May 2024

Vital Statistics Rapid Release-Provisional Drug Overdose Data. Centers for
Disease Control and Prevention. 2024. https://www.cdc.gov/nchs/nvss/
vsrr/drug-overdose-data.htm. Accessed 3 May 2024.

Oregon Health Authority Public Health Division. Opioid Overdose Public
Health Surveillance Update April 25th, 2024. Oregon Health Authority;
April 25 2024.

Mattson CL, Tanz LJ, Quinn K, Kariisa M, Patel P, Davis NL. Trends and geo-
graphic patterns in drug and synthetic opioid overdose deaths—United
States, 2013-2019. MMWR Morb Mortal Wkly Rep. 2021;70:202-7.

Kariisa M, Seth P, Scholl L, Wilson N, Davis NL. Drug overdose deaths
involving cocaine and psychostimulants with abuse potential among
racial and ethnic groups—United States, 2004-2019. Drug Alcohol
Depend. 2021;227: 109001.

Korthuis PT, Cook RR, Foot CA, Leichtling G, Tsui JI, Stopka TJ, et al. Asso-
ciation of methamphetamine and opioid use with nonfatal overdose in
rural communities. JAMA Netw Open. 2022;5: €2226544.

Hughto JMW, Gordon LK, Stopka TJ, Case P, Palacios WR, Tapper A, et al.
Understanding opioid overdose risk and response preparedness among
people who use cocaine and other drugs: Mixed-methods findings from
alarge, multi-city study. Subst Abus. 2022;43:465-78.

Chan B, Freeman M, Kondo K, Ayers C, Montgomery J, Paynter R, et al.
Pharmacotherapy for methamphetamine/amphetamine use disorder—a
systematic review and meta-analysis. Addiction. 2019;114:2122-36.

. Trivedi MH, Walker R, Ling W, dela Cruz A, Sharma G, Carmody T, et al.

Bupropion and Naltrexone in Methamphetamine Use Disorder. N Engl J
Med. 2021;384:140-153@@@@.

Coffin PO, Santos G-M, Hern J, Vittinghoff E, Walker JE, Matheson T,

et al. Effects of mirtazapine for methamphetamine use disorder among
cisgender men and transgender women who have sex with men: a pla-
cebo-controlled randomized clinical trial. JAMA Psychiat. 2020;77:246-55.
Davis DR, Kurti AN, Skelly JM, Redner R, White TJ, Higgins ST. A review

of the literature on contingency management in the treatment of sub-
stance use disorders, 2009-2014. Prev Med. 2016;92:36-46.

De Crescenzo F, Ciabattini M, D'Alo GL, De Giorgi R, Del Giovane C, Cassar
C, et al. Comparative efficacy and acceptability of psychosocial interven-
tions for individuals with cocaine and amphetamine addiction: a system-
atic review and network meta-analysis. PLoS Med. 2018;15: €1002715.
DePhilippis D, Petry NM, Bonn-Miller MO, Rosenbach SB, McKay JR. The
national implementation of contingency management (CM) in the
department of veterans affairs: attendance at CM sessions and substance
use outcomes. Drug Alcohol Depend. 2018;185:367-73.

Lussier JP, Heil SH, Mongeon JA, Badger GJ, Higgins ST. A meta-analysis of
voucher-based reinforcement therapy for substance use disorders. Addic-
tion. 2006;101:192-203.

Petry NM, Peirce JM, Stitzer ML, Blaine J, Roll JM, Cohen A, et al. Effect of
prize-based incentives on outcomes in stimulant abusers in outpatient
psychosocial treatment programs: a national drug abuse treatment clini-
cal trials network study. Arch Gen Psychiatry. 2005;62:1148-56.

Stack E, Hildebran C, Leichtling G, Waddell EN, Leahy JM, Martin E, et al.
Peer Recovery Support Services Across the Continuum: In Community,
Hospital, Corrections, and Treatment and Recovery Agency Settings - A
Narrative Review. J Addict Med. 2022;16:93-100.

Bassuk EL, Hanson J, Greene RN, Richard M, Laudet A. Peer-delivered
recovery support services for addictions in the United States: a systematic
review. J Subst Abuse Treat. 2016;63:1-9.

Reback CJ, Kisler KA, Fletcher JB. A novel adaptation of peer health
navigation and contingency management for advancement along the
HIV care continuum among transgender women of color. AIDS Behav.
2021;25(Suppl 1):40-51.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

38.

39.

40.

41.

42.

Page 8 of 9

U.S. Department of Health and Human Services. Contingency Manage-
ment for the Treatment of Substance Use Disorders: Enhancing Access,
Quality, and Program Integrity for an Evidence-Based Intervention. Office
of the Assistant Secretary for Planning and Evaluation; 2023.

SAMHSA Advisory: using SAMHSA funds to implement evidence-based
contigency management services. Substance Abuse and Mental Health
Services Administration; 2025.

Marshall Z, Dechman MK, Minichiello A, Alcock L, Harris GE. Peering into
the literature: a systematic review of the roles of people who inject drugs
in harm reduction initiatives. Drug Alcohol Depend. 2015;151:1-14.
Brown G, Crawford S, Perry G-E, Byrne J, Dunne J, Reeders D, et al.
Achieving meaningful participation of people who use drugs and their
peer organizations in a strategic research partnership. Harm Reduct J.
2019;16:37.

Israel BA, Schulz AJ, Parker EA, Becker AB. Review of community-based
research: assessing partnership approaches to improve public health.
Annu Rev Public Health. 1998;19:173-202.

Greenhalgh T, Jackson C, Shaw S, Janamian T. Achieving research impact
through co-creation in community-based health services: literature
review and case study. Milbank Q. 2016;94:392-429.

Cooke A, Stack E, Peng L, Cook R, Hartzler B, Leichtling G, et al. The peers
expanding engagement in stimulant harm reduction with contingency
management study: a protocol paper. In R&R at Addiction Science &
Clinical Practice; 2025.

PRIME+ Peer Support. Peer Support Oregon. https://www.peersuppor
toregon.org/prime. Accessed 3 Jun 2024.

Higgins ST, Petry NM. Contingency management. Incentives for sobriety.
Alcohol Res Health. 1999;23:122-7.

Petry NM, Alessi SM, Olmstead TA, Rash CJ, Zajac K. Contingency manage-
ment treatment for substance use disorders: How far has it come, and
where does it need to go? Psychol Addict Behav. 2017;31:897-906.
Hartzler B, Gray K, Marx M, Kirk-Lewis K, Payne-Smith K, Mcllveen JW
(2023) Community implementation of contingency management to
address stimulant use. J Substance Use Addict Treatm 2023; 208941.
Hartzler B, Beadnell B, Donovan D. Predictive validity of addiction
treatment clinicians’ post-training contingency management skills for
subsequent clinical outcomes. J Subst Abuse Treat. 2017,72:126-33.
Petry NM, Alessi SM, Ledgerwood DM, Sierra S. Psychometric proper-
ties of the contingency management competence scale. Drug Alcohol
Depend. 2010;109:167-74.

Hartzler B, Jackson TR, Jones BE, Beadnell B, Calsyn DA. Disseminating
contingency management: impacts of staff training and implementation
at an opiate treatment program. J Subst Abuse Treat. 2014;46:429-38.
Petry NM, Ledgerwood DM. The contingency management competence
scale for reinforcing attendance. University of Connecticut Health Center;
2010.

McMahan VM, Arenander J, Matheson T, Lambert AM, Brennan S, Green
TC, et al."There’s no heroin around anymore. it's all fentanyl” Adapta-

tion of an opioid overdose prevention counseling approach to address
fentanyl overdose: formative study. JMIR Form Res. 2022;6:e37483.

Hoge MA, Stuart GW, Morris J, Flaherty MT, Paris M Jr, Goplerud E. Mental
health and addiction workforce development: federal leadership is
needed to address the growing crisis. Health Aff. 2013;32:2005-12.

Petry NM, Alessi SM, Ledgerwood DM. Contingency management
delivered by community therapists in outpatient settings. Drug Alcohol
Depend. 2012;122:86-92.

Blair CS, Gandhi M, Shoptaw S, Blades C, Clark JL. Contingency manage-
ment for integrated harm reduction among men who have sex with men
who use methamphetamine in Los Angeles: a pilot assessment. AIDS
Behav. 2023;27:1962-71.

Petry NM, Martin B, Finocche C. Contingency management in group
treatment: a demonstration project in an HIV drop-in center. J Subst
Abuse Treat. 2001;21:89-96.

Small W, Wood E, Tobin D, Rikley J, Lapushinsky D, Kerr T. The Injection
Support Team: a peer-driven program to address unsafe injecting in a
Canadian setting. Subst Use Misuse. 2012;47:491-501.

Khazanov GK, McKay JR, Rawson R. Should contingency management
protocols and dissemination practices be modified to accommodate
rising stimulant use and harm reduction frameworks? Addiction. 2024.
https://doi.org/10.1111/add.16497.


https://www.cdc.gov/nchs/products/databriefs/db491.htm
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm
https://www.peersupportoregon.org/prime
https://www.peersupportoregon.org/prime
https://doi.org/10.1111/add.16497

Peng et al. Harm Reduction Journal (2025) 22:72

43. Diana A, Saunders H, Hinton E. Section 1115 waiver watch: a look at the
use of contingency management to address stimulant use disorder. KFF.
2025. https://www.kff.org/policy-watch/section-1115-waiver-watch-a-
look-at-the-use-of-contingency-management-to-address-stimulant-use-
disorder/. Accessed 24 Jan 2025.

44, Paradise RK, Wakeman SE. Recruiting and retaining a diverse and skilled
addiction treatment workforce. Subst Use Addctn J. 2024;45:10-5.

45. Wiley M. Drug possession is a crime again in Oregon. Here's what you
need to know. OPB. 2024. https.//www.opb.org/article/2024/09/01/
oregon-starts-drug-possession-recriminalization/. Accessed 24 Jan 2025.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 9 of 9


https://www.kff.org/policy-watch/section-1115-waiver-watch-a-look-at-the-use-of-contingency-management-to-address-stimulant-use-disorder/
https://www.kff.org/policy-watch/section-1115-waiver-watch-a-look-at-the-use-of-contingency-management-to-address-stimulant-use-disorder/
https://www.kff.org/policy-watch/section-1115-waiver-watch-a-look-at-the-use-of-contingency-management-to-address-stimulant-use-disorder/
https://www.opb.org/article/2024/09/01/oregon-starts-drug-possession-recriminalization/
https://www.opb.org/article/2024/09/01/oregon-starts-drug-possession-recriminalization/

	Centering peers in design and training for a peer-delivered contingency management program for self-identified harm reduction and treatment goals
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Study design, setting, and participants
	Community-based participatory research approach
	Contingency management training

	Results
	PEER-CM study design development
	Incentivized client-identified goals
	Harm reduction materials
	CM coaching-to-criterion training scores
	Peer workforce challenges

	Discussion
	Conclusions
	Additional material
	Acknowledgements
	References


