SPECIAL ARTICLE

Peer Workers in the Behavioral and Integrated Health
Workforce: Opportunities and Future Directions
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The growth of the peer workforce in behavioral health services is bringing opportunities to organizations
and institutions that serve people living with mental and substance use disorders and their families. Peer
workers are deﬁned as people in recovery from mental illness or substance use disorders or both that
possess speciﬁc peer support competencies. Similar roles are identiﬁed for families of people in recovery.
Peer support has been implemented in a vast range of behavioral health services, including in the relatively
new use of peer support in criminal justice and emergency service environments. Behavioral health services
are striving to integrate peer workers into their workforce to augment existing service delivery, in part
because peer support has demonstrated effectiveness in helping people with behavioral health conditions to
connect to, engage in, and be active participants in treatment and recovery support services across all levels
of care. This article describes the experiences that organizations and their workforce, including peer
workers, encounter as they integrate peer support services into the array of behavioral health services.
Speciﬁc attention is given to the similarities and differences of services provided by peers in mental health
settings and substance use settings, and implications for future directions. The article also addresses the role
of peer workers in integrated behavioral and physical healthcare services.
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INTRODUCTION

S

ince the 1980s, people with experiences of mental
illness, addiction, and trauma have become increasingly involved in systems designed to provide care
to people with behavioral health conditions. They
participate in advisory boards, patient councils, and as
employees of treatment and community support services.
Known collectively as peer workers, they are a provider
workforce with a tantamount of experience that is unique
from other provider roles. They perform a wide range of
roles in many different service models, such as Wellness
Recovery Action Plan, Seeking Safety, and Motivational
Interviewing. This article will highlight factors that
promote the growth of the peer workforce, describe
multiple program models that hire peer workers, and
explore opportunities and challenges faced by the peer
workforce that thwart the ability to attain legitimacy in
non-healthcare settings.

BACKGROUND
Behavioral health conditions are common in the U.S. In
2015, there were an estimated 43.6 million adults aged 18
years or older in the U.S. experiencing mental illness
within the past year. Of these, an estimated 9.8 million
adults are classiﬁed as having a serious mental illness,
with just over half participating in any treatment. The
same survey estimated that 20.2 million adults (8.4%)
had a substance use disorder and of these, 7.9 million
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people had both a mental disorder and substance use
disorder.1 National legislation that supports healthcare
parity has eliminated several barriers to accessing behavioral health services; however, reluctance to engage in
treatment services because of negative perceptions about
behavioral health conditions, and an overall lack of
services and supports continue to contribute to the low
level of engagement in behavioral health services. Shortages of behavioral health providers are often cited as a
barrier to meeting the treatment and support needs of
individuals living with behavioral health conditions, and
their families.2–4 Development and deployment of a
trained and competent peer workforce with its mission
of helping people manage their conditions through the
delivery of peer support services emphasizing self-management, mutual support, and attaining recovery goals is
a critical adjunctive component of meeting the needs of
people with behavioral health conditions.5
Although informal peer support has long been a part
of the process of recovery from behavioral health
conditions, hiring or collaborating with peer workers is
a relatively recent phenomenon.5–7 In the 1970s, self-help
groups and advocacy organizations led by people living
with mental or substance use disorders emerged as
pioneers resolute in improving mental health treatment
services in a climate of economic crisis and system
restructure and shifting negative attitudes about mental
health.8,9 National and international efforts addressed
prejudice while promoting changes in a troubled mental
health services system to eradicate discrimination on the
premise that some non-clinical needs of people living
with a mental illness could be addressed by mutual
supports of others with similar experiences.10,11 The
federal Community Support Program in Substance
Abuse and Mental Health Services Administration
(SAMHSA) Center for Mental Health Services facilitated
some of the initial efforts helping establish peer support
services and research, which demonstrated the important
role funders have in shaping the inclusion of peer
workers in diverse roles in mental health services.12,13
Formal peer support in mental health began in the
1980s with the recognition of the value of the perspectives of people with lived experiences of using mental
health services and the expansion of drop-in centers and
other consumer-run organizations.14,15 Through the
1990s, there was limited integration of mental health
peers in select portions of the mental health system, such
as outreach and consumer case management. Research
on these limited roles showed potential beneﬁts, including decreased hospitalization rates and improved quality
of life.16,17
In 2003, the President’s New Freedom Commission
report proposed a set of goals designed to transform the
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mental health system into a recovery-oriented system of
care and recommended the development of a strong peer
workforce.18 In 2005, the Department of Veterans Affairs
began to fund a number of new positions for veterans
with lived experiences of behavioral health conditions to
provide recovery support services to other veterans with
behavioral health needs.19 By 2017, the Department of
Veterans Affairs employed more than 1,200 peer workers
in a variety of the Department’s programs20 and it is
anticipated that peer support services will expand in the
coming years.21,22 Peer recovery coaching, as it is known
in the ﬁeld of substance use treatment, did not launch
formally until the early 2000s. Although the substance
use treatment workforce has long included people in
recovery, they were employed in roles of counselors and
did not provide peer recovery support.

PEER DEFINITIONS AND ROLES
SAMHSA, the federal agency responsible for the quality
of behavioral health services, deﬁnes a peer worker as “a
person who uses his or her lived experience of recovery
from mental illness and/or substance use disorder, plus
skills learned in formal training [evidence-based interventions, such as Wellness Recovery Action Plan, Seeking Safety, Cognitive Behavior Therapy, Motivational
Interviewing], to deliver services in behavioral health
settings to promote mind–body recovery and resilience.”22 There are other deﬁnitions, but all distinguish
between peer providers and clinical providers as the
ability to draw from lived experiences and experiential
knowledge to help others.23,24 Many in the behavioral
health ﬁeld now recognize the unique contributions that
those with lived experience of mental and substance use
disorders can make to another person’s recovery process.
Peer workers may also play a critical role in the transformational changes necessary to develop recoveryoriented behavioral health services and systems as they
assist the ﬁeld to implement the system’s overall mission
of helping people lead meaningful lives in the
community.23
As the role of peer workers has evolved, it has become
increasingly revised and adapted for diverse job titles for
work in a range of environments to a variety of people.
This is exempliﬁed by the results of a 2010 national
survey of certiﬁed peer specialists in which 291 respondents reported 105 different job titles.25 Regardless of job
titles, peer workers generally (1) connect through lived
experience; (2) mentor, coach, or teach; (3) link to
community resources; and (4) facilitate the achievement
of recovery goals.22,24,26,27
Table 1 lists services and supports provided by peer
workers, locations where they work, and the people they
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Table 1. Services and Supports Provided by Peer Workers
Services/Supports
Peer support
Outreach
Housing services and supports
Transportation
Food, clothing, basic needs
Parenting training
Child care
Recovery skills training and support
Life skills training
Employment coaching
Educational support
Legal services
Evidence-based practices
Recreation
Service navigation
Health and wellness support

Settings

Populations

Home
Recovery housing
Street outreach
Shelters
Emergency rooms
Inpatient settings
Outpatient programs
Health centers
Primary care settings
Courts, jails, prisons
Community spaces
Social service centers
Sports and recreation centers
Recovery high schools
College campuses
Job sites

Youth and young adults
Older adults
Family members
People with criminal justice involvement
People who are homeless
Homeless youth
People living with HIV
People with physical health comorbidities
People with mental health and substance use disorders
Mothers with children
Pregnant women
High users of emergency services

HIV, human immunodeﬁciency virus.

work with as described by the literature and peer workers’ job descriptions. For example, one peer may provide
peer support and teach life skills to people with criminal
justice involvement, whereas another provides recovery
coaching to an older adult living with behavioral and
comorbid health conditions.
The expansion of peer roles came with the recognition
that people with mental or substance use disorders, and
co-occurring conditions, beneﬁt from the availability of
services and supports over time to reduce symptoms
and to accomplish goals. Access to recovery support
services can emphasize illness self-management while
focusing on recovery, improvement of functional outcomes, and increased participation in life domains.23,28
Behavioral health conditions are often considered
chronic health conditions and, as such, people learn
illness self-management strategies and have access to
ongoing services and supports to manage the condition’s
symptoms over time. Historically, the mental health
system recognized the chronic nature of many serious
mental health conditions and provided treatment services over time with little emphasis on illness selfmanagement and recovery; by contrast, substance use
treatment was characterized by episodic availability of
treatment services with an emphasis on self-management
and recovery.6,29

SELECTED MODELS OF PEER SUPPORT
Historically, peer support within the mental health
system has been described as generally occurring in three
different service settings or models: (1) naturally occurring mutual support groups, such as Alcoholics Anonymous; (2) peer-run services and recovery services
organizations; and (3) clinical or rehabilitation settings

that employ peers as providers.5,30 This paper focuses on
the third model, clinical and rehabilitation settings. In the
substance use ﬁeld, peer workers are generally known as
peer recovery coaches who provide peer support services
within three distinct program models: (1) the clinical
treatment model; (2) recovery community organizations;
and (3) the business model, which delivers recovery
support services through a fee-for-service structure.5,31
Newer models of peer support services are being implemented across the country.

Peer Workers on Integrated Healthcare Teams
Peer workers have joined the expanding number of
integrated healthcare services, providing services to the
growing number of Americans with complex physical
and behavioral healthcare needs. The majority of adults
(52.2%) had at least one type of condition—mental
illness, substance use, or chronic medical condition—
with substantial overlap across the conditions including
1.2%, or 2.2 million people, reporting all three conditions.32 One in four Americans experiences a behavioral health illness each year, and the majority of those
individuals also experience comorbid physical health
conditions.32 Integrated health services are often based
in a healthcare clinic, but may be delivered outside the
clinical environment. Peer workers are delivering wellness coaching services, which include illness self-management, to help individuals in their pursuit of personal
health and wellness goals.33–35 In addition to providing
support for illness self-management, peer workers are
collaborating with integrated healthcare teams to provide
support by linking to other health or community
resources. Often, a peer worker in this role is called a
peer navigator because they assist a person to navigate
their way through the healthcare and insurance systems.
www.ajpmonline.org
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Several recent studies of using peer navigators have
shown the effectiveness of employing peer workers in
this role.36–38

Peer Workers on Crisis Service Teams
Peer providers may work as a member of teams that
provide crisis services to people with urgent behavioral
health needs. There are two dominant models of peer
support in crisis services: (1) mobile crisis team and (2)
crisis stabilization units; the main difference being one is
portable throughout the community, including a person’s
home, and the other is site-based, usually within a
hospital emergency department.38 Teams usually comprise psychiatrists, nurses, social workers, therapists,
substance use disorder specialists, and peer workers.
Teams provide services to prevent or ameliorate a
behavioral health crisis, such as responding to an opioid
overdose; providing treatment and support to a person
seeking treatment for a substance use disorder; and
reducing distressing symptoms of mental illness.39,40
Peers work in direct services alongside other treatment
providers and may stay connected to provide peer
support services in the community.
Peer Workers in Medication-Assisted Treatment for
People With Opioid Use Disorders
Peer workers, usually known as peer recovery coaches,
are employed by providers of medication-assisted treatment (MAT) to provide individual coaching and support,
and to conduct education and support groups within the
programs. MAT is much more effective with ongoing
services and supports, and peer recovery coaches can
provide this support and help people link to services.41
MAT has become a critically important service in the
wake of the opioid epidemic in the U.S. and peer recovery
coaches are assisting people using MAT to adhere to
treatment and to regain valued roles in the community.
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Peer Workers in Supported Employment Programs
Since the 1990s, the mental health system has developed
supported employment programs for people with mental
health disorders with or without a substance use disorder
to help them acquire and retain jobs of their choice. The
most common model of supported employment is
known as individualized placement and support (IPS),
which has demonstrated positive outcomes for people
with mental health conditions.44 The level of research
evidence for supported employment has been graded as
high, based on 12 systematic reviews and 17 RCTs of the
IPS model.45 Supported employment consistently demonstrated positive outcomes for individuals with mental
disorders, including higher rates of competitive employment, fewer days to the ﬁrst competitive job, more hours
and weeks worked, and higher wages.45 A growing
literature, which is exploring the cost effectiveness of
IPS compared with traditional vocational services, favors
IPS.46 In mental health services, peer workers have
provided services and support for participants in supported employment programs, demonstrating the feasibility and beneﬁts of having peers as part of the
supported employment team.47
Peer Workers on Assertive Community Treatment
Teams
One of the earliest roles for peer workers in the mental
health system was serving as a member of an Assertive
Community Treatment team.28,48 Assertive Community
Treatment is an evidence-based practice that provides
intensive services in the environments where people with
severe mental illness live. Some Assertive Community
Treatment and intensive case management teams have
integrated peer workers as team members.43 Peer workers have been successful in outreach, engagement, and
linking people to resources in the community.28

EVIDENCE FOR PEER SUPPORT SERVICES
Peer Workers in Criminal Justice Settings
Peer workers in criminal justice settings, often known as
forensic peer specialists, have had personal involvement
with criminal justice settings and have received training
to provide support and mentoring along the continuum
of criminal justice involvement. Peer workers are
employed in specialty courts to serve as mentors and
coaches for people with behavioral health needs. Specialty courts that use peer services include mental health
courts, drug courts, and veteran treatment courts. Peers
also work in re-entry, helping people exiting jail or prison
to transition to community life by supporting them in
setting and achieving their goals.42,43
June 2018

There is a growing body of research on peer support
services, although the research on peer support services
in mental health and substance use ﬁelds has been mired
with methodologic difﬁculties.49,50 The Cochrane Review
of 11 studies of peer support in mental health services
stands as an important critique of the existing research
literature, citing many studies with unclear or high risk of
bias because of poor randomization or lack of blinding of
the outcome assessment.51 The authors conclude that
there is “low quality” evidence that including peer
workers on the care team results in small reductions of
clients’ use of crisis and emergency services, and also no
evidence of harm from the use of peer providers.51
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A similar meta-analysis in the substance use ﬁeld
concluded that peer participation in recovery support
interventions appeared to have beneﬁcial effects on
participants and made a positive contribution to substance use outcomes.52 Although researchers can conclude that there is evidence for the effectiveness of peerdelivered recovery support services, additional research is
necessary to determine the effectiveness of different
approaches and types of peer support, and effectiveness
among different target populations.53
Despite methodologic challenges in conducting
research on peer-delivered services, Chinman and colleagues48 observed in a literature review of peer service
effectiveness that across service types, improvements
have been shown in the following outcomes: reduced
inpatient service use, improved relationship with providers, better engagement with care, higher levels of
empowerment, higher levels of patient activation, and
higher levels of hopefulness for recovery.31,54 These
conclusions suggest that peer support services are a
means to support recovery after treatment and to help
people attain other goals, such as employment, education, housing, and social relations. Others have concluded that peer support can alter treatment patterns to
reduce the cost of care.55 Peer interventions have been
found to increase the use of primary care over emergency
services,54 reduce psychiatric rehospitalizations,54,56 and
make patients more active in treatment.55 Research
studies of peer support in physical medicine indicate
that peer support may be a cost-effective and cost-saving
strategy for providing services for a chronic health
condition.57

ORGANIZATIONAL READINESS: HIRING
AND RETENTION OF PEER WORKERS
Since the early 1990s when peers were hired to provide
peer support in mental health programs, the ﬁeld has
been working to standardize the role through training
and technical assistance to organizations hiring peer
workers. One such effort was the development of core
competencies. In 2015, SAMHSA led an effort to identify
critical knowledge, skills, and abilities, leading to core
competencies needed by anyone who provides peer
support services to people with or in recovery from a
mental health or substance use condition. SAMHSA via
its Bringing Recovery Supports to Scale Technical
Assistance Center Strategy initiative convened diverse
stakeholders from the mental health and substance use
recovery ﬁelds to achieve this goal.58 In conjunction with
subject matter experts, SAMHSA conducted an environmental scan and an inclusive process to identify 60 core
competencies across 12 different categories for peer

workers in behavioral health.58 The goal is that these
core competencies will inform peer training programs,
job descriptions, performance reviews, and career development for peer workers.

Training of Peer Workers
Training programs and requirements for participation
differ widely by state and organization in terms of the
training’s structure and content. They also differ by the
number of hours of training required (from 30 to more
than 100) and the number of volunteer or work
experience hours needed (none to more than 500).50 In
the training of mental health peer workers, many
curricula are based on the curriculum from the Appalachian Consulting Group, which developed its training
to be delivered in 24 one-hour sessions that cover topics
ranging from ethics to problem solving.59 For peer
recovery coaches, many states and organizations have
been using the Recovery Coach Academy training
developed by the Connecticut Community for Addiction
Recovery.60 Beyond basic peer training required for
certiﬁcation, additional trainings have been created to
prepare peers to develop advanced skills such as conducting groups or supervision, or specialized skills in
topics such as supported employment, or focused on
populations with co-occurring disorders or criminal
justice involvement.
Certiﬁcation of Peer Workers
Forty states now have a certiﬁcation process in place for
mental health peer support specialists, and 13 states have
certiﬁcation for substance use disorder peer recovery
coaches.50 These states have either created their own
approved training and certiﬁcation standards, or work
with national training and certiﬁcation organizations to
establish peer support standards. As a part of the
deﬁnition of a peer provider, certiﬁcation often requires
lived experience of mental illness or substance use
disorder or both, and there are efforts to develop a
national certiﬁcation for peer workers. Currently, the
Association for Addiction Professionals offers a Nationally Certiﬁed Peer Recovery Support Specialist certiﬁcation that requires 125 hours of approved education, 1,000
hours of paid or volunteer work in the ﬁeld, 1 year of
recovery, and passage of the Nationally Certiﬁed Peer
Recovery Support Specialist exam.61 Mental Health
America has collaborated with the Florida Certiﬁcation
Board to develop a national certiﬁcation for peer support
specialists. This national certiﬁcation is intended for
peers who have at least 12 months’ experience as a peer
specialist and have completed training in topics related to
whole health, trauma-informed care, and adult learning.62 The certiﬁcation enables peer support specialists to
www.ajpmonline.org
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move throughout the U.S. without needing to be recertiﬁed in different states. The National Federation of
Families for Children’s Mental Health provides the only
National Certiﬁcation for Parent Family Peers. National
Federation of Families for Children’s Mental Health is
responsible for providing oversight to the development
and administration of the Certiﬁed Parent Support
Provider certiﬁcation. The credential was designed to
meet the standards of ethical and professional practice
for parent support services and the proﬁciency and
competency of parent support providers. Certiﬁcation
promotes ethical practice and creates mobility of workers
across states. It brings to the workforce parents with
experience in successfully helping their own children.63

Job Satisfaction and Career Advancement
Generally, peer support workers report high satisfaction
with their job duties and work environments.64,65 However, challenges exist for peer workers, other providers,
and behavioral health organizations as they move toward
peer-integrated workforces.5,58,61 Peer support specialists
sometimes report experiencing prejudice from other staff
with respect to being included in work and social
activities.65 Role conﬂict and ambiguity are seen as
ongoing challenges.65–67 Often, a lack of clear job

descriptions and the resulting role confusion has led to
uncertainty about how much of their lived experience to
share.67–71 A major source of job dissatisfaction remains
the relatively low wages paid to peer workers.65 Currently, very few behavioral health organizations provide
peer workers with opportunities for career advancement.
A white paper titled “U.S. Peer Leadership and Workforce Development” presented a hypothetical career track
that involved continuing education and entering professional healthcare provider roles.72

Workplace Integration
The employment and integration of peer providers into
treatment-based care teams has led to a shift in care team
structures, which has brought about transitional challenges as organizations strive to incorporate individuals
with lived experience into a professional role. It is in these
more traditional employment settings where friction may
occur between a recovery-oriented model of care and the
traditional treatment–oriented model.73 Organizations
are encouraged to assess their mission, policies, practices,
attitudes, and beliefs about recovery and program culture
to ascertain their readiness to integrate peer workers.
Table 2 lists characteristics of organizations that support
the integration of peer workers into their workforce.73

Table 2. Organizational Characteristics Indicating Readiness to Hire Peer Workers
Characteristics
Organizational values
•
•
•
•

A recovery-oriented mission
Deﬁned peer roles that are permanent with secure funding
Clear job descriptions for peer workers
Equitable wages and beneﬁts packages for peer workers
Policies and practices
•
•
•
•
•
•

Policies and practices align with recovery-oriented values
Clear conﬁdentiality policies and practices
Clear policies regarding relationships and personal boundaries
Inclusive hiring policies and practice
Policies that ensure regular communication among staff members
Policies that ensure routine performance evaluations that reﬂect the peer worker’s role
Staff knowledge and attitudes
•
•
•
•

Staff believe that recovery is possible
Staff is knowledgeable about the beneﬁts of peer support
Staff continue to develop their knowledge and understanding of peer support
Staff address their own prejudices about people with behavioral health conditions
Supervision and support
• Organization ensures the provision of regular supervision
• Supervision is recovery-oriented and trauma-informed
• Supervisors know how to use reasonable accommodations for colleagues with disabilities
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Funding of Peer Support Services
Funding of peer recovery support services may be
complex, and often requires braiding diverse sources of
funding together to create robust peer support services.
Initially, block grants provided by SAMHSA to states
supplied funding for peer support services, but states
have begun to diversify their funding sources.74 Increasingly, Medicaid has become a funding source for peer
support services, especially within mental health services.
As of 2014, there were 36 states that billed Medicaid for
mental health peer support services, and at least 11 states
that could bill for peer support in substance use disorders
or co-occurring conditions. The authority to bill Medicaid for peer support, along with the legislative mandates
for mental health parity, may signiﬁcantly improve
prospects for peer provider employment.74,75 The current
extent of Medicaid billing for peer support services is
unknown; however, some organizations that could bill do
not because of ideologic and technical reasons.75,76 In
addition to block grants, SAMHSA provides funding
opportunities, such as Access to Recovery grants and the
Recovery Community Services Program. Several states
have funded peer support services through Temporary
Assistance to Needy Families.75 Depending on the
location of the peer recovery support services, other
funding sources may be available. For example, peer
support services delivered in drug or other specialty
courts might be funded through SAMHSA, state, or U.S.
Department of Justice drug court funds.74

FUTURE DIRECTIONS IN PEER SUPPORT
The behavioral and integrated health workforce exists in a
rapidly changing healthcare environment that presents
challenges and opportunities for the expansion of peer
support services. Peers are trained in evidence-based interventions and an investment in research is needed to
demonstrate evidence-based outcomes with the rigor of
evidence-based practices. Many peer workers have been
utilized in family psychoeducation within ﬁrst episode
psychosis as family peers or parent partners. Other new
roles, such as community health workers, peer wellness
coaches, peer whole health coaches, and peer navigators, are
also promising opportunities to expand the peer workforce,
address workforce shortages, and affect the outcomes of
people with behavioral health conditions, including those
who also experience complex physical health conditions.
These new roles, coupled with expanded access to trained
peer specialists across systems, should increase access to
recovery-promoting services for individuals with behavioral
health conditions and their families. The workforce should
also include increased roles, training, certiﬁcation, and
reimbursement for family peers, and reimbursement of

recovery coaches. Such practices would bring about increased
use and reimbursement for all peer roles in commercial plans
and use in employee assistance programs. Increasingly,
people will understand the value and unique contributions
that peer specialist programs bring to recovery-oriented
services.
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