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Peer navigation: a pilot study to improve recovery capital for alcohol and 
other drug telephone helpline callers

Annette Pearta,b , Freya Horna,b, Bosco Rowlanda,b,c, Shalini Arunogiria,b, Darryl Jonesb, Victoria 
Manninga,b and Dan I. Lubmana,b

aEastern Health Clinical School, Monash University, Richmond, Australia; bTurning Point, Eastern Health, Richmond, Australia; cCentre for Social, 
Early and Emotional Development, School of Psychology, Deakin University, Burwood, Australia

ABSTRACT
Background: People with alcohol and other drug (AOD) use problems face multiple barriers to care. 
Peer navigation may overcome known barriers to care. This pilot study explored the impact of peer 
navigation integrated into an AOD telephone helpline.
Methods:  Helpline callers (n = 34; 21 male, 12 female, 1 non-binary; mean age 41.3 years) were 
connected to a peer worker for 6 weekly phone sessions. Linear mixed models were performed to 
assess change in recovery capital, self-efficacy, and substance use post-intervention and 3-months 
follow-up. A descriptive approach was used to analyse qualitative data.
Results:  Participants attended a mean of 4.2 sessions (range 0 to 8). Analyses showed significant 
improvements in recovery capital (B = 2.56, p <.001) and self-efficacy (B = 0.18, p =.015) at exit and 
follow-up respectively. Participants showed significant reductions in substance use at follow-up. 
Qualitative analysis indicated participants described unique benefits related to working with a peer, 
including help to access resources and support.
Conclusion:  Peer navigation via an AOD helpline has potential to support callers to improve 
recovery-related outcomes. More research is needed to assess the efficacy of peer programs in 
helping overcome barriers to accessing care.

Introduction

Alcohol and other drug (AOD) use is a leading cause of 
chronic disease, injury, and mortality, and a major contributor 
to the burden of disease globally (Degenhardt et  al., 2018). 
However, many people with AOD use problems experience 
barriers to accessing the treatment, care, and support they 
need. Delays in access to care are substantial: for example, 
Chapman et  al. determined that of the one-third of people 
with an alcohol use disorder who do make treatment contact, 
there is a median treatment delay of 18 years after the devel-
opment of AOD use problems (Chapman et  al., 2015). Barriers 
to accessing care such as low problem recognition (for exam-
ple, related to a person’s readiness for treatment, or percep-
tions of an AOD use problem), system issues (for example, 
treatment cost, waiting lists, and location), and stigma con-
tribute to delays in access, resulting in poor health, fractured 
relationships, and social instability (Chapman et  al., 2015; 
Cheetham et al., 2022; Cumming et al., 2016; Grigg et al., 2023).

One setting, AOD telephone helplines, can be a pathway 
to accessing care, whereby helpline callers can be referred to 
agencies for assessment and treatment. Helplines for people 
with AOD concerns provide immediate crisis support, coun-
selling and brief interventions, as well as information and 

access to referrals. They typically provide 24-hour, 7 days-per-
week coverage, and are often seen as the first point of con-
tact for people with AOD concerns and their family members. 
However, studies examining the effectiveness of AOD help-
lines in facilitating access to care or addressing personal and 
systemic barriers to care, are scarce (Gates & Albertella, 2016). 
Gates (2015) reviewed the literature on the effectiveness of 
AOD helplines in providing treatment and concluded the evi-
dence was supportive, but most studies were descriptive. In a 
trial of two counselling models in the Swedish national alco-
hol helpline, comparing six-month alcohol-related outcomes, 
a significant decrease in alcohol use was observed in both 
groups (brief intervention vs usual care; Säfsten et  al., 2019). 
Motivation to change was also measured, yet was high for 
participants at baseline, potentially indicating that by contact-
ing the helpline, participants had high motivation to change 
their alcohol use (Säfsten et  al., 2019). Past help-seeking was 
measured at baseline, however, no measures of changes in 
access to care or barriers were measured at follow-up.

Healthcare navigation is a promising approach to address 
barriers to care, and link people to the care and services they 
need, in a variety of settings (Carter et  al., 2018; Peart et  al., 
2018). In health care, navigators can facilitate access to pro-
grams and services, identify and remove barriers, and 
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importantly, establish a relationship with the person to inform 
and involve them in connecting to services (Peart et  al., 
2018). This relationship may also assist in enhancing a per-
son’s feelings of hope, empowerment, and acceptance, key 
elements of a recovery-oriented approach to supporting peo-
ple with addiction (Davidson & White, 2007).

Peer workers with a lived or living experience of AOD 
recovery, are increasingly acting as navigators in various 
healthcare settings (Greer et  al., 2021; James et  al., 2023; 
Lennox et  al., 2021; Samuels et  al., 2018). Emerging research 
suggests the potential of peer workers to assist with access 
to primary care (Cos et  al., 2020) and navigating transitions 
from hospital to outpatient care, particularly at discharge 
from acute care (Lennox et  al., 2021). New studies are explor-
ing the impact of peer workers across a range of treatment 
settings and recovery-related outcomes, for example, mea-
sures of recovery capital, use of recovery-oriented services, 
and social functioning (Bassuk et  al., 2016; Eddie et  al., 2019). 
However, research exploring recovery-related concepts has 
not been extended to AOD helpline settings. How peer navi-
gators could work to address barriers to care, and improve 
recovery-related concepts, for example, self-efficacy, confi-
dence to take steps to change substance use, and recovery 
capital in an AOD helpline has not been explored (Best & 
Hennessy, 2021).

Self-efficacy, confidence to change AOD use, and recovery 
capital, are considered important antecedents to the concept 
of recovery (Brophy et  al., 2023). Perceived self-efficacy refers 
to the belief in one’s capability to perform a particular task or 
cope with adversity, and is related to subsequent behaviour 
change (Schwarzer, 1992). High levels of self-efficacy are asso-
ciated with adaptive coping strategies (Salsman et  al., 2019) 
and predictors of AOD treatment outcomes (Kadden & Litt, 
2011). Confidence in the ability to change AOD use also may 
have predictive value for behaviour change (Bertholet et  al., 
2009, 2012). Peer-led approaches have been associated with 
improved self-efficacy and confidence to change AOD use, 
and addiction treatment engagement (Andreas et  al., 2010; 
Jason et  al., 2007; Tracy & Wallace, 2016). Recovery capital has 
been described as the breadth and depth of a person’s inter-
nal (for example, self-efficacy) and external (for example, 
finances) resources that can be drawn upon to initiate and 
sustain recovery from AOD use problems (White & Cloud, 
2008). Peer workers may assist people to build recovery cap-
ital, improve access to care, and navigate different systems of 
care (Eddie et  al., 2019; O’Connell et  al., 2017; Tracy et  al., 
2011), however more research is required, particularly for 
people who are not connected to the treatment system 
(Bassuk et  al., 2016; Stanojlović & Davidson, 2021).

Through AOD helplines, referrals to peer navigators may 
be an opportunity to engage people who may be reluctant 
to access care in traditional settings due to known barriers to 
care such as stigma, or reduced recovery-related concepts 
such as self-efficacy, confidence to change their AOD use, or 
recovery capital. Therefore, to address these barriers, we 
developed and piloted a peer navigator intervention embed-
ded within an AOD helpline. The intervention was delivered 
following a telephone call to DirectLine. DirectLine is a 
24-hour telephone counselling, information, and referral 

service for anyone in Victoria, Australia, wishing to discuss an 
AOD-related issue. DirectLine receives almost 36,000 calls for 
assistance each year. More than half of callers contact 
DirectLine for three main reasons: (1) seeking counselling or 
support, (2) seeking information on substance use and/or 
treatment options, or (3) requesting a referral to AOD treat-
ment or services.

We considered peer workers, acting as a navigator could, 
with their knowledge of services and access, alongside their 
skills in building relationships with people with AOD con-
cerns, assist helpline callers to take steps to improve their 
recovery-related outcomes. We were interested in whether, 
and to what extent, the intervention impacted helpline call-
ers’ recovery skills and substance use severity, and helped to 
address any barriers to accessing care. Our research ques-
tions were:

1.	 Does the intervention show potential to improve par-
ticipants’ recovery capital, self-efficacy, and confidence 
to make change?

2.	 Does the intervention show potential to reduce partic-
ipants’ substance use problem severity?

3.	 Is the intervention considered to be acceptable and 
satisfactory by participants?

4.	 What were participants’ experiences of the interven-
tion, particularly working with the peer worker and 
linkage to other services?

Methods

Participants and recruitment

To be eligible for this study, potential participants needed to 
live in Victoria, Australia, be aged 18 years or older; be a caller 
to the helpline, DirectLine, and report an AOD use problem, 
and not currently receiving AOD treatment (e.g. medically 
supervised detoxification, residential rehabilitation, drug 
counselling, pharmacotherapy). Potential participants needed 
to confirm interest in working with a peer worker, have access 
to a telephone and be able to communicate in English.

During their DirectLine call, potential participants were 
identified by the helpline counsellor as eligible and interested 
in participating, based on the content of the call and the eli-
gibility criteria. The helpline counsellor provided a brief over-
view of the intervention, and with the potential participant’s 
agreement, completed an online referral that emailed their 
contact details to the research team. Potential participants 
were also recruited via Turning Point-affiliated social media 
channels (Facebook and Twitter), and were instructed to com-
plete an online form expressing their interest.

All potential participants were emailed a participant 
information sheet, which outlined the project and provided 
information about participation and consent. They were 
contacted by a researcher by phone, received a verbal 
explanation of the study, checked for eligibility, and screened 
for an additional inclusion criterion: a score of 4 or above 
on the Readiness Ruler (see measures below) (Hesse, 2006). 
This score was chosen following a discussion with Self Help 
Addiction Resource Centre, a project partner, as indicative of 
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participants being most ready to work with a peer worker. 
Potential participants were excluded if DirectLine counsel-
lors and/or the researchers assessed them as (a) unlikely to 
be able to provide informed consent due to current signs of 
an acute illness or intoxication; or, (b) at imminent risk of 
suicide/self-harm, family violence, child protection interven-
tion, or risk to others.

Intervention

The intervention was developed in consultation with 
DirectLine and the Self Help Addiction Resource Centre 
(SHARC). SHARC is a Victorian community-based mutual 
self-help organisation for people experiencing addiction, and 
their families and friends, and provided peer workers for this 
study. We drew upon three existing frameworks to develop 
the intervention:

1.	 The Access to Resources in the Community (ARC) 
Model, a patient-centred primary care approach that 
uses navigation services to understand participant 
needs, priorities, and access barriers, establish trust, 
and provide emotional support to build participant 
engagement and link them to the most suitable 
resource (Dahrouge et  al., 2022);

2.	 A model of change underpinning peer worker inter-
ventions, adapted from mental health services, com-
prising three mechanisms: (a) building trusting 
relationships based on shared lived experience; (b) 
role-modelling recovery; and, (c) engaging help-seekers 
with services and the community (Gillard et  al., 2015); 
and,

3.	 The CHIME recovery framework: Connectedness; Hope 
and optimism about the future; Identity; Meaning in 
life; and, Empowerment, for recovery, health, and 
well-being (Leamy et  al., 2011). Through a sense of 
CHIME, it is anticipated that a person’s recovery capital 
will be enhanced (Collinson & Best, 2019). We were 
also interested in the concept of self-efficacy in rela-
tion to the Empowerment concept (Grisamore et  al., 
2022).

Our intervention involved connecting participants to a 
peer navigator for six telephone sessions, occurring approxi-
mately weekly over six to eight weeks. This schedule was 
chosen following a discussion with SHARC, as an appropriate 
timeframe to pilot the intervention, based on their experi-
ence of undertaking peer-based programs in the community. 
In these sessions, the peer navigator aimed to build trusting 
relationships with the participant based on shared lived expe-
rience, role-model recovery, provide connection and support, 
and engage the participant with services in the community.

After providing verbal consent and completing the base-
line interview with a research team member, participants 
were referred to one of two peer navigators using a secure 
web-based form and then contacted by phone. At first tele-
phone contact, peer navigators discussed their role and how 
they could help. The content was determined by the peer 

and participant, however, each contact included elements of 
problem-solving; sharing personal experiences; identifying 
needs; offering help as an equal; exploring resources and 
options; and, providing support to overcome barriers to 
needed care alongside the possibility of change. The Template 
for Intervention Description and Replication (TIDieR) checklist 
(Hoffmann et  al., 2014) provides further detail about the 
intervention (Appendix A).

Data collection

Data collection occurred at three time points: (i) baseline, (ii) 
exit (defined as within one week of the final telephone call); 
and (iii) three-month follow-up. Data were collected and 
stored in REDCap (Research Electronic Data Capture; Harris 
et  al., 2009) hosted at Eastern Health (which operates 
DirectLine), with an electronic Case Report Form completed 
for each participant. Participants were reimbursed with an 
AUD20 retail voucher for each research assessment (maxi-
mum AUD60).

The primary outcome variable was recovery capital mea-
sured using the Brief Assessment of Recovery Capital 
(BARC-10; Vilsaint et  al., 2017). The secondary outcome vari-
ables were self-efficacy and confidence to change, measured 
using the General Self-Efficacy Short Form (Salsman et  al., 
2019) and the modified Readiness Ruler Confidence Sub-Scale 
(RR-C; Heather et  al., 2008). Substance use outcome variables 
were measured using the Alcohol Use Disorders Identification 
Test (AUDIT; Saunders et  al., 1993) or Drug Use Disorders 
Identification Test (DUDIT; Berman et  al., 2005).

The baseline assessment included demographic informa-
tion (age, gender, sexuality, education, postcode, Aboriginal/
Torres Strait Islander status, disability status, and housing), as 
well as the following standardised measures:

1.	 Brief Assessment of Recovery Capital (BARC-10; Vilsaint 
et  al., 2017): a 10-item measure of personal, social, 
physical, and professional resources that could sup-
port long-term AOD recovery. Participants responded 
to statements (e.g. ‘My living space has helped to 
drive my recovery journey’) on a scale of 1 (strongly 
disagree) to 6 (strongly agree). Scores can range 
between 10 and 60. A score of 47 or higher suggests 
a greater chance of long-term recovery (Groshkova 
et  al., 2013; Vilsaint et  al., 2017). To aid interpretation, 
the BARC-10 scores at each point were standardised. 
Standardisation was done by dividing each score with 
the baseline standard deviation. Vilsaint et  al. (2017) 
report the BARC-10 to have high content validity and 
equivalent psychometric properties related to the 
Assessment of Recovery Capital (Groshkova et  al., 
2013).

2.	 General Self-Efficacy Short-Form (PROMIS Item Bank v1.0 
– General Self Efficacy – Short Form 4a): a 4-item mea-
sure of the level of confidence in managing various situ-
ations and problems (e.g. ‘If I am in trouble, I can think 
of a solution’), on a scale of 1 (not at all confident) to 5 
(very confident) (Salsman et  al., 2019). Responses were 
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summed; higher scores indicated greater perceived 
self-efficacy. To aid interpretation, scores were stan-
dardised by dividing each score with the baseline stan-
dard deviation. Salsman et  al. (2019) report that this 
measure demonstrates excellent internal consistency reli-
ability, with a coefficient alpha of 0.88.

3.	 Readiness Ruler Confidence Sub-scale (RR-C; Heather et  al., 
2008): Participants were asked to rate their confidence to 
make a change in their AOD use, on a 10 point 1 item 
scale; where 1 represented not at all ready to change, 
and 10 represented extremely ready to change. To aid 
interpretation, scores were standardised by dividing each 
score with the baseline standard deviation. The RR-C has 
shown validity for measuring readiness to change drink-
ing behaviour (Heather et  al., 2008).

4.	 Alcohol Use Disorders Identification Test (AUDIT; 
Saunders et al., 1993) or Drug Use Disorders Identification 
Test (DUDIT; Berman et  al., 2005): These measures are 
World Health Organization-approved screening instru-
ments, widely used to assess alcohol or drug problem 
severity. Their reliability and validity have been estab-
lished in various settings (Hildebrand & Noteborn, 
2015; Källmén et  al., 2019). Participants completed 
either the AUDIT or DUDIT based on their reported 
primary substance of concern. Higher scores indicate 
a more severe substance use problem.

5.	 Time was measured as baseline, exit, and 3-month 
follow-up. This was represented as a continuous vari-
able where 1 represented the baseline and 3 repre-
sented the 3-month follow-up.

A series of open-ended questions were also asked, explor-
ing reasons for seeking help, barriers to care, support needs, 
and previous AOD treatment.

Participants were reassessed by phone at exit, using the 
BARC-10, General Self-Efficacy Short-Form, and RR-C. 
Participants also completed the Acceptability of Intervention 
Measure (AIM; Weiner et  al., 2017): a 4-item measure of inter-
vention acceptability (Cronbach’s α = 0.941, indicating excel-
lent reliability), as well as the Client Satisfaction Questionnaire 
(CSQ; Larsen et  al., 1979), an 8-item measure of satisfaction 
with a service (Cronbach’s α = 0.949, indicating excellent reli-
ability). Open-ended questions were also asked about their 
experience of the intervention, its perceived benefits or weak-
nesses, and recommendations for improvement.

Participants were contacted by phone three months after 
the program ended for follow-up. Four baseline measures 
were repeated: BARC-10, General Self-Efficacy Short-Form, 
RR-C, and either the AUDIT or DUDIT. The AUDIT or DUDIT 
was assessed at baseline and the three-month follow-up. The 
other three measures were measured at three timepoints: 
baseline, exit, and three-month follow up.

Analytic strategy

Quantitative analyses
Baseline characteristics of participants who did and did not 
complete exit and follow-up data (non-completers) were 

compared using independent samples t-tests with Bonferroni 
corrected alphas of p < .025 (two-sided). Linear mixed models 
(LMM) with a random intercept were used to analyse the pri-
mary, secondary, and substance use outcomes. The LMM 
included a fixed effect continuous time variable. A p-value of 
<.05 (two-sided) was used as the level of significance. Analyses 
were conducted in R (4.2.2; RStudio Team 2020) and Stata, 
version 17. For standardised scores, Cohen’s d effect sizes 
were used to interpret Beta coefficients: small < =0.2; medium 
≈ 0.5; large >-0.8. Acceptability and satisfaction outcomes 
were presented as means (SD) and barriers to care were pre-
sented as frequencies (%). Eligible participants’ demographic 
data were presented as means (SD) for numeric variables or 
medians (IQR) for non-normally distributed numeric variables 
and frequencies (%) for categorical variables.

Qualitative analyses
Participants’ free-text responses were analysed using a quali-
tative descriptive approach by the second author and con-
firmed with the first author. Qualitative description is used to 
produce a comprehensive summary of a phenomenon, stay-
ing close to the data and using the everyday terms of the 
phenomenon (Sandelowski, 2000). Qualitative description was 
chosen as it is a data-driven, low-inference approach, suitable 
for mixed methods research (Neergaard et  al., 2009). Analyses 
followed six steps: (i) Coding of data; (ii) Recording insights 
and reflections; (iii) Identifying important features and pat-
terns in the data; (iv) Looking for commonalities and differ-
ences and extracting them for further consideration; (v) 
Deciding on a small group of generalisations that hold true 
for the data; and (vi) Examining these generalisations in the 
light of existing knowledge (Neergaard et  al., 2009). These 
generalisations were summarised into key ‘themes’ describing 
participants’ experiences.

Pseudonyms were used to protect participant confidential-
ity. We applied several strategies to meet trustworthiness cri-
teria during the analytic process (Lincoln & Guba, 1985). 
These strategies included, for example, establishing rapport 
with participants (credibility); analytic meetings and 
note-taking during data collection and analysis, and a descrip-
tion of the demographics of participants (confirmability); fol-
lowing a study protocol (dependability); and, providing 
sufficient details about the study (transferability) (Bradshaw 
et  al., 2017).

Results and findings

Participant characteristics

Sixty-nine individuals expressed interest in the program and 
34 (49.3%) were eligible and referred to a peer worker. Of the 
ineligible individuals (n = 35, 50.7%), 17 were unable to be 
contacted for screening (48.6%), 11 were already receiving 
AOD treatment (31.4%), 5 declined to participate (14.3%), and 
2 were under 18 years of age (5.7%). Of the 34 included par-
ticipants, 26 (76.5%) completed the exit interview and 22 
(64.7%) completed the three-month follow-up.
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Participants’ mean age was 41.3 years (SD = 11.4, range 23 
to 62 years). Most participants (n = 26, 76.8%) had received 
some AOD treatment in the past, whereas 4 (11.8%) had 
never received AOD treatment (4 had missing data). All par-
ticipants had a fixed address. No participants identified as 
Aboriginal or Torres Strait Islander.

Twenty-four of the 34 baseline participants (70.6%) stated 
they had experienced barriers to accessing care. These 
reported barriers included concerns around privacy, stigma, 
and discrimination (n = 6, 17.7%), service availability and wait-
lists (n = 5, 14.7%), geographic barriers (n = 4, 11.8%), knowl-
edge of treatment options (n = 3, 8.8%), financial barriers 
(n = 2, 5.9%), and transport (1, 2.9%).

Participants attended an average of 4.2 intervention con-
tacts (SD = 2.4, range 0 to 8). Further demographic informa-
tion is shown in Table 1. Correlations between the primary 
and secondary outcome variables are presented in Table 2. 
There were medium to large correlations between some of 
the variables. However, only the medium correlation between 
the BARC10 and the self-efficacy scale was significant (r = 0.43; 
p < 0.05).

Quantitative results

Comparison of completers and non-completers
Baseline characteristics of participants who did and did not 
complete exit data (n = 26 and n = 8 respectively), and who did 
and did not complete follow-up data (n = 22 and n = 12 respec-
tively) were compared. Participants who completed the exit data 
were significantly older (M = 44.3) than non-completers (M = 31.4) 
(t = −3.88, p = .001). For participants who selected a (non-alcohol) 
drug as their primary substance of concern (n = 21), those who 
completed the exit data had significantly lower DUDIT scores at 
baseline (M = 17.9) compared to participants who did not com-
plete exit data (M = 37.1) (t = 4.46, p < .001).

No significant differences were found for baseline recovery 
capital or self-efficacy for participants who did and did not 
complete exit data. Similarly, no significant differences were 
found for any of the baseline characteristics (age, DUDIT, 
BARC10, SE) when comparing participants who did and did 
not complete follow-up data (all p > 0.025, further details are 
in Table 3). Due to small group sizes (n < 5), gender and 
AUDIT baseline scores were not compared.

Table 1.  Demographic characteristics and variables for participants at three time points.

N (%)

Variable Baseline Exit Three-month

Gender
  Female 12 (35.293)

21 (61.778)
10 (38.465) 9 (40.91)

  Male 1 (2.94) 15 (57.697) 13 (59.10)
 N on-binary or another gender 1 (3.859) 0 (0)
Primary substance
 A lcohol 13 (38.24) 12 (46.152) 10 (45.45)
  Methamphetamine 10 (29.41) 6 (23.081) 4 (18.182)
 C annabis 4 (11.768) 4 (15.394) 4 (18.182)
 C ocaine 2 (5.889) 0 (0) 0 (0)
 O ther 5 (14.71) 4 (15.394) 4 (18.182)
Geographic area
  Major cities 26 (76.475) 19 (73.081) 16 (72.73)
 R egional areas 6 (17.657) 6 (23.081) 5 (22.72)
 R ural areas 2 (5.889) 1 (3.859) 1 (4.556)
Education completed
 S ome high schooling 6 (17.64) 4 (15.394) 3 (13.64)
  High school certificate 5 (14.71) 3 (11.54) 2 (9.091)
 TA FE/Trade 5 (14.71) 4 (15.394) 5 (22.72)
 G raduate 13 (38.24) 11 (42.31) 9 (40.91)
  Postgraduate 5 (14.71) 4 (15.394) 3 (13.64)

0 (0) 0 (0) 0 (0)
M; (SD); d

Baseline Exit Three-month
BARC10 401.960; (6.70); 6.11 44.04; (7.253); 6.596 46.91; (7.091); 7.01
Self-efficacy Scale 3.54; (0.94); 3.74 3.879; (0.74); 4.10 3.88 9 (0. 78) 4.10
Confidence 6.687; (2.04) 7.58 6 (2.061) 8.41 (1.44)
AUDIT 26.10; (7.192) – 9.70 (9.67)
DUDIT 21.64; (14.697) – 13.55 6 (14.23)

Table 2. C orrelations of key variables at baseline (N = 38).

BARC10 Self-efficacy Confidence AUDIT DUDIT

BARC10 1
Self-efficacy 0.43* 1
Confidence 0.15 0.22 1
AUDIT 0.12 0.51 0.10 1
DUDIT 0.60 0.47 0.08 # 1

Note: BARC10, Brief Assessment of Recovery Capital; AUDIT, Alcohol Use Disorder Identification Test; DUDIT, Drug Use Disorder Identification Test; # participants 
were asked either AUDIT or DUDIT, so there is no correlation; * P < 0.05.
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Primary outcome
For the primary outcome (recovery capital), mixed model 
regression results indicated there was a significant increase in 
BARC10 of an average 2.6 (p <.001) from baseline to exit and 
exit to follow-up. The standardised model indicated this 
change was equivalent to 0.4, a small to medium effect size.

Secondary outcomes
For the secondary outcomes, mixed model regression indi-
cated significant increases in the self-efficacy scale of 0.2 (p 
=.015). The standardised model indicated this change was 
equivalent to 0.2, a small effect size. There was an average 
increase in the confidence scale of 0.8 (B = 0.8; p <.001) from 
baseline to exit and exit to follow-up. The standardised model 
indicated this change was equivalent to 0.4, indicating a 
small to medium effect size.

Substance use outcomes
Mixed model regressions indicated a significant, average 
improvement (reduction) of 16.4 in AUDIT scores (p <.001) 
from baseline to exit and exit to follow-up. Similarly, a signif-
icant, average improvement (reduction) in DUDIT scores of 
8.1 (p = 0.022) from baseline to exit and exit to follow-up. It is 
notable that three of the 11 participants seeking support for 
drug use had a DUDIT score of 0 at baseline.

Further details of the findings from linear mixed models for 
primary, secondary, and substance use outcomes are in Table 4.

Acceptability and client satisfaction
Responses to the AIM at exit indicated the mean participant 
score was 4.4 (SD = 0.9, range 1.8 to 5.0), suggesting partic-
ipants considered the intervention to be acceptable to very 
acceptable. Responses to the CSQ-8 at exit indicated that 
average participant satisfaction was 25.3 (SD = 6.6, range 
8–32), suggesting participants were generally satisfied or 
very satisfied with the intervention.

Qualitative findings: participant experience of the 
intervention

Through our analyses of the responses from 26 participants 
(exit and follow-up feedback), we identified three themes 
relating to their experiences of the intervention. The three 
themes were: (1) relating to the peer worker; (2) the peer 
worker enabling access to services; and, (3) participant 
expectations.

Theme 1: relating to peer worker
Theme 1 described participants reporting the relational 
aspects of the peer worker. In their accounts, they described 
the unique benefits of receiving peer support that came from 
shared or similar lived experiences. In particular, participants 
felt the peer worker empathised with and understood them 
because of their shared experiences.

I was talking to someone who’d been there and done it, that 
made a huge difference to me, so I could relate to the other per-
son on the end of the phone. [The peer worker] was really down 
to earth and you could tell, [they] had been through hell and 
come out the other end, so there is hope. (Jennifer, female, 41 
years, cannabis)

Additionally, hearing peer workers’ stories increased partic-
ipants’ sense of hope for recovery, and helped them to feel 
less stigmatised and alone. These benefits were unique to the 
peer contact and integral to the benefits they received from 
the program.

[The peer worker] taught me what I wouldn’t have got from just 
an everyday person, a person who’d been through it knew a lot 
better. [They] made me feel like normal, like what I’m going 
through is normal, not like an outcast, yeah that these things hap-
pen to everyday people, that I’m not not normal because I’d gone 
through this. (Michael, male, 35 years, methamphetamine)

[The peer worker] gave me, not even advice, it was talking 
through options, while a doctor is more likely to just refer you to 
such and such. But to get [me to attend] detox, I needed some-
one to answer questions around, will I be safe, my fear, how I felt 
about it. With [the peer worker] it was just someone who was 
able to share [their] own journey, which made it far more human, 
that’s the big difference, even if you saw a social worker or psych, 
you won’t get that. (Lisa, female, 60 years, alcohol)

Participants reported the relationship and rapport with the 
peer worker were key to the success of the program. While 
most described having a good rapport with the peer worker, 
two felt there was a mismatch between their values and 
goals and those of the peer worker. This was raised in rela-
tion to the use of 12-step or religious-based support services, 

Table 3.  t-tests comparing baseline characteristics of participants who com-
pleted and did not complete exit data (n = 26 and n = 8) and three-month data 
(n = 22 and n = 12).

Comparisons

Exit complete v. non-complete
3-month complete v. 

non-complete

Variable Md 95CI p Md 95CI p
Age 12.93 −19.97; −5.90 .001 5.94 −14.36, 

2.46
.157

BARC10 0.859 −12.04, 10.34 .844 2.84 10.07, 4.40 .396
SE −0.03 −0.80, 0.87 .931 0.03 −0.69, 0.64 .940
Confidence −0.596 −0.70, 1.88 .355 0.667 −2.11, 0.79 .359
DUDIT −19.21 10.09, 28.34 <.001 −10.50 −3.17, 

24.17
.124

Note: Bonferonni corrected p-value of p < .025 is used. Mean difference (Md) = M 
complete – M non-complete. BARC10, Brief Assessment of Recovery Capital; SE, Self-Efficacy 
Scale; DUDIT, Drug Use Disorder Identification Test. Due to small group sizes (n < 5), 
Alcohol Use Disorder Identification Test (AUDIT) comparisons were not included.

Table 4.  Findings from linear mixed models for primary and secondary out-
comes regressed onto time.

Non-standardised Standardised

Primary 
outcome Coeff. (SE) 95CI Coeff. (SE) 95CI
BARC10 2.55*** (0.61) 1.34, 3.77 0.38**** .09 .20, .56
Secondary 

outcomes
Self-efficacy 0.18* (0.07) 0.04, 0.32 0.19* .08 .04, .34
Confidence 0.81*** (0.22) 0.39, 1.24 .40*** .10 .19, .60
AUDIT −16.40*** (3.81) −23.84, −8.96
DUDIT −8.09** (2.98) −14.19, −1.99

Note: *p <.05; **p <.01; ***p <.001; SE; Standard Error; BARC10, Brief 
Assessment of Recovery Capital; SE, Self-Efficacy Scale; AUDIT, Alcohol Use 
Disorder Identification Test; DUDIT, Drug Use Disorder Identification Test; 
Confidence, Readiness ruler confidence scale.
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for which some participants had strong feelings. These partic-
ipants felt a need for the peer workers to be more flexible 
with the services they suggest, regardless of whether a par-
ticular service or approach had worked for them.

It’s a difficult one, people are sharing life experiences, but I guess 
if a person says if that [religion-based support is] not going to 
work [the peer worker] needs to acknowledge that and see for 
other options and alternatives […] I hope the program works, 
there is value in it, but it wasn’t working for me, as soon as reli-
gion is raised, I checked out. (Maria, female, 61 years, alcohol)

… people need options outside of [Narcotics Anonymous (NA)], 
that’s probably why they’re coming to you, so you need to have 
people who think about stuff other than NA, who give options 
other than NA. (Jason, male, 44 years, methamphetamine)

Theme 2: peer worker enabling access to services
The second theme relates to how participants described the 
peer worker as providing links to services and ongoing sup-
port. They talked about how the peer workers’ experiences 
encouraged them to try new approaches to access services.

[The peer worker] put me onto my local AOD service, I did an 
intake form for some support and received some contact with a 
psych nurse, he’s been checking up on me, and I’m positioned to 
catch up with an AOD counsellor in a few weeks, so that’ll be 
really great keeping the ball rolling. (Aron, male, 26 years, 
cannabis)

With AA as well, I’d said it wasn’t for me, I was resistant to the 
idea, thinking I don’t have that big a problem. [The peer worker] 
just talked about how AA had been such a big part of [their] 
recovery, and said, you know, you have to shop around and why 
don’t I give it another try, and that day I found a group with a 
person there [that the peer worker] knew and got me connected 
with. (Lisa, female, 60 years, alcohol)

However, one participant, Kris, still reported barriers to 
accessing ongoing support, in particular, wait times to access 
services:

I’m going round in circles again in endless circles of referrals and 
waitlists […] [The peer worker] was great and [they] knew it [the 
intervention] was only six sessions. You feel like you’ve got this 
person there for you, but support is inaccessible for normal peo-
ple. I can’t even get my inpatient stay because my psychiatrist has 
gone missing, I’ve been waiting six months for that, the system is 
broken. (Kris, 44 years, non-binary, alcohol)

Theme 3: participant expectations
Theme 3 is related to participants’ expectations of the inter-
vention, including perceptions of the role of the peer worker, 
and the need for the intervention to be longer than the six 
telephone calls. While most participants felt the program was 
positive and had potential, they differed in their expectations 
of the peer worker. For example, Daniel (male, 39 years, meth-
amphetamine) preferred a ‘professional’ approach, with the 
presence of ‘boundaries from the worker … I realised [peer 
workers] aren’t necessarily a professional or therapist. I didn’t 
really consider that going in’. Rob (male, 51, methamphet-
amine) found the peer approach to be informal, ‘It was like a 
friend chatting […] there should be a structure but there 

wasn’t. I was guiding it almost each time I had the call’. In 
contrast, Angelo (male, 55 years, alcohol) referred to their 
peer worker as their ‘counsellor’, stating, ‘it wasn’t just a 
one-way traffic, [they] really opened up and shared [their] 
experience, it wasn’t all about examining me, which I liked’. 
For some participants, the less clinical approach of the inter-
vention was a strength, as Lisa (female, 60 years, alcohol) 
described, ‘It’s less clinical, it comes from people who’ve been 
there. Instantly there’s a way of building rapport […] It’s sort 
of like talking to a friend you’ve never met’.

In addition, participants emphasised the nature of recov-
ery as a continuing journey that requires long-term support, 
not just a short-term intervention. For example, Ali (male, 
41 years, alcohol) described the intervention as ‘a good place 
to work out other strategies perhaps, but it’s not an ongoing 
program, so it’s tough in that sense, cos it just kind of ends’. 
Participants stated the program would be more beneficial 
with greater flexibility around the number of sessions they 
could access. They mentioned that having the option for 
additional check-in sessions after their core sessions were 
complete would be useful to ensure they were properly con-
nected to other supports, or had the opportunity to talk 
through important shared recovery experiences (such as 
going through inpatient withdrawal).

Someone to link in with more if you haven’t achieved what you 
want to achieve at the time, or there’s an option to link in again 
after those six sessions. People who’re alcoholics have deep prob-
lems, six phone calls isn’t going to help. (An, female, 48 years, 
alcohol)

I think probably I would’ve liked to have more, to talk through the 
post detox, as part of the whole detox. Detox is kinda like a bub-
ble and the real work happens after, I think [the intervention 
would] have a greater success rate if it was also like once a month 
post detox where you meet and talk with that person. (Lisa, 
female, 60 years, alcohol)

Discussion

We aimed to develop, pilot, and evaluate a peer worker nav-
igation intervention for people seeking support for AOD use 
problems. We identified from baseline to exit and three-month 
follow-up, small to moderate significant improvements in par-
ticipants’ recovery capital, self-efficacy, and confidence to 
make a change. In our pilot, improvements in the measure of 
recovery capital, the BARC-10, indicate improvements in the 
number of resources available to participants, and the sup-
ports around them, to initiate and sustain recovery (Vilsaint 
et  al., 2017). We also identified significant improvements in 
substance use problem severity as measured. In addition, par-
ticipants reported that the program was acceptable and sat-
isfactory, and qualitative feedback indicated that there were 
unique benefits of a peer worker approach, and the interven-
tion had helped to access resources and support.

To our knowledge, this is the first study to assess the 
impact of a peer navigation intervention for people with AOD 
use problems, accessed through an AOD telephone helpline. 
Peer navigation has the potential to link people to appropri-
ate care by establishing a relationship with the person and 
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assisting them with identifying and accessing services (Greer 
et  al., 2021; Peart et  al., 2018). Peer support has been 
described as an essential element in substance use recovery 
(Greer et  al., 2021; Tracy & Wallace, 2016), and peer coaches 
in acute settings have contributed to reduced hospital read-
mission rates (Magidson et  al., 2021; Upadhyaya et  al., 2021;) 
and navigating transitions in care, particularly at discharge 
and improving connections to outpatient treatment (Lennox 
et  al., 2021; Magidson et  al., 2021; Samuels et  al., 2018). Peer 
workers in mental health settings offer the potential to 
increase recovery outcomes including self-efficacy (Burke 
et  al., 2019). Building on this literature, our findings suggest 
the potential for peer worker navigation for helpline callers as 
a relational-based approach to build key recovery-related 
resources strengths, and potentially reduce the severity of 
substance use.

Our use of a mixed-methods quantitative and qualitative 
design was a key strength of this research, allowing us to 
assess change in core outcomes as well as acquire insights 
into participants’ experiences of the program. It is notable 
that three of the 11 participants seeking support for drug 
use were not regularly using their substance of concern at 
baseline (i.e. had a DUDIT score of 0). These participants 
reported seeking the intervention to maintain recovery, by 
responding to a recent relapse or preventing an anticipated 
relapse. In their qualitative feedback, participants outlined a 
key element of the intervention was an increased sense of 
hope for recovery through shared stories with the peer 
worker. Participants’ accounts align with the CHIME frame-
work that identifies the core recovery processes as 
Connectedness, Hope, Identity, Meaning, and Empowerment 
(Leamy et  al., 2011). In particular, participants outlined how 
speaking with the peer worker increased their feelings of 
connectedness, and gave them hope for recovery, and con-
fidence and information to access services.

Feedback from participants about aspects of the interven-
tion that weren’t satisfactory to them is important to docu-
ment and requires further examination. Participants’ views on 
the expected nature of the intervention differed, with some 
valuing an informal and non-clinical approach, while others 
felt the intervention should be more clinical and structured. 
A challenge is that the peer role is not universally defined or 
understood (Greer et  al., 2021). In many settings, peer work-
ers lack a well-defined occupational identity; participants in 
our intervention may have had different expectations for the 
responsibilities and nature of the peer role (Greer et al., 2021). 
Participants also reported that it was important that the 
intervention either provided or made more accessible, ongo-
ing support. Further research examining the key elements of 
peer work, including what elements work, and for whom, is 
required, alongside greater clarity in peer role definition and 
framing of expectations. Identifying the optimum number of 
sessions, and designing interventions to secure ongoing sup-
port in anticipation of the end of the intervention, are import-
ant priorities for future research.

Peer interventions have been discussed as a means to 
support people experiencing addiction by assisting them 
to overcome barriers to long-term recovery and success-
fully transition between stages of recovery (Stanojlovic & 

Davidson, 2021). Given the known barriers to care and sig-
nificant treatment delays, as well as the propensity for 
AOD use problems to have periods of lapse/re-lapse within 
the recovery process, peer navigation may be a suitable 
intervention or adjunct to traditional services, to support 
people to achieve long-term recovery goals (Chapman 
et  al., 2015; Mojtabai et  al., 2014; Ross et  al., 2015; Wang 
et  al., 2007).

Limitations

There are several strengths and limitations to this research. 
This study used a repeated measures design without a con-
trol or comparison group, with a small sample size. We, there-
fore, cannot attribute causality to the intervention, nor, 
indicate the results are representative or generalisable to 
other settings. Participants reported a score of 4 on the 
Readiness Ruler at baseline, indicating readiness for change, 
therefore this intervention may not be as beneficial for peo-
ple reporting low readiness scores. However, as a pilot study, 
we were interested in the acceptability and experience of the 
program, as well as changes in outcomes. This goal led us to 
use a mixed-methods approach, collecting both change out-
come data over time and qualitative feedback. In their quali-
tative feedback, participants’ responses indicated that the 
intervention helped to support their recovery journey, and 
the peer worker encouraged them to access services.

Given our pilot used only two peer workers, further 
research is needed to understand what elements of their 
delivery are important for the success of peer navigation pro-
grams. As peer work is deeply personal, with peer workers 
sharing their lived experiences and journeys with participants, 
it is important to understand what elements of peer naviga-
tion are necessary for success when delivered by different 
peer workers (Greer et  al., 2021; Stack et  al., 2022). Future 
research exploring the experiences of peer workers providing 
a navigation service would assist with understanding the key 
elements for success.

Conclusion

Our findings show the potential for a peer-based navigation 
intervention within an AOD telephone helpline, to improve 
recovery-related outcomes and reduce AOD use problem 
severity. The peer workers provided participants with a 
sense of connection through sharing experiences, and hope 
that recovery is possible. A peer-based navigation interven-
tion could add to the routine care of telephone helplines to 
reduce barriers to care and improve callers’ recovery skills 
and assets. While peer workers can encourage callers to 
access services, the key elements of success for peer-based 
navigation require further investigation.

Acknowledgements

Thank you to: Ethan Chan, Lauren Findlay, and Jiayi Zhang, for their assis-
tance in preparing this manuscript; Heather Pickard, Matthew Corbett, 
and SHARC for their assistance in conceptualising the project; and Rick 



Drugs: Education, Prevention and Policy 9

Loos and Turning Point’s Telephone and Online Services’ counsellors for 
their assistance with recruitment.

Disclosure statement

SA has received speaker honoraria from Camurus, Indivior, Gilead, and 
Janssen unrelated to this work. SA is supported by a NHMRC Emerging 
Leader grant (GNT2008193). DL is supported by a NHMRC Leadership 
Fellowship (1196892). DL has provided consultancy advice to Lundbeck 
and Indivior, and received travel support and speaker honoraria from 
Camurus, Indivior, Janssen and Lundbeck. The authors have no other 
conflicts of interest to declare.

Ethics statement

This study was approved by the Eastern Health Human Research Ethics 
Committee Project ID 80027.

Funding

This work was supported by The Portland House Foundation.

ORCID

Annette Peart  http://orcid.org/0000-0002-0536-276X

References

Addictions and Mental Health Ontario. (2014). Best practices in peer  
support. Evidence Exchange Network, Centre for Addiction and Mental 
Health. https://www.eenet.ca/sites/default/files/wp-content/uploads/ 
2014/08/Best-Practices-PeerSupport-Final-Report-2014.pdf

Andreas, D., Ja, D. Y., & Wilson, S. (2010). Peers reach out supporting peers 
to embrace recovery (PROSPER): A center for substance abuse treatment 
recovery community services program. Alcoholism Treatment Quarterly, 
28(3), 326–338. https://doi.org/10.1080/07347324.2010.488538

Bassuk, E. L., Hanson, J., Greene, R. N., Richard, M., & Laudet, A. (2016). 
Peer-delivered recovery support services for addictions in the United 
States: A systematic review. Journal of Substance Abuse Treatment, 63, 
1–9. https://doi.org/10.1016/j.jsat.2016.01.003

Berman, A. H., Bergman, H., Palmstierna, T., & Schlyter, F. (2005). Evaluation of 
the drug use disorders identification test (DUDIT) in criminal justice and 
detoxification settings and in a Swedish population sample. European 
Addiction Research, 11(1), 22–31. https://doi.org/10.1159/000081413

Bertholet, N., Gaume, J., Faouzi, M., Gmel, G., & Daeppen, J.-B. (2012). 
Predictive value of readiness, importance, and confidence in ability to 
change drinking and smoking. BMC Public Health, 12(1), 708. https://
doi.org/10.1186/1471-2458-12-708

Bertholet, N., Horton, N. J., & Saitz, R. (2009). Improvements in readiness 
to change and drinking in primary care patients with unhealthy alco-
hol use: A prospective study. BMC Public Health, 9(1), 101. https://doi.
org/10.1186/1471-2458-9-101

Best, D., & Hennessy, E. A. (2021). The science of recovery capital: Where 
do we go from here? Addiction (Abingdon, England), 117(4), 1139–1145. 
https://doi.org/10.1111/add.15732

Bradshaw, C., Atkinson, S., & Doody, O. (2017). Employing a qualitative 
description approach in health care research. Global Qualitative Nursing 
Research, 4. https://doi.org/10.1177/2333393617742282

Brophy, H., Dyson, M., & Rittenbach, K. (2023). Concept analysis of recov-
ery from substance use. International Journal of Mental Health Nursing, 
32(1), 117–127. https://doi.org/10.1111/inm.13066

Burke, E., Pyle, M., Machin, K., Varese, F., & Morrison, A. P. (2019). The ef-
fects of peer support on empowerment, self-efficacy, and internalized 

stigma: A narrative synthesis and meta-analysis. Stigma and Health, 
4(3), 337–356. https://doi.org/10.1037/sah0000148

Carter, N., Valaitis, R. K., Lam, A., Feather, J., Nicholl, J., & Cleghorn, L. 
(2018). Navigation delivery models and roles of navigators in primary 
care: A scoping literature review. BMC Health Services Research, 18(1), 
96. https://doi.org/10.1186/s12913-018-2889-0

Chapman, C., Slade, T., Hunt, C., & Teesson, M. (2015). Delay to first treat-
ment contact for alcohol use disorder. Drug and Alcohol Dependence, 
147, 116–121. https://doi.org/10.1016/j.drugalcdep.2014.11.029

Cheetham, A., Picco, L., Barnett, A., Lubman, D. I., & Nielsen, S. (2022). The 
impact of stigma on people with opioid use disorder, opioid treat-
ment, and policy. Substance Abuse and Rehabilitation, 13, 1–12. https://
doi.org/10.2147/SAR.S304566

Collinson, B., & Best, D. (2019). Promoting recovery from substance mis-
use through engagement with community assets: Asset Based 
Community Engagement. Substance Abuse: research and Treatment, 13, 
1178221819876575. https://doi.org/10.1177/1178221819876575

Cos, T. A., LaPollo, A. B., Aussendorf, M., Williams, J. M., Malayter, K., & 
Festinger, D. S. (2020). Do peer recovery specialists improve outcomes 
for individuals with substance use disorder in an integrative primary 
care setting? A program evaluation. Journal of Clinical Psychology in 
Medical Settings, 27(4), 704–715. https://doi.org/10.1007/s10880-019- 
09661-z

Cumming, C., Troeung, L., Young, J. T., Kelty, E., & Preen, D. B. (2016). 
Barriers to accessing methamphetamine treatment: A systematic re-
view and meta-analysis. Drug and Alcohol Dependence, 168, 263–273. 
https://doi.org/10.1016/j.drugalcdep.2016.10.001

Dahrouge, S., Gauthier, A. P., Durand, F., Lemonde, M., Saluja, K., Kendall, 
C., Premji, K., Presseau, J., Chomienne, M.-H., Toal-Sullivan, D. A., 
Timony, P., Perna, A., & Prud’homme, D. (2022). The feasibility of a pri-
mary care based navigation service to support access to health and 
social resources: The Access to Resources in the Community (ARC) 
model. International Journal of Integrated Care, 22(4), 13. https://doi.
org/10.5334/ijic.6500

Davidson, L., & White, W. (2007). The concept of recovery as an organiz-
ing principle for integrating mental health and addiction services. The 
Journal of Behavioral Health Services & Research, 34(2), 109–120. https://
doi.org/10.1007/s11414-007-9053-7

Degenhardt, L., Charlson, F., Ferrari, A., Santomauro, D., Erskine, H., 
Mantilla-Herrara, A., Whiteford, H., Leung, J., Naghavi, M., Griswold, M., 
Rehm, J., Hall, W., Sartorius, B., Scott, J., Vollset, S. E., Knudsen, A. K., 
Haro, J. M., Patton, G., Kopec, J., … Vos, T. (2018). The global burden 
of disease attributable to alcohol and drug use in 195 countries and 
territories, 1990–2016: A systematic analysis for the global burden of 
disease study 2016. The Lancet Psychiatry, 5(12), 987–1012. https://doi.
org/10.1016/S2215-0366(18)30337-7

Eddie, D., Hoffman, L., Vilsaint, C., Abry, A., Bergman, B., Hoeppner, B., 
Weinstein, C., & Kelly, J. F. (2019). Lived experience in new models of 
care for substance use disorder: A systematic review of peer recovery 
support services and recovery coaching. Frontiers in Psychology, 10, 
1052. https://doi.org/10.3389/fpsyg.2019.01052

Gates, P. (2015). The effectiveness of helplines for the treatment of alco-
hol and illicit substance use. Journal of Telemedicine and Telecare, 21(1), 
18–28. https://doi.org/10.1177/1357633X14555643

Gates, P., & Albertella, L. (2016). The effectiveness of telephone counsel-
ling in the treatment of illicit drug and alcohol use concerns. Journal 
of Telemedicine and Telecare, 22(2), 67–85. https://doi.
org/10.1177/1357633x15587406

Gillard, S., Gibson, S. L., Holley, J., & Lucock, M. (2015). Developing a 
change model for peer worker interventions in mental health services: 
A qualitative research study. Epidemiology and Psychiatric Sciences, 
24(5), 435–445. https://doi.org/10.1017/S2045796014000407

Greer, A., Buxton, J. A., Pauly, B., & Bungay, V. (2021). Organizational sup-
port for frontline harm reduction and systems navigation work among 
workers with living and lived experience: Qualitative findings from 
British Columbia, Canada. Harm Reduction Journal, 18(1), 60. https://
doi.org/10.1186/s12954-021-00507-2

https://www.eenet.ca/sites/default/files/wp-content/uploads/2014/08/Best-Practices-PeerSupport-Final-Report-2014.pdf
https://www.eenet.ca/sites/default/files/wp-content/uploads/2014/08/Best-Practices-PeerSupport-Final-Report-2014.pdf
https://doi.org/10.1080/07347324.2010.488538
https://doi.org/10.1016/j.jsat.2016.01.003
https://doi.org/10.1159/000081413
https://doi.org/10.1186/1471-2458-12-708
https://doi.org/10.1186/1471-2458-12-708
https://doi.org/10.1186/1471-2458-9-101
https://doi.org/10.1186/1471-2458-9-101
https://doi.org/10.1111/add.15732
https://doi.org/10.1177/2333393617742282
https://doi.org/10.1111/inm.13066
https://doi.org/10.1037/sah0000148
https://doi.org/10.1186/s12913-018-2889-0
https://doi.org/10.1016/j.drugalcdep.2014.11.029
https://doi.org/10.2147/SAR.S304566
https://doi.org/10.2147/SAR.S304566
https://doi.org/10.1177/1178221819876575
https://doi.org/10.1007/s10880-019-
https://doi.org/10.1007/s10880-019-
https://doi.org/10.1016/j.drugalcdep.2016.10.001
https://doi.org/10.5334/ijic.6500
https://doi.org/10.5334/ijic.6500
https://doi.org/10.1007/s11414-007-9053-7
https://doi.org/10.1007/s11414-007-9053-7
https://doi.org/10.1016/S2215-0366(18)30337-7
https://doi.org/10.1016/S2215-0366(18)30337-7
https://doi.org/10.3389/fpsyg.2019.01052
https://doi.org/10.1177/1357633X14555643
https://doi.org/10.1177/1357633x15587406
https://doi.org/10.1177/1357633x15587406
https://doi.org/10.1017/S2045796014000407
https://doi.org/10.1186/s12954-021-00507-2
https://doi.org/10.1186/s12954-021-00507-2


10 A. PEART ET AL.

Grigg, J., Manning, V., Cheetham, A., Youssef, G., Hall, K., Baker, A. L., 
Staiger, P. K., Volpe, I., Stragalinos, P., & Lubman, D. I. (2023). A latent 
class analysis of perceived barriers to help-seeking among people with 
alcohol use problems presenting for telephone-delivered treatment. 
Alcohol and Alcoholism (Oxford, Oxfordshire), 58(1), 68–75. https://doi.
org/10.1093/alcalc/agac063

Grisamore, S. P., Nguyen, R. L., Wiedbusch, E. K., Guerrero, M., Cope, C. E. 
A., Abo, M. G., & Jason, L. A. (2022). Journey to wellness: A socioeco-
logical analysis of veterans in recovery from substance use disorders. 
American Journal of Community Psychology, 70(3-4), 394–406. https://
doi.org/10.1002/ajcp.12615

Groshkova, T., Best, D., & White, W. (2013). The Assessment of recovery 
capital: Properties and psychometrics of a measure of addiction recov-
ery strengths. Drug and Alcohol Review, 32(2), 187–194. https://doi.
org/10.1111/j.1465-3362.2012.00489.x

Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. 
(2009). Research electronic data capture (REDCap): A metadata-driven 
methodology and workflow process for providing translational re-
search informatics support. Journal of Biomedical Informatics, 42(2), 
377–381. https://doi.org/10.1016/j.jbi.2008.08.010

Heather, N., Smailes, D., & Cassidy, P. (2008). Development of a readiness rul-
er for use with alcohol brief interventions. Drug and Alcohol Dependence, 
98(3), 235–240. https://doi.org/10.1016/j.drugalcdep.2008.06.005

Hesse, M. (2006). The Readiness ruler as a measure of readiness to change 
poly-drug use in drug abusers. Harm Reduction Journal, 3(1), 3. https://
doi.org/10.1186/1477-7517-3-3

Hildebrand, M., & Noteborn, M. G. (2015). Exploration of the (interrater) 
reliability and latent factor structure of the alcohol use disorders iden-
tification test (AUDIT) and the drug use disorders identification test 
(DUDIT) in a sample of Dutch probationers. Substance Use & Misuse, 
50(10), 1294–1306. https://doi.org/10.3109/10826084.2014.998238

Hoffmann, T. C., Glasziou, P. P., Boutron, I., Milne, R., Perera, R., Moher, D., 
Altman, D. G., Barbour, V., Macdonald, H., Johnston, M., Lamb, S. E., 
Dixon-Woods, M., McCulloch, P., Wyatt, J. C., Chan, A.-W., & Michie, S. (2014). 
Better reporting of interventions: Template for intervention description and 
replication (TIDieR) checklist and guide. BMJ (Clinical Research ed.), 348(mar07 
3), g1687–g1687. https://doi.org/10.1136/bmj.g1687

James, H., Morgan, J., Ti, L., & Nolan, S. (2023). Transitions in care between 
hospital and community settings for individuals with a substance use 
disorder: A systematic review. Drug and Alcohol Dependence, 243, 
109763. https://doi.org/10.1016/j.drugalcdep.2023.109763

Jason, L. A., Davis, M. I., & Ferrari, J. R. (2007). The need for substance 
abuse after-care: Longitudinal analysis of Oxford House. Addictive 
Behaviors, 32(4), 803–818. https://doi.org/10.1016/j.addbeh.2006.06.014

Kadden, R. M., & Litt, M. D. (2011). The role of self-efficacy in the treat-
ment of substance use disorders. Addictive Behaviors, 36(12), 1120–
1126. https://doi.org/10.1016/j.addbeh.2011.07.032

Källmén, H., Berman, A. H., Elgán, T. H., & Wennberg, P. (2019). Alcohol 
habits in Sweden during 1997–2018: A repeated cross-sectional study. 
Nordic Journal of Psychiatry, 73(8), 522–526. https://doi.org/10.1080/080
39488.2019.1660912

Larsen, D. L., Attkisson, C. C., Hargreaves, W. A., & Nguyen, T. D. (1979). 
Assessment of client/patient satisfaction: Development of a general 
scale. Evaluation and Program Planning, 2(3), 197–207. https://doi.
org/10.1016/0149-7189(79)90094-6

Leamy, M., Bird, V., Le Boutillier, C., Williams, J., & Slade, M. (2011). 
Conceptual framework for personal recovery in mental health: system-
atic review and narrative synthesis. The British Journal of Psychiatry: The 
Journal of Mental Science, 199(6), 445–452. https://doi.org/10.1192/bjp.
bp.110.083733

Lennox, R., Lamarche, L., & O’Shea, T. (2021). Peer support workers as a 
bridge: A qualitative study exploring the role of peer support workers 
in the care of people who use drugs during and after hospitalization. 
Harm Reduction Journal, 18(1), 19. https://doi.org/10.1186/
s12954-021-00467-7

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Sage.

Magidson, J. F., Regan, S., Powell, E., Jack, H. E., Herman, G. E., Zaro, C., 
Kane, M. T., & Wakeman, S. E. (2021). Peer recovery coaches in general 
medical settings: Changes in utilization, treatment engagement, and 
opioid use. Journal of Substance Abuse Treatment, 122, 108248. https://
doi.org/10.1016/j.jsat.2020.108248

Mojtabai, R., Chen, L. Y., Kaufmann, C. N., & Crum, R. M. (2014). Comparing 
barriers to mental health treatment and substance use disorder treat-
ment among individuals with comorbid major depression and sub-
stance use disorders. Journal of Substance Abuse Treatment, 46(2), 268–
273. https://doi.org/10.1016/j.jsat.2013.07.012

Neergaard, M. A., Olesen, F., Andersen, R. S., & Sondergaard, J. (2009). 
Qualitative description–the poor cousin of health research? BMC Medical 
Research Methodology, 9(1), 52. https://doi.org/10.1186/1471-2288-9-52

O’Connell, M. J., Flanagan, E. H., Delphin-Rittmon, M. E., & Davidson, L. (2017). 
Enhancing outcomes for persons with co-occurring disorders through skills 
training and peer recovery support. Journal of Mental Health (Abingdon, 
England), 29(1), 6–11. https://doi.org/10.1080/09638237.2017.1294733

Peart, A., Lewis, V., Brown, T., & Russell, G. (2018). Patient navigators facil-
itating access to primary care: A scoping review. BMJ Open, 8(3), 
e019252. https://doi.org/10.1136/bmjopen-2017-019252

Ross, L. E., Vigod, S., Wishart, J., Waese, M., Spence, J. D., Oliver, J., 
Chambers, J., Anderson, S., & Shields, R. (2015). Barriers and facilitators 
to primary care for people with mental health and/or substance use 
issues: A qualitative study. BMC Family Practice, 16(1), 135. https://doi.
org/10.1186/s12875-015-0353-3

RStudio Team. (2020). RStudio: Integrated development for R. RStudio, PBC. 
http://www.rstudio.com/

Säfsten, E., Forsell, Y., Ramstedt, M., Damström Thakker, K., & Galanti, M. 
R. (2019). A pragmatic randomised trial of two counselling models at 
the Swedish national alcohol helpline. BMC Psychiatry, 19(1), 213. 
https://doi.org/10.1186/s12888-019-2199-z

Salsman, J. M., Schalet, B. D., Merluzzi, T. V., Park, C. L., Hahn, E. A., Snyder, 
M. A., & Cella, D. (2019). Calibration and initial validation of a general 
self-efficacy item bank and short form for the NIH PROMIS®. Quality of 
Life Research: An International Journal of Quality of Life Aspects of 
Treatment, Care and Rehabilitation, 28(9), 2513–2523. https://doi.
org/10.1007/s11136-019-02198-6

Samuels, E. A., Bernstein, S. L., Marshall, B. D. L., Krieger, M., Baird, J., & 
Mello, M. J. (2018). Peer navigation and take-home naloxone for opioid 
overdose emergency department patients: Preliminary patient out-
comes. Journal of Substance Abuse Treatment, 94, 29–34. https://doi.
org/10.1016/j.jsat.2018.07.013

Sandelowski, M. (2000). Whatever happened to qualitative description? 
Research in Nursing & Health, 23(4), 334–340. https://doi.org/10.100
2/1098-240x(200008)23:4%3C334::aid-nur9%3E3.0.co;2-g

Saunders, J. B., Aasland, O. G., Babor, T. F., De la Fuente, J. R., & Grant, M. 
(1993). Development of the alcohol use disorders identification test 
(AUDIT): WHO collaborative project on early detection of persons with 
harmful alcohol consumption-II. Addiction (Abingdon, England), 88(6), 
791–804. https://doi.org/10.1111/j.1360-0443.1993.tb02093.x

Schwarzer, R. (1992). Self-efficacy in the adoption and maintenance of 
health behaviors: Theoretical approaches and a new model. In R 
Schwarzer (Ed.), Self-efficacy: Thought control of action (pp. 217–243). 
Hemisphere Publishing Corp.

Self-Help Addiction Resource Centre. (2019). Strategy for the alcohol and 
other drug peer workforce in Victoria. https://www.sharc.org.au/
wp-content/uploads/2021/04/AOD-SHARC-Workforce-Strategy-web.pdf

Stack, E., Hildebran, C., Leichtling, G., Waddell, E. N., Leahy, J. M., Martin, 
E., & Korthuis, P. T. (2022). Peer recovery support services across the 
continuum: In community, hospital, corrections, and treatment and 
recovery agency settings–A narrative review. Journal of Addiction 
Medicine, 16(1), 93–100. https://doi.org/10.1097/adm.0000000000000810

Stanojlović, M., & Davidson, L. (2021). Targeting the barriers in the sub-
stance use disorder continuum of care with peer recovery support. 
Substance Abuse: Research and Treatment, 15. https://doi.
org/10.1177/1178221820976988

https://doi.org/10.1093/alcalc/agac063
https://doi.org/10.1093/alcalc/agac063
https://doi.org/10.1002/ajcp.12615
https://doi.org/10.1002/ajcp.12615
https://doi.org/10.1111/j.1465-3362.2012.00489.x
https://doi.org/10.1111/j.1465-3362.2012.00489.x
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1016/j.drugalcdep.2008.06.005
https://doi.org/10.1186/1477-7517-3-3
https://doi.org/10.1186/1477-7517-3-3
https://doi.org/10.3109/10826084.2014.998238
https://doi.org/10.1136/bmj.g1687
https://doi.org/10.1016/j.drugalcdep.2023.109763
https://doi.org/10.1016/j.addbeh.2006.06.014
https://doi.org/10.1016/j.addbeh.2011.07.032
https://doi.org/10.1080/08039488.2019.1660912
https://doi.org/10.1080/08039488.2019.1660912
https://doi.org/10.1016/0149-7189(79)90094-6
https://doi.org/10.1016/0149-7189(79)90094-6
https://doi.org/10.1192/bjp.bp.110.083733
https://doi.org/10.1192/bjp.bp.110.083733
https://doi.org/10.1186/s12954-021-00467-7
https://doi.org/10.1186/s12954-021-00467-7
https://doi.org/10.1016/j.jsat.2020.108248
https://doi.org/10.1016/j.jsat.2020.108248
https://doi.org/10.1016/j.jsat.2013.07.012
https://doi.org/10.1186/1471-2288-9-52
https://doi.org/10.1080/09638237.2017.1294733
https://doi.org/10.1136/bmjopen-2017-019252
https://doi.org/10.1186/s12875-015-0353-3
https://doi.org/10.1186/s12875-015-0353-3
http://www.rstudio.com/
https://doi.org/10.1186/s12888-019-2199-z
https://doi.org/10.1007/s11136-019-02198-6
https://doi.org/10.1007/s11136-019-02198-6
https://doi.org/10.1016/j.jsat.2018.07.013
https://doi.org/10.1016/j.jsat.2018.07.013
https://doi.org/10.1002/1098-240x(200008)23:4%3C334::aid-nur9%3E3.0.co;2-g
https://doi.org/10.1002/1098-240x(200008)23:4%3C334::aid-nur9%3E3.0.co;2-g
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://www.sharc.org.au/wp-content/uploads/2021/04/AOD-SHARC-Workforce-Strategy-web.pdf
https://www.sharc.org.au/wp-content/uploads/2021/04/AOD-SHARC-Workforce-Strategy-web.pdf
https://doi.org/10.1097/adm.0000000000000810
https://doi.org/10.1177/1178221820976988
https://doi.org/10.1177/1178221820976988


Drugs: Education, Prevention and Policy 11

Tracy, K., Burton, M., Nich, C., & Rounsaville, B. (2011). Utilizing peer men-
torship to engage high recidivism substance-abusing patients in treat-
ment. The American Journal of Drug and Alcohol Abuse, 37(6), 525–531. 
https://doi.org/10.3109/00952990.2011.600385

Tracy, K., & Wallace, S. P. (2016). Benefits of peer support groups in the 
treatment of addiction. Substance Abuse and Rehabilitation, 7, 143–154. 
https://doi.org/10.2147/SAR.S81535

Upadhyaya, A., Marks, L. R., Schwarz, E. S., Liang, S. Y., Durkin, M. J., 
& Liss, D. B. (2021). Care cascade for patients with opioid use dis-
order and serious injection related infections. Toxicology 
Communications, 5(1), 6–10. https://doi.org/10.1080/24734306.202
0.1869899

Vilsaint, C. L., Kelly, J. F., Bergman, B. G., Groshkova, T., Best, D., & White, 
W. (2017). Development and validation of a Brief Assessment of 
Recovery Capital (BARC-10) for alcohol and drug use disorder. Drug 

and Alcohol Dependence, 177, 71–76. https://doi.org/10.1016/j.drugalc-
dep.2017.03.022

Wang, P. S., Angermeyer, M., Borges, G., Bruffaerts, R., Chiu, W. T., De 
Girolamo, G., Fayyad, J., Gureje, O., Haro, J. M., Huang, Y., Kessler, R. C., 
Kovess, V., Levinson, D., Nakane, Y., Oakley Brown, M. A., Ormel, J. H., 
Posada-Villa, J., Aguilar-Gaxiola, S., Alonso, J., … Ustün, T. B. (2007). 
Delay and failure in treatment seeking after first onset of mental dis-
orders in the World Health Organization’s World Mental Health Survey 
Initiative. World Psychiatry, 6(3), 177–185.

Weiner, B. J., Lewis, C. C., Stanick, C., Powell, B. J., Dorsey, C. N., Clary, A. S., 
Boynton, M. H., & Halko, H. (2017). Psychometric assessment of three 
newly developed implementation outcome measures. Implementation 
Science, 12(1), 108. https://doi.org/10.1186/s13012-017-0635-3

White, W., & Cloud, W. (2008). Recovery capital: A primer for addictions 
professionals. Counselor, 9(5), 22–27.

https://doi.org/10.3109/00952990.2011.600385
https://doi.org/10.2147/SAR.S81535
https://doi.org/10.1080/24734306.2020.1869899
https://doi.org/10.1080/24734306.2020.1869899
https://doi.org/10.1016/j.drugalcdep.2017.03.022
https://doi.org/10.1016/j.drugalcdep.2017.03.022
https://doi.org/10.1186/s13012-017-0635-3

	Peer navigation: a pilot study to improve recovery capital for alcohol and other drug telephone helpline callers
	ABSTRACT
	Introduction
	Methods
	Participants and recruitment
	Intervention
	Data collection
	Analytic strategy
	Quantitative analyses
	Qualitative analyses


	Results and findings
	Participant characteristics
	Quantitative results
	Comparison of completers and non-completers
	Primary outcome
	Secondary outcomes
	Substance use outcomes
	Acceptability and client satisfaction

	Qualitative findings: participant experience of the intervention
	Theme 1: relating to peer worker
	Theme 2: peer worker enabling access to services
	Theme 3: participant expectations


	Discussion
	Limitations

	Conclusion
	Acknowledgements
	Disclosure statement
	Ethics statement
	Funding
	ORCID
	References



