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Background: Recovery from substance use disorder (SUD) is a complex and
individualized process requiring multifaceted support systems. Peer recovery
support services (PRSS), provided by Peer Workers, bridge the gap between
formal intervention and personal recovery experiences. Drawing on shared
lived experience, Peer Workers offer essential support to fellow Peers navigating
recovery. However, variability in PRSS roles, training, and settings creates
challenges for consistent evaluation and measurement of effectiveness.

Objective: Introduce a systematic taxonomy to clarify the roles, functions, and
activities within PRSS, providing a structured framework for evaluating their
impact on key SUD recovery milestones.

Methods: The taxonomy was developed through a rapid narrative literature
review, expert consultation, and an iterative consensus process informed by
a Delphi-like approach. A multidisciplinary task group of PRSS scientists and
practitioners, SUD treatment providers, and individuals in recovery contributed
to its refinement. The framework aligns with key components from SAMHSA's
national standards (SAMHSA, 2023) to enhance consistency across practice
settings.

Results: Comprising six primary taxons and 20 branches, the taxonomy
organizes PRSS components into structured categories. It classifies variations
in lived experience (e.g., direct, indirect, and hybrid), training levels (e.g., basic,
specialized, continuous education, and formal education), support approaches
(e.g., Peer Worker-led services), and support settings (e.g., community-based,
clinical, and justice system). Additionally, it categorizes peer support activities
into four core domains: emotional, informational, instrumental, and affiliational
support. The taxonomy integrates a structured model for PRSS evaluation,
identifying mediators (e.g., support approaches) and moderators (e.g., training
levels) that influence recovery outcomes.
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Conclusion: The proposed taxonomy and integrated evaluation model provide
a standardized framework for researchers and practitioners to systematically
assess PRSS impact on recovery milestones. By establishing a common
language, the taxonomy enhances consistency in PRSS research, identifies
empirically supported peer support practices, and informs targeted training and
strategic implementation. Future research should prioritize empirical testing
of this framework to refine its applicability across diverse PRSS settings and
enhance intervention effectiveness and scalability.
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Introduction

SUD represents a major public health concern. In 2022, nearly
49 million US individuals aged 12 or older reported having an SUD
within the past year, including 29.5 million with an alcohol use
disorder (AUD), 27.2 million with a drug use disorder (DUD), and
almost 8 million with both AUD and DUD (4). SUD involves
functional changes to brain circuits related to reward, stress, and self-
control (1), and are associated with physical, psychological, and social
comorbidities that contribute to shorter life expectancy (2). Between
2019 and 2022, drug overdose deaths in the U.S. rose significantly,
with an estimated 107,941 overdose fatalities reported in 2022 (3).
Although national data from 2023 suggest an overall 3% decline in
drug overdose rates, some states reported increases, and overdose
deaths from substances like cocaine and methamphetamine continued
to rise (4).

The use of PRSS is increasingly common across the continuum of
SUD care (5). These services support key SAMHSA (6) recovery
principles by engaging individuals in SUD treatment, assisting with
transitions across levels of care, helping to secure employment and
housing, linking to community-based support services and mutual-
help organizations, addressing criminal justice issues, and educating
about illness management (7). The delivery of these services by PRSS,
which may at times include conventional case management support
(8) help clients benefit from these services while reducing stigma (9).
PRSS occur in a variety of settings, including recovery housing,
shelters, emergency rooms, inpatient and outpatient programs,
primary care, courts, correctional facilities, colleges, community
spaces, and recovery high schools (10).

Recovering from substance use disorder (SUD) is a dynamic,
complex process requiring multifaceted support systems. Peer
recovery support services (PRSS) bridge the gap between formal
intervention and the personal experience of recovery, with “Peer
Workers” employed specifically to leverage their lived experience to
support “Peers” facing SUD recovery. The Substance Abuse and
Mental Health Service Administration (6) defines recovery as a
process of change in which individuals improve their health and
wellness, lead a self-directed life, and strive to reach their full
potential. Many people recovering from SUDs require various
approaches, tools, and support systems. One such approach is
assistance from peer recovery support services (PRSS). Peer recovery
support services (PRSS) bridge the gap between formal intervention
and the personal experience of recovery, with “Peer Workers”
employed specifically to leverage their lived experience to support
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“Peers” facing SUD recovery, serving as a critical component in the
recovery process (11). PRSS provides a non-clinical approach led by
individuals with lived experience in similar conditions to help initiate,
pursue, and sustain long-term recovery from SUD and mental health
challenges (7, 12).

Although PRSS research is in its infancy, studies show evidence of
PRSS efficacy across certain settings and outcomes (13, 14). A
systematic review revealed that PRSS models contribute to reductions
in substance use and relapse rates and improve treatment retention
and satisfaction. However, methodological inconsistencies (e.g.,
poorly defined roles and procedures) and null results limit findings,
indicating the need for additional research.

The rapid expansion of PRSS underscores the need for a
framework that clearly delineates the essential elements of these
services to measure their impact on recovery milestones. Currently,
the PRSS field lacks a taxonomy—a structured classification system
that organizes information into categories based on shared
characteristics, simplifying complex data for analysis and
understanding. Although SAMHSA and the Peer Recovery Center
of Excellence (5) established guidelines for PRSS delivery, little is
known about the specific contexts and conditions where PRSS
interventions are most effective. Additionally, the absence of
standardized terms for job titles, roles, activities, and settings
creates barriers to understanding the full impact of Peer Workers
(12, 15-17). As more funded studies rigorously evaluate PRSS
across settings, the lack of a common nomenclature continues to
limit communication within the research community and hinders
scientific and clinical progress.

Building on an existing taxonomy for linkage facilitation services
for opioid use disorder (18), the present taxonomy categorizes key
factors—Lived Experience, Training, Support Approach, Support
Settings, Support Activities, and Recovery Milestones —into
empirically driven taxons and branches. The end goal is informing and
enhancing PRSS effectiveness through structured, consistent
nomenclature, measurement, and evaluation.

Specifically, this article presents a taxonomy to support future
PRSS studies by:

1 Establishing a common language: Offering standardized and
consistent terminology for research, facilitating clear
communication and comparison of findings.

2 Identifying impactful roles and functions: Defining effective
roles, functions, and activities that drive progress toward
recovery milestones.
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3 Customizing PRSS interventions: Enabling tailored methods
that align with individual recovery trajectories, recognizing
that effective support must be adaptable.

4 Refining training and strategy implementation: Providing
targeted recommendations to optimize training, support
mechanisms, and overall strategy, ensuring that Peer Workers
are adequately prepared and interventions are evidence-based.

5 Clarifying the influence of lived experience: Investigating the
contexts under which lived experience (direct, indirect, or
hybrid) is most effective, providing insights to optimize
different subgroups within the recovery population.

Our approach is unique in that it integrates a PRSS taxonomy
framework to identify variables which will be useful to include in
evaluating the impacts of Peer Workers on peers’ substance use
recovery milestones, including the possible mechanisms by which
change occurs. Drawing from a diverse panel of experts—including
scientists, practitioners, and individuals with lived experience—the
framework ensures a meaningful and practical taxonomy applicable
across various contexts. By identifying potential mediators (such as
specific strategies or settings) and moderators (such as training levels),
our model recommends nuanced examinations of conditions under
which PRSS and Peer Workers are most effective. Going a step beyond
typical taxonomy categorization, we provide a foundation for
empirical testing and iterative refinement of a framework adaptable to
diverse populations and recovery settings.

PRSS complements but does not replace clinical treatment. Unlike
medical or therapeutic interventions, PRSS is rooted in peer-driven
engagement, non-clinical mentorship, and shared lived experience.
This taxonomy categorizes the key functions of PRSS while
recognizing its distinct role within the broader recovery ecosystem.
Ultimately, the taxonomy is designed to benefit multiple audiences:
(1) researchers by providing a structured framework for PRSS
evaluation, (2) practitioners by standardizing peer worker roles and
functions, and (3) policymakers by informing training, certification,
and workforce development standards.

Methods

The authors comprise a sub-group of an expert panel formed from
the Peer Recovery Support Special Interest Group within The
Consortium on  Addiction Recovery Science (CoARS,
3R24DA051946-01S1). This initiative is funded by the National
Institute on Drug Abuse (NIDA) and is coordinated by Dr. Aaron
Hogue (Principal Investigator). When the article concept began, the
panel comprised nearly two dozen scientists from universities and
private research centers and other experts on PRSS, including SUD
treatment providers, and individuals with lived SUD recovery
experience. Together, they provided a diverse and comprehensive
perspective to the development of this taxonomy, aimed at advancing
the effectiveness and evaluation of PRSS interventions.

Our methods did not employ formal interviews or focus groups,
but we incorporated elements of qualitative rigor aligned with
COREQ principles (19) to enhance transparency and reliability in the
taxonomy development process. Specifically, structured feedback
from and iterative

experts consensus-building were key

methodological components. While COREQ is primarily designed for
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studies involving interviews, our approach relied on structured expert
feedback, literature synthesis, and a Delphi-like process to
ensure rigor.

Taxonomy development
Literature review

We conducted a targeted, narrative literature review to identify
key PRSS components, rather than an exhaustive systematic review.
This literature review served to identify key constructs rather than
exhaustively map all PRSS studies. This approach focused on
identifying exemplars and case studies relevant to each taxon.
Searches were performed in PubMed, PsycINFO, and Scopus using
terms such as ‘peer recovery support services, ‘recovery milestones,
and ‘substance use disorder treatment. We then used these studies
to inform our taxonomy by illustrating where PRSS practices align
with existing research. These study references provided empirical
justification for inclusion and helped shape the classification
structure. In cases where literature was limited, expert
consensus filled the gap by integrating best practices from
PRSS implementation.

The aim was to provide a balanced, accessible overview to broadly
understand the recovery milestones commonly associated with
successful SUD treatment and the role of PRSS in fostering these
recovery milestones. In the end, this approach allowed us to synthesize
existing research and highlight examples of PRSS implementation for
each taxon while identifying gaps in the current understanding of

PRSS practices and their effectiveness.

Expert consultation

To gain deeper insights into the practical aspects of PRSS,
we convened our panel of COARS experts within the PRSS Special
Interest Group, comprising PRSS practitioners, SUD treatment
providers, and individuals with lived recovery experience. The expert
panel’s input was essential in shaping the preliminary structure of
the taxonomy.

Iterative expert consensus approach

We employed an iterative consensus approach among our expert
panel to reach agreement on the taxonomy’s content and structure,
including the final six taxons and branches. The multidisciplinary
group engaged in regular structured monthly Zoom meetings over a
8-month time period and ad-hoc email discussions among authors,
as needed, providing critical perspectives on key elements of peer
support and recovery milestones. To manage dissent and lack of
agreement, we implemented an iterative feedback cycle, allowing
panelists to provide subjective ratings, comments, and modifications
at each stage. When consensus was not reached on a given
component, we incorporated additional rounds of discussion and
adjusted definitions until alignment was achieved.

Experts ranked the importance and relevance of various PRSS
components and recovery milestones, and successive rounds of input
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over several months enabled refinement of the taxonomy. This
approach ensured the taxonomy was comprehensive, applicable, and
aligned with current practices (20, 21).

Field responses

Preliminary versions of the taxonomy were vetted and discussed
with active PRSS practitioners to validate applicability in real-world
settings. Practitioners provided valuable observations and feedback,
which informed practical adjustments to the taxonomy. This step was
crucial in refining the model to align with the everyday realities and
needs of PRSS Peer Workers and peers.

Expert panel results summarized

The taxonomy evolved through a structured consensus process.
Initially, our team synthesized themes from the literature review.
These themes were presented and discussed among the expert panel,
who refined and reorganized them based on practical application and
research alignment. Specific refinements included the differentiation
of lived experience categories, the restructuring of support activities,
and the expansion of training types. Successive rounds of feedback
incorporated expert revisions and field practitioners further validated
the framework by assessing real-world applicability, ensuring that all
components aligned with PRSS delivery practices.

The end goal was to develop a taxonomy that serves as a
comprehensive framework for evaluating the most impactful PRSS
roles and functions. This framework provides valuable insights into
individualized recovery approaches and guides targeted
recommendations for enhancing PRSS training methodologies and
optimizing strategic implementation.

To reiterate, in this taxonomy “Peer Worker/s” refers to individuals
with lived experience (direct, indirect, or hybrid) employed to provide
PRSS to individuals with SUD (18), sometimes referred to as “Clients.”
Many Peer Workers, however, prefer the ideological term “peers”
Herein, the taxonomy uses the terms “Peer Workers” and “peers.”

The present taxonomy organizes PRSS components into six
primary taxons, a-f: a. Lived Experience, b. Training, c. Support
Approach, d. Support Settings, e. Support Activities, and f. Recovery
Milestones. Empirically-based, each taxon comprises distinct
branches and sub-branches that address the diversity and complexity
of PRSS roles. Lived Experience includes branches such as direct,
indirect, hybrid, and remote experience, with sub-branches capturing
specific types within these categories. Training covers basic,
specialized, continuous education, and formal certification, with
sub-branches detailing areas relevant to PRSS delivery. Support
Approach identifies primary delivery methods, while Support
Settings encompasses various environments in which PRSS operates.
Support Activities is organized by emotional, informational,
instrumental, and affiliational support types, and Recovery
Milestones categorizes proximal and distal recovery milestones.
Altogether, the taxonomy comprises six taxons, 20 branches, and 87
sub-branches, providing a detailed structure for systematically
evaluating PRSS practices and measuring their outcomes across
various recovery contexts.
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Taxonomy of peer recovery support
services

a. Peer worker lived experience

SAMHSA (22) (p. 12) defines lived experience as: “personal
knowledge about the world gained through direct, first-hand
involvement in everyday events rather than through representations
constructed by other people” PRSS, therefore, represents a constellation
of “Peer Worker-based mentoring, education, and support service
provided by individuals in recovery from substance use disorders to
individuals with substance use disorders or co-occurring substance use
and mental disorders” (11) (p. 853). Peer Workers agree that a shared
lived experience of the concerns to be addressed through PRSS is
considered foundational to their effectiveness and distinguishes them
from providers belonging to other professions that provide behavioral
health or medical services (23).

Peer Workers may also simultaneously volunteer their time in
unpaid helping roles (e.g., 12 Step Sponsor) (24), which they may
consider to be part of their own personal recovery maintenance. They
describe that providing peer support to others also strengthened their
own recoveries and sense of accomplishment, suggesting that a
primary premise of peer support (mutual benefit) is experienced by at
least some Peer Workers employed in this role (25). Peer Workers
identify in workplaces, organizations, and states by a variety of titles
(e.g., recovery coach, peer support specialist, certified peer recovery
support specialist) (23).

al. Direct lived experience

Boundary/operational definition: Peer workers who have personal
lived experience of a substance use (i.e., personal diagnosis or
problem) and have navigated the recovery process, which directly
informs their peer support role.

« al.l. Substance use disorder (SUD) experience: Peer Workers
have a personal history of substance use disorder (SUD) or a
substance use problem without a formal diagnosis, providing
them with firsthand knowledge and experience of the
recovery process.

« al.2. Dual diagnosis experience: Peer Workers who have
experienced both SUD and a co-occurring mental health
disorder, giving them insights into the challenges of managing
multiple conditions.

« al.3. Long-term recovery experience: Peer Workers who have
maintained sustained recovery over an extended period, offering
perspectives on maintaining long-term sobriety and well-being.

a2. Indirect lived experience

Boundary/operational definition: Individuals who have been
significantly involved in the recovery journey of others or have
professional exposure to recovery, offering a supportive perspective
without personal SUD experience.

« a2.1. Family/close relationship: Individuals who have supported
a family member or close friend through SUD recovery,
providing insights into the familial impact of addiction
and recovery.
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o a2.2. Community involvement: Individuals who are deeply
involved in community recovery initiatives or advocacy but have
not personally experienced SUD.

a3. Hybrid lived experience

Boundary/operational definition: Individuals who combine
those
multigenerational or cultural perspective, enriching their peer

personal and professional experiences, or with a

support roles.

o a3.1. Combined personal and professional experience: Peer
Workers who have both personal experience with SUD and
professional involvement (employment) in providing recovery
support services.

 a3.2. Multigenerational experience: Individuals who have
experienced SUD recovery across multiple generations within
their family, providing a broader perspective on the
impact of SUD.

« a3.3. Cultural/community-based experience: Peer Workers
who not only have personal recovery experience but also deep
engagement with cultural or community recovery practices.

b. Training

In the United States, Peer Worker training and certification occur
at the state level, resulting in considerable variation. The Peer Recovery
Center of Excellence (2022) notes that states may certify Peer Workers
for substance use recovery, mental health recovery, or both through
integrated certification programs. Certification may be administered
by state agencies, third-party organizations, or both. Requirements for
lived experience also differ; some states restrict certification to those
with direct lived experience, while others accept candidates with
indirect lived experience. Additionally, some states mandate a period
of abstinence from substances before certification, while others do
not. Educational requirements typically involve 40-46 h of training,
with most states requiring an examination for certification. To address
these inconsistencies, SAMHSA’s (26) National Model Standards
recommend a comprehensive curriculum covering core competencies
such as diversity, PRSS roles, recovery principles, trauma-informed
care, and crisis management. These standards also emphasize
advocacy, ethics, and self-care to ensure that Peer Workers are
thoroughly prepared. Training further includes 12 core competencies
for PRSS, focusing on peer relationships, recovery planning, crisis
management, and communication skills to promote collaboration and
leadership in recovery support [SAMHSA], 2015.

bl. Basic training

Boundary/operational definition: Foundational training for PRSS
equips Peer Workers with essential skills and knowledge to support
recovery in various settings (27).

o bl.1. Introduction to peer support: Covers fundamental
principles, ethics, and roles of peer support within the recovery
process, emphasizing the value of lived experience, mutual
support, and the role of Peer Workers as facilitators of change.

o bl.2. Communication skills: Training includes effective
communication techniques such as active listening, empathy,
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non-verbal cues, and conflict resolution skills, which are essential
for building trust and rapport with peers.

« bl.3. Boundaries and ethics: Instruction focuses on maintaining
professional boundaries, understanding ethical considerations in
peer support, and navigating the dual relationship dynamics that
may arise given the shared lived experience.

b2. Specialized training

Boundary/operational definition: Advanced training focused on
specific areas of peer support, addressing challenges or needs of
peers in recovery and Peer Workers’ self-identified training needs
(28-31).

o b2.1. Mental health support training: Specialized training in
supporting Peer Workers with co-occurring mental health
conditions, ensuring comprehensive care.

o b2.2. Substance use disorder (SUD) support training:
Advanced knowledge in SUD-specific interventions and support
strategies tailored to those in recovery.

o b2.3. Trauma-informed care: Training that emphasizes the
importance of understanding and addressing trauma within the
recovery process.

o b2.4. Crisis intervention: Preparation for handling crisis
situations, such as overdoses or severe mental health episodes, in
a peer support context.

b.2.5 Setting or population specific training: Training that
focuses on non-traditional settings providing peer support such
as primary care or law enforcement co-response teams and/or
training specific to certain sub-populations such as victims of
sexual violence or trafficking.

« b.2.6. Peer worker specialist certification: State or nationally
recognized certifications specifically for peer support roles, often
involving a structured curriculum and examination.

b3. Continuous education
definition:
professional development that ensures Peer Workers remain up-to-

Boundary/operational Ongoing training and

date with best practices and emerging trends in recovery support.

o b3.1. Advanced certifications: Further certifications that build
on initial training, offering specialized expertise in areas such as
recovery coach supervision or trauma-informed care.

o b3.2. Workshops and seminars: Regular participation in
educational sessions on current issues, techniques, and research
in peer support and recovery.

« b3.3. Reflective practice: Engaging in self-reflection, supervision,
or review to continually assess and improve Peer Worker
support practices.

b4. Formal education and certification types

Boundary/operational definition: Educational levels or formal
certifications that potentially influence Peer Workers’ qualifications or
their role and effectiveness in providing peer support. Note: Although
formal education is not required for PRSS certification, several states
mandate it for Medicaid billing and reimbursement in certain roles
(22). Therefore, measuring educational attainment could be useful,
especially in contexts where it directly impacts billing and
service delivery.
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« b4.1. High school diploma/GED: The foundational educational
level required for some Peer Worker support roles, in
certain states.

« b4.2. Some college/associate degree: Partial or full completion
of an associate’s degree, which may include coursework related to
psychology, social work, or addiction studies.

« b4.3. Bachelor’s degree or higher: Completion of a bachelor’s
degree or more advanced education in relevant fields (e.g., social
work, counseling), potentially offering deeper knowledge and
broader opportunities in Peer Worker support roles.

c. Support approach

As described previously, Peer Workers possess and share with
peers their own lived experience with substance use problems and
recovery, including relevant lived experience in navigating multiple
systems that interface with peers living with SUD. This explicit sharing
of their own lived experience and leveraging of lessons learned to
support others in their recovery is the defining characteristic of Peer
Workers, distinguishing them from other professions (23). Peer
Workers provide multiple types of support to peers across phases of
SUD treatment (32) and may also be leveraged in various prevention,
health promotion, and linkage services (11, 18).

cl. Peer worker-delivered self-help

Boundary/operational definition: Informal, Peer Worker-facilitated
support where Peer Workers lead groups or provide individual
guidance based on shared experiences.

« cl.1. Group facilitation: Leading or facilitating peer support
groups, often in community settings, to foster mutual support.

o cl.2. One-on-one peer mentorship: Providing direct, individual
support and guidance tailored to the peer’s unique
recovery journey.

o c1.3. Informal social support networks: Creating and
maintaining networks, both in-person and online, provided by

peer workers offering ongoing social support.

c2. Peer worker-run services

Boundary/operational definition: Structured programs or services
that are entirely operated by Peer Workers, emphasizing the principles
of mutual support and self-help.

« c2.1. Recovery coaching: Providing structured guidance and
goal-setting to Peer Workers, focusing on achieving and
maintaining recovery milestones.

o ¢2.2. Peer worker-led workshops: Educational sessions led by
Peer Workers, covering topics such as relapse prevention,
wellness, and coping strategies.

o ¢2.3. Peer support centers: Operating centers that offer a variety
of peer support services, including drop-in support, peer respite,
workshops, and group meetings.

c3. Peer worker partnerships

Boundary/operational definition: Collaboration between Peer
Workers and professional healthcare providers, integrating peer
support into formal care settings.
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« ¢3.1. Integration with clinical services: Working alongside
clinicians to deliver integrated care, ensuring peer support
complements clinical interventions.

o ¢3.2. Multi-disciplinary teams: Participating in teams that
include various healthcare providers, offering a holistic approach
to recovery support.

o ¢3.3. Referral and navigation services: Assisting peers in
accessing additional health or social services, helping them
navigate complex systems (e.g., linking patients with SUD in the
emergency department to recovery support services) (33).

c4. Peer worker-led advocacy

Boundary/operational definition: Activities focused on advancing
the rights and needs of Peer Workers in recovery, often involving
public policy, stigma reduction, and representation.

o c4.1. Policy advocacy: Engaging in efforts to influence public
policy to better support individuals with SUD and those
in recovery.

o c4.2. Stigma reduction campaigns: Leading or participating in
campaigns aimed at reducing the stigma associated with SUD
and recovery.

o c4.3. Peer worker representation in advisory boards: Serving
on advisory boards or committees to ensure that their voices are
included in decision-making processes.

d. Support settings

PRSS can be delivered in multiple settings within regional
service networks and across each stage of change (14, 34, 35). This
taxon proposes three overarching macro categories in which most
of the micro settings in which PRSS occur can be nested
or described.

dl. Community-based settings

Boundary/operational definition: Non-clinical environments
where peer support is provided, often within the community or faith-
based organizations.

o d1.1. Recovery houses and shelters: Providing peer support in
residential environments that offer transitional living for those
in recovery.

o d1.2. Recovery community centers: Engaging with Peer Workers
in free, accessible, Peer Worker-led centers/spaces that are located
within the communities they serve, offering recovery support
through education and capacity building, social/recreational
activities, individual and group peer support, community
engagement, and linkage/referral to local community resources.

« d1.3. Faith-based organizations: Delivering peer support within
religious or spiritual communities, integrating faith with recovery.

o d1.4. Educational settings: Delivering support in recovery high
schools or prevention programming in public schools.

« d1.5. Recovery friendly workplaces: Offering peer support
within the economic sector and advocating for fair chance
employment and non-stigmatizing drug free workplace policies.

o d1.6. Harm reduction services: PRSS can provide services
within harm reduction settings such as syringe services programs
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to support engagement with peers who are currently
using substances.

o d.1.7. Street outreach services: Street outreach PRSS can support
access to immediate basic needs.

d2. Clinical settings
Boundary/operational definition: Formal healthcare environments
where peer support is integrated into medical or therapeutic services.

« d2.1. Hospitals and emergency rooms: Providing peer support
to individuals in crisis or receiving medical care in hospital
settings (36).

o d2.2. Outpatient clinics: Supporting Peer Workers in outpatient
treatment or specialty care centers (e.g., obstetrics, cancer care,
etc.), where they receive ongoing medical or therapeutic care.

« d2.3. Inpatient rehabilitation facilities: Offering peer support
within residential treatment programs focused on intensive
recovery efforts.

d3. Justice system settings

Boundary/operational definition: Correctional or legal settings
where peer support is provided to individuals involved with the legal
justice system.

o d3.1. Drug/recovery courts: Supporting individuals who are
navigating drug court programs as part of their recovery process.

« d3.2. Prisons and jails: Offering peer support to incarcerated
individuals, helping them prepare for reintegration into
the community.

« d3.3. Reentry programs: Assisting Peer Workers in transitioning
from incarceration back into the community, providing support
for successful reintegration.

e. Support activities

Support activities encompass the range of services provided by
Peer Workers, tailored to the support approach, setting, and type of
training they have received. Literature describing these activities is still
emerging, and PRSS programs often report “recovery support”
services without specifying the activities performed (36). Recent
research is beginning to delineate these activities based on type,
setting, frequency, and recovery phase (32, 35, 37). SAMHSA (38)
categorizes recovery support into four areas: emotional, informational,
instrumental, and affiliational. Below, we align Peer Worker activities
with these categories.

el. Emotional support

Boundary/operational definition: Emotional support involves
activities where Peer Workers provide psychological and empathetic
assistance to help peers manage emotions and challenges in their
recovery journey.

« el.l. Relationship building: Establishing trust and rapport to

engage peers, catalyzing their engagement with
additional services.
« el.2. Increasing motivation for change: Using motivational

interviewing and other techniques to build peer self-efficacy.
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« el.3. Reducing self-stigma and shame: Helping peers overcome
negative self-perceptions and stigma.

« el.4. Trauma-informed care and support: Providing tailored
interventions for peers with trauma, including victims of violence
or trafficking.

« el.5. Active listening and building rapport: Engaging in
empathetic, non-judgmental listening to help peers

express themselves.

« el.6. Encouragement and inspiring hope: Offering positive
reinforcement, often through storytelling, to build self-esteem
and demonstrate that recovery is achievable.

« el.7. Accompaniment: Supporting peers in accessing services
where they may feel stigmatized or hesitant.

e2. Informational support

Boundary/operational definition: Informational support focuses

on educating and empowering peers by providing information, skills,

and resources that facilitate informed decision-making and enhance

recovery management.

o €2.1. Psychoeducation: Educating peers about mental health,
SUD,
recovery decisions.

e2.2. Skill-building: Offering life skills training, financial literacy

and treatment options, promoting informed

education, coping strategies, and health and wellness practices.

e2.3. Health literacy: Assisting peers in understanding health

conditions, treatment options, and navigating the
healthcare system.
o €2.4. Recovery coaching: Structured guidance focusing on
achieving and maintaining recovery milestones.
« €2.5. Recurrence prevention support: Identifying and managing
triggers to prevent substance use recurrence.
o €2.6. Crisis de-escalation: Assisting in managing emotional
crises to prevent escalation.
e3. Instrumental support
Boundary/operational definition: Instrumental support involves
helping peers access tangible resources, advocating on their behalf,

and reducing systemic barriers that may impede recovery.

« e3.1. Resource navigation: Helping peers access housing,
employment, and healthcare.

o €3.2. Screening and referral: Screening peers for SUD and
connecting them to appropriate treatment services.

« €3.3. Treatment entry assistance: Supporting peers during
treatment initiation, such as through “warm-handoff” programs.

« €3.4. Harm reduction supply distribution: Providing supplies
(e.g., syringes, naloxone, pipes) to peers at risk of overdose as a
harm reduction measure.

« €3.5. Assertive community outreach: Engaging underserved or
high-risk populations in community or harm reduction settings.

« €3.6. System navigation: Assisting peers in accessing and
navigating healthcare, legal, and social services.

« €3.7. Advocacy: Promoting non-pejorative language and
advocating for peers facing stigma, especially within clinical
settings (39).

« €3.8. Forensic or court support: Providing support to individuals
involved in the criminal-legal system (40).
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e4. Affiliational support

Boundary/operational definition: Affiliational support activities
aim to connect peers with recovery communities and foster social
relationships that are conducive to long-term recovery and
well-being.

« e4.1. Connecting to recovery communities: Assisting peers in
building social support within recovery networks.

o e4.2. Encouraging recreational activities: Promoting substance-
free recreational and social engagement.

« e4.3. Social skills development: Supporting peers in building
new social relationships to replace those linked to
substance use.

« e4.4. Long-term mentorship: Providing ongoing mentorship to
sustain long-term stable,

recovery, fostering

supportive relationships.

f. Recovery milestones

Recovery milestones refer to recovery-related biopsychosocial
outcomes that refer to measurable changes in peers health, behavior, and
social circumstances that in part result from PRSS interventions. These
outcomes are classified as proximal (short-term and directly influenced
by PRSS) or distal (long-term and indicative of sustained recovery
success). While substance use reduction remains a core milestone in
recovery, broader biopsychosocial outcomes—including physical health,
mental well-being, housing stability, and employment—serve as critical
indicators of long-term recovery. These outcomes reflect established
models of recovery capital, which emphasize multidimensional progress
rather than a singular focus on substance use. Therefore, this taxonomy
integrates biopsychosocial outcomes as essential recovery milestones that
align with PRSS goals and holistic recovery frameworks.

f1. Proximal outcomes
definition:
immediate, short-term effects directly influenced by peer support

Boundary/operational Proximal outcomes are
interventions. These outcomes typically occur within the initial stages
of recovery and provide early indications of progress or change as a

result of PRSS activities.

« f1.1. Reduced or no substance use: Focuses on the reduction in
substance use or periods of abstinence. While historically
recovery meant total abstinence, contemporary definitions
recognize reduction as a dynamic and positive outcome.

« f1.2. Improved physical health: Measures enhancements in
physical well-being as peers engage in healthier behaviors and
access medical support, including medication-assisted treatment
(e.g. MAUD, MOUD) for SUD.

« f1.3. Enhanced mental health: Evaluates improvements in peers’
mental health status, including reductions in symptoms of
anxiety, depression, or other co-occurring disorders and
improvements in mental well-being.

f1.4. Stable housing: Focuses on the peer’s ability to secure and
maintain stable housing as a component of their recovery.

« f1.5. Increased self-efficacy: Assesses the peer’s confidence in
their ability to manage recovery and life challenges independently.
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« f1.6. Employment or purposeful daily activities: Evaluates
whether peers have gained employment or engage in meaningful
activities that support their recovery.

o f1.7.
relationships: Examines peers’ ability to form and sustain healthy

Social and community connections/improved
social and community relationships.

o f1.8. Reduction criminal justice involvement: Measures
declines in criminal justice involvement and new legal issues as
recovery progresses.

« f1.9. Family reunification: Assesses improvements in family
relationships and reunification efforts, including children, as part

of the recovery journey.

f2. Distal outcomes

Boundary/operational definition: Distal outcomes are long-term
effects that reflect the sustained impact of PRSS interventions. These
outcomes indicate the overall success of the recovery process,
encompassing broader life improvements and stability beyond the
initial stages of recovery.

o £2.1. Long-term resolution of problematic substance use: The
ultimate goal is to achieve and maintain long-term resolution of
substance use issues.

« £2.2. Improved quality of life: Measures overall improvements
in life satisfaction and well-being.

« £2.3. Economic stability: Evaluates the peer’s ability to achieve
and sustain economic stability through employment and
financial management.

« £2.4. Family and parenting stability: Assesses long-term family

stability and the

re-establishment of supportive family networks.

functioning, including parenting

« £2.5. Sustained engagement in SUD treatment and recovery
support services: Peer Workers help peers remain engaged in
medication-assisted treatment (e.g., MAUD, MOUD) for SUD,
mental and behavioral health supports (e.g., counseling,
psychotherapy, medication management), and other medical and
behavioral health services.

Proposed evaluation framework
applying the PRSS taxonomy

To establish an empirical evaluation model for PRSS, future
studies must integrate independent, dependent, mediator, and
moderator variables. The variables identified in this taxonomy should
be included in designing robust evaluations that translate actionable
insights into the mechanisms and conditions making PRSS most
effective (e.g., taxonomy components a-f).

In this example, lived experience functions as the core
independent variable, representing the diversity of personal histories
that Peer Workers bring to their roles. Training moderates this
impact, influencing how lived experience translates into effective
support based on variations in type, intensity, and certification level.
Mediators—encompassing support approaches, settings, and
support activities—clarify the pathways through which lived
experience and training of Peer Workers influence recovery
outcomes in peers.
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o Independent variable: lived experience (Related to taxon a:
peer worker lived experience). Lived experience serves as the
core independent variable. Peer Workers may possess SUD direct
experience or indirect experience, such as supporting family
members or working within recovery communities. They may
also have experiences with different substances, methods of
substance use, houselessness, or specific systems involvement
such as child welfare. Differentiating between these types of lived
experience, as outlined in taxon a, allows for a deeper
understanding of how personal history influences the
effectiveness of PRSS delivery.

o Moderators: training (related to taxon b: peer worker
training). Training acts as a moderator by influencing how lived
experience translates into effective peer support. Training can
vary by type (e.g., trauma-informed care, mental health support),
intensity (e.g., short workshops versus long-term certification
programs), and formal degree/certification levels (e.g., basic peer
support certification versus advanced clinical certifications). By
including training as a moderator, studies can explore conditions
under which specific types or intensities of training enhance or
diminish the impact of lived experience, directly aligning with
the variations described in taxon b.

« Mediators: approach/settings/support activities (related to
taxons ¢, d, e: approach, setting, support). Mediators explain
the pathways through which lived experience and training
impact recovery outcomes. They may include the specific
approaches used (e.g., one-on-one mentoring, group facilitation)
from taxon c, the settings in which PRSS is delivered (e.g.,
hospitals, recovery centers, community spaces) as described in
taxon d, or the specific support activities (e.g., referral services,
crisis management) as described in taxon e. Understanding these
mediators, and the “mechanism of action” through which they
impact peers, helps to clarify how and why peer support leads to
specific recovery milestones. For example, through various
support approaches, settings, and activities, Peer Workers may
influence peers’ recovery journeys by reducing internalized
stigma, increasing self-efficacy, or fostering other positive
biopsychosocial outcomes, such as sustained use of medication
for opioid use disorder (MOUD). While these mechanisms of
action provide valuable insights, they are yet to be systematically
investigated, leaving critical gaps in understanding how specific
support activities translate into measurable recovery outcomes.
For example, activities like storytelling and one-on-one
mentorship may foster self-efficacy or diminish stigma in
different ways (9), depending on the Peer Worker’s lived
experience, training, and delivery setting.

Recognizing mechanisms of action as mediators in the PRSS
framework provides a practical lens for examining how specific
support activities impact recovery milestones, underscoring the
importance of identifying which mechanisms are most effective under
specific conditions. This approach clarifies the taxonomy’s categories—
support activities (taxon e), approach (taxon c), and setting (taxon
d)—as interconnected elements that together create pathways
toward recovery.

» Dependent variables: recovery milestones (related to taxon f:
recovery milestones). The model evaluates the impact of PRSS
on key recovery milestones, which are the dependent variables.
By systematically measuring these milestones, researchers can
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assess the effectiveness of PRSS interventions across diverse peer
groups, as aligned with the outcomes detailed in taxon e.

Application of the model

This proposed evaluation framework allows for testing multiple
hypotheses that inform the optimization of PRSS for different
subgroups within the recovery population. Examples include:

« Hypothesis example 1: Peer Workers with direct lived experience
and advanced clinical training may be more effective in
addressing complex cases, such as managing and sustaining
MOUD adherence, compared to those with basic training. This
hypothesis tests the interaction between lived experience and
training as a moderator, demonstrating how training levels
influence recovery outcomes, supporting the detailed
components of taxons a and b.

« Hypothesis example 2: The effectiveness of PRSS may vary based
on the settings in which they are delivered. For instance, peer
support in emergency room settings may demonstrate different
outcomes compared to support provided in long-term residential
facilities. By examining approach and setting as mediators
(taxons ¢ and d), the model reveals how these factors shape the
pathway through which lived experience and training translate

into recovery milestones.

Implications

By incorporating these elements, the evaluation framework
clarifies pathways through which PRSS impacts recovery milestones,
offering insights to optimize services. It highlights that PRSS
effectiveness is not uniform but may vary with specific conditions,
such as types of lived experience and training levels. This
understanding supports tailored interventions that align Peer Worker
approaches with peers’ unique needs and contexts.

Results and discussion

The taxonomy presented here guides the continued evolution of
PRSS, ensuring that these services remain effective and responsive to
the diverse needs of individuals in recovery. By systematically
categorizing the key elements of PRSS—such as lived experience,
training, and various support approaches—this taxonomy provides a
clear understanding of how these aspects influence recovery milestones,
including treatment outcomes like MOUD adherence, substance use
reduction, and abstinence. Through this structured approach, the
taxonomy aims to enhance the quality and consistency of peer support
interventions in SUD treatment by identifying variables which should
be included in evaluations of PRSS effectiveness. Understanding the
conditions and factors—such as lived experience, training intensity, and
service settings—that most significantly influence outcomes will aid in
the development of tailored, evidence-based interventions, adaptable
to diverse populations and recovery trajectories. Notably, this taxonomy
builds upon prior frameworks, such as SAMHSASs guidelines, by
systematically classifying PRSS components into empirically driven
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taxons and branches. Unlike previous models, this framework explicitly
integrates training variations, different forms of lived experience, and
mechanisms of action into a structured evaluation model. This novel
approach enables targeted research on PRSS effectiveness while offering
a practical tool for implementation and policy development.

Recommendations and future directions

Enhancing PRSS practices and interventions

Tailoring PRSS interventions: Based on the insights provided by the
taxonomy, PRSS programs should adopt a more personalized approach,
aligning peer support methods and settings with the specific needs and
recovery trajectories of individuals. For instance, Peer Workers with
advanced training and specialized skills could be deployed in complex
cases, such as individuals requiring support for sustained MOUD use
or those transitioning from criminal justice involvement.

Training and certification optimization: States and organizations
could use the taxonomy to refine their Peer Worker training programs,
ensuring that Peer Workers receive not only foundational skills but
also specialized training based on the needs of the populations they
serve. Incorporating continuous education and supervision
components into certification programs can further enhance the
effectiveness of Peer Workers. A note of caution: While rigorous
training standards are essential for quality, requiring extensive
supervision or costly training hours for certification, as noted in
SAMHSASs recent report (2024), may unintentionally limit accessibility
and reduce the availability of individuals entering the PRSS workforce.

Extending knowledge and application

Broadening research scope: The taxonomy provides a foundation for
expanding research into various PRSS components. Many aspects of
PRSS are not fully delineated; for example, researchers call for further
research regarding the different ways Peer Workers are integrated and
utilized in various settings (36), the specific activities they undertake,
and the traits of Peer Workers and peers that engender favorable
interactions (11). Another priority for future investigation pertains to
the “mechanisms of action” by which support activities offered by Peer
Workers directly affect their clients (32). Such mechanisms are not yet
systematically investigated but are essential to understanding whether
and how PRSS impact recovery-related biopsychosocial outcomes.

Future studies also need to examine the mediators and moderators
identified within the taxonomy to determine how different training
levels, approaches, and settings influence recovery outcomes. For
example, research could investigate how integrating PRSS into clinical
settings like emergency rooms or outpatient clinics impacts treatment
adherence and overall recovery milestones.

Developing standardized measures: Collaborate with research
institutions and practitioners to develop or adapt standardized measures
for each variable, enhancing the consistency and comparability of PRSS
evaluation studies, ensuring alignment with the components of the
taxonomy (a-e). This approach will provide the foundation for
consistent and robust meta-analyses across diverse contexts.

Adapting PRSS across diverse populations and
settings

Culturally responsive PRSS: To effectively serve diverse
communities, PRSS interventions should be adapted to align with the

Frontiers in Public Health

10.3389/fpubh.2025.1529078

cultural and social contexts of peers. The taxonomy is flexible enough
to allow for adaptations to assess culturally and linguistically specific
and responsive care.

Implementation in non-traditional settings: Expanding PRSS
delivery beyond traditional clinics to non-traditional settings such as
housing programs, workplaces, schools, and community centers can
increase accessibility and engagement. Pilot studies should test the
efficacy of these non-traditional settings, refining the taxonomy as
needed to account for unique challenges and opportunities they present.

Next steps

Pilot testing: Begin with pilot studies that apply this evaluation
model in various PRSS settings to generate initial data, validate the
taxonomy’s relevance, and refine the measurement tools. These studies
will assess the taxonomy’s practicality and effectiveness across different
types of PRSS contexts and populations. Testing in diverse settings will
also highlight areas for improvement, ensuring that the framework
remains flexible and relevant across taxons a—f.

Iterative refinement: Use feedback from pilot studies and field
responses to fine-tune the framework, ensuring scalability and
adaptability across different populations and contexts. This flexibility
aligns with the taxonomy’s design for responsiveness, allowing
adjustments that accommodate the unique needs of various
recovery environments.

Development of standardized measures: Collaborate with research
institutions and practitioners to develop or adapt standardized
measures for each variable. Standardizing these measures will enhance
the consistency and comparability of PRSS evaluation studies,
ensuring alignment with the taxonomy’s components (a-f) and
supporting a common language across studies.

Controlled studies: Research addressing potential confounding
factors, such as socioeconomic status, resource access, cultural factors,
and individual differences in treatment adherence, will be essential, as
these factors significantly affect recovery outcomes. Controlling for
these factors or including them as covariates will help maintain the
accuracy and comprehensiveness of PRSS evaluations. A structured
evaluation model rooted in a shared taxonomy will strengthen
evidence-based practices, improve PRSS effectiveness, and advance
recovery outcomes across diverse communities. The taxonomy also
provides a foundation for ongoing empirical validation and iterative
refinement across varied populations and settings.

Of note, although this taxonomy was developed within a
U.S. context, many of its components—such as peer worker training
levels, support approaches, and lived experience classifications—have
broad applicability. However, cultural, legal, and healthcare system
variations across countries may influence PRSS implementation.
Future research should explore how this framework translates to
international settings and identify necessary adaptations.

Conclusion

The proposed taxonomy and evaluation framework advances the
PRSS field by systematically categorizing the components and
mechanisms that drive effective peer recovery support delivered by
Peer Workers. This structured approach guides the development,
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empirical testing, and refinement of tailored, evidence-based
interventions while establishing a shared language for researchers.
With this common terminology, researchers can evaluate, compare,
and replicate findings consistently across studies, fostering
collaboration and knowledge-building within the PRSS research and
clinical communities.

We assert, however, that this taxonomy is a foundational
framework and is not static. As PRSS research expands and new
implementation insights emerge, the taxonomy should evolve through
empirical validation, field testing, and practitioner feedback. Future
should additional
evidence accumulates.

studies refine taxons and branches as

In summary, future research should empirically test the
taxonomy’s validity through pilot studies, field assessments, and
longitudinal tracking of PRSS implementation. Studies require
classification of PRSS components in this structured manner to
confirm service effectiveness, workforce training quality, and client
outcomes. This includes testing the hypotheses generated by the
taxonomy, examining mediators and moderators that influence
recovery outcomes, and refining its structure as new insights emerge.
Ultimately, this framework will generate findings that equip Peer
Workers to provide more effective support, enabling individuals in
recovery to achieve sustainable progress and an improved quality

of life.
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