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Abstract
Background
Despite efficacy of medication for opioid use disorder, low-income, ethno-racial minoritized populations often experience poor opioid use disorder treatment outcomes. Peer recovery specialists, individuals with lived experience of substance use and recovery, are well-positioned to engage hard-to-reach patients in treatment for opioid use disorder. Traditionally, peer recovery specialists have focused on bridging to care rather than delivering interventions. This study builds on research in other low-resource contexts that has explored peer delivery of evidence-based interventions, such as behavioral activation, to expand access to care.

Methods
We sought feedback on the feasibility and acceptability of a peer recovery specialist-delivered behavioral activation intervention supporting retention in methadone treatment by increasing positive reinforcement. We recruited patients and staff at a community-based methadone treatment center and peer recovery specialist working across Baltimore City, Maryland, USA. Semi-structured interviews and focus groups inquired about the feasibility and acceptability of behavioral activation, recommendations for adaptation, and acceptability of working with a peer alongside methadone treatment.

Results
Participants (N = 32) shared that peer recovery specialist-delivered behavioral activation could be feasible and acceptable with adaptations. They described common challenges associated with unstructured time, for which behavioral activation could be particularly relevant. Participants provided examples of how a peer-delivered intervention could fit well in the context of methadone treatment, emphasizing the importance of flexibility and specific peer qualities.

Conclusions
Improving medication for opioid use disorder outcomes is a national priority that must be met with cost-effective, sustainable strategies to support individuals in treatment. Findings will guide adaptation of a peer recovery specialist-delivered behavioral activation intervention to improve methadone treatment retention for underserved, ethno-racial minoritized individuals living with opioid use disorder.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s13011-023-00524-3.
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Background
More than two million people are living with an opioid use disorder (OUD) in the US, with only about 20% receiving treatment in the past year [1]. Deaths associated with the opioid epidemic continue to rise, especially among Black and African American individuals living with OUD [2, 3]. Greater attention and resources are needed to focus on providing ethno-racial minoritized individuals accessible and culturally acceptable treatment and recovery support.
Medication treatment for opioid use disorder (MOUD), including methadone, buprenorphine, and naltrexone, is an effective component of treatment for OUD [4, 5]. While effective for those who stay in treatment, MOUD programs typically show low retention rates, below 50% at six months post treatment initiation [6–8], with ethno-racial minority status predictive of poor retention [9–11]. This may be in part attributable to systemic barriers and structural racism that make it particularly difficult for Black and African American patients to receive and remain adherent to MOUD, such as racism within the healthcare system and strict program policies [12, 13].
Peer recovery specialists (PRSs), persons with lived experience of OUD and recovery, may be particularly well suited to support patients’ retention on MOUD. PRSs typically provide a range of services, such as linkage to resources and health care navigation, and may also have a unique opportunity to decrease stigma-related barriers through shared experience [14, 15]. PRS services have been shown to reduced substance re-use; improve relationships with treatment providers; increase treatment retention and patient satisfaction; and reduce costly acute care utilization [16, 17]. However, few studies have specifically investigated the role of PRSs in supporting MOUD.
While PRSs are typically trained in motivational interviewing and to support linkage to other resources, their training in and delivery of other evidence-based interventions (EBIs) has been limited [18, 19]. However, building off of work in low- and middle-income countries that have relied on task sharing (i.e., peer and lay health worker delivery of EBIs for SUD and mental health [20]), there also are opportunities to also explore PRS-delivered EBIs in the US. This approach could increase accessibility to EBIs in settings serving low-income and ethno-racial minoritized populations, while also potentially supporting the expansion, reimbursement, and funding of PRS services.
Based on prior research, a behavioral intervention that targets increase in positive reinforcement may be the most promising for improving MT retention. Although contingency management interventions (i.e., escalating monetary incentives for continued negative urinalysis or retention) has empirical support [21], there has been low adoption in clinical settings given provider and organizational barriers, including cost and clinician ideology (i.e., clinicians’ views that contingency management may undermine intrinsic motivation and does not address underlying factors contributing to use) [22]. Yet, the existing empirical support for contingency management demonstrates the role of targeting positive reinforcement to improve MOUD retention. Given the barriers to implementing contingency management, it is critical to identify alternative reinforcement-based approaches that can be scaled rapidly and sustained in community-based settings. One intervention found to be particularly suitable for PRS delivery is behavioral activation (BA), which builds on natural reinforcement in people’s environments [23–25]. Although originally developed for depression, BA has gained empirical support in improving SU treatment outcomes by increasing behaviors that bring pleasure and mastery and continued substance-free positive reinforcement [26, 27]. BA has been regarded as highly appropriate in resource-limited settings globally [23, 28, 29], as well as an effective, feasible and acceptable intervention to reduce SU [26] and improve SU treatment retention [27] in the US, including with PRS delivery to support linkage to SU treatment [25].
Though PRS-delivered BA for SU has gained empirical evidence in underserved settings both locally and internationally, there have been limited efforts to explore PRS-delivered BA to support OUD outcomes specifically. Given prior evidence that BA can support retention in SU treatment [27], it may be a particularly relevant approach for improving methadone retention and reducing barriers to retention. The purpose of this study was to gather stakeholder feedback to guide adaptation of a PRS-delivered BA intervention to improve methadone retention and address barriers and facilitators to implementation in methadone treatment. This study intends to build off of an existing BA intervention that was previously developed for peer delivery to support engagement in treatment for SUD [25, 30]. Specifically, the aims of this study were to: 1) assess perceptions of the appropriateness and acceptability of working with a PRS to promote MT retention; 2) assess perceptions of the appropriateness and acceptability of a BA intervention in the context of MT; 3) identify barriers and facilitators to effective implementation of a PRS-delivered BA intervention in the OTP setting; and 4) solicit suggestions for adaptations to BA content and/or structure to further improve appropriateness for this setting and population.

Methods
We utilized the Standards for Reporting Qualitative Research to structure this manuscript [31].
Setting
This study took place at a community-based opioid treatment program (OTP) in Baltimore City, Maryland, USA. The program is certified by the Maryland Department of Health and Commission on Accreditation of Rehabilitation Facilities and serves over six hundred patients receiving methadone.

Participants
Participants for this study (N = 32) included program providers, staff, and local PRSs (n = 12) and patients (n = 20) receiving methadone, purposefully sampled who were successfully engaged in treatment as well as those who were struggling with retention. The majority of participants identified as male (59.4%) and Black or African American (65.6%) with a mean age of 48.7 (SD 10.1) across patients, staff, and PRSs. Demographic and other characteristics can be found in Table 1.Table 1Participant demographics and other characteristics


	 	Patient Participants (n = 20)
	Staff/PRS Participants (n = 12)
	Total Participants (n = 32)

	n (%)
	n (%)
	n (%)

	Race

	 Black or African American
	12 (60.0)
	9 (75.0)
	21 (65.6)

	 White
	6 (30.0)
	2 (16.7)
	8 (25.0)

	 Other
	2 (10.0)
	1 (8.3)
	3 (9.4)

	Male gendera
	14 (70.0)
	5 (41.7)
	19 (59.4)

	Female gendera
	6 (30.0)
	7 (58.3)
	13 (40.6)

	Mean age (SD)
	48.4 (10.0)
	49.2 (0.7)
	48.7 (10.1)

	Highest level of education

	 Some high school
	7 (35.0)
	0 (0.0)
	7 (21.9)

	 High school diploma or GED
	8 (40.0)
	3 (25.0)
	11 (34.4)

	 Some college
	3 (15.0)
	1 (8.3)
	4 (12.5)

	 Associate’s degree
	2 (10.0)
	3 (25.0)
	5 (15.6)

	 Bachelor’s degree
	0 (0.0)
	2 (16.7)
	2 (6.3)

	 Master’s degree or higher
	0 (0.0)
	3 (25.0)
	3 (9.4)

	SUD history
	20 (100)
	10 (83.3)
	30 (93.8)

	Mean age of first SU (SD)b
	17.7 (5.1)
	NA
	–

	Avg years working in SUD treatment (SD)c
	NA
	9.6 (7.6)
	–


SD Standard deviation, SU Substance use, SUD Substance use disorder, PRS Peer recovery specialist
aParticipants self-identified as male or female gender though non-binary and other gender responses were included as options on the demographics survey
bQuestion only asked of patient participants
cQuestion only asked of staff and PRS participants



Program staff were purposefully selected to represent a range of roles in patient care and program administration, including one staff member who also works as a PRS. In our purposeful recruitment strategy, we recruited staff members at the OTP who were directly responsible for patient care and worked directly with patients who were at risk for or struggling with poor retention. We also aimed to have multidisciplinary representation across counseling, nursing/medical, and social work. We recruited PRSs who work across a range of recovery support services in Baltimore City through networking with a peer research collaborator. Program staff participants included five addiction counselors, one nurse, one social worker, and one PRS who described their role as “peer coach.” PRS participants worked across a range of roles: peer coach, state-level program administration, and “residential coach,” and “other counseling.”
In addition to recruitment with flyers and word of mouth, patients were referred by MT program staff. To recruit patients needing support with retention, staff identified individuals who had missed at least five MT doses in the past two weeks, based on dosing records. As recommended in qualitative analysis, sample sizes reflect the number of individuals needed to reach theoretical saturation [32]. Preliminary coding was conducted in real-time to assess for theoretical saturation. We continued recruiting participants for both focus groups and individual interviews until no new ideas were emerging related to primary study aims across responses.

Procedures
Conducting both focus groups and individual interviews allowed us to capture the patient, staff, and PRS perspectives. We opted to include different data collection methods (individual interviews and focus groups) to promote comfort and participation, and potentially reduce stigma, as suggested by collaborators who have been involved in other research projects at this site. Focus groups included a maximum of six participants in each. All participants chose to participate in a focus group or individual interview, but could not participate in both. All participants provided written informed consent before taking part in a focus group or interview. Focus groups were separated such that patients only participated in groups with other patients. Staff and PRSs participated in focus groups together. Twenty-two participants took part in focus groups (11 provider focus group participants and 11 patient focus group participants) and ten participated in interviews (one provider interview and nine patient interviews). We conducted three provider focus groups and two patient focus groups.
All participants received $25 gift card compensation for their time. All study procedures were approved by the University of Maryland, College Park Institutional Review Board with Interagency Agreement approved by the University of Maryland, Baltimore. Interviews and focus groups were conducted between September 2019 and March 2020.
To solicit feedback on implementation of PRS-delivered BA to support MT retention, interviews and focus groups followed semi-structured guides developed both with stakeholder feedback and following the Assessment-Decision-Administration-Production-Topical Experts-Integration-Training–Testing (ADAPT-ITT) model, an empirically supported framework for adapting psychotherapies [33]. Specifically, this qualitative phase focused on Assessment, Decision, and Administration. Stakeholders involved in interview guide development included OTP leadership, collaborators who conduct research at the same OTP, and people who are involved in PRS training in Maryland. Interview and focus group guides included the same questions for each group, respectively. The patient guide asked about their perception of working with a PRS and BA content while the staff/PRS guide asked about how their patients would engage with this type of intervention. Within the staff/PRS guide, certain questions and probes were directed towards staff and PRS participants separately. For example, we asked PRS participants to describe anything in their current work with patients that is similar to the Behavioral Activation approach. Interview guides for patients and staff/PRSs can be found in Appendix A. Participants were asked about the appropriateness and acceptability of working with a PRS to promote MT retention. We based our definitions of appropriateness and acceptability on Proctor’s definitions of implementation outcomes [34]. Appropriateness was defined as perceived fit and relevance of working with a PRS in a methadone treatment setting and usefulness/relevance of core BA content (scheduling substance-free, rewarding activities). Acceptability was defined as satisfaction with the concepts of working with a PRS interventionist and core BA content. Participants were also asked to identify barriers and facilitators to implementing a PRS-delivered intervention in this setting, including suggestions for adapting BA to further improve appropriateness for this setting and population. Guided by ADAPT-ITT, participants were briefly introduced to BA and asked to identify substance-free, rewarding activities and potential facilitators and barriers to those activities. Additionally, participants were asked for feedback on group versus individual intervention sessions, including group BA activities in addition to specific recommendations about location, timing, and duration of BA intervention. Interviews and focus groups were audio recorded.

Analysis
Recordings were transcribed and reviewed for accuracy. The coding team iteratively developed patient and staff/PRS codebooks outlining themes, sub-themes, and definitions in the transcripts [35]. Using these codebooks, two independent researchers (undergraduate research assistants) coded transcripts using Nvivo v.12. Coders met weekly to discuss and resolve discrepancies as well as modify and add new codes to the codebook. A third-person arbiter (doctoral student research assistant) was involved in meetings and resolution of coding discrepancies and decisions about definitions of new codes were made by discussion and consensus. Transcripts were analyzed with codebook/template thematic analysis [36] to both deductively analyze themes from the interview guide while inductively identifying new ideas. A summary table of primary themes and related codes pertaining to this analysis can be found in Appendix B. Deductive codes provided an overarching framework guided by ADAPT-ITT for intervention adaptation, whereas the specific feedback and ideas for adaptation were inductively coded. For example, inductive codes included peer leading/ doing activities with patients, the need to allow flexibility in the intervention delivery, and patients wanting/needing something to fill their time or deal with boredom.


Results
Intersecting themes were conceptualized following our four study aims. Participants expressed perceived acceptability of the PRS role and appropriateness for the OTP setting (Aim 1 – acceptability and appropriateness of PRS role). Participants identified activity scheduling as relevant and described aspects of BA that are appropriate and acceptable for the OPT setting and MT patient population (Aim 2 – acceptability and appropriateness of BA). Participants described barriers to implementation, including: balancing priorities, time, and program requirements; challenges associated with activity engagement; and inconsistent level of interest or motivation (Aim 3a – Barriers). Participants also provided input on how to navigate barriers and support acceptability, namely by considering optimal timing of intervention sessions and allowing for flexibility (time, location, frequency) (Aim 3b – Facilitators). Finally, participants provided insight on adapting and implementing BA for this setting through group work and/or PRS-coordinated or guided activities (Aim 4 – BA adaptation).
Acceptability and appropriateness of the PRS role and value of working with a PRS
Staff and patients described the acceptability and appropriateness of the PRS role in the methadone treatment context. Participants noted that qualities unique to a PRS, such as their shared experience, may help “reach the client in places that a counselor may not” [staff participant]. This relatability was also described as motivating for patients who look at the PRS as a role model. Participants noted that having a peer with lived SU experience would allow them to envision themselves in active recovery, with their peer inspiring motivation:“Tell me how you did it, man. Tell me how you sustained your cleanness time. You know what I mean? Hearing it from him, it’s going to mean a lot to me. You know what I mean? And...I can look at him and say okay, if he can do it, I can do it.” [patient participant]


Participants shared that a peer’s lived SU experience would be invaluable in comparison to someone who learned about SU through formal education:“A lot of times it helps if they walked in my shoes. You know, because we have some people that just go to school for it that want to help, because they have a family member, or mom or dad who was an addict. You know, a lot of times it helps more if the person themself experienced it.” [patient participant]


While most participants regarded shared experience as a highlight of working with a peer, one participant described the potential risk for peer over-identification with patients. They describe how this situation could begin to blur boundaries:“The peers identified a little too much to the point that next thing the peer becomes like the client. You know, and doing activities and stuff, I would, I'm just saying, I would want to make sure that the peers because sometimes with the peers, they also forget that they have the help because they take on the problems of our clients.” [staff participant]


This participant’s comment highlights potential challenges that peers face in maintaining appropriate boundaries with their clients and attending to self-care.
Personal and professional qualities were shared as desirable to promote acceptability, including, but not limited to: authenticity, professional certification, trustworthiness, and shared gender identity as the participant. Patient participants mentioned that they would want a PRS to be themselves around clients and act “like they would act any other time.” A staff interview participant shared that she thinks that peers need to be able to “interact with patients in a way that is very blunt and direct.”
Some staff and PRS participants reported a preference for professional certification among peers working in this type of role:“I just believe in credentialled professionals. That is not to take anything away from a person that is not a credentialled peer, it's just training enhances skill delivery.” [PRS participant]


Meanwhile, patients mentioned wanting a PRS to have relevant education related to recovery but did not mention professional certification.
Some participants (staff, PRS, and patients) expressed that shared gender identity between patients and peers would be important. For example,“Some guys will come to talk to females, but a lot of females clients don't feel as comfortable with some personal things they might want to talk to about to a man, you know, they prefer a female.” [PRS participant]


On the other hand, several patient participants said that gender and other demographic similarities “don’t matter.”
Patient participants noted that they would be comfortable with a PRS working in collaboration with other members of their treatment team. PRS’ familiarity with community resources and social services was described as having potential to take work off the plates of treatment staff and elevate services being delivered to patients. Moreover, patients explained that PRS’ credibility from their shared experience can make patients more willing to listen to and believe a PRS than other treatment staff.
Due to their integration within the community and approachability, PRSs were described as serving a vital role in engaging patients. One staff member explained that in their experience, without the peer on their team, their attendance “would still be zero.” While a majority of responses to integrating a PRS into larger treatment context indicated acceptability, it is important to note that some staff and PRS participants offered feedback on the definition and perceived boundaries of the PRS role. Some expressed concern about the clinical scope of PRS work and capacity for working with patients with mental health conditions. One staff participant stated:“I think you really have to be experienced in that profession to really deal with certain person's mental disorders than just being a peer…I just think…that's not their level of skills. And I just don't think I would, me personally, I would put them up to doing that.”


Maintaining expectations of a PRS interventionist that are in-line with the peer role was described by staff and PRSs as important.

Barriers to PRS-delivered BA in community-based MT
Participants identified several potential barriers to engaging with a PRS more broadly and PRS-delivered BA specifically. First, participants shared details about a number of competing priorities on patients’ time and energy that, though this concern was not specific to BA, they felt would make it difficult for patients to consistently engage with a PRS. One patient participant explained, “I don't do anything for myself. I'm always working-my, whole day is consumed up until late at night.”
Some of the competing demands also included drug treatment program expectations, such as strict dosing times and required meetings with counselors or other treatment staff. As one staff member described it,“Sometimes our clients feel like that we have too many [requirements]…we look at the system and see they have a hold on for this, that, and another. Whether it's to see me, see the doctor, see finance, you know, and then also, for someone who has to do their required groups or the groups with their counselor...Hopefully someone that's motivated to actually do it…but adding another thing really depends on the individual.”


When patients arrive for dosing at the OTP, they often have a list of things that they need to do either before they receive medication or before they can leave. Both patients and staff acknowledged that this can feel overwhelming.
Provider participants also described potential barriers associated with patient motivation for change, as well as maintaining patient motivation and interest in PRS-delivered intervention engagement:“Peer support is not the person come and motivate somebody to go to treatment. We're not pushers. So that's going to be your first criterion for somebody that would be successful. They're self-motivated to be in the program.” [PRS participant]


Participants shared that, while motivation may fluctuate for individuals over time, they felt that the described BA program would be best suited for patients who are motivated and ready for some kind of change. A PRS participant indicated that the BA framework specifically could help support motivation because “it gets their attention and you are able to…take them out of what they used to do” through activity scheduling and engagement.
Subtheme- barriers regarding BA specifically
When asked what may get in the way of engaging in substance-free, rewarding activities as part of BA, some participants noted a lack of accessibility due to cost, physical health issues and transportation. Regarding cost, one patient participant said “it’s really a lack of funding of why a lot of people don’t do a lot of things.” Regarding physical health, a PRS participant shared his experience,“Some of the clients that I've come across have severe physical disabilities from using [substances]. And some of those things that you talked about, they would need special accommodations for those type of clients.”


Participants also noted that SU itself would get in the way of engaging in rewarding activities: “Drugs, using will pretty much get in the way and put that all on hold. You come to a complete dead stop” [patient participant]. It was also noted that negative social influences keep some from engaging in positive activities. Relatedly, participants identified experiencing cravings as a barrier to activity engagement, such that cravings bring SU to the forefront of their attention and overshadow other interests:“All other things that you like to do get pushed on the back burner, so to speak.” [patient participant]


Lastly, participants identified not feeling safe or welcome in places where they would do activities, citing concern about crime and discomfort with police presence in some locations.


Facilitators of PRS-delivered BA in community-based MT
In addition to barriers identified above, participants shared some important factors that would serve as facilitators of a PRS-delivered intervention for the population receiving MT. None of the facilitators identified from participant responses were specific to PRS-delivered BA, but rather any structured intervention delivered by a PRS in this setting.
Participants emphasized the importance of timing when connecting someone to the PRS-delivered intervention. For instance, one participant shared: “If you try to motivate them to do it sooner [than when ready], they gonna feel as though it’s too pushy” [patient participant]. Some participants shared that early in treatment could be helpful for a PRS to work with patients because that is a time when additional support is particularly needed.“But in that 30 days time, while they trying to get them on a suitable dosage [of methadone], there's probably going to be usage [of substances] somewhere in there. So, if the guy got somebody to turn to, that's on his feet. You know what I mean? That's supporting them and showing them how to do other things…It will be effective.” [patient participant]


However, others shared that MT dose stability was important before introducing the BA intervention. So, starting regular intervention sessions with a PRS might not be desirable “until they get their dose right” (patient participant).
When asked about intervention delivery, participants expressed a need for flexibility and tailoring to the individual. One patient participant said, regarding time spent talking with a PRS in an intervention session: “I may only want to talk for half an hour, you know what I'm saying? And then I might have days when I want to talk forever.” Thus, flexibility in duration of intervention sessions may be important. A staff participant emphasized the overall treatment center’s focus on the importance of meeting patients ‘where they are’ in terms of these preferences. Furthermore, a PRS participant responded that this fits with the peer role in that “flexibility is the key as far as being a peer.” Although these facilitators were not specific to BA, these are important suggestions in considering adapting BA (and other more structured interventions) for PRS delivery.
Participants generally indicated that the treatment center was appropriate for holding sessions. Some suggested other locations like meeting outside when weather permits or going “somewhere of interest- a museum, anything where you could walk and talk” [patient participant]. Although, when talking about sensitive, personal topics, general consensus was that private space is important.
Multiple participants recommended small incentives to support engagement:“It seems small, but just little things encourage to you to do well, even if they start out just doing it for that reason, eventually, it'll become repetitious and they'll start doing it for themselves.” [patient participant]


Some incentive ideas shared by participants included food, coffee, raffles/prizes, gift cards, and personal items like “blush, nail polish, a bar of soap” [staff participant].

Acceptability and appropriateness of BA
Participants described the appropriateness and acceptability of the core of BA—scheduling meaningful, substance-free activities. One participant shared that re-connecting with what made them happy prior to using would help facilitate engagement in substance-free activities:“Just touching back into what they their likes are, what their hobbies are, and tap into that and what they used to like to do before they got high and give them a touch of that and it'll probably trigger something, it usually does. And then they'll say, "dang I used to…when I was clean, I used to like to do such and such."… But it's always still there. I think people need to tap into that other side to help them remember.” [patient participant]


Participants in a staff and PRS focus group noted that engaging in positive activities would also allow people to feel a sense of accomplishment that could translate to other areas of their life. Another participant explained that abstinence from drugs and activity engagement would help them get back in touch with their life: “Escaping back to being me. You know, that familiar place that was always there” [patient participant].
Participants described that engaging in BA would help them fill their time, and ultimately help them achieve better treatment outcomes:“I just need something to do with this time of mine, you know what I mean. I get so frustrated with that…I just need something to do to absorb my time.” [patient participant]


Boredom was identified as a large barrier to successful treatment outcomes; multiple participants said that keeping occupied and not having idle time was a facilitator of successful treatment outcomes.
One staff participant noted that engaging in activities with patients is something that their patients already ask of this staff member, but this is outside of their role in the treatment center. Another participant said this was something they already viewed as part of the PRS role, suggesting feasibility and acceptability of the approach:“It's already happening. What you're describing is the central core function of what a peer does. They work with individuals to identify recovery barriers, identify resources to get through those recovery barriers, and then to support that person as they work through that.” [PRS participant]


Altogether, feedback indicated appropriateness and acceptability of BA intervention content both for patient engagement and PRS delivery.

Proposed adaptations to BA
Regarding group vs. individual sessions, some patient participants noted the value in sharing one’s own and hearing others’ stories, which would let participants “see that you all relate on one common cause and that's to stay clean” [patient participant]. Staff likewise supported group intervention sessions, stating that they believed fostering a group bond among patients and understanding that they are not alone would facilitate positive treatment outcomes. However, other staff and patients expressed concerns about confidentiality and decreased comfort. Multiple participants expressed interest in a combination of individual and group intervention sessions. Although feedback was mixed on the use of group intervention sessions, a majority of participants regarded the availability of group activities as a potential facilitator of engaging in BA. Patient participants expressed interest in being able to find others with similar interests and doing activities together as a group.
Participants also shared ways that it would be helpful for a PRS to facilitate activities, including: learning from the PRS, having the PRS lead or do the activity with patients, and/or facilitate activity planning. Leading or doing activities with participants was regarded as an opportunity for the PRS to incorporate their lived experience into the intervention, and share activity ideas with participants in which the PRS engages. One patient participant highlighted the importance of this by explaining that many activities would be novel in this community:“Well, you know, sometimes you got to take the person and show them how to get there, show them different things. There's a lot of people that haven't even experienced things like that.”


Patients and staff also indicated that it would be helpful to have someone in charge of establishing a plan for the activities. One staff participant said:“Anytime that you're going to identify an opportunity for somebody to take advantage of, is making sure that those resources like transportation and that, are pre-identified. So, making sure you identify what bus routes are available to get to those places, identifying when organizations have opportunities for financial cost reduction.” [staff participant]


Another staff participant identified program coordination by the PRS as a facilitator of group activities and cohesion, such that program coordination should include connecting patients with similar interests to allow for group activity engagement.


Discussion
The overall aim of this study was to understand the appropriateness and acceptability of a PRS role to promote methadone treatment retention in a community-based OTP, identify the barriers and facilitators to implement a PRS-delivered BA intervention, and solicit feedback on how we may adapt BA to further improve appropriateness for PRS delivery in this setting. Findings highlight perceived acceptability and appropriateness of PRS work to support patients in MT. Overall, participants described their belief in the utility of a PRS-delivered BA intervention to promote meaningful, substance-free activities. Participants also described potential barriers to consider both in the general implementation of a PRS-delivered intervention and BA-specific content. Important facilitators that could offset those barriers were identified by participants, as well as recommended adaptations to the BA intervention for this setting and population.
PRS models have scaled nationwide in a variety of settings to increase motivation for recovery, support service navigation, promote retention in care, and reduce barriers to engagement [16, 19]. This is due to the limited number of specialized, highly trained mental health providers in community-based settings [37], disparities in access to care for ethno-racial minoritized individuals [38], and SU stigma and low motivation as barriers to engaging in treatment. Despite the recent increase in use of PRSs and their promise for supporting retention, there have been few studies evaluating how PRS-led EBIs may improve MT retention specifically, especially how to adapt an existing EBI for PRS delivery in the OTP context.
Regarding feedback on the PRS role in OTPs more broadly, not specific to BA delivery, participants in our study highlighted many attributes of the PRS role that have been reported as beneficial, such as lived experience with SU and serving as a role model [39]. Although participants did not identify having a shared recovery pathway (e.g., prior experience with MT) as a necessary quality for a PRS working in the context of MT, other feedback suggested that not having shared recovery pathway experience could risk stigmatization towards MT and/or a participant’s chosen recovery path. Nonetheless, it was emphasized by staff participants who were familiar with PRS work and that PRSs are trained to support multiple pathways of recovery. These results contribute important insight into the perceived role of a PRS within the dynamics of an MT care team. Staff participants highlighted the utility of a PRS to better engage patients and serve as a connection to others on the treatment team. They identified this unique role and capability of integrating a PRS into their treatment team as a means of distributing workload and allocating resources more effectively.
One important barrier identified was the boundaries of the peer role. Some PRS and staff participants described a belief that the PRS role and responsibilities should be clearly specified and should be within the peer “lane”, and PRS work should not include clinical assessment or intervention for mental health disorders. This feedback aligns with the PRS role and responsibilities outlined in Maryland’s (and other jurisdictions’) PRS training/certification materials [40]. Given that BA can be perceived as a mental health-oriented intervention, considering these parameters of the PRS role and how interventions such as BA or motivational interviewing fit into that role is essential. However, in low-resource settings globally, there is a precedent for training peers and community health workers in EBIs, including BA [23, 24, 28, 29, 41]. Though we know from other work that it is feasible to train and implement peer-delivered BA interventions, considering the unique licensure and role boundaries in the US will be important for sustainability. Yet, it may also be an opportunity to increase access to evidence-based mental health services for a historically marginalized group with limited access to these services. Finally, feedback on PRS role and concern about taking on complex patient mental health needs highlights the importance of strong supervision and thoughtful support of PRSs, including intentional promotion of self-care and ability to reach out for regular consultation with a trained supervisor.
Patients’ competing responsibilities, such as work and family obligations, were identified as barriers to engaging in a BA intervention. These results are consistent with other research led by our team in a community resource center setting focused on peer linkage to SU treatment, highlighting how competing demands present challenges to engaging in behavioral interventions [25]. Further, in an OTP setting, unique responsibilities related to engaging in MT, often on a daily basis, further compounds this challenge. As patients explained the time demands related to MT requirements and policies, it is important for a PRS to work to identify barriers to MT engagement and collaboratively work with their clients to build strategies to overcome these barriers, for instance through incorporating problem solving techniques into BA. It is important that a PRS-delivered EBI has built-in flexibility, as to not be perceived as an additional restriction on patients’ time that keeps them from reaching their goals (e.g., obtaining employment). It is also important to present the option of intervention engagement at multiple timepoints, accounting for varying and fluctuating readiness to participate based on where an individual patient is in their recovery process. As described by patients, staff, and PRS participants, there is likely not a standard amount of time after MT initiation when patients would be optimally open to the proposed intervention. Previous qualitative findings have similarly pointed to the need for low-barrier participation and openness for re-engagement when implementing a PRS-delivered intervention in a community-based setting [30].
Also consistent with previous research [25], participants identified SU, cravings and feeling unsafe in their environment as barriers to engaging in BA scheduled activities. However, participants also described a preference for a PRS to help schedule, facilitate and even participate in activities with their clients. Active PRS engagement in activity scheduling may be a key component in successfully deploying a BA intervention within this context where various barriers to substance-free, rewarding activity engagement exist. Participants highlighted aspects of BA that they feel are particularly relevant to the patient experience in OUD recovery, focusing on combatting boredom and filling their time. This finding is also in-line with findings from previous research on adaptation of BA for community health worker delivery, targeting SU and HIV medication adherence in South Africa [23, 24, 41]. An important potential benefit of PRS-delivered BA is cost and sustainability, particularly in comparison to contingency management approaches. When considering potential facilitation of activity engagement, it will be important to include costs associated with offering on-site or subsidized activities as well as whether these are sustainably accessible in patients’ lives.
Importantly, patient and provider participants described a need for intervention flexibility in order to be successful in this target population. This will require a careful balance of built-in flexibility to adapt a BA intervention to suit client needs, while also remaining adherent to the core intervention content. Moreover, these reactions highlight that a traditional, 12-week long, weekly BA session structure may not work for all clients, whereas this type of structure may serve as a motivator for others. When directly asked about the proposed length of the intervention (12 weeks) and frequency of meetings with a PRS (weekly), participants all responded favorably without any specific recommendations. Lack of elaboration may reflect participants not having a frame of reference to answer these questions, particularly if they have not previously engaged with a mental health services, PRSs, or more structured interventions. However, in the context of OUD care, participants described that an intervention must remain flexible in order to meet patients where they are, including length. As disengagement with MT is associated with higher rates of morbidity and mortality [42], novel interventions addressing barriers to retention are of high public health importance in confronting the opioid crisis.
Limitations
Results should be considered in the context of methodological limitations. Though we employed procedures to reach a diverse sample of participants, inclusion criteria required participants to be enrolled in MT. Participant responses were also limited by self-selected, narrow staff representation with only one participant representing medical staff in the MT program. We recognize that a sample size of 32 is not likely to achieve theme saturation within groups (patient/staff/PRS), but the aim of this project was to integrate patient, staff, and PRS responses to the proposed intervention. As a design consideration, it is also important to note that focus groups combined staff and PRS participants. While PRS responses about a peer-delivered intervention could be influenced by staff in other roles within the OTP, we chose to combine provider participants to reinforce the role of a PRS as a member of the healthcare team, a cited challenge in PRS work [14]. Since interviews and focus groups were conducted in the treatment program setting, some participants may have felt uncomfortable sharing their thoughts openly, though researchers did not have any pre-existing relationships with participants. However, all participants spoke and provided feedback in both the focus group and interview contexts. We did not ask about participant reasons for choosing interview versus focus group participation and recommend that for future work that takes a similar approach. We also recognize the limitations to generalizability given this study recruited patients and staff from just one treatment program and one MOUD modality (MT versus other options such as buprenorphine or naltrexone). Finally, while this study focused on a PRS-delivered intervention to support MT retention, other patient-centered outcomes, beyond retention or medication adherence, should also be considered in evaluation of such interventions [43].


Conclusions
Results suggest potential appropriateness and acceptability of a PRS-delivered BA intervention in MT. Findings are being used to adapt a PRS-delivered BA intervention being piloted to improve MT retention for underserved, ethno-racially diverse (largely Black/African American) individuals with OUD (National Library of Medicine, NCT04248933). This study’s feedback is essential to guide further adaptation and promote feasibility and acceptability of PRS-delivered EBIs, specifically BA. An important component of this adaptation will be considering the boundaries of the PRS role in promoting the sustainability of delivering BA. Findings support the need to conduct the larger trial to evaluate the effectiveness and implementation of this model.
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