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Abstract

Peer support is a central tenet of the Disability Rights Movement and is based on the recognition that experiential knowledge and shared

experiences provide opportunities for informational, emotional, and appraisal support among people with physical disabilities. “Peer support

interventions” is an umbrella term used to describe a range of ancillary services provided by people with disabilities to people with disabilities,

including peer mentoring, peer health education, and peer health navigation. A growing body of research documents the development,

implementation, and outcomes of peer support interventions for people with physical disabilities in physical medicine and rehabilitation. The

organization, structure, and objectives of peer support interventions vary tremendously, making it difficult to synthesize findings across studies and

establish best practices to support their systematic implementation across the continuum of care. This article is a call to action for greater

conceptual clarity in how peer support interventions are developed, implemented, and evaluated. We propose a 9-part evidence-informed

framework delineating both theory-driven and contextual considerations to help strengthen the evidence base of peer support interventions for

people with disabilities in physical medicine and rehabilitation.
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Peer support intervention (PSI) is an umbrella term to characterize
a wide range of programs that capitalize on the strengths and
experiential knowledge within the disability community to
enhance health, participation, and quality of life outcomes for
persons with a disability (PWD). The use of peer support among
PWD is rooted in the disability rights and independent living
movement. Examples of PSIs include a peer mentor intervention
to educate persons with spinal cord injury (SCI) in self-
management at an inpatient rehabilitation hospital,1,2 a peer sup-
port program within an inpatient rehabilitation setting for men
with violently acquired SCI,3 a community-based peer mentor
program to support return to school/work for persons with brain
injury,4 and a peer health navigator intervention to improve health
care access for Medicare beneficiaries in the community.5

PSIs ease disability transitions and improve outcomes on
psychosocial functioning, community reintegration/participation,
and patient activation.1,3,4,6-21 In 2015, the Society of Behavioral
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Medicine published a call to action for the widespread adoption of
PSIs to meet the “Triple Aim of improving patient experience,
improving population health, and reducing costs and unnecessary
utilization of resources” in all health care delivery settings and
patient populations.22(p. 1) Accrediting agencies, such as CARF
International, now require evidence of peer support services as
part of spinal cord and brain injury rehabilitation services.

To date, there is no standard definition of what constitutes a
peer supporter. Simoni et al suggest that the 4 essential elements
that define a peer supporter are that they: (1) share key personal
characteristics, circumstances, or experiences with the target pop-
ulation; (2) promote the benefits of PSIs largely from their status as
peer; (3) lack professional training or status as a health care pro-
vider; and (4) function intentionally according to standard pro-
tocols. It is thus the peer supporters’ lived experience of disability
coupled with intentional programing that form the core of PSIs.23

In physical medicine and rehabilitation (PM&R), there is
tremendous heterogeneity in how PSIs are designed, implemented,
and evaluated. This heterogeneity poses barriers to building the
evidence base and establishing best practices to support wide-
spread adoption and implementation of PSIs in PM&R. This
article is a call to action for greater transparency and conceptual
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clarity in the development and implementation of PSIs in both
research and as part of the clinical care continuum. We draw on an
organizing framework originally conceptualized by DeGroff et al
delineating key components of patient navigator programs for
people with prostate cancer24 to articulate both the theory-driven
components of PSIs as well as the contextual factors that should
be considered in intervention development.

Mounting evidence demonstrates that individual PSIs posi-
tively affect the people they serve, yet their effectiveness is
difficult to synthesize into evidence-based practice guidelines
because of the diversity in how programs are organized, who they
target, and how outcomes are measured.1,3,4,6-21 Specifically, we
located 6 systematic and scoping reviews of PSIs targeting a
distinct PM&R populations, including acquired brain injury,11,25

SCI,13,26,27 and veterans with postdeployment syndrome.10 All
of the review articles concluded that it was difficult to determine
the effect of and best practices for PSIs because of difference in
the key characteristics such as setting, intensity, health out-
comes11; timing and focus, role of peers, and health outcomes26;
and description of intervention.13,27 These studies call for the
systematic development and evaluation of PSIs.

As more PSIs are being developed, PM&R would benefit from
guidance of key considerations for implementation and evaluation
of PSIs to support ongoing quality improvement and establish-
ment of evidence-based best practice guidelines. Similar questions
have been raised in several health care fields over the last 15
years.28-33 In the rest of this article, we adapt DeGroff’s orga-
nizing framework24 of 9 key considerations in designing patient
navigation programs in cancer care to the field of peer support in
PM&R. We explain each key consideration using examples from
the PM&R literature. We add nuance by subdividing the frame-
work into theory-driven intervention components (including pro-
gram goals and theoretical framework, target population, services
[active ingredients, mode of delivery, dosage], and outcomes) and
contextual variables (such as peer supporter characteristics, peer
training, supervision, and setting). Contextual variables can be
adapted based on practical and logistical considerations to support
implementation across practice and community-based settings.
(See fig 1 for a graphical representation of the PSI element and
key considerations.)
Theory-driven components of PSIs

Theoretical framework and program goals

In 1999, Turner and Shepherd characterized PSI as “a method in
search of a theory rather than the application of theory to practi-
ce.”34(p. 235) In the ensuing 2 decades, PSIs in rehabilitation
remained largely atheoretical with relatively few interventions
explicitly articulating a theoretical foundation to support program
activities and hypothesized outcomes. A Cochrane systematic re-
view of randomized controlled trials of PSIs for people with
mental health concerns identified the lack of a clear change model,
ie, an understanding of how what peer workers do is associated
List of abbreviations:

PM&R physical medicine and rehabilitation

PSI peer support intervention

PWD persons with a disability

SCI spinal cord injury
with outcomes, as a potential limitation in existing clinical trials.35

United Kingdom Medical Research Council guidance on evalu-
ating complex interventions recommends theoretically and
empirically modeling how complex intervention processes are
associated with change in outcomes. This is particularly important
in psychosocial interventions, such as peer support, where inter-
personal aspects of the intervention might mediate outcomes.36

At its most basic level, theory helps explain why an intervention
works the way that it does.37 Theoretical frameworks foster a sys-
tematic approach to intervention development and implementation
that would allow the use of PSIs in PM&R to move beyond
simplistic, outcomes-focused approaches to examining the central
processes underlying intervention effects.38 Theoretical specificity
allows for (1) accurate conceptualization of the problem targeted by
the intervention, (2) specification of the population responsive to the
intervention, (3) specification of critical elements of the interven-
tion, (4) delineation of contextual factors that influence imple-
mentation and outcomes of the intervention, and (5) understanding
of the mechanisms that lead to the desired outcomes, including the
identification of specific mediators of change that influence an in-
tervention’s success. The intentional use of theory to align with
programmatic goals defines and shapes the critical elements of PSIs,
including decisions about creation and implementation, the target
population, and expected outcomes.

Despite known strengths of theory-based intervention research,
explicit use of theory in PSI research has been limited. Simoni et al
proposed a 2-step process to conceptualize PSIs to promote health
outcomes.39 Step 1 emphasizes the identification of a sound theo-
retical basis for health behavior change and desired outcomes in a
target population. Step 2 focuses on the justification of the inclusion
of peers to achieve the theory-driven outcomes. Table 1 provides
examples of how the 5 primary types of PSIs39 and their underlying
theoretical frameworks drive intervention elements in PM&R.

Community characteristics: target population

To appropriately tailor PSIs to the target population, it is critical to
have a deep understanding of that community’s clinical and social
needs and strengths. This requires going beyond medical di-
agnoses to understand the environmental circumstances that shape
the lives of the people the intervention is designed to serve. Given
that PSIs complement rather than replace medical and rehabili-
tation services, they are uniquely situated to address practical and
logistical concerns that complicate the lives of PWD. Indeed, peer
supporters’ experiential knowledge of living with disability is
where their unique value and potential lie.

Social determinants of health account for substantially more of
the variation in health outcomes than medical care does.40 By
taking a broad view of health and a deep understanding of com-
munity characteristics, developers can tailor PSIs to the target
community. Recognition of the unique community needs, re-
sources, and cultures supports knowledge translation of evidence-
informed PSIs to diverse community settings. For example, a peer
support intervention developed and tested in an urban teaching
hospital will require adapting to meet the needs of people from
rural communities. Understanding the local community charac-
teristics also provides opportunities to ensure that the PSI is
culturally tailored to reflect the target population’s racial and
ethnic composition, culture, and values. Integration of person-
centered goal setting helps ensure that the PSI is responsive to
an individual’s unique situation. Ensuring that peer supporters
have the knowledge, skills, and abilities to practice with cultural
www.archives-pmr.org
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Fig 1 Key considerations in designing and implementing peer support interventions for physical medicine and rehabilitation, including theory-

driven and contextual factors. Adapted with permission from DeGroff et al.17
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humility and responsiveness should be reflected in the peer se-
lection and training processes.
Point of intervention

A critical decision in the development of PSIs is where in the
continuum of care to implement them. Factors such as program
goals, theoretical framework, and considerations including par-
ticipants’ readiness for change and acceptance of the disabling
condition come into play when making these determinations.

Existing PSIs for PWD target a wide range of intervention
time points, including inpatient rehabilitation, the transition to
community living, and long-term independent living. All time
points offer advantages and challenges; it is important to
determine the best strategic alignment between program goals,
access to the target population, and point of intervention.
Determining where in the continuum of care the PSIs will occur
can also help determine the most appropriate setting (eg, clin-
ical, home, center for independent living) for the intervention to
take place. For instance, during inpatient rehabilitation, having
face-to-face programs in-house may be most appropriate for
both practical and logistical reasons and to create of a supportive
infrastructure (ie, opportunities for oversight and cofacilitation
with health care professionals, especially related to health edu-
cation). In contrast, people living with long-term disabilities in
community-based settings may benefit from interventions that
take place in their homes and local communities. Community-
based PSIs allow for more peer autonomy and an emphasis on
building self-efficacy in community and health systems
navigation.
www.archives-pmr.org
Services

The specific services provided as part of PSIs should be deter-
mined by the program goals and desired outcomes.24,39 Levy et al
categorized the services provided as informational, emotional, and
appraisal support.25 The emphasis and provision of these types of
support vary within and across programs. Emerging evidence
suggests that PSIs that integrate informal, social, and emotional
support and appraisal/role modeling are more effective at pro-
moting community integration and quality of life. Program de-
velopers should clearly explain the nature of services within these
broad categories to demystify PSIs.

Informational support is the provision of advice, suggestions,
and information. Within PSIs, informational support can be
grouped into 3 broad categories: educational programming,
resource sharing and referrals, and informal information sharing.
Almost all PSIs include informal brainstorming and idea sharing
informed by the peer supporters’ lived experiences and accumu-
lated knowledge.

Emotional support includes expressions of empathy and un-
derstanding, displaying responsive and caring behaviors, and
recognizing a peer’s individual needs. Appraisal support is closely
tied to role modeling that enables PWD to see alternative ways of
seeing and being in the world. Appraisal support helps counteract
some of the negative social constructions and structural ableism
embedded in cultural framings of disability. By acting as role
models and intentionally fostering trust and respect, peer sup-
porters help mentees change their perspectives and reframe
problems. Integration of disability rights and independent living
philosophies into PSIs can help people reconceptualize their view

http://www.archives-pmr.org


Table 1 Theory-driven components of peer support interventions

Program Goals Theory Base Target Population Program Activities Outcomes

Improve symptom or

disease knowledge

Dynamic social impact

theory, social

learning theory

Patients with

� Knowledge deficits

� Difficulty managing

symptoms

� Risk of developing

new-onset conditions

Group or individual

education sessions

[ Symptom

management

[ Symptom knowledge

Y Complications

Y High cost utilization

Improve adjustment and

increase the recognition

that you are not alone in

dealing with disability

issues

Stress and coping theory Patients with

� New-onset disabil-

ities who are having

trouble adjusting to a

new way of living

Emotional support

Informational support

Aspirational support

Friendly visits

[ Life satisfaction

[ Acceptance

Y Depression

Y Anxiety

Y Fear of the unknown

Improve ability to manage

aspects of one’s

disability, activities, or

participation

Social cognitive theory

and self-efficacy

theory

Patients with

� Low self-efficacy

� Low confidence

� Self-management

deficits

Skills-based

interventions that

emphasize acquisition

of new skills

[ Self-efficacy

[ Patient activation

(depending on na-

ture of the skills

emphasized.)

Improve/increase collective

action against societal

barriers and systems

Empowerment theory Patients who are

� Socially marginalized

� Stigmatized

Advocacy training

Assertiveness training

Disability rights training

Collective action

Social change

Critical consciousness

[ Assertiveness

Change health behaviors,

either adopting new

practices or abandoning

old ones

Group-mediated social

control theory,

diffusion of

innovation theory,

social network theory

Patients who need to

� Adopt new health

behaviors or practices

Peers as influencers to

model behavior

change and benefits

[ Adoption of targeted

health behavior
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of disability as a personal problem to recognize the effect of
systemic barriers.

A growing number of PSIs extend beyond providing support to
promote the development of self-management skills and align
with self-efficacy theories. Self-managementefocused PSIs, such
as the wheelchair skills group of Best et al,41-43 emphasize new
skill acquisition and graded practice. Magasi5 and Houlihan16 and
colleagues engaged participants in structured processes of person-
centered goal setting and action planning to help participants build
a repertoire of success that they could generalize to other life
situations.

Defining boundaries around the types of PSI services and sup-
ports keep workloads manageable and ensure that the peers are
prepared to effectively intervene within their scope of practice or
training.44 Maintaining a clear understanding of the peer sup-
porters’ roles ensures that those roles do not become diluted. Peer
supporters must recognize where their expertise lies and when to
provide appropriate referrals to other professional support providers
who are trained to deal with physical and mental health concerns.45

Setting boundaries supports peer supporters and prevents burnout.
Services: mode of delivery

The method of communication between peer supporters and peers
is influenced by peer and supporter preferences, program goals, and
resources.24 Hoey et al identified 5 primary means of delivering
peer support interventions: 1-on-1 face-to-face, 1-on-1 telephone,
group face-to-face, group telephone (may include video compo-
nent), and group internet.46 With advances in communications
technologies, the range of ways to connect is expanding to include
social media and web conferencing platforms, such as Facebook
Live and Zoom. Some interventions have specific communication
requirements for the frequency of contact, such as minimum of
3 contact hours per month in person, telephone, or email.4 In our
12-month peer health navigator intervention, in-person meetings
occurred at pivotal milestones (intake, midpoint, 11- and 12-month
transition planning) with monthly telephone contacts in between.5

Participants were afforded the opportunity to meet more
frequently as dictated by their individual needs and goals.

The variability of methods of communication between sup-
porters and peers represents the diversity of goals and foci of
interventions. It is important to know and understand the prefer-
ences of the people served to determine the method of commu-
nication that best serves them. Developers must to be cognizant of
the financial needs of peers, which may affect cell phone and
internet use and inadvertently limit their ability to participate.
Services: dosage

Understanding the optimal dosage of therapeutic interventions is
critical to developing evidence-based rehabilitation practice.47

There is significant variation in the dosage of PSIs from a single
session to sustained contact over a period of months to years. PSI
developers and implementers should carefully consider and
document the frequency (how often do the peer supporter and
participant meet, eg, weekly, monthly), duration (how long is the
total intervention period, this ranges from a single encounter to
sustained interaction of periods of weeks to months), and intensity
of the intervention (how long are individual sessions [typically
range from brief encounters to several hours]). Greater under-
standing of optimal dosage can help ensure that PSIs are imple-
mented efficiently.
www.archives-pmr.org
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Evaluation: outcomes and processes

The adequacy of how researchers operationalize successful out-
comes of PSIs through their choice of measurement instruments
influences a research study’s contribution to building the evidence
base.48 The selection of outcomes should be informed by theo-
retical or conceptual frameworks that identify the PSI’s goals and
needed outcomes to achieve them.

Proximal and short-term outcomes should directly map to the
services or intervention elements provided. For example, peer
education programs can reasonably affect health behaviors and
knowledge around symptoms and symptom management; support-
focused PSIs can increase emotional, instrumental, and appraisal
support, whereas self-management interventions may increase
self-efficacy and patient activation. Skills tests and patient-
reported outcome measures can be well suited for the measure-
ment of these short-term outcomes. Coster provides practical
guidance for researchers to identify appropriate measurement in-
struments for intervention research.48

Distal outcomes may include measures of the long-term effect
that PSIs have on people’s physical, mental, and global health;
high-cost utilization, such as rehospitalizations; and community
reintegration, social participation, health-related quality of life,
and return to work. Information regarding distal outcomes may be
from patient self-report using well-targeted and validated mea-
sures, extracted from the electronic medical record or claims data,
or other performance-based assessments.

Process evaluations help ensure treatment fidelity, identify
areas for supplemental training and infrastructure support, and
maintain quality improvement. Process evaluations of PSIs may
be conducted using focus groups, exit interviews, debriefing in-
terviews, field notes or observations, and key stakeholder in-
terviews. Developers should also consider evaluating the peer
supporter training and curriculum because this is another critical
part of PSIs.
Context-specific factors and considerations

Once the theory-driven components of the PSIs are determined,
program developers must consider the logistical and pragmatic
realities that are distinct to their individual contexts. These con-
siderations include peer supporter background and qualifications,
training, supervision, and setting.
Peer supporter background and qualifications

Peer supporters differ from naturally occurring social networks in
their reach, scope, and lack of anticipatory reciprocity. The
establishment of clear boundaries is necessary to the successful
and sustained operation of PSIs, and boundaries are frequently
codified into interventions’ policies and procedures. The selection
criteria for peer supporters is not well documented in PM&R, and
programs adopt a variety of ways to determine who can be a peer
supporter. Some conduct interviews with candidates and ask them
to speak about their mentoring or advocacy experiences, their
familiarity with the community, and their willingness to talk about
their disability experiences. Many programs conduct background
checks to ensure participant safety. Others chose peer supporters
based on peers’ volunteer participation in a community organi-
zation.14,15 Often, peer supporters are former patients selected for
their fit with program goals and then trained to deliver the
www.archives-pmr.org
intervention.1,2 For example, in a PSI for men with violently ac-
quired SCI, peer supporters were chosen based on "progress they
had made in their rehab process and observation by hospital staff
of their positive interactions with other patients."3(p. 5) Some
studies create clear qualifications for selection, such as years post
injury, evidence of “high levels of acceptance and successful
integration to community,”4(p. 65) or “history of advocating,
educating, and supporting PWD.”5(p. 5)

Peer mentors’ skills, behaviors, and approaches have been
found to align with dimensions of transformational leadership
theory,49-51 including idealized influence, inspirational motivation,
individualized consideration, and intellectual stimulation. Ideal-
ized influence occurs when leaders clearly express their values and
morals, are charismatic, and display a sense of purpose. Inspira-
tional motivation occurs when peer supporters instill confidence in
their mentees by motivating them to reach ambitious goals.51

Individualized consideration is demonstrated by providing
customized support and understanding each individual mentee’s
unique physical and psychological needs. Intellectual stimulation
occurs when peer supporters stimulate independent thinking by
encouraging mentees to come up with their own solutions and to
think of old problems in new ways. Identification and evaluation
of transformational leadership skills could be used to select can-
didates for peer supporter positions.

Peer supporter training

Once candidates for the peer supporter role are identified, theymust
learn to deliver the intervention as designed. Competence of peer
supporters is critical for the effective and ethical implementation of
PSIs. While there are currently no national standards for peer sup-
porter training in PM&R,24 consensus on core competencies is
emerging across related fields and include communication skills
(including motivational interviewing); understanding the target
practice setting; clear delineation of roles and responsibilities;
cultural humility; patient privacy, safety, and boundary setting,
including Health Information Privacy and Protect Act guidelines;
and research ethics (if the PSI is implemented as part of a research
study).24,52-54 Tailored content that aligns with the PSI, such as
disability etiquette, advocacy skills, nuances of the setting, or spe-
cific clinical information that informs the interventions, should be
integrated as necessary to achieve the aims and activities.

Training approach

Evidence suggests that adult, transformative,55 and social learning
theories56 are most appropriate for peer supporter trainings
because they actively engage learners in peer sharing and
listening, problem solving and problem posing, and leadership and
experiential training.55 Adult learning theory recognizes that
learners’ accumulated knowledge and personal experiences should
be integrated within trainings. Peer interactions facilitate group
problem solving and further support learning.57 Experiential
learning activities, such as case studies and practica, that simulate
the elements of the PSI allow learners to build practical knowl-
edge and confidence in delivering the intervention and provide
trainers with opportunities to evaluate learners’ development and
compatibility with the PSI. Program-specific competency check-
lists, such as those adapted from the work of the Patient Navi-
gation Research Network,52 provide additional levels of quality
assurance in ensuring that peer supporters are ready to deliver
the PSI.

http://www.archives-pmr.org
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The details of the trainings are not well described in the peer-
reviewed literature but may be available on funders’ websites or
by contacting investigators directly. Trainings range in duration.
For example, a program for persons with violently acquired SCI
required 20 hours of training before engaging with mentees.3 The
Wheelchair Skills Training Program included a 2-day training in
SMART goal setting.41-43 PSIs with an educational focus used
half- or 1-day trainings.1,2,14,58 The diversity of these trainings
reflects the unique foci of the PSI and aligns with their goals and
vision. In some cases, PSI developers are explicit with aligning
their theoretical or conceptual frameworks to the peer supporter
training.2,5,14,16 For example, Magasi et al used an Independent
Living advocacy model and social cognitive theory57,59 within a
community participatory framework to design and deliver a 40-
hour training that included the history of disability rights and
disability advocacy, advocacy skills, cultural humility, and moti-
vational interviewing as well as intervention-specific skills, such
as barrier identification, asset mapping, goal setting, and action
planning.5 Given the diversity within the community with
disability and the culturally diverse communities that exist in the
Unites States, it is particularly important to include content to
ensure that peer supporters have the knowledge and skills to
deliver interventions that are culturally tailored and practice with
cultural humility. Demonstrating cultural humility is a challenging
life-long process and should be revisited throughout the course of
the intervention.60

As developers create trainings for peer supporters, we recom-
mend considering 6 key domains in designing them: duration (how
long the training is), location (face-to-face, online, hybrid), content
(varies depending on focus of program/intervention), learning
strategies (eg, adult, transformational learning), occupation of
trainer, and ongoing training (ensuring peers retain and apply what
they have learned).61 Program developers and implementers should
solicit peer supporters’ feedback often and provide supplemental
trainings to address emergent needs, such as mental health first aid
or addressing social isolation during the coronavirus disease era.

Setting

The goals of the PSIs should determine in large part where they
will be housed. Lorthios-Guilledroit et al applied theoretical
foundations from implementation science and complex systems
theory to understand the dynamic interactional factors that influ-
ence the successful implementation of peer-led health promotion
interventions.62 They identified factors at the supporter, partici-
pant, programmatic, organizational, and external context. It is
critically important to understanding the broader organizational
factors and climate needed to successfully implement PSIs,
including considerations such as trust, reach, fidelity, adaptation,
and responsiveness. Skepticism by health care professionals can
limit the effective use of PSIs in PM&R.63 Intervention and pro-
gram setting can have a significant effect on program reach, fi-
delity, adaptation, and responsiveness of the intervention as do
readiness for change, receptivity to the proposed intervention,
stakeholder buy-in, and champions.

The point of intervention helps determine the best physical
setting for PSIs. For example, if the point of intervention is during
the inpatient rehabilitation process, then having the intervention
there makes sense but decisions still need to be made, eg, does the
intervention occur in the patient’s room, in the therapy gym, in a
conference room, or in other space in the facility? These decisions
are informed by consideration of what environments promote the
levels of trust, privacy, and social interaction needed to achieve the
PSI goals. For patients who are transitioning to independent living,
there are advantages to returning to the rehabilitation facility for
groups or meeting at local advocacy organizations or in public
spaces, such as at a public library. Interventions in the person’s
home affords advantages in terms of participants’ comfort, reduced
travel demands for participants, and the ability to see the individual
in their natural environment. Potential downsides to home-based
interventions include safety and accessibility concerns.

Finally, developers must consider the level of integration be-
tween the PSI team members and the clinical and medical teams.
Autonomy of PSI enables a focus on person-centered goals without
undue influence from payers or medical professionals and creates
opportunities to address a broad range of health care needs,
including those related to social determinants of health, such as
transportation, housing, food security, social participation, and
leisure. Closer integration with the health care systems confers
advantages, such as clear processes for referral to appropriate
health and supportive services for issues outside of the PSI scope of
practice, opportunities for team-based problem solving, and legit-
imization of the peer supporters’ distinct value and contributions.

Supervision of peer supporters

Oversight of peer supporters is essential to ensure program goals
are met and the work is of high quality. To supervise peer sup-
porters, PSIs develop an infrastructure of support and supervision.
Typically, supervisors are people with clinical or administrative
background in fields such as psychology, social work, nursing, and
occupational therapy who oversee day-to-day activities, ensure
supporters complete necessary documentation, and process re-
ferrals as articulated in intervention manuals. Some programs
bring peer supporters together for meetings with or without clin-
ical supervisor facilitation to debrief, review cases, and support
each other. Interactions among supervisors and peer supporters are
not described in detail in the literature. We recommend that de-
velopers engage in oversight and supervision of peer supporters in
ways that align with program goals, theoretical frameworks, and
the specific needs of PSIs and peer supporters. Clinical supervi-
sion can help ensure intervention fidelity over time.

Providing peer support can be emotionally, cognitively, and
logistically demanding and can easily lead to burnout. It is
important to integrate ways to support the peer supporters. De-
velopers can incorporate supportive strategies, including
acknowledging the demands of the job, setting clear boundaries so
that the navigators do not take on too much responsibility,
providing opportunities for debriefing and sharing among the peer
supporter team, offering stress management and self-care resources
and opportunities, and recognizing that working closely with
people in “crisis” can elicit peer supporters’ own personal issues.64

Discussion

Based on our experiences with developing a PSI, our 15-year
involvement in the field of peer support in PM&R, and our reviews
of the literature, we are impressed with the proliferation of PSIs as
well as the emerging evidence to support the effectiveness of in-
dividual PSIs. The routine adoption of PSIs as part of the con-
tinuum of care is, however, stymied by the heterogeneity
across programs.

There is a need for a more robust literature that documents the
key considerations used to design peer support, including the
www.archives-pmr.org
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process and outcome measures used that correspond to under-
pinning theories and goals. To evaluate whether and how PSIs
work, to determine whether they are successful in influencing the
lives of those they serve, and to decide which intervention to use
and in what circumstances, we need a systematic approach to PSI
development, implementation, and evaluation.

Our call for greater clarity in describing components of PSIs is
consistent with efforts, such as the Template for Intervention
Description and Replication 12-item checklist standard reporting
guidelines for clinical interventions.65 Our approach builds on this
approach and asks developers to clarify not only the intervention’s
elements but also its theoretical framework and targeted short- and
long-term outcomes. Routine inclusion and reporting of these el-
ements will support greater adoption and tailoring of PSIs with
diverse populations across various settings while also helping to
build the evidence base.
Conclusions

In this article, we proposed an evidence-informed organizing
structure to support the development, implementation, and eval-
uation of PSIs in PM&R. We outlined 9 theory-driven and
context-specific considerations to ensure that PSIs are evidence
informed and theory driven while simultaneously affording de-
velopers the flexibility to tailor their PSIs to their unique clinical
and sociocultural contexts. Our framework aligns with and ex-
pands the Template for Intervention Description and Replication
12-item checklist standard reporting guidelines for clinical in-
terventions65 by advocating for the inclusion of the PSI’s theo-
retical framework and targeted short- and long-term outcomes.
There is no one-size-fits-all best practice approach to meet the
diverse needs of the community with disabilities. It is, however,
our hope that a clearer articulation and documentation of PSIs will
contribute to the evidence base and support their widespread
implementation.

Keywords

Disabled persons; Psychosocial support; Rehabilitation

Corresponding author

Susan Magasi, PhD, Department of Occupational Therapy, 1919
W. Taylor St, Rm. 327, University of Illinois at Chicago, Chicago,
IL 60611. E-mail address: Smagas1@uic.edu.
Acknowledgment

We thank Ricardo Ramirez, OTD, OTR/L, for his editorial and
administrative support.

References

1. Gassaway J, Jones ML, Sweatman WM, Hong M, Anziano P,

DeVault K. Effects of peer mentoring on self-efficacy and hospital

readmission after inpatient rehabilitation of individuals with spinal

cord injury: a randomized controlled trial. Arch Phys Med Rehabil

2017;98:1526-34.
www.archives-pmr.org
2. Gassaway J, Jones ML, Sweatman WM, Young T. Peer-led, trans-

formative learning approaches increase classroom engagement in care

self-management classes during inpatient rehabilitation of individuals

with spinal cord injury. J Spinal Cord Med 2019;42:338-46.

3. Balcazar FE, Kelly EH, Keys CB, Balfanz-Vertiz K. Using peer

mentoring to support the rehabilitation of individuals with violently

acquired spinal cord injuries. J Appl Rehabil Couns 2011;42:3-11.

4. Kolakowsky-Hayner SA, Wright J, Shem K, Medel R, Duong T. An

effective community-based mentoring program for return to work and

school after brain and spinal cord injury. NeuroRehabilitation 2012;

31:63-73.

5. Magasi S, Papadimitriou C, Panko Reis J, et al. Our Peer-

sdEmpowerment and Navigational Support (OP-ENS): development

of a peer health navigator intervention to support medicaid benefi-

ciaries with physical disabilities. Rehabil Process Outcome 2019;8.

1179572719844759.

6. Hanks RA, Rapport LJ, Wertheimer J, Koviak C. Randomized

controlled trial of peer mentoring for individuals with traumatic brain

injury and their significant others. Arch Phys Med Rehabil 2012;93:

1297-304.

7. Struchen MA, Davis LC, Bogaards JA, et al. Making connections after

brain injury: development and evaluation of a social peer-mentoring

program for persons with traumatic brain injury. J Head Trauma

Rehabil 2011;26:4-19.

8. Hibbard MRP, Cantor JP, Charatz HBA, et al. Peer Support in the

community: initial findings of a mentoring program for individuals

with traumatic brain injury and their families. J Head Trauma Rehabil

2002;17:112-31.

9. Kessler D, Egan M, Kubina LA. Peer support for stroke survivors: a

case study. BMC Health Serv Res 2014;14:256.

10. Williams RMP, Bambara JP, Turner APP. A scoping study of one-to-

one peer mentorship interventions and recommendations for applica-

tion with veterans with postdeployment syndrome. J Head Trauma

Rehabil 2012;27:261-73.

11. Wobma R, Nijland RH, Ket JC, Kwakkel G. Evidence for peer support

in rehabilitation for individuals with acquired brain injury: a system-

atic review. J Rehabil Med 2016;48:837-40.

12. Chaffey L, Bigby C. ‘I feel free’: the experience of a peer education

program with fijians with spinal cord injury. J Dev Phys Disabil 2018;

30:175-88.

13. Divanoglou A, Georgiou M. Perceived effectiveness and mechanisms

of community peer-based programmes for spinal cord injuriesda

systematic review of qualitative findings. Spinal Cord 2017;55:225-34.

14. Gainforth HL, Latimer-Cheung AE, Davis C, Casemore S, Martin

Ginis KA. Testing the feasibility of training peers with a spinal cord

injury to learn and implement brief action planning to promote

physical activity to people with spinal cord injury. J Spinal Cord Med

2015;38:515-25.

15. Haas B, Price L, Freeman J. Qualitative evaluation of a community

peer support service for people with spinal cord injury. Spinal Cord

2013;51:295-9.

16. Houlihan BV, Brody M, Everhart-Skeels S, et al. Randomized trial of a

peer-led, telephone-based empowerment intervention for persons with

chronic spinal cord injury improves health self-management. Arch

Phys Med Rehabil 2017;98:1067-76.

17. Ljungberg I, Kroll T, Libin A, Gordon S. Using peer mentoring for

people with spinal cord injury to enhance self-efficacy beliefs and

prevent medical complications. J Clin Nurs 2011;20:351-8.

18. Shem K, Medel R, Wright J, Kolakowsky-Hayner S, Duong T. Return

to work and school: a model mentoring program for youth and young

adults with spinal cord injury. Spinal Cord 2011;49:544-8.

19. Veith EM, Sherman JE, Pellino TA, Yasui NY. Qualitative analysis of

the peer-mentoring relationship among individuals with spinal cord

injury. Rehabil Psychol 2006;51:289-98.

20. Sweet SN, Michalovic E, Latimer-Cheung AE, et al. Spinal cord injury

peer mentorship: applying self-determination theory to explain quality

of life and participation. Arch Phys Med Rehabil 2018;99:468-76.

mailto:Smagas1@uic.edu
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref1
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref1
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref1
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref1
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref1
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref2
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref2
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref2
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref2
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref3
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref3
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref3
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref4
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref4
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref4
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref4
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref5
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref5
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref5
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref5
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref5
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref5
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref6
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref6
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref6
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref6
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref7
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref7
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref7
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref7
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref8
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref8
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref8
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref8
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref9
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref9
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref10
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref10
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref10
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref10
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref11
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref11
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref11
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref12
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref12
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref12
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref13
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref13
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref13
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref13
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref14
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref14
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref14
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref14
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref14
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref15
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref15
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref15
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref16
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref16
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref16
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref16
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref17
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref17
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref17
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref18
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref18
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref18
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref19
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref19
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref19
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref20
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref20
http://refhub.elsevier.com/S0003-9993(21)00001-0/sref20
http://www.archives-pmr.org


8 S. Magasi, C. Papadimitriou
21. Sweet SN, Noreau L, Leblond J, Martin Ginis KA. Peer support need

fulfillment among adults with spinal cord injury: relationships with

participation, life satisfaction and individual characteristics. Disabil

Rehabil 2016;38:558-65.

22. Hynes DM, Buscemi J, Quintiliani LM. Society of Behavioral Med-

icine Health Policy Committee. Society of Behavioral Medicine

(SBM) position statement: SBM supports increased efforts to integrate

community health workers into the patient-centered medical home.

Transl Behav Med 2015;5:483-5.

23. Chemtob K, Caron JG, Fortier MS, Latimer-Cheung AE, Zelaya W,

Sweet SN. Exploring the peer mentorship experiences of adults with

spinal cord injury. Rehabil Psychol 2018;63:542.

24. DeGroff A, Coa K, Morrissey KG, Rohan E, Slotman B. Key con-

siderations in designing a patient navigation program for colorectal

cancer screening. Health Promot Pract 2014;15:483-95.

25. Levy BB, Luong D, Perrier L, Bayley MT, Munce SE. Peer support

interventions for individuals with acquired brain injury, cerebral palsy,

and spina bifida: a systematic review. BMC Health Serv Res 2019;19:

288.

26. Chaffey L, Bigby C. Health education by peers with spinal cord injury:

a scoping review. J Dev Phys Disabil 2018;30:141-54.

27. Barclay L, Hilton GM. A scoping review of peer-led interventions

following spinal cord injury. Spinal Cord 2019;57:626-35.

28. Webel AR, Okonsky J, Trompeta J, Holzemer WL. A systematic re-

view of the effectiveness of peer-based interventions on health-related

behaviors in adults. Am J Public Health 2010;100:247-53.

29. Davidson L, Chinman M, Kloos B, Weingarten R, Stayner D,

Tebes JK. Peer support among individuals with severe mental illness: a

review of the evidence. Clin Psychol Sci Pract 1999;6:165-87.

30. Heisler M. Different models to mobilize peer support to improve

diabetes self-management and clinical outcomes: evidence, logistics,

evaluation considerations and needs for future research. Fam Pract

2010;27(Suppl 1):i23-32.

31. Dennis CL. Peer support within a health care context: a concept

analysis. Int J Nurs Stud 2003;40:321-32.

32. Dale J, Caramlau IO, Lindenmeyer A, Williams SM. Peer support

telephone calls for improving health. Cochrane Database Syst Rev

2008;4:CD006903.

33. Malchodi CS, Oncken C, Dornelas EA, Caramanica L, Gregonis E,

Curry SL. The effects of peer counseling on smoking cessation and

reduction. Obstet Gynecol 2003;101:504-10.

34. Turner G, Shepherd J. A method in search of a theory: peer education

and health promotion. Health Educ Res 1999;14:235-47.

35. Pitt V, Lowe D, Hill S, et al. Consumer-providers of care for adult

clients of statutory mental health services. Cochrane Database Syst

Rev 2013;3:CD004807.

36. Ruggeri M, Lasalvia A, Bonetto C. A new generation of pragmatic

trials of psychosocial interventions is needed. Epidemiol Psychiatr Sci

2013;22:111-7.

37. Fleury J, Sidani S. Using theory to guide intervention research. In:

Melnyk BM, Morrision-Beedy D, editors. Intervention research and

evidence-based quality improvement: designing, conducting, analyzing,

and funding. New York: Springer Publishing Company; 2018. p 55.

38. Prestwich A, Sniehotta FF, Whittington C, Dombrowski SU,

Rogers L, Michie S. Does theory influence the effectiveness of

health behavior interventions? Meta-analysis. Health Psychol 2014;

33:465-74.

39. Simoni JM, Franks JC, Lehavot K, Yard SS. Peer interventions to

promote health: conceptual considerations. Am J Orthopsychiatry

2011;81:351-9.

40. Marmot M. Social determinants of health inequalities. Lancet 2005;

365:1099-104.

41. Best K, Routhier F, Sweet SN, et al. Development of a smartphone-

delivered peer physical activity counselling program for manual

wheelchair users: a mixed-methods approach. Arch Phys Med Rehabil

2016;97:e48.

42. Best KL, Miller WC, Huston G, Routhier F, Eng JJ. Pilot study of a

peer-led wheelchair training program to improve self-efficacy using a
manual wheelchair: a randomized controlled trial. Arch Phys Med

Rehabil 2016;97:37-44.

43. Best KL, Miller WC, Routhier F, Eng JJ. Feasibility of the trial pro-

cedures for a randomized controlled trial of a community-based peer-

led wheelchair training program for older adults. Pilot Feasibility Stud

2018;4:18.

44. Gillard SG, Edwards C, Gibson SL, Owen K, Wright C. Introducing

peer worker roles into UK mental health service teams: a qualitative

analysis of the organisational benefits and challenges. BMC Health

Serv Res 2013;13:188.

45. Moran GS, Russinova Z, Gidugu V, Gagne C. Challenges experienced

by paid peer providers in mental health recovery: a qualitative study.

Community Ment Health J 2013;49:281-91.

46. Hoey LM, Ieropoli SC, White VM, Jefford M. Systematic review of

peer-support programs for people with cancer. Patient Educ Couns

2008;70:315-37.

47. Jette AM. The importance of dose of a rehabilitation intervention.

Phys Ther 2017;97:1043.

48. Coster WJ. Making the best match: selecting outcome measures

for clinical trials and outcome studies. Am J Occup Ther 2013;67:

162-70.

49. Beauchamp MR, Scarlett LJ, Ruissen GR, et al. Peer mentoring of

adults with spinal cord injury: a transformational leadership perspec-

tive. Disabil Rehabil 2016;38:1884-92.

50. Shaw RB, McBride CB, Casemore S, Martin Ginis KA. Trans-

formational mentoring: leadership behaviors of spinal cord injury peer

mentors. Rehabil Psychol 2018;63:131-40.

51. Bass BM, Riggio RE. Transformational leadership. New York: Psy-

chology Press; 2006.

52. Calhoun EA, Whitley EM, Esparza A, Ness E, Greene A, Garcia R,

Valverde PA. A national patient navigator training program. Health

Promot Pract 2010;11:205-15.

53. Hendren S, Griggs JJ, Epstein RM, et al. Study protocol: a randomized

controlled trial of patient navigation-activation to reduce cancer health

disparities. BMC Cancer 2010;10:551.

54. Lorhan S, Wright M, Hodgson S, van der Westhuizen M. The devel-

opment and implementation of a volunteer lay navigation competency

framework at an outpatient cancer center. Support Care Cancer 2014;

22:2571-80.

55. Mezirow J. Transformative learning: theory to practice. New Dir Adult

Contin Educ 1997;74:5-12.

56. Freire P. Pedagogy of the oppressed. New York: Bloomsbury; 2000.

57. Bandura A, Walters RH. Social learning theory, 1. Englewood Cliffs,

NJ: Prentice Hall; 1977.

58. Ginis KAM, Shaw RB, Stork MJ, Battalova A, McBride CB. Pilot

study of a training program to enhance transformational leadership in

spinal cord injury peer mentors. Spinal Cord Ser Cases 2018;4:1-10.

59. Bandura A. Health promotion by social cognitive means. Health Educ

Behav 2004;31:143-64.

60. Calzada E, Suarez-Balcazar Y. Enhancing cultural competence in

social service agencies: a promising approach to serving diverse

children and families. Research brief. OPRE Rep 2014;31:1-8.

61. Wells KJ, Valverde P, Ustjanauskas AE, Calhoun EA, Risendal BC.

What are patient navigators doing, for whom, and where? A national

survey evaluating the types of services provided by patient navigators.

Patient Educ Couns 2018;101:285-94.

62. Lorthios-Guilledroit A, Richard L, Filiatrault J. Factors associated

with the implementation of community-based peer-led health pro-

motion programs: a scoping review. Eval Program Plann 2018;68:

19-33.

63. Townsend R. The perspectives of health care professionals on the value

of peer mentoring during rehabilitation. J Peer Learn 2013;6:46-58.
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