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“You are helping from the heart not just from ==

the head”: a systematic review and qualitative
evidence synthesis of the experiences of peer
workers working with people experiencing
homelessness and substance use

Hannah Carver'”, Joanna Astrid Miler?, Jessica Greenhalgh', Bernie Pauly?, Nicola Ring*, Hazel Booth®,
Josh Dumbrell' and Tessa Parkes'

Abstract

Background Increasingly, substance use and homelessness services have peer workers, those with lived or living
experience of substance use and homelessness, who provide support to those experiencing similar challenges. While
research regarding the effectiveness of such peer workers in helping others achieve better outcomes is growing, little
is known about their experiences in this role.

Methods A systematic review and qualitative evidence synthesis was conducted to better understand the experi-
ences of peer workers who have lived/living experience of substance use and homelessness who are providing sup-
port to those experiencing similar challenges within substance use and homelessness settings. Nine electronic data-
bases were searched for primary qualitative research published from 1990. Studies meeting the inclusion criteria were
quality assessed using the Critical Appraisal Skills Programme checklist. Data from included studies were extracted,
entered into NVivo, and analysed using a thematic synthesis approach.

Results Nine studies were identified, published from 2006 from three countries with 272 participants. Three themes
were identified: peer workers'reflections on the key components of their role; peer work as enabling individual
growth and recovery; and destabilising challenges peer worker growth and recovery.. Peer workers described

many essential qualities, and their lived experience was valued as a way of enabling deeper trust and empathy

with the people they supported. Strong relationships with other peer workers were described as important. Many
benefits to the peer workers were described, including positive life changes and increased responsibility. Challenges
were also identified, with professional boundaries causing particular tensions.

Conclusions This qualitative evidence synthesis provides unique insight into the experiences of peer workers who
are working at the intersection of homelessness and substance use. Their experiences highlight the real benefits
that peer workers have, whilst working in challenging situations in often precarious contracts. Such insights can
inform the employment of peer workers. Those employing peer workers should prioritise clear job descriptions
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encompassing specific peer qualities, training and education opportunities, and peer-to-peer, professional,

and organisational support.

Keywords Substance use, Homelessness, Peer workers, Peer support, Qualitative, Qualitative evidence synthesis,

Systematic review

Background

Peer support refers to a process whereby individuals with
lived experience of a particular phenomenon provide
support to others by explicitly drawing on their experi-
ence of this situation to support others in similar circum-
stances [1]. The idea that peers can help others through
specific life struggles (such as engaging with treatment
or to access other supports) has long been established,
especially within mental health settings where peers
have been providing mutual support since the 1800 s [2].
Support for peers in research, policy, and practiced as
increased considerably since the 1970 s [3-6]. Interna-
tionally, peer support has since moved into other service
areas including homelessness, criminal justice settings,
substance use treatment, harm reduction, and physical
health [7-10]. Individuals providing peer support fre-
quently share a common experience of social and health
issues, including, in the case of this review, homelessness
and substance use challenges.

In relation to substance use specifically, peers can pro-
vide various types of support for those still experiencing
problems with homelessness and substance use, at differ-
ent points of their lives. This includes, harm reduction
services, where the aim is to reduce the harm associated
with substance use without any expectations around
abstinence [11], or helping to navigate services when
someone is entering recovery [9, 10]. In this paper, we
use the term recovery to mean someone’s personal well-
ness journey which involves changes in their health and
wellbeing and life purpose and can include harm reduc-
tion and abstinence goals [12]. Peers work extensively in
harm reduction settings, providing safer use education
and overdose prevention services [13—15]. Peer support
can be informal, involving ad hoc support from one indi-
vidual to another, and formal, with peers trained to offer
support in a structured way, as well as paid or unpaid
work. This paper focuses solely on this latter type of sup-
port, where peers with experiences of substance use and
homelessness are in formal support roles working with
people also experiencing homelessness and substance use
challenges.

Globally, the value of peer workers is increasingly being
recognised, as reflected in recommendations for peer
support within guidelines for various health issues, and
across multiple sectors [16, 17]. Peer worker visibility
and importance is evident in the United Kingdom (UK),

North and South America, Asia, and Europe [18-23].
In addition, there are examples of strategic policy sup-
port for peer support in substance use settings in Scot-
land [24], England [16], Australia [25], and Canada [26].
Moreover, recommendations are being made for an
increase in formalised peer worker employment opportu-
nities in the homelessness sector [18]. However, the types
of work peer workers do, and their working conditions,
vary considerably depending on the country and setting.
For example, many Canadian peer workers work in over-
dose prevention settings [27, 28], whereas in the UK peer
workers are generally found in abstinence-based recovery
settings. As such, the roles of peer workers at the inter-
section of substance use and homelessness vary widely
across the world. There is also the need to distinguish
between peer workers with lived versus living experi-
ence, i.e,, current homelessness and substance use versus
previous experiences of these challenges. Some organi-
sations only employ peer workers with lived experience
(but not active substance use), whereas others also offer
employment to those with living experience. Importantly,
there is a growing body of evidence, especially in Canada,
suggesting that peers with both types of experience can
successfully lead the harm reduction movement in mean-
ingful ways, contributing to the reduction of harms asso-
ciated with substance use [28—32].

Despite the growing body of work on the impacts of
involvement in peer support work in the context of men-
tal health, HIV, hepatitis C and/or substance use support
[33, 34], only a few studies have explored peer service
provision within the context of homelessness [35], with
positive impacts on clients, including quality of life, sub-
stance use and social support [36]. Within this field, there
is little focus on the experiences of peers, as opposed to
those using those services. Even less attention has been
paid to those with lived experience of substance use and
homelessness who are now working at this intersection
within substance use and homelessness settings. It is
likely that peer workers with experiences of both home-
lessness and substance use will face different types of
challenges in their roles and have unique (and higher)
support needs compared to those working in only one
of these fields. The focus on both homelessness and sub-
stance use in this review is that this is an area in which
the involvement of peer workers is growing, which could
have potential benefit to some of the most marginalised
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members of society [36]. A previous ‘state of the art’
review synthesised the available evidence regarding peer
support interventions that specifically address the inter-
section of homelessness and substance use [1]. Five key
themes relating to the challenges faced by peer work-
ers were identified including vulnerability, authenticity,
boundaries, stigma, and lack of recognition [1]. While not
its main focus, this was one of the first reviews to look
at the potential impact of the role on the peer workers
themselves. The qualitative evidence synthesis reported
in this paper was inspired by Miler et al’s (2020) findings
[1], with the aim of developing an in depth understand-
ing of peer workers’ experiences, which is missing from
the evidence base. Miler et al’s (2020) [1] state of the art
review was very broad and focused on all literature on
peer support models (including literature from the per-
spective of those receiving support, both quantitative and
qualitative), whereas this review focuses solely on the
experiences of peer workers in qualitative literature. This
review aims to examine the perspectives of peer workers
with experience of substance use and homelessness who
are now working at this intersection, providing support
to people facing both of these challenges, either in spe-
cific interventions or in service provision. Understanding
peer workers’ experiences can provide essential informa-
tion to organisations wishing to employ these workers in
the future or improve the experiences of those currently
employed, by understanding, and therefore avoiding,
some of the key challenges.

Methods

Study design

Qualitative evidence synthesis refers to systematic
reviews of qualitative research, bringing together findings
across a range of studies to provide an in-depth under-
standing of a particular area of research [37]. Qualita-
tive evidence syntheses go beyond simply summarising
research findings to develop new knowledge in narrative
form [38]. Flemming and Noyes (2021) note that there
are more than 30 approaches to conducting qualitative
evidence syntheses, with thematic synthesis, framework
synthesis, and meta-ethnography being the most widely
used and well-developed methods [38]. This qualitative
evidence synthesis involved taking a thematic synthe-
sis approach, using thematic analysis to generate new
insights and understandings from a body of qualitative
studies [39]. Thematic synthesis was chosen due to its
ability to maintain links between the findings and con-
clusions of the primary studies, and its common use
within qualitative evidence synthesis research [39]. Our
thematic analysis addressed the research question: how
do individuals with lived/living experience of homeless-
ness and substance use manage the process of providing
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support as peer workers to people experiencing these same
challenges?

After conducting a preliminary search to ensure the
availability of a body of literature to be synthesised, we
defined homelessness using the ETHOS definition which
considers homelessness to cover a range of living situa-
tions including rooflessness, houselessness, insecure
housing, and inadequate housing [40], with homelessness
needing to be explicitly mentioned in the studies in order
to be included. ‘Peer workers’ were defined as people with
lived or living experience of homelessness and substance
use who provide any form of formalised peer support to
others at the intersection of homelessness and substance
use within homelessness settings (i.e., those providing
support/accommodation to those experiencing home-
lessness, such as hostels, temporary accommodation,
drop-ins etc.). The study protocol was developed and
registered with PROSPERO and subsequently updated to
reflect a change in focus from their transitions into this
role to their overall experiences, due to a lack of pub-
lished literature on the former (CRD42022335800). The
qualitative evidence synthesis was conducted according
to the ‘enhancing transparency in reporting the synthesis
of qualitative research’ (ENTREQ) statement [41] (Sup-
plementary file 1).

Search strategy

Systematic literature searching was conducted to iden-
tify all relevant primary qualitative studies relating to our
research question. The SPIDER framework (Sample, Phe-
nomenon of Interest, Design, Evaluation, Research type)
[42] was used to identify appropriate literature search
terms and create exclusion/inclusion criteria (Table 1).
Nine electronic databases (CINAHL; Criminal Justice
Abstracts; Health Source; MEDLINE; NIHR Journals;
PsycINFO; Social Care Online; SocINDEX; and Web of
Science) were searched, using key search terms in order
to identify the relevant academic peer reviewed litera-
ture (Table 2). The searches were limited to qualitative or
mixed-methods studies involving a substantial qualitative
element where qualitative results were clearly described,
reported, and published between 1990 and July 2022.
While these nine databases were searched again in
August 2023 using the same strategy, no new studies
meeting the inclusion criteria were identified. To max-
imise capture of all potentially relevant data, no language
limiters were applied. Reference lists of all included stud-
ies were also reviewed.

Selection criteria and quality appraisal

Full inclusion and exclusion criteria are provided in
Table 1. Papers that specifically focused on youth and
those concerning informal peer support arrangements,
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Table 1 Inclusion/exclusion criteria
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Inclusion

Exclusion

Sample

People with lived or living experience of homelessness AND substance
use (including poly-substance use - i.e,, concurrent use of various sub-
stances) in formal peer worker roles (paid or voluntary)

Adults (aged 18 years and older, with no upper age limit)

Phenomenon of interest

Formal peer worker roles delivered in homelessness and substance use
settings, working with people experiencing substance use (drugs and/
or alcohol) and homelessness

Studies must examine the experiences of people with lived/living experi-
ence of substance use (drugs and/or alcohol) AND homelessness, who
transitioned to become peer workers

All types of formal peer support worker roles (including paid and volun-
tary roles e.g., a defined formal peer support worker role within the chari-
table sector)

Design, Evaluation, Research type

Experiences of peer workers from the perspective of the peer workers
Any qualitative methodology; mixed-methods studies containing sub-
stantial qualitative components and sufficient depth of results

Papers published between 1990-July 2022 (inclusive)/August 2023

Participants had not experienced substance use and homelessness or work
in formal peer support worker roles
Receipt of peer support reported but not experiences of support provision

Informal peer support experience only or formal peer worker role experi-
ence in settings other than homelessness and substance use

Peer workers with lived/living experience with substance use or homeless-
ness only

Other experiences of peer workers e.g., evaluations of peer workers'effec-
tiveness and experiences of clients who receive peer support
Quantitative research designs, not primary research e.g., editorials, other
systematic reviews

Papers published before 1990

Table 2 Example search strategy

Psychinfo

1. (Substance us* OR drug use* OP alcohol use* OR problem* substance
use OR problem* alcohol use OR problem* drug use OR addiction

OR substance dependenc* OR alcohol dependenc* OR drug dependenc®
OR drug dependenc* treat* OR intervention OR recovery OR therap*
service*)

2. (homeless* OR underhouse* or roofless*OR street involved OR rough
sleep* OR unstable hous* OR housing instability OR precarious* hous*
OR undomiciled OR houseless OR street person OR street people

OR no fixed abode OR transient OR vagrant OR shelter OR unshelter OR*
OR destitute)

3.1AND2

4. (peer support worker* OR peer worker* OR peer mentor* OR peer
specialist*OR peer nsvigstor* OR peer support* OR peer* OR support*
OR buddy)

5.3AND4

6. (Qualitative research OR qualitative study OR qualitative OR focus
group OR interview* OR ethnograph* OR observation* or ETHNOGRAPH*
or NARRATIVE or ACCOUNT or GROUNDED THEORY OR case study

OR interpretative OR thematic analysis OR framework approach OR mixed
method*)

7.5AND 6

such as support to friends, were excluded. Because the
focus of this review is peer work at the intersection of
homelessness and substance use, only studies which
explicitly mentioned both homelessness and substance
use were included (in terms of both peer worker experi-
ences and the setting in which they worked). This meant
that a range of studies were excluded, such as those

focusing on peer work in harm reduction if homelessness
was not explicitly mentioned.

Initial searches and deduplication were performed by
one reviewer (JM). Two reviewers performed screen-
ing by title and abstract (JM screened 100%, and HC
screened 20% of the titles and abstracts, in parallel) using
Rayyan. Any disagreements were resolved by a third
reviewer (TP). Once potential included studies had been
identified, full texts were screened against the inclusion
criteria by one reviewer (JM). A wider team with differ-
ent required expertise met, reviewed, and agreed on the
included papers (JM, HC, TP, BP, HB, and NR). Any disa-
greements were resolved through full team discussion
and consensus. No outreach to authors was conducted
as this was not deemed to be required. The updated
searches were performed by JG, with HC and JG review-
ing all potential titles and abstracts. No new studies were
identified. Reference details identified through the lit-
erature search were collated and managed using Rayyan.
Literature searching and screening results were reported
using PRISMA [43].

Studies meeting the inclusion criteria were quality
assessed using the Critical Appraisal Skills Programme
(CASP) qualitative research checklist [44] (see Supple-
mentary file 2). Both HC and JM independently appraised
each study and then discussed the results. Scores were
then combined to create the final CASP table (Supple-
mentary file 2). Quality appraisal allowed for the sys-
tematic consideration of study strengths and weaknesses
[45]: it was not used to exclude studies [46].
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Data extraction and analysis

Study characteristics including setting, participant char-
acteristics, and methods were entered into an Excel
spreadsheet. Thematic synthesis was conducted induc-
tively using the three-stage approach described by
Thomas and Harden (2008): line-by-line coding of indi-
vidual studies; creation of analytical themes; and genera-
tion of new constructs, explanations, or hypotheses [39].
Following a thematic synthesis approach [37], first-order
(participant quotes) and second-order (author inter-
pretations) data were extracted and entered into NVivo
version 20. This approach allowed datasets to be exam-
ined separately to look for differences between first- and
second-order data, to inform new insights into the stud-
ies. First- and second-order data were coded line-by-line
to identify themes and concepts. JM and HB performed
the data extraction and JM led on the analysis, with HC
checking for accuracy. Any disagreements were discussed
until consensus was reached, with regular team meet-
ings used for reflection to allow team members to chal-
lenge analytical processes and interpretations. First- and
second-order codes were then written up narratively to
explore relationships between the studies. In the final
stage, the narrative synthesis for the first- and second-
order data were combined, providing an overall synthesis
of the key thematic areas reported across all nine stud-
ies. A final synthesis was created, with descriptive quotes
from the primary studies to illustrate key points. These
quotes have been standardised (in terms of italics, ellip-
ses etc. rather than changing words) and therefore may
be different to how they are presented in the original
studies.

Results
Nine studies were identified as meeting the inclusion cri-
teria (see Fig. 1).

Six of the studies were conducted in the UK: five in
England [34, 47-50] and one across Scotland and Eng-
land [36]. Two studies were conducted in Canada [27,
51] and one in the United States (US) [52]. Studies were
conducted between 2006 and 2022 with a total of 272
participants. Data were collected using individual inter-
views, focus groups, participatory case studies, and
observations. Studies were of varying quality, with half
viewed as high quality (scoring 9+/10 on the CASP qual-
ity appraisal tool), and the other half deemed lower qual-
ity (scoring 4-7/10).

Peer workers were based in homelessness, substance
use and/or healthcare settings, including outreach set-
tings. Peer workers’ own substance use status varied
across studies: in four studies peer workers reported
current or past substance use [27] and in the other five
studies they reported past use, implying abstinence [34,
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36, 47, 49, 50]. Table 3 highlights the characteristics of
the included studies in terms of settings and participant
demographics.

As the included studies focused on peer workers’ expe-
riences in their role at the intersection between home-
lessness and substance use, the synthesised findings
reflect these experiences and are reported as three over-
arching themes: the key components of the peer worker
role; benefits of being a peer worker; and challenges
of being a peer worker. Each theme and their support-
ing sub-themes are reported below. Table 4 provides an
overview of the themes and sub-themes, and Table 5 pro-
vides detail of which paper is reflected in each theme and
sub-themes.

Theme 1: Peer worker reflections on the key components
of their role

In all nine studies, peer workers reflected on the key
components of their role. These key components are
described in four sub-themes: the motivations for
becoming a peer worker; the qualities required to be a
peer worker; shared experiences as a way of developing
connections and trust; and capacity building.

Motivations for becoming a peer worker

Participants in eight studies talked about their motiva-
tions for becoming, and continuing to work as, peer
workers [27, 34, 36, 47, 49-52]. Peer workers described
how they were driven by an “overwhelming” [49] desire to
help others [51]:

... you develop sympathy for the people that you are
helping, and you see that you are helping from the
heart not just from the head. [[47]; p.S38]

Some discussed how their motivation was specifically
to provide support to those individuals who had, at that
point in time, been described by other colleagues as hard
to engage with [36]. Others talked about how saving lives
and reversing an overdose had given their work meaning
and served as a motivator:

I really like that in a way, when you reverse an over-
dose for somebody, you've given them another chance
at life. It's a pretty profound experience. [[27];
para.25]

Wanting to give something back to the community
(or the organisation that provided support to them in
the past), and making up for previous perceived wrong-
doings, were highlighted by peer workers in three stud-
ies [34, 49, 51]. Peer workers talked about their role as
providing opportunities for change and to give some-
thing back to society:
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Records identified from*:
Databases (n = 3062)
Registers (n = 0)

Identification

Records removed before
screening:
Duplicate records removed
(n=723)

!

Records screened

(n = 2339)

Reports sought for retrieval

v

Records marked as ineligible
by automation tools (n = 0)
Records removed for other
reasons (n =0)

Records excluded**
(n =2293)

Reports not retrieved

(n =46)

Screening

Reports assessed for eligibility
(n=11)

v

(n=35)

Reports excluded due to lack of

Studies included in review
(n=9)

Included

\4

sufficient data and
methodological issues (n = 2)

Fig. 1 PRISMA flow diagram. PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only.
From: Page MJ, McKenzie JE, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting

systematic reviews. BMJ 2021;372:n71. https://doi.org/10.1136/bmj.n71

It feels like a bit of karma, a bit of balancing the
scales if you like because when I was 21 I was a
menace to society according to a Crown Court
Judge and now I am not a menace to society. [[34];
para.30]

While peer workers highlighted that some of their
early motivators for becoming involved with peer sup-
port as a volunteer or employee were monetary (such
as getting paid or getting other cost benefits, including
food) [51], with time personal motivations commonly
changed. For example, one of the motivations reported

as time progressed was to aid the individual’s own recov-
ery and learn more about themselves via self-awareness
[52]. Some highlighted their feeling that peer support
roles had become “part of [their] nature” [47]. Yet, some
peers also discussed the nuances of paid versus voluntary
roles, with some expressing the view that the role should
be unpaid in order to reflect true altruistic and genuine
motivation to help others [56]:

It's not something I get paid for, it’s something that 1
really believe in and... I'm not too sure I could... do
it [as] a paid role. [[50]; para.56]
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Table 4 Themes and sub-themes

Page 13 of 25

Theme

Sub-themes

Peer workers'reflections on the key components of their role

What qualities are required to be a peer worker?

Motivations for becoming a peer worker
Shared experiences as a way of building connections and trust
Capacity building

Peer work as enabling individual growth and recovery

Peer work as being emotionally beneficial

Positive life changes as a result of peer work
Peer work as providing opportunities for developing a sense of responsibility

Destabilising challenges to peer worker growth and recovery

The impact of own and others’substance use on growth and recovery

Emotional difficulties associated with the role

The difficulties of setting boundaries

The impact of clients'difficult lives, circumstances, and behaviours on peer workers
Tensions between peer workers and other professionals

On the whole, the motivation to do peer work was
largely compassionate, with a genuine desire to help,
wanting to give back to society and save lives. This is of
particular importance, as peer work continuous to be
largely inadequately remunerated (e.g. [29, 49]) and thus
poses the question whether the compassionate motiva-
tion to undertake such role precipitates or reinforces the
low wages or lack of payment.

What qualities are required to be a peer worker?

The qualities required to become a peer worker were
discussed in eight studies [34, 36, 47-52]. Being able to
work using their own initiative [48], working with their
intuition, and displaying tenacity in not giving up on peo-
ple, were all seen by peer workers themselves as crucially
important:

I would go away, but they would still be in my mind.
In my mind I'm already preplanning, I'm coming
back next week, I won’t give up. [[49]; p.219]

Also discussed was the need to provide person-centred
[48, 49] and holistic care to those they support, which
was often far wider than just substance use:

It was difficult because [name of staff] wanted me
to just be working with them around the drugs and
alcohol. But obviously, when people are coming into
me and you are doing a whole holistic thing around
all the trauma they have suffered, you are not just
sat there talking about drugs and alcohol, you are
talking about sexual abuse, about them working on
the streets, about all the different things. [[36]; p.73]

Showing a keen interest in the lives of the people they
support, leadership skills, self-belief, and confidence
were also seen as important in being successful as a peer
worker [34, 48, 51]. Authors in some studies found that

the peers who were no longer experiencing homelessness
and substance use challenges in their own lives viewed
themselves as more successful in their peer worker roles
[34, 51].

Shared experiences as a way of developing connections

and trust

The lived experiences of peer workers and the experi-
ences they shared with the people they supported were
central to all nine studies. Shared experiences of home-
lessness and substance use were seen as instrumental to
their roles as they enabled peers to develop deeper levels
of empathy:

Lived experience acted as a conduit to an expres-
sion of empathy, respect and unconditional positive
regard. [[36]; p.70]

The peer workers reported having deeper connections
with the people they supported compared to colleagues
without such lived experience. This helped peers to iden-
tify the challenges people were likely facing but perhaps
not talking about:

Like when you're homeless you pick up very well on
certain things like vibes, energies, intentions, lies, you
pick up very well on these things because more time
you're on the receiving end of those things. [51; p.219]

The dual capacity of peer workers to operate as profes-
sionals while also drawing effectively on their personal
experiences of substance use and homelessness was dis-
cussed in five studies [27, 34, 36, 48, 49]. The peer work-
ers often described themselves a ‘bridge’ or translator
between the people they were supporting and services,
because of their unique position of having a shared mem-
bership with these two groups. These shared experiences
were seen as a positive enabler and unique attribute of
the role:
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[Shared experiences] make people that generally
would not associate, associate. [[27]; para.34]

Being a role model was discussed in three studies [27,
36, 49]. This was described in these studies as ways of
helping to destigmatise the challenges that people were
experiencing around substance use and homelessness.
While peer workers also reported gaining respect from
their peers for being in such a role, at times they felt
uncomfortable with their peer worker status:

Some participants, however, expressed their discom-
fort at being perceived as a role model, as they did
not want to seem ‘different” or “better” than their cli-
ents. [[51]; p.223]

This highlights an area of tension for peers in relation
to shared experiences.

Related to their shared experiences, peer workers in
seven studies [27, 34, 36, 47-50] described their strong
ability to develop trust with the people they supported,
which was deemed a fundamental aspect of developing
positive relationships. Peers discussed talking about their
own experiences to build trust with the people to whom
they provided support [34, 36, 48, 49]. Disclosure of their
own lived and living experience of substance use and
homelessness was key to facilitating these relationships:

So, I spoke with him, calmed him down, reassured
him and told him everything about what I had been
through and everything. He then realised that hang
on this guy has been exactly the same as me and
it sort of changed him. And it was just that thing,
“Thank you, I'll go and think about what you said’
[[48]; para.44]

Many authors noted the importance of having bound-
aries on what and how much information is shared as a
way of ensuring trust amongst the people with whom the
peer workers were supporting. Trust as a theme was also
discussed in relation to its importance in the relationship
between peer workers and other professionals [27, 48].
In particular, acceptance from other workers to trust the
peer workers to “act as a bridge” [48] for the people they
supported when accessing services was seen as essential.
Both peers and other professionals were striving to reach
the same outcomes for these individuals:

The ability of the PA [peer advocate] to gain trust
and acceptance of healthcare providers to act as a
bridge to the client’s successful engagement was seen
through an emphasis on shared group membership.
This eased the relationship between the PA and
health provider in some cases, as they were regarded
as working towards the same goal. [[48]; para.29]
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The bridge is based on trust and compassion... the
ability to establish trust when others may be unable
to do so. [[27]; para.21]

Furthermore, issues with developing trust with the
people they supported were discussed in two studies [34,
36]. Some peer workers talked about the struggles these
individuals had with being open and honest with them
which impacted their ability to develop trust with them.
Peer workers in these studies identified that trust with
those they were supporting cannot be established over-
night; time is required to establish a trusting relationship
[36].

Capacity building

In all nine studies, peer workers described two important
factors that enabled them to build capacity and grow in
their roles: support from others and skills development
and training.

The support provided to peer workers to enable them
to work effectively was discussed in all nine studies [27,
34, 36, 47-52].

Peers discussed the connections they had with other
peer workers and the importance of such relationships.
They described providing support for one another [36],
as well as having a common goal, despite often having
different life experiences:

There [are] some people from different walks of life
here. Even though we're all kind of the same in one
area, we're all very different in others. There [are]
so many differences, yet there’s a commonality. We
bond over the same things. [[27]; para.42]

Peers also discussed the support received from other
professionals working in the services, which included
instances of mentoring [36], emotional support for the
peers themselves [49], and clinical supervision [36, 49—
51]. Such support from others was described by the peer
workers as enabling them to make positive changes in
their own lives [47], as well as facilitating positive out-
comes for the people they supported [49, 50]. Often, sup-
port for peer workers aided them in their transition from
a receiver of support to deliverer:

If we have issues, such as triggering, we can bring it
there [clinical supervision]... we can have a one-to-
one with the clinical supervisor as a one off and say,
“Look, this is really bothering me, can we meet and
talk?” [[52]; para.35]

Feeling like part of the wider team, being treated as an
equal and experiencing a sense of belonging, were also
apparent in some of the studies [36, 47, 49]. The feeling
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of being part of the team demonstrated in these quotes
seems to reflect strategies within organisations/pro-
jects to flatten the hierarchy, and for those in positions
of authority and power to set the tone and culture of the
team:

It was nice that everyone was listening to everyone’s
ideas no matter if you had been in research for 20
years or if you were brand new to the study. It’s like...
everyone took on everyone else’s ideas, there was no
hierarchy. [[36]; p.78]

You were treated as an equal. There was no con-
descending. And you would get that with different
organisations. [[47]; p.S38]

Peer workers in six studies discussed how the role gave
them opportunities for professional and career devel-
opment [34, 36, 47, 49-51]. This included being able
to attend training and learn transferable skills [34, 36],
receiving financial help from the organisation for educa-
tional purposes [50], and being able to grow as a person
and learn from their experiences [49]:

If I need anything, anything regarding education
they will fund you for that. [[50]; para.16]

Peer workers in three studies [34, 36, 50] noted that
their role was more flexible in terms of role expectations
and responsibilities than other professionals, which was
viewed as beneficial:

The health professional has a narrowness of pur-
pose which you need to have to do the task whereas
I don’t have to burden myself with that. I'm quite
free. [[34]; para.29]

This level of freedom and flexibility allowed peers to
“work beyond the service they were based in” [36], for
example, accompanying clients to appointments, sup-
porting them with purchasing household items, and
meeting informally outside of the service environment.

Training was discussed by peer workers in four studies
[36, 48—-50], mostly in a positive light, with peer workers
talking about gaining transferable skills [36] which they
hoped would help long term with their employability
prospects [50]:

If HHPAs [homeless health peer advocates] have
their eye out and it's something that they would like
to do, they can... When I am ready to go back into
the employment field, I think I'll have a lot of things
on my CV that'll be looked upon favourably. [[50];
para.27]

However, some peer workers thought more training
was needed for them to be able to conduct their work
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more successfully. Issues regarding training, education,
and career development were discussed in six studies [34,
36, 48-50]. Peer workers also described feeling under-
qualified to deal with all of the needs that clients had [48],
losing confidence in oneself with regards to training and
completing job applications [51], and having no educa-
tion resulting in feelings that a career is unattainable:

Some of us peers have no or very little education and
a career seems a million miles away. [[34]; para.17]

Theme 2: Peer work as enabling individual growth

and recovery

All nine studies highlighted factors relating to the ben-
efits of being a peer worker which enabled individuals
to grow and develop. These benefits are described across
three sub-themes: peer work as being emotionally ben-
eficial; positive life changes as a result of peer work; and
peer work as providing opportunities for developing a
sense of responsibility.

Peer work as being emotionally beneficial

All nine studies reported emotional benefits for the peer
workers including: feeling good about doing something
positive [52]; being an inspiration to others [27]; and
being able to reappraise past experiences and feel like the
(often painful) past was not “for nothing” [[27]; para.30]:

You know there was a part of my life that for years
and years I was very embarrassed about. Quite
ashamed, you know... that I had and I wasted so
much of my life. And coming here, I realised well,
actually it’s not a waste, its qualifications... It's when
you can stand up and say, “well that's my experi-
ence’.. That is something you cannot be taught...
I was out there and instead of looking at it like a
waste of time and as a victim, actually what I was
doing was gaining my qualifications. [[49]; p.219]

The peer worker role was regarded as meaningful, pro-
viding a sense of agency [48, 50], and enabling peer work-
ers to feel proud of themselves and their role:

I'm not sure what the word is, but I do feel proud of
it. [[34]; para.31]

Peer workers experienced a range of positive emotional
interactions through their involvement in supporting
the delivery of interventions. Participants talked about
feeling “special” [36; p.77], and viewed themselves as an
“important part of the puzzle” [[34]; para.31] in aiding
others in their own recovery journey.
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Positive life changes as a result of peer work
Eight studies [27, 34, 36, 47, 49-52] reported positive
life changes, including substance use, such as being able
to focus on something other than drugs:

And you are focusing on something other than the
streets, or on getting high and just copping [obtain-
ing] drugs. [[52]; para.34]

Learning new skills around, and therefore practicing,
safer drug use (amongst those who continued to use
drugs) as well as feeling “solid” in their own recovery
[[36]; p.78] due to the work they were doing, was also
discussed:

There’s much better ways of doing... using drugs,
so that’s how I practice. Drug, set, setting. [[51];
para.29]

Additional positive changes reported included learn-
ing how to ‘tolerate’ the drug use of others and empa-
thise with different individuals’ circumstances. Peers
developed their own skills to help manage internal bat-
tles whereby they wanted clients to reach the same level
of ‘recovery’ they were currently at, at the same time as
understanding that individual will face a variety of per-
sonal obstacles:

Tolerance, tolerance... when you go back into that
community and there’s that atmosphere it makes
you realise how hard it is and you develop sympa-
thy for people that you are helping. [[47]; p.S38]

The positive life changes reported by the peers show
their own greater levels of stability, improved recovery
outcomes, and increased quality of life, helping them to
progress as individuals.

Peer work as providing opportunities for developing a sense
of responsibility

A sense of responsibility in their own lives and their
work was reported as another benefit for peer work-
ers in seven studies [27, 34, 47, 49-52]. This level of
responsibility came from feelings that others in the
community looked up to the peers, which helped to
keep the peer workers motivated in their roles:

I really realized that, yeah, I know a lot of the peo-
ple coming into the program and a lot of people
were looking up to me at the time because I had
helped implement all these different programs [as
part of the patient advisory board] and stuff so I
figured, well hey, might as well just keep going with
it and see what happens. [[51]; para.26]
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Some participants talked about hoping to turn the role
into a career by enabling them to progress in their own lives:

As far as this program, it's brought me to the
forefronticause being involved in this and doing out-
reach work, it’s given me some sense of responsibility.
You know when you out there in addiction, it’s easy
to say, “Oh I'm gonna do this, I'm gonna do that” and
then push it to the side. But then when people ask
you things and they reaching out and I say things, I
try to make it mean something. [[52]; para.36]

Being responsible for others, and being trusted with
that level of responsibility, helped the peers to further
develop skills benefitting their own progression, acting
as a role model, “to derive both pride and happiness from
their work” [[27]; para.37].

Theme 3: Destabilising challenges to peer worker growth
and recovery

In all nine studies, challenges of the peer worker role
which could impact individual’s growth and recovery
were described. These challenges are described across
five sub-themes: the impact of own and others’ substance
use on growth and recovery; emotional difficulties asso-
ciated with the role; the difficulties of setting boundaries;
the impact of clients’ difficult lives, circumstances, and
behaviours on peer workers; and tensions between peer
workers and other professionals.

The impact of own and others’ substance use on growth

and recovery

Seven of the studies identified substance use issues as
challenges for peer workers [27, 34, 36, 47, 49, 50, 52].
Some peer workers, who were no longer using sub-
stances, discussed their initial personal challenges with
the harm reduction model and discomfort trying to rec-
oncile it with their ideas of recovery:

From the job I was doing before, treatment, very in
line with my recovery model... This is going to be
very different. It's going to be very different doing
harm reduction. [[36]; p.79]

Others talked about the heartbreak of losing friends
and family members to substance use, and the impact
that that had on them as a person and their ability to do
their job:

I lost a couple of my best friends in the last couple
of years and it’s just been really friggin’ hard. [[27];
para.29]

Peers in several studies discussed the importance
of having clear relapse policies for their roles, where
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one of the conditions of being a peer worker was being
drug-free:

A lot of people won't disclose the fact that they have
a substance misuse background and the difficulty is
owning that stuff. Having a clear relapse policy as
part of someone’s contract would help. And high-
lighting and celebrating the fact that people are in
recovery, rather than having secrecy about it. [[34];
para.26]

In addition, peer workers in two of the studies [34, 50]
talked about the challenges relating to triggers, although
these were conceptualised more broadly than just trig-
gers regarding substance use and included wider issues
such as mental health challenges [50]:

Some people... theyve got mental health or... some-
times it just ends up too much... it’s not easy if you've
got lived experience... it can be triggering... it’s just
at what stage people are in their lives. [[50]; para.40]

The peer workers who talked about triggers in their
jobs had quite different opinions regarding it. Some had
talked about the role having the potential to trigger nega-
tive emotions and talked about how having lived expe-
rience was hard, whereas others seemed to think that
“the trigger model” was an excuse, and that peer workers
should “just get on with it” [[34]; para.14].

Emotional difficulties associated with the role
Peer workers discussed the emotionally challenging
aspects of their role in seven studies [27, 36, 47-49, 51,
52]. These related to difficulties dealing with uncertainty
and the role being an “emotional roller coaster’” [[27];
para.30].

The need to allow time for processing feelings and to be
able to heal was identified as another potential challenge:

I think it takes time for people to start to feel com-
fortable in their roles and for people to take it on.
[51; para.33]

Seven studies [27, 36, 48-52] identified additional
issues relating to these emotionally demanding roles.
These included peer workers’ ongoing vulnerability [48];
current homelessness [52]; discomfort in being a role
model [49]; and the discomfort they faced when having
to perform outreach in certain neighbourhoods [48].
Three studies discussed feelings of stress and worry [27,
36, 52], as additional challenges:

Along with positive experiences, benefits and sense
of purpose experiential workers derived from their
work, several commented that they work in very
stressful and emotionally taxing environments.
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[[27]; para.30]

The difficulties of setting boundaries

Eight studies identified challenges around peers set-
ting boundaries within their role [34, 36, 47—52]. These
included uncertainties regarding whether the relation-
ship with the people they supported should be a friend-
ship or not [48] as well as being available out of hours,
or using their own money to purchase food, cigarettes or
alcohol for those they supported [49]. At the same time,
some peer workers discussed that crossing boundaries
was sometimes necessary or unavoidable in order to keep
people safe and provide extra support [49] as well as to
build and maintain relationships:

I do answer their phone calls because 1 feel that if
they are calling me in this moment then I am impor-
tant to them and I'm not supposed to but if they've
got no-one else to call and they are calling me then
it must be important, and I think it helps with that
relationship that I answer, I'm not just another per-
son that is ignoring. [[34]; para.29]

Some study participants added that they experienced
difficulties maintaining boundaries when living in the
same neighbourhoods as the individuals they supported
[51]. There was therefore an internal conflict faced con-
cerned with either crossing boundaries to help someone
or feeling the need to reinforce boundaries for the peer’s
own personal protection and wellbeing:

That’s been one of the trials and tribulations of this
job - is knowing your boundaries, because even when
I'm done work, you know, and I'm used to going out
partying with these guys. I can’t do that as much
anymore cause they kind of look up at me as a role
model up here or whatever. You want to call it right
so I can’t be going out there and getting in fights and
stuff. I have to be able to walk away from things and
even though it’s not, I'm not at work I still have to
practice that. [[51]; para.30]

In addition, the fluidity of the role and having no start
and end points, with no “road map” for guidance, was a
challenge faced:

... and this work doesn’t have an end and it doesn’t
really have a clear start either, you know what I
mean? It’s fluid... There’s no road map for it. [[51];
para.36]

This fluidity was described as causing difficulties for
peer workers to maintain boundaries with the people to
whom they were providing support. While peer work-
ers highlighted the importance of maintaining such
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boundaries, they also felt that some clients could become
too dependent on them:

I do explain to them, like you know, even though I
would love to help you I just can’t, I'm not clued up
to do that... you do need a barrier there for your own
sanity because it is frustrating. [[48]; para.21]

Peers reported struggling to navigate such “professional
boundaries” [[49]; p.223] while still being supportive of
people’s wants and needs, adding that they often felt the
need to self-disclose their own past experiences, but this
needed to be balanced appropriately:

You can feel the tension and then you can, then you
think maybe I'll better just say ‘oh yeah I used to be
a drug addict, but I had a little help I got through it,
you know it is possible; something like that. Just say-
ing that you open your hand, your cards up. It makes
them trust you straight away a bit more. So you've
got to share a bit but not too much. [[48]; para.24]

In particular, there is a tension described here between
being a peer and being a professional. On the one hand,
peer workers described the need for authentic relation-
ships with the people they supported through shared
experiences and trust. On the other, there was the need
for clear, professional boundaries, in terms of what infor-
mation they could share and the support they could pro-
vide, in order to protect peer workers’ own wellbeing.
Importantly, ‘consequences’ for crossing boundaries were
discussed in two studies [48, 51], without any mention of
what such consequences may be for either the peer work-
ers or the people they are supporting.

The impact of clients’ difficult lives, circumstances

and behaviours on peer workers

Challenges arising from working with the people the
peer workers supported were identified in six studies
[36, 47-49, 51, 52]. These related to having closer rela-
tionships with some people compared to others [36],
and difficulties respecting individuals’ choices [48]. This
included finding it hard to just ‘be’ with individuals who
are acutely suffering without moving into ‘doing’ with or
for them, as this participant eloquently describes:

It's a balance... just sitting around it sometimes is
the hardest, most intense aspect of the job. Just sit-
ting with someone who is obviously suffering quite a
bit and just going ‘do you know what, I will sit with
you while you feel like shit” [[36]; p.71]

Perceived difficulties relating to peoples’ behaviour
and emotions were discussed in detail by peer workers
in five studies [34, 36, 48, 49, 51]. These included feelings
of frustration [50], people being viewed as volatile and, at
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times, unreliable [36], as well as having to deal with anger
directed at them [49]. Challenges were also encountered
because the people they supported were often very mis-
trustful of wider health professionals and services, which
made it more difficult to persuade them to engage with
them [34]. Indeed, there was a sense that peer workers
had to mentally prepare themselves when experiencing
such challenging behaviours, whilst also being mindful
of the potential reasons for such behaviours, including
wider systemic or structural problems, such as social ine-
qualities and marginalisation:

Sometimes they become even abusive, challenging
behaviour, so if we just really, withdraw immedi-
ately because of that sort of abuse or behaviour or
whatever, then definitely that person is not going to
get the help. So that I expect, I expect and I have to
be mentally ready you know not um fail because of
that. Because I need to support that individual. So
the first step is to come back. You know that’s, that's
really important. So that person today, is not angry
at me, but is angry at something that is not related
to me. [[49]; p.222]

Finally, additional challenges highlighted in four studies
[36, 48, 51, 52] included peer worker concerns regarding
a lack of change in individual’s substance use and the con-
sequent need to adjust expectations regarding outcomes,
moving from a focus on abstinence to one of harm reduc-
tion. In addition, peer workers also described the difficul-
ties of not being able to provide support to every person
presenting at a service [36].

Tensions between peer workers and other professionals

All nine studies identified challenges arising from work-
ing collaboratively with other professionals and/or ser-
vices. These related to differences in outlook/approach
between peer and non-peer staft [34, 36, 49], challenges
with some staff having difficulty accepting confidentiality
between peer workers and the people they supported [36,
48], being treated differently to other staff [36, 49], and
experiencing negativity from other staff, both colleagues
internal to their own organisations and external agen-
cies [36]. The barriers and constraints for peer workers,
as well as being treated differently by other profession-
als, were highlighted strongly in the study by Parkes et al.
(2022):

My hands were constantly tied... every tiny thing
that I wanted to do with someone, I'd have to run it
by, like, three or four different people. And it’s like
no one else had to do that. It just completely slowed
everything down and made me feel like, you know,
I wasn’t able to help anyone really because some-
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one was going to come down on me about it... I got
called into the office to explain why I'd questioned a
certain member of staff. I am trying to say, ‘why am
I not allowed to question another member of staff? I
am not questioning the person to have an argument.
I am questioning what they are actually saying and
disagreeing with one of their comments about how
we should maybe be doing things. [[36]; p.76]

Relatedly, hierarchy and power structures that nega-
tively impacted on relationships between peers and other
professionals, and the related impact on peer workers’
self-confidence, was discussed in five studies [34, 36]:

... because you are surrounded by nurses all day and
really smart people, it can be quite intimidating.
[[34]; para.20]

In one study, tensions reportedly arose between peers
and other professionals due to differences in approach,
for example in what was deemed as ‘professionalism’ by
other workers and expectations to conform to profes-
sional norms. The peer worker in Parkes’ et al. (2022)
study talked about their experience of having a differ-
ent role to others and the comments they received from
other staft:

It can be a bit like ridicule sometimes, like ‘oh, are
you going out for coffee with so and so again? Are
you off to take him something to eat again, or are
you buying him this again?” Do you know what I
mean? Whereas they're not, like, saying how I got
three/four homeless people housing after three days.
[[36]; p.75].

Underpinning such misunderstandings, or the invis-
ibility of the achievements of peer workers as highlighted
in the quote above, seemed to be a lack of understand-
ing from other professionals regarding the remit of the
peer worker role which led to clashes [36]. Peer workers
reported that some staff seemed to find it hard to witness
the ease at which peer workers established connections
with the people they supported [36], being personally
and professionally threatened by this, as well as peers
themselves experiencing feelings of intimidation when
working with experienced medical professionals.

Discussion

This paper presents the findings of the first qualitative
evidence synthesis to explore the experiences of peer
workers with lived/living experience of substance use
and homelessness who are providing support to individu-
als with similar experiences in formal peer support roles
within substance use and homelessness settings. The
findings of nine studies were synthesised and reported
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as three main themes: peer workers’ reflections on the
key components of their role; peer work as enabling indi-
vidual growth and recovery; and destabilising challenges
peer worker growth and recovery, and a range of sub-
themes. This is the first qualitative evidence synthesis to
explore the experiences of peer workers with experience
of homelessness and substance use who are now working
at this intersection, as they navigate their roles. As noted
previously, recognition of the benefits of peer support
has increased in recent years, leading to greater involve-
ment of peers providing formal support to individuals
experiencing challenges around homelessness and sub-
stance use as part of services in both substance use and
homelessness services. This qualitative evidence synthe-
sis specifically focuses on the perspectives of peer work-
ers themselves at the intersection of homelessness and
substance use to provide a synthesis of a key area of peer
work that has received little attention. While our original
intention was to synthesise evidence related to role tran-
sitions, we did not find studies that focused specifically
on transitioning to the role, and support for such role
transitions. However, in synthesising the evidence related
to peers’ roles, we gleaned substantive insights into strat-
egies for enhancing the support to those transitioning
into peer roles. We now focus on the insights from this
synthesis for supporting peer work.

The peer worker role encompassed a number of skills
and abilities (described as qualities of the role) such as
using intuition, taking initiative, belief in their ability
to do the work, not giving up on people, and the innate
ability to develop trust and relationships. Related stud-
ies have shown that peer workers are particularly adept
at building trust and fostering positive change with cli-
ents, leveraging their experiential knowledge to create
inclusive and impactful relationships [3, 53]. Providing
insight into the most important qualities of peer work
can be helpful in relation to identifying individuals who
may become peer workers and supporting transitions
into the role. There is a need for far greater organisa-
tional clarity regarding the peer worker role [54—56]. The
qualities and key components outlined in this synthesis
provide insights into how job descriptions can be crafted
to enhance the clarity and contribution of peer worker
roles. Such clarity can help to create a basis of addressing
differences in approaches, and managing potential con-
flicts and tensions with other workers, as well as ensuring
appropriate support is provided to those in these roles.

In all types of work in the substance use and home-
lessness sector, there are issues around setting bounda-
ries [1, 48]. This is particularly acute for peer workers
whose lived experiences are a key feature of their role
and work with others. While sharing experiences was a
way to connect, there is also a need for peer workers to
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set boundaries about what is shared, as well as creating
boundaries related to work hours. The experiences of
peer workers in this review, and related research, high-
light the importance of giving back and being a role
model for their communities. There appears to be a deep
and enduring commitment to others and finding ways to
manage this commitment, as well as care for oneself, is
a unique situation for peer workers who are often mem-
bers of the communities they serve. Other studies of peer
work have also highlighted this, with the recognition that
crises are not confined to working hours [7]. This high-
lights the importance of setting boundaries to support
health and wellness for peer workers. However, bound-
ary setting for peer workers, given their experiences,
is not going to be the same as the guidelines for profes-
sionals who are situated differently. Notably, several stud-
ies talked about ‘consequences’ for crossing boundaries,
without providing detail as to what these might be [438,
51]. Thus, there is a need for open and ongoing engage-
ment around what constitutes safe boundaries in the
context of peer work that supports and promotes the
health and wellbeing of workers. Training around set-
ting appropriate boundaries to keep peer workers safe
and to support their wellbeing appears to be of particular
importance.

As noted in this review, relationships with other peer
workers are an important source of support, including
opportunities to debrief. This peer-to-peer support,
alongside other professional support and mentorship,
may enhance role transitions and experiences [36, 57].
There are additional challenges that come from work-
ing in highly emotional and stressful situations and
supporting individuals with complex needs including
traumatic life experiences who may display challenging
behaviours. Clinical supervision has been identified in
four of the nine included studies as an important source
of support to the peer workers. Our findings suggest
that it is vital to distil and identify key components of
adequate clinical supervision for those working at this
intersection. Peer workers across the studies in this
review highlighted the importance of positive factors
such as the need for training, personal, professional
and career development opportunities, as well as sus-
tainable employment. For those who were in paid roles,
adequate remuneration was highlighted as important.
This concern is echoed by those working in multiple
sectors (harm reduction services, mental health and
alcohol and treatment services) [53, 58, 59]. Peer work
is commonly considered ‘low barrier’ work (casual
employment or volunteer) and experienced as ‘precari-
ous, due to lack of permanent employment that pro-
vides financial stability, benefits, and job security [58].
Given the diverse and extensive benefits of peer work
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that have been identified in this synthesis, there is an
urgent need to recognise, formalise, properly remuner-
ate, and provide additional training for these roles. The
need for such professionalisation speaks to the organi-
sational context and seeing peer workers as employees
rather than volunteers. Clearly, transitioning to the role
would be supported by clear job descriptions, stable
working conditions, adequate pay and benefits along-
side orientation and training [1].

There are key milestones in peer worker professional
development, namely: orientation and training, adapt-
ing to organisational culture, managing relationships, and
engaging with opportunities for professional develop-
ment. A range of studies have identified a mix of formal
training with on-the-job learning, yet detailed insights
into peer worker experiences and evaluation of this
process are limited [27, 50, 53, 57, 60—63]. In adapting
to organisational culture, peer workers have faced chal-
lenges in integrating their experiential expertise within
professional environments, navigating tensions between
differently valued knowledge types (i.e., lived versus pro-
fessional experience) [61, 64, 65]. However, the literature
highlights a significant gap in the development of pro-
fessional networks with other professionals in the field
beyond organisational boundaries, where peer workers
often feel undervalued by external non-peer colleagues.
As reflected elsewhere, organisations employing peer
workers across homelessness and substance use support
have developed internal support systems to try to help
manage and strengthen these external professional rela-
tionships [57, 60, 66, 67]. Lastly, opportunities for peer
worker professional development remain under-explored
in the literature, with only a limited number of studies
indicating pathways to career advancement and a lack of
exploration of transitions from volunteering to paid roles
within organisations which is a common route for those
with lived experience in this field [50].

In terms of implications, there is a clear evidence gap
in understanding peer workers’ experiences of transition-
ing into such roles. This is important in terms of provid-
ing suitable support for those currently receiving support
to subsequently become a peer worker, therefore build-
ing capacity in the field. Future research should explore
these transitions. There is also limited research regarding
the experiences of female peer workers in particular, who
may be more likely to experience challenges of becoming
peer workers and difficulties in their roles compared to
males. Future research could explore these experiences in
depth. There is a need for organisations employing peer
workers to ensure they are fully integrated in teams, pro-
vided with appropriate training and development oppor-
tunities, stable working conditions, and supervision. The
findings of this review provide insight into the factors
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that organisations may wish to consider when employing
peer workers.

Strengths and limitations

This qualitative evidence synthesis has provided insight
into the experiences of peer workers providing support at
the intersection of homelessness and substance use and
is the first to synthesise these experiences. We ensured
the review was conducted rigorously, by involving several
authors at each stage of the process. The review was con-
ducted by a wide interdisciplinary team with an interna-
tional perspective, including those who have worked as
peer workers. The findings of this synthesis, however, are
based on the views of those only in the included studies
and therefore represents a small sample of those working
as peer workers with lived experience of homelessness
and substance use. We specifically focused on studies
that were conducted at this intersect, meaning studies
that focused solely on substance use or homelessness
were not included. Most of the studies were conducted
in the UK (mainly England) which may limit transfer-
ability of findings to other settings, particularly in terms
of differences between those currently using substances
and those who may be abstinent, with peer workers’
current substance use reported only explicitly in North
American studies [28, 53, 54]. As noted above, gender
and ethnicity were not reported across all studies and
therefore the findings are limited to the perspectives of
a mostly male cohort of peer workers. Finally, the qual-
ity of the included studies, assessed using CASP, varied.
Most studies were of moderate to high quality, and those
with lower scores often did not contain sufficient detail
regarding the quality appraisal components. Importantly,
the majority reported rigorous data analysis. While some
studies did not score highly using CASP, we had mainly
low concerns about their methodological limitations. The
themes presented in our review are supported by studies
with methodological strengths and weaknesses, and for
all themes the findings were discussed in at least six of
the nine studies, ensuring that themes are based across
a wide variety of studies and not just a few lower quality
ones.

Conclusion

In this qualitative evidence synthesis, we focused
on peer work at the intersection of substance use
and homelessness, revealing important insights for
research, policy and practice related to peer worker
role and qualities, benefits, and challenges as well as the
importance of relationships. The role qualities highlight
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the value of lived experience as a way of creating sup-
portive and trusting relationships with those they are
working with. Relatedly, this created several challenges
linked to the need for setting boundaries and managing
relationships with other professionals who are situated
differently with potentially different work responsibili-
ties and roles despite sharing similar qualities. Other
challenges related to organisational support such as
training, career development and job security. From
this review, we gleaned insights for those employing
peer workers to support role transitions such as clear
job descriptions that encompass peer worker qualities
and the potential of peer-to-peer support in addition to
other professional and organisational supports.
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