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Session Objectives
• Discuss evidence surrounding peer recovery models 
• Describe how peer recovery has evolved over the past 20 years
• Challenges and opportunities for implementing peer recovery 

models in a rural ED 
• Describe the benefit peer recovery coaches provide people with 

SUD, including peer recovery centers, EDs, and MAT clinics
• Explain the significance of rurality on peer recovery
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1 general continuing education credits for social workers 
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contraindications in the care of patients.

This activity is free from any commercial support.
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• Provide locatable sources of community-
based recovery peer to peer support 
beyond the clinical setting…
• Help individuals achieve sustained 

recovery by building and successfully 
mobilizing personal, social, 
environmental, and cultural resources 
(recovery capital)

Recovery Community Centers are intended to …



Recovery 
Community 
Centers are 
NOT…

Residential 
centers

Sober living 
environments

Treatment 
centers

12-step 
clubhouses

Drop-in (clinical) 
centers



Principles of RCCs

Source of recovery capital at the community level
• Provide different services than formal treatment
• Offer more formal and tangible linkages to social services, 

employment, training and educational agencies than do 
mutual-help organizations

There are many pathways to recovery
• RCCs not allied with any specific recovery philosophy/model
• All and any pathway to recovery should be celebrated



RCCs may foster or provide many of the active 
ingredients of recovery reported by persons in 

recovery…(CHIME)

CONNECTION HOPE AND 
OPTIMISM

POSITIVE SOCIAL 
IDENTITY

MEANING AND 
PURPOSE

EMPOWERMENT



Challenges faced by rural Peer Recovery Community 
Centers include…
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Peer support 
network

PrivacyWorkforce and 
service 

availability 

Transportation



Rural RCCs and Transportation

• Longer travel duration
• Limited access to public transportation
• Financial burden of public and private transportation
• Higher change of transportation accidents 
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Rural RCCs, Workforce, and Services

• Lower quorum of people in recovery means fewer people able 
to run centers and programs
• Fewer recoverees/staff may reduce “sense of community” 
• Limited funding depending on RCC’s funding source
• Certain services may not be offered, or are offered in lower 

quantity/quality
• Limited Internet access or low quality Internet
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Privacy

•Smaller communities afford less anonymity
•Social stigma of substance use disorder (even in 
recovery) 
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Rural RCCs and Peer Support Networks
• Smaller recovery community
• Group meetings and other community events will be smaller and 

may not meet a sufficient threshold of peer support needed to 
facilitate therapeutic factors 
• Subgroups within the recovery population (e.g., veterans, 

racial/ethnic minority groups, LGBTQ+) may not have access to 
peers or services that meet needs of subgroups offered by urban 
RCCs
• People may have to travel long distances to enter treatment 

programs and become isolated from their local peer RCC 
community
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75% of 
individuals 

with SUD will 
achieve full 
sustained 
remissionRecovery 

Priming
Recovery 

Monitoring
Recovery 

Mentoring

Opportunity for 
earlier detection 

through 
screening in 

non-specialty 
settings like 

primary care/ED

Clinical course to remission for addiction cases… can we 
speed this up?

Addiction 
Onset

Help 
Seeking

Full 
Sustained 
Remission

Reinstatement
Risk drops 
below 15%

4-5 years 8 years 5 years

Self-
initiated 

cessation 
attempts

4-5 
Treatment 
episodes/

mutual-help

Continuing 
care/

mutual-help



• Putting out the fire –addressing acute clinical 
pathology - good job

• Preventing it from re-igniting (RP) - strong 
emphasis, but pragmatic disconnect…

• Architectural planning (recovery plan) –neglected

• Building materials (recovery capital) –neglected

• Granting “rebuilding permits” - (removing barriers  
- neglected)

50 years of Progress: Burning building analogy…

 



In fact, the concept of SUD “treatment” is changing…
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Circuits Involved in Drug Use and Addiction

All of these brain regions must be considered in developing strategies to effectively treat addiction.



Allostasis (maintaining an organism’s stability [homeostasis] through change) occurs both 
during the development of addiction and of recovery… 



RECOVERY IS A COMPLEX PROCESS

• Genetics
• Gender
• Other Mental Illness

• Treatment
• Stigma and discrimination
• Social support
• Cultural/Community attitudes

• Housing
• Employment
• Income
• Education
• Healthcare access/quality

• Community
• Hope + Optimism
• Self-Esteem
• Meaning + Purpose
• Empowerment

Environment

Recovery Capital

Brain Mechanisms

Recovery

Biology/Genes

RESILIENCE FACTORS



RCCs Mechanisms

Remission 
+ 

Enhanced 
QOL

RCCs
Recovery 

Capital

Bio
Psycho
Social

Change
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Recovery Community Centers:
New Findings



Three aims…

● Survey of RCC 
directors and staff

● Cross-sectional 
survey of existing RCC 
participants

● Longitudinal 
investigation of new 
RCC participants 



RCC Questions we 
need to answer…

● What are they?

● Where are they?

● Who runs them?

● Who uses them?

● How are they funded?

● What do they provide?

● How helpful are they?



Directors and Staff Interviews
Investigation of RCCs:





RESULTS ‘New Kid On The Block’

Kelly JF et al.  New Kid on the Block: An Investigation of the Physical, Operational, Personnel and Service Characteristics of Recovery Community Centers in The United States

● Mostly in urban/suburban locations, have 
moderate-good attractiveness/ quality and 
are fairly quickly accessible

● Operating for an average of 8.5 years with a 
dozen to more than two thousand 
visitors/month

● Center directors were mostly female with 
primary drug histories of alcohol , cocaine, 
or opioids. 
○ Most, but not all, directors and staff 

were in recovery. 

● RCC visitors: Male, White, unemployed, 
criminal-justice system-involved 

● RCCs reported a range of services 
including 
○ Social/Recreational
○ Mutual-Help
○ Recovery Coaching
○ Employment and Education 

Assistance
○ Medication-assisted treatment (MAT) 

support and overdose reversal 
training were less frequently offered, 
despite their high ratings by staff



RESULTS: Referral Source ‘New Kid On The Block’



‘New Kid On The Block’

Kelly JF et al.  New Kid on the Block: An Investigation of the Physical, Operational, Personnel and Service Characteristics of Recovery Community Centers in The United States

RESULTS
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Services provided

Housing 
Assistance

Basic Needs 
Assistance

NARCAN 
Training

Employment 
Assistance

Recovery 
Coaching

Recreational 
Activities

Volunteering

Peer-Facilitated 
Support Groups

Medication-
Assisted 

Treatment

Health 
Nutrition 
Exercise

Technology
/Internet

All recovery 
meetings

Mutual-Help 
Meetings

Expressive 
Arts

Education 
Assistance

Family 
Support 
Services

Mental 
Health 
Support

Smoking 
Cessation

Legal 
Assistance

Financial 
Services

Childcare 
Services



Services Provided



Existing RCC Participants
Cross-Sectional Analysis





Cross-Sectional Results of 
Current RCC members 

(N=336)

● Age/gender: Mean age = 41 (SD 12.4); 
50% women 

● Sexual Minority Status: 23% LGBTQ

● Race/Ethnicity: Predominantly White 
(78.6%); 11% Hispanic

● Education: high school or lower 
education (48.8%)

● Income: 45.2% <$10,000 past-year 
household income 

● Primary Substance: Most had either 
primary opioid (32.7%) or alcohol 
(26.8%); also some cocaine (13.7%)

● Psychiatric Diagnosis (Lifetime): Just 
under half (48.5%)

● Prior SUD treatment: 72%



Cross-Sectional Survey (N=366) - RCC Experiences 

Of note, QOL in this 
sample was half a SD 
higher than in 
NRS study despite shorter 
time in recovery in this 
sample….
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RESULTS ‘One-Stop Shopping For Recovery’

Kelly JF, Stout RL, Jason LA, Fallah-Soy N, Hoffman LA, Hoeppner BB. One Stop-Shopping for Recovery: An Investigation of Participant Characteristics and Benefits Derived From U.S. Recovery Community Centers

Most commonly 
used services at 
RCCs

RCCs are utilized by an array of 
individuals with few resources and 
primary opioid or alcohol histories. 

Rated Helpfulness of 
Services Used by 
Members





● Whereas strong social supportive 
elements were common and highly 
rated, RCCs appear to play a more 
unique role not provided either by 
formal treatment or by MHOs in 
facilitating the acquisition of recovery 
capital and thereby enhancing 
functioning and quality of life.



Longitudinal Analysis
New RCC Participants



Results: Longitudinal 
Analysis of New Participants

• New RCC participants were either in or seeking recovery and

were:
• Mostly young- to middle-aged
• Racially diverse
• Single
• Unemployed
• Adult men and women
• With low education and income
• Suffering from primary opioid or alcohol use disorder
• History of comorbid mental health problems
• Prior professional and mutual-help organization participation. 

• Reflects high clinical severity and few resources - indicative of a need to provide 
the kinds of recovery-specific support and infrastructures that RCCs are shown 
to possess (Haberle et al., 2014; Kelly, Fallah-Sohy, et al., 2020; Valentine, 2011). 



Table 2 - Predictors of RCC Engagement (n=275 included, n=138 with known outcome)

Type of Variable Univariate Multivariable b
Variable OR 95% CI p aOR 95% CI p

Demographics
Age 1.02 (1.00, 1.05) 0.11
Gender (female vs.  male) a 1.65 (0.73, 3.74) 0.22
Sexual orientation (any vs. heterosexual) 0.74 (0.51, 1.07) 0.11
Race (Black vs. White) a 1.19 (0.70, 2.04) 0.52
Ethnicity (Hispanic vs. not) 1.83 (1.11, 3.00) * 0.02 2.32 (1.28, 4.19) ** 0.006
Education (ref = High school or less)

Some college or other degree 1.40 (0.84, 2.32) 0.19
BA or higher 0.91 (0.48, 1.72) 0.77

Income (ref = Less than $10,000)
$10,000 to $49,999 0.93 (0.48, 1.82) 0.84
$50,000 or more 0.99 (0.30, 3.21) 0.98

Accessibility of the RCC
Mode of transportation (walks there vs. not) 0.75 (0.54, 1.04) 0.08 0.58 (0.38, 0.89) * 0.015
Time to get there (within 15min vs. more) 1.41 (1.01, 1.95) * 0.04 1.67 (1.11, 2.52) * 0.016

Substance Use
Recovery stage (seeking vs. in recovery) 0.72 (0.42, 1.24) 0.23
Primary substance (opioid vs. other) 0.80 (0.59, 1.07) 0.14
Polysubstance use (3+ vs. 1-2 substances) 1.29 (0.89, 1.86) 0.18
Tobacco use (current vs. not) 0.96 (0.70, 1.30) 0.77

Baseline Levels of Substance Use Outcomes
Abstinent from all substances (in %, n) 1.25 (0.71, 2.18) 0.43
Length of abstinence (1+ month vs. less) 1.29 (0.93, 1.78) 0.13
Problem-free for 90 days (no days drunk, etc.) 1.15 (0.78, 1.69) 0.47

Mental Health

Quality of Life
Quality of Life (EUROHIS-QOL) 1.63 (1.08, 2.46) * 0.02 2.09 (1.16, 3.77) * 0.015
Self-esteem (1 item, 1-10 scale) 1.11 (0.99, 1.25) 0.08 1.03 (0.88, 1.22) 0.705
Psychological distress (Kessler-6) 0.82 (0.59, 1.14) 0.24

Addiction and Recovery Services Use
Outpatient addiction treatment 1.31 (0.97, 1.76) 0.08 1.60 (1.11, 2.32) * 0.013
Alcohol/drug detoxification 1.18 (0.83, 1.68) 0.36

Approx. 60% 
FOLLOWED UP

PREDICTORS OF RCC 
ENGAGEMENT

Among new RCC attendees, 
sig. predictors of engagement 
were: how accessible the RCC 

was (in travel time –
implications for rural areas); 

higher QOL (but was 1 SD 
lower than gen. pop; Hispanic 

ethnicity; prior outpt tx



Table 4 - RCC outcomes 3 months after starting at the RCC

Baseline Baseline 3-Month Change

all retained retained

(n=275) (n=138) (n=138) (n=275)

M/% (SD/n) M/% (SD/n) M/% (SD/n) b 95% CI p

Substance Use

Abstinent from all substances (in %, n) a 88.7 (244) 91.3 (126) 91.3 (126) 0.14 (-0.42, 0.69) 0.63

Length of abstinence (1+ month vs. less) a 64.4 (177) 65.2 (90) 75.4 (104) 0.49 (0.10, 0.87) 0.01 *

Problem-free for 90 days (no days drunk, high, interferred) a 38.9 (107) 46.4 (64) 65.2 (90) 0.97 (0.57, 1.37) <.0001 **

Recovery Assets

Recovery Capital (BARC 10 items, 1-6 scale) 4.8 (1.0) 4.9 (0.9) 4.9 (0.9) 0.00 (-0.14, 0.14) 1.00

Social support for recovery (CEST-SS; 9 items, 1-6 scale) 4.8 (1.0) 5.0 (0.9) 4.9 (1.0) 0.01 (-0.15, 0.17) 0.90

Quality of Life (QoL) (in mean, SD)

Quality of Life (EUROHIS-QOL; 8 items, 1-5 scale) 3.4 (0.8) 3.5 (0.7) 3.6 (0.8) 0.14 (0.03, 0.24) 0.01 *

Self-esteem (1 item, 1-10 scale) 6.2 (2.8) 6.4 (2.8) 6.7 (2.6) 0.41 (0.04, 0.77) 0.03 *

Psychological distress (Kessler-6, 6 items, 0-4 scale) 2.3 (1.0) 2.2 (0.9) 2.0 (1.0) -0.22 (-0.37, -0.07) 0.00 **
Note: M = mean, SD = standard deviation, b = estimate of TIME (ref=baseline); model includes significant predictors of 3-month within-window survey completion (i.e., mode of transportation to RCC, 
travel time to RCC, has utilized outpatient treatment, level of perceived social support for recovery) as covariates and models participants as nested within sites; all n=275 included in repeated 
measures model; ** p < 0.01; a = binary distribution modeled using GENMOD

RCC participation for new attendees was associated with increases in length of 
abstinence, decreases in substance-related problems, and significant 

improvements in QOL, self-esteem, and decreases in psychological distress

?

?
Could be due to the fact that “new” RCC attendees could be either seeking or in recovery. So, 
many might have already accrued some of these aspects of social support and elements of 
recovery capital and were attending the RCCs for other reasons…



Important Research Design 
Limitations to Consider…

• Largely cross-sectional without comparison groups- estimates reflect those who 
are currently participating and cannot speak to relative benefit nor 
discontinuation/dissatisfaction with RCCs – future longitudinal, comparative 
research needed 
• A lot was covered in this study with few resources (R21); more detailed 

investigation and engagement with current members (via more in-depth in-
person interviews etc) may lead to higher follow-ups (in longitudinal work) and 
enhanced data accuracy/quality
• Quantity of RCCs has expanded rapidly during the past several years; observed 

estimates here may have changed with increased availability and accessibility 
and changing standards and norms as RCCs benefit from their own accumulating 
experiences and adapt services/practices to better engage/meet needs of 
potential participants 



Summary and Implications 

This first systematic study of RCCs in one US region (New England and NY state) suggests some 
consistent/inconsistent preliminary findings reflecting themes of who uses RCCs, to what degree, and the 
types and degree of benefit… 

• Findings from RCC Director report, cross-sectional survey of existing members, and short-term longitudinal study of new 
RCC members suggest individuals with primary opioid and alcohol histories, who have few resources and more severe 
clinical histories utilize RCCs; one in five are young adult; about one quarter identify as sexual minority; Hispanic ethnicity 
predicts engagement;  about 50-60% current smokers; many in early recovery but substantial proportion use RCCs in first 
5 yrs of recovery…

• A large variety of services are offered and utilized and highly valued among current attendees; mutual-support groups, 
volunteer opportunities, utilized and highly valued; other aspects such as technology, family support; NARCAN training 
highly valued but offered less frequently…

• Preliminary empirical support from cross-sectional survey (with lengthier duration of RCC participation) … for the idea 
that RCCs may uniquely provide access to recovery capital than in turn may enhance quality of life/funx, self-esteem, 
decrease distress and that these benefits in turn, help facilitate continued remission and strengthen recovery

• Some discrepancies observed among new members, however, who, while showing benefits in reducing SUD problems and 
increasing continuous abstinence and QOL/Self-esteem, and decreases in distress, did not show increases in recovery 
capital and social support…



Strategies to improve peer recovery support in rural 
communities:
• Partner with other local health and community facilities
• Increase incentives for staff to remain at workplace
• Establish partnerships with transportation services or provide 

transportation (esp. given travel time to RCC was strong predictor of 
engagement)
• Provide telehealth and remote recovery resources

Rural peer recovery support should be able to focus on getting participants 
well, as opposed to getting participants to the RCCs.
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Assertively Linking People to Care:
Building a Peer Recovery Coach Program 
in the Emergency Department
Mark Depman, M.D.
Department of Emergency Medicine
Central Vermont Medical Center (CVMC)
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Central Vermont’s rural Barre Health Service Area
Peer Recovery Services: 

How can you assertively link 
people to Peer Recovery 

Services in a rurally dispersed 
population?



The Turning Point Center of Central Vermont’s 
Scope of Services

• Open M, Tu, W 10am-5pm, W, F 10am-9m, Sa 6pm-9pm
• Meetings now are in-person and conducted via Zoom
• SMART Recovery 4 Point Program
• All Recovery Meetings facilitated by a trained person in long-term recovery
• Recovery Coaching program
• Making Recovery Easier Workshops
• Job and Career Counseling (VT DOL)
• Writer’s Group
• NA and AA meetings (S, S, M, Th, F, F, Sa, Sa)

Peer Recovery Services: 



Peer Recovery Coaches in the ED: 

There are many paths to recovery.
The ED is a unique locus of acute crisis for people throughout our rurally 
dispersed region. That creates an opportunity – an extraordinary moment in time 
- for PRC’s to assertively connect with those people and stay connected. 

Assertively connecting means being there.

The Value Statement



2013 2014 2016 2019 2020 20212017 20182015 
Key TPCCV collaborations

COVID-19

Overview of mileposts: 
Turning Point Center & CVMC

Planning RAM (Opioid-Rapid 
Access to MAT in the ED)

Embedded 24/7 Peer 
Recovery Coaches in 

ED (MOU)

RAM implementation

ROAD 
implementation

HRSA-RCORP Planning (2019-2020) and 
Implementation (2020-2023) grants

Creation of the Washington County 
Substance Abuse Regional 

Partnership (WCSARP)
now the Central Vermont 

Prevention Coalition (CVPC)

Visit to Rhode 
Island’s Anchor 

Recovery ED model 

Vermont’s Opioid-Hub 
and Spoke model

Extension of SBIRT to 
CVMC Women’s Health

Planning Alcohol focused 
RAM + Hub & Spoke 
(Refocus on Alcohol 

Dependence - ROAD)
CVMC ED begins 
universal SBIRT

CURES ACT



Peer Recovery Coaches in the ED: 

• It also brings into focus social determinants that will impact the success of recovery
• PRC’s in the ED work together on a common goal with the nurses, doctors/advanced 

practice providers, social workers as part of the care team
• Staff recognition of the PRC role and lived experience adds nuance and 

understanding to patient lives and reduces stigma
• PRC’s are recognized as the glue that holds the continuum of care 

together during and after the ED visit, even to the distant towns in our region

The Value Statement in a rural environment

There are many paths to recovery.
The ED is a unique locus of acute crisis for people throughout our rurally dispersed 
region. That creates an opportunity – an extraordinary moment in time - for PRC’s 
to assertively connect with those people and stay connected. 

Assertively connecting means being there.



• 24/7 availability; iPads during deep months of COVID before staff vaccinated
• PRC paged through EMR Order Set; intervention in ED with patient; may continue 

into hospital if admitted
• After discharge,  attempts to contact once a day for 10 days  then 3x/week for 4 

weeks
• Once contact made, 30 days engagement by mutual consent

• Last quarter: 124 total/67 unique participants with 91% engagement in follow up, contacted 
within 48 hours

• Some patients who decline services later reach out to engage                   
• Data collection
• Communication with Case Management team 
• Leverage resources from CORA: TracFones and medication lock boxes

Peer Recovery Coaches in the ED: 
The Role



• Successes:
• Training & supervision – Recovery Coach Academy; Coachervision

(CCAR)
• Teambuilding and support
• Increasing opportunities in the ED and back at the Recovery 

Center for shadowing to build confidence and inner strength
• All of this helps with retention in our challenging rural 

environment

Peer Recovery Coaches in the ED: 
Building Excellence and Sustainability



• Challenges: 
• Recruitment

• Increasing need for technical and communication skills; comfort in hospital 
environment

• Sustainable funding sources
• Federal and state grants as funding sources are not sustainable
• Models needed for including PRC services in bundled payments for care in a 

hospital, “hub” or “spoke”
• Livable wage & benefits

• Current hourly compensation model
• Full time vs. half time employment
• Lack of benefits

Peer Recovery Coaches in the ED: 
Building Excellence and Sustainability



• Hospital HR departments
• Background checks and process to work through such issues have 

proven to be delaying, triggering, often leading to painful 
conversations
• Educate your HR departments and help reduce stigma

• “the very experience that ‘disqualifies’ me is what makes me great at my 
work”; “when people in recovery change their lives…they change their 
lives”

Peer Recovery Coaches in the ED: 
The Unexpected



• Already connected to 
• Remote access to TPCCV programs throughout and beyond COVID
• MAT teams and Hub
• Montpelier and Barre PD
• Washington County Treatment Court
• Gifford Medical Center in Randolph (Orange County)

• In development
• Leadership of regional PWLE Advisory Council
• Pregnant and postpartum women’s clinic 
• Regional 24/7 behavioral health crisis intervention team (CIT)
• Recovery housing for mothers w/children in Barre

• Need identified in
• Justice Center Circles of Support and Accountability (COSA) programs
• Primary care practices/integrated behavioral health

Peer Recovery Coaches in Other Settings: 
Demand-- Demand-- Demand

How do you saturate a 
rural county with peer 

recovery services?





Peer Recovery Coaching: 
The Impact
Liza Ryan, Peer Recovery Coach
Turning Point Center of Central Vermont
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How did you become a Peer Recovery Coach?

2019 2020 20212017 2018

COVID-19

Graduated from 
Recovery Vermont’s 

Recovery Coach 
Academy 

Turning Point Center of 
Chittenden County

Joined UVMMC ED 
Peer Recovery Program 

in Burlington

Provided recovery support services in 
the General Assistance hotels that 

provide safe housing during COVID-19 
to those experiencing homelessness 

Joined Copley ED Peer 
Recovery Program in 

Morrisville

North Central Vermont 
Recovery Center



Why did you become a Peer Recovery Coach?



• Harm Reduction vs Abstinence Based 
• Getting connected to services if there are co occurring mental health 

conditions 

Different Paths to Recovery 
• 12 step based programs 
• SMART recovery 
• Spirituality 
• MAT and MAT support groups 

Why did you become a Peer Recovery Coach?
Recovery does not look the same for everyone

Recovery



Empowering those to connect with the available resources around them
• AUD and SUD can be extremely isolating
• “The opposite of addiction is connection” 
• Helping to identify the community partners that someone would need 

to be successful in their recovery 

For Example: Local Recovery Centers, Syringe Service Programs, Outpatient Treatment, Recovery 
Meetings, Connection to Primary Care Physician, Recovery Housing, Economic and Food Assistance 

Engaging in the recovery community
Why did you become a Peer Recovery Coach?



Why did you become a Peer Recovery Coach?

Meeting people where they are at in their recovery journey
• You can start working with a recovery coach at any point in your 

recovery 
• Working as an ED Recovery Coach there may be more immediate 

needs such as safe housing and access to MAT 
• Those in early sustained recovery may need support around finding 

meetings or developing healthy habits and routine 

Individual Support



How do you think your job is influenced by working 
in a rural community?



• Many resources are not within walking distance

• There are long drives to MAT providers, which impacts childcare, 
employment, and many other areas of life

Transportation and Accessible Services

How do you think your job is influenced 
by working in a rural community?



• Where to find support and “your people”

• Finding and connecting with service providers

• Smaller communities = Less recovery meetings

Lack of Connection and Visibility

How do you think your job is influenced 
by working in a rural community?



• Practically no affordable housing in Lamoille County, difficult to move 
away from previous housing where there may have been prior 
substance use 

• Often difficult to apply for apartment housing due to employment 
history and/or involvement with CJ system 

Safe and Affordable Housing

How do you think your job is influenced 
by working in a rural community?



How do you believe Peer Recovery Coaches contribute to the 
recovery landscape, especially in smaller rural communities?



How do Peer Recovery Coaches contribute to 
the recovery landscape in rural communities? 

• With less resources centered in rural communities, recovery coaches 
can work with people longer to ensure they are being supported and 
held until connecting with more service providers
• You can work with someone in the ED and continue to serve as their 

primary recovery coach even after EDRC team engagement has ended 

Serving an interim and/or long-term role



How do Peer Recovery Coaches contribute to 
the recovery landscape in rural communities? 

• ED vs Recovery Center

• Recovery coaches should be in every ED, providing peer support and offering 
introduction to recovery services 24/7

Brief Interventions

Emergency Department Recovery Center

Team of 4-5 coaches is on call 24/7 People call center to complete intake 

Access to coach within 30mins 2-3 day intake and assignment process 

Often connecting to higher level of care 
(residential, hospitalization) 

Coaching used as step down for sustained 
recovery support 

Often someone's first introduction to 
peer recovery services 

May have familiarity with recovery center 
or have been connected through other
provider 



How do Peer Recovery Coaches contribute to 
the recovery landscape in rural communities? 

• The in’s and out’s of what providers do vs what they do not do, can be 
different in rural communities 
• Prescribing MAT in the ED 
• RAM program in Lamoille County (https://lamoillemat.org/)

• Cellphone distribution in Copley Emergency Department through CORA 

Understanding the recovery landscape

https://lamoillemat.org/


What is the hardest part of the work for you?



• There is a shortage of long-term residential beds in the state of VT
• Lack of understanding around the urgency of people reaching out for 

help
• Support and housing for those awaiting residential bed (maybe still in 

active addiction or unable to return to previous housing) 

Waitlists and inadequate resources
What is the hardest part of the work for you?



• Education with primary care physicians, mental health service 
providers, etc
• Lack of recovery visibility in rural communities 
• With resources wide spread among communities, there lacks a central place 

for those in recovery to be 

• Resources do exist
• NCVRC and Jenna’s Promise

Challenging Stigma
What is the hardest part of the work for you?



What is the most rewarding part of the work for you?



What is the most rewarding 
part of the work for you?

• How recovery has enriched and changed their life

• Seeing people engaged in the community and active in others 
recovery 
• Patients in ED from 2019 now serving as recovery coaches 

Seeing people’s continued success



• My own history of addiction has added value to someone else’s life

• Instilling hope in others that I have been at that same “bottom” and 
have been able to achieve recovery with the support of others 

Self worth with my own recovery

What is the most rewarding 
part of the work for you?





Questions & Discussion
Email us your questions at cora@uvm.edu
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Interested in CE/CME credits?
Visit highmarksce.com/uvmmed/

mailto:CORA@uvm.edu
about:blank


Thank you participating in this 
UVM CORA Community Rounds Workshop Series

Please join us for our upcoming Lunch and Learn as part of VCBH’s conference on 
October 8th, 2021:

Rural Vaping and Tobacco Use: 
Prevalence, Considerations, and Interventions
With Stephen T. Higgins, PhD, Andrea Villanti, PhD, MPH, and Bethany Raiff, PhD
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Register Now: go.uvm.edu/vcbh9

mailto:CORA@uvm.edu
about:blank
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