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Abstract

Literature describing the roles and activities of peers working in HIV care is limited. Evaluations of the impact of
peer-based behavior-change interventions reveal mixed results, due in part to varied program aims, structure,
evaluation mechanisms, and training. Peers themselves are important resources to address these concerns and
lay the groundwork for developing improved programs and evaluation strategies. This qualitative article de-
scribes peer support in HIV care and treatment from the perspective of 23 HIV-positive peers across the United
States. Peers reported that peer characteristics (HIV-status, common experiences, and self-care) enable them to
engage clients. Peers also required flexibility to respond to client needs, and their activities spanned four types of
social support: informational, emotional, instrumental, and affiliational. We recommend peer programs and
evaluations accommodate the broad scope of peer work by acknowledging the need for flexibility and activities
that are not always directly related to clients” HIV care and treatment.

Introduction

FOR OVER 30 YEARS, a growing body of literature has de-
scribed and systematically assessed the effectiveness of
community-based peer services in assisting people with a
variety of health needs. Evidence suggests that peers can
positively impact patient access to care services, social sup-
port, involvement in self-care activities and self-efficacy. Peers
may also contribute to cost effectiveness. However, a recent
meta-analysis of the impact of peer-based interventions on
changing health-related behaviors in adults concluded that
results have been mixed." Diverse results of experimental peer
interventions are challenging to interpret, in part because
most published reports do not include a full description of
peer activities’ reach and dose.” In addition, a full description
of the skills and qualifications of peers would improve un-
derstandings among funders, peers, and other project work-
ers regarding the specific roles of peers as part of care and

treatment programs.” Recent articles describing in detail the
implementation of peer interventions to support HIV services
represent an important advance toward understanding the
factors that contribute to the effectiveness of peer-based
support for health care.*”

An important and underutilized resource to address peer
activities and identify consistent evaluation criteria is the col-
lection of experienced peers currently working in the field of
HIV care and treatment across the United States. A logical
“bottom-up” approach, in which experienced peers describe
the roles, activities, strategies, and elements they identify as
important to their success, will help to better define peer roles.
This approach may also be the first step in identifying best
practices on which to model programs and structure evalua-
tions. Although peer-based interventions vary, the underlying
rationale for using peers is that peers share common charac-
teristics with the target community® that enable them to offer
support, encouragement, hope and mentorship to clients.” The
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role of peers has been generally described as an accessory to
professional health and social services to providing support to
vulnerable and marginalized populations.'*"*

Although some studies show promise in their evaluation
design,*” most studies examining the efficacy of peer-based
interventions do not include detailed descriptions of how
interventions are delivered in the experimental setting.” If
useful peer interventions are to be replicated, the processes
through which peer services are delivered must be docu-
mented and analyzed.®'* Qualitative research methods are
appropriate for inquiry into the nature of peer services and the
extent to which services are delivered according to pro-
grammatic definitions and expectations of peer roles."*'* To
our knowledge, literature describing the qualitative data that
illustrates in detail the roles and activities of peers working in
HIV care and treatment is limited.®'®

One of the fundamental roles for peers working in HIV
services is providing support.'® In contrast to the limited lit-
erature and mixed results of peer-based interventions, a ro-
bust body of literature characterizes the nature of social
support and clearly demonstrates its positive impact on
chronic disease management.'” Social networks and social
relationships have been found to be influential in maintaining
health and bolstering individuals’ ability to fight illness
among those living with a chronic illness, including HIV.'®!
Research has shown a positive impact of social support
on people living with HIV/AIDS in terms of medication ad-
herence,?%?%72% morbidi’cy,26 safe sex prac:tices,27 mental
health,2%?82° and disclosure of one’s HIV status.>®

The literature on social support and HIV has primarily been
limited to descriptive studies based on clients’ reports of the
amount of support they receive from family, and faith-based
and other community members.>! Throughout this literature
a solid framework has been developed and utilized to char-
acterize attributes of social suppor’c,25’32’36 and has also been
used to explore the mechanisms through which it positively
impacts HIV-related health outcomes such as medication
adherence.”””~%® Few studies have described interventions to
increase social support to people living with HIV. However,
in a review of peer-based interventions, Dennis* explored
provisions of social support and found that the same attri-
butes of social support were common across a variety of
programs with varied aims, settings, and structures). Simi-
larly for this analysis we adopted the social support frame-
work as a tool to describe the breadth of roles and activities of
the peers in our study.

Social support has generally been divided into four cate-
gories. These categorizations are based upon the functional
content within the studied relationship. The literature has
inconsistently included a fifth category, appraisal support, as
separate from emotional support. For the purposes of this
study we focused on the four categories most consistently
described in the literature: instrumental, informational, emo-
tional, and affiliational support.** Instrumental support is the
“provision of tangible aid and services that directly assist a
person in need.”***’ Informational support is characterized
by communicating advice or information to assist the person
in addressing problems or conducting self assessment.*>**
Emotional support is the “provision of empathy, love, caring
and trust.”*>* Finally, affiliational support conveys infor-
mation that the person is part of a social network of reciprocal
help or mutual obligation.>**
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This article utilizes qualitative data to explore in depth the
roles and activities of peers working in HIV care and treat-
ment, in the context of social support. Our purpose is to ex-
amine from the perspective of peers the factors and activities
that influence peer success with clients. This “bottom-up”
approach to identify what peers actually do to serve their
clients will provide additional insight that can be utilized to
evaluate new and existing peer programs. Furthermore, a
detailed description of how peers help clients engage in HIV
care will be useful for program planners, policy makers, and
funders interested in integrating peers into HIV service de-
livery programs.

Methods
Sampling procedures

In 2005, the Health Resources and Services Administration
(HRSA) HIV/AIDS Bureau, Division of Training and Tech-
nical Assistance funded three sites and a multisite evaluation
center to support HIV peer education efforts across the United
States through the Peer Education and Training Sites/Re-
source and Evaluation Center (PETS/REC) initiative. The
Initiative was supported through HRSA with Minority AIDS
Initiative (MAI) funding and was developed in response to
the growing HIV epidemic in communities of color as a
strategy to improve health outcomes and reduce health dis-
parities in underserved minority communities. To achieve this
goal, the initiative focused on two main activities: (1) training
people living with HIV to serve as peers to engage other
people living with HIV/AIDS in care and treatment and (2)
building the capacity of organizations and communities to
integrate peers into HIV care and treatment services.* As part
of a cross-site evaluation of activities, the three sites con-
ducted a qualitative study of peers who completed training at
one of the funded sites, self-identified as HIV positive, and
who were working or volunteering in HIV/AIDS services.
Purposeful selection techniques were used to select partici-
pants based on gender, race/ethnicity, and geographic loca-
tion to reflect peers who were new to providing peer services
(working with clients at least one month with no more than
five contact with each client) and those who were more ex-
perienced (with more than one client and having had at least
six client contacts since completing training) and peers not
associated with an organization but doing advocacy in the
community. An effort was made to select a group of diverse
peers from within the participating sites to ensure perspec-
tives of peers from both genders, working in rural and urban
settings in diverse geographic locations across the United
States. All sites and the multisite evaluation center obtained
approval for the study from their respective Institutional Re-
view Boards.

Data collection procedures

Two sites conducted eight in-depth interviews and one
site conducted seven in-depth interviews, each using a
semistructured guide that focused on describing two areas:
(1) the peer’s role in his/her community, program or agency
and (2) how peers believe their interaction with clients af-
fects clients” HIV knowledge, access to health care, utiliza-
tion of services, adherence to treatment, and provider
relationships, and other impacts of peer services on clients.
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Interviews were conducted between June and December
2008, 3-15 months after peers completed the training
program.

Data management and analysis

All interviews were audio recorded and transcribed ver-
batim. NVivo version 8 software (QSR International, Cam-
bridge, MA) was used to code and analyze narrative
transcripts. A team of researchers from the local study sites
and multisite center developed a preliminary coding scheme
from the interview guide that asked peers to describe their
approach to working with clients, the nature of peer—client
relationships, and what they perceived to be the impact and
the value of the services they provided. Two researchers in-
dependently read and coded each interview. The team met to
compare use of codes and resolve discrepancies in order to
achieve consensus for fidelity and strength of coded passages.
The data were then analyzed through a process of thematic
content analysis. The researchers examined the coded pas-
sages and categorized them by activity-related subthemes,
according to what activities peers reported and their percep-
tion of the effect of these activities on clients” HIV care and
treatment. Passages were selected that represented client
needs and peer activities that fell within each category. Ac-
tivities were included if reported by three or more partici-
pants. Each theme was then assigned to one or more of the
four social support categories, as determined by consensus of
three researches.

Results
Description of peer educators

Table 1 shows the characteristics of the peer educators who
were interviewed. The 23 HIV-positive interviewees were
from urban and rural regions of the United States and re-
presented a variety of demographic characteristics and peer-
work experience. Sixty-five percent were female; most (78%)
were African American; nearly a third (32%) had obtained a
college or graduate degree; and 73% were heterosexual. The
majority (78%) of the interviewees worked in a clinic setting
while 35% had been working as a peer for at least 2 years, and
48% held paid peer positions. The median number of clients
per peer was 15.

Context of peer—client relationship

To understand the context in which peers provide support
to their clients, peers were asked questions about the type of
relationship they had with their clients and how they engaged
clients in HIV care and treatment. We observed several factors
that formed the basis of the relationship, including mutually
identifying as HIV-positive, having shared experiences, and
role modeling.

HIV status was the primary factor that peers cited as en-
abling them to connect with their clients. Peers related to cli-
ents through the personal experience of living with HIV,
including accessing health care, taking medications, partici-
pating in support groups, using community resources, and in
some cases struggling with substance use. Peers reported
that disclosing shared experiences to clients allowed them to
establish credibility and motivate clients to change health
behaviors.

TABLE 1. DEMOGRAPHIC AND WORK CHARACTERISTIC

Demographic and

work characteristic n %

Gender

Female 15 65%

Male 8 35%

Average age® 45 years (range 28-59 years)

Race/ethnicity

African American/Black 18 78%

Hispanic/Latino 1 4%

White 4 18%

Education

College or graduate degree 7 32%

Some college or postsecondary 7 32%

Completed high school or GED 7 32%

Less than high school 1 4%

Sexual orientation

Bisexual 2 9%

Gay/lesbian 4 18%

Heterosexual 16 73%

Region of residence

Midwest 8 35%

Northeast 7 30%

South 8 35%

Median year of HIV diagnosis 1995

Peer work setting

Clinic 18 78%

Community-based 3 13%
organization

AIDS service organization 2 9%

Peer work status

Paid 11 48%

Volunteer 12 52%

Length of time as a peer

Less than 6 months 4 17%

6 months to 2 years 8 35%

More than 2 years 11 48%

Median number of clients 15

Total number of 23

interviewed peers

*Dates ranged from 1985 to 2006.

Some peers saw themselves as positive examples for their
clients (and others with HIV) of the rewards of good self-care.
Peers described themselves as role models. Peers did not di-
rectly model healthy behaviors such as keeping medical ap-
pointments, in front of their clients; instead they saw
themselves as “living proof” of the “reward of doing things
correctly.” This was coupled with a recognition on the part of
peers that it is important to “practice what I preach” in order
to be an effective role model.

Peer activities in the context of social support

Beyond describing the context of their relationships with
clients, peers described how they assessed and responded to
the needs of their clients. They identified a broad range of
urgent needs facing their clients and defined their scope of
work around those needs (Table 2). Peers targeted issues di-
rectly and indirectly related to HIV care and treatment based
on their assessment of clients’ needs. They often intentionally
steered conversations with their clients toward discussion of
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TABLE 2. Issues THAT PEERS TARGETED BASED OoN AssESSMENT OF CLIENTS' NEEDS

Issues directly related to HIV care and treatment

Other issues indirectly related to HIV care and treatment

Starting /continuing adherence to HIV medication regimens
Making and attending doctor appointments
Talking openly with doctor about medications
(knowing what questions to ask the doctor; raising
concerns about medication side effects)
Practicing safe sex
Knowledge of HIV and medications biology/physiology
Understanding and remembering lab test results
Researching health information

Accepting HIV-positive status

Coming out of isolation

Addiction and substance abuse

Disclosing HIV status to partners and/or family members
Maintaining stable housing

Food security

Job security

Healthy eating and exercising

client’s health behaviors, explicitly critiquing negative be-
haviors and recommending alternatives, as well as reaffirm-
ing positive behaviors.

When asked more specifically about what they do to help
their clients, peers’ self-defined scope of work included ac-
tivities directly related to clients” HIV care and treatment and
responding to additional needs, such as housing and food.
Peers’ descriptions of their activities spanned all four of the
social support categories considered (informational, emo-
tional, instrumental, and affiliational). Certain client needs
could be addressed by just one area of social support while
more complex behavioral issues such as medical adherence
were often addressed by a mix of more than one social sup-
port method. Table 3 shows a comprehensive list of the ac-
tivities peers described, classified according to the relevant
social support category.

Instrumental support Peers performed many instrumental
support activities to directly connect clients to HIV care and
treatment resources such as referring clients to providers, help-
ing clients research health information, scheduling appoint-
ments, making calls to remind clients of appointments, and
transporting clients to/from appointments. One peer stated, “If
they [client] want to research some medications they are taking
and find out about their medications, I help them do that.”

Peers did not limit their instrumental support activities to
HIV care and treatment support, but instead tailored their
services to clients” immediate needs. Peers described provid-
ing instrumental support with other needs such as substance
abuse treatment, food and housing security. A peer stated,
“Sometimes people need food, and...I'll do what I can to get
them to the food bank.” Another common type of instru-
mental support was making referrals for clients. As one peer
explained, "I had this lady, I had never met her before, she
called into [organization]. She was newly diagnosed and she
needed to know where could she go to get care...I contacted
[the] doctor and gave her information and she got her into
care...the same time she was looking for care, she has kids and
her lights was getting ready to get cut off, and I got her to an
agency that could help her pay her light bill.”

Informational support Peers described themselves as ad-
vocates who help clients learn and understand HIV-related
medical information. This involves educating clients about a
variety of topics, as well as helping clients better comprehend
medical information from his/her health care providers. Peers
did not view themselves as replacements for the provider,

rather as someone who could clarify the information by pre-
senting it from a layperson’s perspective. One peer explained
how she assisted a young lady whom she was working with
for about a month, “The doctor is wanting her to start on
treatments and she wasn’t ready. But after I talked to her...I
just broke it down on how the medications work...she un-
derstood so at her next appointment she told the doctors, ‘I'm
ready. I'm ready to...start medications’.”

The most frequent informational support activity was
helping clients to understand the importance of treatment
adherence. A peer stated, “I think our position as peer edu-
cators is very pivotal in helping people to understand the
importance of taking their medicines because so many pa-
tients think that they look good and they feel good so they
don’t have to take medicines...” Although less common,
peers also described educating clients about other health
topics indirectly related to HIV care and treatment. For ex-
ample, a peer said, “I have been teaching people about nu-
trition and food—what foods are healthy, what foods are
good for us, and about exercise and how important it is for our
way of life, quality of life.”

Another major type of informational support was helping
clients to navigate an unfamiliar health care system. Working
in conjunction with the formal health care system, peers
helped clients who were new to the system by counseling
them on what to expect. These activities were not limited to
guiding clients through the facility, but also helping famil-
iarize and prepare clients for the medical procedures they will
experience. A peer stated, “I educate people that are newly
diagnosed or just starting meds for the first time. My job is to
navigate them through the system so they know about their
disease, [and] what to expect when they start taking meds.”

Peers helped clients prepare for their medical or lab visit by
coaching them on how to advocate for themselves. A peer
explained, “I inform them on...what questions to ask, what to
look for, how to understand their labs, why they’re drawing
blood.” Peers also noted that clients often do not understand
their lab readings, even when a provider has previously ex-
plained them; hence the peers support clients by reviewing
and clarifying the information. A peer educator stated, “I told
[the client] last week when I met with him that I would be at
his appointment so when he’s finished with the doctor and the
nurse that I would like to review everything and where his
numbers are...and be there for him.”

Emotional support The peers in our study described the
importance of providing emotional support, something they
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TABLE 3. PEER AcTIVITIES CATEGORIZED BY SOCIAL SUPPORT

Informational support

Emotional support

Instrumental support Affiliational support

Share personal story®

Communicate health
information

Teach clients how to read
and understand labs

Share information
about dealing with
opportunistic infections

Communicate importance
of taking medication
(adherence)

Teach healthy eating
habits

Share information on
managing side effects

Guide clients on what
questions to ask
providers

Teach about how to have
safer sex (risk reduction)

Share information about
HIV 101

Facilitate or connect clients
with support groups®

Encourage attendance at

Share personal story®

Listen to fears, complaints,
problems, etc.

Reassure clients’ that they
are not alone, that they
are not the only person
living with HIV

Help clients deal with
disclosure issues

Connect through physical
contact (giving a hug)

Reassure clients that they
don’t have to die

Reassure clients that they
can live a “normal” or
productive life with
the diagnosis

Commit to being available,
provide client with their
full attention

Let clients know there
is hope

Aid self-esteem

Encourage effective
coping

Facilitate or connect clients
with support groups”

workshops/trainings

Assist patient in
navigating resources

Interpret medical
jargon

Remind clients of
appointments; make
and reschedule

Facilitate activities/outings
(conferences, cookouts,
game nights, etc.)

Facilitate or connect clients
with support groups”

Encourage clients to seek
support from family

appointments and friends
Connect with case Augment social
managers networks

Refer to other resources
(housing, mental health,
substance abuse support,
child care, etc.)

Provide transportation
to appointments

Follow up with clients who
do not show up for
appointments

Complete paperwork or
track down documents
that will allow clients
to see providers

Order medication refills

Visit client at hospital

Assist clients in
getting child care

Assist clients in
finding jobs

?Activities appear under two or more support methods.

observed most clients lacked. Peers described their clients as
emotionally isolated, and stressed the importance of taking
time to demonstrate caring, empathy, and comfort to help
clients begin to engage in HIV care and treatment. For ex-
ample, several peers noted that clients just needed someone to
take the time to listen to them, to alleviate their fears. One peer
shared, “A lot of times they want someone to listen to them. So
I will just sit there and...every once in awhile interject a
thought or an idea, but if a person is very emotional and wants
to cry, which I think is very therapeutic, I let them do that.”

Peers used listening and reflective techniques as a means to
help clients gain confidence in their ability to change health-
related behaviors. A peer explained, “By me sharing my story
[and] by me spending the time to listen [to] what’s going on
with her....it gave her great impact on her life to want to get it
back together.” Another peer reflected when clients share
details about their lives, a peer can use these details as an entry
point to directly discuss HIV care and treatment, “Now I see
where I do the most help is by.. .listening to what’s going on in
their lives and then I incorporate...Is this affecting the way
you take your medicines? Is this rough relationship you have
at home keeping you from staying clean and sober’?”

Peers intentionally appealed to their clients” emotions in
order to reinforce or change behaviors. This was often done
using words of encouragement and advice. As one peer put it,
“We....verbally tell them that we care about them.” A peer
described how she appealed to the clients’ self-image as a way
to reinforce good behavior, “When you see that they're
looking good, or even if they’re just clean and pressed and

well-groomed that day...” by acknowledging it aloud, the
client thinks “Somebody noticed that I'm doing the right
thing, and it makes me want to do the right thing some more.”
Another peer described brief interactions with clients in which
he integrated emotional and informational support, “If they
give me 5 minutes to sit down, then we will talk about the
health issues...Then we may...do a little exposure and dis-
closure issues.” Then the peer adds a directive, “Some of them
talk about how they are not satisfied with their treat-
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ment...and I tell them “Well you have got a choice’.

Affiliational support In addition to emotional support,
peers provided affiliational support to help draw clients out of
isolation. The peers frequently spoke about initiating social
connections for their clients to help them create an environment
that enhanced and supported their health and wellness. This
was predominantly carried out in social gatherings where cli-
ents had opportunities to bond with one another and build a
social network. A peer described, “We go out for a group ac-
tivity, and that helps a lot of people because there’s a group of
us...who have taken the courage to get out together.” Another
peer encouraged the building of social networks among clients
by introducing a cooking program during workshops where in
place of ordering food, the peer and clients cook together, “We
get closer like that through sharing the food.”

In addition to social activities designed to reduce isolation
and help clients connect to social networks, peers integrated
opportunities for clients to become more informed and en-
gaged in their HIV care and treatment. Some activities were
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planned as social and educational opportunities. One peer
explained, “We have health fairs, we go on trips to the
mountains, to the beach, conferences that are more like a
learning experience.” Another peer described how engaging
in these activities has improved her clients’ self-care behav-
iors, “We have 'Lunch and Learns’ and dinners with different
speakers that talk about different opportunistic infections...I
do everything I can to get my patients to go to those things
and to be involved and about a third of them have become
involved...and the ones that are more active are the ones that
are more adherent.”

Discussion

Our results show that peers have a unique ability to engage
and motivate clients because they can relate to them, have
experienced similar challenges and serve as HIV-positive role
models who live a healthy, balanced life. Peers view their role
broadly, and perform a wide variety of activities based on
their own assessment of each client’s needs. All peers de-
scribed activities that involved directly educating and con-
necting clients to health care resources. However, many also
described additional activities falling outside the realm of care
and treatment support that respond to clients’ basic needs and
may play an important step in engaging clients in care and
treatment. We found that peers provide all four types of social
support. These findings have implications for how peer in-
terventions can be structured and evaluated.

Our first finding was that identifying as HIV positive,
having first-hand experience with the challenges of living
with HIV and being willing to disclose this information to
their clients were elements that peers identified as crucial to
establishing a connection through which they could engage
clients in HIV care and treatment. Several peer-based inter-
ventions have been able to foster strong peer relationships by
intentionally selecting peers who shared similar characteris-
tics and struggles with the target population such as HIV-
positive status or drug use.**™*® Peers disclosed their HIV-
positive status to clients because it helped establish a com-
fortable, credible, and mutual relationship. Peers shared
stories about particular experiences they’d had as someone
living with HIV because they found this helped clients to see
themselves making health choices. Our findings are sup-
ported in the literature by Hilfinger*” who described how
HIV-positive women gained entry into their clients’ lives by
telling their own stories and incorporating their own life ex-
periences into their work. The unique nature of this relation-
ship enabled peers to help clients adopt new healthy
behaviors when, from their perspective other healthcare
providers had been unsuccessful in doing so.

That peers build rapport with clients through shared ex-
perience living with HIV has implications for how agencies
select individuals to serve as peers. In the process of selecting
peers, it may be important for organizations to seek HIV-
positive individuals who are comfortable disclosing their HIV
status and personal experiences. It may also be important for
agencies to select peers who have good self-care and can
provide clients with a role model who demonstrates the fea-
sibility of carrying out the self-care behaviors they advocate in
daily life.? Additionally, organizations that discourage peers
from disclosing personal information to clients should rec-
ognize that peer—client relationships are built around bidi-
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rectional communication and disclosure, and that this
differentiates peers from clients’ other health care providers.*®
Other research on this subject confirms that clients are gen-
erally more willing to talk to someone who “has been there.”*’

Another finding of our study was the extent to which the
peer’s role and activities were shaped by the needs of the
client. The peers described how flexibility in their roles en-
abled them to provide a wide variety of client services, both
directly and indirectly related to the clients” HIV care and
treatment. Although in our analysis we separated activities as
“directly” and “indirectly” related to clients’” HIV care and
treatment, peers themselves did not draw this distinction.
When asked about the services they provide peers’ responses
flowed fluidly between a variety of medical and nonmedical
services and they did not prioritize one above the other.

Working or volunteering in primarily clinical settings, the
peers in our study spent substantial amounts of time dealing
with clients” social, emotional, and physical needs beyond
HIV care. Other research has stressed the importance of these
types of peer support activities” as they provide both buffer-
ing effects (protecting individuals from responding harmfully
to potentially stressful events) and mediating effects (influ-
encing an individual’s self-efficacy) that positively impact
health outcomes.* Peers’ openness to the variety of needs
their clients expressed may reflect the nature of the peer-client
relationship, in which peers and clients share backgrounds
and life experiences, including the challenges (e.g., housing,
food, security, substance abuse) that may interfere with reg-
ular access to health care.** Capitalizing on the flexibility of
peers to address clients” emotional, social, and practical needs
may benefit programs aimed at retaining patients in HIV care,
given that barriers to entry and retention in care have emo-
tional as well as structural dimensions.”™>

Despite potential benefit to clients, allowing flexibility may
pose difficulties for the structure and evaluation of peer pro-
grams. Many HIV care organizations struggle with how to
build the capacity of their programs to utilize peers. Peers can
be valuable in complementing and enhancing the work of
other providers as active participants in multidisciplinary
team meetings. However, a number of the activities that peers
perform in supporting their clients may overlap with the roles
of other ancillary service staff, such as case managers and
social workers.

Consequently, agencies that seek to utilize peers would
benefit by clearly defining the role of peers with respect to
how they fit into the overall goal of the agency in relation to
the services or resources offered by other providers. Peers also
need to be well-informed of the community and health service
system infrastructure, so that they can provide referrals to
existing resources rather than duplicating or overstepping the
roles of other health care providers. Additionally, it may be
important for funding agencies to acknowledge that peer-
based interventions may be better suited to impact a broad
range of factors, rather than a single specific outcome.

The peers’ broad roles and range of day-to-day activities
also help to explain why the design and evaluation of peer
interventions of HIV care and treatment have varied sub-
stantially. The services peers provide are heavily tailored to
each client’s needs and often extend well beyond HIV-related
medical services. Developing a common set of evaluation
criteria for HIV peer support may not be realistic but evalu-
ations of the impact of peer programs could take into account
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the range of services peers provide and the variety of both
intermediary and long-term outcomes for different clients.
Intermediary outcomes that ought to be evaluated include
improved understanding of medical issues (the disease itself,
medications, and lab values), attendance at clinic visits, and
more active participation during clinic visits (asking ques-
tions, etc.); longer term outcomes include medication adher-
ence and improved health status as indicated by laboratory
tests such as CD4 and viral load.** A further aim of evalua-
tions should be to incorporate methods to assess how the
additional services peers provide that extend beyond direct
medical care (e.g., nutrition, housing security, engagement in
social activities, etc.) impact clients” engagement in HIV care
and treatment as well as overall health.

A strength of this study is that the peers were recruited
from many different peer programs that vary with respect to
geographic location, agency type and mission, peers’job titles,
and employment status (paid versus volunteer). Despite these
differences, we found that categorizing peers’ activities ac-
cording to social support attributes (informational, instru-
mental, emotional, and affiliational support) provided a
comprehensive and easy-to-use framework to characterize
how peers working in HIV care support their clients. This
corroborates Dennis™® finding that the attributes of social
support are relevant across a variety of peer interventions.

Although we found many clear examples of each type of
social support, peers described addressing complicated issues
such as medication adherence from multiple angles by inte-
grating several types of support. For example, a peer could
provide emotional support and informational support to a
newly diagnosed client to help the client come to terms with
the diagnosis and build the individual’s sense of confidence
and responsibility for self-care. Upon building the client’s
confidence, via emotional support, peers can help clients en-
gage more actively in their own care and treatment through
other support methods, such as accompanying them to doc-
tors” appointments (instrumental support) or encouraging
them to attend events to be more informed about their status
and connect with other individuals who are HIV-positive
(affiliational support).

Effective peer programs in other disciplines have been
shown to work in part because peers ‘have been there’
themselves and are personally familiar with the challenges
their clients face.***° The peers in this study reported that the
substantial amount of time they spend helping clients come
out of isolation and develop a sense of self-efficacy is a critical
factor in influencing clients” self-care and healthcare-seeking
behaviors. Though the benefits from these types of activities
on clients’ engagement in their own HIV care may be difficult
to measure, it does not imply that the benefits are nonexistent.
In the field of social support, research has been done on the
mechanisms through which social support from friends,
family, and community has improved treatment adherence
among HIV-positive individuals, and has shown that the in-
dividuals benefit because they learn to replace avoidance with
better coping skills and positive states of mind.**® Further
research is needed to explore the extent to which similar
benefits occur when clients are paired with a peer as part of an
HIV-care intervention.

There were a few limitations to this study. First, the peers
selected to be interviewed were a relatively small purposeful
sample of peers participating in the PETS Initiative. Their

experiences may not be reflective of all peers participating in
the initiative. However, care was taken to select peers who
varied with respect to their demographic characteristics,
geographic location, and length of time working as a peer.

Another limitation of this study is that the interviews were
conducted by different interviewers, and although a common
interview guide was used, interviewers varied in the exten-
siveness of follow-up questions they asked. This limited our
ability to quantify the proportion of peers who reported
having performed particular activities because we were un-
able to differentiate those who did not perform an activity
from those who were not asked about it. However, this did
not limit our ability to analyze and describe the breadth and
depth of activities that peers described.

To the best of our knowledge, this article contributes to the
emerging body of research examining the role, nature, and
perceived impact of peer activities in HIV care, from the peer
perspective. The findings from this study will be useful in
building the capacity of HIV care organizations that want to
use peers to improve HIV care and treatment, informing
funding agencies of the utility and nature of peer programs,
and develop program evaluations to examine the short-term,
long-term, direct, and indirect impacts of peer services on
clients” HIV care and treatment. Future research should also
solicit client perspectives on the support they receive from
peers. Incorporating a perceived social support assessment
would provide useful information to supplement other longer
term outcome indicators such as health care utilization,
treatment adherence, and CD4/viral load counts.
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