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a b s t r a c t 

Background: As the overdose epidemic continues to worsen, nonfatal overdose calls for service represent a critical touchpoint for intervention. While most studies 

have focused on law enforcement led post-overdose follow-up, the current study describes the programmatic characteristics and outcomes of a non-law enforcement 

post overdose program comprised of peer specialists embedded within a local police department. 

Methods: We examined information on 341 follow-up responses occurring over a 16-month study period using administrative data. We assessed programmatic 

characteristics including demographic information on clients, referral source, engagement type, and goal completion. 

Results: The results indicate that over 60% of client referrals ended in the goal of in-person contact. Of those, about 80% went on to complete an engagement goal 

with the peer specialist. We found no significant variation in client demographics and referral source or follow-up engagement (in-person or not); however, client 

referrals from law enforcement first responders, the most common source, are significantly less likely to result in an in-person contact, though, if contact is made, 

similarly likely to complete an engagement goal. 

Conclusions: Post overdose response programs that do not involve law enforcement are exceedingly rare. Given that some research has shown that police involvement 

in post overdose response can have unexpected, associated harms, it is important to assess the effectiveness of post overdose programs that do not involve the police. 

Findings here suggest that this type of program is successful at locating and engaging community members into recovery support services who have experienced an 

overdose. 
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. Introduction 

The illicit drug market has continued to transform over the past two

ecades in ways that contribute to escalating overdose rates globally

 Volkow et al., 2019 ). In the United States, nearly one million died

rom a drug overdose over the past twenty years. Most of these over-

ose deaths were opioid-related, though the type of opioid has varied

cross multiple waves, each resulting in more deaths ( Ahmad et al.,

022 ). Since 2013, increases in overdose deaths are primarily the re-

ult of illicitly manufactured fentanyl, a synthetic opioid 50 times more

otent than heroin ( Ciccarone, 2021 ). Fortunately, opioid-related over-

oses can be reversed through administration of naloxone, an antagonist

hat reverses respiratory depression caused by opioids. In most jurisdic-

ions emergency medical services (EMS) are deployed to all poisoning

vents, regardless of the substance type, and have been equipped with

aloxone since the 1970s ( Sternbach et al., 1980 ). As the overdose epi-

emic has accelerated, it has become common practice to equip other

rst responders, particularly law enforcement, with naloxone. In many

urisdictions, law enforcement respond to all poisoning events and some-

imes are first to arrive on scene ( Pourtaher et al., 2022 ; Pozo, 2022 ).

esearch suggests law enforcement can effectively administer nalox-

ne ( Fisher et al., 2016 ; Rando et al., 2015 ); however, there may also
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e drawbacks as police regularly confiscate personal belongings, force

verdose survivors to go to the hospital, and make it more likely that

n overdose event results in an arrest ( Lowder et al., 2020 ; Ray et al.,

022 ; Smiley-McDonald et al., 2022 ). 

From a public health perspective, nonfatal overdose represents a crit-

cal touchpoint for intervention ( Larochelle et al., 2019 ) to reduce risk of

 fatal overdose. Indeed, hospitals in particular appear well positioned

o play a crucial role; however, some patients refuse transport to the

ospital after a nonfatal overdose ( Ray et al., 2020 ; Wampler et al.,

011 ), or do not find a hospital setting conducive for starting recovery

 Pollini et al., 2006 ), and not all jurisdictions transport overdose vic-

ims to the hospital as there remains no established standard of care for

ersons post overdose. In response, many communities have developed

ulti-agency collaborations to provide a follow-up response to commu-

ity members after a nonfatal overdose with the goal of referral into

ommunity-based treatment and services. Although there appears to be

reat variability in response efforts, research has focused almost exclu-

ively on law enforcement driven responses. 

National prevalence of post-overdose follow-up efforts suggests most

rograms include law enforcement during the follow-up, most often

ith EMS ( Ray et al., 2023 ). Research on these efforts has been lim-

ted primarily to case studies and state-wide surveys with findings that
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Table 1 

Client demographics, referral source, and follow-up en- 

gagement ( N = 341). 

Mean SD 

Age (years) 35.85 11.26 

Race-Ethnicity Categories N Percent 

American Indian/Alaska Native 88 26.7% 

Asian 1 0.3% 

Black/African American 14 4.3% 

Hispanic/Latino 2 0.6% 

White/Caucasian 224 68.1% 

Gender 

Female 128 37.5% 

Male 213 62.5% 

Referral Source 

Law enforcement first responder 149 43.7% 

Criminal-legal agency 85 24.9% 

Community stakeholder 26 7.6% 

Self-referral 55 16.1% 

Family or friend 26 7.6% 

Engagement Type 

In-person contact 207 60.7% 

No contact 134 39.3% 

Any completed goals (n = 207) 

Yes 166 80.2% 

No 41 19.8% 

Notes: N = 341. March 1, 2021, through June 30, 2022. 

Age missing for 22 cases. 
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uggests little consistency in the practices, partners, or services pro-

ided and largely focused on efforts led by, or that include sworn

aw enforcement in the follow-up response with little rigorous eval-

ation of effectiveness ( Canada and Formica, 2022 ; Davoust et al.,

021 ; Donnelly et al., 2022 ; Formica et al., 2018 , 2022 ; Tori et al.,

022 ; Wagner et al., 2016 ). Important concerns have been raised about

ost-overdose response involving law enforcement, from unintended ef-

ects through increased mistrust of social services ( Doe-Simkins et al.,

022 ; Latimore and Bergstein, 2017 ; van der Meulen et al., 2021 ;

agner et al., 2021 ) to specific activities like “warrant checking, ” prior

o outreach that might ultimately undermine program goals ( Tori et al.,

022 ). Law enforcement presence after an overdose could lead to a neg-

tive impact on willingness to engage in follow-up or accept assistance

s research with overdose survivors suggests concerns about law en-

orcement involvement in post-overdose interventions resulting in fur-

her criminal legal entanglement ( Wagner et al., 2019 ). 

In this short report we describe such a program that is facilitated by

eer recovery specialists. Importantly, the team is diverse in terms of

ubstance use background (e.g., stimulants and opioids), recovery expe-

ience, and race-ethnicity such that they are representative of the com-

unity they serve. We describe the characteristics of this program in de-

ail and provide evidence of feasibility by exploring client characteristics

nd service engagement efforts to begin developing an evidence-base

round post-overdose response efforts that address concerns expressed

mong those with lived nonfatal overdose experiences. 

.1. Setting and methods 

In February 2019, The Lake Superior Diversion and Substance Use

esponse Team (SURT) started working directly with clients following

on-fatal overdose. The team is embedded within the Duluth Police De-

artment which employs approximately 150 sworn officers. Duluth is in

t. Louis County, Minnesota with a population of 86,700 in the city lim-

ts and 290,000 in the metro area which includes Superior, Wisconsin

Douglas County). While the overdose rates in Minnesota are generally

ower than other US states, the overdose rates in St. Louis County are

onsistently higher than the state average and have closely mirrored the

ational trends, increasing dramatically over the past two decades over

ultiple waves shifting from prescription opioids, to heroin, and finally

o illicitly manufactured fentanyl. 

The SURT consists of four peer recovery specialists and a licensed

ocial worker (LSW) with alcohol and drug counseling certification, all

f whom have physical workspace within the police department and

re employed as civilian staff. The LSW is supervised by a contracted Li-

ensed Independent Clinical Social Worker from the local drug and alco-

ol treatment center and three of peers are supervised are supervised by

he SURT project manager, who is also a certified peer specialist, and

ho reports to law enforcement personnel. They coordinate regularly

ith an incident analyst (also non-sworn civilian staff), whose role is to

dentify overdose follow-up opportunities in the community. The inci-

ent analyst maintains a database with information from overdose calls

or service where police were present. Peer specialists use this database

o facilitate outreach through phone, social media (e.g., messaging or

hatting), and in-person follow-up to either the individuals home ad-

ress (if known) or the address where the overdose event occurred. As

he SURT became established, peer specialists also cultivated direct law

nforcement referrals (e.g., a text or email from a responding officer),

s well as referrals from community members and agencies. Regardless

f referral source, SURT maintains a secured database, unavailable to

thers in the agency, that confidentially tracks client contact informa-

ion. 

In this short report, we are unable to assess program effectiveness

ut instead examine SURT administrative records to provide evidence

f feasibility by exploring client characteristics and service engagement

fforts. While the program peers have been working directly with clients

ince 2019, the present study focuses on data from 341 cases over 16-
2 
onths (March 1, 2021 through June 30, 2022) that were collected once

 SURT records management system was established. Importantly, we

ere not able to access information on all overdose calls for service in

he area during this period so we cannot establish a rate of overall refer-

al but instead use all cases identified by the incident analyst and pro-

ide to the SURT peers as our denominator ( N = 341) to look at the rate

nd duration of follow-up. Records management also includes a mea-

ure of contact hours which includes efforts to contact the person and

ollow-up peer support which encompass time spent identifying avail-

ble treatment and waiting at appointments. All data were collected as

art of routine practice and deidentified for analysis as part of a pro-

ram evaluation and non-human participant research. Variables were

oded from administrative data with descriptive and bivariate analysis

Chi-square and t-tests) conducted in SPSS (version 26; SPSS, Armok,

Y). 

. Results 

During the 16-month study period, there were 341 unique referrals,

n average of more than 20 per month. Nearly two-thirds (62.5%) were

ale, and the average age was 35.9 years. More than one-quarter were

ndigenous or American Native persons (26.7%) and more than two-

hirds were white (68.1%). Referrals came from a variety of sources

ith the most (43.7%) from law enforcement first responders, 24.9%

rom other criminal-legal agencies including courts and community su-

ervision; and 16.1% through self-referral ( Table 1 ). 

In-person contact is the goal of the follow-up, and was accomplished

ith 60.7% of referrals (i.e., SURT had in-person contact with 207 of 341

ersons who were identified as having had an overdose), of which 80.2%

ent on to complete an engagement goal with the peer specialist. There

as an average of 2 engagement goals per client, which resulted from

n average of 4.6 contact hours (SD = 6.9), with assessments (34.8%)

s the most common goal followed by treatment engagement (28.6%)

nd entry into a detox facility (19.0%) ( Table 2 ). There was no signifi-

ant variation in client demographics (age, race-ethnicity, gender), nor

eferral source or follow-up engagement (in-person or not); however,

lient referrals from law enforcement first responders at nonfatal over-

ose events are significantly less likely to result in an in-person contact

38.3% vs. 78.1%, 𝜒2 = 55.9, Cramer’s V = 0.405, p < .001) though,
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Table 2 

Follow-up engagement outcomes. 

Mean SD 

Number of goals completed 2.0 1.5 

Number of contact hours 4.6 6.9 

Goal category frequency N Percent 

Assessment 117 34.8% 

Education 2 0.6% 

Employment 7 2.1% 

Detox facility 64 19.0% 

Enter/Start treatment 96 28.6% 

Health care 6 1.8% 

Housing 15 4.5% 

Recovery supportive services 29 8.6% 

Notes: March 1, 2021, through June 30, 2022. 
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f contact was made, are statistically similar in likelihood to complete

n engagement goal than those from other referral sources (75.4% and

2.0%, respectively). 

. Discussion 

In this short report we described and examined administrative

ecords from a novel and innovative post-overdose follow-up response

rogram led by peer recovery specialists who are embedded with the

ocal city police department. Given that all of the published research to-

ate has focused on law enforcement led post-overdose follow-up, we

resent our findings as evidence of an alternative approach communities

ight consider. Peer recovery specialists are a paraprofessional work-

orce with an emerging evidence-base on the positive effects of incorpo-

ating these persons of lived experience as part of the recovery support

rocess, particularly among those who are navigating criminal-legal sys-

ems involvement but also in overdose response efforts ( Bardwell et al.,

018 ; Bartlett et al., 2011 ; Felton et al., 2023 ; Victor et al., 2021 ). 

While there are documented barriers to hiring peer specialists, specif-

cally because of prior involvement in criminal-legal systems, the SURT

ees this experience as an advantage as it gives peer staff shared ex-

erience with the people they serve. Given that more than one-quarter

f clients were American Indian/Alaskan Native, this same philosophy

uided SURT in bringing on a Native American male to focus on identi-

ying effective means of engagement within this shared cultural context.

he SURT peer specialists have autonomy over their work and leverage

heir embeddedness in a criminal-legal system to build trust by helping

lients to address outstanding warrants and avoid arrest, sometimes by

ngaging directly with community supervision and agents of the court,

o mitigate negative legal consequences. Moreover, with employment

s civilian staff within the police department, the peer specialists are

rovided a more competitive salary, along with benefits that come from

eing a city employee (e.g., pension), which can assist with recruiting

iverse applicants, job retention, and long-term program sustainability.

The SURT peer specialists recognize the stages of behavior change

 DiClemente, 1999 ) and much of their initial outreach is focused on

eveloping rapport and determining needed areas of recovery support.

hey also provide a range of harm reduction support services including

entanyl testing strips, naloxone, new syringes, and infectious disease

esting. From initial outreach through rapport building it is unlikely

URT would be as successful if police were present. It is difficult to

ompare given the variation in programs and study designs but existing

esearch suggests police and EMS post overdose response programs re-

pectively range from 54% ( Formica et al., 2018 ) to 60% ( Scharf et al.,

021 ) in terms of contact where SURT was able to achieve in-person

ontact with 60.7% of referrals, of which 80% engaged with peer spe-

ialists to complete a recovery-oriented goal. However, much further

esearch is needed to assess program effectiveness and determine the

ate of referral from all overdose calls for service in the study jurisdic-

ion. Additionally, it is a notable finding that law enforcement referrals
3 
ere less likely to result in an in-person contact, and while SURT peers

ould suggest it results from less appropriate or difficult to contact re-

errals (e.g., unsheltered persons who cannot be located in the commu-

ity), future research should aim to understand which nonfatal overdose

urvivors are in greatest need and most appropriate for peer-led follow

p services. The present study is also limited to the administrative data

elds, which were not designed for research purposes; as such, a primary

oal for future research should focus on developing a comparison group

nd assessing changes in treatment engagement, criminal-legal systems

nvolvement, emergency medical events, and mortality following SURT.

dditionally, contact hours does not capture the nuance in SURT activ-

ty but instead a measure of overall time spent with the client including

ontact efforts. Moreover, the data collection period started approxi-

ately one-year after COVID-19 stay-at-home orders in the state and so

eferrals and follow-up before or after might differ based on this factor.

espite the limitations, the findings offer an important contribution to

he research literature by documenting outcomes from a novel-overdose

esponse program of peer specialists who are embedded within a local

aw enforcement agency. 

. Conclusion 

At a time when communities are questioning the role of police in the

verdose epidemic, it is important to note that unannounced follow-up

rom law enforcement might be exacerbating overdose-related harms.

ven well-intentioned officers might induce fear and trauma among

verdose survivors and their family. Yet, nonfatal overdose does pro-

ide a critical opportunity to link people with health systems and so-

ial supports. The model described in this report is not driven by a law

nforcement agency, but is facilitated through it, and run by persons

ith lived experience in recovery. The findings here suggest that this

ost-overdose response program is successful at locating and engaging

ommunity members who have had an overdose into recovery support

ervices. 
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PEER SUPPORT SERVICES IN CRISIS CARE
Peer support workers—also known as peers—
are individuals with lived experience who have 
sustained recovery from a mental or substance 
use disorder, or both.1 They assist others entering 
or in recovery with reducing the recurrence 
of symptoms, more commonly known as 
relapse.2-4 Peers model recovery, promote shared 
understanding, focus on strengths, offer positive 
coping strategies, and provide information and 
resources.1 

Peers may engage in a range of non-clinical 
activities to support individuals or families of 
individuals in or seeking recovery from a substance 
use disorder, mental illness, or both. Activities may 
include mentoring, advocating for people in recovery, 
leading recovery groups, and building relationships.1 
These activities supplement other services an 
individual may receive. The role of the peer is unique 
in that it is based on the concept of mutuality—or 
sharing similar experiences. Peers offer a non-
hierarchical relationship that differs from individuals’ 
relationships with clinicians. Peers enhance the work 
of an individual’s clinical care team and support them 
and their families as they navigate recovery.2, 4

Key Messages

● Peer support services are an integral component of the behavioral health continuum of
care—from prevention and early intervention to treatment, recovery, and crisis services.

● Crisis care provides services to anyone, anywhere, at any time. Three essential elements
comprise crisis care: crisis phone lines, mobile crisis teams, and crisis receiving and
stabilization facilities.

● There are several benefits to including peers in crisis care, including strengthening
engagement in treatment and improving outcomes for individuals experiencing a crisis who
receive these services.

● Peers working in crisis service care settings provide opportunities for individuals in crisis
to talk with someone who has similar experiences, embodies recovery, and can offer
messages of encouragement and hope.

● Peers may experience challenges related to role integrity, stigma from co-workers, and
sustainable employment. They also face challenges unique to providing crisis care, including
the complexity of managing crisis situations and, often, a lack of specialized crisis training.
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Definitions
Behavioral health:5 A key part of a person’s overall health, which includes emotional, 
psychological, and social well-being, and that is just as important as physical health. 
Conditions that may impact behavioral health include mental illnesses, substance use 
disorders, and co-occurring mental and substance use disorders.
Behavioral health continuum of care:6 An integrated system of care with varying levels of 
service intensity and settings in response to an individual’s behavioral health needs.
Crisis care:7 A range of services for individuals experiencing an acute mental and/or 
substance use disorder crisis. 
Crisis respite:7 Short-term, residential facilities that offer a restful, step-down environment 
with supports for individuals experiencing a crisis.
Lived experience:2 Personal knowledge gained through direct, first-hand involvement.
Mutuality:2 A positive, interactive relationship between people based on shared lived 
experience.
Peer drift:8 When the role of the peer support worker begins to deviate from the practices that 
distinguish peer support workers from clinical providers or other recovery supports.
Peer support services:2 Peer support services encompass a range of activities and 
interactions between people who share similar experiences of being diagnosed with mental 
health conditions, substance use disorders, or both.
Peer support workers:1 People who have been successful in the recovery process who help 
others experiencing similar situations. Through shared understanding, respect, and mutual 
empowerment, peer support workers help people enter and stay engaged in the recovery 
process and reduce the likelihood of relapse. Peer support workers are trained as recovery 
coaches or peer specialists and may include family peer supporters.
Recovery:9 A process of change through which people improve their health and wellness, 
live self-directed lives, and strive to reach their full potential. The four dimensions that support 
recovery are health, housing, purpose, and community. 
Recovery capital:10 The internal and external resources that are available to individuals to 
initiate and sustain recovery from mental and/or substance use disorders.
Recovery support services:9 A range of non-clinical support services designed to help 
people with mental and substance use disorders manage their conditions successfully.
Recurrence of symptoms:11 A phase of recovery where a person’s symptoms have returned 
and their functioning has decreased. This may be more commonly referred to as “relapse.”
Strengths-based:12 An approach to assessment and care that emphasizes the strengths of the 
individual.
Trauma-informed:13 Services or care based on the knowledge and understanding of trauma 
and its far-reaching implications.
Warm line:7 A phone line individuals can call to receive services that are less intensive than what 
one would receive when calling a hot line, like opportunities for talking, support, and referrals to 
other services.

WWW.SAMHSA.GOV
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Peers may be paid or unpaid and work in a range of settings. These settings include peer-run 
organizations; behavioral health centers; certified community behavioral health clinics; inpatient, 
residential, and outpatient programs; primary care; criminal justice settings; homeless shelters; 
child welfare agencies; educational settings; and emergency departments.2, 14 

Models of Peer Support Services

Recovery from a mental and/or substance use disorder—common conditions that affect behavioral 
health—is a process of change. The recovery process varies by person, based on social and 
contextual factors specific to the individual15-16 as well as where the individual is on the behavioral 
health continuum of care (Figure 1). The continuum of care encompasses a full range of services. 
It can support the needs of an individual with a mental and/or substance use disorder with preventive 
and early intervention care, recovery support services, crisis care, and more intensive outpatient or 
inpatient treatment, if needed. With effective recovery support, individuals work with peers, clinicians, 
and others to identify the services that can help to achieve and maintain their own recovery.

Individuals may receive peer support services along the full continuum of care through a variety 
of roles and service models. These models, as well as the roles and responsibilities of peers 
within them, vary depending on the organization and setting. The three broad organizational 
structures that typically deliver peer support services include:

 ● Peer-run organizations may also be referred to as freestanding organizations and are operated 
and staffed by peers; these include drop-in centers and recovery community organizations.

 ● Integrated organizations may also be referred to as embedded organizations and are 
traditional behavioral healthcare systems that offer a range of services, including counseling, 
and hire peer support workers.

 ● Hybrid structures offer a combination of the previous two and are organizations that contract 
with a peer-run organization for peer support services.

Some medical settings (e.g., primary care and emergency departments), human services, and 
other programs and settings (e.g., housing programs, mental health and/or drug courts, school 
systems, and faith-based organizations) may also provide peer support services. 

Figure 1. Key Components of a Behavioral Health Continuum of Care

WWW.SAMHSA.GOV


ADVISORY

SAMHSA’S mission is to reduce the impact of substance use and mental illness on America’s communities.
1-877-SAMHSA-7 | (1-877-726-4727) • 1-800-487-4889 (TDD) • WWW.SAMHSA.GOV 4

Crisis Care

Individuals may experience a crisis or a situation 
causing significant emotional distress. Many 
of these individuals, but not all, may have a 
mental and/or substance use disorder. Crises 
differ for each individual and may result from 
adverse changes in life circumstances, such as 
the loss of a relationship, loved one, or job, or 
they may represent the worsening of untreated 
mental or substance use disorder. Crises may 
happen any time or anywhere and can have 
devastating impacts on individuals, families, and 
communities.7 Some individuals may be at risk of 
harming themselves or, less likely, others, unable 
to care for one’s self or access basic needs like food and shelter, or experience other problems 
related to substance use and mental illness.17 

Crisis care encompasses a range of services that help individuals better manage current 
circumstances.17 Crisis care may also involve treating physical concerns related to substance use, 
withdrawal, or sub-acute chronic poor health. The purpose of crisis care is to support the individual, 
engage them in the least restrictive services, and avoid unnecessary hospitalizations or arrest. 

Crisis Care in Action: Georgia 
Department of Behavioral Health  
and Developmental Disabilities

Certified peer specialists are included in 
all levels of the state’s emerging crisis 
system, including the Georgia Crisis 
and Access Line, mobile crisis response 
service, and the treatment teams at crisis 
stabilization units and behavioral health 
crisis centers. Peer specialists provide 
support through text/chat, taking initial 
calls, dispatching mobile crisis units, and 
face-to-face rapid response.

Elements of a comprehensive crisis care system ideally include the following:7

 

 

 

● Crisis lines that operate 24 hours a day, 7 days a week and are staffed with clinical 
and peer staff who can provide crisis intervention capabilities, meet National Suicide 
Prevention Lifeline standards for risk assessment and engagement of individuals at 
imminent risk of suicide, offer quality coordination of crisis care, and accept all calls and 
dispatch support based on the assessed need of the caller.

● Mobile crisis teams that can be dispatched to wherever the need is in the community, such 
as a person’s home or workplace, in a timely manner.

● Crisis receiving and stabilization facilities that provide short-term observation and 
stabilization in a non-hospital environment for all individuals, regardless of referral source. 

Additional elements of comprehensive crisis care may include short-term crisis residential 
services, warm lines, and psychiatric advance directive statements.17 Comprehensive crisis 
care also provides individuals with referrals or direct linkage to needed medical or behavioral 
health services or other follow-up care. These elements combined provide individuals 
experiencing a crisis with someone to call, someone to respond, and somewhere safe to go. 

Originally, crisis care was a concept developed from a mental health perspective. However, it has 
evolved into a model that is available community-wide, providing services that can meet the needs 
of anyone, anywhere in the community, and at any time the crisis is occurring. Crisis care systems 
are not reserved for those with a particular known diagnosis or treatment history. Therefore, those 
who work in crisis care should be able to provide services to individuals with a range of conditions 
or circumstances, assess and manage the situation, and connect individuals to viable treatment, 
recovery, and other resources that are culturally effective and meet their needs and preferences. 
Resources and training on providing culturally and linguistically appropriate services can be found 
in the Behavioral Health Implementation Guide for the National Standards for Culturally and 
Linguistically Appropriate Services in Health and Health Care.

https://www.minorityhealth.hhs.gov/minority-mental-health/clas/
https://www.minorityhealth.hhs.gov/minority-mental-health/clas/
https://dbhdd.georgia.gov/
https://dbhdd.georgia.gov/
https://dbhdd.georgia.gov/
WWW.SAMHSA.GOV
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Currently, the elements essential to crisis care 
are not universally available, and there are 
few communities in the United States with a 
comprehensive crisis response system in place.19 
Additionally, increased demand is expected for 
crisis services with the transition to 988, the 
new, three-digit dialing code that will connect 
individuals in crisis to counselors, in July 2022. 
As a result, individuals may receive fragmented 
services in systems not designed to deliver 
effective crisis care.19 A comprehensive continuum 
of crisis care will help reduce the adverse impacts 
too often seen with current crisis management, 
such as arrests or forced hospitalizations, that can 
result in additional trauma to the individual.20 Such 
a continuum can also help improve the quality 
of care and likelihood of successful outcomes.7 
Communities should emphasize the development 
of these services to provide safe, effective, 
and respectful management for individuals in 
crisis and reduce avoidable arrests and incarceration, emergency department visits, psychiatric 
hospitalization, involuntary commitment, physical restraint, and other negative experiences.

Crisis situations may also negatively 
impact an individual’s family and 
caregivers. It is important that they, too, 
are educated about self-care and how 
to best provide support to their loved 
ones. Addressing the needs of families 
and caregivers is a critical component of 
stabilizing the individual in crisis and can 
help reduce the possibility of subsequent 
crisis situations.7 Peer support services 
are also available for parents, families, 
and other caregivers of individuals who 
experience a crisis. These peers provide 
expertise and support based on their 
own experiences in individual and group 
settings and may provide information and 
education, and help navigate systems of 
care more efficiently.18

What Can a Crisis Look Like?

An individual experiencing a mental health crisis may withdraw from family and friends, 
have dramatic shifts in mood, exhibit unpredictable behavior that results in law enforcement 
encounters, increase their substance use, struggle to fulfill obligations or maintain self-care, 
or experience paranoia and hallucinations that result in an emotional breakdown or suicidal 
thoughts or attempts. 
An individual experiencing a substance use-related crisis may have similar experiences, 
culminating in acute intoxication, withdrawal symptoms, encounters with law enforcement, or 
overdose. 
Because the behaviors are similar, it may be difficult to distinguish between a mental health 
crisis and a substance use-related crisis. Many individuals also experience co-occurring 
disorders—meaning they are diagnosed with both a mental and substance use disorder. As a 
result, it is rare that an individual needing crisis care will only require services to address one 
of these conditions. Oftentimes, substance use may exacerbate an individual’s mental health 
symptoms; likewise, changes in mental health may lead to increased substance use.

Peer Support Services Within Crisis Care

Peer support services complement clinical services and help individuals in crisis. Some peer 
support workers specialize in providing services during a crisis, while others without specialized 
training may assist during a crisis if requested or as needed. Peer support workers who provide 
services to individuals experiencing a crisis may do so within various organizational structures. 

https://www.samhsa.gov/find-help/988
WWW.SAMHSA.GOV
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Peer support workers can establish valuable 
rapport, share common experiences, strengthen 
engagement in care, and engage with family 
members or others close to the individual on 
how to best support them.7 The inclusion of peer 
support workers in crisis care also helps facilitate 
a trauma-informed response and recovery-
oriented and strengths-based approaches. 
Peer support workers demonstrate that recovery 
is possible and act as an advocate for the 
individual. This may help improve outcomes, 
such as reduced trauma and agitation, increased 
trust, reduced hospitalizations and emergency 
department usage for mental and/or substance 
use disorders, reduced recurrence of symptoms, 
and decreased recidivism.20

The level of crisis care depends on the intensity 
of the crisis an individual is experiencing. Peer 
support workers may be involved with crisis care 
at any point and facilitate interventions at the 
most appropriate level. As depicted in Figure 2, settings and peer support services are different 
depending on the intensity of the crisis and the level of care needed to support the individual.

Peer support workers may provide crisis and other services to individuals virtually. Virtual peer 
support services may include individual outreach, support groups, scheduled visits, or post-crisis 
follow-up services. Virtual peer support services may also be a component of crisis response 
where the peer support worker can help to de-escalate the crisis, provide support during 
assessment, and connect the individual to resources remotely.22

 

Although peer support workers provide 
services throughout the crisis continuum 
of care, they are often found as part of a 
mobile crisis team or within stabilization 
facilities. The purpose of both is to de-
escalate the crisis, address needed care, 
and stabilize the individual; however, 
there are some key differences between 
the two. Mobile crisis teams provide 
care wherever the individual is in the 
community and will connect or transport 
them to the appropriate setting for further 
assessment and care.21 Stabilization 
facilities provide care in a static location 
and offer an environment less restrictive 
than hospitalization; depending on the 
location, individuals may be able to 
“walk-in” for services.

The Evidence Base for Peer Support Services in Crisis Care

Preliminary research suggests that the use of peer support services in emergency departments 
for individuals experiencing a mental and/or substance use disorder crisis adds value to clinical 
services, decreases adverse outcomes secondary to the crisis, and increases communication 
and collaboration.23 
Evidence suggests that including peer workers on mobile crisis teams reduces subsequent 
use of crisis and emergency services.24

Warm lines staffed with peer support workers can fill a void in services and assist with 
symptom management and the recovery process, particularly when operating after hours and 
overnight, when other crisis services are typically unavailable.25

The Role of Peer Support in Crisis Care

Peer support workers can provide valuable services. Their key functions in crisis care include:

● Crisis prevention. Peer support workers can provide interventions, such as outreach and 
recovery support, which can prevent crisis, especially during times of stress. The peer can 
promote engagement with community supports that the individual has found helpful in the past, 
such as family, friends, treatment providers, housing, or other social services.

WWW.SAMHSA.GOV
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Figure 2. Peer Support Services and Settings for Crisis Care by Intensity of Need

Pre-Crisis Care Sub-Acute Care Acute Care Stabilization Post-Crisis Care
Purpose  ● Services 

intended 
to avert a 
crisis, or, if a 
crisis occurs, 
alleviate the 
need for more 
acute services.

 ● Services 
provided to 
those who 
experience a 
mental and/or 
substance use 
disorder crisis, 
but do not 
require acute 
care.

 ● Services 
provided to 
de-escalate 
a crisis and/
or when acute 
behavioral 
health care is 
required.

 ● Services 
designed to 
assist with 
symptom 
stabilization 
before 
returning 
to the 
community.

 ● Services aimed 
to support the 
individual after 
the crisis has 
subsided.

Settings  ● Peer-run 
organizations, 
such as 
recovery 
community 
organizations 
and drop-in 
centers.

 ● Mobile 
recovery 
centers.

 ● Outpatient and 
rehabilitation 
programs.

 ● Homeless 
outreach.

 ● 23-hour 
stabilization 
units and beds.

 ● Inpatient 
hospitals 
and partial 
hospitalization 
programs.

 ● Hospital 
diversion 
houses.

 ● Emergency 
departments.

 ● Mobile crisis 
teams.

 ● Crisis 
intervention 
and response 
teams. 

 ● Police and 
correctional 
diversion.

 ● Crisis 
receiving and 
stabilization 
units and 
facilities.

 ● Crisis 
respite.

 ● Recovery 
residences.

 ● Living rooms.

 ● Peer-run 
organizations, 
such as 
recovery 
community 
organizations 
and drop-in 
centers.

 ● Assertive 
community 
treatment 
teams. 

 ● Other 
outpatient and 
rehabilitative 
support settings.

Services
 

 ● Outreach.
 ● Warm lines.
 ● Crisis 
planning.

 ● Linkage to 
resources.

 ● Individual and 
group digital 
support.

 ● Harm 
reduction.

 ● In-patient 
and partial 
hospitalization 
care and 
advocacy.

 ● Short-
term crisis 
residential 
services.

 ● Short-term 
intensive 
treatment and 
services.

 ● Linkage to 
resources.

 ● Crisis hotlines.
 ● Emergency 
department 
care and 
advocacy.

 ● Intensive 
treatment and 
services.

 ● Linkage to 
resources.

 ● Residential 
stabilization.

 ● Step-down 
services.

 ● One-on-one 
support.

 ● Linkage to 
resources.

 ● Post-crisis 
support groups.

 ● Recovery 
supports.

 ● Social inclusion 
and structure.

 ● In-home peer 
companionship.

 ● Self-care 
supports.

 ● Digital support.

WWW.SAMHSA.GOV
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Peer support workers may provide peer support services to individuals experiencing a crisis, 
engage in other components of crisis care (e.g., educational activities like providing crisis 
intervention team training for first responders), and teach QPR (question, persuade, refer) for 
suicide prevention.20

● Crisis management. Peer support workers who provide crisis care through warm lines, 
hotlines, mobile crisis teams, and other services can help individuals by de-escalating the 
crisis, conducting non-clinical assessment services and interventions, and providing advocacy 
and support.

● Crisis resolution and follow along. After responding to the crisis and engaging the individual 
in care, peer support workers can help address the underlying factors that contributed to 
the situation. This may include helping the individual manage symptoms, navigate ongoing 
treatment and care, and transition to ongoing services within the community. Peer support 
workers may also engage with families and provide them with resources to meet the needs of 
the individual in crisis. Peers are essential in promoting person-centered recovery supports 
that help individuals avoid future crises.

Of these functions, the role of the peer 
support worker is of particular importance in 
crisis response. Peer support workers who 
are onsite at a crisis, or who are available 
where the individual is brought after a 
crisis, can play a crucial role in guiding 
an individual’s next steps for care. For 
example, individuals who are brought to the 
emergency department after an overdose 
may be monitored and released; however, 
emergency departments staffed with peer 
support workers can facilitate the connection 
of these individuals to available treatment 
and recovery resources that they otherwise 
may not receive.

The Role of Peer Support in Recovery

Crisis Care in Action: People USA

People USA operates four peer respites, two 
peer-led mobile teams, and a peer-run crisis 
stabilization center, and offers a host of peer 
services throughout New York State. Staff 
receive training that is specifically for handing 
crisis situations; for example, all staff are 
trained in suicide intervention. Peers support 
individuals using empathy, engagement, 
and open dialogue to help de-escalate the 
situation and devise a plan for treatment or 
other support needed moving forward, such 
as linkage to additional resources.

Mental and substance 
use disorders are chronic 
brain diseases with the 
potential for recurrence 
and recovery. Peer support 
services are grounded in 
strengths-based practices 
essential to recovery. Some 
individuals will experience 
the recurrence of symptoms. 
However, the recovery 
process can begin again 
in the event of symptom 
recurrence. 

Individuals who receive peer support services during a crisis 
will likely also encounter peer support workers in roles other 
than crisis care as they begin and continue through the 
recovery process. A peer support worker may work through 
a crisis with an individual as part of a mobile crisis team, and 
subsequently be referred to a peer-run organization to receive 
additional post-crisis support services.

Recovery and improved health and well-being are the goals 
of behavioral health care for individuals with a mental and/
or substance use disorder. Experiencing a crisis may be a 
catalyst for individuals to engage in behavioral health services 
they had not previously been involved with and that are 
important for initiating and sustaining recovery. Because a 
mental and/or substance use disorder crisis often results from 

https://people-usa.org/
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environmental challenges and events, such as trauma, job loss, financial or relationship troubles, 
or other interpersonal stressors, addressing these real-life issues is crucial to sustaining recovery. 

The recovery process looks different for everyone and is a highly personalized process. 
Individuals may engage with a variety of services along the behavioral health continuum of care. 
Regardless of trajectory, the following principles guide the recovery process and the activities of 
peer support workers:26 

 ● Recovery emerges from hope.
 ● Recovery is person-driven.
 ● Recovery occurs via many pathways.
 ● Recovery is holistic.
 ● Recovery is supported by peers and allies.
 ● Recovery is supported through relationships 

and social networks.
 ● Recovery is culturally based and influenced.
 ● Recovery is supported by addressing 

trauma.
 ● Recovery involves individual, family, and 

community strengths and responsibility.
 ● Recovery is based on respect.

Crisis Care in Action: Recovery 
Innovations (RI) International

Recovery Innovations International/RI 
has 18 crisis centers across seven states. 
The crisis centers integrate peer support 
specialists alongside a clinical team 
member to create a trauma-informed, 
recovery-focused environment. These 
crisis centers include recovery response 
centers (crisis stabilization programs), 
evaluation and treatment centers 
(involuntary and court-ordered treatment) 
and crisis respites. The centers are aligned 
with the Crisis Now model for exceptional 
practices for crisis stabilization programs.  

Considerations for Peer Support Services in Crisis Care

Protecting role integrity for the peer support worker is an important consideration in crisis care. Role 
confusion and ambiguity around the duties and functions of peer support workers is common and 
may lead to peer drift. The role of peer support workers can “drift” in different directions depending 
on organizational and individual situations, circumstances, and culture. Peer drift may result in peer 
support workers not being considered a legitimate part of the support team and can inadvertently 
cause insecurity around one’s role as a peer support worker.27

The two broad categories of peer drift include:

1. Organizational peer drift. Organizational peer drift often occurs when non-peer colleagues 
marginalize peer support workers, which can result in assigning tasks that misalign with their 
dedicated duties and responsibilities. This form of peer drift may occur if non-peer staff are not 
familiar with the role, code of ethics, and scope of practice of peer support workers under their 
state certification, as applicable. As a result, clinical staff or other colleagues may not regard the 
peer support workers as individuals with meaningful knowledge and resources and give them 
tasks that conflict with their purpose. In these situations, clinical colleagues may ask peer sup-
port workers to handle medications, oversee urine drug screens, transport individuals, answer 
the phone, or be involved with involuntary treatment. They may also be asked to do tasks for 
which they are not qualified, such as those associated with formal treatment, or may become 
more clinical in nature if they are required to conduct such services. 

https://riinternational.com/
https://riinternational.com/
https://crisisnow.com/
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2. Individual peer drift. Individual peer drift is when the peer support worker acts in a role that dif-
fers from that which is intended. This form of peer drift may occur when peer support workers’
tasks inadvertently take on characteristics of their colleagues (drifting towards a clinical role)
or are perceived as a form of other support by the individuals with whom they work (drifting
towards an informal or casual role). For example, because peer support services are rooted
in the concept of mutuality and voluntary support, boundary issues may arise between peer
support workers and those they support. Over time, this relationship may become less struc-
tured and more casual, which can cause the individual they are working with to view them as
a sponsor, friend, or informal therapist. Similarly, peer support workers who work in traditional
behavioral health care or medically oriented settings may adopt a more clinical approach to
service provision through the practices of their clinical colleagues.

Individual Peer Drift and the Role of Peer Support Workers

Peer support workers who work in traditional behavioral health care or medically oriented settings 
may be more susceptible to drift towards clinical roles because of the environment in which 
they work.8 However, peer support workers may also drift towards less formal roles. Programs 
can avoid both forms of individual peer drift by setting and maintaining healthy boundaries and 
implementing a clearly defined code of ethics.

What Peer Support Workers Should Do What Peer Support Workers Should NOT Do
● Serve as a role model.
● Provide support during a crisis.
● Help with goal setting and wellness

planning.
● Make connections with other services and

supports.

● Perform work that does not meaningfully
contribute to care.

● Act as a sponsor, therapist, or clinician.
● Assess, diagnose, or treat an individual.
● Assimilate into other roles.

Peer support workers who provide crisis care may be especially vulnerable to peer drift, as they 
often work alongside clinicians or others in non-peer roles. For example, colleagues of peer 
support workers in crisis care may ask them to influence an individual experiencing a crisis 
towards behaviors or decisions that others feel are best, such as agreeing to a treatment option 
they do not want. Peer support workers who experience these situations may have decreased job 
satisfaction, contributing to issues with workforce retention. 

To avoid peer drift, peer support workers who provide crisis care should have a defined role 
that reflects the setting in which they work and the services they provide. They should also work 
with and be supervised by staff who are familiar with the peer support role and the services 
they provide. Staff responsible for supervising peer support workers should meet the necessary 
experience and training requirements to ensure successful integration of the peer role and 
promote and the appropriate utilization of peer support workers within the organization. 

Additional resources on the supervision of peer support workers can be found in the Resources 
section. Figure 3 lists additional considerations for peer support workers. All considerations 
presented may be compounded by challenges unique to providing crisis care, including the following:

● Crisis situations can be tense and complicated to manage. In addition, crisis situations may
trigger distress in peer support workers and others responding to the crisis because of past
trauma they themselves experienced.
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Figure 3. Key Considerations, Issues, and Potential Solutions for Peer Support Services
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● Individuals experiencing a crisis should be able
to freely choose the services they receive. Those
responding to a crisis, including non-peers
and peer support workers, should not coerce
individuals to participate in services, and non-
peers should not request peer support workers to
use their relationship to influence an individual’s
decisions.

● Peer support workers may be asked to provide
crisis care if others are not available to assist in
a crisis, even when they do not have specialized
training in this area.

● Peer support workers may be asked to provide
crisis care to individuals or populations with
whom they have not been trained to work, such
as those with intellectual or developmental 
disabilities. Therefore, they must be familiar with 
the resources available to all populations in the community, not only those specific to mental 
and substance use-related disorders.

● Peer support workers who provide crisis care should be familiar with mental and/or substance
use disorder crises and act as advocates for the individuals with whom they are working.

Crisis Care in Action:  
SHARE! Culver City

SHARE! Culver City is a peer-run 
center located in southern California 
that receives approximately 5,000 
visits a month. SHARE! offers a 
range of services including residential 
treatment, and always has at least two 
peer specialists available during each 
shift in case an emergency or crisis 
occurs. In such an event, the peer 
specialists will work with the individual 
to de-escalate and assess the situation 
and determine if additional services 
are needed.

Tips for Optimizing Peer Support in Crisis Care

The following tips can help behavioral health program managers and administrators, hospitals, 
other clinical programs, and peer support workers optimize peer support services in the delivery of 
crisis care.

For Healthcare Administrators, Leaders, and Organizational Staff 

● Identify sustainable funding sources for peer support programs.
● Hire peer support workers familiar with a recovery-focused model of practice.
● Integrate peer support workers into the employee structure and solicit peer input on program

activities and training.
● Ensure peer support workers are supervised well and assess for peer drift. Staff who

supervise peer support workers should be well-trained and prepared to uphold the principles
of peer support services for all staff members.

● Develop a training program for peer support workers and clinical or other staff that educates them 
on what peer support services are and how staff can incorporate them into the organization.

● Encourage clinical or other staff to learn about and observe the role of the peer support worker
by auditing certification classes or visiting drop-in centers.

● Address negative staff attitudes around hiring peer support workers, such as bias towards
individuals with a mental and/or substance use disorder. This includes upholding expectations
for staff language and conduct to prevent discrimination that may result from an individual’s
lived experience.

https://shareselfhelp.org/
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 ● Recognize the common considerations noted previously when integrating peer support 
services in crisis care, including addressing the need for staff training, particularly for clinicians 
and non-peer staff; incorporating the use of collaborative tools; and conducting continuous 
quality assessment and improvement.

For Peer Support Workers

 ● Engage in self-care to maintain personal well-being and to model similar behaviors for the 
individuals with whom they are working. This is especially important given the rate of burnout 
and risk of symptom recurrence among peer support workers.

 ● Understand crisis management and how to identify and safely manage a crisis. Peer support 
workers may encounter individuals experiencing a crisis during their normal work. They 
should be familiar with the components of crisis response, such as how to activate a crisis 
intervention, help de-escalate the crisis, and connect individuals with crisis care.
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Resources

Name Description
Crisis Resources
National Guidelines for Behavioral 
Health Crisis Care

Guidelines designed to assist states and communities with 
the development and implementation of effective crisis 
services and systems.

Crisis Services: Meeting Needs, 
Saving Lives

SAMHSA’s “National Guidelines for Behavioral Health 
Crisis Care: Best Practice Toolkit” and related information 
on crisis services. 

Crisis Services: Effectiveness, 
Cost-Effectiveness, and Funding 
Strategies

An assessment of the clinical and cost effectiveness of 
crisis services, as well as approaches states are using to 
coordinate, consolidate, and fund robust crisis services.

Hospital Diversion Services A manual to help guide the local development of respite/
hospital diversion services.

Tip 59: Improving Cultural 
Competence

A guide for providers and administrators on the role of 
culture in the delivery of mental health and substance use 
services, including cultural competence and racial, ethnic, 
and cultural considerations.

Peer Workforce Resources
Peer Support Toolkit Key information for specific implementation issues relevant 

to agencies in various stages of integrating peer support 
services.

Core Competencies for Peer 
Workers in Behavioral Health 
Services

SAMHSA’s core competencies for peer workers in 
behavioral health, which are informed by research and 
best practices.

National Practice Guidelines for 
Peer Specialists and Supervisors

Practice guidelines that include specific guidance for 
supervisors and offer expertise and practical guidance.

Peer Specialist Training and 
Certification Programs

A state-by-state guide on peer training and certification 
programs, credentialing requirements, billing, and other 
relevant information.

Sample Job Description for Peer 
Support Positions

A comprehensive template that organizations can use 
when developing job descriptions for peer support workers. 
This template includes details about major job duties and 
responsibilities, knowledge necessary for the position, the 
work environment, and the scope of the role.

Supervision of Peer Workers A brief resource to help supervisors understand how to 
supervise peer workers in behavioral health services.

Guidelines for the Supervision of 
Peer Workers

A comprehensive list of resources on peer support 
practices, best practices in supervision, and recovery-
oriented services.

Avoiding Peer Support Drift: 
Maintaining Your Role as a Change 
Agent

A presentation explaining peer drift and how to avoid it.

https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-care-02242020.pdf
https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-care-02242020.pdf
https://store.samhsa.gov/product/crisis-services-meeting-needs-saving-lives/PEP20-08-01-001
https://store.samhsa.gov/product/crisis-services-meeting-needs-saving-lives/PEP20-08-01-001
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4848.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4848.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4848.pdf
https://power2u.org/wp-content/uploads/2018/01/OH-Hospital-Diversion-Manual.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4849.pdf
https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4849.pdf
http://dbhids.org/wp-content/uploads/1970/01/PCCI_Peer-Support-Toolkit.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-competencies_508_12_13_18.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-competencies_508_12_13_18.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-competencies_508_12_13_18.pdf
https://www.peersupportworks.org/wp-content/uploads/2021/07/National-Practice-Guidelines-for-Peer-Specialists-and-Supervisors-1.pdf
https://www.peersupportworks.org/wp-content/uploads/2021/07/National-Practice-Guidelines-for-Peer-Specialists-and-Supervisors-1.pdf
http://peersforprogress.org/wp-content/uploads/2017/03/170324-peer-specialist-training-and-certification-programs-a-national-overview.pdf
http://peersforprogress.org/wp-content/uploads/2017/03/170324-peer-specialist-training-and-certification-programs-a-national-overview.pdf
https://alphacarecms.magellanhealth.com/training2/peersupport/magellanmodule1/graphics/job.pdf
https://alphacarecms.magellanhealth.com/training2/peersupport/magellanmodule1/graphics/job.pdf
https://www.samhsa.gov/sites/default/files/brss-tacs-peer-worker-supervision.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/guidelines-peer-supervision-3-resources-cp4.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/guidelines-peer-supervision-3-resources-cp4.pdf
https://www.opdi.org/de/cache/resources/8/rs_Avoiding%20Peer%20Support%20Drift.pdf
https://www.opdi.org/de/cache/resources/8/rs_Avoiding%20Peer%20Support%20Drift.pdf
https://www.opdi.org/de/cache/resources/8/rs_Avoiding%20Peer%20Support%20Drift.pdf
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������������	�
� ������������������������������������������

������������������ ��!���"��������������#!�$#"������������#�����#��������#�������#��#��������������%�&��&	'(#	�)(#���	#���$#�()&"��*��&$ ��!� ��*

+,-�./01�12�3/4-�567-�18-7-95�/:./;5�/�:2<4-=�>2<65?@�58-�5/A=B�+,-�</0�3/4-�/::�18-5-A0C-513-015�/:20D�18-�./;?�E61�A195�18-�:20DF1-73�7-<2C-7;�.8-7-�18-�A0C-513-015�3/4-�/::�18-218-75�20-5?�18-�-/7:;�A0C-513-015GH5--I�18-�C/:6-�2>�A1B@JKLKMNOPQQR�STUVWX1�18-�YBZBZB�<-01-7?�Y[/0E-7D-7�228-=�/0=�/.F-=�5-C-7/:�1A3-5�/E261�A15�823-;�>--:A0D?�.A18=2\-0�27�52�<23>271/E:-�72235�>27�<7-/1A0D�/71?�=2A0D�3-=A1/1A20�27�;2D/B]A5A1275�</0�1/4-�[/71�A0�D726[�3--1A0D5?�D-1�<2605-:A0D?�=7A04�<2>>--�.A18�>7A-0=5�A0�18-Z0<267/D-3-01�̂/>_?�>A::�261�/�7-563-?�D-1�20:A0-?�27�<23[:-1-�]A7DA0A/�X:<282:�Y/>-1;�X<1A207̀2D7/3�<:/55-5Ba8-7-95�/�=/74-0-=�7223�.8-7-�[-2[:-�</0�1670�2>>�18-�:AD815?�:A-�=2.0�.A18�-;-5�<:25-=?�/0=:A51-0�12�/�5260=�3/<8A0-�12�=-<23[7-55B�X:52�2>>-7-=�A5�/0�-3[2.-73-01�/7-/?�/�.-::0-552>>A<-?�/�[:/<-�12�1/4-�/�821�582.-7?�/�<200-<1�7223�>27�<20=6<1A0D�b223�</::5�/<7255�18-5-7CA<-5�E2/7=95�>AC-�<2601A-5?�/0=�>/3A:;�56[[271�>27�1825-�20�18-�c2670-;�12�.-::0-55�/0=52E7A-1;Ba8-�<-01-795�:AD81A0D�A5�D-01:-�/0=�./73?�/5�[A/02�365A<�[:/;5�:AD81:;�A0�18-�E/<4D7260=BY[/0E-7D-7�5/A=�18-�5-11A0D�/::-CA/1-5�[-2[:-95�0-7C2650-55�/E261�./:4A0D�18726D8�18-�=227B+,8/1�d�/3�./:4A0D�A012e�fA4-?�-C-7;�51-[�/:20D�18-�./;?�A195�/�[7-11;�7-:/gA0D�G�d�3-/0�d�<26:=8/0D�261�8-7-�/::�=/;?@�58-�5/A=B�+d195�C-7;�.-:<23A0DB�d195�5[/:A4-?�7AD81e�d195�36<8�>/0<A-7�18/03;�:ACA0D�7223B�a8-7-95�/0�A01-01A20/:A1;�18/1�d�18A04�A5�7-/::;�A01-7-51A0DB@7̂-/1A0D�18/1�5-11A0D�./5�C-7;�A01-01A20/:?�,A::�5/A=B+,-�65-�18-�:ACA0DF7223�32=-:�2>�</7-?�52�A1�A5�3-/01�12�E-�C-7;�7-:/gA0D?�.8-7-�523-20-�</0<23-�A0�.8-18-7�18-;97-�E27=-7:A0-�<7A5A5?�</0�>A0=�/�<23>271/E:-�-0CA7203-01�/0=?�2>1-0�1A3-5?/C-71�18-�<7A5A5?@�8-�5/A=BhijjQPTk�lMmQiPnNW�o�lRjQpWP-̀-7F7-<2C-7;�5[-<A/:A515�3--1�[-2[:-�.8-7-�18-;97-�/1?�.A18261�c6=D3-01?�,A::�5/A=B+d195�/::�/E261�8-:[A0D�[-2[:-�-g[:27-�.8/1�.2745�>27�18-3?@�8-�5/A=B+q;5-:>?�d�=A=�rs�;-/75�A0�18-�q/7A0-�̂27[5B�d�./5�>27<-=�12�7-1A7-�=6-�12�̀aYt�/0=�/�17/63/1A<E7/A0�A0c67;?�52�d9C-�E--0�A0�7-<2C-7;�.A18�18/1?�,A::�/==-=B�+,-�/:52�8/C-�20-�2>�26756[-7CA5275�.8295�A0�12=/;?�8-95�A0�7-<2C-7;�>723�/�:20D�E/11:-�.A18�56E51/0<-F/E65-�=A527=-7B@



������������	�
� ������������������������������������������

������������������ ��!���"��������������#!�$#"������������#�����#��������#�������#��#��������������%�&��&	'(#	�)(#���	#���$#�()&"��*��&$ ��!� )�*
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