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Abstract

Background
The drug toxicity crisis has had dramatic impacts upon communities of people who use substances. Peer workers, individuals with lived/living
experience of substance use who work in overdose response settings, are particularly susceptible to negative impacts on wellbeing caused by
this crisis. Coupled with the devastating effects of the COVID-19 pandemic including reduced capacity and hours of overdose prevention
services and physical distancing regulations, the burden placed upon peers is large. However, these mental health impacts have yet to be
studied and measured.

Methods
The Professional Quality of Life Scale survey (Version 5) was taken by 47 peer workers between September 2020 and March 2021 to assess
compassion satisfaction and compassion fatigue. It was administered as a part of a larger survey administered by peer research assistants - to
evaluate the effectiveness of interventions identi�ed and implemented through a peer-led project. Some questions from the tool were also
asked prior to implementation of the intervention (September 2020). Participants were recruited by their organizational managers and paid a
$25 honorarium.

Results
Our study uncovered a HIGH mean score for compassion satisfaction, a LOW mean score for burnout, and a MEDIUM mean score for
secondary traumatic stress among peers working in overdose response settings in British Columbia. We also found changes before and after
implementation of the intervention. After implementation, peer workers felt more satis�ed from their work, more connected to others, less worn
out and were less affected by the traumatic stress of those they help.

Conclusion
Although peers derive signi�cant pleasure and ful�llment from their jobs, i.e., compassion satisfaction, they also face considerable feelings of
overwhelmingness, i.e. burnout, and stress due to continuous exposure to the trauma of the people they support, i.e. secondary traumatic
stress. These results lay the groundwork for further research on the intersectional factors contributing to negative mental health impacts upon
peer workers and highlight potential strategies that bolster the ful�llment they derive from their jobs.

Background
The drug toxicity crisis was declared a public health emergency in British Columbia, Canada in April 2016. Since then, peer workers have been
and are at the forefront of overdose response initiatives [1–6] repeatedly exposed to trauma and deaths from overdoses. Peer workers are
individuals with lived and/or living experience of substance use who work in overdose response settings. Peer workers can empathize with the
stress of their clients, but also know or have lived the same realities [5]. Peer workers’ shared experience with their clients, coupled with the
socio-economic marginalization associated with substance use, renders them particularly vulnerable to mental health harms [7].

Evidence from the BC Coroners Service also shows that illicit drug toxicity deaths have risen since the onset of the coronavirus disease of 2019
(COVID-19) and the implementation of public health measures including physical distancing in March 2020 [8]. This increase in deaths is
potentially due to increased toxicity of the drugs and risk of people using substances alone. Over time, the upward surge in overdose deaths
may have become normalized in the eyes of the public, but it is devastating for peer workers who may be at risk of death themselves, and are
not only facing deaths of clients, but of friends and family members, at a time when there is little opportunity for grieving.

The illicit drug toxicity crisis is well-documented in academia but is often reported in a sterile, statistical fashion [9–12]. More speci�cally, the
harmful effects of the toxic drug supply are often overlooked in a sea of statistics and sweeping categorical statements. Thus, the profound
impacts upon individuals constantly exposed to overdoses are rarely discussed.

The terms “compassion fatigue” and “burnout” were coined in the 80s and 90s to identify and categorize the increasingly prominent mental
health deterioration of those working in helping professions such as nurses, doctors, therapists, and social workers [13–20]. Compassion
fatigue is described as an individual’s “diminished capacity to care as a consequence of repeated exposure to the suffering of [others]” [21]. CF
is closely associated with secondary traumatic stress (STS) de�ned as the stress of repeated exposure to trauma of others rather than from
exposure to the trauma itself [21, 22]. CF is also linked with burnout, “a state of physical and mental exhaustion caused by a depleted ability to
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cope with one’s everyday environment, resultant from one’s responses to the ongoing demands and stressors of one’s daily life” [22, 23]. While
many de�nitions of burnout tend to place the onus on the individual for lacking coping skills, it is important to note that this inability to cope is,
more often than not, a result of one’s perceived demands outweighing the resources available to them [22]. Studies have indicated that burnout
and STS are closely linked in that when burnout increases, STS also increases [24].

Compassion Satisfaction (CS), on the other hand, is de�ned as the pleasure one derives from doing their work, including from helping others,
contributing to the work setting, and to the greater good of the society [25]. CS is inversely associated with burnout and STS such that when CS
is high, burnout and STS are low [24].

Factors associated with CF include workload intensity, inadequate rest time periods between shifts, task repetitiveness, low control and low job
satisfaction, poor resilience, lack of meaningful recognition, and poor managerial support [20]. At the individual-level, CF can result in sleep
disturbance, emotional distress, fatigue, headaches, and an increased risk of developing depression, anxiety and posttraumatic stress disorder
[14, 19, 20, 26]. In the workplace, CF may be associated with staff turnover, poor morale, decreased job satisfaction, lower productivity, and
result in lower quality of care [16].

A study by Winstanley highlights the concept of “Overdose Compassion Fatigue” (OCF), i.e. “distress or a reduction in empathy resulting from
knowledge of or exposure(s) to overdose-related harms” [27]. The author identi�es three precursors to OCF: 1) exposure to overdose, 2) desire to
help people, 3) belief that an intervention such as naloxone administration will help [27]. OCF can result in secondary trauma and burnout that
is characterized by fatigue, apathy, decrease in caring, feeling overwhelmed or irritable [27]. Individuals may be frustrated with the person who
overdosed and/or the system that is not able to adequately respond to the needs of these individuals. It is, however, important to note that OCF
has not been applied to the context of peer workers.

OCF is different from occupational burnout because it can result from a single traumatic exposure, whereas burnout is believed to occur over a
period of time and resulting from an accumulation of factors [13, 16]. Similarly, OCF may occur from a single exposure (non-fatal or fatal
overdose) and is independent of potential cofounding factors (e.g., personal history of trauma, low social support, and work stress) [27]. Since
peer workers often witness overdoses among those with whom they have an emotional connection, and may also be at risk of experiencing
overdoses themselves, the distress they feel would be expected to be much larger than those of individuals experiencing OCF from a single
exposure.

Studies have shown that working in overdose response settings can be stressful and emotionally taxing for peer workers due to the repeated
exposure to death and trauma faced by others [3, 5, 28–32]. Many peer workers have reported feeling burnout and are “running [themselves]
ragged” due to the constant worrying and inability to unwind [5]. Limited research studies have sought to identify the stressors faced by peer
workers in overdose response settings and implement support interventions to combat the potential harmful effects of these stressors [5]. The
Peer2Peer Project, led by the authors of this paper, aimed at identifying, implementing and evaluating support interventions for peer workers in
overdose response settings. An intervention model titled “ROSE” was implemented at two pilot organizations in British Columbia. ROSE stands
for Recognition or peer work, Organizational support, and Skill development for Everyone. The intervention consisted of multiple strategies that
were identi�ed and developed by and for peer workers.

A baseline survey was administered to the peer workers at the pilot sites prior to implementation of the ROSE model and consisted of some
questions from the Professional Quality of Life survey which measures CF and CS. The results of the baseline survey show clear indicators of
CF among peer workers. To our knowledge, no studies have, thus far, quantitatively measured CF among peer workers in overdose response
settings.

The aims of this paper are: (1) to quantitatively assess CS, STS and burnout among peer workers who are working in overdose response
settings (2) to identify and evaluate potential supports needed by peer workers in overdose response settings. It is important to note that the
primary measures reported in this paper are for CF and CS among peer workers for whom support interventions had already been designed and
implemented as part of the Peer2Peer Project. Scores may differ for peer workers for whom such supports do not exist through a structured
program. Furthermore, the survey was administered during COVID-19 which may have affected the results.

Methods

Study Participants, Settings and Recruitment
This study was a component of the Peer2Peer research project, which is a community based participatory research project aimed at identifying,
designing, implementing, and evaluating supports for peer workers. The research is a collaboration between academics and two organizations
located in four urban cities spanning three of the �ve BC health regions. The two organizations include: 1) SOLID Outreach Society - a peer
worker-led organization on Vancouver Island that educates, advocates and provides services for individuals that use substances [33], and 2)



Page 4/15

RainCity Housing - a not-for-pro�t, housing-�rst organization in Vancouver Coastal and Fraser regions that provides housing and support
services for people living with mental health, substance use, and other challenges [34].

The research team consists of academic researchers as well as peer research assistants (PRAs) from the two organizations. The PRAs were
involved in all aspects of the research including conceptualization, data collection, data analysis, validation, and knowledge translation.

We used a descriptive cross-sectional design. Participants were recruited by their organizational managers to complete the paper survey.
Participation was voluntary and participants were given a $25 honorarium to complete the survey. The inclusion criteria for participation were:
(1) working, formally or informally, in overdose response settings, (2) identifying as a peer worker (3) being over the age of 18, (4) being able to
complete a questionnaire in English.

Instrument
The Professional Quality of Life Scale (ProQOL) survey (version 5) was used to assess compassion satisfaction (CS) and compassion fatigue
(CF) [35]. CF is measured in terms of secondary traumatic stress (STS) and burnout [16].

The ProQOL survey version 5 is divided into three subscales based on what it is intended to measure: CS (10 items), burnout (10 items), and
STS (10 items). Scores can be categorised as low, medium, and high in each of the three subscales (≤22, low; 23–41, medium; and ≥42, high)
[35].

Data Collection
The ProQOL survey (Version 5) was administered as part of a larger follow-up survey (See Appendix 1) to evaluate the effectiveness of the
ROSE model and the Peer2Peer project at three of the four sites where the intervention was implemented (the peer program at the fourth site
was dissolved half-way through the implementation). In addition to the full ProQOL tool, the survey included a demographic questionnaire, and
questions from other validated tools such as the SF-12 survey and the Job Satisfaction Survey.

Prior to implementation of the ROSE model, a baseline survey was administered at all four sites. While most of the questions were common
across the baseline and the follow-up surveys, the latter consisted of some additional questions. For example, the baseline survey included
select questions from the ProQOL survey, while the follow-up survey consisted of the entire ProQOL tool. In this paper, we focus on the results of
the full ProQOL survey conducted as part of the follow-up survey. Other relevant questions that provide insight into the ProQOL subscales have
also been included in the analysis. Furthermore, we provide comparisons between the baseline and follow-up survey data, where data is
available.

The follow-up survey was administered between September 2020 and March 2021. This period was selected for two reasons: 1. September
2020 marked one year since the implementation of the ROSE model at the pilot sites through the Peer2Peer project, and 2. Informal discussions
with peer workers at the pilot sites revealed a high amount of stress and burnout due to the increased number of overdose deaths since the
onset of COVID-19 and an overall increased workload due to the pandemic.

The follow-up survey was administered to peer workers at the pilot sites by PRAs. Prior to survey administration, informed consent was
obtained from participants. Since the surveys were administered during the peak of the COVID-19 pandemic, the PRAs read out the questions
and recorded the peer workers’ responses to minimize the handling of the surveys. Online surveys were not an option given the low access to
technology and in some cases, limited computer literacy among peer workers.

Data Analysis
The analysis of quantitative survey data was conducted by an academic researcher and summarized in a report which was presented to the
PRAs for data validation. The Likert scale responses were converted into numerical values and scores were calculated for each sub-scale. The
mean score was calculated for each sub-scale and categorized as low, medium, or high, based on the scoring instructions for version 5. Non-
parametric tests (Mann-Whitney U test and Kruskal-Wallis H) were conducted to compare means in each sub-scale by participants’ socio-
demographic characteristics, i.e., gender, age, location, and ethnicity. Spearman’s rank correlation test was conducted to measure the correlation
between sub-scales of the ProQOL survey. All analyses were conducted using R statistical software, version 4.0.2 [36] and a p-value less than
0.05 was considered statistically signi�cant.

Ethics
The study received Research Ethics approval from the University of British Columbia Research Ethics Board (REB #: H18-00867) and
harmonized approval from University of Victoria and Island Health.
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Results
The survey was completed by 47 peer workers: 8 from the Fraser region (Maple Ridge), 18 from the Vancouver Coastal region (Vancouver) and
21 from the Island Health region (Victoria). The demographic pro�le of survey participants is presented in Table 1. Most survey participants
were male (55%), over 40 years old (57%), and self-identi�ed as non-Indigenous (77%).

Table 1
Demographic characteristics of

participants

  Total Sample

  n, (%)

  n=47, (100%)

Gender  

Male 26 (55%)

Female 21 (44%)

Age  

40 and under 20 (43%)

41-50 14 (29%)

Over 51 13 (28%)

Location  

Vancouver 18 (38%)

Victoria 21 (45%)

Maple Ridge 8 (17%)

Ethnicity  

Reported Indigenous 11 (23%)

Non-Indigenous 36 (77%)

Compassion Satisfaction

The mean CS score among the participants was 42 (SD=5.16) which can be classi�ed as HIGH according to the ProQOL Version 5 scoring
instructions [35] (Table 1). Most individuals scored high for CS (59.6%, n=28), over a third of the participants (40%, n=19) scored in the medium
range, and none scored low.

The high CS score may be explained by the good relationships peer workers have with the people they work with. A vast majority (91%) of the
participants agreed that they like the people they work with (the remaining 9% were neutral, no one disagreed).

A sense of pride and feeling that they have something important to contribute to society may also be a predictor for compassion satisfaction
among peer workers. All (100%) of the participants indicated that they felt a sense of pride in their job which would explain the overall HIGH CS
score. Likewise, participants that felt that they, at least sometimes (sum of ‘sometimes’, ‘often’ and ‘always’), had something important to
contribute to society had 1.5 times higher odds of scoring HIGH on the CS scale compared to those that selected ‘rarely’ or ‘never’.

Table 3 indicates the mean scores for each sub-scale by socio-demographic characteristics. Women had a signi�cantly higher CS score than
men (44 vs 41). Furthermore, individuals in Maple Ridge and Vancouver had a signi�cantly higher CS score than those in Victoria (45 and 44
compared to 39). Albeit non-signi�cant, individuals in the over 51 age group had a slightly higher CS score than those in the other age groups
(43 compared to 41 and 42). There were no observed differences in the CS score between the different ethnicities.

While the CS score for the baseline survey conducted prior to implementation of the ROSE model cannot be calculated, there is a signi�cant
increase in the responses of some questions that contribute to the CS score. For example, the percentage of participants who selected ‘often’,
‘very often’ or ‘always’ for the question ‘My work makes me feel satis�ed’ increased from 64% in the baseline to 85% in the follow-up (p=0.03).
More participants (88%) also ‘have happy thoughts and feeling about those [they] help and how [they] could help compared to the baseline
(63%) (p=0.002). Also, the percentage of participants that ‘believe [they] can make a difference through [their] work’ increased from 75–92%
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(p=0.09). These results indicate that the ROSE model strategies that were implemented at the pilot sites have potentially helped to improve CS
among peer workers.

Burnout

The mean burnout score was 20 (SD=5.50) which falls in the LOW range (Table 1). At an individual level, almost two thirds of the participants
(63.8%) scored LOW and the remaining scored MEDIUM on the burnout scale. This indicates that burnout was low among peer workers at the
time the survey was conducted.

There are many factors that potentially explain burnout among peer workers. One such factor is receiving recognition for the work done by peer
workers. Participants that agreed that they were recognized for the work they do had 2.72 times higher odds of scoring LOW for burnout (vs.
scoring MEDIUM). Over three-fourths of the participants agreed that they felt recognized for the work they do, accounting for the overall LOW
burnout score.

On a related note, since equitable pay is often an indicator for recognition and respect, perception of pay being unfair may also be a potential
reason for burnout. Two thirds of the participants agreed that they were paid a fair amount for the work they do, and those that agreed had 2.1
times higher odds of scoring LOW on the burnout scale compared to those that disagreed.

Another predictor for burnout is workload. Participants that felt they had too much to do at work had a 73% higher odds of scoring MEDIUM on
the burnout scale (no one scored HIGH), compared to those who did not feel they had too much work.

Discussions with PRAs during data validation also revealed that the workload of peer workers has increased since the onset of COVID-19. This
was also shown in the survey results whereby almost a half of the participants (47%) indicated that their workload had increased, and 19%
indicated that there had been no change in the workload.

Verbal con�ict at work also seems to be a predictor for burnout. Participants that agree that there is too much bickering and �ghting at work are
4.3 times more likely to score MEDIUM for burnout (no one scored HIGH) compared to those that disagreed. However, 70% of the participants
do not think that there is too much bickering and �ghting at work which would explain the overall LOW score for burnout.

These results indicate that burnout may be associated with lack of recognition and appreciation in the workplace (including perception of
inequitable pay), high workload, as well as a non-supportive work environment, characterized by bickering and �ghting in the workplace.

Table 3 indicates the mean scores for each sub-scale by socio-demographic characteristics. Men had a slightly higher burnout score than
women (21 vs. 19), along with individuals in the over 51 age group (21 vs. 20). These differences were not statistically signi�cant. There were
statistically signi�cant differences in the burnout score by location, with individuals in Victoria and Maple Ridge having signi�cantly higher
burnout scores (23 and 22 respectively) than Vancouver (16). There were no observed differences in the burnout score between the different
ethnicities.

For the questions in the burnout scale that were common across the baseline and follow-up surveys, we see some changes which may explain
the LOW burnout score among peer workers. For the question ‘I feel connected to others’, there was an increase in the number of participants
that selected ‘often’, ‘very often’ or ‘always’ from 37% in the baseline to 65% in the follow-up (p=0.003). Conversely, for the question ‘I feel worn
out because of my work as a peer worker’, the number of participants that selected ‘often’, ‘very often’ or ‘always’ decreased from 16–10%
(p=0.2). These results indicate that the ROSE model strategies may have helped to decrease burnout among peer workers at the pilot sites.

Secondary Traumatic Stress

The mean STS score was 23 (SD=7.34) which is MEDIUM (Table 1). While most participants (53%) scored LOW on the STS scale, almost 45%
scored MEDIUM and 2% scored HIGH. While no other questions on the survey provided insight into the reasons for STS among peer workers,
discussions with PRAs during data validation as well as published literature provides some explanation, and this has been described in the
discussion.

Table 3 indicates the mean scores for each sub-scale by socio-demographic characteristics. Men had a slightly higher STS score than women
(24 vs. 23). Furthermore, individuals in the 41-50 age group had a slightly higher STS score than the other age groups (26 compared to 21 and
24). Individuals identifying as Indigenous had a lower STS score compared to those that identify as non-Indigenous (22 vs 24). These
differences were statistically insigni�cant. There were statistically signi�cant differences in the STS score by location, with individuals in Maple
Ridge and Victoria having signi�cantly higher STS scores (29 and 25), compared to Vancouver (19).

Compared to participants in the baseline survey, less participants think that they often, very often or always think they might have been affected
by the traumatic stress of those they help (12% compared to 30%, p=0.008). Furthermore, less participants are �nding it di�cult to separate
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their personal lives from their life as peer workers (14% compared to 17%, p=0.8). These results show a trend of decreasing STS and this is
potentially due to the effectiveness of some of the ROSE model strategies.

Table 2
ProQOL sub-scale scores

Sub-scale Score [35] n (%) Mean (µ) Standard Deviation (σ)

Compassion Satisfaction LOW (≤22) 0 (0%) 42 5.16

MEDIUM (23 to 41) 19 (40.4%)

HIGH (≥42) 28 (59.6%)

Burnout LOW (<=22) 30 (63.8%) 20 5.50

MEDIUM (23 to 41) 17 (36.2%)

HIGH (>=42) 0 (0%)

Secondary Traumatic Stress LOW (<=22) 25 (53.2%) 23 7.34

MEDIUM (23 to 41) 21 (44.7%)

HIGH (≥42) 1 (2.1%)

Table 3
ProQOL subscale scores by socio-demographic characteristics

  Total
Sample

Compassion Satisfaction Burnout Secondary Traumatic Stress

  n, (%) Mean score,
Rank

U/H (p) Mean score,
Rank

U/H (p) Mean score,
Rank

U/H (p)

Aggregate n=47,
(100%)

42 20 23

Gender     U = 176
(p=0.04)

  U = 325.5
(p=0.26)

  U = 302
(p=0.54)

Male 26 (55%) 40   21   24  

Female 21 (44%) 44   19   23  

Age     H = 0.84
(p=0.66)

  H = 0.66
(p=0.72)

  H = 4.36
(p=0.11)

40 and under 20 (43%) 42   20   21  

41-50 14 (29%) 41   20   26  

Over 51 13 (28%) 43   21   24  

Location     H = 10.39
(p=0.006)

  H = 14.18
(p=0.0008)

  H = 13.08
(p=0.0014)

Vancouver 18 (38%) 44   16   19  

Victoria 21 (45%) 39   23   25  

Maple Ridge 8 (17%) 45   22   29  

Ethnicity     U = 229.5
(p=0.44)

  U = 175.5
(p=0.58)

  U = 174
(p=0.55)

Reported
Indigenous

11 (23%) 42   20   22  

Non-Indigenous 36 (77%) 42   20   24  

Note: U= Mann-Whitney U Test, H = Kruskal-Wallis
Test, p=signi�cance level

         

[Table 4]
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Table 4
Responses of Selected ProQOL Questions Pre- vs. Post- Implementation of the ROSE Model

  Baseline

n, (% of non-missing data)

Follow-up

n, (% of non-missing data)

p-value

My work makes me feel satis�ed p=0.032

Very often or Always 12 (26%) 18 (38%)  

Often 18 (38%) 22 (47%)  

Sometimes 14 (30%) 6 (13%)  

Rarely 1 (2%) 0 (0%)  

Never 2 (4%) 1 (2%)  

I have happy thoughts and feelings about those I help and how I could help them. p=0.002

Very often or Always 9 (19%) 20 (42%)  

Often 21 (44%) 22 (46%)  

Sometimes 17 (35%) 6 (13%)  

Rarely 1 (2%) 0 (0%)  

Never 0 (0%) 0 (0%)  

I believe I can make a difference through my work. p=0.094

Very often or Always 20 (43%) 26 (54%)  

Often 15 (32%) 18 (38%)  

Sometimes 10 (21%) 3 (6%)  

Rarely 2 (4%) 1 (2%)  

Never 0 (0%) 0 (0%)  

I feel connected to others p=0.003

Very often or Always 5 (11%) 13 (27%)  

Often 12 (26%) 18 (38%)  

Sometimes 20 (43%) 14 (29%)  

Rarely 10 (21%) 1 (2%)  

Never 0 (0%) 2 (4%)  

I feel worn out because of my work as an experiential worker p=0.2

Very often or Always 1 (2%) 3 (6%)  

Often 7 (14%) 2 (4%)  

Sometimes 15 (31%) 15 (31%)  

Rarely 19 (39%) 12 (25%)  

Never 7 (14%) 16 (33%)  

I �nd it di�cult to separate my personal life from my life as a peer worker p=0.8

Very often or Always 2 (4%) 2 (4%)  

Often 6 (13%) 5 (10%)  

Sometimes 14 (30%) 18 (37%)  

Rarely 15 (32%) 9 (18%)  

Never 10 (21%) 15 (31%)  
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  Baseline

n, (% of non-missing data)

Follow-up

n, (% of non-missing data)

p-value

I think that I might have been affected by the traumatic stress of those I help p=0.008

Very often or Always 3 (6%) 3 (6%)  

Often 12 (24%) 3 (6%)  

Sometimes 18 (37%) 15 (31%)  

Rarely 8 (16%) 11 (22%)  

Never 8 (16%) 17 (35%)  

Correlations between ProQOL subscales

In Table 5, we show that the sub-scales were correlated. CS was negatively correlated with burnout (p<0.05) and STS (p>0.05), although the
correlation with the latter was not statistically signi�cant. This means that as CS increases, burnout and STS decrease. On the other hand,
burnout and STS were positively correlated with each other (p<0.05), which means that increase in one is often linked with increase on the other
subscale. This would explain why both burnout and STS are considered indicators for Compassion Fatigue (CF). These �ndings have
implications for interventions that may be implemented to support peer workers to reduce CF among them.

Table 5
Bi-variate correlations between ProQOL subscales

  Compassion Satisfaction Burnout Secondary Traumatic Stress

  ρ (p value) ρ (p value) ρ (p value)

Compassion Satisfaction   -0.40 (p=0.005) -0.27 (p=0.07)

Burnout -0.40 (p=0.005)   0.70 (p=0.03X10−6)

Secondary Traumatic Stress -0.27 (p=0.07) 0.70 (p=0.03X10−6)  

Note: ρ = Spearman's rank correlation estimate. p=signi�cance level    

Discussion
The aim of this study was to explore and measure compassion satisfaction and compassion fatigue (characterized by STS and burnout)
among peer workers in BC. Our study shows that peer workers in overdose response settings during dual public health emergencies experience
HIGH CS, LOW Burnout, and MEDIUM STS. As there is no prior literature relating CF and CS to peer workers, this study provides novel �ndings
and lays the groundwork for further research, especially among peer workers who do not have standardized access to support interventions
such as the ROSE model. By comparing responses to questions which were common across the pre- and post- implementation survey, this
paper sheds light on the potential effectiveness of the ROSE model interventions in addressing CF among peer workers.

The high CS score among peer workers underscores the rewarding yet incredibly di�cult nature of peer work. The high CS score can be
explained with �ndings from our previous paper outlining the meaning and motivation peers derive from their work including a sense of
purpose from helping others, pride from �nding and being an inspiration to others, and a sense of belonging within a community [37]. Focus
group participants enthusiastically shared how peer work has provided new meaning to their lives amid a society that socially, politically, and
�nancially stigmatizes them. It is, therefore, unsurprising that 100% of survey participants felt a sense of pride in their job. Their stories
highlight how the pleasure they derive from their work has a direct impact upon reducing their levels of stress. As highlighted by one peer
worker in our previous paper: “I look forward to going [to work] because I feel like I’m doing some good out there” [37].

Our results show that since the implementation of the ROSE model, there is an increase in the number of peer workers that 1) feel satis�ed from
their work, 2) have happy thoughts and feelings about helping others, and 3) believe that they have made a difference through their work. Since
these factors contribute to the overall CS score, the results suggest that the ROSE model strategies that were implemented at the pilot sites may
have potentially helped to improve CS among peer workers.

Our study found a higher CS score for women than men. Although this could indeed be due to higher levels of satisfaction derived from work
and personality differences between the genders (women are believed to be more empathetic [38, 39]), it also could be due to differential item
functioning inherent in the ProQOL scale. This occurs when groups of people respond to a question differently due to differences in
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interpretation or understanding of the measurement tool rather than true differences in the construct being measured between the groups [40].
A study by Heritage et al. identi�ed measurement weaknesses in the form of gender-variant responding in a study of registered nurses in
Australia; they found that male nurses responded with higher ratings than female nurses on the Likert scale of two questions. However, the
difference was seen for CF rather than CS [40]. Regardless, the differential answering pattern may explain the difference we found between
genders and makes it di�cult to draw conclusions regarding gender-based differences in CS between male and female peer workers.

For STS, the mean score fell in the MEDIUM range, and almost 47% of the participants scored MEDIUM to HIGH on the STS scale, which is a
considerable amount. This is especially alarming given that the participants in this study already had access to support interventions through
the ROSE model. Discussions with PRAs during data validation indicate that over the �ve years since the declaration of the drug toxicity crisis
as a public health emergency, peer workers have been exposed to signi�cant trauma and death which has increased with the onset of COVID-19
[5]. Research has indicated that that even a single exposure to a fatal or non-fatal overdose can lead to considerable stress, burnout and
overdose-related compassion fatigue [27]. It is expected, therefore, that over time, this constant exposure to death would lead to feelings of
numbness and hopelessness [27].

Many studies have shown high STS among doctors, nurses and other frontline workers [24, 26, 41–44]. Unlike other �rst responders, however,
peer workers may not have the same opportunities to unwind after a stressful day at work; their work is often 24 hours a day as their personal
and professional lives are inter-twined and they live and work within a community traumatically impacted by the drug toxicity crisis [5]. This
repeated exposure to others’ suffering coupled with similar personal issues, as well as lack of institutional supports for people who use
substances combine and build on each other to generate STS. A study by Ruiz-Fernández et al revealed that the mean STS score of their
sample was 19.9 whereas the mean of our sample was 23 [24]. It must be noted that the former study used Version 4 of the ProQOL which has
slightly different scoring and interpretation. The higher STS score for peer workers compared to healthcare professionals may be due to several
factors: (1) unlike peer workers, healthcare professionals such as doctors and nurses, may have systems of support such as access to
counselling [45, 46], (2) healthcare professionals’ work arrangements are often stable and long-term unlike the work arrangements of peer
workers which are often precarious [47], and perhaps most importantly (3) doctors and nurses often do not have an emotional attachment with
their patients and do not share the same lived/living experience with their patients, which may potentially make it easier for them to deal with
secondary trauma. The higher levels of STS identi�ed in peer communities are indicative of an overarching institutional system that devalues
the expertise of people who use substances.

Despite the cumulative effects of the drug toxicity crisis and the onset of COVID-19 which has led to an increased number of drug toxicity
deaths, there are some changes observed among peer workers since the implementation of the ROSE model. Compared to participants in the
baseline survey, less participants in the follow-up: 1) are affected by the traumatic stress of those they help, and 2) �nd it di�cult to separate
their personal lives from their life as peer workers. While these results may be an artifact of the number of new staff that may not have
accumulated the stress of working in overdose response settings, the results may also suggest that the ROSE model strategies are contributing
towards reducing STS among peer workers.

Our sample had a mean burnout score of 20, which is classi�ed as LOW. A potential explanation for this is that burnout is “believed to occur
over a period of time and resulting from an accumulation of factors” [27]. Discussions with organizational managers in Vancouver and Victoria
reveal that many staff were new and hired during the COVID-19 pandemic. As such, it is possible that the newer staff have not yet accumulated
the stress and trauma of working as peer workers and are thus feeling less burnt out.

There is also a relationship between burnout and staff turnover rate. A study examining rates of burnout among Child Protection Workers in
Colorado demonstrated very low rates of burnout, and this was attributed to the high turnover rate, indicating that burnt out employees may just
quit their jobs [16]. A recent study on compassion fatigue among nurses also indicated CF often leads to a change in profession [26]. This is a
remarkable difference between other professionals and peer workers; peer workers don’t have the liberty to quit their jobs as and when they feel
stressed or burnout due to the scarcity of alternate means of employment for people who use substances [47]. When peer workers feel burnt
out, they must often continue working because they have few or no other income options. Even those who do leave formal peer roles never fully
leave work as they constantly strive to keep their loved ones and communities safe [5]. In other words, working in overdose response settings
and saving lives is not just a job for peer workers, it is their reality as individuals with lived/ living experience. Hence, for peer workers, CF is
inevitable.

The LOW burnout score among the peer workers at the pilot sites may also point towards the effectiveness of the ROSE model strategies in
reducing burnout. Compared to the participants in the baseline survey, less participants in the follow-up are feeling worn out because of their
work, and more participants are feeling connected to others. Despite the intervention, however, 36% of the participants fell into the MEDIUM
category, demonstrating that more upstream measures may need to be taken to truly impact the burnout faced by peer workers.

Our study uncovered location-based differences in CS, burnout, and STS. Participants in Vancouver had signi�cantly lower burnout and STS
compared to Victoria and Maple Ridge. Consultation with PRAs revealed that these differences may be due to the high number of new staff in
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Vancouver and the better availability of community resources for people who use substances (PWUS) in that area, such as free food, overdose
prevention services, etc. Although the program in Victoria also expanded during our study, doubling in size and hiring many new staff, the
burnout and STS scores from Victoria were higher, more closely matching those of Maple Ridge. This unexpected result could be because CS
was signi�cantly lower in Victoria compared to the other locations. Without the protective effects of high CS, peer workers in Victoria may have
been more severely impacted by burnout and STS resulting in higher scores even among newer staff. Furthermore, with the expansion of the
peer program, peer workers were more disbursed across the city, unable to form strong connections with each other and bene�t from the family-
like support that SOLID is known for [37]. Unlike the other locations, Maple Ridge was a smaller, more tight-knit community of long-time peer
workers. Participants in Maple Ridge had the highest CS but also the highest STS, re�ecting that being more emotionally connected to the
people they support may amplify the impact of both success and trauma [27].

Consistent with other studies [24], we found that CS was inversely associated with burnout and STS, although the association between CS and
STS was statistically insigni�cant. This indicates that a high CS can be a protective factor against burnout and STS and has implications for
intervention-planning for peer workers. For example, to reduce burnout among peer workers, more opportunities of work should be created for
peer workers, where they feel valued and appreciated.

Previous research has indicated that CF can have signi�cant health impact, including sleep disturbance, emotional distress, and increased risk
of depression, anxiety and PTSD [14, 19, 20, 26]. Given these potential health effects, CF among peer workers must not be ignored since they
are critical in providing harm reduction services for people who use substances. Organizations must strive to implement supports for peer
workers to reduce burnout and STS. Studies have shown that organizational interventions which increase awareness and knowledge of CF [48],
or equip individuals with tools to reduce stress during work [49] can reduce CF. Informal and formal peer support can also prevent compassion
fatigue [50]. Given the link between CS and feeling recognized at work, organizations must also strive to improve appreciation and recognition
for peer workers and pay equitably, based on the peer payment standards [51]. Furthermore, organizations should provide peer workers with
options to take paid time off to recuperate, as needed. Since self-care has shown to be effective in reducing CF [52], facilitating peer workers to
partake in self-care activities may also be useful.

The ROSE model consists of multiple strategies that can potentially decrease STS and burnout among peer workers. For example, the ROSE
model included training for peer workers on mindfulness, destressing and self-care. The ROSE model also included implementation of a Peer
Supporter role occupied by a person with lived/ living experience of substance use to provide peer debrie�ng and counselling services to peer
workers, as needed. Additionally, we strived to improve recognition for peer workers by creating awareness of the role of peer workers through
videos and anti-stigma training, as well as by introducing photo IDs and business cards to legitimize their roles. Job descriptions were also
created to provide role clarity and prevent the relegation of peer workers to menial labour. Teambuilding days were introduced to improve
relationships between peer workers within the organization. Our results indicate that the ROSE model strategies hold much promise in reducing
CF and improving CS among peer workers in overdose response settings. However, it is di�cult to draw conclusions on the effectiveness of the
ROSE model since the full ProQOL survey was not conducted prior to implementation. A follow-up survey after multiple years of
implementation of the ROSE model is warranted and further research and evaluation is needed.

The illicit drug toxicity crisis has been ongoing for over �ve years, and given the accumulative effects of burnout and STS, over time, CF among
peer workers and its consequent health impact would only be expected to worsen. In addition to implementing organizational supports for peer
workers to reduce CF and increase CS, there is a critical need to take to systemic measures, such as decriminalization of substance use,
otherwise CF among peer workers may become the next public health crisis.

Although our study is novel, it does have limitations. First, our data is from three metropolitan or large urban centres in BC where our pilot sites
are located. Close knit social networks as well as stigma in rural areas may increase the impact of overdose fatalities on their communities [27].
Additionally, although almost all peer workers at the study sites were sampled, the sample size is still small. A more expansive study is needed
to fully grasp regional differences in CS, STS and burnout and better represent all peer workers in BC. Also, the survey included some questions
that required participants to recall their experiences over a 30-day period, which introduces a potential recall and re�ection bias. Furthermore,
the negative wording of some questions may have caused confusion while other questions were open to interpretation by participants. This
may have resulted in variability of reporting. Over time, different versions of the ProQOL survey have been released [35]. The differences in
scoring method and interpretation of CS, burnout, and STS between ProQOL versions make these values di�cult to compare across studies
[25]. Finally, a 2019 study examining the construct validity of the ProQOL Scale highlighted how “compassion satisfaction and compassion
fatigue represent higher and lower levels of the same construct rather than two different constructs” [53]. Therefore, we are cautious in
endorsing the reliability of the ProQOL and suggest critical application of our �ndings. Another limitation is that our sample consisted of peer
workers who already had access to the ROSE model strategies and it is di�cult to know the effect of these strategies on CF and CS among peer
workers; peer workers at other sites without access to such an intervention may have a higher score. As such, our �ndings are not fully
representative of all the peer workers in BC. That said, despite having access to the ROSE model strategies, there is a considerable number of
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participants that scored MEDIUM for burnout and HIGH for STS. This indicates the seriousness of the issue and underscores the need for
upstream measures to address CF among peer workers in BC.

Conclusion
The results of our survey highlight an important juxtaposition; the deep ful�llment that peer workers derive from their jobs, amid overwhelming
measures of Secondary Traumatic Stress and Burnout. These seemingly-opposite observations are not antagonistic – rather, they are
intimately linked. Because peers are so deeply connected to the suffering of their clients through their shared lived and living experience, their
stress is ampli�ed. In other words, peer workers’ unconditional devotion to their work is often at the expense of their physical, mental, and
spiritual wellbeing. To establish comprehensive supports for peer workers, the connection between the positive and negative sides of the job
must be recognized. Our results indicate that the ROSE model strategies that have been implemented at the pilot sites may have contributed to
reducing CF and increasing CS among peer workers. However, the fact that CF is still fairly high despite access to resources points towards a
need for more systemic measures, such as decriminalization of substances.
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