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This t raining, funded by the Massachusetts Department of Mental Health
(DMH), is  primarily for supervisors of Certifie d Peer Specialists (CPSs) who
are not CPSs themsel ves. In other words, people who h ave beent rained in
other fields of p ractice who are now beingas  ked to ta ke on a supervisory role
with incoming CPSs.  However, the information will be helpful to all

superv isors.
!
Ideall y, CPSs should recei ve at least part of their supervision from another

CPS with more experience who can assist the person to grow and de velop in
their professional capacities. Howe ver, the CPS field is new to the State, with

ma ny agencies h aving only one or two CPSs, neither of whom has the skill or
experience to ta ke on a supervisory role. Thist raining is meant as a Ostop -
gapO effort to pr ovide guidance and education about CPS p ractice for non -CPSs

who are or will be as  ked to fulfill that supervisor position.
!
CPS practice is based on relationships, and i t® hoped that thist  raining will

help build a strong relationship between you, the superviso r, and the CPS
supervisee(s) youOre working with.  To support this partnershi ~ p, each module in
this t raining offers e xercises that include your supervisee(s) in order to open
dialogue about your relationshi p, your roles, and the strengths of your
particular setting, as well as areas that need to be strengthened. While the

training can be completed w ithout a ny CPS involvement, doing it together can
create the roadmap for meaningful supervision based on what youOre both

learning about each other in the t raining.

/SUPER
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Each Unit of the t raining contains a video lesson posted on Vime 0.com along with
a brief overview of the video lesson outlined in this manual (Unit Summary). The
Unit Summary is included to allow people to create a group or other facilitated
learning format for the t raining. Learning objecti ves are pr ovided for each Unit.
Each Unit also has e xercises for the supervisor and CPS supervisee(s), as well as
for the supervisor him/hersel f. Finally, there are readings for each Unit that are
either within the manual or available through the links pr ovided.

We hope that this curriculum pr ovides you, the superviso r, with the

inform ation needed not only to feel competent in this new role, but to en;j oy the
important role of promoting the CPS field as it grows and strengthens as a valuable

member of our mental health workforce.
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Part A: Introduction

Unit 1: Introduction to Peer
Support Supervision

Learning Objectives:

Provide o verview of the ¢ ourse

Identi fy possibl e benefits of taking the course

Distinguish between peopleOs lived experience and wor  Kker roles
Introduce CPS supervisor responsibilities

K K K K

Please view video first

Video Link: https://lvime  0.com/63298198

Exercis es/Readings

1.1 Supervisor/CPS e xercise b Co-Learning

1.2 Supervisor E xercise B Recovery Orientation

1.3 Supervisor Exercise - Role Clarity pre -check
1.4 Reading b Pillars of Peer Support Supervision



Unit 1 Summary (for facilitated learning)

!
!

This summary quickly reviews the lesson presented in the Unit 1 vide 0. This
summary can be used for your own refresher or can be used to guide group
learning or other facilitated learning formats wit h the curriculum.

Unit 1 pr ovides an overview of the course  and

Comren Ghgectuce anchors people in the purpose and benefits of the
: % . ) training. As a CPS-supporting supervisor , inthe
6 o — training you wantto be aco -learner with your
supervisee(s) , using dialogue rather than formal
Otraining.O The information offered in the training is really meant to provide the
foundation upon which the Ohouse of supervisionO will be built by the individuals in

the relationship.

The Introduction outlines each unit of the t raining and the possible benefits. Finall y, this
short U nit asks supervisors to think back to their first time working in their field, whether
it was after g raduation or during an internshi p, and reme m-

ber the challenge of taking the classroom information to 4

.

real-life application. This is meant to set the stage so

superv isors can re late to the experience of newly t rained

CPSs. Atthe same time, the differences between clinical

training and competencies  and those of peer practice are

discussed in the context of supervisory tasks. If one is to supervise another in perfor m-
ing his/her job, it® necessary to understand the values and principles of the field of
practice, the skills and competencies necessary for Certification, and the expectations in

the work setting.

At the conclusion of the vide o, thereisan e xercise that can be donea s age neral
discussion o r, ideall y, between the supervisor and CPS supervisee (s) currently

working togethe .



1.1  Supervisor/CPS Exercise
PCo-Learning

Unit 1 provided a brief overview of the course, and discussed the importance of
supervision for CPSs, many of whom have not worked ina long time. If you are
already working with a CPS, have a discussion with him/her that could include some  of
the following talking points:

!
What were your experiences during  your first day or week on the job?
|
I
|
|
|

| How did you f eel about your own professional identi  ty and strengths when  you started
the job?

.What did the agency do to help you feel welcomed and  valued during your first week
on the job?
!!
!
!
i
What did the agency do during your first week on the job that conce rned you?

!
I
I
|
!
How were you supported to bring your skills and talents to the job?
!
I
!
|
!
How were you discou raged from bringing  your skills and talents to the job?

Be sure to letthe CPS know that thisisa co-learning process and these discu ssions will
be kept confidential.  If, at a later time, it seems like the information youOve learned

can benefit others in your organization, you should discuss this with the CPS and

together decide what will be shared.



1.2 Supervisor Exercise
PRecovery Orientat ion

Welcome Process Scan
|

Most agencies have a process for all new employees. Review the process that
your agency has, including any classes that new employees are required to

attend, from the viewpoint of an incoming CPS or peer worker.
|

1. How welcomin g do these processes seem for someone who is representing a new
field?

|
|
|
!
!
|
|
|
!
2. How rele vant do these orientation processes seem for peer wor kers?

3. Do you see a nything in the orientation process that m ay be difficult or
isola ting for pe er wor kers or CPSs?

4. Ma ke or ad vocate for changes that are needed to create a welcoming and
relevant orientation process for peer wor kers and CPSs.



1.3 Supervisor Exercise - Role Clarity Checklist

Complete this checklist now as an agssment of your current knowledge base on the CPS role. You will
complete it again after completing the course to see if your answers have changed.

Agency

Understands the role of Peer Sipést

Values the role of Peer Specialists

Has clarified tle difference between a traditional role filled by staff with lived experience and be
in a Peer Specialist Role

Has created a clear, meaningful CPS job description

Has fully oriented HR regarding the CPS role to enhance recruitment and retention

Has trained HR personnel to effectively interview and hire CPSs

Has provided irservice training for all staff on the CPS role and its values to the organization

Supervisor

Is experience and trained in providing supervision

Believes in and sumpts the CPS workforce

Is knowledgeable about the values and principles of peer support

Understands the value of shared lived experience for people using services

Is familiar with the curriculum for CPSs

Is prepared to create a supportive emwment that will support the professional growth and
development of the CPS

Is prepared to help the CPS identify strengths and areas to strengthen to grow professionaly

Is able to separate professional from personal support to avoid role confusion

Is prepared to hold the CPS to the same professional standards expected of other staff

Is prepared to allow the CPS the same latitude as other staff

Understands how different employee benefits can enhance the CPS employeeOs performanc




Reading 1.4 Pillars of Peer Support
Supervision

This is an excerpt. For the full article See the READINGS
section.

Daniels, A. S., Tunner, T. P., Powell, I., Fricks, L., Ashenden, P., (2015) Pillars of
Peer Suppo®VI: Peer Specialist Supervisionttp://www.pillarsofpeersupport.org
March 2015.

The Pillars of Peer Support Supervision were developed at the sixth of an
ongoing series of Summits, known as the Pillars of Peer Support Services
Summits , to supportt he development of the peer support specialist

workforce. The Pillars represent a core set of principles that are designed to

guide the evolving growth of peer support services (PSS) and the workforce

that provides them. The initial Pillars of Peer Support Summit was convened
at the Carter Center in Atlanta, GA in 2009, and produced a founding set of 25
Pillars of Peer Support Services . Since then annual summits have addressed
the evolving issues of funding for peer support, integration of the workforce

acro ss the continuum of behavioral health services, and the integration of

these services to promote a whole -health focus. SAMHSAOQs Center for Mental
Health Services has been an ongoing partner in this work and has actively

helped promote the role of peer supp ort services. The summary reports for
each of the summits are published on the website

www. pillarsofpeersupport.org ; and also see: Daniels, Bergeson, Fricks,
Ashenden, and Powell, (2012); and Grant, Daniel s, Powell, Fricks, Goodale,
and Bergeson (2012).

While the development of the initial set of twenty -five Pillars of Peer Support
have been instrumental in fostering the evolving growth of the peer specialist
workforce, an ongoing challenge has been how best to provide supervision for

these services. Based on requests for guidance and support from the field, the
2014 summit was designed to address this issue. As a result, a set of pillars of
supervision were developed to parallel the original pillars. A r eview of the
evidence base for these services and the original pillars helped to establish a
framework for the development of the Pillars of Peer Support Supervision.

The result of the facilitated dialogue groups was the development of a set of
core princi ples for supervision. These concepts were then reviewed and
distilled into five key themes. Based on these principles and themes, a set of
five pillars were generated. Following is a detailed review of the Pillars of Peer
Support Supervision, which provide s the core elements of each of the



concepts and outlines the opportunities for system improvements. Many of the
pillars include dual challenges for both the supervisor and the peer specialist.

The focus of the pillars is to provide guidance on key componen ts to support

the peer specialist workforce, rather than to provide specific proscriptive
guidance, tools, or products.

1) Peer Specialist Supervisors are trained in Quality Supervisory Skills

Too often, behavioral health and social services supervisor s are promoted into

these roles based on their clinical experience and excellence. This does not
ensure that they have had adequate training and experience in supervisory
roles. Additionally when there is experience in clinical supervision, this does
not n ecessarily transfer to similar roles in working with peer specialists.
Therefore, supervisors of peer specialists should have training in both basic
supervision skills, and specific skills related to supervising peer specialists.

2) Peer Specialist Supe rvisors Understand and Support the Role of the
Peer Specialist

In order to provide supervision for a peer specialist, it is vital for the

supervisor to understand the key elements of their roles. Supervisors should
know the job description for the peer s pecialist and assign tasks that are
appropriate to the role and its requirements. Understanding state level
certification codes and requirements helps the peer specialist supervisor
address roles, ethics and professional boundaries, and fosters accountabil
Goals of supervision should include helping a peer specialist supervisee
understand his or her role within the agency, and fostering a collaborative
relationship with the peer specialist that models collaboration for their own
work with the consumers served.

The peer specialist supervisor should have a fundamental understanding of
the principles of recovery and the role of peer support services in building and
sustaining recovery goals. Peer specialist supervisors should be encouraged to
obtain ongoin g continuing education on peer support services and the
recovery model. This continuing education helps the supervisor advocate for
the expansion of peer specialist roles, their culture, and non -clinical
orientation and roles. It also helps the supervisor to distinguish between
providing support and providing therapy.

3) Peer Specialist Supervisors Understand and Promote Recovery in
their Supervisory Roles

ity.



The peer specialist supervisor should model the principles of recovery through

their knowledge, lan  guage, and behaviors. This includes having a person -
centered approach to wellness and resiliency, strength based and holistic

models of service, promoting hope and empowerment, and the use of person

first language. The supervisor should encourage the peer specialist to model
recovery and resiliency when sharing their story as a part of their peer

support services, with the goals of instilling hope, engagement, building a

trusting relationship, and encouraging skill building for those served. It is also

impo rtant for the supervisor to have knowledge and awareness of the roles

and contributions of the peer specialist, and to know the differences from

other team memberO roles. As standards of practice for peer support services
evolve, and models of service fide lity continue to develop, it will be important
for the supervisor to encourage and monitor adherence to them. Standards of
practice have historically been generated at the state level, and new initiatives

from organizations like the International Associati on of Peer Supporters
(https://inaops.org ) are supporting the development of national standards for
this workforce. Additionally, as the services delivered by peers expand, there

has been greater attention to the fidelity of service models and roles across
programs. This will require continued professional development and

knowledge by supervisors, as well as coinciding expansion of their roles.

4) Peer Specialist Supervisors Advocate for the Peer Specialist and

Peer Spec ialist Services Across the Organization and in the

Community

Peer specialist supervisors have a responsibility to be advocates for the role of
peer support services in the organizations in which they work and in the
community. This fosters a relationship of trust and support between the
supervisor and supervisee. Together there is a partnership to promote the
value and use of these services, and educate those in the organization and
community about peer support services. Supervisors should also advocate fo
policies and procedures in the organization that promote and foster recovery.

5) Peer Specialist Supervisors Promote both the Job Related
Professional and Personal Growth of the Peer Specialist Within
Established Human Resource Standards

Peer speciali st supervisors are a key link between the peer staff and the

organizationOs leadership. In this role they have a responsibility to advocate

for equal compensation and benefits for this workforce. They are also

responsible for promoting professional and job related personal growth. This
can include access to training and continuing education, evolving peer

specialist role opportunities, and appropriate career ladders. Personal growth

may include maintaining a safe work environment, personal wellness, and

ind ividual goal attainment. A collaborative supervisory relationship is

supportive, provides timely and respectful feedback, and is strength based.



Part B BThe Movement to
Recovery Values and
Development of a Peer
Workforce

Unit 2: A System in Flux

Unit 2 concerns the realities of our mental health system as it attempts
to shift from a Ocare-takerO model to one that fosters and encou rages
growth, rec overy, resiliency and sel f-determination.

Unit 3: The Birth of the
CPSProfession

Unit 3 focuses on the re  lationship between our current CPS Profession
and the Oconsumer/survi vor/ e x-patien t@Omovement of the past.



!
Learning Objectives:

¥ Describe OmaintenanceO and Orec overy-orientedO system models

¥ Identi fy components related  to system change

¥ Describe the impact of Olearned helple ssnessO in relation to
Omainte nance -basedO systems

¥ Identi fy core findings of Presidential New Freedom Report

¥ Identi fy challenges to supervision in colliding worlds

Please view video first

Video Link: https://vime 0.com/63940280

Exercises /Readings
2.1 Supervisor/ CPS Exercise D Recovery Principles
2.2 E xercise BProgram Self-Evaluation

2.3 Reading: Deegan, P. (1990 ). Spirit Breaking; When the he Iping
professions hurt.

2.4 Reading: The President® New Freedom Commission on Me ntal
Health (2003). Achieving the Promise: Transforming mental heal th
care in America. Final report, E xecuti ve Summar vy.



Unit 2 Summary (for facilitated learning)

Unit 2 concerns the realities of our mental
health system as it attempts to shift from a

Ocare-takerO model to one that fosters and

Maintenance Recovery

encou rages growth, rec overy, resiliency and

self- determination. Its goal isto pr ovide a

framework that doesn  ®a ssess blame ona ny
individual or organization, but i nstead
helps e veryone see w hat® been accomplished and where challenges co  ntinue to

exist. 1t@ meant to recogni  ze that big systemic  change cannot happen

overnight.
Varied Professional Practices
Pat Deegan @ OSpirit Breaking: When the SR Re S s Tl
pulations
helping professions hur  tO is one of the readings Requirements in Different Sectings
for this Unit, and artfully paints this picture.

(Supervisors should be told that the language

The “System”

in the article is dated, but the concepts are just

as meaningful tod ay).

This Unit then introduces the Presidential New Freedom
Report of 2003 that recommended a Ot ransform ationO of
the mental health system, believing it wasn ®possible to

fix the system by little repairs here and there.

It argued that the only way to fix the mental health system
was to radically change the focus (to rec overy), the outcomes (to living, learning,
working and participating fully in the communi ty) and the orientation (to a

person- and family -driven system).



The unit then introduces ~ SAMHSAG
rec overy components, discussing

each component and its importance,
and ends with the recognition that

there is inherent conflict between

the two systems, and  that, in this

time of flux, those conflicts remain.

Recovery
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Supervisor/CPS Exercise 2.1
DPRecovery Principles

'SAMHSA()sWorking Definition of Recovery includes 10  Components of Recovery. People
in recovery responded that HOPE comes before everything else. SAMHSA listened and
moved hope to the beginning of the list.

1I

The previous 10 Components h  ave been revised, updated, and in some cases
replaced and are now called the 10 Guiding Principles of RecoveryE

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 Relati onship and Social Networks
Recovery is Culturally -based and -influenced

Recovery is supported by Addressing Trauma

© 00 N o O B~ W DR

Recovery involves Individual, Family and Community Strengths
and Responsibilities

10. Recovery is based on Respect



Supervisor/CPS Exercise 2.1
PRecovery Principles

Unit 2 has discussed the conflict between OrecoveryO and OmaintenanceO me ntal
health delivery systems. Most organizations are somewhere between being a
Omaintenance -basedO and being a Orecovery -orientedO agency. It may be that
som e pockets of the agency have been able to shift more easily than others, that
ideas have been able to change more easily than practices, or that desires have
‘changed more quickly than needed resources.
|
| SAMHSAG Guiding Principles to  Recovery are below

| 1. You and your CPS supervisee(s) independently review the guiding principles.
!
!
|

.2. Each of you (independently) ranks each component as follows:
S - astrong component of  your overall agency approach

| - Incomplete, or a component that is present, bu t not throughout the
agency
A - Absent, or a component that hasn @been incorpo rated in agency

approaches at this point.
|
|
|

3. Compare your ratings and discuss the areas that were different. What did

each of you base your ratingon? Whydid you rateitt he way you did? (The goal
is the discussion , rather than h aving one person change their rating to match the
othe r@®).

|

4. What steps could  you ta ke individually or together to begin to ma ke changes
in areas that are either incomplete or absent at this time?



Supervisor/CPS Exercise 2.2
P Program Self-Evaluation

A program self-evaluation is attached below . Both you, the supervisor, and your
CPS supervisee(s) should complete the self -evaluation and then compare
ratings.

1. Aboutw hatarea s did you agree?

2. What areas did you rate differently?

3. Do these differences fall within a certain theme or area of p ractice?

4. Do you see major differences in your scoring ina ny specific area or
throughout the assessment?

5. If O yesOto number 4, does this seem li ke a functional or  philosophical
difference D thatis, a differencei n what can be done or what should be done
within the pr ovision of services?

I
|
|
|
6. How do these differences impact the work being done at your organization ?
I
|
|
|
7. How do these differences impact your supervisor/supervisee relationship?
|
|
I
|
|

8. What steps can  you ta ke to work through the differences?



Program Self-Evaluation

Directions: The following outlines specific competeny area and associatd skills. Review ead area ard rate how frequently
you demonstraé the items listed Respoml to ead item basel on how frequenty you perfom the behavia (how often you
actually put the skill into actual practice) For exanple: identify if you Always Frequently Occasionally Sametimes or
RarelyNeve use persa first languag and behavig to promote recovery You are encouragé to ansver as honesty as possible.
After you hawe respondd to all items, use the Self-Evslustion to identify your area of strengh and training and mentorirg or
coachimg needs.

Rating Frequencgf Performance 5 = Always, 4 = Frequently, 3 = Occasionally, 2 =
Sometimes, 1 = rarely or Never

Area 1: PersorEOriented Attitudes, Values, Knowledgeand Behavior

5 4 3 2 1

I I | | | OPeson first Olanguage and behavior is used to promote
dignity and respect.

I I I I I Links to self-help activiti es are provided by all staff to
promote self-reliance.

I I I I I All personnel recognize that recovery is not necessarily
about a Gcure, O but is about achieving a meaningful and
satisfying lif e.

I I | | | Recovey is defined as a process and outcome within the
service system.

| | | | | The agency identifi es personal, program level and system
level barriers to recovery.

I I I I I The agency creates conditi ons and environments so individuals
can access knowledge, supports and skill s that enhance
recovery.

I I I I I Saff recognizes that disclosure of personal lived
experience by all staff members is valuable.

I I I I I The belief that everyone has the potential to recover,
grow and change is a core philosophy of services.

I I I I I Agercy staff believes that people can recover and make
their own treatment and lif e choices.

I I | | | Saff recognizes and works to address stigma and
discriminati on.

I I I I I Saff understands the role of non-clinical professionals,
including peer workers, Certifi ed Peer Spedalists,
Employment Specialists, etc., and off er these services
to all people using services.

| | | | | Saff recognizes the negative impact of psychiatric
diagnoses and support people to reconceptualize
wellness vs. distress

I I I I I Pdlicies of the agency ensure that there is a balance
between duty of care and support for people to take
positive risks and make the most of new opport uniti es.

| | | | | Services support people in maintaining and developing
meaningful social, recreational, occupational and
vocational activiti es, which enhance mental wellbeing.

I I I I I Saff actively assigs people in recovery with the
development of career and lif e goals that go beyond
symptom management and stabilizati on.




Strength-Based Recoverylanning

5 = Always, 4 = Frequently, 3 = Occasionally, 2 = Sometimes, 1 = rarely or Never

5 4 3 2 1

I I I I I Srength-based assesanents, including the dimensions of
wellness (physical, spirit ual, emotional, occupational,
social, intellectual, environmental), are conducted.

I I I I I The person® natural support system is used to assid in
asesanent and individualized recovery planning.

| | | | | Discussions supporting peopleincorporate past and present
skills, resources, interests, values, emotional distress and
useful interventions, to identify their chosen goals in living,
learning, working and social setti ngs.

| | | | | People using services are exposed to recovery through
integration of peer workers throughout the agency.

I I | | | People® feeling of readiness for change is explored and
developed in domains of living, learning, working and
parti cipating in social activiti es.

I I I I I Saff and people using services collaborate to set
observable and measurable objectives.

I I I I I Saff recognizes the importance of lived experience in
inspiring hope and belief in recovery, and all staff is
supported to disclose their own lived experience.

I I I I I Saff understands that a recovery-oriented system
involves a redistri bution of power in relationships, and is
able to join into collaborative partnerships with people
receiving services.




Support Strategies

5 = Always, 4 = Frequently, 3 = Occasionally, 2 = Sometimes, 1 = rarely or Never

5 4

3

2

1

All staff members form positive relati onships and
part nerships with people using services based on empathy
and trust.

Saff assids people in identif ying, selecting and designing
their own overall goals related to living, learning, working and
social roles.

Sevices teach, model and reinforce relevant skill s
necessry for success in living, learning, working and
social environments.

All staff support and promote opportunities to enhance a
person® positive social connections with family, children,
friends and their valued community.

Saff understands and is able to implement effective and
trauma-informed crisis prevention and intervention
strategies.

People using services are made aware of and supported in
using Wellness and Recovery Action Plans (WRAB or

other self-help strategies that promote self-responsibilit y and
help prepare for, and/or prevent, relapse and crisis.

Relevant strategies are based upon individual wants and
needs rather than cookie-cutt er interventions.

Services reflect an understanding of the interdependent
nature of wellness dimensions (physical, spirit ual,
emotional, occupational, social, intellectual,
environmental, financia l).

Sevices reflect sensitivity to the impact of trauma on
persons in recovery.

Saff links people with sources of information of interest to
them, including resource directories, internet searching,
and clearing house information.

All staff members advocate for access to services and
systems change.

Saff understands eligibilit y criteria and referral
procedures to access social services, leisure and adult
learning opport uniti es.

People in recovery can choose and change, if desired, the
therapist, psychiatrist, or other service provider with
whom they work.

Groups, meetings, and other activiti es can be scheduled

in the evenings or on weekends so as not to conflict with
other recovery-oriented activiti es such as employment or
school.

The agency provides a variety of treatment options (i. e.,
individual, group, peer support, holistic healing,
alternative treatments, medical) from which agency
parti cipants may choose.

Saff plays a primary role in helping people in recovery to
become involved in non-mental health/addiction related
activiti es, such as church groups, special interest groups,
and adult education.




Reading 2.3, Deegan, P, OSpirit Breaking......O

Deegan, Patricia: Spirit Breaking: When the Helping Professions Hurt
by Patricia Deegan, Ph.D.

As published in The Humanistic Ps  ychologist

Volume 18(3), p p. 301 -313

Autumn 1990

This is an excerpt. For the full article See the READINGS section.

Abstract

Too often the human services dehumani ze and depersonali ze those who come

to recei ve services, as well as those professionals who pr ovide p hysical disabili -
ties and people with ps  ychiatric disabilities are frequently hurt by helping pro -
fessionals, the phenomenon of Ospirit breakingO is introduced. Suggestions for

re -humanizing the human services are made. Including new models for clinical
interaction that ser ve to empower rather than disempower service recipients, and
the contributions that people with ps ychiatric disabilities are making in their own
state and national m  ovements for social justice and the right to humane trea t-
ment and rehab ilitation services.

Recently | was as ked to speak with a group of g raduate students in clinical ps  y-
cholog y. In preparing my talk | reflected on what the most important message

was | could share with these young people who would soon enter professional
practice. The message | felt called to share was rather simple: People with dis -
abilities are people. When we forget that people with ps ychiatric disabilities share
a common humani ty with us then the human is stripped from human services

and the stage i s set for the emergence of the inhuman and the inhumane. The

inhuman and the inhumane emerge from that rupture which occurs when one

human being fails to recogni ze and re verence the humani ty and the fundame n-
tal sancti ty, sovereign ty and digni ty of anoth er person. Such a rupture in mutual
relatedness occurs often inthe helping professions and for this reason, helping
professionals sometimes hurt rather than help people with disabilities. Too often
the human services dehumani ze and depersonali ze. Ma ny people with disabili -
ties refer to this special kind of hurt as Ospirit breaking ,O or Ohow the system tries
to break your spirit .O | think we can all learn from the paper | shared with those
graduate students. It went li ke this: Being a studentis very i mportant work.
Beyond merely mastering a finite content area of study and becoming proficient

in clinical p ractice, we also h ave the obligation to de  velop and articulate our val-
ues and the ideals, which form the foundation of our clinical p raxis. We mus t
take the latter aspect of our work very seriousl vy, because when we le ave the un i-
versity setting and enter the d ay-to-day business of clinical ps  ychologyitis very
easy to become compromised in our values and ideals. It is easy to lose sight of

our hu mani ty as the common ground we share with those who come to use



for hel p. When we ma ke the t ransition from being a student to being a

profe s- sional clinician, our culture and human service institutions g rant
us a broad range of power overtheli ves of pe ople who are in distress.
With that power comes enormous responsibili ty and great risk. Our
responsibili tyisto ne ver lose sight of the fundamental sancti  ty, digni ty
and s overeign ty of another human being no matter what their diagnosis

may be, no matter how OregressedO or Opoo rO their prognosis m ay be
and no matter what their disabili ty m ay be. The risk is that the power
which is g ranted and which we also assume as clinicians, can begin to

eat away at our values and ideals such that we fail to safeguard and
uphold the fu n- damental sancti ty, digni ty and s overeign ty of those
whom we seek to ser ve. The danger is that we can over identi fy with
the professional roles we pl  ay and forget the people we are. The
danger is that our minds can become se vered from our hearts such that
our no longer guide, inform or shape our work with people.

For the full article See the READINGS section.
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The President's New Freedom

Commission On Mental Health

Parklawn Building, 5600 Fishers Lane, Suite 13C-26, Rockville, Maryland 20857
Voice: 301.443.1545 « Fax: 301.480.1554

July 22,2003

DearMr. President:

On April 29,2002, you announcedthe creationof the New FreedomCommission on
Mental Health,anddeclared OOurcourtry must make a commitment. Americans with
mentalillness deserveour understandingandthey deserveexcelent care.QY ou charged
the Commsssion to studythe mentalhedth servicedelivery systan, andto make
recommenddions thatwould enableadultswith seriousmentalillnessesandchildren
with seriousemotional disturbanceo live, work, learn,andpatrticipatefully in their
communities. We havecompletedthetask. Today, we suomit our final report, Achieving
the Promise: TransformingMental Health Care in America.

After ayearof study, andafterreviewing researchand testmony, the Commiss$on finds
thatrecoveryfrom mentalillnessis now areal possibility. The promiseof the New
Freeam InitiativeN a life in the community for evayoneN can berealized. Yet, for too
many Americanswith mental illnesses the mentalhealthservicesandsupportsthey need
remain fragmented,discanectedandoften inadequée, frustratingthe opportunity for
recovey. Today® mental healthcaresystem is a pachwork relicN the resultof
disjointedreformsandpolicies. Insteadof readyacaessto quality care,the system
presentdariersthatall too often addto the burdenof mentalillnessesfor individuals,
their families, andour communities.

Thetime haslong passedor yet anotherpiecaneal approachto mental healthreform.
Instead the Commissionrecommendsa fundamental transfomation of the NationOs
approachio mentalhealthcare. This transfamation must ensurethat mental health
servicesandsupportsactively facilitate recovely, andbuild resilienceto facelife@
challenges.Too often, today®@ systemsimply managesymptoms andacceptdong-term
disability. Building on the principlesof the New Freedominitiative, the
recoommendaons we proposecanimprovethelives of millions of our fellow citizens
now living with mentalill nesses.The benefitswill be felt acrossAmericain families,
communities, schools,andworkplaces.



The membersof the Commissionaregratified by your invitation to serve,are
theinnovative programsacrossAmericathatwe learnedabout,andareimpres
readinessor changethatwe find in the mertal healthcommuniy. We look fo
thework aheadto makerecoveryfrom mentalillnessthe expectedoutcame fr
transfamed systemof care.

Sincerey,

Michael F. Hogan,Ph.D.
Charman, Presiden New Freedm Commissionon Mental Health

The Commssion membess;

JaneAdams, Ph.D.

Rodolfo Arrendando, Jr.,Ed.D.
PatriciaCarlile

CharlesG. Curie, M.A., A.C.S.W.
Daniel B. Fisher,M.D., Ph.D.

Anil G. Godbole,M.D.

Henry T. Harbin, M.D.

Larke N. Huang,Ph.D.
ThomasR. Insel, M.D.

NorwoodW. Knight-RichardsonM.D., M.B.A.
The Honorale GingerLernerWren
StephenW. Mayberg, PhD.
FrancedM. Murphy, M.D., M.P.H.
RobertH. PasternakPh.D.
RobertN. PostlethwaitM.B.A.
WaltraudE. PrechterB.A.Ed.
DennisG. Smith

ChrisSpearB.A., M.P.A.

NancyC. Speck, Ph.D.

The Honorabé Randolgh J. Townsend M.Ed.
DeannaF. Yates,Ph.D.
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Unit 3: The Birth of the
CPSProfession

Learning Objectives:

¥ Describe the history of the O Peer® or OConsumer/Survi vor/E x-
Patien tGO Movement

¥ Describe the core values underlying pee r-to-peer p ractice

¥ Describe the beginnings of peer p ractice in Massach usetts

¥ Distinguish the peer support wor ker and Certified Peer Specialist
role

¥ Provide an overview of CPS competencies

Please view video first

Video Link: https://vime 0.com/64078963

Exercises/Readings

3.1 Supervisor/CPS e xercise b Themes Partl

3.2 Supervisor E xercise B Themes Part 2

3.3 Reflective Exercise

3.4 Reading: Six Fundamental Rights, Massachusetts

3.5 Reading: Chamberlin, Jud y. A Working Definition  of
Empowerment

3.6 Reading: Deegan, Pat. Recovery and the Conspi racy of Hope .

3.7 Reading: Gold, Elizabeth (2007) . From Nar rative Wreckage to
Islands of Clari ty.

Links:

3.8 Reading: Baseman, R. (2006) . The Evolution from Ad vocacy to
Self-Determination.
http://store.samhsa.gov/shin/content/SMA06 -4195/SMAO6 -
4195.pdf Chapter 4, pp 14 -22.

3.9 Reading: Clifford Beers Monog raph (2009).
http://www.human -spirit -initiative.org/blog2/stories -2/clifford -beers/

3.10 Reading: Cullen-DuPont, Kathryn (2002). Packard v. Packard.
http://www.encyclopedia.com/doc/1G2 -3498200080.htm |




Unit 3 Summary (for facilitated learning)

|

:The Birth of the CPSProfession

| Unit 3 focuses on the relationship between our

current CPS Profession and the Oconsumer/survi vor/
ex-patien t@Omovement of the past. ltdiscussesk ey
people from the past, like Clifford Beers, John Henry
Perce val and Elizabeth Packard , with respect to their

going public about  their experiences within the

mental health system.
‘These people @ stories, the rationale for writing them, and the actions that came
'forth because of them are related to the core p ractice of using li ved experience
by tod ay® CPSs to inspire hope and facilitate change. T he module also describes
the roles of CPS and Peer Support Workers, and distinguishes  the two roles, as
well as describing the origina |intentionto h ave both roles in the state. It also
discusses difficulties in h aving only the CPS role.
This unit uses the stories and activities of the highlighted to
‘ = ’ explain how the mant ra ONothing About Us Without U  sO came
o to be andi tscontinued imp ortance in CPS and peer wor  ker

. roles and function  in the mental health system.

This unit  also highlights p  eople from Massachusettsin ~ OThe .Q?‘\V\G\{?

Movemen t,Qincluding Pat Deegan, Isaiah Uliss, Deb  orah and V\O O\S‘\S\Os
. )

John Delman and Ste ve Holochuck. Itusese ducational and > \,\\\0

activism activities in the state to demonst rate the Ochange ®

agen tO role of CPSs.

!

!

This unit also pr ovides an overview of MassachusettsO efforts since 1990 to

create paid positions for people with li ved experi ence: DMH Office of Consumer

Affairs headed by Steve Holochuck, the Consumer



Provider Prog ram, Peer Debriefers, CPSs on PACT teams, the Recovery Educators
project through MBHP and, finall y, the CPS class in 2006 and dedicated CPS roles
in the state.

Finall y, th is unit links the historical threads toth e core competencies that are
incorpo rated in the Massachusetts Certified Peer Specialistt raining course, with
an emphasis on sharing li  ved experience, working from a place of mutuali ty, and

healing through relationshi p.



3.1 Supervisor/CPS Exercise BbThemes Part 1

In looking at the history of the C/S/X or peer m
repeated that h ave wor ked their

K KKK KKK KKK K

Freedom from o ppression

Freedom from d iscrimination
Re-instating and affirming r ights
Self-help

Self-determination

Choices be yond the medical model
Alternati ve views of emotional distress
Education through auto  -biog raphy
Being a change agent

Empowerment

Nothing About Us Without Us

Discuss these themes with your CPS supervisee(s)

1. How are each of these themes brought into the p

tion, and especially into peer p ractice?

2. Inwhat ways could p ractices be changed or impr
componentsin  your services?

ovement, certain themes were
way into current peer p  ractice:

ractices at your organiza -

oved to strengthen these



3.2 Super visor Exercise BThemes Part 2

Most of the items outlined in E xercise 3.1 are thematic. The itemsthat you
evaluated inthe Program Self-Evaluation (Exercise 2.2) are much more concrete,

relating to specific  tasks or service orientation of the organization.
|

‘.1. Conside r how each of the themes listed below relate to the items in Sections

| Program Self-Evaluation . (This can be done as a reflecti ve exercise over time, a
written e xercise item by item, or a discussion between yourself and other staff
and/or CPS supervisee(s ). The goal is to think through how each of these pl ays
out in agency p ractice, rather than to complete a written assignment in a set

period of time.)

Freedom from o ppression

Freedom from d iscrimination
Re-instating and affirming r ights
Self-help

Self-determination

Choices be yond the medical model
Alternati ve views of emotional distress
Education through auto  -biog raphy
Being a change agent

Empowerment

Nothing About Us Without Us

K K K K K K K K K K K



3.3 Reflective Exercise

!

This reflective exercise is meant as a way for you to integrate the information

from the training into your work. If youOd like to correspond with the author

about your reflections, questions, etc. please feel free to do so.

!

1. How does connecting CPS work to the core principles and values of the peer
and rec overy m ovement enhance our mental health system?

2. Think about some of the other civil rights m ovements that you are aware of
(racial civil rights of the 1960 ®-70@, the g ay rights m ovement, etc.) . Reflecton
ways that participation in Othe m ovemen tO impacted individuals (  rather than on
the wide r, social impact ofthe m  ovement ).

3. How can you, as a superviso r, carry and use this information in your direct
supervision, in  your co nversations with  others that work on the same team or d e-
partment, and ina ny policy decisions in which you m ay be i nvolved regarding
peer work and the agency as a whole?



3.4 Reading, The Six Fundamental Rights

(Massachusetts)

!
(Massachusett s General Laws, Chapter
123, Section 23)

Any persan hosptalized in apsychatric unit licensé by the Depatmert of Mental Hedth
(this indudes all private psychatric hosptals) or state hosptals, or living in DMH or
DMH-licenséd reddertial faaliti es shdl havethe following rights:

Fundamental Right #1:

(a) reasonable access to a telephone to make and receive confidential telephone calls and to
assistance when desired and necessary to implement such right; provided, that such calls do not
constitute a criminal act or repres@an unreasonable infringement of another person's right to
make and receive telephone calls.

Violations include:

¥ No phones are avalalle on psychatric units.

¥ Pdierts arenOtll owed to malke cdls, no matter how impartart.

¥ Only pay phones are avalalle, and areasonale souce of money or assstane
to make calls is not provided.

¥ Telephons arelocated in hdlways or comma roons.

¥ Telephons are located adacert to/nex to nursing stations, so staff membes
can hea your convesdions

¥ Staff listersto phone cdls.

¥ Telephons are shu off for unreasonaly long periods of time

Fundamental Right #2:

(b) Theright to send and receive seded, unogened, uncensoed mail. Writing maerias and
stamps irreasoreble quantities stall beavail able for use, and assstance should be povided in
writing, addressing and poging letters.

Violationsinclude:
¥ You arenOtllowed tosend mail or ogn mail aldressed toyou, withoutit being inspected
by staff, unless thee is Qyood causeOto do soand the inspdion is adered by
administrators. Gooctauseis ddinedas sugectedtranamission ofcontratand maernals
ONLY.
¥ Mail (incomingor ougoing) is read by staff.
¥ Writing implements, paper, and areasonable amount of patage to write letters are not
| provided.
|

| Fundamental Right #3:

(c) Theright toreceve visitors of your own choosing daily and in private, at reassonable tines.



Violationsinclude;

KK K K K

¥

You arenOt povided witha private and unmaitored space to mee with visitors.
Visits ae restricted to pblic areas (i.e., kitchen,dining room, dayroom, hallway, etc.)
Staff is present or monioring visits, so they can overhea conversations with vsitors.
You can@refusevisits from peopleyou dinOwish tosee

Visiting hoursare limited to ondo two hous aday, or non-conseautive one-hour
periods.

Visiting hous are shortand the hospal is in aremotelocation.

Fundamental Right #4:

(d) Theright to have a humanepsychologicd and physical environment. Each person sl have
acommoditions whih allow them privacy and security in resting, deeping, dessing, bathing,
toileting, and persanal hygiene, as well as reading and writing.

Violationsinclude:

¥
¥
¥

¥
!
!

Denial of a safe and reasonably private environment for resting and deegoing.
Obsevation by staff while bathing, usng the bathroom, or dessirg/undressing.
Being placed, especially in residental fadlities, with roommetes who triggeyou or
endanger your own hedth.

Staff insendtivity to trauma issues.

| Fundamental Right #5:

(e) Theright toreceave or refuseto recave visits andélephonecdls from your attarney or legal
advocae, fhysidan, psychologist, clergy menber or sacia worker, a any ressonable time.

Violationsinclude:

¥ Not being allowed to med with an attorney, legal advocae, dctor, psychologist, clergy
memler or sccial worker or not allowed to med atareasanable time.

¥ No flexibili ty aroundscheduling such meetings (i.e., visits aen® alowed beyond regular
visiting houss.

¥

Uponadmission,you are not given thename, address, anddlephae number of afree

legal sevice.

¥

No clea understanding of who valid legal representativesare.

¥ Alist of legal advocaesis not posted gorovided upon request

Fundamental Right #6:

(f) reasonable daily access to the outdoors, as weather condéammmably permit, at

inpatient facilities in a manner consistent with the person's clinical condition and safety as
determined by the treating clinician and with the ability of the facility to safely provide access.
The department shall promulgate regiolas defining what shall constitute reasonable access
and regulations implementing sufficient precautions to ensure the safety of staff members
charged with accompanying patients outdoors.



!
Additional Provisions ofthelaw:

Any dispute or disagreemertrcerning the exercise of the aforementioned rights in clauses (a) to
(), inclusive, and the reasons therefor shall be documented with specific facts in the client's record
and subject to timely appeal.

Any right set forth in clauses (a), (c) or (f) maytemporarily suspended, but only for a person in

an inpatient facility and only by the superintendent, director, acting superintendent or acting
director of such facility upon such person; concluding, pursuant to standards and procedures set
forth in depatment regulations that, based on experience of such person's exercise of such right,
further such exercise of it in the immediate future would present a substantial risk of serious harm
to such person or others and that less restrictive alternativegittaasebeen tried and failed or

would be futile to attempt. The suspension shall last no longer than the time necessary to prevent
the harm and its imposition shall be documented with specific facts in such person's record.

A notice of the rights provideia this section shall be posted in appropriate and conspicuous places
in the program or facility and shall be available to any such person upon request. The notice shall
be in language understandable by such persons and translated for any such peraonethead

or understand English.

In addition to the rights specified above and any other rights guaranteed by law, a mentally ill

person in the care of the department shall have the following legal and civil rights: to wear his own
clothes, to keep and @iiis own personal possessions including toilet articles, to keep and be

allowed to spend a reasonable sum of his own money for canteen expenses and small purchases, to
have access to individual storage space for his private use, to refuse shock tréanekise

lobotomy, and any other rights specified in the regulations of the department; provided, however,
that any of these rights may be denied for good cause by the superintendent or his designee and a
statement of the reasons for any such denialeshiteto the treatment record of such person.



3.5 Reading, A Working Definition of Empowerment

This is an excerpt. For the full article See the READINGS section.

By Judi Chambelin
|
"Empowerment” has beaome apopularterm in mental hedth programs, yet it has laked aclea
definition. In areseach project desgned to measureempowerment in programs funad by and
for mentl health sevices uses, wefirst urdertook to comeup with aworking definition. Key
elements ofempowerment were identified, including accessto information, ability to make
choices, asertiveness, ad selfesteem. Empoverment tas bothan indvidual and agroup
dimension. Details of thedefinition are provided,aong with a digusson of theimplicaions of
empowerment for psychiatric rehabilitation programs.

EMPOWERMENT: The Elements:

Having dedsion-making power.

Having access to hformation and resaurces.

Having arangeof options from which to make choices.
Assertiveness.

A feding that theindividual canmake a difference

Learning to think critically; u nlearning the conditioning; seeing thingsdifferently.
L earning about and expressng anger.

Not feding alone; feding part of a group.

Understanding that people haverights.

Effeding changein on€'s life and one's canmunity.

Learning ills that theindividual defines asimportant.

Changing othe's' perceptions of one's canpetency and capacity to act.
Coming out of the closd.

Growth and changethat is never ending and self-initiat ed.

Increasing on€'s positive sef-image and overcoming stigma.

KKK K K K K K K K K K K K K



3.6 Reading

Copyright© 1987 Patrici&. DeegarPhD
| To inquireaboutuse pleaseontactpat@patdeegan.com

Recovery,Rehabilitation and
the Conspiracy ofHope

| by Patricia E. Deegan Ph.D.

This is an excerpt. For the full article See the READINGS section.

| would liketo thankyou for thisopportunityto speakwith you today Recentlyl had the
opportunityto go toAustraliato deliverakeynoteaddressThethemeof that conferecewas:
OTherés aperson irhereQl. really liked thatconferencéheme. There isaperson irhere:this
is such asimplestatemenyetit is so profound. In mangespects comintp know thatthereis
aperson imereis theeasypart. Rememberingo always listenfor andto reverenceéheperson
overthere- thatcanbethe moredifficult part.In anycase would like to sharethatpaperwith
you.

| believeit is a spirit of hopethatgatheraus herdogethettoday.We aredirectservice
workers ancgdministratorspolicy makersandfamily membersserviceusers andnental
healthprofessionalgrifteenyearsagoyou would nevehavecaughtus allin thesame room
together! Indeedtenyearsagowe would hardlyevenspeakto eachother! But herewe are,
gatheredogether socialworkers sittingnextto family membersvho are sittingnextto policy
makerswho aresitting nextto casemanagergho aresitting next
to academicianeho aresitting nextto serviceusers . . . Whas goingon here?Are theold
rulesbeingbroken?Is theold ordershakinga bit atthefoundation?IS THEREA
CONSPIRACY GOING ON?

| love theword conspiracylt comesrom the Latin Oconspirarefhich meango

breaththe spirit together.Whatis the spirit we arebreathingogeterheretoday?
|

It is aspirit of hope. Bothindividually andcollectivelywe haverefusedo succumbo the
imagesof despaithatso oftenareassociatedvith mentalillness. We area conspiracyof hope
andwe arepressing backgainsthestrong tideof oppression whiclior centuries has be¢he
legacyof thoseof us who ardabeledwith mentalillness.We arerefusingto reducéhuman
beingsto illnessesWe recognizehatwithin eachoneof us theras a person anthat,as
peoplewe sharea commonhumanitywith thosewho havebeen diagnosedith mentalillness.
We arehereto witness thapeoplewho havebeen diagnosedith mentalillnessarenotthings,
arenotobjectsto beactedupon, arenot animalr subhumatife forms. Wesharen the
certanty thatpeoplelabeledwith mentalillnessarefirst andaboveall, humanbeings. Our
lives arepreciousandareof infinite value.



3.7 Reading, From narrative wreckage to islands of

clarity : stories of recovery from psychosis , Elisabeth Gold
| |

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC19
49240/

Can Fam Physician. Aug 2007; 53(8 1271B1275.
PMCID: PMC1949240

!

|

This is an excerpt. For the full article See the READINGS

section.
|

Stories of recovery from psychosis
|
Psychosis involves @ombination ofan indvidual® uniquegenetic, neurologic, psychological,
and environmental fadors. Thecoursevaries widely and fluctuates, ofen with cycles of
remisson and relapse. Recent research indicaes that abat two thirds ofthoseaffededwill
recover or subgantially improvewith treatment (which includes both meication and
psychosocial approades).
|
Reovery is anarduaus biological, psychological, socil, and spiritual jouneyN a gradual
process ofrestoring connedionsand hedth. It is apersoral process ofgrowth andchange that
typically embraces hope, autonany, and affiliation as eements ofestablishingsatigying and
productive lives in spite of disabling conditions and experiences.
|

Significantrecvery is area possibility. Recovery is a natura processthat can occur gently in a
sane, hedthy environment andcan befostered through authentic relationships. E Rewvery is
facilitated oty when a genuine enseof friendshp is fosered among caring people, both stéf
and clients.Remvery requires commurtly. A heding community is onethatpromotes thevell-
being of each of itsmembaeas.
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Part C bSupervison in a Culture of
Recovery

Unit 4. A close look at the
CPS training and role

Unit 4 provides an overview of the CPS course, what skills and abilities people
need to be successful in the course, what the course ¢ overs and how the

material presented in the course relate s to p ractice in the real world.

Unit 5: Supervision in the Real World

Four areas ab ove and be yond typical supervision duties are described as key

supervisor tasks that contribute to successful CPS p ractice .

Unit 6: Avoiding the Potholes

The final unit of the t raining addresses some known OpotholesO that can de rail
the process of successfully integ rating CPSsintot raditional mental health

settings.



Unit 4: A close look at the
CPS Training and Role

Learning Objectives:

¥

K K K K

Describe Opre -requisitesO for the CPS  Training Course (skills needed to be
successful)

Identi fy Three CPS Core Competencies

Describe major themes and requirements under the CPS Code of Ethics

Relate the CPS Code of Ethics to CPS job tasks

Identi fy job tasks that are consistent and inconsistent with CPS Training

'Please view the v ideo first

Video Link: https://lvime 0.com/64082012

Exercises /Readings

4.1 Supervisor/CPS e xercise B CPS Code of Ethics

4.2 Supervisor E xercise D Values of Peer Support

4.3 Reading: Shery Mead, Peer Support: What Makes it Unique?  (Condensed)
4.4 Reading: TRANSCOM Culture of Respect

4.5 Reading: Sample Peer Specialist Job Functions per Competencies



Unit 4 Summary (for facilitated learning)

The CPSTraining Course and Job Descrip tion
Unit 4 provides an overview of the CPS course, what skills and abilities  people
need to be successful in the course, what the course ¢ overs and how the modules

presented in the course relate to p ractice in the real world.

The unit begins by describ ing the Opre - Code of Ethics
requisitesO for the course, including the abili ty to (Y
utili ze peer support, b rainstorm solutions, initiate ’\WQR"(ERS

]

self-care, and h ave basic knowledge of rec  overy -
oriented , trauma -informed environments and Competencies
peer p ractices.

The unit describes e ach of the modules, begin  ning with the Code of Ethics. It
describes e thical prohibitions regarding sexual relationships, taking gifts and

mone Yy, etc. as well as cautions regarding dual relationships. At the same time, it
discusses the reali ty of complex relatio nships, and outlines the rationale for more
flexible bounda ries. It also describest he requirement that CPSs sel  f-disclose and
support sel f-determi nation, with special note that these requirements preclude

CPSs from serving as representati ve payees or medi cation managers.

(Performing these tasks also conflict s with the mutuali ty of the role.)

s The next modules overviewed relate to sharing one @ rec overy
% story. Different types and uses of rec overy stories, especially
snippets, is described with an examp le to demonst rate
what this might look li ke in a real setting and how it can be

valuable.



CPartnering O modules are reviewed, with an emphasis on how CPSs support
people to find  their own inner wisdom, rather than step in to advise or tell people
what they should d o. This reinforces the CPS requirement to support sel f-

determination, and also demonst rates ways that CPSs do this.

The unit also describes the f  ramework of rec overy taught in the course with an
emphasis on how rec overy is viewed in this model a s a process of ref raming sel f-
image and belief in one @ possibili ty in life, rather than a nything to do with

symptom management.

The unit describes the module on human experience language in greater detalil

than most as this can be an area of particular con flict for CPSs entering the
traditional workforce. Understanding the relationship of language to beliefs
and/or language and the messages we send, e ven inad vertentl vy, is important for

anyone who @ supporting peer workers.

The two primary areas this unit discusses in
relation to language are: negati ve messages
about people who h  ave mental health
diagnoses; and communicating myths and
untruths about the causes, inter ventions and
prognosis related to emotional distress and
extreme states, more commonly terme d

Omental illness.O



Many terms related to mental health p ractice are laden with disrespect,
dehumanization, and diminish the very essence and spirit of the person using
services. Terms li ke Omanipulati veO or OBorderlineO are two that are particularly
pejorative.

As research widens our knowledge about myriad
factors that contribute to, cause and mediate emotional
distress, maintaining language that describes only
man_ib , one understanding B Omental illnessO B can impact

hope -inspiring e nvironments, a core piec e of

recovery-oriented p ractice. In addition, such
language eliminate s explo ration of other factors, such as a history of t rauma

that m ay be the real cause of the distress experienced by the individual.
!

The unit explains how CPSs are taught to use Ohuman experience languageO
not to tell others what to think, but to open the door for all possibilities rather
than just the medical model.
|

The unit also briefly describe s tools and
strategies. It then goes on to describe myths

and misconceptions related to peer p ractice. * TAUG HT
Finall y, it ends with further discussion about

self-determination, a repeated theme throughout. CA PA B ' L ITY

It describes the concept of Olearned/taught

helplessness,O along with the CPS goal

of supporting people, through constant appeal to sel f-deter mination, tom ove from
|

| Otaught helplessnessO to  Otaught capabili ty.O
!
|
|
|
|

| 1. Materialin this section©2011 SeraDavidow, WesternMass. RLCUsed withPermission.



Supervisor/CPS Exercise 4.1
PThe CPS Code of Ethics

'CPSCode of Ethics

| The CPS Code of Ethics is attached  below.

1. Review the Code of Ethics
|

.2. Meet with  your CPS s upervisee(s). For each ethical requirement in the Code

of Ethics:

a) Discuss the meaning of the ethical requirement (the CPS supervisee
should h ave a co py of the CP S Training module that describes each
ethic) .

b) Each of you should describe specific  tasks tha tthe CPS does that meet
this ethical requirement

c) Ask the CPSto describe a  ny conflicts or difficulties the CPS experiences
in adhering or ma ximizing this ethical requirement.



Certifie d Peer Spec ialist s
Cod e of Ethics
Massachusett s

Written and approvel by the Georgia Mentd Health Consuner Network for the Stae of Georgia Certified
Peea Speciali$ Training Program D Revisal and Updated by members of the Massachusets Consumer
Operated Programs & Activities leadership in 2006. Further revisions were dore in the summer of 2008
and sumner of 2013 and 2015based on survey and other feedback from the field.

Certified Peer Specialis represent a new role, dedicated to using knowledge, skills, and personal experience
support others. Like all professions, Certified Peer Specialists have a Code of Ethics. Simply stated, a code
ethics is a set of principles created by a groupf@sision) to provide guidelines for the ethical behavior of its
members.

"Why have a Code of Ethics?

There are many reasons for having a Code of Ethics. One key reason is that it makes the expectations very
concrete and clear. While we all may think veeré a pretty good sense of what is morally Oright,O the reality is
that what you think is OrightO and what | think is OrightO may differ. So, we look to the Code of Ethics:

To define accepted/acceptable behaviors;

To promote high standards of practice;

To provide a benchmark for CPSOs to use foesalfiation:;

To establish a framework for professional behavior and responsibility; and
Occupational identity

K K K K K

After we discuss the Code of Ethics, you will be asked to sign it as a public declaratmm obgnmitment to
follow them during the class, in your relationship with your new colleagues, and in your future professional
work.

Thefollowing principleswill guideCertifiedPeerSpecialistsn thevariousroles,relationshipsandlevelsof
respondility in whichthey function.Theseexpectationsisoapplyto training participantawith respecto
interactionswith their colleagues.

In other  words, your professional CPS life starts today !
1. Theprimaryresponsibilityof CertifiedPeerSpecialistss to helppeopleachievewhattheywantmostin life,
theirown goalsneeds anavants.Certified PeerSpecialistsvill be guidedby theprinciplesof self
determinatiorfor all.

2. CertifiedPeerSpecialistsvill maintainhigh standardef personatonductCertified PeerSpecialistswill
alsoconductthemselves a mannethatfosterstheirown recovenandintegrity.

3. CertifiedPeerSpecialistsvill openlysharetheirrecoverystoriesandwill likewisebeableto identify and
describeghesupportghat promotetheirrecovery.

4. CertifiedPeerSpecialistill, atall times,respectherightsanddignity of thepeoplewith whomtheywork.

5. CertifiedPeerSpecialistsvill neverintimidate,threatenharassuseundueinfluence physicalforce,or

varhalahire nr make 1inwarrantamknmicaanf hanafitdn thaindividinialeawith whnmthawvwwnrk



6. CertifiedPeerSpecialistsecognizehateveryonas differentandwe all havesomethingo learnfrom one
anotherTherefore, CertifiedPeerSpecialistwill not pradice,condonefacilitateor collaboraten anyform
of discriminationon thebasisof ethnicity,race, gendeiexualorientationage,religion, nationalorigin,
maritalstatus political belief, mentalor physicaldisability, or anyotherpreference opersonal
characteristicgonditionor state.

7. CertifiedPeerSpecialistaill advocateasa partnerwith thosetheysupportthattheymay maketheir own
decisiongn all matters whemlealingwith otherprofessionals.

8. CertifiedPeerSpecialistsvill respetthe privacyandconfidentialityof thosetheysupport.

9. CertifiedPeerSpecialistsvill advocatdor thefull integrationof individualsinto thecommunitiesof their
choiceandwill promotethe inherentvalueof thesendividualsto thosecommunitiesCertified Peer
Specialistsill bedirectedby theknowledgethatall peoplehave
therightto live in theleastrestrictiveandleastintrusiveenvironmenbf theirchoice.

10. CertifiedPeerSpecialistaill notenterinto dualrelationshipor commitmentshatconflict with theinterests
of thosetheysupport.

11. CertifiedPeerSpecialistwill neverengagen sexual/intimatectivitieswith thoseto whomtheyare
currentlyprovidingsupportor haveworkedwith in a professionafole in thepastyear.

12. Certified PeerSpecialistsvill keepcurrentwith emergingknowledgerelevanto recovery andopenlyshare
this knowledgewith the peoplavith whomtheywork.

13. CertifiedPeerSpecialistaill notengagen businessextendor receivdoans,or accepyifts of sgnificant
valuefrom thosethey support.

14. CertifiedPeerSpecialistwill notoffer supporto anothemhenundertheinfluenceof alcoholor when
impairedby anysubstance, whether notit is prescribed.

I _ fully understan d the Code of Ethics and commit myself to carrying out the
fourtee n principles listed above during my CPStra ining, and on becoming Certified and obtaining a role

as a Certified Peer Spedalist.
!

!"#$%&'()*************************************+++,%&)_************* kkkkkkkkkkkhkkkk +



Supervisor Exercise 4.2
bValues of Peer Support

.1. Read the Shery Mead article, O  Peer Support: What
Makes it Unique?O ( Reading 4.3 Condensed version

‘attached)

!

!

3. Consider the following questions:

!

a) How is peer support utili zed in your agency?
b) Is this consistent with the core values of Opeer support?0
c) Are there waysthat you, as a superviso 1, can impact

practices in your agency to strengthen peer support
practice?



4.3 Reading: Peer Support: What
Makes It Unique?

Shery Mead, Peer Support: What Makes it Unique?
CHSHRE T T T (KR, - S++/018S, /4, /26 7 $34, *#+*#81S. , -5086 7896798 - ++/3; 183, /<" -3
=->+03%3@*)A1+($58!(Full Version )

This is an excerpt. For the full article See the READINGS
section.

Abstract(Dec 2004)

: Pee suppot in mentd healh has recenty gainal significart attention Ther is

| increasimg talk abou funding and credentialingstandard and outcomesBut what is
peer suppdrand how isit differert than serviceseven service deliveral by peopke
who identify themselve as peer® In this pape we would lik e to preseha perspectie
on peersuppot tha defines its differene and also maintairs its integrity to the
movemem from which it came We will offer somethinking aboutpracticeand
evaluationstandardshatmay help differen types of pee initiatives sustan red pee

suppot values in acton.

Shey Med isthe pag directa of three New Hampshie Pee Suppot Programs
including a pee run hospita alternative She has dore extensie speakiig and training,
nationally ard internationally on the topics of alternative approachgto crisis trauma
informed peerservicessystemshangeandthe developmenandimplementatiorof
peeroperaté servicesHer publicatiors include acadent articles training manuas
ard anewbook ceauthorel with Mary Ellen CopelangdWellnes Recovey Action
Plannirg and PeeSupport Shery®currert interess include developimy atheoy and
practie bas for pee operate programsde-pathologizing the efies of trauma and
abuseanrd finding resears and evaluation modek that accurate} reflea the work of
pee programs.

Chenryl MacNeil, PHD isan Assistam professo at the Sag Colleges Sheis
concernedvith the role of researh and evaluatian in promoting issues of socid
justice and democracyChery has servel as an evaluatio consultatwith a variety of
organizationsncluding studies conducte with the New York Associatia of
Psychiatrc Rehabilitation ServiceSweetseHealth Northeastar Blue Shield ard
the NY S Office of Mental Health She is also a founding residen of the Pottey
District, aneighborhod alliance in Troy, New York. Sheisabelieve in ard
contributo to the renaissaneof Troy, New York. Her primary teaching
responsibities at the Sage Colleges include researh design ad communiy
occupationbtheragy practice.



4.4 Reading Transcom »
PROMOTING A CULTURE OF RESHECT

TranscomOs Position Statement on Employee Self -Disclosure in
Health and Social Service Workplaces

As members of the Massachusetts Transformation Committee (Transcom), we support
the vision of a statewide network of activities and services driven by the wisdom and
needs of people with mental health, addiction and trauma - related challenges. We
believe that when people share their personal stories, it is inspiring, builds
relationships, and gives new meaning and value to painful ex periences. Personal
accounts and research confirm that as more peer workers are integrated into
treatment settings, outcomes improve. When people are in an active relationship with
those who have faced similar challenges, both parties are more able to sus tain their
efforts at recovery, professional development, healing and personal growth.

TRANSCOMOS COMMITMENT

While recognizing that this perspective might be new for many, we endorse
workplaces and policies that view voluntary, personal disclosure within  the context of
helping relationships in a positive light. Transcom is committed to the ongoing
development of respectful interactions within all work environments. We look forward

to a time when the disclosure of mental health, addiction and trauma -related
diagnoses by an employee is not associated with negative consequences such as shame
and discrimination.

OUR PURPOSE

This statement is intended to encourage organizations to fully support and value all
staff that wish to share from their diverse life e xperiences. By promoting responsible
and open exchange, we hope to inspire inclusion and a culture of respect for people
with all types of difficulties, not only within the health and social service workforce,

but also within society as a whole.

An open environment where personal struggles are shared is necessary to the success
of peer workers, who, by definition, disclose that they live meaningful lives with
mental health, substance use and trauma -related challenges. The success of this new
workforce is p articularly vital at a time when a limited understanding of the skills,
values and expertise of peer workers threaten the integrity of Certified Peer
Specialists and other peer worker roles.

We are encouraged by the leadership of organizations who have wo rked with these
issues and who support and recruit employees who disclose a variety of challenges
and diagnosis. We hope that this statement stimulates energetic dialogue in every

workplace about policies and practices related to personal disclosure.



THE WORKFORCE OF PEOPLE IN RECOVERY

We honor the strength and resilience of peer support pioneers in the workforce.
Pioneers include peer workers who were the first to work in the system and workers
in other roles who were the first to disclose in their organ izations. Many of these
leaders continue to contribute to more inclusive, open, and empowering work
environments.

Many individuals in the workforce have lived experiences of recovery from a variety of
circumstances and many do not feel comfortable or welc ome to share their
expertise. We recognize that agency leaders are at various stages of awareness
about the benefits and responsibilities of a work culture which values the recovery
experience of people who have dealt with mental health, addiction and t rauma-
related challenges. Advocating for the support of personal disclosure means
confronting long -standing practice standards that advise against personal sharing;
practices and principles which are still promoted by many organizations and
professional schools.

INTEGRITY OF THE PEER WORKFORCE

Education and experience with the recovery model and the impact of sharing personal
information is essential for disclosure to be effective. The number of people who are
trained and guided by the Certified Peer Spec ialist Code of Ethics does not meet the
demand for CPS services. While disclosure by other behavioral health professionals
can be developed as a resource, it is not accurate to assume that disclosure by
professionals trained in traditional models of care is adequate for implementing
recovery-oriented practices. Personal sharing by staff trained in traditional models of
care is not a substitute for the work of peer providers.

LOOKING FORWARD

Disclosure by employees of a mental health, addiction or trauma related experience
can be a complicated issue at every point in the service system, including for those
who provide and use services, supervisors and funders as well as teachers and
students in professional training programs. The sharing of human difficul ties by staff
helps to create a system where these experiences are not seen solely as those of
OclientsO. As with any communication in the workplace, we expect that decisions
about disclosure will be considered thoughtfully and be based foremost on the nee ds
of the people who are using services. In all cases, we expect that self -disclosure will
continue to be a choice that is personal and voluntary.

Original statement endorsed February 23, 2007
Revised statemenviesed unanimously by menibrarssobm
April 262013



4.5 Reading, Sample Job Functions

|

Change Agent /RecovenAgent'With the understanding that the CPS is not antagonistic towards the
system, but invested in positive change, the expectation of the core compet€hengé Agens that

the CPS works towards system improvement, whether that be in small or subtle ways or as an outspoken
advocate for revised policies and practices. The CPS is collaborative and facilitative, serving as a catalyst
for change, with a full appreciation of thencept of catalyst as someone whose presence alone can
precipitate change.

|
¥ Using one3 persond story and expeienc as aprimary todl, the CPS will :

o Faudlit ate the trarsition from aprofessondly-direded treament plan to self-devdoped and
self-direded persond recovey plan

o Offer living proof of the transformative power of recovey

Provide stageappropriate educdion abou recovey

Suppat recovey orientated approaches inbehavoral hedth services

Provide information as tothe purpose of pea suppat and recovey modds

Asgst non-comnsumer staff inidertifying program environmerts tha are condudve torecovey

lend ther unique insight into expeiences of living with apsychiatric diagnais and wha makes

recovey possble.

Attend treagment team medings to promote corsumer's use of self-direded recovey toals.

Patner with co-workers toenhane the tean® undestandng of the perspedives of peopein

recovey and toidertify/promote the use of recovey-oriernted pradices by having open dialogues.

¥ Encouace self-advocay and econanic self-sufficiengy

¥ Suppat peope and those intimately involved with them how tonavigate complex service
sydems

¥ Inform nonpee staff, the community, and potertial service users abaut the prevdence pahways,
and styles of long-term recovey

¥ Devdop and expar acces torecovey suppat resources

¥ encouage adivities aaoss religious, spiritud, and seclar frameworks tha enhane life meanng
and purpose

¥ Modd and educae abou recovey topeope using and peoge providing services

¥ Provide and advocae for effedive recovey basel services

¥ Assig peopeinobtaining services that suit that person's recovey need within or beyord the

agency

Inform peope abou community and naural suppats and how touse thee inthe recovey

proces

demonstrate faith inthe capady for changeand encouwage and cdelrate recovey achievamerts

Modd effedive copng technques and self-hdp strateges

Providing and advacating for effedive recovey based services.

Cultivate adialogue and disseminate information regading educdiond and vocdiond

oppatunities within the community as pat of the recovey process

K K K K K

K K

+

K K K K

Continued on next page



Sampleresponsibility statements

Being OInCbut not O0fGhe SystemPOften misunderstood, the core competencindfut not Of the System
refers to the tension inherent in the role of the CPS. People working in CPS roles are working OinO the sys
in the sense that they araig by the system, collaborating to provide services within a team or program, and
bound to follow employer policies and relevant regulations. In a perfect world, the mental health system wol
be recovenyoriented and guided by the principle of sadftemination, rather than repairing deficits, managing
symptoms, and avoiding risk. However, even in this ideal situation, disagreements might arise between sen
providers (the OsystemO) and service users. The CPS, being Oin but not of,0 canitakedigiysiis allied

with the person using services. This is not to say that the CPS is against the system, but, rather, serves in ¢
that blends the functions of translator, advocate, mediator, negotiator, ombudsman, and'!educator.

Relevanto PACT,CBFS,ESP,RLC,Day Treatment)npatient,OutpatientCPSs

¥ Suppot peope to accas and connet to naural suppats. I.e. Recovey Learning Community, Peg medings,
Dud Recovey and Communty Medings.

¥ Credenework systems for peope with other pees, pe run orgarizations and the communty at
large.

¥ Tead and role mode the value of evaryones recovey expeience.

¥ Assig peopein obtaining services that suit that person® recovey need, even if the chdceis at adiff erert
agency

¥ Assig corsumesin devdoping empowemert skill through self-advocag and stigma-busting.

¥ Fadlitate adialogue and crede aknowedge base amory peoge using services to help them to be adively
involved in ther treamert.

¥ Assistng peope in reganing the ablity to make independenchaces and to take a proadive role in tregmert

induding discussing questions or concens abou medcaions, diagnees or tregmert appoache with ther

treding clinician

Mobili ze internd and externd recovey resources

Help resolve envronmerta obstades to recovey

Process peoplesOresporse to professiond services, mutud suppat and self-help

Introduce OnewconmsQinto the locd cuiture of recovay

Provides an orientation to recovay roles, rules, rituds, languageand etiquete

Creae oppatunities for broade communty paticipation

Enhane coopeative relationships between professiond service orgarizaions and indigenougecovey

suppat groups

Cultivates oppatunities for peope in recovey to paticipate in volunteaism and other ads of service to the

community),

KKK KKK K

#



Unit 4: References

Massachusetts Certified  Peer Specialist Code of Ethics, CPS Training Prog ram,
© Appalachian Consulting Group and The Transformation Center

Legere, L. and Nemec, P (2011). Sample Peer Specialist Job Functions per
Competencies. Presented at ONuts and Bolts of Peer Support ,OAustin, TX.

Mead, S. and McNeil, C. (2004). What Makes Peer Support Unique
UHIGHES T T T ()FHRH), * - $++/01SS, /4(, /26 7 $34, *#+*#61S. , -50867896798 1 ++/3;1$$, /H3<""-#3=->+03%3@*)A1+($5B!

New Zealand G overnment, Power of Peer Support.
https://www.mentalhealth.org.nz/assets/ResourceFinder/MHC -power -of-peer -
support -services.pdf




Unit 5: Supervision in a Culture of
Recovery

|
!
Learning Objectives:
Descri be importance of supervision
Identi fy the core functions ofa  ny supervision
Describe assumptions of supervisor experience and focus on Unit
Describe a Owelcoming e nvironmen tO and its importance

K K K K

'Please view the video first
|

Video Link: https://vime 0.com/64216463

Exercises/Readings:

5.1 Supervisor/CPS e xercise Role Clarity

5.2 Supervisor/CPS E xercise Integrating Peer Workers

5.3 Handout:  Nuts and Bolts: Building a Job Description

5.4 Reading: Jacobson, et al.,(2012) What do peer support wor  kers do?
5.5 Reading: TRANSCOM, Culture of Respect



Unit 5 Summary: (For Facilitated Learning)

Unit 5 brings the process of individual supervision, and secondary related roles.
The Unit begins by reminding people oft  he importance of supervision in ensuring
guali ty care, but also a satisfied workforce.

Four areas ab ove and be yond typical supervision duties NORMATIVE

are described as key supervisor tasks that contribute to

FORMATIVE

successful CPS p ractice: role clarity (job description );
ensuring a welcoming e nvironment; pr oviding ad vocacy RESTORATIVE
when needed; and offering Orec  overy orientedO supervision.

Developing a job description is critical because of the newness of the position and lack

of clari ty by ma ny about what the role is and the tasks that should be performed by the
CPS. Creating a meaningful, descripti ve job outline lets e  veryone know wha t® expected
and pr ovides an objecti ve way for both the CPS and the supervisor to e valuate

how well the person is performing in their jo b. It alsoisa way to constantly remind

people that CPSs are empl  oyees and not looked at as Oformer clientsO.

The second key supervisor task described in
Poor Rocovery Spaclalist

3woat Oensuring a welcoming e  nvironment .O This

:...--:. addresses the need to ma ke sure that others on the
rategias aptions to saplons 3 I
e gitter irformston

R ¢ ad e team or who  work with the CPS are also on board,
understanding the role and function of the position,
and h aving had time to discuss a  ny prejudices or biases they h ave about people
with li ved experience working side  -by-side as colleagues.

The third supervisory task or role is to be thoughtful in analyzing Oequal
treatmen tO of empl oy ees, recognizing that identical treatment is not al ways equal

treatment.  As the potential Onewcome rO in a system that has ma  ny rules and



traditions D a culture, if you will D of medically based treatment approaches, the
lone CPS m ay achie ve greater equali ty when allowed to access work resources

outside the setting than be told to rely on resources within that are not consistent

with their profession or or role. A good supervisor willta ke the time
oos Y l . | toanaly ze situations to reach a fundamentally fair decision
av oa ‘
Prepared? . » rather than default on the assumption that identical

l ‘-_ treatment is equal treatment.
das] b

Finall y, the concept of Orec overy orientedO supervision is recommended.

'This doesn ®@mean takingont he role in the CPSsrec overy, but instead, using the
values of arec overy oriented system in supervision. This is something we should
be doing across the board as our systems are as much in rec overy as people
using services.  Using the values of strengths -based assessment, keeping the
bar u p, expecting success, focusing on skills and supports, and offering ways for

people to impr ove their functioning in their role is good policy for all supervision.



Supervisor/CPS Exercise 5.1 PRole Clarity

!

!
This exercise gives you the opportunity to evaluate your job description. If you are working with
a CPS supervisee(s), you can do this together If not, you can do this on your own.

I
1. Does your job description have a summary statement that describes the primary pur pose of the
position in your agency? If not, draft a summary that matches your expectations of the role (you
may want to do this after completing # below.)

I

The Certified Peer Specialist will

2. Does the job description include 4 -6 main areas of work that a CPS will perform? If not, write

them below (see examples in the Job Description Handout)
|

Primary Functions of the CPS Position include:

ouhkwnNpE

3. Does the job description include specific skills and abilities related to t he functions of the CPS
that can be objectively measured and evaluated? If not, outline them belo w.

4. Having gone through this exercise, have you created the parts of a job description that can
provide guidance to your CPS supervisee(s)?If not, add in anything below that can support your
CPS supervisee(s).



5. Have you created a job description (or at least the components) that is meaningful to you as the
supervisor? If not, add in anything below that can support you as a superviso .

6. Are all tasks described in your job description consistent with CPS training and Code of Ethics?
If not, make any needed adjustments.



5.2 Reading, CPSJob Description

The Job Description
|
A job description provides a summary of the primary dutiesponsibilities, angualificationsof a
position. It is important to reflepriorities and current expectations.
|
Components of the job description:
!
Function:
Summarizeéhe mainpurpose of th@ositionwithin thedepartment/@anizationn oneserience.
!
ReportingRelationships
|

Describethe Ochairf command@ndthetypesof supervisiortheemployeewill getandwill give,
indicating the specifipb titles of the supervisors and the positions supervised.

|
Responsibilities

!
List 4 to 6 core respwibilities of the position and identify several spediities within each of the
coreresponsibilityareas.

|
Qualifications/Competencies
List required and preferred qualificatioosedentials, and competencies in order of importance.
Thesemightinclude educationatequirementge.g.,a high schooldiplomaor equivalency)rainingor
certificationas a peer specialist, or specify that the employee must be a person in recovery (e.g. OBe a
selfidentifiedcurrent or former user of mental health oromuurring services who can relate to others
who arenow usingthoseservices©r OMust ba self-disclosedndividualwith a mentalillness)

|
Note: Texasrequrements for Medicaideimbursementequre that a peer vider must haveeceived a high school
diploma or a high school equivalency certificat@yve at least one cumulative yearefeiving mental health services

for a disader that is teated in the taget population foiTexas; and be under therdct clinical supervision of a Licensed

Professionabf the HealingArts (LPHA).

-From theTexas CertifiedPeer Specialist Learning Community Implementafioolkit (Via Hope).
!

!
Employment Conditions
|

| Describeanyrelevantcircumstancesuch as anphysicalrequirementge.g.,standinglifting),
environmetal conditionsunusualwork schedulée.g.,rotatingshift, on-call hours), anényother

requirementge.qg.,driver@license backgroundheck,randomdrug screen).
|

Tips rom the Small Businegssociation Ifttp:/www.sba.goy-

a A good jobdescriptiorbeginswith a carefulanalysisof theimportantfactsaboutajob, such as tasks
involved,methodsused tacompletaehetasks, andherelationshipof thejob to otherjobs.

4 It@importantto makeajob descripion practicalby keepingt dynamic functional,andcurrent.

a4 Don®get stuck with an inflexiblpb descriptionA poor job description will keep you and your employees
from trying anythingnew andearninghow toperformtheirjob moreproductivey. A well-written,
practicaljob descriptionwill helpyou avoidhearinga refusalto carryouta relevantassignmenbecaus®it




Sample Peer Speialist Job Description Components*

Sample function setements

Providevision diven hge and excouagementsuppat peope in their recovery and assist themin
connetingto the canmunity

Providesoppoartunitiesfor individual s receiving servicesto direct their own recovery process(self-
determinaion)and byacting asan adiocate for the needsand rights o personsserved

Works with individuals in groupsand on a ae-to-one bassto provide recovery training and aitreach
to individuals who usemental health servicesin the community

Shaes personal recovery experiencesand derelopsauthentic peer-to-peerrelationships
Offersingruction and support to help peagple develop the skillstheyneedto facilitate their individual
recovery

Informs people served ofavail able serviceoptionsandchaces while promoting the use of natural
suppats andresourceswithin the canmunity

Providespeermertoring andsupport for individuals with psychiatric disabilitiesand receiving mental
hedth services

Assistsindividuds in navigating the menrtal health servicessystemandin achieving resiliency and
recovery asdefinedby the person

Sample respongbility statements

Assigt in the aientation processfor personswho are new to receiving mental health andor co-
occuring disarders services

Educde and ergage individudsin theWellness Recovery Action Plan process asa meansto
recagnize early triggers and signs ofrelapse, and useof individual coping strategies as an aternative
to more restrictive services

Outreadh/accompanyto ersure theindividual is making a successful transition to community
integration and is continuing their progress toward recovery gods

Suppaot theindividual in seeking to conrect/recomect with family, friends, significantothers andin
learning how to improve oreliminate uinhealthy relationshps

Provide elucation andadvocacywithin the community that promotesawaenessof psychiatric
disorders whle reducng misconceptions, prejudice,and discrimination

K eep treatmentteaminformed abouindividual @ strengths, accomplishmerts and obgaclesin
relationto ther recovery gods

Complete dl required d@umertationin atimely, legible manner

Educde professional staff abouttherecovery process and the damaging role that stigma can jpayin
undemining recovery

Visit community resourceswith peode wsing servicesto assist themin becaning famili ar with
paotential oppartunities

Fadlitate (via persoral coachingandWRAP groups)thetransition from a professionally directed
sewiceplanto a self-direded Recoery Plan

Model personal resporsibility, self-advocag, and hgefulness through telling one® personal
recovery story, howneals are respectfully met, and tow a béief in oneself is maintained

Ensues confidentiality of individual information

Assess emergencysituations, ndifies supervisor and/or appropriate clinical and alministrative
personnel of actual or patential problems

Exhibits a nanjudgmenrtal approach, eff ective listening, good /e cortact, and positive interactions



Other:
I

| Sample Position (Job) Description

KeyFunaions andResponsibilities (KeyTasks)

' Assist peeas in choosing, obtaing and leging wellness and healthyfiestyle
related goals.

' Help a peer work through the proess ofidentifying health andvellness
related goals.

' Askfacilitative guestions to lelp peers gan insightinto their own personal
situatons.

' Empower peers to find solutons for lealth problems andconcerns they are
facing.

' Help peers to find their own solutons byasking qestions that gve them
insightinto their wellness satus.

' Assistin identifying seps to takdo acheve a health and vellness relaed
goal.

' Assist peeas in strengthening their readiessto actively pursuehealth
wellness.

' Usea variety of methods, talored to theindividual,to move through the
process ofseting and eaching health andvellness relaed goals.

* Provide structureand supportto promotepersonal progress and
acoountablity.

' Compile and sharevellness and healthyfiestyleresources for peas and
other saff or supporters.

SHlectivdy useself diglosureto inspireand suppa.

|

!
*adaptedfrom job desciptions and material s from Pennsylvania, North Carolina, Recovery Innovations of Arizona,
Florida Peer Network Inc., the Transformation Center (Boston, MA), and Collaborative Suppott Programs of NJ



5.3 Reading

What do peersupport workers do?A

job desaiptio

n

Nora Jacobson, Lucy Trojanowski'and Carolyn S Dewa

http://bmchealthservres.biomedcentral .com/articles/10.1186/1472 -6963 -12-205

This is an excerpt.
section.

The percentages of time spe

For the full article See the READINGS

nt doinglirect and ndired work in bah inpatent and

outpatient sttings ae shown in Bbles8!and 2.

Percentage of time spent on different direct activities

Table 1

mean%
Type of Activity*
Advocacy 16.3%
Comecting to 36.9

resources

Experiential sharing  68.3
Building community  33.4
Relationship building 65.3

Group facilitation 14.1
Skill building 38.8
/mentoring/goal

setting

Socializing/sel 63.9
estem building

Other 8.3
Table 2

minutes per day/person**

33.6
78.4

153.2
80.5
149.3
28.6
79.6

142.7

14.6

Percentage of time spent on different indirect activities

mean %
Type of Activity*
Group planning and  15.4%
development
Administration 27.2
Team communication 24.3
Supervision/training 8.3
Receiving support 10.8
Education/awareness 10.4
building
Information gathering 16.8
and verification
Other 11.3

minutes per day/person**
25.0
40.0
40.5
13.6
24.6
23.2
38.2

20.5



Conclusions
|

'Appropriate job cescriptions ae essential to the secess of the job inculvent because tley
help to enswe that thereauitmentand slection processis exeautedeffectively and that the
best candidateis selectedfor thejob. They also guidethe goas andactivities ofthe
incumbent ore heor sheis hired. The findings of thisevaluationled us to proposageneral
peer job description that nay be usdul to organizations seking to develop peer suport
programming. A successfulpea will havequalificaions keyond having had experience with
mental health and/oraddiction poblems. Arelevant job description should spafy the otler
types of skills andexperiences that characterize awell-qualified and effective candidate. In
thisway, it can help facilitate the iniegration of peers intotheir multi-disciplinay work teams

andadd legitimacy to thework of pees.
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'Unit 6: Avoiding the Potholes

Learning Objectives:
¥ Identi fy 5 concerns ( myths) frequently expressed by staff
¥ Describe accurate correction for each myth
¥ Describe role confusion
¥ Identi fy three (3) st ragegies to ensure role clari  ty

Please View video first

Video Link: https://vime 0.com/64097515

Exercises/Readings

6.1 Supervisor/CPS e xercise D Role Confusion

6.2 Supervisor E xercise D Role Clarity

6.3 Reading D Massachusetts -Based Studies of Peer Specialists
6.4 References



Unit 6 Summary: (For Facilitated Learning)

Unit 6, the final  unit of the t raining, addresses some known OpotholesO that can
derail the process of successfully integ rating CPSs into t raditional mental health

settings.

|

|

: The modules begins by reviewing common

i w*staff concerns about the role of peer

: specialist ( typically when the first few CPSs

: begin working at the agenc  y.) Recognizing

i . -the concerns and addressing them ina

: ™ :timely manner can help avoid simmering

i _" issues that, over time, can be destructi  ve to

" Yo S working relationships between CPSs and

Il other more esstablished staff

| The specific concerns addressed include staff beliefs around the Of ragili tyO of
peer staf f, their abili ty to perform administ  rati ve tasks, and if they will be able to
maintain confi dentiali ty and appropriate boundaries. Finall y, staff often belie ve
that h aving CPSs and peer wor kers will add to their work burden, not lessen it.

Each of these concerns is individually addressed,

but more important, supervisors are recommended

tota ke thetime to h ave these important

conversations with team staff prior to h aving peer

wor kers join the staf f. Similarl y, sharing the job = R
description and making sure that e veryone is on the './ e
same page regarding the tasks and responsibilities that are and are no t part of
the CPSs position.

Another potential OpotholeO highlighted is what is called Orole confusion O This
refers to confusion between current empl oyer/empl oy ee/colleague relationships

and former service pr  ovider/service user relation  ships. Thisisan especially



strong possibili ty when the CPS has recei ved services at the specific agency at
which he or she is working, but can also happen when the individuals now

working as colleagues were ne  ver in a service user/pr  ovider relationshi p. The
fact that on e empl oyee is a CPS automatically opens the door to this possibili ty.

Many CPSs h ave reported how supervisors h ave

OsymptomsQ rather than genuine feelings. Similarl Y,

: supervisors h ave often report ed how difficult itis to
th;sun
the pigr sgaeal and

don’t '_f’."

[ JUTTN—,

_ refrain from inquiring about the empl oyee® mental health

“and sel f-care be yond usual supervisee concerns.
Guidance is offered to  avoid potholes related to role confusion.
|

Finall y, the Unit quickly summari zes what was covered thro ughout the entire

course, and hopes that the t raining will positi  vely benefit supervision p ractices.



Supervisor/CPS Exercise 6.1 PRole
Confusion

!
Role ConfusiorExercise

!
Instructions Readthrougheachscenaricandindicatewhatyour beseinswemwould be.
After going throughhe scenariosgoto thesecondsetof instructionsafterquestions.

1. Your CPSsuperviseeomesto you andsaysthatshe'shavingahardtime doingherjob.
She'sxperiencing #ot of anxiety,shesays,so whershehasto meetwith peoplein
neighborhoods shelsot familiar with, shehas pani@attacks. This hasled herto miss
appointmentsvith people she'svorking with, andthenfeel guilty about it. She doesn't
knowwhatto do. In response, ya....

a. Ask herwhatshe'sbeendoingto dealwith herpanicattacksjncluding
finding outif she'sgoneto seeherpsychiatrist tacheckon her medicatioor
see ifalternative medicatiomight bemorehelpful.

b. Suggesthatshemight beableto getsomeaccommodationanderthe ADA,
andreferher tothe humanresourcealepartment.

c. Ask herwhatshethinks might be helpfulto managéierjob requirements,
including meetingvith peoplein neighborhoodghatshe'snotfamiliar
with.

2. You've beensupervisinga CPSor about6é months,andhe's beenagreat assdb the
department.His work hasbeenexcellentandthe peopleusingservicegeally like him
alot. Overthe pastfew weeks howeveryou've noticeda change He seemdo have
losthisspark, seemigritable andunerthusedabouthis work. Otherstaff members
havealsocommente@n thechanges anfkarheis beginningo relapse.As his
supervisoryou decidgo...

a. Setup ameetingwith him to checkin with him andseeif he's experiencingand
increase irsymptoms

b. Setup ameetingwith him to let him know you've noticedthathedoesn'tseem
like his usual selfandyoujust wantedto checkin.

c. Leaveit alone. If heneedgo let you knowanything,t's upto himto bringit to

you.

3. You've hired a CI8,andshe’'sbeenworking with youfor aboutthreemonths. She'sa
really nicewomanwhotries hardand isclearly committedto herwork. At thesame
time, shedoesn'seento graspthework. You've reviewedherjob descriptiorwith her
a coupleof times, and authorizedomesupervisionwith a CPSthatdoesn'twork atthe
agency. Nonef theseefforts seento be havingany effecton herjob performance.
You know herprobationperiodis coming toan endandareconsiderimg. ..

a. Letting her gofor poorjob performance;
b. Extendingherprobationarperiod,giventhat she'snewto herjob and,having



amental illnessprobablyneedsmoretime to adjustto thejob;
c. Keepheron, butchangenerwork awayfrom directservicedo supportinghe
clinical
teamby bringingpeopleto the grocerystoresandotherroteerrandghat
haveto get done.

4. You've been supervising a CPS fguiteawhile. She'sa greatworker,andyoureally
valueher work. You know, from your meetingswith her,that she'seally been
strugglingwith depression and onsideringakinga medicalleave. As is appropriate,
you've beensupportingherto weigh and balance this decision, and connect with HR
personnel to determine what company benefits can support her if she daes take
leave. On this particular day, however, she sounds particularly stressed, and youOre
concerned about her. You decide you should:
a. Get the name of her emergency contact from HR and call that person to share
your concern;
b. Ask her for the name of her tlaguist so you can call her.
c. Ask her if sheOd like some support to call her therapist or someone else who can
give her some support.
d. Ask her if you can support her in some way
e. Tell her youOre concerned, and hope sheOs getting some support.

5. Your CPS supeisee comes to you in distress because heOg lzakiard time figuring
out his SSDI/SSI benefits in relationship to work. HeOs gone toRheéedartment and
been told thathey only deal with retirement issues with Social Security. &ys ke
doesnQinderstand thisind feels like this is discriminatory against people who are
speifically required to have disability to get the job. YouE
a. Agree with HRBthis is an issue specific to peoplesO disability, not
employment, and they should find resoursegond the workplace for this
support.
b. Agree that this seems like different treatment, and agree to look into it.
c. Agree to advocate that the organization either hire personnel with this expertise
or contract with and pay for consultant services to meetrtipdoyee needs.

Instructions 2: Go through each scenario again, but replace OQRSC@M&h@iIeague. For
examplejn the first scenario, instead of OYour CPS superviseeEO think of €dtmairworker
superviseeEO olOMary, your supervisee.O

Did your answers change at all?

What led you to change your answers?

What did you learn about yourself from this exercise?

Instructions 3: Ask your CPS supervisee to go through the scenadlitsllarou what his/her

answersnight be and why.
(Seenext page for suggested answers)



1. Your CPS supervisee comes to you and says that sheOs having a hard time doing her
job. SheOs experiencing a lot of anxiety, she says, so when she has to meet with
people in neighborhoods sheOs not familiar with, shedmis attacks. This has led
her to miss appointments with people sheOs working with, and then feel guilty about
it. She doesnOt know what to do. In response, youE.

a. Ask her what sheOs been doing to deal with her panic attacks, including
finding out ifsheOs gone to see her psychiatrist to check on her medication or
see if alternative medication might be more helpful.

b. Suggest that she might be able to get some accommodations under the ADA,
and refer her to the human resource department.

c. Ask her what shéhinks might be helpful to manage her job requirements,
including meeting with people in neighborhoods that sheOs not familiar with.

Both B and C might apply to this scenario. Depending on the number of CPSs and the design of
the services, there may beetpossibility of a reasonable accommodation that doesnOt impact the
essential functions of the job. It could be that, for a set period of time, the person can go to new
places the firstime with a fellow CPS, and also be building some skills in the timeanif there
werenOt any possibilitgr job restructuring, temporarily or permanently, then OCO would be the
answer.

2. YouOve been supervising a CPS for about 6 months, and heOs been a great asset to the
department. His work has been excellent angb&wople using services really like
him a lot. Over the past few weeks, however, youOve noticed a change. He seems to
have lost his spunk, seems irritable and unenthused about his work. Other staff
members have also commented on the changes and fedrdgnising to relapse.
As his supervisor, you decide toE
a. Set up a meeting with him to check in with him and see if heOs experiencing an
increase in symptoms.
b. Setup a meeting with him to let him know youOve noticed that he doesnOt seem
like his usual selfand you just wanted to check in.
c. Leave it alone. If he needs to let you know anything, itOs up to him to bring it
to you.

1tOs fitting to check in with him, especially given that other staff are bringing it to your attention.
You want to keep the foswprimarily on work, but checking in when you see someone is having a
hard timeis something that youOd probably do with anyone.

3. YouOve hired a CPS, and sheOs been working with you for about three months. SheOs

a really nice woman who tries hard andleacly committed to her work. At the
same time, she doesnOt seem to grasp the work. YouOve reviewed her job description
with her a couple of times, and authorized some supervision with a CPS that doesnOt
work at the agency. None of these efforts seebetbaving any effect on her job
performance. You know her probation period is coming to an end, and are
consideringE

a. Letting her go for poor job performance;

b. Extending her probationary period, given that sheOs new to her job and,



having a mental illnesprobably needs more time to adjust to the job;

c. Keep her on, but change her work away from direct services to supporting the
clinical team by bringing people to the grocery stores and other rote errands
that have to get done.

Just like every other pfession, CPS is not a job for everyone. Evepnfigone passed the
exam, it mayturn out that the job isnOt a good fit for his or her skills and abilitieending the
probationary perioavould make sense if the person was showing steady improvesaéenit in
this situation.
Moving someone to a different job, especially a menial job, is hurtful amdfleon a number of
levels: itperpetuates the message that Othose sick people canOt really doGhansaaikpids the
more difficult conversatias about job performance and needing to let someonelggyitanOt do
the work. And fotthe individual, it can be far more devastating than losing a job and realizing itOs
not a good matclof them (whether immediately or after time to think it throjigh.

4. YouOve been supervising a CPS for quite awhile. SheOs a great worker, and you
really value her work. You know, from your meetings with her, the sheOs really been
struggling with depression and is considering taking a medical leave. As is
appropriateyouOve been supporting her to weigh and balance this decision, and
connect with the HR personnel to determine what company benefits can support her
if she does take a leave. On this particular day, however, she sounds particularly
stressed, and youOamcerned about her. You decide you should:

a. Get the name of the emergency contact from HR and call that person to share
your concern;

b. Ask her for the name of her therapist so you can call her.

c. Ask her if sheOd like some support to call her therapist @oserelse who
can give her some support.

d. Ask her if you can support her in some way.

e. Tell her youOre concerned, and hope sheOs getting support.

The last choice is the best because it keeps the employee in chogerofich to share about
his/herprivate life. This is the type of situation that pulls on the GeeGtrings and the
relationship ofproviderclient. This is your employee, not a service user, so you shoulénot b
intervening in any waylf you have a strong supervisory relationsiips one comment can be
invitation for the person tehare more, but the choice remains with the employee.

5. Your CPS supervisee comes to you in distress because heOs having a hard time
figuring out his SSDI/SSI benefits in relationship to work. dHgdhe to the HR
department and been told that they only deal with retirement issues with Social
Security. He says he doesnOt understand this, and feels like this is discriminatory
against people who are specifically required to have a disability theyfl.

YouE
a. Agree with HRPthis is an issue specific to peoplesO disability, not
employment, and they should find resources beyond the workplace for this
support.



b. Agree that this seems like different treatment, and agree to look into it.

c. Agree to advoda that the organization either hire personnel with this
expertise or contract with or pay consultant services to meet the employee
needs.

For the most part, Human Resources deals with the benefits that are relevant to their employees.
Medicae retiremehisnOt an employeffered benefit, but was probably added to the HR menu
because there were many employees needing information on this as they were &Sbhgnd
SSlare similarly a benefit that is of central concern to CPS employekeyabeginor expand

their workresponsibilities. The question always becomes, Ois it equal or unequal?O



6.2 Exercise - Role Clarity C hecklist

You completed this checklist in the introductory unit. Please go over it again and refleapon
any changes you notice in relation to better understanding the CPS role and your role as a
CPS supervisor.

Agency

Understands the role of Peer Sipést

Values the role of Peer Specialists

Has clarified the difference between a tradition& fdled by staff with lived experience
andbeing in a Peer Specialist Role

Has created a cleaneaningful CPS job description

Has fully oriented HR regarding the CPS role tharce recruitment and retention

Has trained HR personnel to eftevely interview and hire CPSs

Has provided irservice training for all staff on the CPS role asd/alues to the
organization

Supervisor

Is experience and trained in providing supervision

Believes in and supports the CPS workforce

Is knowledgable about the values and principles of peer support

Understands the value of shared lived experience for people using services

Is familiar with the curriculum for CPSs

Is prepared to create a supportive environment that will support the protdggowth and
development of the CPS

Is prepared to help the CPS identify strengths and aretrengthen to grow professionaly

Is able to separate professional from personal support to avoid role confusion

Is prepared to hold the CPS to the squmedessional standards expected of other staff

Is prepared to allow the CPS the same latitude as other staff

Understands how different employee benefits can enhance the CPS employeeOs peri




6.3 Reading

Massachusetts-Based Studies of Peer Specialists

|

Several studies have examined the role of peer specialists in Massachusetts mental health
services. DMHOs2010 electronic survey gathered feedback about the experiences, size and the
nature of the stateOspeer workforce. Research by the Center for Health Policy and Research at
UMass Medical School in 2000 examined the factors that facilitate and hinder peer specialist
from fulfilling their role. Over the past three years, Transcom has also gathered information,
through less formal means, about how the integration of peer workers is experienced by key
people using and providing mental health services. Panel discussions were held with
representatives from four groups: peer specialists working in a range of programs, managers
and supervisors at agencies where peers are working, Recovery Learning Community staff and

people who have worked with peer specialists over the course of their recovery.
I

The DMH study gathered data from 24 provider organizations and DMH offices and from 64

individual peer workers using Survey Monkey. It concludes, in part:
I

Throughout the survey responses, there was evidence of provider organizations taking
positive steps toward hiring, integrating, and supporting a peer workforce and of peer
workers that are daily using their experience to empower the people they serve and to
produce positive changes in their organizations.

At the same time, some peer workers continue to feel isolated, unsupported and
undervalued in their roles and nearly half of peer workers identify some situations in
which they are confronted with insensitive or disrespectful interactions. The voice of the
peer worker was powerful in expressing the successes and challenges that they face
and their words were frequently used in the report. It is evident from this small sample
that providers are at different points in the process of defining, hiring and integrating a
peer workforce and some appear to be experiencing more success than others. Training
of non-peer staff and addressing organizational culture when it conflicts with fully
embracing a peer workforce were among the strongest themes in the survey
results [emphasis ours] and there is significant opportunity to work with
providers and peer workers on this ongoing need. In addition, these ongoing challenges
further confirm the need for ongoing support of the peer workforce. Most providers
identified an interest in additional training, support, and technical assistance, highlighting
both the need and opportunity for improvement.

I

The complete 14-page report can be found on the Mass DMH website:
http://www.mass.gov/eohhs/researcher/behavioral-health/mental-
health/dmh-results-and-reports.html

In the UMASS study, both peer and non-peer workers were interviewed about the factors that
impacted the work of peer specialists. Most of those identified were related to how agencies
prepared for the integration of peer workers and how they oriented established workers and peer
specialists to each other. These concerns and topics reflect the fact that the peer specialist role is
new in many programs. This study identified the following factors that facilitated the integration of
peer specialists:

|



. Support from higher management

K K K K K

Supportive supervisor

Respect from other co-workers

Orienting other staff to the peer specialist role
Flexibility in defining role

Support from other peer workers

Conversely, the following factors were identified as hindering the work of peer specialists:

KK KKK KKK

Lack of understanding of the peer role among peers, supervisors & colleagues
Feeling in conflict with others on a treatment team

Having job duties in misalignment with the ethics and values of the peer role

Not being able to apply skills learned in CPS training

Dealing with stigma

Self- care/boundaries

Working with people in crisis or in early stages of recovery

System Issues: Peer specialists working in isolation, Paperwork language, Recovery
model not embraced

The following are excerpts from the “Evaluation of the Massachusetts Peer Specialist Training
and Certification Program Final Report (Phase Two) — March 2011” by the Center for Health
Policy and Research at UMass Medical School.

I. Key Elements in the Successful Integration of Peer Specialists
The following key elements were identified as important to the successful integration of peer
specialists in the workforce.

A. Support from Higher Management:

Clear support for the peer specialist role from senior managers appeared to have a trickledown
effect for the rest of the organization, according to many respondents. Peer specialists felt that
their role and skills were valued throughout the entire agency when managers supported them.
Examples of how leadership support was displayed included:

¥
¥

Inviting peer specialists to be part of organization-wide committees and
Hiring peer specialists into leadership roles where they provide supervision and support
to peer specialist teams.

I'm fortunate to have a regional director who is recovery-oriented. It's trickling down from
my supetrvisor to others.

We have support from someone higher up in the organization who has lived experience.

B. Supportive Supervisor:

Having a supervisor who they felt comfortable going to when issues arose helped many peer
specialists feel supported in carrying out their role. The supervisor often insisted that others
treat the peer specialist and his or her work with respec



| feel much supported. | can do whatever | need to do. | can tell my supervisor | am
having a hard time and | am supported.

I do feel respected by my boss. My two co-workers are not as familiar with the recovery
movement. Sometimes | don’t feel equal on the team. Sometimes | don’t feel my role is
valued and appreciated.

C. Respect from Other Co-workers:

When working on multi-disciplinary teams, having the respect of co-workers made the peer
specialist feel that their role on the team was valued. When this respect was clearly exhibited,
peer specialists felt that they could do what they were trained to do. For example, one
respondent was invited to train fellow co-workers on using person-centered language.

With the traditional staff, | am treated with respect and dignity. | advocate for my clients
to the staff and they respond to me with respect. | do feel like | am in a leadership role.

D. Orienting Other Staff to the Peer Specialist Role:

A few respondents described the benefits of orienting all staff at the agency to the peer
specialist role and where it fit into the organization prior to peer specialists working in the
agency. They described instances where this orientation went well, and others where there was
no orientation at all.

| educated clinicians and staff at one location about peer specialists and their role before
the peer specialists were working there. It was clear that it would be a challenge to have
peer specialists there. The clinicians and staff wanted to talk about it. The ice was
‘ broken when the peer specialists started working there.
|
E. Flexibility in Defining Role:
Because of the fact that the peer specialist role is still new to the traditional mental health
setting, some respondents reported that they had the freedom to mold the role to best fit the
situations where they were working. With this flexibility, peer specialists noted that they were

free to use the knowledge and tools they gained in the training with their peers.

There is a lot freedom to determine which way we want to go, especially being a non-
profit. Plus, Peer Specialists jobs are so new, there is the freedom to do a lot.

F. Support from Other Peer Workers:

For some respondents, it was important for peer specialists to have regular access to support
from other peers working in the field. Many organizations that employ several peer specialists
offered peer support meetings on a regular basis. Peers without this internal resource were
sometimes able to access peer support through their Recovery Learning Communities (RLCs).
Being the sole employee in a peer role within an organization leads to feelings of isolation.
Many peer specialists said that hiring more than one peer worker was important to successful
implementation.




Il. Peer Specialists and supervisors of peer specialists identified barriers that peer
specialists faced when working to apply their knowledge and skills training in their jobs
I

A. Lack of Understanding of the Peer Role among Peers, Supervisors and Colleagues:

In many settings, respondents described ambiguity surrounding the implementation of the peer
specialist role. Many felt that having a better definition and description of the peer specialistOs
role and responsibilities would reduce this uncertainty. In many cases, clinicians and other staff
reported not knowing what peer specialists are trained to do. As a result, it was not always clear
to providers how to involve peer specialists in treatment- planning with program participants. This
was particularly true for peer specialists working in Community-Based Flexible Supports (CBFS),
where the requirement to provide peer support services was mandated by DMH with little
guidance on how to implement it.

People at the agency don't know what to do with the peer specialist role. They want to
embrace the individual (the peer specialist) but don't know how to utilize what s/he has
fo offer. The clinician doesn't know when to ask the peer specialist to step in to help a

client.

Stemming from this ambiguity, some supervisors mentioned how difficult it was to provide
supervision to peer specialists because they lacked (or a general lack of) an understanding
about the role. In addition, supervisors found it hard to evaluate the performance of peer
specialists without guidelines for what to expect. Both supervisors and peer specialists felt that
more guidance from DMH would have made for a smoother implementation.

I didn't get a 'how to' from CBFS and DMH. DMH doesn't have a standard definition of a
certified peer specialist, that says 'here's what you need to do' and 'here's how it's
measured'’ or a list of things a peer can do with a client and how to help them through the
recovery process.

B. Feeling in Conflict with Others on a Treatment Team:

Peer specialists working on treatment teams sometimes had unique or differing viewpoints about
the teamOsdecisions and approaches to their working on behalf of a person using services. At
times, the peer specialist was confident and shared his/her thoughts if they differed from those of
the team. At other times, the peer specialist refrained from saying anything.

Sometimes it is hard for a peer specialist to question the treatment recommendations
made by their clinical counterpart.

When it comes to voicing their perspective, the power of the peer is very small...
Sometimes they are the only voice on certain perspectives.

C. Having Job Duties in Misalignment with the Ethics and Values of the Peer Role: Some of the
job duties that peer specialists are asked to perform, such as serving as a Representative
Payee or administering medication, were described as being in conflict with the ethics to which
CPSs committed during their training. Peer specialists reported difficulty in reconciling their CPS
ethics with their job duties.

Also, being a Rep-Payee for persons served is challenging to do from a recovery
orientation. We give them a check and they leave. How do we connect with people?



Someone | know who worked at another agency was having to do meds and be a Rep-
Payee. There's no way to have mutuality doing those things because of the power
differential.

D. Not Being Able to Apply Skills Learned in CPS Training:

Some respondents indicated that some skills they learned as a CPS cannot be used in their jobs.
Discussion revealed that this may be because the agency does not expect these skills in a CPS
or the peer specialists felt these skills could not be used in their role. Advocacy on behalf of
clients and dialogue about spirituality were two skills sets reported as being difficult to
incorporate into a CPSOswork with peers using services.

The traditional system flies in the face of what you learned in the Peer Specialist training
class.

Self-determination principles are hard to implement. Sometimes safety gets in the way.
Our agency is in the process of changing so that clients are rewarded for behavior.

Some of the stuff we learned is hard to use with people who have been institutionalized
for so long.
I
E. Dealing with Stigma:
Stigmatizing beliefs and attitudes existed for many working in a peer specialist role, despite the
best intentions of organizations and individuals. Co-workers sometimes viewed peer specialists
first and foremost as @nental health consumersOand not as colleagues. Some peer specialists
noted that sharing their recovery story with other staff can have a negative effect on their
relationships with colleagues.

What is unique to the peer specialist is that when something goes wrong for other
people (who do not have a diagnosis), people say they are just stressed or burnt out, but
when it is a peer, people say they're having a problem due to their mental illness.

If | share my story, it brings stigma out. Even people who want to be helpful have a
stigma about the degree of mental illness a person has. People have said things to me,
have asked me if | was sick like someone else.
I

F. Self Care/Boundaries:

Several peer specialists reported that they often carried the difficulties of the people they serve

home with them. It was challenging for many to leave peopleOsproblems at work. Some

developed new skills and used additional support to manage their own recovery along with

those they serve.
I

I'm not sure what I'm doing emotionally with other people's experiences. How do |
identify when I'm carrying too much from helping people?

| was not emotionally prepared for having to deal with my own recovery, other people’s
recovery and staff recovery all mixed in. The job is constantly edging into my own
recovery. | needed to employ skills to maintain my own self-care.



G. Working with People in Crisis or in Early Stages of Recovery:

According to a few respondents, working with a peer specialist may not have helped someone
new to their recovery. We heard from peers that it can be challenging to begin a relationship
with someone who is in crisis or in an early stage of recovery.

Sometimes, depending on where people are at, they see recovery as a big gap,
something that's too big to attain. They look at me and say “Wow! Look at you. | can’t get
there.” It's sometimes hard for them to relate to it.

I

H. System Issues
!

¥ Solitary Peer Specialist on Staff

Peer specialists noted that it is extremely challenging to fulfill multiple job responsibilities when
there is only one peer specialist on a team. They expressed a strong desire for more peer
workers in order to respond to the needs of the people they serve, and to educate fellow staff on
the peer specialist role. Several peer specialists indicated that working as the only peer in an
agency left them isolated and feeling alone.

¥ Paperwork Language
The paperwork requirements of many CPS jobs was time- consuming and took time away from
peer support work. Having to document their work by using clinical OllableOlanguage was also
challenging. It is worth noting that each agency had different expectations about what CPSs
should document and how it should be done.

Another challenge is doing the paperwork, documenting the person so the person’s idea
and thoughts are expressed. But the paperwork is framed to get particular answers. It
(paperwork and people’s treatment records) should be an outlet for people to express
themselves and be person-centered.

¥ Recovery Model Not Embraced
Respondents noted that almost all clinicians have been trained in the medical model. The
movement to more recovery-oriented services was experienced as a hew way of doing things.
Peer specialists said that this shift has been hard for many workers and has made the presence
of a CPS, who embodies recovery, confusing and challenging for some staff.
I
At the agencies that have not fully embraced the recovery model, some peer specialists did not
feel supported by management. Peer specialists suggested that some other staff, as well as
policies, view the CPS role differently than CPSs were trained to do:
I
Providers are not taking the course; they don’t know what the CPSs are being trained to
do. The non-peer traditional workers are not bad guys; they are not doing things wrong.
This is just how they learned to work in the system.
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