
HANDOUTS FOR THIS TRAINING: 
 
• SAMHSA/WISE Core competencies for peer support workers in behavioral health 

settings 
• RAND Consumer Providers Guide for Clinical Staff 
• WISE Sample PSS Job Description 
• Language Guide 
• WISE Peer Onboarding & Orientation Procedures 
• Latest version of SB-614 

(https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201520160SB61
4) 
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Member of CAMHPRO 
Work throughout Northern California Have peer employees embedded in Amador 
County, Placer County, and Sacramento County 
Work with many other Counties and CBOs across the state 
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Technical Assistance 
Organizational assessments - Assessments look at: 

Key informant interviews 
Peer staff focus groups 
Self-reported needs 
Workplace culture 
Policies and procedures 
Job descriptions, hiring, onboarding, supervision, evaluation of peer staff 
What’s working?  What could be improved?  What do you need to do your job 
better? 

 
Identification of strengths and opportunities 
Implementation planning 
Crafting peer roles and career paths 
Supportive coaching and mentoring  
Best practices and recommendations 
 
Trainings 
Organizational trainings for leaders and management (work culture and managerial 
competencies) 
Professional development trainings for peers (technical and behavioral skills) 
Creation of special trainings and educational materials, as needed 
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Both training lists should be included with handouts.  Refer attendees to these lists 
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ASK: Why are you interested in this training and what do you hope to get out of it? 
 
RECORD responses to last question on flipchart (what each audience member hopes to 
get out of the training) 
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ASK: What is a peer? 
 
[HANDOUT] SAMHSA Equipping Behavioral Health Systems … Peer Support 
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In general, a Peer is anyone similar in experience and/or background to you. An equal. People – not just 
people with a MH diagnosis - often like to talk/work with those who have similar experiences. Just think 
of who you like to go out to lunch with. People who have like experiences can better relate and can 
consequently offer more authentic empathy and validation. 
 
A peer is a peer when he/she self-identifies as a peer and is willing to share his/her lived experiences 
with others. 
 
No one would tell any of these people NOT to see a medical professional. Peers don’t either.  
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“What is a peer?” 
In general, a Peer is anyone similar in experience and/or background to you. An equal 
 
People – not just people with a MH diagnosis - often like to talk/work with those who have similar 
experiences. Just think of who you like to go out to lunch with. 
 
People who have like experiences can better relate and can consequently offer more authentic empathy 
and validation. 
  
Peer Support:  Not uncommon for people with similar lived experiences to offer each other practical 
advice and suggestions for strategies that other professionals may not offer or even know about. 
Maintaining this peer vantage point is crucial in helping people rebuild their sense of community when 
they’ve had a disconnecting kind of experience. 
This concept can be formalized. 
 
 
No one would tell any of these people NOT to see a Professional. We don’t either.  
 
Peer support is not like clinical support, nor is it just about being friends. Unlike clinical 
help, peer support helps people to understand each other because they’ve “been there,” 
shared similar experiences and can model for each other a willingness to learn and grow. 
In peer support people come together with the intention of changing unhelpful patterns, 
getting out of “stuck” places, and building relationships that are respectful, mutually 
responsible, and potentially mutually transforming. In other words people come to a peer 
support program because it feels safe and accepting. By sharing experiences and building 
trust, peers help each other move beyond their perceived limitations, old patterns and 
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ways of thinking about mental health. This allows members of the peer community to try 
out new behaviors and move beyond the “illness culture” into a culture of health and 
ability (Copeland and Mead, 2004).  From book: “Wellness Recovery Action Plan® & Peer Support” 
 
 
WARNING: DON’T GET INTO POLITICAL DISCUSSION  
n 1794 Pinel made public his essay 'Memoir on Madness', recently called a fundamental text of modern 
psychiatry. In it Pinel makes the case for the careful psychological study of individuals over time, points 
out that insanity isn't always continuous, and calls for more humanitarian asylum practices.  
 
This is a Pinel unlocking the chains at the asylum. The idea of Peer Support, as posited by Recovery 
Champions today, is 
“What if you gave them the key instead?”  
 
Where did it come from? Peer Support in MH grew out of a political frame of reference.  
Civil/human rights movement in which people affiliated around the experience of negative mental health 
treatment (e.g. coercion, over-medication, rights violations, as well as an over-medicalized version of 
their “story”).  
 
More mature movement now – usually - but it’s important to understand the roots of the Peer Support 
Movement. 
Widely practiced around the world in a variety of settings including: Inpatient, Outpatient, residential, 
crisis respite, peer-run centers, etc. 
 
Why? Because it works. Numerous studies done on Peer Support.  
One study found that case management services plus a peer specialist counselor were associated with 
enhanced quality of life, fewer major life problems, and greater gains in social support for those receiving 
such services than for those receiving case management services without a peer (Felton et al., 1995).  
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• The primary distinction in this approach is that peers drawn upon their personal 
lived experience and experiential knowledge in their approach to helping others. 

• A person in recovery shares their lived experience, and uses language based on 
common experiences.  

• A person with lived experience serves as a role model motivating through hope and 
inspiration  

• Supports many pathways to recovery based on the persons individual goals 

• May function in many roles depending on the scope of service including helping 
individuals find link with other services, develop natural supports, share knowledge 
of local resources, while encouraging, supporting and praising 
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-The peer principle (finding affiliation with someone with similar life experience and having an equal 
relationship)  
  (Yesterday in group “when I heard you say that you don’t bathe when 
you’re not well, I knew you were someone who could understand me – because that’s true for me, too”) 
 
-The helper principle (the notion that being helpful to someone else is also self healing)  
   -Assisting others in a healthy manner is good for one’s own healing 
  -Also, Consumers often affiliate when meeting in groups and assist 
each other outside of groups, promoting their own Recovery.  
Facilitator share lived experience of Peer Support. How did I get started?  
 
-Empowerment  
  -finding hope and believing that recovery is possible 
  -taking personal responsibility for making it happen 
  -Show that someone with a Mental Illness can contribute 
meaningfully.  
  -Peer is very motivated to empower others to achieve Recovery, too.   
 
-Advocacy (self and system advocacy skills),  
  -choice and decision making opportunities, skill development, 
positive risk taking, reciprocity, support, sense of community, self help, and developing awareness 
(Campbell, 2004; Clay, 2004).  
  -Teach how to advocate for self, especially by using examples from 
own experience. E.G. “When I was in treatment it was really difficult for me to talk to my Psychiatrist. 
Especially when I didn’t understand what was happening to me. I felt I needed to take what he gave me, 
that no discussion was possible. Because of my sense of self-worth, I didn’t feel my opinion had value  
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anyway – in any context.  
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ASK: Why else do we hire peers? 
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http://store.samhsa.gov/shin/content/SMA11-4633CD-DVD/TheEvidence-COSP.pdf 
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http://store.samhsa.gov/shin/content/SMA11-4633CD-DVD/TheEvidence-COSP.pdf 
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http://www.hindawi.com/journals/aph/2014/258614/ 
 
Employment is an important social determinant of health and participation in employment can enhance 
health and wellbeing. Unfortunately, the majority of individuals with serious mental illness are 
unemployed [1–5].  
 
Unemployment rates among people with serious mental illness range between 80% and 90% [8–11], 
making this group one of the most recipients of social security in Canada and the United States [12, 13]. 
This is unfortunate because most people with the illness desire and can work [5, 14–16], but they are 
excluded from the workforce because of stigma of the illness. For those with mental illness who are in 
the workforce, there are issues related to sustaining their capacity for productive work.  
 
Key points: 
Work is a social determinant of health. It is a key factor in recovery of mental illness, and prevention of 
relapse. People need to return to work as they are beginning to regain their health, not when fully 
recovered. This applies to physical illnesses and injuries also. So workplaces have to be flexible to meet 
this important health need. 
 
Routine 
It provides us with a reason to get up in the morning. Now sometimes we may not wish we didn’t have 
to work, but actually, this routine keeps us healthy. 
 
Activity 
Work gives us something to do each day. The very act of saying to one’s self: “I have something to do 
today” protects our mental health. 
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Purpose, contribution: Our work may also be something that meets our needs for purpose and 
contribution. These are protective factors for mental health. 
 
Social contact 
We spend more daylight hours with the people we work with than those we live with. We are social 
animals who connect to each other and when we are away from work, we miss the social interaction. 
When people are away from work, they are socially 
isolated. Isolation is a predictor for depression. 
 
Sense of identity 
I could ask each one of you what you do and you would answer without thinking, either your title or what 
you do. If you are off work, say for a year or more, and someone asks you, “So what do you do?” you find 
it difficult to answer, difficult to define yourself to the other person in terms that are true… by society’s 
values and standards, you are a nothing because you are not “doing” something. 
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Briefly explain each service.  
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http://www.samhsa.gov/sites/default/files/expert-panel-03212012.pdf 
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http://www.samhsa.gov/sites/default/files/expert-panel-03212012.pdf 
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This is a video from the Canadian Mental Health Association, which provides a succinct 
overview of peer support services and describes the power of peers to use their lived 
experience to both support others and strengthen their own recovery. 
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[HANDOUT]  Core competencies for peer support workers in behavioral health settings 
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http://www.samhsa.gov/brss-tacs/core-competencies-peer-workers 
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What are competencies? 
Competencies are defined as the integration of knowledge, skills, and attitudes that contribute to the 
quality of a person’s work performance. Knowledge is information and understanding learned through 
experience or training. Skill is the result of applying knowledge or ability to a set of circumstances and 
attitude is the manner in which a behavior is performed. Attitudes often align with the principles or 
values of a practice.  
 
What is meant by core competencies? 
Core competencies are the foundational and essential competencies required by all positions that 
provide peer support in behavioral health services. These competencies are common across a range of 
roles and environments. Peer roles in some settings or program models may require advanced or 
specialized competencies in addition to these core competencies.  

 
What is the difference between core competencies and practice guidelines? 
Practice guidelines are usually defined as a set of recommendations developed by practitioners to 
provide standards of service delivery. Medical, clinical and other human service professions often have 
practice guidelines in addition to core competencies or performance standards. Typically there is much 
overlap between practice guidelines and core competencies as both articulate standards of behavior and 
philosophy of the approach. 

 
Who are these competencies for? 

These competencies are intended for peer workers who offer formal peer support services within a 
behavioral health program.  A peer worker is a person in recovery from a behavioral health condition 
who works, for paid or as a volunteer, in an organized program. Peers are defined as a person in 
recovery from mental illness and/or substance use disorders or, in the case of family peer support, a 
family member of a person living with a behavioral health condition. 
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IF ASKED: 
 
Who are these competencies for? 
These competencies are intended for peer workers who offer formal peer support services within a 
behavioral health program.  A peer worker is a person in recovery from a behavioral health condition who 
works, for paid or as a volunteer, in an organized program. Peers are defined as a person in recovery from 
mental illness and/or substance use disorders or, in the case of family peer support, a family member of a 
person living with a behavioral health condition. 
 
How were these core competencies identified? 
SAMHSA engaged the BRSS TACS project to identify and describe core competencies for peer workers in 
behavioral health services. BRSS TACS staff and a team of experts reviewed the literature, synthesized 
lists of potential competencies and came to consensus about this list of core competencies. 
 
How are these core competencies written and organized? 
The core competencies were written with action verbs so that each competency would be an observable 
action. The competencies are organized into twelve categories for ease of reference and to make them 
more accessible. 
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http://store.samhsa.gov/CoreCompetencies/feedback/index.html 
http://www.samhsa.gov/brss-tacs/core-competencies-peer-workers-behavioral-health-
services/frequently-asked-questions 
 
Peers = consumers and/or family members and caretakers of consumers.   
 
Core competencies are the foundational and essential competencies required by all positions that 
provide peer support in behavioral health services. These competencies are common across a range of 
roles and environments. Peer roles in some settings or program models may require advanced or 
specialized competencies in addition to these core competencies. 
 
These competencies are intended for peer workers who offer formal peer support services within a 
behavioral health program.  A peer worker is a person in recovery from a behavioral health condition 
who works, for paid or as a volunteer, in an organized program. Peers are defined as a person in recovery 
from mental illness and/or substance use disorders or, in the case of family peer support, a family 
member of a person living with a behavioral health condition. 
 
Core competencies can be used to promote best practices in peer support. They can be used to guide 
peer training programs, provide standards for peer certification, and inform job descriptions and 
performance evaluations. Organizations can use the competencies to build career ladders for peer 
workers who wish to develop a career in peer support services. Supervisors will be able to use 
competencies to appraise peer workers’ job performance and, most importantly, the competencies will 
provide peers with a clear sense of the expectations of their roles. Peers will have more information to 
evaluate their own work performance, set professional goals, and become a more competent peer 
worker. 
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HOW: 

• Initiates contact with peers and engages peers across the whole continuum of the 
recovery process  

• Listens to peers with careful attention to the content and emotion being 
communicated  

• Demonstrates genuine acceptance and respect  

• Demonstrates understanding of peers’ experiences and feelings 
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HOW: 

• Validates peers’ experiences and feelings  

• Encourages the exploration and pursuit of community roles  

• Conveys hope to peers about their own recovery and celebrates peers’ efforts and 
accomplishments  

• Provides concrete assistance to help peers accomplish tasks and goals 
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This competency is unique to peer support, as most roles in behavioral health services 
do not emphasize or even prohibit the sharing of lived experiences.  
 
HOW: 

• Relates their own and others’ personal recovery stories to peers to inspire hope  

• Discusses ongoing personal efforts to enhance health, wellness, and recovery  

• Recognizes when to share experiences and when to listen  

• Describes personal recovery practices and helps peers discover recovery practices 
that work for them 
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HOW: 

• Understands his/her own personal values and culture and how these may contribute 
to biases, judgments and beliefs  

• Appreciates and respects the cultural and spiritual beliefs and practices of peers and 
their families  

• Recognizes and responds to the complexities and uniqueness of each peer’s process 
of recovery  

• Tailors services and support to meet the preferences and unique needs of peers and 
their families 
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HOW: 

• Assists and supports peers to set goals and to dream of future possibilities  

• Researches options and proposes strategies to help a peer accomplish tasks or goals  

• Supports peers to use decision-making strategies when choosing services and 
supports  

• Helps peers to function as a member of their treatment/recovery support team  
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SAY: This is a review of the concepts learned in Recovery 101 
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SAY: This is a review of the concepts learned in Recovery 101 
 
GIVE EXAMPLES OR EXPLANATIONS BELOW ONLY IF ASKED! 
 
1. Hope 
The belief that recovery is real provides the essential and motivating message of a better future—that 
people 
can and do overcome the internal and external challenges, barriers, and obstacles that confront them. 
Hope is 
internalized and can be fostered by peers, families, providers, allies, and others. Hope is the catalyst of 
the 
recovery process. 
 
2. Person-Driven 
Self-determination and self-direction are the foundations for recovery as individuals define their own life 
goals 
and design their unique path(s) towards those goals. Individuals optimize their autonomy and 
independence to 
the greatest extent possible by leading, controlling, and exercising choice over the services and supports 
that 
assist their recovery and resilience. In so doing, they are empowered and provided the resources to 
make 
informed decisions, initiate recovery, build on their strengths, and gain or regain control over their lives. 
 
3. Many Pathways 
Individuals are unique with distinct needs, strengths, preferences, goals, culture, and backgrounds— 
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including 
trauma experience—that affect and determine their pathway(s) to recovery. Recovery is built on the 
multiple 
capacities, strengths, talents, coping abilities, resources, and inherent value of each individual. Recovery 
pathways are highly personalized. They may include professional clinical treatment; use of medications; 
support 
from families and in schools; faith-based approaches; peer support; and other approaches. Recovery is 
nonlinear, 
characterized by continual growth and improved functioning that may involve setbacks. Because 
setbacks are a natural, though not inevitable, part of the recovery process, it is essential to foster 
resilience for 
all individuals and families. Abstinence from the use of alcohol, illicit drugs, and non-prescribed 
medications is 
the goal for those with addictions. Use of tobacco and non-prescribed or illicit drugs is not safe for 
anyone. In 
some cases, recovery pathways can be enabled by creating a supportive environment. This is especially 
true for 
children, who may not have the legal or developmental capacity to set their own course. 
 
4. Holistic 
Recovery encompasses an individual’s whole life, including mind, body, spirit, and community. This 
includes 
addressing: self-care practices, family, housing, employment, transportation, education, clinical 
treatment for 
mental disorders and substance use disorders, services and supports, primary healthcare, dental care, 
complementary and alternative services, faith, spirituality, creativity, social networks, and community 
participation. The array of services and supports available should be integrated and coordinated. 
 
5. Peer Support 
Mutual support and mutual aid groups, including the sharing of experiential knowledge and skills, as well 
as 
social learning, play an invaluable role in recovery. Peers encourage and engage other peers and provide 
each 
other with a vital sense of belonging, supportive relationships, valued roles, and community. Through 
helping 
others and giving back to the community, one helps one’s self. Peer-operated supports and services 
provide 
important resources to assist people along their journeys of recovery and wellness. Professionals can also 
play 
an important role in the recovery process by providing clinical treatment and other services that support 
individuals in their chosen recovery paths. While peers and allies play an important role for many in 
recovery, 
their role for children and youth may be slightly different. Peer supports for families are very important 
for 
children with behavioral health problems and can also play a supportive role for youth in recovery. 
 
6. Relational 
An important factor in the recovery process is the presence and involvement of people who believe in the 
person’s ability to recover; who offer hope, support, and encouragement; and who also suggest 
strategies and 
resources for change. Family members, peers, providers, faith groups, community members, and other  
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allies 
form vital support networks. Through these relationships, people leave unhealthy and/or unfulfilling life 
roles 
behind and engage in new roles (e.g., partner, caregiver, friend, student, employee) that lead to a greater 
sense 
of belonging, personhood, empowerment, autonomy, social inclusion, and community participation. 
 
7. Culture 
Culture and cultural background in all of its diverse representations—including values, traditions, and 
beliefs— 
are keys in determining a person’s journey and unique pathway to recovery. Services should be culturally 
grounded, attuned, sensitive, congruent, and competent, as well as personalized to meet each 
individual’s 
unique needs. 
 
8. Addresses Trauma 
The experience of trauma (such as physical or sexual abuse, domestic violence, war, disaster, and others) 
is 
often a precursor to or associated with alcohol and drug use, mental health problems, and related issues. 
Services and supports should be trauma-informed to foster safety (physical and emotional) and trust, as 
well as 
promote choice, empowerment, and collaboration. 
 
9. Strengths and Responsibility 
Individuals, families, and communities have strengths and resources that serve as a foundation for 
recovery. In 
addition, individuals have a personal responsibility for their own self-care and journeys of recovery. 
Individuals 
should be supported in speaking for themselves. Families and significant others have responsibilities to 
support 
their loved ones, especially for children and youth in recovery. Communities have responsibilities to 
provide 
opportunities and resources to address discrimination and to foster social inclusion and recovery. 
Individuals in 
recovery also have a social responsibility and should have the ability to join with peers to speak 
collectively 
about their strengths, needs, wants, desires, and aspirations. 
 
10. Respect 
Community, systems, and societal acceptance and appreciation for people affected by mental health and 
substance use problems—including protecting their rights and eliminating discrimination—are crucial in 
achieving recovery. There is a need to acknowledge that taking steps towards recovery may require great 
courage. Self-acceptance, developing a positive and meaningful sense of identity, and regaining belief in 
one’s 
self are particularly important. 
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HOW: 

• Develops and maintains up-to-date information about community resources and 
services, both indigenous and formal  

• Helps peers investigate, find, and use health services, resources, and support  

• Accompanies peers to community activities and appointments and participates in 
community activities with peers 

 

38 



HOW: 
• Educates peers about health, wellness, recovery and recovery supports  
• Coaches peers about how to access services and navigate systems of services  
• Coaches peers in desired skills and strategies  
• Educates family members and other supportive individuals about recovery and 

recovery supports  
• Uses teaching strategies that match the preferences and needs of individual peers 
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HOW: 

• Recognizes signs of distress and threats to safety among peers and in their 
environments  

• Provides reassurance to peers in distress  

• Creates safe spaces when meeting with peers  

• Addresses distress or a crisis by using knowledge of local resources and service and 
support preferences of individual peers  

• Assists peers in developing advance directives and other crisis prevention tools 
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* = one of SAMHSA’s 12 Guiding Principles of Recovery 
 
HOW: 

• Uses respectful, person-centered, recovery-oriented language in written and verbal interactions with 
peers, family members, community members, and others  

• Uses active listening skills  

• Clarifies their understanding of information when in doubt of the meaning  

• Conveys their point of view when working with colleagues  

• Documents information as required by program policies and procedures  

• Follows laws and rules concerning confidentiality and respects others' rights for privacy 
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HOW: 

• Works with colleagues to enhance the provision of services and supports  

• Assertively engages providers from mental health services, addiction services, and 
physical medicine to meet the needs of peers  

• Coordinates efforts with health care providers and with peers' family members and 
other natural supports  to enhance peers’ the health and wellness  

• Partners with community members and organizations to strengthen opportunities 
for peers  

• Resolves conflicts in relationships with peers and others in their support network 
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HOW: 

• Uses knowledge of relevant rights and laws (ADA, HIPAA, Olmstead, FEHA, mandated reporting, 
consent to treatment, LPS, Riese hearings, etc.) to ensure peers’ rights are respected  

• Advocates for the needs and desires of peers in treatment team meetings, community services, 
living situations, and with family  

• Uses knowledge of legal resources and advocacy organization to build an advocacy plan  

• Participates in efforts to eliminate prejudice and discrimination of people who have behavioral health 
conditions and their families  

• Educates colleagues about the process of recovery and the use of recovery support services  

• Actively participates in efforts to improve the organization and peer services 

• Maintains a positive reputation in peer/professional communities 
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HOW: 

• Recognizes the limits of their knowledge and seeks assistance from others when 
needed  

• Uses supervision (mentoring, reflection) effectively by monitoring self and 
relationships, preparing for meetings and engaging in problem-solving strategies 
with the supervisor (or mentor, peer)  

• Reflects and examines own personal motivations, judgments, and feelings that may 
be activated by the peer work, recognizing signs of distress, and knowing when to 
seek support  

• Actively seeks opportunities to increase knowledge and skills of peer support 
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SAY: This is a quick reminder of the 12 core competencies for peer support workers (read each one very 
quickly and refer back to this slide as necessary for discussion on following slide) 
 
http://store.samhsa.gov/CoreCompetencies/feedback/index.html 
http://www.samhsa.gov/brss-tacs/core-competencies-peer-workers-behavioral-health-
services/frequently-asked-questions 
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[HANDOUTS] RAND Consumer Providers Guide for Clinical Staff and Sample PSS Job 
Description 
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https://www.patdeegan.com/blog/posts/peer-staff-disruptive-innovators 
 
Disruption #1: We are the evidence for recovery - This may seem obvious but we should not 
underestimate the magnitude of this disruption.  By simply showing up at work, we disrupt the paradigm 
of hopelessness and chronicity that  has surrounded mental illness for centuries.  We are the evidence 
that recovery is real and our very presence scrambles decades of academic theories about the course of 
mental disorders.  We are the evidence that it is possible to live our lives, not just our diagnoses.  Just by 
showing up at work we raise the bar on service outcomes.  Mere maintenance in the community or a life 
in handicaptivity is not a good outcomes and represents systemic failure, not success.  Recovery is the 
goal. 
 
Disruption #2: We blur the boundaries between sickness and health - Traditionally, strict lines were 
drawn between people who were well and those who were sick.  The line between those who were well 
and those who were sick were further reinforced in mental health settings by strict dress codes i.e., 
nursing uniforms and attendants in white coats versus state issued clothing for patients.  Historically, it 
was very easy to tell the difference between the staff (the well) and the patients (the sick).  However, 
when peer staff show up in mental health settings, the distinction between the staff and the patients 
begins to blur.  The black and white world of sickness or health is blending into shades of gray and 
traditional staff sometimes wonder: "Am I in recovery too?"  
 
Disruption #3: We can help each other - The third disruption is that peers can help peers. This disrupts 
the traditional assumption that help requires professional help.  It shifts the deeply embedded notion 
that real help must come from MSWs, PhDs, MDs, OTs, RNs, etc. 
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Refer to RAND report, pp. 16-19. 
 
ONLY IF YOU HAVE TIME: Working in small groups, pick FOUR of these myths and 
provide responses and solutions to each of them.  Report back to the group.  
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https://www.patdeegan.com/blog/posts/mentalism-micro-aggression-and-peer-practitioner 
 
Cultural:  At a cultural level mentalism in America is characterized by fear of emotionality and the 
primacy of rationality. An example of mentalism at the cultural level is the creation and perpetuation of 
stereotypes through media and films, about people diagnosed with psychiatric disorders as dangerous, 
unpredictable, criminal and predatory. 
 
Systemic:  At the systemic level, mentalism refers to the ways that people with psychiatric diagnoses are 
discriminated against and are kept in a position of poverty, second class citizenship and are segregated 
from the community. Examples of mentalism at systemic levels include being forced to live below the 
poverty level on SSI; work disincentives that prevent us from re-entering the workforce; marriage 
disincentives that lower our SSI checks if we marry; being placed in segregated settings from which it is 
difficult to escape such as nursing homes, adult homes, board and care homes, and day treatment 
programs; inadequate healthcare (Medicaid, Medicare) which lead to premature death for many; loss of 
custody of our children instead of supports to be effective parents; rules that say we can't use the same 
bathrooms that staff use; the freedom the media feels in portraying us as murderers; etc. 
 
Interpersonal:  At an interpersonal level mentalism shows itself as prejudice and bigotry directed at 
those of us with psychiatric diagnoses. Examples include being denied a job if our psychiatric history is 
revealed; having a romantic partner break off the relationship when they find out we have a psychiatric 
history; a neighborhood protesting the establishment of a group home in a town; a supervisor at work 
leaving an advertisement for a new anti-depressant on your desk at work because you have been a bit 
down lately; being told that your passionate objection to putting a client in restraints is simply you being 
unprofessional; etc. 
 
Personal:  At the personal level, the oppression we experience can be internalized as a form of self- 
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hatred, internalized stigma, lowered self-esteem and a tendency to talk about ourselves and our 
experience in the language of psychiatry. Examples of internalized oppression include the desire to pass 
in public as normal; to hide, lie about or closet our psychiatric history; the desire to distance ourselves 
from other people with psychiatric diagnoses; referring to ourselves as diagnoses; distrusting our 
perceptions, emotions and experiences; and using clinical jargon to insult other people with psychiatric 
diagnoses i.e., "She is so low functioning. He is so borderliney." 
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https://www.patdeegan.com/blog/posts/mentalism-micro-aggression-and-peer-
practitioner 
 
ASK:  If you worked in these settings, what would these actions tell you about how your 
employer views people with mental health challenges? If you were a peer support 
professional working here, how might these practices make you feel?  
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https://www.patdeegan.com/blog/posts/mentalism-micro-aggression-and-peer-practitioner 
 
[HANDOUT] Language guide 
 
ASK: Can you think of any examples of microaggressions you have a experienced in your life? 
(LANGUAGE) 
 
EXAMPLES:   
• I had been a patient in a mental hospital. Some time later I returned as a worker to the same hospital. 

My paid, full time job was to work with patients as a peer educator. I overheard staff grumbling that 
my very presence on the unit was a violation of professional boundaries. 

• I had been a patient in a mental hospital. Some time later I returned as a worker to the same hospital. 
My paid, full time job was to work with patients doing advocacy and peer support. Some staff 
expressed concern about which bathroom I could use. They questioned if I should use the staff 
bathroom or the patient bathroom. 

• Once I went to escort a patient to a peer group meeting off the hospital unit and a staff person said, 
"Only staff can do that." I felt like saying, "I am staff!" 

• When I walk into the building the traditional staff don't even say hello to me. They look down and 
pass by like I'm not even there." 

• I couldn't believe it. They said that to apply for the job I had to have a letter from my psychiatrist 
saying that I had chronic and persistent mental illness (SPMI). I felt like wearing a sign that said I was 
"SPAMI" as in SPAM. 

• I was working at a clubhouse and they had a holiday party. There was a keg of beer but they said only 
staff could have the beer. I figured that meant me so I went and served myself and they said I 
couldn't have any. 

• I spoke up passionately during a treatment team meeting because I felt that the client was being  
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treated unfairly. My supervisor told me I was being unprofessional for speaking up like that. He said I 
had to stop "personalizing the issue." 

52 



Micraggressions start with assumptions and stereotypes. We start to think an entire 
category of people are all the same based on one shared characteristic and start 
treating them in ways consistent with this assumption. While we all make 
generalizations in every day life, it is crucial that we treat people as individuals in 
mental health settings, and this includes peer support workers. 
 
* = Assumes that there is more than one peer in the workplace. Really important that 
peers have one another and access to supports themselves! 
 
ASK: What are some other ways you can personally combat microaggressions against 
peers and mental health clients in your workplace? 
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Lack of Preparation  
Not clearly defining the peer role; not incorporating identified core competencies into peer job 
descriptions 
Not training or otherwise educating existing staff about the role of peers and benefits of peer-provided 
services 
Not appreciating the extent of systems transformation that must accompany the addition of peer 
support workers   
Not engaging in thoughtful discussions with existing staff most impacted by hiring peers (e.g., HR staff, 
managers, clinicians, etc.) to address reservations/overcome objections 
Not utilizing peers to enhance services delivery or improve the client experience  
Not guarding against the cooptation of peers supervised by clinicians (where peers shed their peer 
identities and adopt the medical model over recovery model in working with clients) 
 
Lack of Understanding 
Even 10 years after the MHSA’s passage, many PMHS employers do not fully understand the Recovery 
Model of care or the role of peer-provided services as contemplated in MHSA’s five essential elements, 
principles, and core values.  
Managers and supervisors are not given training specific to the oversight of peer positions.  
Peers are often hired to perform menial tasks unrelated to the delivery of mental health services and are 
treated as “extra help,” assigned duties such as washing company cars, driving clients around, and 
performing clerical tasks, where their lived experience is not valued or utilized. Peers are viewed under 
the lens of supported employment, and are not seen as competent service providers capable of adding 
complementary value to existing professional care.  
Because PMHS employers do not understand the peer role, peer job descriptions are often poorly-
written and not followed, creating additional confusion surrounding peer performance expectations, 
evaluation criteria, and outcomes measurements.  
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Misunderstanding of the peer role can result in a pervasive sense that peers are low-functioning, 
underperforming, or are given a “free pass” for poor performance. Yet, peers can hardly achieve 
workplace success when no one knows what peers should be doing and no one is acknowledging and 
measuring their contributions.  
 
Lack of Support 
While the MHSA’s requirement to hire consumers and family members is clear, it is notably silent on 
exactly how PMHS employers should accomplish this mandate.  
PMHS employers that have not yet hired peers or are struggling with a flawed prior rollout of peer 
positions cannot access free on-call support and technical assistance to help them thoughtfully plan for 
the inclusion of peers or guide them through the correction of past mistakes.  
There is no guidance or oversight from any statewide authority specifically related to the integration of 
peers, and no official entity (other than EQRO, perfunctorily) is evaluating or monitoring whether and 
how well peers have been integrated into the PMHS workforce.  
Without any incentives, pressures, clear guidelines, or easy access to free help to ensure peers are 
successfully integrated, PMHS employers are forced to go it alone, often making avoidable mistakes along 
the way that can further undermine support for peer-provided services. 
 
Lack of Advocacy & Structural Barriers 
Peers are notoriously underpaid, frequently earning below a living wage and much less than non-peer 
counterparts with similar qualifications (e.g., caseworkers, clerical staff). 
This contributes to low job satisfaction amongst peer workers, inappropriate utilization of peers, 
underappreciation of peer-provided services, lack of upward mobility and advancement opportunities, 
peer disengagement and poor performance, and cooptation of peers, all of which reinforce stigma 
against peers and contribute to a host of related problems.  
If PMHS employers do not create peer leadership roles, clinicians usually end up supervising peers. 
Without adequate training and buy-in, these clinicians – either intentionally or through benign neglect – 
undermine the peer role.  
With no direct voice at the table with organizational leadership, peer interests and contributions go 
unnoticed and unrepresented, allowing other structural barriers to creep in or go unchecked, such as:  
HR/risk management refusing to include lived experience as a mandatory requirement for peer positions, 
ongoing low wages and underpayment, stigmatization of peer positions as dead-end jobs, failure to adopt 
recovery-oriented principles and practices, etc.  
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Refer to peer core competencies and PSS job description 

56 



[HANDOUT] Peer Onboarding and Orientation Procedures 
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Lack of Preparation  
Peers are often hired solely on the basis of their willingness to disclose personal lived experience, despite 
having little training or education related to the peer role or how to use this lived experience in 
supporting others. While lived experience is a minimum qualification, it is not the sole requirement for 
peer positions.  
When peer performance expectations are undefined and/or poorly communicated, peers do not receive 
adequate onboarding, orientation, and training to acquaint them with their positions and duties.  
If PMHS employers do not sufficiently prepare existing staff for the inclusion of peers, new peers are 
greeted with low expectations, assignment of menial tasks unrelated to peer support, and hostility (both 
subtle and overt) from other workers who fear peers will encroach upon their jobs or undermine the 
delivery of professional care.  
 
Lack of Understanding 
Peers without a strong foundation in recovery concepts and self-help support principles hinder the 
effective delivery of peer support services and risk becoming “mini clinicians” when working with clients.  
Peers do not receive adequate ongoing education to strengthen their services delivery and are not given 
opportunities to interact with other peers in professional development settings, leaving them unexposed 
to peer mentors and role models working in leadership positions and innovative, recovery-oriented 
programs.  
If peer support principles are not consistently reinforced through workplace practices and if recovery-
based outcomes are not measured, peers begin to conform their activities to the data being captured 
rather than strictly adhering to their roles or placing the needs of clients first.  
Non-peer staff who don’t understand the peer role assign duties to peers that no one else wants to do, 
leaving peers feeling “dumped” upon and under-utilized.  
Finally, many peers report receiving infrequent or inadequate feedback regarding their performance, 
leaving them confused about their roles and whether they are meeting expectations.  
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Lack of Support 
Like PMHS employers, peers also lack ongoing guidance and support related to their job duties and peer 
identities.  
It is essential that peers interact with one another on a regular basis to share common workplace 
experiences, strengthen their professional identities, and learn new job skills.  
As mentioned above, many peers do not have mentors or role models within their own organizations and 
are not given opportunities to seek them out in professional settings. Thus, if peers are struggling in their 
roles and their supervisors do not understand their needs, peers feel isolated and alone.  
 
Lack of Advocacy & Structural Barriers 
When peer leadership roles are lacking and peers are relegated to the confines of their assigned 
programs without representation in management or a voice at the table when important matters are 
decided, their workplace needs go unaddressed.  
Peers report feeling that workplace leaders do not advocate for their interests, so their pay, benefits, and 
working conditions are unlikely to ever improve. 
Additional structural barriers include county personnel and risk management departments that refuse to 
deviate from standard hiring practices for peer positions, and institutionalized stigma that results in 
different treatment and practices applicable only to peer staff (prohibiting peer access to client data; 
walling off peers from important activities and information because peers are more “risky;” identification 
as peer treated as a black mark when applying for other positions, etc.). 
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Like it or not, as a peer support worker, your actions are seen as representative of the 
profession overall.  
Lived experience is not enough to sustain your position or become successful in your 
role.  
While your employer is responsible for helping you overcome barriers and achieve 
success, you need to identify those barriers and make a good faith effort to do you part 
in overcoming them.  
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ASK: Is anyone familiar with the current Peer Certification Bill? Any thoughts? 
 
[HANDOUT]: Latest version of SB-614 
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* = IF PASSED 
 
This bill would require the State Department of Health Care Services to establish, by 
July 1, 2017, a statewide peer, parent, transition-age, and family support specialist 
certification program, as a part of the state’s comprehensive mental health and 
substance use disorder delivery system and the Medi-Cal program.  
 
The bill would require an applicant for the certification as a peer, parent, transition-age, 
and family support specialist to meet specified requirements, including successful 
completion of the curriculum and training requirements.  
 
Certification Categories:  
Adult Peer Support Specialists 
Transition-Age Youth Peer Support Specialists 
Family Peer Support Specialists 
Parent Peer Support Specialists  
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It is the intent of the Legislature that the peer, parent, transition-age, and family support specialist 
certification program achieve all of the following:  

• Establish the ongoing provision of peer support services for beneficiaries experiencing mental health 
care needs, substance use disorder needs, or both by certified peer support specialists.  

• Provide support, coaching, facilitation, and education to beneficiaries with mental health needs, 
substance use disorder needs, or both, and to families or significant support persons.  

• Provide increased family support, building on the strengths of families and helping them achieve 
desired outcomes.  

• Provide a part of a wraparound continuum of services, in conjunction with other community mental 
health services and other substance use disorder services.  
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• Allow collaboration with others providing care or support to the beneficiary or family.  

• Assist parents, when applicable, in developing coping mechanisms and problem-solving skills.  

• Provide an individualized focus on the beneficiary, the family, or both, as needed.  

• Encourage employment under the peer, parent, transition-age, and family support specialist 
certification program to reflect the culture, ethnicity, sexual orientation, gender identity, mental health 
service experiences, and substance use disorder experiences of the people whom they serve.  

• Promote socialization, recovery, self-sufficiency, self-advocacy, development of natural supports, 
and maintenance of skills learned in other support services.  
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ADD POINTS OF DISCUSSION FOR EACH ONE HERE 
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ASK audience if this training met the needs they identified when the training began 
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