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ecovery from addiction is often

strengthened through connec-

tion with others who have lived

experience. Across New York
State, peer professionals - individualswith
lived recovery experience - are playing an
increasingly important role in behavioral
health services. Through strategic policy
development, workforce investment, and
service integration, the New York State
Office of Addiction Servicesand Supports
(OASAY) is advancing peer services as a
core component of the addiction treatment
and recovery support system.

Peer professionals provide mentorship,
encouragement, advocacy, and practical
guidance grounded in their own recovery
journeys. This shared experience fosters
trust, improves engagement in care, and
helps individuals navigate pathways to-
ward recovery and stability.

Recognizing the value of lived expe-
rience alongside clinical expertise, New
York State has prioritized peer integra-
tion across the continuum of care - from
outpatient clinics and residential treat-
ment programs to crisis services and

community-based recovery supports.
Embedding peer professionals within
multidisciplinary teams helps address
the emotional, social, and practical needs
individuals and families face throughout
the recovery process.

Integrating Peersinto Treatment Settings

One of the most significant policy ad-
vances in New York has been the require-
ment that all Part 822 outpatient addiction
treatment clinics include a Certified Re-
covery Peer Advocate (CRPA), or provi-
sional CRPA, as part of their staffing mod-
él. This ensures that individuals entering
treatment have access to recovery support
from someone who brings both lived expe-
rience and professional training.

Peer professionals are also increasingly
integrated into Certified Community Be-
havioral Health Clinics and Crisis Stabi-
lization Centers, where their presence can
be particularly impactful during moments
of vulnerability. In these settings, peers
often play a key role in building trust,
engaging individualsin services, and con-
necting them to treatment and communi-
ty-based supports.

Residential treatment programs across
New York are similarly expanding the role
of peers within their levels of care. In res-
idential settings, peers support recovery
planning, facilitate connections to mutual

see Continuum of Care on page 35
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Meeting CrisisWith Connection:

The Power of Peer Specialistson Mobile Crisis Teams

By Laura Savino, LCSW-R
Senior VP of Care Management
Institute for Community Living (ICL)

ver the past several years,

New York City has increas

ingly shifted toward com-

munity-based responses to
behavioral health crises. In the past, in-
dividuals experiencing psychiatric emer-
gencies were often limited to hospital
emergency departments or interactions
with law enforcement. While those sys-
tems dtill play an important role, there
has been a growing effort to develop al-
ternatives that meet people where they are
and focus on stabilization within the com-
munity. Mobile treatment models such as
Intensive Mobile Treatment (IMT) and
Assertive Community Treatment (ACT)
are central to this approach, providing on-
going support to individuals with serious
mental illness who may struggleto remain
engaged with traditional outpatient care.
Within these teams are our talented Peer
Specialists, who are individuals with lived
experience of mental health recovery. Peer
Specialists play an important and criti-
cal role in engagement, stabilization, and
long-term support.

In my role as Senior Vice President of
Care Management at the Institute for Com-
munity Living (ICL), | have had the oppor-
tunity to see this dynamic play out across
several programs. ICL currently operates
six Intensive Mobile Treatment (IMT)
teams and seven Assertive Community
Treatment (ACT) teams across New York
City. These programs rely on multidisci-
plinary teams that include clinicians, nurs-
es, case managers, and peer specialists, all
working together to support individuals
in the community. While each discipline
brings important expertise, peer specialists
often serve as a bridge between clinical
treatment and personal recovery.

ACT teams in particular rely heavily
on relationship-based work. Participants
served by ACT programs typically require
intensive, long-term support to remain sta-
ble in the community. Staff meet individu-
alswherethey live and help addressawide
range of needs, from medication manage-
ment to housing stability and daily rou-
tines. Within this structure, peer specialists
frequently focus on helping participants
reconnect with a sense of purpose and au-
tonomy in their recovery.

During a conversation with several of
our ACT teams, they shared that peer spe-
cialists often become the person partic-
ipants feel most comfortable talking to.

Participants may initially see clinicians
as authority figures or representatives of
the system, while peers are often viewed
as people who genuinely understand their
experiences. Because of that connection,
peers frequently help open the door to
deeper conversations about recovery goals,
medication concerns, or frustrations with
treatment. Once that trust is established,
the rest of the team can often engage more
effectively aswell.

IMT teams share a similar philosophy
but often work with individuals who ex-
perience frequent crises or repeated hos-
pitalizations. The work can be fast-paced
and unpredictable, with staff responding
to urgent situations in supportive housing
programs, shelters, or other community
settings. In these moments, peer specialists
can be particularly valuable in helping to
de-escalate tense situations.

One incident that stood out to me hap-
pened in the lobby of one of our Health
HUB sites. A participant became increas-
ingly agitated and began loudly threaten-
ing staff members while visitors and other
clients were present in the space. Several
staff members attempted to calm the sit-
uation, but the participant continued pac-
ing and yelling. The tension in the room
was noticeable, and it was clear that the
situation could escalate further. What ul-
timately shifted the interaction was the
voice of one of our peer specialists. In-
stead of approaching the situation from a
clinical or directive standpoint, the peer
spoke calmly about understanding what
it feels like to feel overwhelmed and un-
heard. The tone was more persona and

less authoritative. The participant paused,
focused on the peer, and gradually began
responding directly to them rather than es-
calating toward the rest of the staff. Within
afew minutes the intensity of the situation
had noticeably decreased, and the conver-
sation shifted toward what the participant
needed in that moment. Experiences like
this highlight something that is difficult to
quantify but easy to observe in practice.
When someone in crisis feels seen and
understood, the emotional intensity of the
moment can shift. Peer specialists often
help create that shift because their pres-
ence signals that recovery is possible and
that the personin crisisisnot alonein their
experience.

Another important part of crisisresponse
is what happens after the immediate situ-
ation has stabilized. De-escalation is crit-
ical in the moment, but long-term recov-
ery requires ongoing support. Without that
support, many individuals end up cycling
through repeated crises or hospitalizations.

To help address this gap, ICL has pilot-
ed a step-down program known as STEPS.
The goal of this program is to support in-
dividuals transitioning from intensive ser-
vices such as IMT to a more sustainable
level of care. Recovery rarely happens
in a straight line, and the period follow-
ing a crisis can be especially vulnerable.
Programs like STEPS provide continued
support while individuals rebuild routines,
strengthen coping strategies, and reconnect
with community resources.

Peer specidists are particularly effec-
tive during this transition period. After a
crisis, many individuals feel discouraged

or uncertain about their ability to maintain
stability. Having someone who has person-
ally navigated recovery can help normalize
those feelings while also offering practi-
cal encouragement. Within programs like
STEPS, peers often work with participants
to develop wellness plans, recognize early
warning signs of relapse, and explore goals
that extend beyond simply avoiding anoth-
er crisis.

From my perspective, integrating peer
services across ACT teams, IMT teams,
and step-down programs reflects an im-
portant shift in how behavioral health
care approaches crisis intervention. Sta-
bilization remains essential, but recovery
involves more than managing symptoms.
It also requires hope, trust, and meaning-
ful connection. Peer specialists bring those
elements into the work in away that com-
plements the clinical expertise of the rest
of the team.

As community-based crisis services
continue to expand in New York City, pro-
grams that combine professional training
with lived experience will likely remain
central to effective care. Time and time
again, | have seen how the presence of a
peer specialist can change the dynamic of
a difficult situation. Programs like ACT,
IMT, and STEPS demonstrate that combin-
ing clinical expertise with lived experience
creates a more balanced and responsive
system. By meeting individuals where they
are (both geographically and emotional-
ly) mobile crisis teams can move beyond
short-term stabilization and support the
larger goal of sustained recovery.

Laura Savino, LCSW-R

Laura Savino, LCSAAR, is Senior VP of
Care Management at Institute for Commu-
nity Living (ICL).

Subscribe to receive the weekly BHN Update newsletters featuring even

more behavioral health education, information, advocacy, and resources!

Update

BehavioralHealthNews.org



https://behavioralhealthnews.org/
https://iclinc.org/
https://iclinc.org/
https://iclinc.org/
https://iclinc.org/
https://behavioralhealthnews.org/subscribe/
https://behavioralhealthnews.org/subscribe/

BEHAVIORAL HEALTH NEWS ~ SPRING 2026 PAGE 7



https://behavioralhealthnews.org/
https://iclinc.org/

PAGE 8

BEHAVIORAL HEALTH NEWS ~ SPRING 2026

From Awarenessto Action: How SAFE Workplace M ental Health

Training Helps Wor kplaces Recognize, Respond, and Connect

By Jeffrey McQueen, MBA, LCDC
Executive Director

Mental Health Association

of Nassau County

orkplace mental health

challenges are often visible

long before they are ad-

dressed. Changes in mood,
attendance, communication, focus, or
behavior may signal that an employee is
struggling, yet many workplaces lack a
clear and practical way to respond. Super-
visors and coworkers are not trained clini-
cians, nor should they be expected to act
astherapists. What they do need, however,
is a framework that helps them recognize
concern, approach others with care, and
connect people with appropriate support
before challenges escal ate.

Research consistently shows that em-
ployees often delay seeking help because
of stigma, fear of consequences, or un-
certainty about what qualifies as “serious
enough” to warrant support (American
Psychological Association, 2023). When
people feel isolated, misunderstood, or
fearful of judgment, they often wait until
distress becomes a crisis. Workplaces -
where most adults spend a significant por-
tion of their lives - can either reinforce that

silence or become environments where
support and connection are normalized.
That is the intent behind the Men-
ta Heath Association of Nassau Coun-
ty (MHANC) SAFE Workplace Mental
Health Support Training, a practical model
designed to help organizations take mean-
ingful, human-centered steps when some-
one may be struggling. SAFE isnot clinical
training, nor isit intended to turn managers
into therapists. It is a structured approach
for building a supportive culture - one that
encourages recognition, respectful commu-

nication, and timely connection to help.

Why Workplaces Need a Simple,
Supportive Framework

Many organizations are investing in
mental health awareness, Employee As-
sistance Programs, and workplace well-
ness benefits. While these resources are
valuable, individuals do not always access
them in the momentsthey are needed most.
Employees experiencing stress, burnout, or
emotional strain may still feel uncomfort-

able discussing these concerns with super-
visors or colleagues.

Coworkers and supervisors often report
the same uncertainties:

e What should | say?
*  What if | say the wrong thing?
* Isitmy placeto stepin?

e Could I unintentionally make things
worse?

Without guidance, people may avoid
the conversation altogether or respond in
ways that feel transactional, disciplinary,
or dismissive - even when their intentions
are good.

SAFE provides a shared language and a
clear path forward.

The SAFE Model
SAFE isafour-step framework designed
to help workplaces recognize concern, ap-
proach with care, and connect individuals
to appropriate support.
S - Seethe Signs. Recognize potential

see SAFE Workplace on page 36

Supporting Recovery Through Peer Services.

How Community-Based Support Helps People Reconnect, Heal and Thrive

By Jeffrey McQueen, MBA, LCDC
Executive Director

Mental Health Association

of Nassau County

services are often described as
pportive, but at their best, they
are transformational. Recovery is
rarely a straight line, and it rare-
ly happens in isolation. For many people
living with mental health or substance use
challenges, progress is shaped not only by
treatment, but also by connection, trust,
and the opportunity to be understood by
someone who has walked a similar road.
Across behaviora health systems, clin-
ical services remain essentia. Yet clinica
care alone cannot always address the fear,
stigma, loneliness, and disconnection that
often accompany crisis, hospitalization,
incarceration, or prolonged emotional
distress. Peer support helps fill that gap.
Grounded in lived experience, it offers
credibility, connection, and hope - the kind
that helps people believe recovery is possi-
ble and worth pursuing (SAMHSA, 2023).

What Peer Support Uniquely Provides

Peer support is not simply conversa
tion. It is a relationship rooted in mutual-
ity, respect, and self-determination. Peer
specialists help people rebuild confidence,

strengthen coping skills, and navigate
complex systems—often at moments when
traditional services feel intimidating or in-
accessible.

Engagement is often thefirst barrier. Peo-
ple who havefelt judged, dismissed, or mis-
understood may hesitate to seek help or may
disengage from care when life becomes
complicated. Peers build trust by meet-
ing people as equals. That trust can open
the door to clinical care, recovery groups,

and community-based wellness. Research
has shown that peer support can improve
engagement, reduce hospitalizations, and
strengthen recovery outcomes (Repper &
Carter, 2011; Chinman et a., 2014).

Peer Servicesin Action
At the Menta Hedth Association of

Nassau County (MHANC), peer services
operate across the continuum of care—

from early engagement to sustained com-
munity support. Our peer-led work helps
bridge people from institutional settings
back into community life, offering a steady
point of connection during some of the
most vulnerable transitions.

For individuals leaving inpatient care
or returning from involvement with the
justice system, the move back into ev-
eryday life can feel overwhelming. Peer
support offers both practical guidance
and emotional steadiness. helping indi-
viduals identify triggers, plan for stressful
moments, rebuild routines, and reconnect
with healthy supports. Just as importantly,
peer services remind people that they are
more than adiagnosis, a crisis, or an event
in their history.

At MHANC, this work includes Con-
sumer Link, a range of community sup-
port groups that foster self-care, emotional
wellness, and healthy social connection.
These groups help create supportive envi-
ronments where individuals can practice
recovery in real time, build confidence,
and reduce isolation.

Our peer work aso includes Turning
Point, which brings empowerment groups
into both jails and community settings.
These groups offer encouragement, per-
spective, and recovery-centered dialogue
to individuals who may otherwise feel

see Supporting Recovery on page 35
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Peer Servicesin Behavioral Health: New York State L eading the Way

By Dr. Ann M. Sullivan

Liz Breier

Em Wasser man

and lan Pickus

New York State Office of Mental Health

ndividuals with lived experience with

mental illness have a unique perspec-

tive that can play a crucia role in

helping others on the path to recov-
ery. A key facet of reaching and forming
bonds with individuals seeking support is
the strong connection peer support work-
ers offer.

We have made significant progress in
promoting peer services within recovery
over theentirelifespan, particularly in sup-
porting individuals experiencing complex
mental health challenges. Mental health
professionals now recognize the value of
incorporating peer support workers into
the continuum of care, making them part
of planning and delivering services.

Peer support helps to build trusted rela
tionships with individual s connected to the
mental health system, improving outcomes
by focusing on promoting hope, choice,
self-determination, and mutuality. These
bonds grow stronger because peer support
workers emphasize the expressed goals of
individualsin care — they listen, and they
understand.

Today’s peer support services have deep
roots in the Civil Rights movement. New

York State is a trailblazer in recognizing
the benefits of mutual support and imple-
menting peer work. In fact, the late Celia
Brown was a pioneering civil service peer
specialist in our agency. While it has tak-
en time to fully embrace peer work, over
the past decade New York has forged a
professional career path for peer work that
includes certification pathways and Med-
icaid-billable peer services. This historical
context provides a crucial foundation for
understanding the significant advance-

ments made in supporting peer servicesin
mental health services today.

Peer workers successfully engage peo-
ple into life. Going beyond clinical or tra-
ditional services, mutual support focuses
on forging relationships, connecting with
communities of choice, and promoting
holistic perspectives built on the notion
that everyone can and will recover. Peer
organizations as we know them were born
outside of psychiatric facilities, in diners
and community settings where communi-

ty organizers with lived experience in the
mental health system would bring people
together. Many of these organizations still
exist today, building on this framework
to offer formal programming. Today, peer
support workers are present throughout our
service landscape from psychiatric centers,
clinics, crisis services, peer-led recovery
centers, specialized teams, and more.

At the New York State Office of Mental
Health, training and certifying individuals
with lived experience in peer support roles
has become a fundamental focus of our
work. Thisincludes peer specialists, family
peer advocates, and youth peer advocates
— who all offer connections and support
across diverse programs and services. Also
playing a critical role are peer bridgers,
who help patients establish and maintain a
trusting relationship as they leave hospital
care and then engage in ongoing support as
they reintegrate into their community.

Simply put, peer support workers work
with people to identify their goals and
wishes, connect with chosen supports, and
improve outcomes, especially within inpa-
tient settings. They have often experienced
similar challenges and can provide inspi-
ration and guidance at critical momentsin
care. Relating to a peer support worker can
help individuals in recovery adopt better
coping skills, improve their outlook, and
reengage with the community. Of utmost

see New York State on page 39
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Bridging Families and Systems:

Family Peer Support in Children’s Mental Health Services

By Amy Pirali, FPA-C
and Lydia Franco, PhD, LM SW
NYU McSilver Institute

S soon as one learns that they
are going to be a parent, the
planning and preparation be-
gins. It is a new journey. A
journey that does not necessarily come
with a handbook of how-tos, sure there
are books, resources, literature etc. that
can ‘guide you but therereally isn't aone
tell al way to be a parent. You grow and
learn with your child. When | discovered
| was to be amother, | was both overjoyed
and terrified. | did what every new parent
would do, | bought the books, | read the ar-
ticles, I learned which bouncy seat wasthe
safest, which bottle would reduce the tum-
my upsets, which diapers were all natural,
and how to schedule with the best rated
pediatric practice. | prepped the nursery,
filling my heart with dreams and aspira
tions for my daughter and the person she
would become. At no time during the baby
clothes shopping or wallpapering the nurs-
ery did | stop and consider learning about
the children's mental health system. | did
not have a need to, why would I?
Fast forward 7 years...my daughter had
just celebrated her birthday. She was a
healthy, vibrant, active, and intelligent lit-

tle girl. Her smile and laugh would light
up every room, until one day it didn’t.
Overnight, | found myself thrust into this
uncharted system, the children’'s mental
health system. | became obsessed with
navigating terminology, services, medica-
tion, therapies...without direction, without
a handbook. | was lost, heartbroken and
overwhelmed with guilt. | couldn't help
her feel better and didn’t understand what

| had done wrong. | was alone and running
in survival mode. | was no longer learning
with her; | waslearning for her - to support
her health, her safety and happiness.

The children’s mental health system, a
piece of a larger vast system of care, is
a system that as a parent can at times be
chalenging and frightening to navigate.
Asasingle parent, | was searching for any
direction that would support recovery for

my daughter. At times, it felt as if | was
running at top speed on atreadmill unable
to reach a final destination. It wasn’t until
a fellow parent from a play group asked
if 1 had heard of Family Support. Family
Support was not something | was famil-
iar with. It took a bit of time to make the
connection with a Family Peer Support
provider, also known as a Family Peer Ad-
vocate (FPA), however | quickly realized
the incredible value this connection would
bring to me and the journey of recovery
for my daughter.

Connecting with another parent with
similar lived experience was uplifting
and encouraging. | found strength in our
connection, | no longer felt alone. | had a
co-captain that was supporting me through
the uncharted system. Having an FPA
walking alongside me provided me with
moments to catch my breath and clear my
mind, alowing me to see what it was my
daughter and family needed.

The unique lived experience that Fam-
ily Peer Advocates provide is an unmea-
surable connection through strength. Sup-
porting the family voice, respecting that
you are the expert of your child, that aplan
needs to work for you, your family and
your home allows for successful engage-
ment. When a person’svoiceis valued and

see Family Peer Support on page 37



https://behavioralhealthnews.org/
https://www.acmhnyc.org/services/

BEHAVIORAL HEALTH NEWS ~ SPRING 2026

PAGE 13

| mplementation of Peer Support Rolesin Street Medicine

and Outreach: Challenges and Possibilities

By Adamina Serratos
and Samuel Jackson, MD

“WEe're not here to belittle you. We're not
here to down talk you. We're not here to
tell you what you should or shouldn’'t be
doing because that’s not our place.”

- Lavaughn Johnson, Peer Navigator at
ReVive Center for Housing and Healing

t the intersection of homeless-

ness and substance abuse, the
importance of peer specialists

is undeniable. Research has

shown that peer support in the realms of
homelessness and substance abuse has the
potential to effectively improve housing
retention and reduce substance use-related
harm, including overall reductionsin drug
and acohol use (Miler 2020). The role
of peer workers in this context can vary
greatly, but it often involves building rela-
tionshipswith clients and acting as both an
advocate and amentor throughout the pro-
cess of accessing medical and social ser-
vices, such as substance abuse treatment
and supportive housing (Miler et al. 2020,
Barker et al. 2017, MacL ellan et a. 2015).
Beyond being able to connect with cli-
ents who are already in treatment, peer
support workers are uniquely able to act

as a bridge from initial engagement to
initiating care (Miler et a. 2020). This
is especialy important in the context of
street medicine, where providers deliver
healthcare and resources directly to peo-
ple experiencing unsheltered homeless-
ness on their own terms. Street medicine
often takes the form of multidisciplinary
outreach teams, with peer workers serving
as apoint of connection between the com-

munities that they enter and the providers
and students who come aong on the run
(Enich et a. 2023).

In an interview, Lavaughn Johnson, a
Peer Navigator at ReVive Center for Hous-
ing and Healing, and a lead on ReVive's
Street Outreach team, highlighted how
lived experience can provide peer support
workers with a distinct understanding of
care. He explained that a hierarchical ap-

proach to care will not be effective within
communities that are consistently seen as
lesser-than and unable to make decisions
for themselves.

Peer support isn’t just about relating to
the experiences of clients but also under-
standing on a deeper level how to approach
and communicate with people who have
often been actively harmed by traditional
models of care that are seenin clinical set-
tings (Miler et al. 2020).

However, while the framework of peer
support certainly has much to offer to the
field of street medicine, peer workers at
the intersection of housing and substance
abuse services are subject to unique chal-
lenges. Synthesizing the findings of Miler
et al.’s review of eleven research stud-
ies on peer support at the intersection of
homelessness and substance use, along-
side Lavaughn’s experience at his orga-
nization, three areas of challenge can be
highlighted: vulnerability, responsibility,
and compensation.

Vulnerability
While providing services such as street
medicine is risky for everyone involved,
peer workers can experience risk and vul-
nerability in very different ways, and the

see Street Medicine on page 38
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How Psychiatric Office Support Directly

|mproves Mental Health Treatment Outcomes

By Dr. TeeJay Tripp, DO
Psychiatrist and Chief Medical Officer
Serenity Mental Health Centers

hen we evaluate why a pa-

tient improves or doesn't,

we tend to focus on the

method itself. Was the
medication the right fit? Was the TMS
protocol appropriately calibrated? Wasthe
ketamine dosage well-tolerated? These are
the right clinical questions to ask. But the
quality of support surrounding the treat-
ment al so shapes outcomes.

For mental hedth professionas, pa
tient-centered psychiatric care is worth
examining as a measurable contributor
to whether patients complete treatment,
report symptoms accurately, and sustain
long-term mental health recovery.

What is Patient-Centered
Psychiatric Care and Why
Does it Affect Outcomes?

Before a patient attends a psychiatric
appointment, they most likely have had a
discouraging path with their mental health.
Many have tried multiple medications
without relief. Many may arrive carrying a

belief that they are not going to get better.

This is the clinical reality that greets us
inour clinics, and it meansthat every inter-
action carries adirect weight.

The therapeutic alliance, defined as the
quality of the collaborative relationship be-
tween a patient and their care team, is one
of the most consistently replicated predic-
tors of treatment outcomes across al men-

tal health modalities.

A patient who feels genuinely heard is
more likely to share their symptoms. A pa-
tient who trusts their team is more likely
to complete a full treatment course rather
than dropping out. A patient who experi-
ences a safe clinical environment is more
likely to tolerate the vulnerability that
treatment requires.

Care environments that feel transaction-
al, rushed, or dismissive can actively un-
dermine even the most effective clinical
interventions. In treatment-resistant pop-
ulations, where patients have often disap-
pointing experiences, the support environ-
ment may be the deciding factor in whether
they remainin care at all.

What Does Meaningful
Support Look Likein
Psychiatric Practice?

Support in a psychiatric setting directly
influences patient retention and treatment
efficacy.

Accessibility - For patients with depres-
sion, anxiety, OCD, or PTSD, logisti-
cal barriers, such as long gaps between
appointments, may cause symptoms to
worsen. Practices that prioritize same-day
appointments and flexible scheduling help
patients get the care they need and fast.

Hiring the right staff - At Serenity Men-
tal Health Centers, we have a layered staff
model where every role serves a distinct
function in the patient experience. Each
patient has seven or more staff members
on their team, including Patient Care Co-
ordinators (PCCs), Patient Care Advocates
(PCAs), Patient Experience Coordinators
(PECs), Treatment Technicians, such as
nurses or TMS technicians, Psychiatric
Nurse Practitioners, Psychiatrists, and
Practice Managers. No single staff member
isstretched too thin to be genuinely present
with any one patient.

Proactive care coordination - When co-
ordinators have the capacity to follow up
between appointments and communicate
with referring clinicians, outcomes im-
prove. Attentive contact at key moments
changes the clinical trgjectory of patients
journeys.

How Does Office Support Affect TMS,
Ketamine, and Medication Management?

TMS therapy for depression, anxiety,
and PTSD involves 5 sessions per week
over 6-8 weeks, meaning patients return to
the same clinical environment nearly daily.
Serenity staff members build trustworthy
interactions over the course of treatment.

Ketamine infusion therapy is adminis-
tered in a quiet, controlled setting where
the number of sessions depends on patient
needs. Unlike most outpatient encounters,
patients receiving ketamine are fully pres-
ent with their immediate environment. The
attentiveness of the care team and the safe-
ty of the environment matter.

Psychiatric medication management
depends on patients reporting their expe-
rience accurately and that happens when
they trust their provider. Proactive side
effect monitoring and genuine responsive-
nessto patient feedback areimportant clin-
ical tools.

What Psychiatric
Practices Can Do Today

Four questions are worth examining di-
rectly and with careful consideration:

1. Does your patient’s path from first con-
tact to first appointment have unneces-
sary friction points? Which are within
your control to reduce?

2. Do your support staff have capacity for
proactive communication, or are they
managing volume at the expense of
depth?

3. Isyour staff fully equipped, trained, and
supported to effectively meet patients’
needs at every stage of their recovery?

4. Do referring providers consistently re-
ceive timely, detailed, and meaningful
updates about the progress of shared
patients?

These are operational questions, and
the answers shape outcomes in ways that
are easy to underestimate without further
thought.

Dr. TeeJay Tripp, DO, is Psychiatrist
and Chief Medical Officer at Serenity
Mental Health Centers. Call (844) 310-
1649 or visit www.serenitymental health-
centers.comto learn more,
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Lived Experience, Lasting lmpact:

The Role of Peer Support in Mental Health Intensive Outpatient Programs

By Tasha R. Kalhorn, PsyD
Senior Director, I ntensive
Outpatient Program
Family Care Center

eginning an Intensive Outpatient

Program (IOP) is not just about

addressing symptoms. Many

participants enter treatment car-
rying uncertainty about the process, won-
dering whether it will work and how they
will manage future challenges.

Even with strong therapeutic relation-
ships and evidence-based care, many
participants quietly question whether the
progress made in the small-group therapy
format of 10P will hold up when stress,
conflict, or old patterns resurface.

Specialized 10P therapists provide struc-
ture, teach skills, and share their expertise.
Family members often offer love and en-
couragement. Yet one of the most powerful
elements of treatment is peer support, which
often helps individuals move from simply
understanding askill tousing itinred life,
a concept known as skills generalization.

Peers as Partnersin the Mental
Health Recovery Process

Peer support is one of the most powerful
mechanisms of changein an |OP. Research
shows that peer involvement can help peo-
ple stay engaged in treatment, reduce hos-
pitalization, and increase feelings of em-
powerment and connection. Thisis largely
because peers bring something unique: re-
al-life experiences. They remember what it
feels like walking into a group for the first
time. They understand the mix of hesita-
tion, hope, and tiredness that comes with
starting over. When a peer says, “I’ve been
there,” it carries authenticity. That honesty
helps participants feel less alone and more
able to continue their recovery after the
program ends.

Why Peer Support Mattersin |OP

IOPs provide a structured, effective,
safe, and supportive environment, often
meeting three to four days aweek for three
hours each day. This format offers a high-
er level of mental health care while till
allowing participants to live at home and
maintain aspects of their daily routines.

Within 10P, participants learn valuable
skills such as:

» Changing unhelpful thought patterns
« Managing intense emotions

» Coping with stress

e Building healthier relationships

However, learning these skillsin agroup
setting is only the first step. The real chal-
lenge comes when participantstry to apply
those tool s during an argument with a part-
ner, a stressful meeting at work, or a quiet
evening when difficult thoughts return.

This is where peer support becomes es-
pecially meaningful.

Peers help bridge the space between in-
sight and action — between learning new
skills and applying them in everyday life.
They normalize the difficulty of prac-
ticing new tools in daily living and offer
practical examples from their own lives.
Perhaps most importantly, they remind
participants: You don't have to figure this
out alone.

1. Turning Theory into Usable Action

|OP participants absorb a great deal of
information, but trandating therapeutic
concepts into real-world action can feel
overwhelming, especially during moments
of distress outside of group hours.

Peers help bridge that gap by:

e Modeling how they have used coping
skillsin their own lives

» Helping participants troubleshoot re-
al-world situations

» Offering practical, relatable strategies

For example, rather than saying, “You
should try grounding,” a peer might ex-
plain, “Here's what grounding looked like
for me when | was sitting in my car before
work, trying not to panic.”

That level of detail matters. It makes the-
ory practical.

For clinicians, peer support helps rein-
force skill generalization across situations.
For families, it increasesthe likelihood that
progress continues beyond the program
hours.

2. Increasing Engagement and Reducing
Dropout

Participant engagement is one of the
strongest predictors of positive outcomes
in behavioral health treatment. Yet many
individuals entering 10P feel ambivalent
or uncertain about their ability to change.

Peers are often the first people they feel
comfortable opening up to. Because they
share similar experiences, peers may feel
less intimidating and participants may feel
less judged.

This sense of connection helps:

* Reduce stigma

Build trust
« Strengthen engagement in treatment

When individuals feel understood by
their peers, they are more likely to:

« Attend sessions consistently
« Actively participate in discussions
* Reach out during moments of distress

Research shows that having peers in-
volved helps support 10P goals by improv-
ing treatment retention and reducing hospi-
tal admissions. Engagement then becomes
about the relationships, not just following

steps.

3. Supporting Transitions into and out
of IOP

Starting IOP can feel intimidating. New
settings, unfamiliar people, and unclear ex-
pectations can make participants hesitant.

Peers help new participants under-
stand what to expect and normalize the
discomfort that often comes at the begin-
ning of |OP treatment. This reassurance
can reduce early dropouts and help indi-
viduals feel safe entering the therapeutic
environment.

Peer support is equally important when
participants prepare to leave the program.

Peers can help by:

» Assigting with aftercare planning

see Mental Health | OPs on page 39
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| ntegrating Peer Professionalsin Complex Behavioral Health Systems

By Gita Enders, LMSW, MA, NYCPS
and Sophie Pauze, MPA
NYC Health + Hospitals

YC Health + Hospitals, the na-
tion's largest municipal health
care system and New York
City’s largest behaviora health
provider, serves individuals with complex
behavioral health and social needs includ-
ing homelessness, justice involvement, and
chronic medical conditions. In this land-
scape, peer professionals—individuals
with lived experience of mental health and/
or substance use recovery—play a critical
rolein engagement and recovery support.

As NYC Hedth + Hospitals expands
mobile outreach and community-based
services, peer professionals help extend
care beyond hospital walls. They model
recovery, share resources, build trust with
individuals hesitant about treatment, and
bridge patients to multidisciplinary teams.
Their lived experience helps strengthen
person-centered care and shared deci-
sion-making, enhancing continuity of care
and community integration.

Integral to this workforce strategy is the
NYC Hedth + Hospitals Peer Academy
(Academy), which serves as atraining hub
and employment pipeline. The Academy
provides foundational instruction in re-
covery principles, ethics, boundaries, and
health care systems operations. Graduates

are prepared for roles across mental health
and substance use inpatient, outpatient,
and community-based service settings. In
addition to skill development, the Acade-
my cultivates professional identity aligned
with public-sector behavioral health expec-
tations. As placements increase, the Acad-
emy represents a significant infrastructure
investment in workforce devel opment.
Demand for peer services continues to
grow, particularly among individuals with
complex needs, for whom NYC Health
+ Hospitals delivers approximately 53%

of the acute care citywide. Caring for pa-
tients with such multifaceted needs car-
ries significant responsibility, and without
adequate scaffolding, the peer workforce
may disengage, experience burnout, or
choose to leave NY C Health + Hospitals.
Meanwhile, policy shifts recognizing peer
services as reimbursable and evidence-in-
formed present an opportunity to leverage
their unique talents in service of our most
vulnerable patients. The current moment
underscores the critical importance of ex-
panding and retaining our peer workforce,
yet doing so requires attention to opera-
tional and professional challenges.

Challenges and Opportunities

Despite strong organizational support,
integrating peers into the large hedth
system presents issues, spanning human
resources, organizational buy-in, founda-
tional workplace skills, and demanding
working conditions.

Human resources processes are an
important component of successfully in-
tegrating peer roles into the workforce.
Our hedth system’'s behavioral health
programs operate across multiple service
models, each with distinct job descrip-
tions, which can make recruitment and on-
boarding more complex. Peer candidates
may also have limited formal employment
history and can benefit from additional
support with pre-employment preparation,
such as mock interviews and orientation to
workplace expectations. In addition, pub-
lic-sector hiring processes are designed to
ensure fairness and compliance, though
they can sometimes extend the time re-
quired to bring candidates onboard. Ad-
dressing these dynamics requires close
collaboration among workforce develop-
ment teams, human resources partners, and
program leadership to streamline hiring
pathways while maintaining organization-
al standards.

Obtaining organizational buy-in also
requiresthoughtful engagement. Clinicians
who are less familiar with peer roles may
inadvertently conflate peer responsibilities
with clinical or administrative tasks, which
can blur role differentiation. In some set-
tings, peer roles are introduced in response
to contractual requirements, which may
lead to perceptions of compliance rather

than program enhancement. Addressing
these dynamics involves fostering a shared
understanding of peer roles among leaders
and staff, along with establishing clear role
definitions. Integration should also be da-
ta-driven, demonstrating the impact of peer
professionals on metrics such as high utili-
zation and uptake of community services.
Collaboration strengthens when peers are
recognized as integral members of the in-
terdisciplinary team.

While many trainees prefer hospi-
tal-based roles, community-based work,
such as outreach in shelters or on the
street, can be emotionally demanding.
Peers who draw on lived experience while
meeting productivity and documentation
demands face heightened burnout risk
without adequate training and support. On-
going professional development is essen-
tial in areas such asmotivational interview-
ing, trauma-informed care, documentation,
and boundary management. Without clear
career paths and growth opportunities, re-
tention may suffer.

Looking Ahead: A Multipronged Approach

To strengthen integration and meet ris-
ing demand, a comprehensive strategy is
needed that bolsters both individual peer
performance and strengthens the environ-
ments in which they work:

» First, standardized professional de-
velopment for incumbent peers can
extend learning beyond initia training.
A Workforce Foundations program
could include advanced engagement
techniques, interdisciplinary communi-
cation, crisisresponse, quality improve-
ment, and self-care. Modular formats
would accommodate varied experience
levels while reinforcing shared compe-
tencies.

e Second, fostering a shared under-
standing among facility leaders and
clinical staff of the peer role and scope
of work is critical to maximizing peers
contributions. Interactive workshops,
case presentations, and targeted tech-
nical assistance can support supervi-
sors in integrating peer staff effectively,
clarifying expectations, and addressing
common operational questions. Ongo-
ing feedback from clinicians and lead-
ership helps guide implementation sup-
ports and strengthens interdisciplinary
collaboration.

e Third, one-on-one coaching with
Academy leader ship can support skill
development and reinforce profession-
al identity. Coaching offers structured
space to navigate workplace challenges
and align recovery values with organi-
zational culture, particularly during the
first year of employment when learning
about the health care system itself may
create additional anxiety.

Finally, and equally important is estab-
lishing clear career pathways for peers.

Senior peer roles with opportunities for

see I ntegrating on page 55
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|ntegrating Peersin CCBHCs. The Power of Lived Experience

By Sarah G. Gilliard, LCSW
Program Director, Wellness Works
Harlem CCBHC

Servicesfor the Under Served (S:US)

ertified Community Behaviora

Health Clinics (CCBHCs) have

shifted the way we approach

treatment and the deivery of
behavioral health services. Those who
hold the designation of CCBHC have been
tasked with providing a person-centered
model that combines mental health ser-
vices, substance use treatment, targeted
case management, and physical health
monitoring under one roof. This “one-stop
shopping” approach reduces disruptions
in care and helps to eliminate barriers
that have historically prevented individu-
als from accessing the support they need.
In this integrated model, Peer Naviga-
tors/Peer Specialists (at times used inter-
changeably) play an integral role in im-
proving engagement, supporting recovery,
and acting as a bridge between CCBHCs
and the communities that have begun to
embrace them as aresource.

“You don't understand.” We have all felt
thisway at some point in our lives. Howev-
er, for those who are on their recovery jour-
ney, this statement is an outward verbaliza-
tion of the isolation they often feel as they
battle the symptoms that have added to the
obstaclesintheir lives. While each person’'s
story is different, peers bring something
valuable to the behaviora heath work-
force: lived experience. Peers are able to
meet participants where they are and share
their own stories of resilience and over-
coming. They understand. Peers have uti-
lized the tools that were shared with them,
have successfully navigated that part of
their recovery process, and arein aposition
to give back in the form of modeling and
guiding with experiential knowledge. They
offer empathy and insight that is different
from other interventions because they have
lived it. For individuals with mental health
and substance use challenges, the peer per-
spective can make aworld of difference.

Because of the integrative nature of
CCBHCs, the population served includes
individuals with co-occurring mental
health and substance use disorders, often
referred to as dually diagnosed. These in-
dividuals have historically encountered
many barriersto care, including stigmaand
limited social support. Peers have helped
to address these barriers by providing re-
sources while creating spaces of trust and
understanding. When someone speakswith
a peer, the dialogue shifts from a clinical
assessment to an authentic human con-
nection. This connection often becomes
a powerful source of hope because it is
grounded in a shared path. Peers become
mentors, advocates, and guides throughout
the recovery journey. They help partici-
pants navigate complex systems, access
resources, and build the skills necessary
for maintaining overall wellness. Perhaps
most importantly, peers within CCBHCs
help reduce stigma related to mental ill-
ness and substance use. By sharing their
stories of recovery, they demonstrate that
goals are attainable and success is not out
of reach. For many participants, thisvisible

example of recovery provides a concept
that clinicians may not be able to convey:
if you can seeit, you can be it.

Within CCBHCs, peers are not meant to
function in isolation. Instead, they are an
integral part of a multidisciplinary team
that may include prescribers, case man-
agers, substance use counselors, psycho-
therapists, nurses, and administrative staff.
When peers are woven into this collabora-
tive environment, they contribute a differ-
ent lens through which treatment planning
and service delivery can be viewed. Their
insights can help clinical teams better un-
derstand the lived realities of participants
and assist with interventions that are both
practical and meaningful.

Successful integration of peers requires
thoughtful planning and clear workflows
that focuson delivery of high quality, wrap-
around services. Peers should be supported
through training and supervision. CCBHC
training of peers often includes topics such
as professional boundaries and ethics, mo-
tivational interviewing, trauma-informed
care and recovery-oriented practices, and
similar areas. While knowledgeable and
trained in some clinical interventions, peer
roles should be clearly defined as their re-
sponsibilities differ from counseling. Peer
supervision should embrace the duality of
their role: professional responsibilities and
personal experience. Work in a CCBHC
can be emotionally taxing for al, but per-
haps particularly for peers who are on their
own recovery journeys. An ongoing focus
onwellness and self-careis needed in addi-
tion to workplace support to ensure optimal
peer service delivery and peer retention.

When integrated effectively, peer sup-
port can enhance engagement in CCBHC
services. Participants who may have
struggled with consistent engagement of -
ten appreciate being able to speak with
someone who understands what they have
experienced firsthand. This increased en-
gagement can lead to improved outcomes
when one measures treatment adherence,
symptom management of co-occurring
disorders, improved physical health, and
connections to stable housing and employ-
ment. However, success in peer support
cannot be measured solely through tradi-
tional metrics such as achieving objectives,
goals, and successful program completion.
Peer support is fundamentally about con-

nection. It is about building relationships
that help participants rediscover their
strengths and envision a future beyond a
diagnosis.

In many ways, peer support functions
as an intervention in itself. A connection
that instills hope, a moment of shared un-
derstanding, or a simple affirmation that
recovery is possible can significantly in-
fluence a person’s journey. Peers provide
support not only to participants, but to the
broader multidisciplinary team. Their in-
sights often help staff better understand

participant perspectives and communi-
ty dynamics. As CCBHCs continue to
evolve, theintegration of peerswill remain
central to delivering truly person-centered
care. By combining clinical expertise with
lived experience, CCBHCs create compre-
hensive systems of support that address
the full complexity of behavioral hedth
needs—treating the whole individual.
Peers represent another line of defense in
the journey of treatment and recovery: one
grounded in empathy, authenticity, and the
belief that healing is possible.

The integration of peers into CCBHCs
is not simply a workforce strategy. It is
a commitment to honoring the voices
and experiences of those who have lived
through mental health and substance use
challenges. When peers are fully support-
ed, respected, and integrated into multidis-
ciplinary teams, they strengthen the fabric
of behavioral health care and help ensure
that recovery remains at the center of every
service delivered.

Sarah G. Gilliard, LCSW, is Program
Director, Wellness Works Harlem CCBHC
at Services for the UnderServed (S US).
To learn more about Services for the Un-
derServed, please visit sus.org. For more
information about our CCBHC clinics,
please visit WelIness Works or contact us
at CTl@sus.org or (212) 360-7116 in Har-
lem, or wellnessworks@sus.org or (347)
226-9025 in Brooklyn.


https://behavioralhealthnews.org/
https://sus.org/
https://sus.org/wellness-works/
mailto:CTI@sus.org
mailto:wellnessworks@sus.org
https://bit.ly/4l5QVDY

PAGE 18

BEHAVIORAL HEALTH NEWS ~ SPRING 2026

Overcoming Barriersto Integrating

Peer Support in Mental Healthcare Systems

By Maggie G. Mortali, MPH
and Jennifer Da Silva, MPA
NAMI-NYC

support is one of the most
romising approaches in behav-
ioral health, demonstrating mea-
surable improvements in recovery
outcomes for people living with serious
mental illness. Yet despite decades of re-
search and growing policy support, peer
specialists remain underutilized across
many healthcare systems. Understanding
and addressing the structural barriers that
limit peer integration is critical if behav-
ioral healthcare systems are to fully real-
ize the benefits of recovery-oriented care.
Peer support refers to services provided
by individuals who draw upon their own
lived experience with mental health chal-
lenges or recovery to support others nav-
igating similar journeys (Ibrahim et al.,
2019). Peer speciadists, family peer advo-
cates, and recovery coaches offer unique
forms of support that differ from tradi-
tional clinical roles. Rather than focusing
solely on symptom management, peer ser-
vices emphasize hope, empowerment, and
practical strategies for navigating complex
healthcare and social systems.
The concept of peer support has deep
historical roots. Mutual aid approaches

in mental health date back centuries and
were foundational to the modern recovery
movement. Today, peer support is increas-
ingly recognized as an essential compo-
nent of behavioral health systems. Federa
agencies such as the Substance Abuse and
Menta Health Services Administration
(SAMHSA) and the Centers for Medicare
& Medicaid Services (CMS) have both
promoted peer services as part of compre-

hensive mental health care delivery.

A growing body of research demon-
strates the effectiveness of peer-led ser-
vices. Individuals who engage with peer
support report fewer psychiatric hospi-
talizations, improved quality of life, in-
creased engagement in treatment, and
stronger feelings of hope, recovery, and
empowerment (Shalaby & Agyapong,
2020). Peer services also support family

members, providing education, coping
strategies, and shared understanding that
strengthen recovery environments.

Health systems are beginning to recog-
nize these benefits. In New York City, for
example, NYC Health + Hospitals recent-
ly expanded its Peer Bridger Program as
part of a $32.2 million initiative designed
to support individuals with complex be-
haviora health needs following hospital
discharge. Peer specialists working with-
in Critical Time Intervention (CTI) teams
accompany patients home after discharge,
assist in securing benefits, and help connect
individuals to community-based care. The
initiative is projected to serve approximate-
ly 650 New Yorkers and reflects a growing
recognition that peer support can improve
continuity of care during vulnerable transi-
tions (NY C Health + Hospitals, 2025).

Despite these advances, integrating peer
support into healthcare systems remains
challenging. Many of the barriers stem not
from lack of evidence, but from the struc-
tural and cultural changes required to in-
corporate peer roles into traditionally clin-
ical environments.

One persistent challenge is the power im-
balance between peer specidists and clini-
cal staff. Peers often report that their contri-
butions are undervalued or misunderstood

see Overcoming Barriers on page 40
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Peer Support in Practice:

Wor kplace Strategies and Professional Development

By Christopher Doherty, CRPA

and Jill Mastrandrea, LMHC, CASAC
New York Psychotherapy and
Counseling Center (NYPCC)

he field of peer support is quickly

gaining prominence and visibility

across the domains of behavioral

health and substance use services.
Georgiawasthefirst stateto provide Med-
icaid-billable mental health peer services
in 1999 - it was not until 2012 that Medic-
aid billing was authorized for the provision
of substance use services. Now, 49 out of
the 50 states have allowed for the provision
of Medicaid-billable peer services (Bell et
al., 2024). It has been shown that peer sup-
port can bridge the gap between patients
and clinicians, improving treatment out-
comes and engagement. However, lack of
training and adequate supervision, unclear
expectations of role clarity and differenti-
ation, and limited opportunities for career
advancement are all structural barriers
that impact the provision of these services.

The onboarding process is crucial for
peers in the workforce, in getting the op-
portunity to be informed, welcomed, and
guided into the policies and procedures
of a particular company. Being included
in the onboarding process and getting to
see how the company operates is crucial
to ongoing success. At New York Psycho-
therapy and Counseling Center (NY PCC),
onboarding also provides an opportunity
to introduce oneself as a peer and explain
the importance of the work and how it can
support clientele by focusing on shared,
lived experiences, and bridging the gap
between providers. NY PCC believesthat it
isimportant in combating stigma and mis-
understanding of the peer role and unique
function of the services provided (BJA,
COSSUP, 2023).

Having access and encouragement to
attend a wide variety of trainings, both in-
house and outside of the company is at the
core of NYPCC’s values. Thisis meant to
provide further development within the
peer role as well as future professiona
development opportunities and it is para-
mount to a peer’s continued engagement
and motivation in continuing to learn and

develop important skills. Some of these
trainingsat NY PCC includeworkshopsand
presentations on evidence-based practices
that may benefit the population served, and
getting linked to state-wide peer networks
and coalitions to continue networking and
seeking advice and support from othersin
the field, particularly for peers on small,
tight-knit teams, where immediate support
may not always be available.

At NYPCC, supervision isaspace where
peers are provided with the resources nec-
essary to perform in their role and alow
space for discussions of transference/
countertransference that may arise in the
working relationship between peer and
client. Having regular supervision from a
supervisor who has worked with peers in
the past and has had training on trauma-in-
formed approaches to peer supervision is
especialy important to retain peers long-
term. Supervision is not only a place to be
held administratively accountable, but also
a place where there is room for discussion
around continuing education and being
provided additional support and guidance
as necessary. It is also especially import-
ant for the peer speciaist to be included
in group clinical supervision, to provide
unigue insights into approaches to clients
and be avaluable voice to ateam of mostly
clinical staff (Stefancic et al., 2021).

As a peer, shadowing other departments
and individual clinicians can help to see
where the responsibilities of a peer differ

from those of a clinician or a case manag-
er. It is also important for peers to remain
mindful of their scope of practice, and if
necessary, to revisit their ethics policies
if they are certified or credentialed with-
in their state of practice. The phenomenon
of “peer drift” or “co-opting” occurs when
peersfind themselves outside of their scope
of practice, navigating into solely admin-
istrative or clinical tasks in nature. Thisis
why it is important for peers and super-
visors to continue to be mindful of “peer
drift” when apeer evolvesinto arolethat is
strictly clinical or administrative in nature
and forgets the importance of peer-driven
work (Whitson et al., 2025). These practic-
esare part of peer training, onboarding and

Christopher Doherty, CRPA

ongoing development at NY PCC.

It isequally important to be nurtured and
grown professionally and intentionally, as
peers may choose to seek certification in
amore clinical scope of practice or decide
to go back to school for further education.
Thisis why supervision is important to be
able to discuss professional development
openly and be encouraged to grow in areas
self-defined by the peer’s background and
future goals (SAMHSA, 2023).

In conclusion, peers can be support-
ed in their workplace and professional
development, by having an onboarding
process that highlights the importance of
the peer role and its unique space in both
behaviora health and substance use treat-
ment, continuing to have ongoing trainings
that further develop the peer’s skills and
knowledge, and having supervision that is
tailored to the needs of the peer. These pro-
tective factors can help a peer navigate the
workplace and their role, while aso pro-
viding resources for professional advance-
ment and continued devel opment.

Christopher Doherty, CRPA, is a Certi-
fied Recovery Peer Advocate and Jill Mas-
trandrea, LMHC, CASAC, is the Director
of Program Innovation and Director of the
OASAS Clinic at New York Psychothera-
py and Counseling Center (NYPCC). For
more information, please email JMastran-
drea@nypcc.org.

View article references here.

Jill Mastrandrea, LMHC, CASAC
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Transforming Crisis Response:

Direct EM S Radio Access for Peer Support Teamsin Marion County

By Brooke Goodenow, MS
and Haley Pegram, M S
SMA Healthcare

ehavioral health crises require

rapid response, specialized sup-

port, and seamless coordina-

tion across emergency systems
to minimize unwanted outcomes. Yet, in
many communities, traditional Emergen-
cy Medical Services (EMS) workflows
delay behavioral health intervention un-
til after transport or hospital admission
(Crisanti et al., 2022). Postponing be-
havioral health engagement can reduce
critical engagement opportunities and
limit the effectiveness of crisis response
efforts, particularly in rural communities
where access to care and willingness to
seek help are already reduced (Bolinski
et a., 2019).

Local dataunderscoreswhy earlier, more
coordinated intervention is essential. Over
the past five years, Marion County EMS
has responded to 6,974 suspected over-
dose incidents and administered nalox-
one to 5,339 individuals (Marion County
Overdose Dashboard Report, 2026). These
figures reflect a high-acuity environment
in which behavioral health engagement
at these critical moments can shape cli-
ent outcomes. The volume and severity

SMA Healthcare and Marion County Fire Rescue unitefor crisis
response. Pictured from left toright: SMA team member Pete
Fenchette, Ocala Fire Rescue Maria Clark and Captain Jesse Blair.

of these incidents demand crisis response
models capable of mobilizing behavioral
health support immediately and in coordi-
nation with EM S activity.

Marion County, Florida, is doing exactly
that. SMA Healthcare's Peer Support team
has adopted a unique and highly coordinat-
ed model that integrates peer support spe-

cidists directly into EMS radio communi-
cations. This innovative approach allows
peers to receive real-time dispatch infor-
mation, coordinate side-by-side with first
responders, and begin compassionate en-
gagement before, during, and immediately
after emergency encounters. The Marion
County Hospital District has managed the
collaboration and provided funding to sup-
port this coordinated program.

“Integrating peer support into the EMS
radio system has changed the way we re-
spond to behavioral health crises,” says
Travis McAllister, Peer Support Director.
“Our specialists can now engage individu-
alsimmediately, improving responsetimes,
reducing the burden on first responders,
and making sure people receive help at the
moment they need it most.”

EMS Radio Integration for Peer Support:
Structure and Benefits

Traditionally, peer support specialists
engage clients after transport, medical
stabilization, hospital intake, or through
scheduled follow-up services. Marion
County, however, elected to refine this
process. Through close collaboration with
Marion County Fire and EMS leadership,
peer support specialists can now directly
access EM S radio channels, allowing:

e Simultaneous dispatch of peer spe-
cialists alongside EMS and fire per-
sonnel. By eliminating the communica-
tion lag previously caused by delayed
notification, peer support specialists
frequently arrive at emergency depart-
ments with or ahead of EMS transport
to begin rapport-building.

» Earlier client engagement with peer
teams. With peer support specialists
able to receive calls in real time, com-
munity members receive support from
the start. This early engagement is cru-
cia for individualsin crisis, improving
the likelihood of accepting support and
minimizing the risk of overdose recur-
rence (White et al., 2023).

e Strengthening of interagency coor-
dination and support. With shared
communication channels, peer support
becomes part of the coordinated emer-
gency response alongside EMS, fire,
law enforcement, and hospitals. This
aigns closely with Marion County’s
broader emergency operations model,
which emphasizes multi-agency col-
laboration and unified communication.

* Increased support for first respond-
ers. Timely access to peer support ser-
vices eases the burden on EMS and
other first responders in coordinating
care with peer support specialists. With
support originating on scene, first re-
sponders can concentrate on medical
care knowing follow-up and recovery
supports are aready in motion.

This real-time connection creates a
seamless link between EMS operations,
behavioral health supports, and clients,
strengthening the entire crisis response
continuum of care.

Alignment with Statewide
and National Efforts

Florida's Coordinated Opioid Recovery
(CORE) Network emphasizes the transi-
tion from crisis response to treatment and
ongoing support, with focus on a compre-
hensive response to the opioid epidemic
(Florida Department of Children and Fam-
ilies, 2024). Real-time peer involvement
reinforces this model by ensuring the cli-
ent never leaves a supportive continuum
of care. Florida's behavioral health system
has emphasized expanding peer-led net-
works, including regional and local peer
coalitions designed to bring recovery sup-
portsto every area of the state.

Marion County’s approach is consistent
with national best practices in crisis re-
sponse, which prioritize immediate access
to peer support, rapid referral to treatment,
and reduction of service fragmentation
(Substance Abuse and Mental Health Ser-
vicesAdministration, 2025).

Looking Ahead: A Scalable
Innovation for Crisis Response

Marion County’sinnovative use of EMS
radio to directly dispatch peer support spe-
cialists represents a transformative shift in
behavioral health crisis response. By inte-
grating peer support into emergency com-
munication channels, the county has been
able to enhance response speed, improve
continuity of care, strengthen interagency
collaboration, and reduce barriers for indi-
viduals with substance use disorders. Mar-
ion County’'s radio-integrated model for
peer support can serve as atemplate for:

»  Embedding lived-experience practitioners
directly into emergency workflows.

» Strengthening the communication infra-
structure between emergency respond-
ers and community recovery systems.

see Crisis Response on page 41
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The Peer Advocate:

Role Moddl, Listener, and Problem Solver for Older Adults

By Catherine Thurston, LCSW
Chief Executive Officer
Service Program for Older People (SPOP)

Advocates have changed the

ay that we practice behavioral
hedlthcare at Service Program for

Older People (SPOP) - and have
changed thelivesof theolder adultswetreat.

SPOP is a community-based behavior-
a health provider for older adults (55+)
based in New York City. We serve 1,000
clients annually through an outpatient
clinic and a psychiatric rehabilitation day
program (PROS) for adults with serious
mental illness. We offer a full range of
services including individual and group
therapy, psychiatry, medication manage-
ment, assessments, bereavement support,
group-based psychiatric rehabilitation ser-
vices, creative arts therapies, socia health-
care, and linkages to supports for housing,
meals, and financial assistance. Since our
founding in 1979, we have partnered with
dozens of hospitals, older adult centers, ag-
ing services providers, and other agencies
to reach out to adults across the city who
might otherwise have no access to behav-
iora healthcare.

SPOP has used “older” Certified Peer
Specialists (over age 55) in its PROS pro-
gram for ten years and recently expanded
peer engagement for the clinic population.
The peer advocate who is also a contem-
porary of the client plays a distinctive role
with older adults.

Living with mental hedth challenges
while aging is no easy feat. By nature of
age and experience, older adults may need
to adapt to physical challenges, changesin
cognitive function, loss of family members
and friends, or socid isolation, all while
managing the stress of living in aturbulent
time. With these barriers, one of the most
valuable supports can be another older
adult with shared lived experience of men-
tal health struggles who teaches the client
self-advocacy, helps them build stami-
na for navigating difficult systems, and
demonstrates what success can look like.

Aliceisan example of aclient whose ex-
perience with a peer advocate was entire-
ly different from that with her therapeutic
team. She enrolled in our PROS program a
few years ago, hoping to enhance her liv-
ing skills to help navigate her diagnosis of
major depressive disorder and post-trau-
matic stress disorder. When she joined the
program, she found it difficult to make eye
contact, spoke so softly that it was almost
impossible to hear her, and shared that she
was “at the bottom of a deep well, with no
place to go but up.” She often sought out
the peer advocate, who was her contempo-
rary, to talk about their experiences and the
challenges of recovery and aging. The peer
repeatedly shared his story of depression
and the long path to recovery and spoke of
how his work helping others also support-

A poster in a psychiatric rehabilitation group room at SPOP,
created by the Peer Specialist and group participants.

ed his own recovery.

Over time Alice began to speak up more
frequently in groups, often adding that it
was difficult to discuss her mental health
because of the stigma and shame she expe-
rienced in her youth. She shared that help-
ing otherswith their mental health wasim-
portant to her because “people should not
feel ashamed or misunderstood. Society
can make you feel so bad about your men-
tal health and even doubt yourself. | want
to help others find their voices like | did.”
With the guidance of her treatment team,
Alice applied for training as a certified
peer advocate, and when she was accepted,
she took her studies seriously. She gradu-
ated from SPOP while she completed her
training and certification, and she moved
across the country to work full-time as a
peer advocate.

At SPOP the peer specidist is a confi-
dant, empathic listener, problem solver,
advisor, escort for medical appointments,
and role model. The peer provides assur-
ance that clients can recover, heal, form
new friendships, and even pursue a new
career — a goa many clients struggled to
conceptualize until they saw the peer in
action. These are roles that are beyond the
scope of our therapists, social workers,
and psychiatrists, and we have learned that
they are an essentia part of healing. Work-
ing with their peers, the clients don't just
hear that recovery is possible, they see it
with their own eyes.

Peter is another SPOP client who is a
long-time survivor of physical and emo-
tional abuse. When he came to SPOP he
was deeply mistrustful of others, particu-
larly authority figures and those working
at the agencies or hospitals he had visited,
and he chose to live in a shelter because he
was afraid to return home. The staff tried
for two months to engage with him, with
limited success.

It was only the peer specialist who was

ableto nurture and earn Peter’strust, asthey
sat together, quietly sharing personal stories.
The peer also met with Peter in the commu-
nity to accompany him to medical appoint-
ments, often talking or just sitting together
quietly during long subway rides. Working

with the peer, Peter was ableto complete ap-
plications for housing and meals assistance,
and he expects to move to a safe apartment
shortly. He continues to attend the SPOP
PROS program and has recently started to
participate in groups and engage in conver-
sation during congregate meals.

Our clients often reflect on how they
will be remembered and what they wish
to leave behind. By leading by example,
sharing experiences, and listening with
compassion, the peer advocate has shown
that each life story has value, and that each
individual has the capacity to heal, form
friendships, and find community. For an
older adult whose life has been largely de-
fined by illness or disability, that is a pro-
found lesson.

Catherine Thurston, LCSW, has served
as Chief Executive Officer of Service Pro-
gramfor Older People (SPOP) since 2024,
having previously served as Chief Program
Officer. She has over 35 years of experi-
ence in gerontological social work. She
has been a member of the Adjunct Faculty
at the Slberman School of Social Work at
Hunter College since 2016. She received
her Master of Social Work from Hunter
College School of Social Work.
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A Brief History of Peer Support and its“Integration”

Into Behavioral Healthcare: The Uneasiest of Bedfellows

By Ashley Brody, MPA, CPRP
Chief Executive Officer
Search for Change, Inc.

he proliferation of peer ser-

vices throughout the behavioral

healthcare and socia welfare

systems has transformed them in
waystheir progenitors might not have an-
ticipated. The peer support and recovery
movements originated in eighteenth-cen-
tury France under the auspices of Phil-
lipe Pinel and Jean-Baptiste Pussin who
sought to rectify countless injustices lev-
eled upon individuals with mental illness
(Davidson et a., 2012). The psychiatric
and mental health professions emerged
under ignoble and exceptionally cruel
practices that dehumanized the subjects
of their “care” and often exacerbated
their conditions. Such practices, some of
which were borne of noble but misguided
intent, were predicated on a false belief
that individuals with mental illness were
incurable and disposed to inexorable de-
terioration and death. Pinel, chief physi-
cian of apsychiatric hospital, and Pussin,
aformer patient, espoused more progres-
sive attitudes than their contemporaries
and collaborated in enacting essential
reforms. Their efforts augured the arriv-
al of the “Moral Treatment” movement

whose reforms included the deployment
of former patients as caregivers (David-
son et al., 2011).

Moral Treatment reformed but did not
upend existing standards of care, where-
as subsequent developments in the peer
support and recovery movements depart-
ed radically from their predecessors and
entailed militant critiques of the status
guo. The recovery movement in the Unit-

ed States was aligned with and inspired
by the civil rights movement of the mid-
20" Century that found common cause
among oppressed and stigmatized popu-
lations. Efforts to end segregation and to
advance the rights of racial minorities,
women, gay and lesbian, and other mar-
ginalized communities coincided with
commensurate changes in the paradigm
that had governed psychiatric care since
its inception. In one of his last official
acts before his assassination in Novem-
ber 1963, President Kennedy signed the
Community Mental Health Center Act —
a watershed moment in the evolution of
our treatment of individuals with mental
illness that heralded decades of deinsti-
tutionalization and the development of
community-based services (Kennedy,
1979). A burgeoning concern for civil
liberties coupled with emerging opportu-
nities for individuals with mental illness
to enjoy opportunities for community
participation provided fertile ground for
the rapid expansion of the peer support
and recovery movements.

These movements entailed distinct co-
alitions that shared certain overarching
objectives but diverged in significant re-
spects. Patients who had suffered abuse
during episodes of treatment remained
skeptical of measures that merely aimed
to reform a system they deemed inherent-
ly oppressive and dehumanizing. Mem-
bers of the Psychiatric Inmates Liberation
Movement of the 1960s were overwhelm-
ingly opposed to conventional psychiatry
and its underpinning medical model of
mental illness (Chamberlin, 1990). They
advocated for reforms regarded as radical
for their time that included prohibitions
on involuntary commitment and other co-
ercive measures. Some of these reforms
gained currency among behavioral health-
care professionals who recognized defi-
ciencies inherent in existing standards of
care. Such self-described “Radical Ther-
apists’ challenged a system that perpetu-
ated power imbalances between patients
and practitioners and cycles of disempow-
erment that undermined the recovery pro-
cess (Talbott, 1974). These practitioners
were among the first to identify a lead-

ing liability in a medical model of care
that encouraged individuals' adjustment
to oppressive social and economic con-
ditions. In this respect they were united
with champions of the Liberation Move-
ment who sought to liberate individuals
from structural oppression. Both Radical
Therapists and Liberators recognized that
existing models of care were prone to
pathologize normative responses to ab-
normal conditions.

Members of the Liberation Movement
and others who railed against psychiatry’s
abuses promoted aternative models of
care similar to the “self-help” approach-
es that had been employed in the realm
of substance use. Some believed these
approaches were more effective than
conventional models, and many regarded
them as emancipatory inasmuch as they
liberated their participantsfrom psychiatry
and its practitioner-centric and paternalis-
tic proclivities (Chamberlin, 1990). Sherry
Mead, a leading theoretician and pioneer
of the Intentional Peer Support (1PS) mod-
el, championed an approach that honored
the peer movement’s commitment to so-
cial change and reconceptualized both
the definition and leading objectives of
“helping” relationships (Mead, 2010). She
espoused a principle of mutuality wherein
partners in arelationship would engage in
the joint pursuit of knowledge unencum-
bered by the imperative to interpret or
to analyze topics of dialogue. Mutuality
eliminates power imbalances and encour-
ages creativity that istoo often constrained
within hierarchical and outcome-based or-
thodoxies (Mead, 2010). IPS has become
the philosophical foundation of peer sup-
port and is widely employed by Certified
Peer Specialists.

As the peer support movement ma-
tures it faces exciting opportunities and
existential threats. These seemingly con-
tradictory trends are inextricably linked
and must be successfully navigated if
the movement is to deliver on its dual
promises. The movement aims to offer
effective aternatives to traditional care
and to advance social changes that em-
power individuals and communities to
overcome enduring stigma and margin-
alization, but its continuing expansion is
dependent on larger systemsinwhichitis
now embedded. It is therefore subject to
practices and constraints antithetical to its
philosophical underpinnings. Medicaid,
the predominant payer for mental health
services in the United States, now offers
reimbursement for peer servicesin at least
35 states (Copeland Center for Wellness
and Recovery, 2022). This has undoubt-
edly fostered a rapid expansion of peer
services and ensured their availability to
individuals in need. Nevertheless, practi-
tioners with even a cursory knowledge of
Medicaid regulations understand its reim-
bursement entails adherence to an exceed-
ingly complex body of regulations and
the fulfillment of onerous administrative
requirements. Furthermore, mainstream
facilities and organizations serving indi-
viduals with behavioral health conditions,

see Brief History on page 37


https://behavioralhealthnews.org/
https://searchforchange.org/

BEHAVIORAL HEALTH NEWS ~ SPRING 2026

PAGE 23

Addressing Wor kplace Stigmatization of

Peer Colleagues Through Institutional Courage

By Gretchen Grappone, LICSW
Training Consultant

t iswell documented that people with

mental illness and substance use dis-

orders (MI/SUD) are stigmatized

across al levels of society. So, it is
not a surprise that peer support specialists
regularly experience stigmatization in the
workplace, including negative messages
from colleagues about their role and their
MI1/SUD (Firmin et al., 2019). Additional-
ly, those of uswith lived experience of M1/
SUD often face other forms of discrimina
tion. Therefore, it isimportant to acknowl-
edge and address these workplace harms
through an intersectional lens (Grappone
& Carr, 2022). Microaggressions experi-
enced by peers in mental health care set-
tings can be considered examples of insti-
tutional betrayals (Gomez, 2015 ascited in
Benedict et a., 2026; Jones et al., 2017).
These happen when the workplace that the
peer support specialist depends upon for
support mistreats them. Institutional be-
trayal canalso comeintheform of harmful
workplace responses to reports of stigma-
tization and is associated with decreased
job satisfaction, higher intentions to leave
the job, and increased somatic symptoms
(Smidt et a., 2023). Gomez et a. (2023
state: “Ingtitutional courage, which is an

institution’s commitment to seek the truth
and engage in moral action by protecting
those who depend upon it, can be the anti-
dote to institutional betrayal.”

Freyd (2018) developed her Sepsto Pro-
mote Ingtitutional Courage to guide insti-
tutions in implementing policies and prac-
tices to effectively address and eiminate
harm and the harmful responses within in-
gtitutions. | list her Steps below with my ad-

ditional commentary on each one. | suggest
specific strategies for institutionsto consid-
er when addressing the stigmatization ex-
perienced by peer support specialists.

12 Stepsto Promote
Ingtitutional Courage

(based on Freyd, 2018; updated March
2022, August 2025)

1. Commit to seek truth and engage in
moral action, despite unpleasantness,
risk, and short-term cost. Some of the po-
tentially unpleasant truths that are important
to seek include: identifying how stigmatiza-
tion toward peers (related to MI/SUD, rac-
ism, sexism, and other forms of discrim-
ination) is operating in your workplace
- Who is perpetrating it? What policies are
not being enforced? Who is staying silent
when they witnessit for fear of retaliation?

2. Comply with civil rights laws and go
beyond mere compliance; beware risk
management. This means being willing to
listen and believe what peers say they are
experiencing in the workplace and actively
responding to any violations of civil rights
laws. It means providing accommodations
when requested and creating an environ-
ment where peers are encouraged to ask for
what they need to succeed in their position.
It will likely require ashift for thosein Hu-
man Resources (HR) or Risk Management
who say, “It's too risky to ask those ques-
tions of employees because what if they
give us information that shows our em-
ployees are being harmed or at risk?’

3. Educate the institutional community
(especially leader ship). Ongoing training

see | nstitutional Courage on page 42
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Your Leadership Style Will Shape Your Organizational Culture

By Isaac Mawuko Adusu, DHA, MSNPM
Assistant Vice President of Adult Services
Seven Hills Foundation, Rhode | land

rganizational culture is the col-

|ection of values, beliefs, and at-

itudesthat shapetheway afirm

operates, that is, how its people
think, feel, and act (Gutterman, 2025). Or-
ganizational culturecan evolve, butitisnot
accidental. It is shaped and sustained by its
leadership (Jaiyeola et a., 2025). The way
leaders of an organization make decisions,
communicate, lead, assign priorities, and
personally act sends signals to everyone
in the organization about the way things
are done. Whether intended or not, lead-
ership actions influence employee morale
and commitment, creativity and innova-
tion, customer service, productivity, prof-
itability, and the organization's long-term
survival (Khassawneh et a., 2022). To
appreciate the influence of leadership on
organizational culture, we need to exam-
ine how leaders communicate ways things
should be done, model and reinforce the
way. That isthe focus of thisarticle.

The Leader as the Cultura Architect

Culture ultimately starts with the leader.
The way things are done is mostly influ-
enced by how leaders act and communi-
cate. In times of uncertainty, employees

Peer Supervision:

look at their leaders to understand how
things should be done. Leaders set the or-
ganization’s culture by establishing priori-
ties and defining its mission. For instance,
if aleader consistently directs that candid
communicationisapriority and consistent-
ly makes decisions openly and truthfully, a
culture which values candid communica
tion will be promoted. If a leader consis-
tently makes decisions hierarchically and
does not communicate frankly, the culture
that emerges is that the way to get things

doneisthrough hierarchy and secrecy. The
creation of culture begins with a leader’s
intent. Leaders who intentionally establish
cultural goals through establishing mission
statements, visioning, setting goals, and
behavioral expectations establish a culture
that employees can understand and adapt
to. Leaders who do not establish priorities
create a culture that is confusing, frag-
mented, or conflicted because employees
are left to their own devices to determine
the priorities.

Modeling the Way

Perhaps the most important way leaders
influence culture is through their actions.
Employees focus more on how leaders act
than on what they say. For example, if a
leader talks about the significance of work-
life balance but consistently works long
hours, sends late-night emails and texts, or
rewards people who do, a culture that sup-
ports burnout will be fostered. If a leader
models empathy, active listening, and eg-
uity, those values will become part of the
organization’s culture. Leaders actions
have been referred to as the shadow of the
leader (Judge, 1999) (Hudson, 2021). The
shadow of the leader means that leaders
throw a long influence over the organiza-
tion through their actions (Judge, 1999).
Theway aleader reactsto acrisis, responds
to success, handles failure, and gives feed-
back al impact how employees do their
work. Leaders who model accountability
establish a culture of accountability. Lead-
ers who model humility establish a culture
of humility. Through their actions, leaders
establish the way things are done.

How Communication Shapes Culture
The way leaders communicate is a pow-
erful influence on an organization’s culture.

L eaders who consistently communicate

see Leadership Style on page 43

A Modd for Enhanced Vocational and Emotional Support

By Elaine Edelman, PhD, LCSW,
CASAC-Adv., Kansas State University
and Michael Collins, CRPA, RCPF, CHW
I nter borough Developmental and
Consultation Center

r many of usinthefield of mental
health and substance use disorder,
the idea of peer services feels like
a new and welcome change that

brings with it equity and a workforce with
a more complete perspective on lived ex-
perience.

Many people are surprised to learn that
peer services have along and distinguished
history. Davidson, et al. (2012) points out
that peer services were an “innovation”
of the late 18h century in France. Pussin
and Pinel, in developing their “moral treat-
ment” moved away from standard treat-
ments of their time, which often involved
shackling and abuse. “In addition to being
‘gentle, honest, and humane,” Pinel found
these former patientsrecruited by Pussinto
be ‘averse from active crudty’ (which was
acommon management strategy in the asy-
lums of the day) and * disposed to kindness-
estoward the patientsin their care”’ (Pinel).

While not generally described as “peer
services,” 12 step programs, which began
in the 1930's with Bill W. using his lived
experience to help others struggling with
alcoholism, are perhaps the most wide-
spread use of peers helping others who

share their issues. There can be no dis-
puting the power of identification, both in
empathy and role modeling. The hope that
comes from someone who has “walked in”
your shoes and emerged on the other side,
isinvaluable.

The authors of this article are of the be-
lief that, in many ways, we “are all peers,”
in that our lived experience is often what
brings us to the helping professions. How-
ever, asserting “that we are al peers,” ob-
scures the unique challenges of the peer
workforce aswell asthe commitment being

made to utilize their, often painful, lived
experience. Peer workers, in both mental
health and recovery speciaists in the field
of substance use disorder, have chosen to
work with people whose difficulties mirror
their own. And that may be a fundamental
difference between peer specidists, and
mental health and substance use providers
at large.

Peer Supervision and Support Work Group

A community health agency in New

York State (which chooses to remain
anonymous to protect the privacy of their
peer workers) began to see a slow but
steady deterioration in severa of the peers
employed by the agency. This agency had
trained peer specialistswho ran groupsand
did counseling and enjoyed full employ-
ee status (with salary, benefits, and paid
time off). They also employed “outreach
peers,” in their harm reduction program,
who were often dtill using substances.
These peerswould go out into the commu-
nity and reach those struggling with opioid
addiction. They would use their commu-
nity connectionsto deliver clean syringes,
fentanyl and xylazine test strips, and in-
form their friends and peers of harm re-
duction services available to them. These
outreach peers received a significant sti-
pend (totaling a few hundred dollars for
two weeks work) for their outreach, and
associated paperwork documenting what
work they had done (while keeping their
contacts anonymous). The third type of
peer worker was employed informally and
compensated by stipend to perform tasks
such as greeting visitors at the front desk
and distributing Narcan kits and test strips
or assembling Narcan and Safe (crack)
Use Kitsin the supply room.

Staff became aware of burgeoning prob-
lems among the peer workforce when a
peer, who had been with the agency for

see Peer Supervision on page 46
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From Access to Engagement:

Reimagining the Consumer Experiencein Behavioral Health

By Jorge R. Petit, MD

Cantata Health Solutions

and Matt Kudish, LM SW, MPA
We Better Work, LLC

ehavioral health systems have

made significant strides in ex-

panding access to care. Peer

services have grown across
outpatient clinics, crisis teams, Certified
Community Behavioral Health Clinics
(CCBHCy9), and substance use treatment
programs. Telehealth has normalized re-
mote care. Patient portals are widely avail-
able. And yet, engagement remains a per-
sistent challenge.

In recent national surveys examining
provider perspectives and consumer pref-
erences on digital engagement in behavior-
al health, one theme emerged consistently
across both groups. Access to tools does
not automatically translate into meaningful
participation in care. Consumers described
early experiences with services as adminis-
tratively heavy, confusing, and impersonal.
Providers acknowledged difficulty sustain-
ing engagement during intake and the crit-
ical first weeks of treatment. Both groups
highlighted the period between visits as a
vulnerability point—when motivation can
waver, relapse risk can rise, and connec-
tion to the care team may feel distant.

Addiction

These findings suggest that the next
phase of behaviora health innovation must
focusless on expanding access and more on
redesigning the consumer experience itself.

The Consumer Journey:
Where Engagement Breaks Down

From the consumer’s perspective, the
behavioral health journey often begins

with urgency—crisis, distress, substance
use relapse, family conflict, or psychiatric
decompensation. Yet the first digital touch-
points frequently involve lengthy forms,
multiple logins, consent documents, and
screening tools delivered without context.
Our survey data reveaed that provid-
ers see significant drop-off during intake
and onboarding. Consumers reported feel-
ing overwhelmed by information, uncer-

tain about next steps, and unsure how to
communicate questions between appoint-
ments. Traditional portals—when used—
are often limited to appointment reminders
or document access rather than interactive
engagement.

This misaignment matters. Research
consistently demonstrates that early en-
gagement predicts retention in treatment,
whichinturn correlateswith improved out-
comes in both mental health and substance
use disorder care (SAMHSA, TIP 42). Yet
digital systemsin many organizations were
not designed to support sustained, recov-
ery-oriented engagement. They were built
for administrative efficiency.

The result is a structural gap where con-
sumers spend most of their time outside
clinical settings, but digital infrastructure
does little to support continuity during
those hours and days.

Between Visits: The 99% Problem

Behavioral health treatment is episodic.
Recovery is continuous.

Consumers spend perhaps one hour per
week in forma sessions. The remaining
time, what might be called the “99% prob-
lem,” is when coping strategies are tested,
social stressors emerge, cravings fluctuate,

see Consumer Experience on page 44

Recovery: The Role of Peer and Alumni Support

By Taylor Rocheleau
and Tammie Rojas, MS, LPC
Enterhealth

ehavioral health care has made

meaningful progress in evi-

dence-based treatment, yet one

of the most persistent challenges
remai nswhat happens after discharge. Re-
covery does not end when a person leaves
residential care. In many ways, that is
when real-world pressure begins.

The transition out of residential treatment
represents a sharp shift in environment,
structure, and support. Individuals move
from a highly regulated, recovery-focused
setting into daily life, where competing de-
mands, stressors, and decision-making re-
turn rapidly. Even with thoughtful discharge
planning, theloss of consistent structure and
shared community can feel abrupt.

Peer support and structured alumni en-
gagement are increasingly recognized as
continuity tools rather than optional en-
hancements. As defined in national guid-
ance, peer support is nonclinical support
delivered by individuals with lived expe-
rience. Peer recovery services help peo-
ple initiate and sustain recovery. When
thoughtfully designed, peer and alumni
programming can bridge high-risk transi-
tions between levels of care, particularly
when structure decreases and isolation
can return.

Residents at Enterhealth participate in an outdoor
group session focused on peer support and connection

From a clinical perspective, the period
immediately following discharge is es-
pecially vulnerable because connection,
accountability, and routine are no longer
built in. Sustaining access to recovery-ori-
ented community during this phase can
help individuals carry forward the habits,
values, and sense of belonging devel oped
during treatment.

AsTammieRojas, MS, LPC, notes, “Hu-

man beings want to continue the communi-
ty they are a part of. Continuing the habits
and values learned during residential care
and having a community that understands
the experience and can offer accountability
can help support people through that tran-
sition.”

This framing shifts the focus away from
outcomes and toward continuity, empha-
sizing that ongoing connection matters not

because treatment failed, but because re-
covery unfoldsin rea life.

The Vulnerable Transition
Between Levels of Care

Residential treatment is often the begin-
ning of recovery, not its conclusion. People
enter care physically depleted, emotional-
ly exposed, and uncertain about what lies
ahead. In that environment, connection
forms quickly. These bonds matter because
the transition out of residential care can
feel abrupt, even when discharge planning
is thorough.

Taylor Rocheleau describes early recov-
ery after residential treatment as fragile.
“Recovery isat infancy; it needsto be shel-
tered and protected.” Risk increases when
individuals are unable to step down into an
appropriate next level of care, particularly
outpatient services. The reasons are often
practical rather than motivational: work
schedules, transportation barriers, child-
care responsibilities, insurance limitations,
or returning to home environments that do
not support recovery.

When outpatient care is disrupted or un-
available, the clinical need does not disap-
pear. In these moments, structured alumni
engagement and peer connection can help
reduce the gap, preventing isolation from
turning into disengagement.

see Addiction Recovery on page 45
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City Voices. A Peer-Run Legacy of Connection, Recovery, and Community

By Dan Frey
and Philip Yanos, PhD
City Voices

n 1995, a man named Ken Steele be-

gan what he described as his recovery

from a “30-year schizophrenic odys-

sey.” His story stretched across the
United States— from Hawaii to New York
City — through periods of homelessness,
halfway houses, and profound disconnec-
tion. Everything changed when he arrived
in Brooklyn and received compassion-
ate, consistent mental health care at The
Park Slope Center for Mental Health. That
care sparked a desire in him to contribute
something meaningful to otherswalking a
similar path.

Ken began asking fellow patients to
share their personal stories, opinion piec-
es, and poetry. He typed them up, photo-
copied them, stapled them together, and
handed them out. That simple act of peer
expression became the first issue of City
Voices, a grassroots newspaper created by
and for New Yorkers living with mental
health challenges. Over time, the publi-
cation grew to reach an audience of more
than 15,000 subscribers — a remarkable
achievement for a peer-run project born
from afolding table and a photocopier.

When Ken passed away in 2000 at
the age of 52, one of us (Dan Frey, who
had been working as an assistant to Ken)

stepped in as editor-in-chief and continued
producing the newspaper for the next 20
years. During that time, City Voices pub-
lished personal narratives, news cover-
age, event reports, opinion essays, poetry,
and reflections from across the New York
mental health community. The newspa
per served as a platform for people whose
voices were often overlooked, offering a
space where lived experience was treated
as expertise (digital versions of back issues
are available online at cityvoicesonline.

org/newspaper).

As the world changed, so did the needs
of our community. When the COVID-19
pandemic arrived, it became clear that City
Voices needed to evolve beyond print me-
dia. Isolation was intensifying, and people
needed connection as much asinformation.
We transitioned to digital platforms and
began expanding our mission from sharing
stories to building community.

Two support groups, offered online
through distance technology, emerged
during this period and continue to this day.
The first is a weekly spiritual discussion

group, offering a space for people to ex-
plore meaning, grounding, and resilience.
The second isasupport group for peer spe-
cialists — professionals whose lived expe-
rience with mental health or substance use
challenges allows them to build trust with
clients in ways that traditiona providers
sometimes cannot. These groups became
anchors during a time when many people
felt adrift. Details on these groups can be
found the City Voices website.

Of course, while distance technology can
reduce barriers for connection, in person
connection is till essential for all humans,
especialy people diagnosed with mental
health conditions. When pandemic re-
strictions lifted, we began partnering with
psychosocial clubhouse Fountain House
to host monthly in-person events in a cen-
trally located, welcoming space. These
gatherings have included Social Anxiety
Mixers, Drum Circles, Black History Sto-
rytelling Circles, Friendship Storytelling
events, Barter Bashes, and Storytelling
Masquerades. Each event is designed to
reduce isolation, celebrate creativity, and
strengthen community bonds. In addition,
Fountain House members can participate
in our weekly meditation groups, often led
by experienced instructors who generously
volunteer their time.

Another important initiative that was de-
veloped during the pandemic was

see City Voices on page 45

Beyond Boundaries. Oh, the Places Peer Support Can Go!

By Helen “ Skip” Skipper, CPS, MA
Executive Director
NY C Justice Peer Initiative

support has always been bigger
an the box systems tried to paint
it in. Long before it was codified,
credentialed, or added into service
plans, it was ordinary folk reaching for
one another—standing in the front, behind
and to the side of each other sharing hard-
earned wisdom, offering dignity where
systems offered labels, creating connection
where isolation and stigma had taken hold
and catching us when we fell. In behav-
ioral health, peer support emerged from
recovery, mutual aid, and consumer-survi-
vor-led movements that insisted people are
more than diagnoses, more than case files,
and more than the worst moments of their
lives. The field's early scholarship reflects
that foundation, describing peer support as
rooted in mutuality, shared responsibility,
respect, and the bdief that lived experi-
ence is a legitimate source of knowledge,
not a bare-bones substitute for profession-
al expertise (Mead et a., 2001; Solomon,
2004). That foundation still matters. That
foundation is our bedrock where our path
isengraved with the footsteps of those who
started this good trouble but are no longer
here. But the truth is, peer support was
never meant to stay in one lane — shackled
and muzzled.

Today, peer support is moving well be-
yond its traditional beginnings solely in
behavioral health and into multiple diverse
settings. Placesand spaceslikethecriminal
legal system, housing, public hedlth, crisis
response, policy, legislative advocacy, and
research. | shake my head in wonderment
sometimes — we are forging ahead at the
speed of light! I mourn (slightly at best) that
this was not prevalent as | spent 25 years
moving through systems — the behavioral
health system (MH and Substance Misuse),

homelessness, crisis, family court... all of
these systems wrapped up in abig ugly red
bow of the criminal justice system — it's
the kind of present or fancy gift that keeps
on giving what you never wanted — every-
thing you don’t need, and absolutely noth-
ing you do need. The expansion of peer
support is not mission drift — it is putting
us in places and spaces where we are so
very necessary and desperately needed. It
is a mission matured. It is the realization
that folks do not live their livesin neat ser-

vice categories, so support cannot remain
siloed either. A person navigating recov-
ery may also be leaving jail, fighting for
housing, parenting through trauma, facing
food insecurity, addressing physical health
conditions, and trying to survive the dai-
ly weight of stigma — yeah...check all the
above. And add into that potent witches
brew...struggling to achieve and maintain
recovery and yes — wellness. Now there's
aword | never heard as | came up through
these systems — wellness. In this reality,
peer support works because it meets the
whole person where they are rather than a
single system-defined problem. Research
continues to show that peer support im-
proves engagement, hope, empowerment,
and recovery-oriented outcomes, especial-
ly for people who have been failed or stig-
matized by traditional systems (Chinman
et a., 2014; Davidson et al., 2012). What
peers often bring that institutions cannot
manufacture is credibility.

That credibility is grounded in lived ex-
perience. And let me be clear: lived expe-
rience is more than valid — for me — it
is the epitome — the pinnacle. It is not an-
ecdotal fluff. It is not charity. It is not to-
kenism. It isknowledge forged through sur-
viving and navigating systems that many
decision-makers only know from reports,
policies, or statistics— or yes— academia.
Asan academic myself — " m not shooting

see Beyond Boundaries on page 47
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Strengthening Peer Servicesin Behavioral Health:

Operational Considerationsfor Sustainable I ntegration

By Imani Brockington, BS, MA, LMFT
Behavioral Health Care Manager
Integral Health

salLicensed Marriage and Fam-

ily Therapist (LMFT) and Be-

havioral Health Care Manager

working within integrated care
systems, | regularly see how deeply rela
tionshipsand social environmentsshapean
individual’s worldview, self-confidence,
and sense of safety in the world. Recovery
does not happen in isolation, nor does it
happen solely through clinical knowledge
or information gathered online. It happens
in the context of connection.

Over time, both my clinical work and my
systems work have reinforced something |
have always believed intuitively: humans
are inherently relational beings. We are
born into families, shaped by attachment
experiences, and regulated through con-
nection with others. When individuals feel
seen, understood, and able to show up au-
thentically, their nervous systems respond
differently. Their hope increases. Their en-
gagement increases. Their willingness to
try again increases.

In my role within collaborative and in-
tegrated care settings, | often see how en-
gagement shifts when a patient feels emo-
tionally safe with someone on their care

team. Sometimes progress is less about
the intervention itself and more about the
relationship that makes the intervention
possible.

Research consistently supportsthistruth.
The quality and accessibility of social rela-
tionships are strongly associated with men-
tal health outcomes, resilience, and even
mortality risk (Umberson & Montez, 2010;
Holt-Lunstad et al., 2024). Connection is

foundational to healing and well-being.

What Peer Support Is and
What It Is Not

Peer support istypically defined as sup-
port provided by individuals with lived
experience of mental health conditions or
substance use recovery who are trained to
assist others navigating similar challeng-

es (Value of Peers, Substance Abuse and
Mental Heath Services Administration
[SAMHSA], 2017). Peer speciaists may
offer emotional support, advocacy, recov-
ery coaching, and practical guidance, of-
ten helping individuals navigate systems
that can otherwise feel overwhelming or
impersonal.

It isimportant to clearly distinguish that
peer support is not therapy, traditional case
management, or clinical treatment. The
effectiveness of peer services often lies
precisely in what differentiates them from
clinical roles, shared lived experience,
mutuality, and authenticity. When organi-
zations blur these boundaries, they risk un-
dermining the unique relational value that
peer specialists bring to care teams.

The Power of Shared Experience and
Perceived Understanding

Asclinicians, many of us have witnessed
firsthand therise of mental health advocates
and socia mediainfluencers. | have noticed
in sessions how quickly a patient can de-
velop trust in online figures when they
perceive and feel understood by someone
who has*been there” before. Many patients
spend significant time online gathering in-
formation (whether credible or not) and

see Strengthening Services on page 48

Strengthening Peer Services Through Partnership

By Jeremy Reuling, LCSW, NYCPS, CPRP
Senior Director of Special Projects
HandsAcrossLong Island (HALI)

he expansion of peer-delivered

servicesis one of the most signif-

icant developments in behavioral

health over the past decade. What
was once arare, little-known role has be-
come mainstream. A 2024 report by the
Peer Recovery Center of Excellence esti-
mated that more than 100,000 individuals
nationwide have been certified as peer
providers in mental health or substance
use dependence (SUD) services, and that
number continues to grow.

Today, trained peer professionals work
across crisis services, emergency depart-
ments, inpatient and outpatient programs,
housing, outreach teams, community-based
settings, and more. Their presence reflects
a broader shift toward a recovery-oriented
behavioral health system.

According to the Substance Abuse and
Mental Health Services Administration
(SAMHSA), peer staff foster hope, accel-
erate engagement and the development of
trust between individuals and their treat-
ment/support teams, and illuminate po-
tential pathways to recovery. When well
implemented, clinical providers and peer
professionals complement one another,
leading to a more responsive, person-cen-
tered approach to service delivery.

Despite this growth, many organizations
continue to struggle with implementing
peer services with fidelity. Challenges of-
ten include unclear role definitions, super-
visors unfamiliar with peer practice, work-
place cultures that misunderstand the peer
function, and policies that were never de-
signed with peer rolesin mind. In addition,
limited career pathways and advancement
opportunities can contribute to turnover
and workforce instability. This also affects
agencies ability to find and recruit quali-

fied peer professionals.

While most agencies approach peer in-
tegration with good intentions, many lack
the infrastructure, training, or bandwidth
to fully support the role. In some cases,
peer positions are added to meet funding
requirements without sufficient attention
to organizational readiness.

The rapid expansion of the peer work-
force presents additional challenges. Many
peer professionals are new to the nonprofit
workplace and must navigate unfamiliar

organizational cultures. In programs where
only one peer role exists, staff may expe-
rience professional isolation and lack op-
portunities for peer-to-peer learning and
solidarity.

Maintaining fidelity to peer values can
also be complex. Some staff experience
“peer drift,” gradualy taking on clini-
cal tasks outside their scope. Others may
become overly rigid in protecting role
boundaries, straining team dynamics.
Both patterns highlight the need for strong
peer-informed supervision and organiza-
tional clarity.

While implementation challenges are
real, traditional behavioral health agencies
do not have to navigate them alone. Peer-
run organizations represent a critical and
often underutilized resource in building
strong, sustainable peer services.

Led and staffed by individuas who
openly disclose significant lived experi-
ence of trauma, mental health challenges,
substance use, and other major life disrup-
tions, including incarceration and housing
instability, peer-run organizations bring
both professional expertise and historical
perspective to the field. Many were instru-
mental in shaping the early development of
peer roles and continue to steward the val-
ues and practicesthat define the profession.

Beyond understanding the role concep-
tually, peer-run organizations have decades

see Partnership on page 36


https://behavioralhealthnews.org/
https://www.center4healthandsdc.org/map-of-national-peer-training-programs.html
https://www.center4healthandsdc.org/map-of-national-peer-training-programs.html
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/value-of-peers-2017.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/value-of-peers-2017.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/value-of-peers-2017.pdf

PAGE 28

BEHAVIORAL HEALTH NEWS ~ SPRING 2026

| mplementing and Sustaining Peer Support:

The Recovery Workforce Learning Collaborative (RWLC)

By Maria E. Restrepo-Toro, BSN, MS
Chyréell D. Bellamy, PhD
GrazielaReis, MPH, BS

Sai Snigdha Talluri, PhD, CRC, LPC
and Megan Evans, PhD

Program for Recovery and
Community Health (PRCH)

Yale School of Medicine

he integration of peer recovery

support specialists represents

a significant shift in behavior-

al health systems. Peers offer
unique perspectives and authenticity that
strengthen recovery-oriented systems of
care (Davidson et al., 2021). Drawing
on lived experience, they bring insights
that support workplace transformation
and engagement (Davidson et al., 2016).
However, successful integration requires
more than hiring peer staff; it requires
intentional cultural shifts, clear role
definitions, and systematic strategies for
organizational transformation (Byrne et
al., 2021).

Implementing Peer Supportsin the
Behaviora Health Workforce

People often ask: Why is this needed?
Why a learning collaborative for peer
support integration?

Our answer comes from decades of col-
lective work, beginning in the early 1990s.
For many years, we trained peer support-
ers and helped place them into traditional
mental health systems. At first, there was
excitement. Hope. A sense of possibility.

But too often, that hope faded.

Peer and lived experience workers often
felt uncertain about their roles, and the au-
thenticity and connection that made their

work powerful did not always trandate
into organizational structures built around
clinical hierarchies. They encountered
unclear expectations, limited supervision
models suited to their work, and roles that
shifted unpredictably.

Organizations also struggled. The agen-
cies that hired peers were unsure how to
support or integrate them effectively. Many
knew that peer support was important,

sometimes required by funding or policy,
but they were unsure about the why, the
what, and the how. Job descriptions were
vague, supervision models were poorly de-
fined, and without intentional structures,
the promise of peer support often went un-
realized.

We realized we were doing a disservice
to everyone.

From that realization, a new vision
emerged. Early efforts to address these
challenges began in Philadelphia under
the leadership of former commissioner Dr.
Arthur Evans, where initiatives focused on
helping behavioral health organizations
understand how to integrate peer support
rolesinto traditional systemsof care. Those
experiences revealed many of the same
barriers agencies continue to face today:
a lack of role clarity, limited supervision
models, and organizational cultures not yet
prepared to fully embrace lived expertise.
This early work was conducted in partner-
ship with peer leaders, community advo-
cates, and behavioral health organizations
in Philadelphia who helped demonstrate
the importance of organizational readiness
for peer workforce integration.

Building on those lessons, in 2017, our
work evolved into thefirst iteration of what
isnow known as the Recovery Wor kforce

see RWLC on page 50

Measuring What Mattersin Peer Support:

Using Competencies and Fidelity to Strengthen the Wor kforce

By Megan Evans, PhD
Kristinelrizarry, MBA

Sai Snigdha Talluri, PhD, CRC
GrazielaReis, MPH, BS

and Chyrell D. Bellamy, PhD, MSW
Program for Recovery and Community
Health (PRCH), Yale School of Medicine

support, a cornerstone of
overy-oriented behavioral
healthcare, is a rapidly expanding
service moddl nationally. Deliv-
ered by individuals with lived experience
of mental health challenges, substance
use, trauma, or disability, peer support-
ers use shared experience, mutuality, and
hope to provide relational support to oth-
ers undergoing similar challenges. First
introduced as a service model in 1991,
peer support became Medicaid-reimburs-
able in 2007, and programs in 48 states
and the District of Columbia offer reim-
bursement for these services currently.
Forty-nine states have peer certification
processes, and over 100,000 people have
been trained nationwide.

Asthe peer workforce continuesto grow,
it is important to build the infrastructure
needed to support it. Because peer support
is delivered in many different settings and
wayss, questions such as the following have
emerged:

Figure 1: Application of core competencies of peer support

* How can organizations make sure peer
support staystrue to its core values?

* How can systems measure the impact of
peer support while maintaining its rela
tionship-based nature?

» How can we scale the workforce to mest
client needs without losing the value of
lived experience?

Addressing these questions requires

moving toward the next phase of work-
force development: developing a
peer-informed fidelity measure to assess
whether peer support is being delivered as
intended. National efforts led by the Sub-
stance Abuse and Mental Health Services
Administration (SAMHSA) helped iden-
tify core competencies of peer support.
These competencies guide training, certifi-
cation, and role clarity while strengthening
the recognition of peer work and maintain-
ing its recovery-focused values.

Core Competencies as a Foundation
for Peer Workforce Development

SAMHSA's core competencies of peer
support (Figure 1) are grounded in the fol-
lowing values:

* Recovery-oriented

¢ Trauma-informed

Person-centered

Relationship-focused
* Voluntary

Competency frameworks can help clar-
ify peer roles, inform training programs,
and support the development of certifica-
tion standards across states. They can pro-
vide a shared language that hel ps organiza-
tions understand what peer support is, and
what it is not, providing clarity around the
peer support role.

While these competencies define what
peer support should look like, they do not
necessarily provide tools for assessing
whether those practices are being imple-
mented in real-world settings. This gap has
important implications for both workforce

see Measuring on page 52
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The Power of a Peer Specialist:

Sharing Lived Experienceto Support Recovery

By Glenn Slaby, MBA, MFA
Certified Peer Specialist,

PROS Program

St. Vincent’s Hospital Westchester

“It is people who go through suffering that
have an empathy for the suffering of oth-
ers.” - Mary Robinson

raveling through suffering is best

shared. Learning from suffering

and being able to pass on knowl-

edge is a blessing. Working with
mental health consumers, | can see myself
intheir struggles and doubts, and hopeful-
ly they see hope from my struggles. Can
the flow of such exchangesbelike aripple
in a pond reaching outward, touching un-
known shores?

Being a peer is more than just exchang-
ing ideas and skills. It can aso be a bond,
because we can be more than just therapist
and client. Unlike working with a therapist,
thewalls of separation are different, and the
connections are different. There is a com-
monality of experiences, of pain, of disap-
pointments, hopes, and successes shared.

My successes and failures, | can pass
them onward. Who could have thought |
would be stronger today? After involuntari-
ly leaving an accounting career, after being
misdiagnosed for twelve years, after severa

inpatient stays (fivein five months), | would
achieve an MFA in Creative Writing. Ther-
apy developed mental resilience to survive
radiation and chemotherapy and become a
peer. Accomplished through therapy and
using taught skills, treatment can bring a
renewed future. Guiding by example.

My Groups

Weekend Planning: Via research, con-

tacting local communities for everything
from free events to food pantries. Making
sure clients have something to do and are
not overwhelmed by being alone or by
downtime.

What’s New in the World: Discussions
on issues affecting clients, new develop-
ments in the sciences, sports, nature, etc.
Learning how fortunate we are (see the
Village of 100). Avoid specific topics.

Centered in Lived Experiences:

Enhance goodwill.

Men’'s Group: As most of the therapists
are women, a session to talk freely about
any subject.

Symptoms Management: Discussing is-
sues occurring, preventing relapses, and
skills to use. Sharing ideas, experiences,
and what has personally worked.

Welcoming New Clients: Making new
consumers feel comfortable. Giving tours
of our facilities. It can fedl like entering a
classin mid-semester.

Socializing: Our recreation center offers
various activities, from cards to mov-
ies, with an open policy. Location of the
free bookstore, where clients, staff, and
all programs can take what they desire.
There are no sign-out sheets. Books do
not have to be returned. Also, the loca-
tion of free information and resources
from all levels of government and vari-
ous organizations.

Filling In for Therapists: We are there,
we are the backups, the reserves, continu-
ing the care clients deserve and need. Con-
sistency of treatment.

see Lived Experience on page 54

Peer s Reshape Engagement in California's CARE Court

By Linda Boyd

and Nilsa Gallardo

LosAngeles County Department
of Mental Health CARE Program

iving with the symptoms of a

serious mental illness can fed

isolating and debilitating. It can

also breed distrust, which makes
it difficult to accept services and support.
These challenges were top of mind when
the CARE Act launched in Los Angelesin
December 2023, establishing a civil court
pathway to connect people living with dli-
gible psychotic or mood disordersto treat-
ment, services, and housing.

In Los Angeles County, we have found
that engaging peersin thiswork on the front
end of the civil court pathway is essential to
help our clients engage in the process and
significantly advances their recovery.

One of our Senior Community Health
Workers, Liroy Williams, experienced
childhood adversity and mental health
challenges. He recently shared a story of
aclient with schizophrenialiving in unsta-
ble housing.

“When | would go get him to take him to
appointments in the community, he had all
of these concerns,” Williams said. “Hewas
afraid to go outside and communicate with
other people. | said, ‘Is the world going to

end if you go? We can’'t control how peo-
ple think or expect them to think the way
we do." To overcome my own challenges,
I’ ve had to accept that and stay focused on
what | can control.”

After building trust and engagement
through consistent peer support, Wil-
liams's client began regularly going to his
therapy appointments on his own, and is
now living in stable, independent housing
and able to manage weekly activities.

In LA County, peers—both certified peer

support specialists and those with lived
experience in other roles—often lead the
first interaction with CARE clients. They
are a relational bridge to participants and
a constant buffer to disengagement. They
contribute to recovery plans and normalize
treatment and court involvement. This part-
nership helpslower clients' stress response
and brings compassion into what may oth-
erwise feel like ascary lega process.

“l can never understand what [clients]
are going through completely, but | can re-

late,” said Williams. “I know what they’ve
been through. When they ask really tough
questions like, ‘Why am | here? | share
my challenges. It can be a big motivator.”

Unlike traditiona case management,
which can center on service coordination or
treatment compliance, CARE begins with
understanding. Peers have a unique lens
into the stigma that surrounds psychotic
disorders and the hesitancy some people
feel about voluntary participation in a pro-
cess with legal oversight. It makes peers
like Reyna Leyva, a Medical Case Worker
for CARE, even more effective in the field.

“1 was skeptical at first about how our
program would make adifference. Because
I’ ve been through the system, | know it's
not easy. Now | advocate for our clients,”
said Leyva.

Peers distinctive skill set is respected
within our treatment teams. Our CARE
teams meet daily. Everyonefrom clinicians
and nurses to peers consult closely when
there are high-acuity clients who need spe-
cialized support.

“We're able to pull in other systems ex-
perts so we can meet a person’s needs,”
Leyva said. “For example, we had a client
who had challenges with her medication.
Trust is crucia for most of our client base,
and we maintain it by helping them voice

see CARE Court on page 46
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Substance Use Disorder:

Supporting Individualsin Early Recovery Through Peer-L ed Services

By Temitope Fabayo, BA, MBA-HR
DMC HomeCare

he first days and weeks of recov-
ery from a substance use disorder
are among the most precarious in
any individua’s health journey.
Detoxification has been completed, the
immediate crisis has passed, and now the
real work begins: rebuilding alife without
substances. Yet thisis precisely when most
people find themselves most alone — dis-
connected from family, unemployed, hous-
ing insecure, and surrounded by triggersin
their physical and social environments.
It isin this gap between clinical treat-
ment and sustainable recovery that peer-
led services are proving transformative.

The Science of Shared Experience

Peer recovery support specidlists
(PRSS), aso known as recovery coaches
or peer mentors, are individuals with lived
experience of substance use disorders who
are trained to support othersin their recov-
ery journey. Unlike clinicians who treat
from aclinical distance, peers offer some-
thing fundamentally different: the credibil-
ity of having been there.

Sarah Zemore, senior scientist at the
Public Health Institute’'s Alcohol Research

Group, puts it simply: “The findings are
pretty clear that we can refer people to a
range of empirically supported mutual help
groups. The bottom line is that al of these
groups are highly effective.” Her research,
examining everything from traditional 12-
step programs to SMART Recovery and
Women for Sobriety, found that greater in-
volvement in mutual-help groups predict-
ed better alcohol outcomes regardless of

which specific approach individuals chose.

This finding matters because it suggests
that the active ingredient may not be the
specific philosophy or steps, but rather the
human connection and shared experience
at the core of al peer support models.

The Data Behind the Promise

The evidence base for peer-led services

has strengthened considerably in recent
years. A systematic review published in
Current Addiction Reports synthesized
findings from 28 multi-group studies in-
volving 12,601 participants, concluding
that “PRSS can play an important role in
the SUD care continuum, particularly in
helping individuals initiate and stay en-
gaged with treatment.”

Three specific studiesillustrate the mag-
nitude of thisimpact:

1. The West Virginia hospital study.
Researchers examining more than 5,000
hospital encounters with patients experi-
encing opioid use disorder found that those
who accepted a visit from a peer recovery
coach had dramatically better outcomes
than those who declined. Among patients
who engaged with peer coaches, 60.8%
achieved successful outcomes (initiating
medications for opioid use disorder, re-
celving treatment referrals, or scheduling
follow-up appointments), compared to just
17.1% of those who declined peer support.
This difference — a success rate more than
three times higher — represents hundreds
of lives redirected toward recovery rather
than continued use.

2. ThelIndiana re-entry program. For

see Peer-Led Services on page 51

Supporting Peer Mentoring as a Bridge to Campus Belonging

By Diana Damilatis-Kull, MA, LMHC
Stephanie Grindell, MA, LMHC

and Yan Mei Nie, MA, MS

Bridgesto Adelphi Program

at Adelphi University

cross colleges and universi-

ties, students are experiencing

increasing mental health chal-

lenges while simultaneoudy
navigating the social, academic, and de-
velopmental demands of campus life. For
many students, the transition to college
represents their first time living inde-
pendently, managing complex schedules,
and forming new social networks. For neu-
rodivergent students and those with social
communication differences, these transi-
tions can be particularly difficult. Navigat-
ing unfamiliar environments, interpreting
social expectations, and building peer rela
tionships may create additional stress that
can impact both well-being and academic
success. In response, institutions of higher
education are increasingly exploring ways
to provide meaningful support that fosters
both inclusion and independence.

Peer mentoring programs represent a
powerful and often underutilized strate-
gy for supporting student success while
promoting community inclusion and be-
longing. By pairing students with trained
peers who can model social engagement
and provide consistent support, these pro-

grams create opportunities for connection
that extend beyond traditional academic
accommodations.

The Bridges to Adelphi program, a cam-
pus initiative designed to support neurodi-
vergent college students, integrates peer
mentoring as a central component of its
social support services. Through structured
peer relationships, students are provided
with consistent opportunities to practice
social engagement, build friendships, and
develop confidence navigating the univer-

sity environment. The program emphasiz-
es the importance of experiential learning
in social contexts, recognizing that social
skills and community participation are
most effectively developed through mean-
ingful interaction with others.

The Role of Peer Mentors
Peer mentors within the Bridges pro-

gram are volunteer Adelphi University stu-
dents who are recognized as leaders within

the campus community. These mentors
meet with participating students for ap-
proximately one hour per week, engaging
in arange of socia and campus-based ac-
tivities designed to help students feel more
comfortable and connected within the uni-
versity setting.

Activities vary depending on student in-
terests and may include attending campus
events, exploring student clubs and organi-
zations, studying together, walking around
campus, visiting the student center, or sim-
ply practicing everyday socia interactions
in a relaxed and supportive environment.
These shared experiences help students
become more familiar with the rhythms of
campus life while also creating opportuni-
tiesto develop natural peer relationships.

Rather than focusing solely on formal
instruction, peer mentoring emphasizes so-
cia modeling. Mentors demonstrate how
to initiate conversations, navigate group
settings, and participate in campus life in
ways that feel authentic and accessible.
Students are able to observe these interac-
tions and gradually practice them within a
supportive context. This approach allows
socia learning to occur organically, reduc-
ing anxiety and increasing confidence in
socia environments.

Through these relationships, students
gain opportunities to develop authentic
connections and experience the sense of

see Bridge to Belonging on page 53
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TheValue of Being Seen:

Acknowledging the Importance of Shared Identities and Lived Experiences

By Dr. Jantra Coll, PsyD
and Damon Watson, MPH, LPC
Vibrant Emotional Health

t is a well-known fact that our tradi-

tional mental health care system has

experienced a strain over the past

six years. Not only are there ongoing
needs for services across communities,
but also an ongoing staffing crisis that
impedes the successful delivery of those
services. Mental health challenges from
suicidality, stress, bullying, substance
misuse, family planning, systems naviga-
tion, and relationship woes require inno-
vative approaches to mental health service
delivery. For many, the process of access-
ing a mental health service is even more
challenging during their time of need, due
to lengthy intake processes and chang-
es in providers. Recent data indicate that
our current national network of healthcare
providersis only meeting 26% of the actu-
al need, and an additional 6,200 providers
would need to be hired to help alleviate
this shortage.

Peer Specidists are uplifted as a valu-
able resource to support the complex needs
of communities. In 2025, New York State
awarded $2.75 million toward bolster-
ing the Youth and Family Peer Advocate
Workforce. Though Peer Specialists have

been acknowledged as offering a unique
approach to utilizing lived experience(s)
to support those dealing with mental health
concerns, the idea of lived experience has
been an ambiguous concept. Peer lived
experience has historically been linked to
mental health challenges and concerns,
meaning to be a successful peer, one must
have had the same challenge as the spe-
cific population served. However, the un-

derstanding of shared lived experiences
can be broadened to appreciate all aspects
of a person that contribute to their mental
health. In fact, peer work is understanding
the need for genuine acknowledgement of
the many facets of a person that need to be
seen and understood. Those are the essen-
tial elements of any helping professional
that can coalesce with the identities of our
help seekers.

At Vibrant Emotional Health (Vibrant),
we have prioritized peer roles across al
service lines: crisis hotlines, youth educa-
tion, and family and youth wellness pro-
gramming. However, we emphasize the
importance of al clinical professionalsand
leaders to consider their own identities in
their work and how itismirrored in the ex-
perience of those they support.

Consider the current state of Youth Men-
tal Health in the United States. It is well
documented that there is a current Youth
Mental Health Crisis, where 40% of high
school students express feelings of hope-
lessness, and due to severa environmental
and systemic barriers, youth have not en-
gaged in therapeutic services. Innovative
programs that integrate mental health with
day-to-day educational support may be the
key to supporting this population. The Fel-
lowship Initiative, funded by JP Morgan
Chase, models an innovative approach by
offering comprehensive social and emo-
tional wellness support to youth during
formative years of their development; Vi-
brant integrates mental health supportin all
facets of their educational journeys as they
apply for college. Clinical Youth Leaders,
mental health professionals who share
identities with the youth, are essential in
this strategy. They can connect with their

see Being Seen on page 49

The Need for M ore Effective Approachesto Mental Health Crises

By Dr. GenelraKatz, DMCJ,LAC,LPC
Positive Pathways Counseling

aw enforcement officers are

most often the first responders

when individuals are experienc-

ing a mental health crisis. Some
research studies have estimated that at
least 20% of police service calls involve
a mental health or substance use crisis,
and this demand has been increasing for
many departments across the US. In ana-
tionwide survey of over 2,400 senior law
enforcement officials, approximately 84%
reported an increase in mental health-re-
lated calls during their careers, and 63%
noted that their departments now spend
more time on mental illness calls than
ever before.

Over the past few decades, the way that
police agencies handle these encounters
has come under increased scrutiny. Con-
cerns have been raised by peopl e diagnosed
with mental illness and menta health ad-
vocacy groups, particularly regarding inter-
actions that involve the use of force. One
study estimated that one in four people
with a mental health condition have been
arrested at some point in their lifetime. This
increase in mental hedth-related cases and
incidents has progressively led leaders and
policymakers to question the adequacy
of officers’ training in responding to such
mental health crisiscalls, and progressively

more communities have been developing
programs wherein police and profession-
al mental and behaviora hedlth clinicians
have been collaborating more closely on
such emergency call responses.
Policymakers have shown a keen inter-
est in improving police responses to indi-
viduals experiencing mental health crises
through numerous hearings and more ro-
bust legiglation. A joint report by the Vera
Institute of Justice and Bazelton Center for
Mental Health Law underscores the US

Departments of Justice (DOJ) and Health
and Human Services (HHS) strong support
for federal laws mandating that individuals
with behavioral health and other disabili-
ties are to receive a health response—not
alaw enforcement response—in situations
where others would receive a health re-
sponse. In other words, when someone is
experiencing a mental/behavioral health
crisis, a team of workers with mental
health expertise should be dispatched, sim-
ilar to how an ambulance would be sent

for aphysical health emergency. Failing to
provide this type of response can be con-
sidered a violation of the civil rights of the
individuals involved.

In addition, the DOJand HHS assert that
deploying co-responder teams, which pair
officers with clinicians, can be considered
a “reasonable modification” in situations
where apolice responseis necessary. How-
ever, continual reliance on co-responder
teams and other police-led approaches will
tend to “perpetate the criminalization of
individuals experiencing behavioral health
crises.” They also emphasize that ongoing
federal guidance and support is available
for communities that have historically de-
pended heavily on police for mental crisis
responses who want help in reducing po-
liceinvolvement related to such behavioral
health situations.

While it may be fair to assume that of
the approximately 18,000 US law enforce-
ment agencies, few have actively followed
the federal directives described above, it is
also true that quite a number of communi-
ties have been successfully implementing
effective models that follow the spirit, if
not the exact letter, of the mandates re-
garding mental and behavioral health cri-
sisincidents.

In exploring options for improving and
enhancing their mental health incident re-
sponses, a number of agencies nation

see Mental Health Crises on page 55
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Peering In: A Look at Mental Health Peer

Providersand How They Help People Recover

By Emily Grossman, MA, CPRP
Peer Life Coach/ Keynote Speaker/
Author

believe that recovery is possible. Not

just for me, but for EVERYONE.

Does this mean that everyone re-

covers? No, because not everyone is
taught the skills to recover. Also, once a
person learns the skills, they must choose
to use them. My peer specialist colleagues
and | can give you aflashlight so that you
can see your way out of the darkness of
mental illness.

Kids seem to have a sixth sense. At least
that was my experience of them while
teaching middle school about adecade ago.
There | was, working hard, while al'so vigi-
lantly trying to hide the fact that | had spent
the previous decade in and out of treatment
for bipolar Il disorder. Yet, somehow, my
students kept on coming to me with their
mental health struggles. Could they some-
how sense that | was more than just sym-
pathetic -- that my empathy was that of a
person who had experienced similar?

| will never clearly know the answer to
this question -- but one thing did become
clear: | had to help these kids, and not just
in the traditional way that a teacher is al-
lowed to help--the old guidance counselor
referral -- but REALLY help. | remember

my tenure year of teaching, when | sat
down with another member of the staff at
the school and told this person that | was
resigning.

“Are you out of your mind?’ my col-
league said. “You have a stable job WITH
a pension, and the economy is terrible.
How could you give that up?’

My answer was simple: | needed to fol-
low my heart-and my heart was with those

kids-kids like me who could become any-
thing they wanted if they were treated for
their mental health struggles early. | knew
this first-hand because | had lived it. After
being in the psychiatric hospital at least 13
times during my college career, | graduat-
ed, gone to Columbia University to get a
master’s in education, and started my jour-
ney in recovery teaching the students that
| loved.

Yet, because | had a huge loan out from
my second degree, | couldn’t afford to go
back to school again for mental health, so |
found an aternative: Peer Specialist train-
ing. It turned out that NJ had a program
that trained people who were living in re-
covery from mental illnessto provide men-
tal health services to others. The concept
was that a person with “lived experience’
of menta illness and recovery could realy
help othersto get well.

After the training, 1 went on to work
as a peer specialist in community mental
health centers, where | worked alongside
social workers, psychiatrists, supported
employment specialists, and others help-
ing people to get well. | loved (and till
love) the work. | even “hung a shingle”
and began my own peer specialist practice,
which dtill exists (shameless plug). And
then, | got into training other mental health
professionals and peers on how to imple-
ment services that really put the client and
their recovery first (also known as Recov-
ery-Oriented, Person-Centered services),
which | till do aso.

So, why do | believe in peer services so
much? Well, first, | have seen first-hand
how we can provide people with mental ill-
ness hope. No one can show a person that
they can recover from mental illness

see Peering In on page 51

Peer Specialist, Heal Thyself: Recovery at Age 75isNot Too L ate

By Carl Alan Blumenthal, MS, MA,
NY CPS (retired)

The Dream

Scenel

Psychiatrist X: We' ve got you covered....
Psychiatrist Y: Smothered

Psychiatrists X and Y: And if you don't
perform, we'll make you permanent.

Me: Let me out of here and we'll al be
free.

Scene 2

Social Worker Z: We're cancelling the
group today.

Me: But | need to share my dream.

Scene 3

Me: My shrinks doubt me.

Peers A-W: You' re so much better now.
Me: Then how come after 60 years of ther-
apy, I’ m standing smaller.

Peers A-W: Where would our shrinks be
without us? Poorer.

On Becoming a Peer Specialist
BeforeIt's Too Late

Where would we be without labels? I'm
an old, white, straight, middle-class guy,
born and raised Jewish, now aliberal Prot-
estant Quaker. (Our sect is known for its
“honest to goodness,” but never owned
Quaker Oats.) If not for my bipolar disor-

der diagnosisin 1974, at age 22, I’d have
lived out my life in psychiatric obscurity.
While at my worst during periods of sui-
cidal depression, alternating hypomania
enabled me to bounce back, including pro-
fessionally as a community organizer, ur-
ban planner, and journalist.

But it wasn't until 1999 when | heeded
the plea of my mother, president of acom-
munity mental health center, to join the Na-
tional Alliance on Mental Iliness (NAMI
Metro NYC) and tell my story publicly of

how | had passed as “chronically normal”
for so many years. In 2002, | cashed in my
notoriety by becoming an employment
specialist for Brooklyn, New York’s Baltic
Street Mental Health Board (now “Baltic
Street Wellness Solutions’). By the time |
retired from Manhattan’s Fountain House
in 2024, at age 73, | had worked as a peer
specialist for a dozen agencies, my proud-
est stint being two yearsat NY C Well (now
the 988 suicide and crisis line) during the
pandemic.

Shooting for the Moon Medicinally and
Falling Flat on My Face Emotionally

For years | had been reducing my dos-
age of the mood-stabilizer, Depakote, with
the goal of eventually eliminating it. After
al, in old age you need al the energy you
can get. And being pre-diabetic, | was con-
cerned about metabolic syndrome asaside
effect. Cautioning against going cold tur-
key, my latest psychiatrist suggested | sub-
stitute Latuda, an anti-psychotic no less, to
reduce that risk.

Unfortunately, around Easter last year,
my hope for resurrection triggered what
felt like a crucifixion. | fell into a depres-
sion with an agitation so great that, when |
finally ran out of energy, al | could do was
lie in bed for six weeks. Even though my
wife, Susan, “force-fed” me, | lost 20 Ibs.
(down to 125). And stopping my medica-
tion didn’t help. Hard to know how much
this reaction to the new drug was com-
plicated by such “losses’ as retirement, a
sister’s death, and the completion of my
“From Here to Recovery: Confessions of a
Peer Counselor.” (The letdown after com-
pleting a manuscript can be devastating.)

Remembering what a long and tortured
process my brother's fatal anorexia had
been, | finally admitted myself to the in-
patient psych unit at Maimonides Medical
Center, where | relearned that the quickest

see Not Too Late on page 54
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The Power of Peer Support:

Walking Alongside Someone Towar ds Recovery

By Julia Lopez
Peer Recovery Specialist
On The Road to Wellness

remember the nights I'd cry, look-
ing in the mirror, not recognizing
the girl | was looking at. | wanted
and needed a way out. With so much
shame and stigma around substance use
and mental health, | did not know how to
ask for help. The process of calling detox-
es and getting certain documents felt so
hard for me to do, and scary when | was
in my active use.
| often think about what | needed most,
and it was not just receiving phone num-
bersto call. | needed guidance and connec-
tion with people who truly understood the
fear, the anxiety, the exhaustion - someone
who could walk alongside me with no
judgment. Today, as a person in recovery
and working as a peer recovery specidist, |
see how these spaces create the bridge that
feels safe, easy, and real between wanting
help and receiving it.
| started working at On the Road to Well-
ness on November 39, 2025. Since work-
ing here, | have had so many beautiful ex-
periences, but one in particular stays with
me. A member would come in, some days
feeling down and out, and other days up
and restless. He started to hint about want-

ing to get sober but also mentioned reasons
as to why he couldn’t “yet”: responsibili-
tiesto handle, needing an ID, only wanting
to do treatment out of state, and needing to
wait for the mail. These reasons were valid
but also backed by fear, something | could
see, feel, and relate to.

Certain tasks that may seem easy to
others, such as making phone calls, paper-
work, and appointments, can fedl stressful

and impossible for someone struggling
with mental health and substance disor-
ders. On The Road to Wellness was able
to financially support him in getting his
ID, and | was able to sit beside him at the
DMV to support him through the process.
He knew he didn’t have to do this aone.
He started to feel some hope. We were able
to find an open bed out of state that would
have taken him that day. Fear of the un-

known stepped in, and he did not end up
taking the bed. That is okay. We will con-
tinue to be a safe space with zero judgment
or pressure for him.

On February 19", 2026, he came in so
defeated, sad, and just tired. He began to
share that the night before was the anniver-
sary of losing hischild. He camein seeking
support and again said he wanted to go to
treatment. So, we made the calls, we got a
bed, but again fear and willingness started
to show up. These are the moments where
peer support is so powerful. | was able to
share parts of my experience, relate to how
hewasfeeling, and normalizeit. Thistime,
he did not let fear win. He needed to keep
his belongings safe, needed toiletries, and
transportation. We made a plan and sup-
ported him in every way.

Ten minutes later, he agreed to do the
phone screen. The open bed was ready. He
packed his bag, got into an Uber, and went
straight to treatment. That night, | received
a message that he had arrived safely and
had been admitted. In that moment, | was
reminded why peer support matters. What
makes the difference is having someone
willing to walk alongside a person through
the ups and downs, the phone calls, the
paperwork, and the uncertainty of what
comes next.

see The Power on page 55

Thelnvisible Adverse Childhood Experience (ACE): Parental Mental 11Iness

By Michelle D. Sherman, PhD, L P, ABPP
Board Certified Clinical Psychologist
Seeds of Hope Books

hildren rely on their parents for

so many things, such as learn-

ing how to tie your shoes, re-

spect your elders, and navigate
relationships with friends. Parents are
often the first to celebrate their kids
joys and support them with the challeng-
es of life. Parents teach and role model
through their words as well as their be-
havior, demonstrating skills on how to
manage strong emotions, get along with
others, make healthy decisions, and solve
problems.

When a parent is living with mental ill-
ness, al of these domains can be affected.
Parenting is hard to begin with...but reg-
ulating emotions, solving problems, being
attuned to and engaged with your child,
and making healthy choices can be more
difficult when managing mental illness.

Research on
Parental Mental |lIness

Parental mental illness is one of the
ACE (Adverse Childhood Experiences)
categories that has been studied for sev-
era decades. Research shows that about 1
in 5 youth lives with a parent managing a
mental illness (Swedo et al., 2024). While

the severity of the illness can vary consid-
erably, about 4 to 7% of youth live with a
parent with a serious mental illness (Cam-
po et al., 2020), including schizophrenia,
major depression, or bipolar disorder.

Many of these youth are resilient, draw-
ing upon personal and community supports.
Research has found these children can de-
velop strong empathy and compassion,
skills that can serve them well throughout
their lives (Sabellaet al., 2022).

However, research also shows that pa-

rental mental illness is a risk factor for a
variety of physical and mental health prob-
lems, difficulties with social relationships,
and academic challenges (Rasic et d.,
2014). A recent very large meta-anaysis
(Uher et al., 2023) found that about half
of children whose parents have major de-
pression or hipolar disorder will develop
some kind of mental illness at some point
in their lives. About 20% of youth whose
parent has psychosis will develop some
form of mental illness. Thus, due to both

nature and nurture, these young people are
at increased risk.

The Youth Experience
Children whose parents manage mental
illness often experience a wide range of
feelings. They may be:

» Embarrassed at their parent’s behavior
in public

e Confused why their parent doesn’t
come to their school events

* Angry that their family has to manage
this situation

» Scared that they will someday develop
amental illness themselves

» Sad at seeing their parent hurting

e Lonely when they fed invisible and
misunderstood

e Hurt when their friends make fun of
their parent

These challenging emotions can be am-
plified when kids feel like no one under-
stands their experience and they don’'t have
anyoneto talk to.

see Invisible ACE on page 41
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An Ecological Perspective on Policing and Behavioral Health

By ShaneKing, MSW, LCSW
Psychother apist/Pr of essor
Reflective Therapy LCSW, PLLC

he ecological model helps us un-

derstand how people's environ-

ments—from family systems to

institutions like policing—shape
behavioral health outcomes. Environ-
mental determinants help explain how
systemic and structural conditions con-
tribute to mental health disparities. This
article examines the ecological model’'s
capacity to account for environmental in-
fluences on mental health and discusses
its integration into the biopsychosocial
paradigm.

Integrating the
Ecological Model

The ecological framework investigates
the interactions between systems and the
development of individuals, families,
and groups within their environments. It
examines immediate contexts, such as a
person’s childhood home, alongside oth-
er influential systems that shape thoughts
and behaviors in that environment. This
model emphasizes core principles, includ-
ing the relationship between environment
and individual development, as well asthe
connection between the life course and the
biopsychosocia framework.

Rationale for the Ecological Model

The ecological model provides a schol-
arly framework for analyzing systemic op-
pression through an anti-oppressive lens,
offering context for the lived experiences of
those from marginalized communities and
for understanding human interactions with-
in environmental settings at the individual,
interpersonal, institutional, and structural
levels. It emphasizes that human lives are
shaped by lived relationships; however, the

intersection of human identity in margin-
alized communities within ingtitutional en-
vironments often reveals disparities. These
environments tend to devalue humanity,
enforce conformity, and restrict autono-
my, identity, or safety among marginalized
groups. When critical elements are miss-
ing, clinicians must intervene to deliver
services and resources that support adap-
tation. Sometimes, this involves changing
the environment, such as helping individu-
alsreturning from incarceration.

Ecologica Factorsin Policing
Behavioral Health Crises

Bangji et al. (2021) explore how dehu-
manizing stereotypes related to marginal-
ized groups influence policing behavior,
leading to aggression and discrimination.
These examples show that systemic op-
pression within the environment exists both
between people and within organizations.
The disparity in police shootings contrib-
utes to historical and generational trauma
among marginalized communities. Police
violence highlights the importance of criti-
cally evaluating law enforcement practices
in marginalized communities. Ecological
approaches support collaborative respons-
es to behavioral health crises. Programs
like Crisis Intervention Teams (CIT) fos-
ter partnerships between law enforcement,
mental health professionals, and commu-
nity groups to better address psycholog-
ical distress, aiming to reduce escalation
and improve access to care. Applying the
ecological model through an anti-oppres-
sive lens aligns with ethical principles and
highlights the importance of assessing en-
vironmental risks that influence individual
and family development.

Bio-Psycho-Socia in Behavioral Health
The bio-psycho-social model explains

see Policing on page 49

Healing, Growth, and Purpose: Becoming a Peer Specialist

By Patricia Masi
Peer Specialist

n January 14, 1980 (my birth-

ay) | sat at a drafting board at

Island Drafting and Technical

Institute in Amityville, New

York, beginning my journey as a mechan-

ical draftsperson. One thousand hours

later, | earned my certification and was

placed through the school’s employment

services at an engineering firm in Free-

port, where | worked for four years. At the

same time, | was pursuing my Associate's

Degree in Advertising Art & Design at
SUNY Farmingdale.

During my time at the Freeport firm,
| learned to draw topographical maps,
much of which supported the telecom-
munications industry. | spent countless
hours drafting roadways, learning where
to place conduit and how to develop the
plans, profiles, and details that brought
projectsto life.

As the years passed, hand drafting grad-
ually gave way to CADD. As an artist,
however, | found computer-aided design
to feel cold and impersonal. Eventually, |
transitioned away from drafting and into a
role as an Office Administrator. Over time,
my attention to detail led me to special-
ize in assembling proposals. | worked for
years under tight deadlines, coordinating
documents from architects, engineers, sur-

PatriciaMasi at an art show in Babylon, NY, with her
painting Eiffel Tower, 12" x 24", acrylic on canvas.

veyors, and subconsultants; typing, print-
ing, and learning new design programs,
priding myself on never missing a dead-
line. But that pace came at a cost.

After the birth of my son in 1988, while
balancing part-time work in an architecture
and engineering office while also working
from home, | began experiencing what |
would later understand as postpartum de-

pression, aong with panic disorder, anxi-
ety, and agoraphobia. At the time, | didn’t
yet have the language for what | was going
through. In 1990, the diagnosisfinally came,
months after | had reached a point where
even leaving my home felt impossible.

For the next 18 to 24 months, | faced
daily challenges, trying to “climb out of a
paper bag” while simultaneously “breath-

ing into one,” overwhelmed by anxiety and
relentless pressure. Difficult circumstances
at home eventually led me to seek counsel-
ing, a decision that changed the course of
my life and ultimately led to my divorce.
Throughit all, I continued working while
co-parenting my son with my ex-husband.
I completed my Associate’'s Degree in Ad-
vertising Art & Design and later took on
two additional jobs to make ends meet.
Determined to keep growing, | returned to
college and earned my Bachelor’'s Degree
in Business, Management, and Economics
at the age of 50. My son went on to build
an internationa life, studying International
Relationsin the United States, having lived
in Moscow, Russia, and eventually settling
in Paris, France, where he currently resides.
In 1998, 2006, and 2016, | faced three
separate diagnoses of early-stage breast
cancer, ultimately undergoing a double
mastectomy followed by multiple recon-
structive surgeries. During that time, |
was also illegally terminated from my job.
After five months of unemployment, | se-
cured alocal position, though at a signif-
icant pay cut. Then COVID hit, and once
again | found myself out of work. During
that period, the Department of Labor of-
fered a course to become an Addiction Re-
covery Coach, and | choseto pursueit. My
instructor encouraged me to continue my
education through the Academy of Peer

see Peer Specialist on page 40
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Continuum of Care from page 1

support communities, and assist individu-
als as they transition from structured treat-
ment back into their communities.

A recent OASAS survey found that 85
percent of providers report using peer ser-
vices, reflecting the growing recognition
that recovery-oriented systems of care ben-
efit from integrating lived experience into
service delivery.

Supporting Engagement Before
and After Treatment

Peer services also play an important role
in supporting individuals both before and
after formal treatment episodes. OASAS
guidance highlights the importance of
preadmission services that help stabilize
individuals as they begin the treatment
process. Early peer engagement can reduce
barriers to care and improve treatment ini-
tiation and retention.

Peers are increasingly deployed in set-
tings where individuals may first encoun-
ter the behavioral health system, including
emergency departments, courts, jails, pris-
ons, and harm reduction programs. In these
environments, peer professionals can help
individuals navigate complex systems and
facilitate connections to treatment and re-
covery supports.

OASAS regulations also allow outpa-
tient programs to deliver services in com-
munity settings outside the clinic, enabling
individuals to receive support in environ-
ments where they may feel more comfort-
able. Through collaboration with the New
York State Department of Health and the
Centers for Medicare & Medicaid Ser-
vices, OASAS secured federal approval for
Medicaid reimbursement of certain off-site
services — allowing both peer and clinical
supports to be delivered where people live
and work.

Peer services are a'so central to continu-
ing care, an important component of the

Adam Viera

Part 822 regulatory framework. Continu-
ing care enablesindividualsto remain con-
nected to outpatient treatment long term.
Through peer support and related services,
individuals can maintain connections to
care during periods of stress, return to use,
or major lifetransitions— recognizing that
recovery is often long-term and non-linear.

Building and Supporting
the Peer Workforce

As peer services expand across the sys-
tem, workforce development and effec-
tive supervision are critical to sustaining
their impact.

New York State has placed increasing
emphasis on strengthening peer super-
vision. The InUnity Alliance New York
Certification Board has developed a Peer
Supervision Professional  Certification
to ensure supervisors have the skills and
competencies needed to effectively sup-
port peer staff. Clear supervision structures
help maintain the integrity of the peer role

BrendaHarris-Collins

while promoting professional growth and
accountability.

Equally important is helping clinical
staff and administrators understand the dis-
tinct role of peer professionals. Peers are
not substitutes for clinicians; rather, they
provide complementary support rooted in
lived experience, empowerment, and re-
covery coaching.

OASAS continues to expand the peer
workforce by supporting training, pro-
fessional development, and leadership
opportunities. Through initiatives such
as the Addiction Professionals Scholar-
ship Program and the OASAS L eadership
Academy, the agency is investing in the
next generation of recovery professionals.
To date, OASAS has awarded more than
150 scholarships to support individuals
pursuing the Certified Recovery Peer Ad-
vocate credential.

In alignment with Governor Hochul’s
priorities, OASAS is also working to de-
velop specialized training and certification
pathways for peers supporting individuals

affected by gambling harms. Additional
initiatives are underway to expand recov-
ery support services, including peer ser-
vices, that address the unique cultural and
developmental needs of young adults.

To further strengthen the field, OASAS
and the recovery community have estab-
lished peer and peer supervisor learning
collaboratives. These collaboratives pro-
vide opportunities for shared learning,
mentorship, and systems improvement
across the state, while aso helping orga
nizations meaningfully integrate peersinto
their programs.

OASASisalso collaborating with the Of -
fice of Mental Health to convene peer pro-
fessional sworking across behavioral health
systems. A statewide conference dedicated
to peer professionalsis currently in devel-
opment and will further support knowledge
exchange and workforce growth.

Strengthening Recovery-Oriented
Systems of Care

The expansion of peer services rep-
resents an important evolution in how
addiction treatment systems support re-
covery. By integrating lived experience
alongside clinical care, programs can cre-
ate environments that are more engaging,
responsive, and person-centered.

Across New York State, peer profes-
sionas are helping individuals build hope,
strengthen resilience, and sustain recovery
over time. As OASAS continues to advance
peer integration across the behaviora
health system, the role of lived experience
remains clear: people in recovery are not
only beneficiaries of care - they are essen-
tial partnersin helping others achieveit.

Adam Mera is the Associate Commis-
sioner of Harm Reduction. Brenda Har-
ris-Collins is the Director of Recovery and
Social Needs at the New York Sate Office of
Addiction Services and Supports (OASAS).
For more information, visit oasas.ny.gov.

Supporting Recovery from page 8

disconnected from hope and opportunity.
They help people begin to see that change
is possible, even in the midst of difficult
circumstances.

Together, these peer-led services help
bridge individuals from long-term hos-
pitalization, incarceration, or crisis into
community life with dignity, support, and
connection.

The Power of
Community-Based Peer Support

Community-based peer services are es-
pecially important for people rebuilding
confidence after repeated crises, hospi-
talization, or prolonged disconnection.
In these settings, recovery is not just dis-
cussed—it is practiced. People learn to
reconnect with others, strengthen commu-
nication, set boundaries, develop coping
skills, and navigate everyday challenges
with greater confidence.

When individuals experience consistent
connection, they are more likely to stay
engaged, ask for help earlier, and sustain
progress over time. Peer services also
function as an early intervention strategy.

Welcoming spaces and trusted relation-
ships can help people recognize warning
signs and seek support before a situation
escalates. This timely support can reduce
avoidable emergency department visits
and inpatient stays while helping individ-
uals remain connected to housing, employ-
ment, education, and family responsibili-
ties (Davidson et al., 2012).

To be most effective, peer roles must be
supported with training, reflective super-
vision, and meaningful integration with
care teams. Peers should be included in
discharge planning, warm handoffs, and
community follow-up so that transitions
do not become gaps in support. When peer
services are properly integrated, people ex-
perience continuity rather than feeling as
though they must start over every timethey
encounter anew part of the system.

Why Peer Services Matter Now

Peer support should be viewed as core
behavioral hedlth infrastructure, not an
optiona add-on. It complements clinical
care, strengthens engagement, and helps
prevent crises by keeping people connect-
ed to supportive relationships and practical
recovery tools. It also advances equity by

reaching individuals who may avoid tradi-
tional settings because of stigma, past neg-
ative experiences, or cultural barriers.

Atitscore, peer support reflectsasimple
but powerful truth: people heal in connec-
tion with others. That is why peer services
are so essential to a system that seeks not
only to treat symptoms, but to support
whole-person recovery.

A Path Forward

To fully realize the impact of peer ser-
vices, we must continue investing in sus-
tainable peer roles, strong supervision, and
meaningful integration across settings. We
must also recognize that recovery-oriented
systems are strongest when lived experi-
enceis not just included, but valued.

At MHANC, our purpose is to serve as
the path to mental wellness and recovery
by transforming our community’s experi-
ence with trauma. Peer services are a criti-
cal part of that mission. When peer support
is resourced and respected, it helps people
reconnect, heal, and thrive—and strength-
ens communities by transforming how we
understand trauma, recovery, and hope.

Jeffrey McQueen, MBA, LCDC, is Ex-

ecutive Director of the Mental Health
Association of Nassau County. He can be
reached at jmcqueen@mhanc.org or 516-
489-2322, and more information is avail-
able at www.mhanc.org.
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SAFE Workplace from page 8

indicators of distress. These may include
noticeable shifts in behavior, increased
irritability, withdrawal, changes in per-
formance, conflict, or increased absences.
Thisstep isnot about diagnosing. It isabout
noticing and taking concern seriously.

A - Approach with Care. Learn how to
begin a supportive conversation in a way
that reduces defensiveness and stigma.
This includes choosing the right time and
place, using respectful language, listening
without judgment, and communicating
care rather than criticism. In practice, this
means focusing on what you have observed
and asking open, supportive questions.

F - Find Support. Identify pathways to
help that match both the workplace and the
individua’s needs. Support may include
internal resources, external options such as
EAPs or community-based services, or im-
mediate saf ety supports when warranted. A
key principle is knowing what is available
before an urgent situation occurs.

E - Engage and Encourage. Fol-
low-through matters. This step emphasiz-
€s ongoing support, encouragement, and
appropriate check-ins. It reinforces that
reaching out for help is not a one-time
event and that recovery and stability often

Jeffrey McQueen, MBA, LCDC
require more than a single conversation.
What SAFE Changesin Workplace Culture

It works because it is both practical and
relational. SAFE focuses on human con-
nection rather than rigid policy. It does not
begin with policy; it begins with people. It
helps workplaces strengthen what behav-
ioral health has long recognized as essen-
tial: connection, empathy, boundaries, and
clear pathways to support.

The World Health Organization empha-
sizes that psychologically safe workplaces

rely on supportive communication, early
recognition of distress, and clear pathways
to help - al core elements of the SAFE
model (World Health Organization, 2022).

When staff share acommon framework,
important shifts can occur. Employees
are more willing to speak up early when
something feels off. Conversations be-
come more respectful and less reactive.
Workplaces become better equipped to
connect individuals to help before prob-
lems escalate.

SAFE aso reinforces an important dis-
tinction: supportive workplaces are not
workplaces without challenges. They are
workplaces that respond to challengeswith
clarity, compassion, and responsihility.

The Role of Behavioral
Health Organizations

Behaviora health providers have a
unique opportunity to help communities
extend support beyond clinical settings.
Although workplaces are not designed to
provide treatment, they can serve as pro-
tective environments where individuals
feel seen, supported, and connected to the
help they need.

In that sense, SAFE reflects a broader
principle: mental health is not only aclin-
ical concern; it is a community concern.
Modelsthat translate behavioral health val-
uesinto everyday environments strengthen

prevention, reduce stigma, and expand ac-
cess to early support.

A Path Forward

Workplaces do not need to become clini-
cal. They need to become capable - capable
of recognizing concern, approaching peo-
ple with care, and connecting individuals
to support without shame. With shared lan-
guage, clear steps, and a culture that val-
ues dignity, organizations can move from
awareness to action and help create safer,
healthier communities for everyone.

Jeffrey McQueen, MBA, LCDC, is Ex-
ecutive Director of the Mental Health
Association of Nassau County. He can be
reached at jmcqueen@mhanc.org or 516-
489-2322, and more information is avail-
able at www.mhanc.org.
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Partnership from page 27

of practical experience delivering commu-
nity-based services. They understand what
has worked, what has not, and how to im-
plement peer services in ways that remain
faithful to core peer values.

Perhaps most importantly, their commit-
ment to peer services is deeply personal.
Peer-delivered services emerged in re-
sponse to system failures that directly af-
fected and sometimes harmed many of the
individuals who built these models. That
history continues to inform today’s peer
leaders, driving efforts to create behavioral
health systems that are more responsive,
compassionate, and recovery oriented.
At HALI, a peer-run organization serving
Long Idand for nearly four decades, we
have seen firsthand how partnering with
traditional providersstrengthensworkforce
development and improves outcomes.

Peer-run organizations can support tradi-
tional behavioral health agencies in multi-
pleways. From strengthening workforcein-
frastructure to partnering directly in service
delivery, the following strategies illustrate
practical approaches that have been used
successfully to enhance peer workforce
development and implementation fidelity.
These approaches are not exhaustive, but
they illustrate how peer-run organizations
can serve not only as service providers, but
as workforce and systems partners.

Peer Recruitment Support: Peer-run or-
ganizations can help traditional agencies
refine recruitment strategies to better at-
tract qualified peer professionals. This may
include reviewing job descriptions and
other recruiting material to ensure aign-
ment with peer role standards, strengthen-
ing onboarding practices, and advising on
outreach methods that reach appropriate
candidate pools. Because peer-run organi-
zations are often deeply connected to peer
networks and training communities, they

Jeremy Reuling, LCSW, NYCPS, CPRP

can also serve as adirect pipeline for iden-
tifying strong candidates.

Supervision Support: Agencies that lack
supervisors experienced or knowledge-
able in peer practices may benefit from
external supportive supervision. One ef-
fective model is co-supervision, in which
a supervisor from a peer-run organization
provides guidance to both the peer profes-
sional and their non-peer manager.

Meetings with managers often focus on
education regarding peer values, role defi-
nition and standards, and effective team
collaboration. Sessions with peer staff
emphasize skill development, role clarity,
self-advocacy, and strategies to prevent
“peer drift.” When needed, joint meetings
can facilitate shared problem-solving and
strengthen team alignment.

Reflective Practice for Peer Staff: Re-
flective practice, sometimes described as
group supervision, provides peer profes-
sionals with a structured space to share

experiences, process challenges, and learn
from one ancther. It functions as “peer
support for peer supporters,” helping staff
maintain role fidelity, strengthen skills,
and reduce professional isolation. Peer-run
organizations are well positioned to facil-
itate these sessions and can help agencies
build internal capacity to sustain reflective
practice over time.

Training for Non-peer Staff: A common
barrier to successful peer service imple-
mentation is lack of understanding among
non-peer team members. Targeted training
can help clarify the peer role, strengthen
collaboration, and reduce misconceptions
that undermine integration. Since peer-run
organizations have a deep and nuanced un-
derstanding of peer roles and often have
multiple staff who are experienced in train-
ing on that topic, they are well positioned
to educate staff and boards on how to
meaningfully incorporate peer profession-
alsinto multidisciplinary teams.

Partnering in Direct Services: In certain
circumstances, an organization may wish
to offer peer services but lacksthetime, re-
sources, or infrastructure to hire, train, and
supervise staff independently. In these sit-
uations, a peer-run organization can oper-
ate as a subcontractor, placing experienced
peer professionals to fill roles in the pro-
grams that need them. Under this model,
peer staff receive task supervision from the
onsite manager but continue to be paid by
and receive supportive supervision from
the peer-run organization. Clear commu-
nication between agencies is key for these
arrangements to succeed.

Program Design: As the evidence base
for peer-delivered services has continued
to grow, many behavioral health organiza-
tions have shown interest in adding them as
a service option. However, they often are
unsure where to begin or what elements are

necessary to build an effective peer service
model. Peer-run organizationsarein anide-
a position to assist in designing programs
that maintain fidelity to peer values and
practices. This may include helping to es-
tablish overall program structures, devel op-
ing policies and procedures, defining staff
roles, or planning supervisory frameworks.

Organizational Culture Development:
A critical yet often overlooked element of
successful peer service implementation is
ensuring that an organization's culture is
prepared to incorporate them. Peer-run or-
ganizations understand the nuances of what
a “peer-ready culture” looks like, includ-
ing a person-centered orientation, belief
that recovery is possible, trauma-informed
practices, and a strong commitment to staff
wellness. An agency may engage a peer-
run organization to assess its readiness by
reviewing policies, procedures, and pro-
gram materials, as well as exploring staff
attitudes and beliefs through qualitative
discussions. When organizational culture
becomes more welcoming and aligned
with peer values, the benefits extend be-
yond peer staff to the entire workforce.

While the challenges of expanding peer
services in behavioral health services are
significant, they are not insurmountable,
and the potential benefits are enormous.
When traditional behavioral health agen-
cies approach implementation with inten-
tion, care, and attention to detail, the en-
tire system of care, especialy those who
participate in services, will benefit from it.
Peer-run organizations, beyond the highly
beneficial direct services they provide, are
invaluable community partners who can
play a key role in helping traditional pro-
viders realize that vision.

Jeremy Reuling, LCSW, NYCPS, CPRP,
is Senior Director of Special Projects at
Hands Across Long Island (HALI).
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Family Peer Support from page 12

heard, it’sfuel to drive success and to drive
recovery.

Family Peer Support fosters family
driven care, bridges families with provid-
ers, and naturally supports positive suc-
cessful engagement and trust. When trust
is mutual, families feel less judged and
stigmatized. Facing her challenges, my
daughter experienced judgment - judg-
ment from her peers, her teachers, even
members of our family. As her parent, |
too faced the same judgment. The shame
was at times debilitating. Through support
from my Family Peer Advocate, the stig-
ma we experienced started to lift. Family
Peer Support provided me with valida-
tion, allowing for an empowering journey
toward my daughter’s recovery. Having
faced adversity and stigma, | have highly
regarded those that share their lived expe-
riences to support and guide those in need
which also led me to become a creden-
tialed Family Peer Advocate in support of
other parents.

The web that is the children’'s mental
health system challenges parents when
they do not need additional challenges in
life. A system designed to support emo-
tional health, well-being and provide pre-
ventative support is often accessed not for
prevention but rather when crisis strikes.
Due to the stigmathat accompanies mental
health, families do not readily seek support
services until they are in a crisis situation.
Families enter the system aready over-
whelmed and at a disadvantage for navi-
gating and understanding it. Thisisnot due
to lack of services or providers but more
so because there is no guide or handbook.
You may have case managers, therapists,
crisis support, school counselors, all work-
ing toward a shared goal of successful in-
terventions, all sharing their expertise and
guidance. For aparent, that is equivalent to
being in a room where everyone is loudly
shouting suggestions at the same time -
overwhelming, difficult to process and in-
timidating. In those moments, families can
lose their sense of self and lose their voice.

Family Peer Support enhances the chil-
dren’s mental health system in many dif-
ferent valuable ways. | have witnessed and
experienced this at varying levels, from
working with small grassroots agencies
in creating Family Support Programs to
amplifying family voice at the state level.

Amy Piroli, FPA-C

Family Peer Advocates have become part-
ners in program and service development,
aswell as development of policy and regu-
lation guidance. Services and supports de-
signed for families and children should be
driven by the very same people accessing
and utilizing them. Family Peer Support
not only creates bridges between providers
and families but also between families and
system devel opment.

Gaining momentum for its importance
in elevating family driven care, Family
Peer Support has evolved and is present
in the various tiers of the mental health
system - from community-based service
supports, in-patient treatment facilities,
residential treatment to crisis intervention.
Similar to my experience, the literature
shows that Family Peer Support Services
can be a welcome addition to traditional
mental health programs (Hoagwood et a.,
2010; National Federation for Families,
n.d.; Radigan et al., 2014). Parents and
other caregivers can benefit from connect-
ing and speaking with someone who has
been in their shoes. They are more like-
ly to feel heard, understood, and feel less
alone and judged. Through these services,
parents and caregivers can feel more em-
powered and have increased confidence in
managing challenges and participating in
services. Family Peer Advocates can also
engage parents and caregivers in parent-
ing skills, managing behaviors, and navi-
gating services. The support and services
received means that families may be more
likely to stay engaged and involved in the
services they and their child receive as it
helps to reduce barriers.

Family Peer Support Services can be

Lydia Franco, PhD, LM SW

very successful when well-designed and
thoughtfully implemented in mental health
programs. Successful implementation of
Family Peer Support Services involves:

1. Leadership and program staff learning
about Family Peer Support prior to im-
plementation;

2. Having a clear vision for how Family
Peer Support can help families as its
own service distinct from clinical work;

3. Crafting job descriptions that align
with Family Peer Advocate credential
reguirements and practice principles;

4. Communicating to existing staff the
value of Family Peer Support and how
multidisciplinary teams can work to-
gether for afamily;

5. Creating workflows that include partic-
ipation by all staff, including peers, as
equal partners;

6. Ensuring the Family Peer Advocate
receives supervision in line with peer
practices and principles (which is dif-
ferent than clinical supervision); and

7. Supporting staff in continuous profes-
sional development and networking
with other peers (Mirbahaeddin & Ch-
reim, 2022).

Thereareavariety of resourcesthat exist
in which agency and program leaders can
learn more about the implementation of
Family Peer Support, such asby connecting

with Families Together in NYS, FREDLA,
National Federation of Families, Strong
Families and Communities Training Cen-
ter, or accessing resources at PeerTAC or
CTAC. Agencies and programs can further
extend their support for families by ensur-
ing that more family voice and feedback
inform services and supports family driven
care. Family peer support does not replace
clinical treatment but instead complements
clinical care and ensures that the family is
at the center. No parent should haveto face
the children’s mental health system aone.
With the support of family peer advocates,
families gain the encouragement, knowl-
edge and confidence to advocate for their
children. Services are family driven, mak-
ing resilience and recovery possible.

Amy Piroli, FPA-C is the Director of
Peer Support Training and Lydia Franco,
PhD, LMSW is the Education and Inno-
vation Officer at NYU McSilver Institute.
To learn more about NYU McSlver, go to
https.//mcsilver.nyu.edu/. For questions,
please contact the primary author at amy.
piroli@nyu.edu.
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Brief History from page 22

most of which rely heavily on Medicaid
to sustain their operations, are subject to
other constraints that militate against the
better angels of the recovery movement.
These include but are by no means limited
to ingtitutional hierarchies; adherence to
innumerable regulatory standards; and the
sharp delineation of roles and responsibil-
ities between “peers’ and “ professionals.”
Practitioners of peer support who wish to
apply it in a manner consistent with its
theoretical, philosophical, and historical
underpinnings must proceed with caution
lest they be utterly coopted by the deeply
entrenched systems that promise merely to
“integrate” them.

Ashley Brody, MPA, CPRRP, is Chief Ex-
ecutive Officer of Search for Change, Inc..
He may be reached at (914) 428-5600

(x9228) or abrody@searchforchange.org.
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Street Medicine from page 13

potential consequences for their lives,
loved ones, and communities should not
be underestimated. Vulnerability can show
up in peer workers own recovery jour-
ney and the possibility of encountering
triggers which lead to relapse (Barker et
al. 2018). Although surveys show a will-
ingness among peer workers to have some
clinical responsibilities like administering
Narcan to reverse an opioid overdose, peer
responders reported concerns about legal
repercussions, including fears of being
charged with causing death if the naloxone
administration was unsuccessful or result-
edin harm (Wright et al. 2006). Peer work-
ers may also have a harder time establish-
ing boundaries in their work, leaving them
vulnerable to emotionally overextending
themselves (Miler et a. 2020 p. 11). Over-
all, peer workers emphasize the need to
know themselves, their limitations, and
receive proper training in order to mitigate
risk while working in such unpredictable
environments (Barker et al. 2018).

Responsibility

Because peer workersfrequently serve as
aprimary line of connection between clients
and providers, they often feel overwhelmed
managing both the formal responsibilities
they are assigned and the more messy, dan-
gerous redlities of the work that is being
done. In severd studies, this showed up
in situations where peer workers admin-
istering harm reduction supplies felt like
they had to take on larger roles than they
felt comfortable doing, such as administer-
ing naloxone as mentioned above, or even
helping physically disabled individuas
inject drugs in order to prevent them from
using more dangerous methods (Wright et
al. 2006, Dechman 2015). Although these
issues will certainly vary across organiza-
tions who may encourage different kinds
of interactions and levels of involvement in
outreach work, it is clear that peer special-
ists often fedl responsible, or are implicitly
expected, to take on responsibilities that are
not necessarily explicitly outlined in their
job description or training.

Although confident about his role and
abilities doing outreach runs, Lavaughn
also identified overwhelming responsi-
bility as a systemic issue within the peer
support field. Lavaughn identified one of
the struggles he sees in peer support as
safety: “ Safety would be my biggest con-
cern. If they want to know what peer nav-
igators need, we need a safety... handbook
training—just make sure that we're safe
because we're the ones out here in this. If
something happens, we got to deal withiit.”
While Lavaughn acknowledges that thisis
an area where he can provide expertise, it
can be difficult in the fast-paced environ-
ment of arun to provide adequate training
for students and other participants who
come from varying backgrounds. “May-
be not everyone has an instinct of how to
stay safe in this. When you grew up like
me, you learn to watch those surroundings
without even knowing that you' re doing it.
I’m accustomed to it already.”

Lavaughn identified safety behaviors
that people might not instinctually do—
such as staying together in a group, check-
ing over your shoulder, and consistently
scanning your surroundings—as knowl-
edge that cannot be easily condensed into
an online training module. Through this
observation, Lavaughn is drawing on a

Adamina Serratos

common theme throughout the challeng-
es faced by peer support workers in this
sphere: times when peer navigators feel
pressure to take on responsibilities because
of their rapport with the community being
served. In order to ensure that peer workers
are able to care for themselves, continue to
grow in their roles, and avoid the common
issues of burnout, behavioral healthcare
providers, particularly those in the realm of
homel essness and substance abuse, should
consider working with peer speciaists to
develop clarity around responsihilities, as
well as safety training.

Compensation

Peer workers have reported across sever-
al studies that they felt that their contribu-
tions were not recognized because of their
‘peer’ status (Miler et a. 2020, Charron et
al. 2018). This reflects the larger disagree-
ment around the occupational status of
peer workers, which mainly ranges from
volunteer to low-wage employee. Research
shows that more often than not, peer work-
ers face poor employment conditions, low
wages, and few benefits or opportunities
for growth (Chapman et al. 2018). Access
to resources among organizations that in-
corporate peer support in housing and sub-
stance use services such as street medicine
is certainly a limitation to fairly compen-
sating both peer and non-peer workers, and
much of the work is done on a volunteer
basis (Miler et a. 2020). However, it is
essential that organizations and providers
are sensitive to the fact that peer work can
be uniquely situated to be exploitative. In
afield which aims to respect the expertise,
autonomy, and humanity of clients and
workers alike, it is deeply concerning that
peer workers' labor is devalued in compar-
ison to non-peer workers.

Peer workers being afforded a profes-
sional role with growth opportunitiesis not
unheard of, however. Hope can befound in
Lavaughn’'s experience at ReVive, where
his supervisor ingtilled confidence in him
and encouraged him to keep moving up in
the field of social work when hiring him
for the peer worker position: “The same
thing that [my case worker] put inside of
me, [my supervisor] did the same thing.
She told me that | can go as far as | want
with this. [She told me] you are areal peo-
ple person, you know how to communicate
with people.” Lavaughn’snext goa isto go
to school and become a case worker at the
organization he works for currently, which
has received overwhelming support from
his coworkers: “They tell me | could bring

Samuel Jackson, MD

people in today...that a case worker is not
out of my range.”

Looking Forward

Miler et al. providesaframework for im-
plementing peer servicesthat largely aligns
with the challenges described thus far, in-
cluding a clear role description, transpar-
ency around compensation so peer work-
ers can make informed decisions about
their commitment, emotional support ser-
vices, career development opportunities,
workplace recognition of the value of peer
work, and workplace accommodations. It
should be acknowledged that providing the
necessary support for peer roles is heavily
resource dependent and is intertwined with
field-wide issues of overworking, stress,
and burnout. However, in order for peer
support within street medicine to contin-
ue to grow and achieve its potential as a
radical, aternative form of care for hard-
to-reach populations, it is essentia for
behavioral health professionals to reckon
with both the very real challenges and pos-
sibilities of the peer support position.

Key Takeaways

e Peer workers are uniquely positioned
to meaningfully engage with clients in
the field of street medicine, often act-
ing as apoint of trustworthy connection
between the unhoused community and
medical and social work providers.

e It is important to recognize that peer
workers are in a position of increased
vulnerability to risk, including risk of
personal setbacks, legal repercussions,
and emotional burnout.

» Peer specidists may feel implicitly ex-
pected to take on responsibilities that
are not in their job description or train-
ing, including ensuring the physical
safety of the outreach team.

» Research shows that peer work is often
devalued in comparison to non-peer
workers, with the role often being low-
wage with little opportunity for profes-
sional growth.

e In order to mitigate these challenges,
street medicine providers should work
with peer specialiststo develop morein-
depth training, clarity around responsi-
bilities, and overall craft a peer support
role which offers opportunities for fair
compensation and career devel opment.

Adamina Serratos is a fourth-year un-
dergraduate student studying Comparative
Human Development on the pre-medicine
track at the University of Chicago. She
completed an internship at ReVive Center
for Housing and Healing in the summer of
2025 and currently volunteers with ReVive
and Chicago Street Medicine.

Samuel Jackson, MD, serves asthe Clin-
ical Director of Psychiatry at Erie Fami-
ly Health and is an Assistant Professor of
Psychiatry at Rush, Loyola, and University
of Illinois Chicago. For more information,
email adaserratos@gmail.com or samuel.
wesley.jackson@gmail.com and connect
over Linkedin at www.linkedin.com/in/
adamina-serratos-2a2b09306.
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Mental Health | OPs from page 15

* Identifying community support re-
sources

» Sharing personal experience of main-
taining progress after discharge

e Encouraging proactive follow-up care

This support helps participants view re-
covery not as something that ends when
treatment ends, but as a process they can
continue in their everyday lives.

The Impact on
Empowerment and | dentity

One of the most powerful aspects of
peer support ishow it helpsindividuals see
themselves differently.

Mental health challenges can lead peo-
ple to define themselves solely by their
struggles, seeing themselves as anxious,
depressed, broken, or failing. Peers offer
a different narrative. They demonstrate
that recovery is attainable, that setbacks
can be overcome, and that growth con-
tinues over time. Seeing someone fur-
ther along in their recovery expands what
feels achievable. This shift fosters em-
powerment, giving participants a sense of
control and hope. Over time, participants
begin to internalize not only the new cop-
ing skillsbut also arenewed belief in their
own resilience.

Tasha R. Kalhorn, PsyD

A Complement
to Clinical Excellence

Family Care Center’s mental health IOP
provides structured, evidence-based care
in a small group format. Sessions are led
by experienced behaviora health profes-
sionals and are designed to provide per-
sonalized support within a welcoming and
collaborative therapeutic environment.

Program focuses on:

» Changing unhelpful thought patterns

Symptom stabilization

e Traumarecovery

* Resilience building

» Developing practical skills for long-
term recovery and wellness

Treatment approaches may include:
« Dialectical Behavior Therapy (DBT)
e Crisis stabilization strategies
¢ Symptom management
* Resilience training

Participants also receive support ad-
dressing factors that influence emotional
health, including sleep, nutrition, pain, and
substance use. Psychiatric services, along
with close collaboration with primary care
and mental health providers, strengthen
continuity and coordination of care.

This structured, team-based approach
leads to real results. Family Care Center
| OP patients have reported major improve-
ments in conditions like depression, anxi-
ety, PTSD, and suicidal thoughts. Some of
the outcomes are:

*  96% reporting reduced depression
e 82% reporting relief from anxiety
e 81% reporting fewer PTSD symptoms

In this clinically focused setting, peer

support adds real value alongside profes-
sional treatment. Clinicians handle assess-
ment, therapy, and medication manage-
ment, while peers help participants use
new skills, understand that recovery chal-
lenges are normal, and stay engaged.

Recovery is Relational

In the end, mental health recovery
and wellness are not just about reducing
symptoms. It is also about connection,
confidence, and believing that change
can last.

Peer support can make 10P more effec-
tive because it focuses on the human side
of hedling:

e “You'renot theonly one.”
e “It makes sense that thisis hard.”

e “Here's how | got through something
similar.”

When these messages are shared honest-
ly, they can be the difference between just
understanding and actually taking action,
between simply showing up and truly en-
gaging, and between coping for now and
building lasting strength.

Tasha R. Kalhorn, PsyD, is Senior Di-
rector of the Intensive Outpatient Program
(IOP) at Family Care Center. For morein-
formation, visit fccwellbeing.com.

New York State from page 10

importance is the support provided to in-
dividuals around living a life in which
they feel satisfied, connected and engaged.
While support is always available if need-
ed, many individuals connected with peer
support workers go on to enjoy recovery
and do not require alifetime of services.

Peer advocates work in every setting
our agency touches. One example is As-
sata, who was featured in an OMH Re-
covery Story last year. Assata had been
hospitalized on and off over a period of
years. But thanks in part to connections
made at Albany Community Support Cen-
ter at Capital District Psychiatric Center,
Assatawas able to thrive in the communi-
ty starting in 2018 — including becoming
a peer advocate worker herself. “The peer
advocate group was the best group. They
had me host it one day, and it was so much
fun. | didn't really expect to be a peer ad-
vocate, but it'savery good job, especially
for me because | like to talk,” Assata said
with alaugh.

Thelntensive and Sustained Engagement
Team or ‘INSET’ program is another great
example of how peers can help individuals
connect with care. These multidisciplinary
teams engage peopl e living with mental ill-
ness who have not had success with more
traditional forms of care. The program is

voluntary and provides an avenue for par-
ticipants to access community resourcesin
a non-restrictive manner. Teams are led by
certified peer specidlists, who bring special
insight into building connections within
the community. New York has four INSET
teams operating in communities around the
state, each helping about 60 individuals per
month. A fifth specializedteamon Long Is-
land is now helping people who have been
involved in the criminal justice system or
are transitioning back into the community
from prison or jail. And a sixth team was
recently awarded and is expected to begin
work in the Capital Region this summer.

Prior to engaging with INSET, one par-
ticipant spent approximately 75 percent of
the year in inpatient psychiatric settings.
Other days were spent in shelters or over-
night in the emergency department due to
alack of housing. Upon engaging this in-
dividual, INSET assisted them in finding
housing. Thanks to this support, they have
not returned to the hospital and express a
general sense of happiness.

“1 would not be dive today if not for
the incredible support of New York State's
INSET program,” another participant said.
“My peer specialist didn't expect me to
trust him right away, but he earned that
trust through his consistent and compas-
sionate support.”

A third participant added, “Being with

INSET has helped me tremendously. |
went from four hospitalizations a year to
currently none for over a year. Before IN-
SET, | couldn't maintain that type of sta-
bility. | am grateful for them. They’re my
buddies, my peers.”

Clubhouses are another model support-
ed by OMH that incorporate individuals
with lived experience into helping oth-
ers on their recovery journey. This mem-
ber-driven, evidence-based approach pro-
vides structure and support for adults so
they may address their social, educational,
and vocational needs through community
integration.

Clubhouse members express autonomy
and choice and can participate whenever
they want for as long as they want. In this
non-hierarchical environment, they work
together with staff — including many who
have lived experience — on daily opera-
tions that help promote a sense of shared
ownership and teamwork. By joining a
Clubhouse, members can take steps to
avoid hospitalizations and readmissions in
a setting where they are treated as valued
participants, not patients or clients.

Soon, even more New Yorkers will be
able to take advantage of this model. This
year, we are making $6.6 million available
to establish eight additional Clubhouses
statewide, offering social support, employ-
ment resources, and life skillstrainingin a

safe environment.

We are also growing New York’s youth
and family peer advocate workforce. Last
year, OMH awarded more than $2.7 mil-
lion to 10 community-based organizations
to identify, train, and credential individuals
with lived experience or family caregivers
for those living with mental illness or be-
havioral health issuesto become youth and
family peer advocates. These youth and
family advocates are in a unique position
to help, with experience navigating the
mental health system and the deeper empa-
thy that often comes with it.

Peer support is a crucia resource for in-
dividuals, particularly those who haven't
benefitted from traditional mental health
services for various reasons. Peer support
workers are a crucia part of most services
funded by our agency, offering non-clinical
and non-hierarchical support. We must con-
tinue to ensure the quality of this model so
individuals can rely on self-empowerment
to recover and thrive in their community.

Dr. Ann M. Sullivan is Commissioner
of the New York Sate Office of Mental
Health. OMH Chief Advocacy Officer Liz
Breier, OMH Office of Advocacy and Peer
Support Services Deputy Director Em\Was-
serman, and OMH Assistant Public Infor-
mation Director lan Pickus contributed to
this report.
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Overcoming Barriers from page 18

within multidisciplinary teams (Vandewal -
le et a., 2016). Because peer workers rely
on lived experience rather than traditional
clinical training, their expertise is some-
timesviewed aslesslegitimate within med-
icalized systems. This dynamic can limit
peers' ability to contribute meaningfully to
care planning and decision-making.

Education and leadership engagement
are essential to addressing this challenge.
When healthcare leaders and clinical staff
understand how peer support complements
clinical care, rather than replacing it, teams
aremore likely to integrate peers effective-
ly (Shepardson, 2021). Training programs
that clarify the philosophy and function of
peer roles can help shift organizational cul-
ture toward amore recovery-oriented mod-
el of care (Ibrahim et al., 2019).

Operational barriers also remain signif-
icant. Peer specialists often report unclear
job responsibilities, limited supervision,
and insufficient opportunities for profes-
sional development. Without clear role
definitions, both peers and clinical staff
may struggle to understand where peer
services begin and end within the care
continuum (Shepardson, 2021). Research
suggests that clearer role delineation im-
proves job satisfaction, strengthens team
collaboration, and reduces turnover among
peer workers (Njuguna et al., 2025).

Supervision is another critical compo-
nent of successful peer integration. Be-
cause peer specialists frequently support
individuals navigating complex and emo-
tionally challenging circumstances, access
to structured supervision and mentorship is
essential for sustaining workforce wellbe-
ing. Without adequate support structures,
peer workers may rely on informal sup-
ports outside the workplace, which can in-
crease the risk of burnout.

Funding and reimbursement mecha
nisms present additional barriers. Medic-
aid remains the largest payer of behavioral
health services in the United States and
serves as the primary funding source for
many peer support programs. Since Geor-
gia first introduced Medicaid reimburse-
ment for peer specialist services in 2001,
dozens of states and the District of Colum-
bia have implemented similar reimburse-
ment models (KFF, 2022).

While Medicaid reimbursement has
expanded access to peer services, it has
also introduced administrative challeng-
es for peer-run organizations. A national
survey of peer organizations found that
many were hesitant to pursue Medicaid
reimbursement due to concerns about ad-
ministrative burden, compliance require-
ments, and the potential tension between
recovery-oriented values and medicalized
reimbursement structures (Ostrow et a.,

Maggie G. Mortali, MPH

2023). Smaller organizations may lack the
financial infrastructure needed to manage
billing systems, audits, and performance
reporting requirements.

As behavioral health systems continue
to evolve, the integration of peer support
will remain an essential component of
building more responsive, person-cen-
tered care models. Addressing structural
barriers, such as workforce support, lead-
ership education, and sustainable financ-
ing, can help ensure that peer specialists
are positioned to contribute fully to multi-
disciplinary care teams.

Peer support is not a substitute for clin-
ical care. Rather, it represents a comple-
mentary form of expertise that strengthens
recovery outcomes and deepens engage-
ment with services. When clinicians and
peer speciaists work in partnership, be-
havioral health systems can move closer
to delivering the kind of comprehensive,
recovery-oriented care that individuals and
families deserve.

Maggie G. Mortali, MPH, is CEQO, and
Jennifer Da Slva, MPA, is Director of
Marketing and Communications at NA-
MI-NYC, helping families and individuals
with mental illness for over 40 years. To
learn more, visit naminyc.org.
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Peer Specialist from page 34

Services in order to earn my certification
asaNew York Certified Peer Specialist.

When the world began to reopen, | se-
cured a position at a local mental health
clinic on Long Island. Although | had not
yet completed my studies, my supervisor, a
physician’s assistant, supported me in fin-
ishing my coursework while working as a
Peer Bridger.

| began meeting with clients weekly and
launched a painting workshop that met
twice a week. Diagnoses were left at the

door. Week after week, clients returned,
sharing openly, supporting one another,
and creating meaningful artwork. Over
time, the group became a safe haven: a
space for connection, expression, and heal-
ing through crestivity.

When that grant ended, | transitioned
into a CORE Educator role under a new
program, helping clients in their homes
and in the community work toward their
educational and employment goals. | later
spent nearly a year doing street outreach
with the homeless with another agency.
Ultimately, | realized how much | missed

working directly with clients in a mental
health setting.

For the last nearly two years, | have
worked at another mental health clinic
on Long Island, where | see multiple cli-
ents each day and co-facilitate three art
groups, two for adults and one for chil-
dren. | have also successfully launched
two art shows, bringing pride, joy, and a
sense of accomplishment to both the clin-
ic and its participants.

My mogt difficult moments ultimately
guided me to where | belong, using my ex-
perience, strength, and hope to support my

clients each day. The path to peer support
has been long and winding, but incredibly re-
warding, allowing meto do what | truly love.

I am honored and privileged to meet
with clients sharing their most vulnerable
stories, yet, through art, we create, and
unleash, only what the power of art can
do: provide limitless opportunities to ex-
press oneself without even uttering aword.
#yougottahaveart

Patricia Masi is a Peer Secialist. To
contact the author, email patriciamasi@
gmail.com.
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Crisis Response from page 20

* Reducing response strain on other
emergency responders.

This model aigns strongly with Flori-
da's CORE vision and broader statewide
peer support initiatives, offering an effec-
tive approach for other jurisdictions seek-
ing to improve crisis outcomes in commu-
nities heavily affected by opioid use and
behavioral health emergencies.

Brooke Goodenow, MS is the Process
Improvement & Research Manager and
Haley Pegram, MS is a Grant Evaluator
at SMA Healthcare. For questions about
this article, please contact Brooke Good-
enow at bgoodenow@smahealthcare.org.
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Invisible ACE from page 33
How These Children Are Often Invisible

Sadly, all too often these children arein-
visible and fall through the cracks. There
are many reasons for this state of affairs,
including:

» Families fear of child protective ser-
vices involvement

» Familiesbeing focused on theill parent,
leaving lesstime and energy for thekids

» Lack of community supports for these
kids

* The siloed mental health care system
where adult and child providers don't
consistently collaborate

» Children sometimes pretending they're
“fine” to avoid burdening the stressed
family system

Interestingly, children whose parents
manage other issues are more recognized
and supported. A simple online search
quickly reveals inviting resources, camps,
support groups, and more for children
managing parental cancer, dementia, and
incarceration. Similarly, parental addic-
tion (a commonly overlapping issue with
other mental illnesses) has considerable
supports, including a formal organization
(National Association for Children of Ad-
diction), free support groups (Alateen),
children's programs in some treatment
centers (e.g., Hazelden's Betty Ford pro-
grams), and many excellent books and
resources. In comparison, I'm unaware
of any formal programs, groups, or orga-
nizations in the United States specifically
for youth whose parents manage mental
illness; similarly, there are relatively few
books and resources for these kids.

In addition, children of parents manag-
ing mental illness have formal legal rights
in some countries. For example, Norway
requires mental health staff to register the
children in the health record, identify the
children’s needs, educate parents, and con-
nect familieswith other services. Similarly,

MichdleD. Sherman, PhD, LP, ABPP

the United Kingdom requires certain steps
when a parent is involuntarily admitted to
an inpatient psychiatric unit. Staff must
identify the parent’s children, provide the
kids with support, and provide appropriate
referrals. Laws such as these in Norway
and the United Kingdom can be exemplars
for the United States to help identify and
support these children.

A New Resource for Teens

In collaboration with my mother, an ad-
vocate and teacher, we have been work-
ing to raise awareness of these youth for
20 years, and are passionate about making
them “visible” in our country. One compo-
nent of our work is writing books for fam-
ilies, and we recently released the second
edition of our interactive book for teens:
“I'm not alone: A teen’s guide to living
with a parent who has a mental illness or
history of trauma’ (2024, Seeds of Hope
Books). Focusing specifically on parental
depression, bipolar disorder, schizophre-
nia, and post-traumatic stress disorder
(PTSD), it provides essentia information,
skills for effective coping, and empower-
ing messages from teens who have “been
there.” Throughout the book, readers re-
flect on their feelings and consider scenari-
os that may resonate with their experience.
It'sapractical, hopeful book that strivesto

connect with readers so they feel informed,
empowered, and not alone. Sample chap-
ters and many free online resources are
available on our website: www.seedsofho-
pebooks.com.

What Can We Do to SEE These Youth?

First, we need to recognize these young
people, in our schools, healthcare settings,
community activities, and neighborhoods.
Remember, there are about 18 million kids
navigating parental mental illness in our
country. As noted above, there are many
reasons these children and families may
not choose to disclose the precise nature
of what's going on, but you might sense
they’re struggling. Simply invite the child
to join your family for an outing, or offer
to drop off ameal. Sometimesit’s just the
little things that can make a big difference.

Secondly, we need to create resources
for youth-serving professionals. The sci-
ence of prevention identifies skillsthat can
be helpful for building resilience in chil-
dren. Connecting kids with other support-
ive adults and youth, encouraging regular
exercise and healthy eating, recommend-
ing kids avoid substances and excessive
social media use, and ingtilling hope can
be extremely valuable approaches.

Third, it's imperative for mental health
providers who work with adult clients to
routinely, respectfully, and directly ask
about their experience as parents and how
their children are doing. Appreciating the
potential for embarrassment and fear of
being seen as an ineffective parent, it's es-
sentia to take a strengths-based, affirming
approach. Validate that parenting is hard,
and explore how you might be able to help
them as a parent and support their children.
Learn who in your community has exper-
tise in supporting kids managing parental
mental illness, and collaborate in serving
the entire family.

Michelle D. Sherman, PhD, LP, ABPP,
is a board-certified clinical psychologist
in Minnesota who has dedicated her ca-
reer to supporting families of adults living
with a mental illness or trauma history.
She is a Fellow of American Psychologi-
cal Association’s Society for Couple and

Family Psychology, and was named their
Family Psychologist of the Year in 2022.
She is the Editor in Chief of the journal,
Couple and Family Psychology: Research
and Practice. She worked for 17 yearsin
the VA system and as a Professor at the
University of Minnesota and Oklahoma
medical schools. She has published over
75 articles in peer-reviewed journals,
and over 100 book chapters and articles
in other sources. In her personal life, she
serves on the NAMI-MN-Ramsey County
Board and writes books (with her co-au-
thor mother) for family members who
love someone living with a mental illness/
PTSD. For more information, email Mi-
chelleShermanPhD @gmail.com and visit
www. SeedsofHopeBooks.com.
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I nstitutional Courage from page 23

related to peer support is needed for all
staff; engaging HR staff is important in
thiseffort (Byrne et al., 2022) since many
institutions rely on HR to respond to re-
ports of discrimination and workplace
conflicts. Lack of clarity around their
role can cause peers to feel stigmatized
and excluded from their workplace team
(Shaw et a., 2026). Therefore, leader-
ship must be involved in these trainings
to not only learn what policies are need-
ed to clarify peer roles, but also to show
all staff their leadership’s commitment to
helping peers succeed.

4. Add checks and balances to power
structure and diffuse highly dependent
relationships. This step will be difficult
because those in power may feel threat-
ened and become defensive at the prospect
of upsetting the status quo and their posi-
tionsin the power structure (Mental Health
Commission of Canada, 2023). Peer su-
pervisors need organizational support and
require authority to effectively do their
jobs (Gillard et al., 2024). Peer specialists
need to be included in decision-making
processes related to their work and to be a
respected part of the team with which they
work. The organization’s |eadership, board
of directors, and advisory board must in-
clude individuals with lived experience
of MI/SUD so discussions of policies and
resource allocation always include those
voices and perspectives.

5. Respond well to victim disclosures
(& create a trauma-informed reporting
policy). A common response when some-
one who has perpetrated harm in a work-
place is confronted with their actions is a
term Freyd (1997) coined called DARVO:
Deny, Attack, Reverse Victim and Offend-
er. An example of this would be if a peer
overheard colleagues speaking about the
role of peer support specialists negative-
ly and offensively and, when confronting
those colleagues with the harmful nature
of those comments, the colleagues do not
take responsibility or apologize. They then
start referring to that peer as “crazy” or
“just ajunki€” when discussing them with
colleagues as a way of diminishing the
credibility of the peer. If an organization
does not have a trauma-informed report-
ing policy (aclearly defined policy that the
peer could follow to report this experience
without the fear of being retaliated agai nst)
for thistype of situation, the peer will like-
ly suffer further harm (Harsey et al., 2017)

6. Bear witness, be accountable, apolo-
gize. This means acknowledging the harms
you (as a colleague or institution) perpe-
trate or witness, apologizing for those
harms, and transparently defining what
steps will be taken to repair those harms
and keep them from happening again.

Gretchen Grappone, LICSW

7. Cherish the whistleblowers; cherish
thetruth tellers. Thanking peers (and oth-
er colleagues) who call out harms direct-
ed at peer support specialists and shutting
down any attempts at DARV O by the per-
petrators of the harm isimportant. Reward
those who speak out.

8. Conduct scientifically sound anon-
ymous surveys. Consider including the
Ingtitutional Courage Questionnaire (IC-
Q)-Individual and 1CQ-Climate for Em-
ployees (Smidt, Adams-Clark, & Freyd,
2023) in ongoing quality assurance efforts
and allow all employees to complete them
anonymously. These short yes/no question-
naires assess how well institutions respond
to harassment of employees. Some exam-
ples. Responding adequately to the experi-
ence, if reported? Handled your case well,
if disciplinary action was requested? Not
covering up the experience? Your employ-
er created an environment where this type
of experience was safe to discuss?

9. Regularly engage in self-study. Once
an organization has decided on the best
evaluation tools, commit to implementing
them on at least an annual basis. When |
work with healthcare organizations, | en-
courage them to embed them in their qual-
ity improvement process.

10. Betransparent about data and policy.
This requires leadership to share the out-
comes from anonymous staff surveys and
other quality assurance measures. Share
these outcomes with staff, service recipi-
ents, and the community.

11. Use the organization to address the
societal problem. Examples of this step
can be found in the current Office of Ad-
diction Services and Supports (OASAS)
Strategic Plan Objective: Goal 4: Reduce
racism and stigma surrounding addic-
tion, and the Office of Mental Health's

(OMH, 2024) funding of projects that
specifically work to address intersection-
al stigmatization.

12. Commit ongoing resources to 1-11.
Commit organizational resources to al
previous steps. Fund trainings, devote staff
time, and consider linking promotions and
departmental funding to staff who perform
well on outcome measures related to the
Seps of Institutional Courage.

Wall et a. (2022) include this quote in
their research on experiences and challeng-
es of peer support workers: “Courage was
considered an important personal quality
for building genuine relationships. The
peer supporters described it took courage
to be present and harbor the patients' narra-
tives, and never to abdicate from standing
up for the patients' perspective.” | encour-
age ingtitutions who employ peersto honor
that courage by committing to the difficult
task of implementing the Seps of Ingtitu-
tional Courage in their workplace.

Gretchen Grappone (she/her), LICSW,
isa New York City—based training consul-
tant. She writes from the perspective of a
gay, cis, white woman, with lived experi-
ence of mental illness. She can be reached
at grappone@ggrappone.org.
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Leadership Style from page 24

in aclear, respectful, and open way estab-
lish aclimate of trust and respect. Employ-
ees are appreciated and informed, they
trust the leader more, and they establish a
culture that trusts others. Communicating
clearly and consistently about expecta-
tions, changes, challenges, and success-
es helps employees understand the way
things are done. Lack of communication
or poor communication by a leader cre-
ates confusion, mistrust, conflict, and poor
morale. For instance, in a human service
organization where employees need to
establish trusting relationships with cli-
ents to achieve results, leaders who do
not communicate clearly and consistently
establish a culture of mistrust and suspi-
cion. Employees feel disconnected and
unsupported. Communication does not in-
volve only the message conveyed but also
the manner and tone. For example, is the
communication method participative or
authoritative? |Is the attitude encouraging
and supportive, dictatorial or punitive?
The way a leader communicates influenc-
es the way employees feel about them-
selves and their organization. It influences
whether employees feel connected to the
organization.

Decision-Making and Priorities
as Cultural Drivers

What leaders value and prioritize greatly
influences an organization’s culture. What
a leader decides to reward or not estab-
lishes the priorities of an organization. For
example, if a leader consistently rewards
teamwork and joint effort but ignores in-
dividual contributions, a culture which
values teamwork and joint effort will be
established. If aleader consistently focus-
es on speed and output while ignoring the
need for planning and process, a culture
that favors speed and output over planning
and process will be established. The way a
leader makes decisions also influences the
culture. For example, leaders who consis-
tently make participative decisions estab-
lish a culture of participation and involve-
ment. Employees feel empowered and
valued. Leaders who consistently make
autocratic decisions establish a culture of
control and mistrust. Employees fedl dis-
connected and unsupported.

People, Practices, and Cultural Support

People-related practices - such as hiring,
promotion, reward, and recognition - influ-
ence an organization's culture (Acheam-
pong, 2025). Leaders who establish hiring
practices that ensure people who share the
organization's values are hired create a
culture that supports those values. Lead-
ers who promote people not only based on
what they know and can do, but also on
how they do it, establish a culture that sup-
ports the values of the organization. Lead-
ers who reward and recognize employees
who consistently act in line with the orga-
nization's values establish a culture that
supports those values. For example, if an
organization’s values are respect for cli-
ents, respect for each other, and teamwork,
and a leader rewards employees who con-
sistently demonstrate those values, a cul-
ture that supports them will be established.
On the other hand, if aleader ignores poor
behavior and rewards results no matter
how they are achieved, a culture that ig-
nores values will be established.

|saac Mawuko Adusu, DHA, MSNPM

Emotional Intelligence
and Its Cultural Effect

A leader’s emotional intelligence strong-
ly influences an organization’s culture
(Mishra et a., 2024). Leaders with high
emotional intelligence foster cultures that
promote psychological safety, trust, and
equity. Employees feel safe to take risks,
they feel trusted to make decisions, and
they feel the organization is fair and just.
Leaders with high emotiona intelligence
are aware of their own emotions and those
of others and consistently act in ways that
support the health of everyone. They es-
tablish a climate of trust and respect. For
example, a leader who consistently pro-
videstimely, honest feedback establishes a
climate of trust and respect. A leader who
consistently reacts badly when an employ-
ee makes a mistake establishes a culture of
mistrust and suspicion.

L eadership and Culture Change

Culture change is perhaps the most dif-
ficult thing leaders can do (Muls et d.,
2015, pp. 633-638). Many leaders fail
to change their organizations cultures
because it is a long-term process that de-
mands sustained effort and commitment.
Many leaders lack the patience and per-
sistence to see the process through. Fur-
thermore, many leaders do not model
the way, thereby failing to gain trust and
confidence with employees. Leaders who
consistently model the way establish a
culture that trusts and has confidence in
them. When such |leaders establish a new
way of doing things, employees are more
likely to follow. Employees trust the pro-
cess and the leader and consistently sup-
port it. When a leader consistently and
persistently communicates a new vision
and way of doing things and models that
way, employees begin to see a different
way and establish a new one. Employees
begin to consistently support the new way
because they trust and have confidence in
the leader and the process. For example,
when leaders consistently communicate
the need for employees to support each
other consistently and persistently to es-
tablish a new service, employees begin
to see that the way to establish the new
service is to support each other in the
same way. Employees begin to establish
a culture of teamwork and cooperation to
establish a new service. When employees
consistently support each other in estab-
lishing new services, a culture of cooper-
ation and teamwork is fostered.

Leadership Style and Inclusion,
Diversity, and Equity

A leader’s leadership style strongly af-
fects whether an organization supports and
promotes inclusion, diversity, and equity
(Tsai, 2024). When a leader consistently
models inclusion and honors diversity, a
culture that supports inclusion, diversi-
ty, and equity is established. Employees
feel included, valued, and supported to
contribute. When a leader consistently
ignores diversity, equity, and inclusion, a
culture that does the same is established.
Employees do not feel included, valued,
or supported in contributing. For exam-
ple, when aleader consistently makes sure
that all employees’ voices are heard, val-
ues variety of thought and approach, and
consistently challenges discrimination and
inequity, a culture that supports inclusion,
diversity, and equity is established. When
a leader consistently ignores employees
voices, variety of thoughts and approach,
and discrimination and inequity, a culture
that ignores inclusion, diversity, and equi-
ty is established.

Long-Term Corporate
Impact of Leadership

The long-term impact of leadership on
an organization’s success is perhaps the
most important influence leaders have
(Zakliki & Christodoulou, 1996, pp. 30-
47). An organization's successislong-term
because it is consistently influenced by
how things are done. The way things are
done consistently influences whether an
organization consistently establishes and
supports a positive, productive, and per-
formance-oriented culture. When leaders
consistently establish and support a posi-
tive, productive, and performance-oriented
culture, employees are consistently posi-
tive, productive, and performance-orient-
ed. The culture consistently attracts and
retains talented employees who consis-
tently support a positive, productive, and
performance-oriented culture. Employees
consistently support innovation, risk-tak-
ing, inclusion, diversity, and equity. Em-
ployees consistently support and establish
quality and distinction and consistently
strive to improve and excel. Employees
consistently feel positive about what they
do and how they do it and consistently feel
that what they do is important and makes
a difference. Employees consistently feel
that they matter and are valued, and that
they can consistently contribute to the best
of their ability.

Conclusion

In conclusion, leadership style strong-
ly influences an organization’s culture. It
influences the way employees consistent-
ly feel about what they do and how they
do it. It influences whether the organiza-
tion consistently achieves positive results
and makes a difference in clients' lives or
consistently achieves negative results and
does not. It influences whether the orga-
nization consistently flourishes and pros-
pers or consistently does not. L eaders who
consistently model the way and establish a
positive, productive, and performance-ori-
ented culture consistently achieve pos-
itive results and make a difference in the
lives of clients. Leaders who consistently
do not model the way and consistently do
not establish a positive, productive, and
performance-oriented culture consistently

achieve negative results and do not make
a difference in the lives of clients. Lead-
erseither consistently flourish and prosper,
or consistently do not, depending on how
they consistently influence their organiza-
tion’s culture.

Dr. Isaac Mawuko Adusu, DHA, MSN-
PM is a Palicy Advocate, Assistant Vice
President of Adult Services at Seven Hills
Foundation, Rhode Island and an inter-
nationally recognized nonprofit leader in
intellectual and developmental disabilities
(IDD) and behavioral health, specializing
in workforce transformation, communi-
ty-based care, and organizational inno-
vation. He can be contacted at |Adusu@
sevenhills.org or ikemawuk@gmail.com.
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Consumer Experience from page 25

and motivation shifts.

In our survey, providers acknowledged
that between-visit engagement is difficult
to monitor. Consumers expressed interest
in tools that would alow them to check
in, track goals, communicate securely, and
access recovery resources without waiting
for the next appointment.

Thisisnot arequest for automation. Itis
arequest for connection.

Peer services illustrate this dynamic
clearly. Individuals with lived experience
often provide crucia support during tran-
sitions—after hospitalization, during ear-
ly recovery from substance use, or when
navigating new diagnoses. But from the
consumer’s standpoint, peer support is not
a separate programmatic silo. It is part of a
broader recovery ecosystem.

Digital platforms that fail to integrate
these elements into one cohesive experi-
ence risk reinforcing fragmentation.

Reframing Digital
Engagement as Partnership

If we begin with the consumer experi-
ence rather than organizational workflows,
adifferent design philosophy emerges.

Instead of static portals, behavioral
health systems can envision collaborative
consumer engagement hubs—integrated
digital environments that support:

* Recovery-aligned onboarding that in-
troduces services clearly and reduces
information overload

e Secure, two-way communication with
members of the care team

» Structured mood check-ins and goal
tracking that reinforce progress

» Embedded safety planning and harm
reduction tools

e Accessto peer supports and lived expe-
rience guidance

» Navigation assistancefor housing, food,
transportation, and other socia needs

This model shifts digital engagement
from passive accessto active collaboration.

Importantly, such platforms must reflect
recovery-oriented principles articulated by
the Substance Abuse and Mental Health
Services Administration (SAMHSA), in-
cluding person-centeredness, empower-
ment, and strengths-based care. Consum-
ers consistently report that feeling heard
and understood matters as much as the
clinical intervention itself.

When digital systems reinforce these
principles, they extend the therapeutic a-
liance rather than merely documenting it.

The Role of Peer Services
Within a Consumer-Centered
|Engagement Hub

In a consumer-centered digital ecosys
tem, peer services become more accessible
and visible—not as add-ons, but as inte-
grated supports.

JorgeR. Petit, MD
For example:

* A consumer completing adigital check-
in that indicates increased anxiety or
relapse risk could receive an outreach
message from a peer specialist.

* Onboarding materials could include a
brief introduction to peer services, de-
mystifying the role early in the journey.

* Recovery milestones tracked digitally
could be reinforced by peer encourage-
ment.

» Post-hospital follow-up could include
coordinated outreach that blends clini-
cal and peer engagement.

Research on peer support has demon-
strated improvements in hope, empower-
ment, and engagement among individuals
with serious mental illness and substance
use disorders (Chinman et al., 2014; Sol-
omon, 2004).1 However, operational barri-
ers—including documentation workflows
and siloed communication systems—can
limit the scalability of peer services.

When digital infrastructure integrates
peer communication within the broader
care team workflow, it enhances coordi-
nation while preserving role clarity. From
the consumer’s perspective, the experience
feels cohesive rather than segmented.

Measuring Engagement Meaningfully

As CCBHC expansion continues na-
tionally and value-based payment models
evolve, organizations face increasing ex-
pectations to demonstrate measurable out-
comes, such as follow-up after hospitaliza-
tion, retention in substance use treatment,
and crisis response effectiveness.

Traditional engagement metrics—ap-
pointment attendance, portal logins—cap-
ture only part of the picture.

A consumer-centered engagement hub
offers the opportunity to measure more nu-
anced indicators:

e Completion ratesfor digital onboarding

» Response patterns to structured check-
ins

* Engagement frequency during the first
30 days of treatment

Matt Kudish, LM SW, MPA
» Utilization of safety planning tools

* Interaction with peer services within
digital workflows

Such data can inform early identification
of disengagement risk, allowing proactive
outreach rather than reactive response.

Crucially, these metrics should serveim-
provement, not surveillance. Transparency
with consumers about how data is used is
essential to maintaining trust.

Equity and Accessibility

Digital innovation must also address
disparities in access and usability. Survey
respondents noted differences in digital
literacy, language accessibility, and device
availability.

A next-generation consumer engage-
ment strategy must therefore include:

* Mobile-first design
* Multilingual interfaces
e Clear, plain-language communication

e Accommodation for varying literacy
levels

»  Optional hybrid modelsthat blend digi-
tal and in-person support

Peer services are particularly valuable in
bridging digital divides. Individuals with
lived experience can guide consumers in
navigating platforms, troubleshooting barri-
ers, and integrating tools into everyday life.

Technology alone does not solve ineg-
uity, but thoughtfully designed digital in-
frastructure can reduce friction and expand
accesswhen paired with relational support.

Moving Beyond the Traditional Portal

Across the behavioral hedlth field, or-
ganizations are recognizing that legacy
patient portals are insufficient for the com-
plexity of recovery journeys. In response,
some behavioral health technology leaders
are developing next-generation consumer
engagement hubs within their electronic
health record ecosystems.

These platforms aim to integrate com-
munication, structured engagement tools,
peer support options, safety planning, and

measurable analytics into a unified digital
experience. Rather than layering features
onto outdated systems, the goal isto design
around how consumers move through care.

Such efforts reflect a broader shift from
transactional access toward recovery-cen-
tered partnership.

Conclusion; Designing for
the Recovery Experience

Behavioral health systems have invested
heavily in expanding services. The next in-
vestment must be in experience.

Our survey findings underscore that con-
sumers want more than appointments and
reminders. They want clarity during intake,
connection between visits, accessible peer
support, and tools that reinforce recovery
goasin real time.

A consumer-centered engagement hub—
integrated within clinical workflows and
oriented around lived experience—offers a
pathway toward that vision. By embedding
peer serviceswithin abroader collaborative
digital environment, organizations can en-
hance continuity, strengthen retention, and
align technology with recovery principles.

Ultimately, digital transformation in be-
havioral health should not be about sophis-
tication. It should be about support.

When technology reflects the realities of
the recovery journey—its nonlinear prog-
ress, its vulnerable transitions, its need for
human connection—it becomes more than
infrastructure. It becomes a bridge between
visits, between people, and between access
and engagement.

Jorge R. Petit, MD, is a Behavioral
Healthcare Leader, Author, and Found-
er/CEO of Quality Healthcare Solutions,
LLC. Dr. Petit is the Chief Clinical Advi-
sor at Cantata Health Solutions, a lead-
ing provider of technology solutions for
behavioral health and human services,
providing strategic clinical guidance on
behavioral health integration, and tech-
nology-enabled care delivery. Dr. Petit is
also a long-time Board Member and past
Chair of Mental Health News Education,
the publisher of Autism Spectrum News
and Behavioral Health News. For more
information, visit his website: www.drjpe-
tit.org, blog: Behavioral Health: Matters,
Linkedin: Dr. Jorge Petit, MD, or Sub-
stack: drjrpetit.substack.com.

Matt Kudish, LMSW, MPA, isa behavior-
al health consultant, advocate, and Found-
er of We Better Work LLC. He serves as a
consumer advocacy consultant at Cantata
Health Solutions, where he provides stra-
tegic guidance on consumer engagement,
digital health design, and peer-informed
technology development. Matt previously
served as CEO of NAMI-NYC, where he
led the organization through a period of
significant growth and systems-level advo-
cacy. For more information, visit WeBetter.
Work or Linkedin: Matt Kudish..
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Addiction Recovery from page 25
Why Peer Networks Work

Clinical care provides stabilization, skill
development, and individualized treatment
planning. Peer connection offers some-
thing distinct: lived-experience credibility,
belonging, and relational accountability
that does not feel like surveillance.

Rocheleau recalls a moment that illus-
trates this dynamic. A resident who did not
want to engage or speak one day was later
found in the gym with peers. When asked
what had changed, the resident replied,
“They just got me up, so | did.”

The moment reflects a core tenet of peer
support: social reinforcement grounded in
shared experience rather than instruction
or oversight.

A growing body of evidence and clini-
cal experience suggests that peer support
in addiction treatment is associated with
improved engagement and recovery-relat-
ed outcomes, while also acknowledging
variability in program design and imple-
mentation. This balanced view matters. It
positions peer services as a serious conti-
nuity strategy without overstating certainty
or replacing clinical care.

Addiction and menta health conditions
are deeply isolating. “That's why so much
treatment happens in groups,” Rojas ex-
plains. “People need to know they are not
alone.”

Alumni engagement builds on that foun-
dation by extending connection beyond
discharge, helping individuals remain an-
chored to a recovery-oriented community
when formal structure decreases.

Alumni Engagement as
Structured Continuity

Alumni programming occupiesthe space
between formal treatment and indepen-
dence. When done well, it offers structure
without pressure, an open pathway back to
support and a consistent way to stay con-
nected.

Current alumni engagement efforts de-

Taylor Rocheleau

scribed by Rocheleau include quarterly
alumni gatherings, recurring check-in op-
portunities, and resource navigation when
outpatient care is not feasible. Alumni are
also connected to broader sober commu-
nities, including activity-based recovery
organizations that emphasize community
connection as a protective factor against
isolation.

Rocheleau aso frames recovery as a
progression from sobriety to recovery to
healing, where purpose and connection
help sustain momentum beyond initial sta-
bilization.

From a clinical standpoint, alumni en-
gagement is not designed to replace ther-
apy or medication management when
indicated. Its role is to extend continuity,
reinforce recovery capital, and create ear-
lier opportunities to re-engage with care if
needed.

Addressing Gaps When
Outpatient Isn’t Possible

A persistent chalenge in behavioral
health is that clinically recommended next
steps are not always realistic. When outpa-
tient careis unavailable or inaccessible, the
guestion becomes how to reduce risk while
respecting autonomy and dignity.

TammieRojas, MS, LPC

In these situations, alumni engagement
can function as a protective layer. It does
not serve as crisis care. It does not sub-
stitute for clinical intervention. But it can
keep aline of connection intact, especial-
ly when the alternative is a sudden drop
from intensive structure to unstructured
daily life.

Importantly, this framing avoids posi-
tioning relapse as inevitable. Instead, it
emphasizes vulnerability, connection, and
early support as strengths rather than signs
of failure.

Boundaries and Sustainability

As peer services expand, their credibil-
ity depends on clear boundaries. Peer and
alumni roles derive strength from lived
experience and consistent outreach, while
clinical teams remain responsible for as-
sessment, treatment planning, and risk
management.

Peer support can be beneficial, but it can
also become counterproductive if boundar-
ies blur. Co-dependence, emotional overex-
tension, or disengagement from one’'s own
recovery due to relationships with peers
can undermine sustainability. A clear role
definition protects both clients and staff.

As Rojas explains, “Clinicians give pa-

tients the tools to make decisions during
critical periods of their lives. Peer sup-
port provides community, but profession-
al guidance remains essential, especially
when someone is struggling with depres-
sion, anxiety, or functional impairment.”

Like any program, peer and aum-
ni engagement presents implementation
challenges, including staffing, training,
burnout risk, and funding sustainability.
Programs that succeed tend to evolve by
learning what does not work and refining
structures accordingly.

Where Peer and Alumni
Services Are Headed

Looking ahead, alumni engagement is
likely to become more distributed and in-
tentional, less tied to a single campus and
more embedded in community life. Emerg-
ing models include alumni-led meetups,
candid panelswhere current clients can ask
questions, short skill-refresh retreats, and
hybrid in-person and virtual options.

At a system level, the field continues
to examine funding models, training stan-
dards, and credentialing frameworks that
support sustainable peer services without
diluting their core value.

Peer and alumni engagement are not
replacements for evidence-based clinical
care; they are extensions of it. Peer support
offers ways to carry connection, account-
ability, and recovery identity into daily life
after discharge.

As behavioral health systems continue
to evolve toward long-term recovery eco-
systems, the most important question may
not be what happens during treatment, but
what happens next and who stays connect-
ed. Sustaining human connection beyond
discharge may be one of the most underuti-
lized advantagesin behaviora health care.

Taylor Rocheleau is Continuum Care
Coordinator and Tammie Rojas, MS, LPC,
is Clinical Director of Residential Services
at Enterhealth. For more information, call
(888) 395-9642, email info@enterhealth.
comor visit www.enterhealth.com.

City Voices from page 26

CompanionConnections (originally called
The Friendship Squad) a one-to-one com-
panionship program for people experienc-
ing loneliness and isolation. The need for
this kind of connection is profound. Ac-
cording tothe U.S. Surgeon General’s 2023
advisory, the United States is facing an
epidemic of loneliness and social discon-
nection, with significant consequences for
both physical and mental health. For people
in mental health recovery, the impact can
be even more acute. Many individuals face
stigma, fractured support networks, or long
periods of isolation that make it difficult to
rebuild community. Companion Connec-
tions participants commit to connecting at
least once aweek — by phone, text, or dis-
tance technology — for six months. Over
the past four years, we have watched many
of these companionships grow into lasting
relationships that continue well beyond the
program’s formal structure. Although our
focus is on people in mental health recov-
ery, we do not turn away others who may
benefit — including seniors who are often
deeply affected by isolation. The online
component of Companion Connections
has also allowed City Voices to extend its

Dan Frey

reach beyond New York City. More than
120 people have participated in Compan-
ion Connections so far.

Concurrently with the development of
the above services, in 2023 City Voices
officially became a non-profit organi-
zation with a board (with professor and
mental health advocate Philip Yanos join-

Philip Yanos, PhD

ing on as recording secretary), allowing it
to fundraise, support part-time staff, and
apply for grant support. A recent grant
from the Dammann Fund, will alow for
the expansion of the Companion Connec-
tions program.

City Voices has changed dramatical-
ly since Ken Steele first stapled togeth-

er those early pages, but the heart of the
work remains the same: people with lived
experience of mental health conditions
supporting one another through shared
experience, creativity, and connection.
Peer-run organizations like ours may be
small and non-traditional, but they can
have a meaningful impact on the lives
of individuals who often fall through the
cracks of larger systems.

City Voices demonstrates what is pos-
sible when people with lived experience
come together to build something for their
own community and shows that peer-run
initiatives can comein all shapesand sizes.
Peer-run initiatives are uniquely positioned
to foster trust, reduce isolation, and create
spaces where people feel seen and valued.
City Voicesisjust one example of what can
grow from that foundation.

Dan Frey, President of City \Wices, can
be reached at 929-884-3564 or by email at
cityvoices1995@gmail.com. Philip Yanos,
PhD, Secretary of City Voices and faculty
member at John Jay College of Criminal
Justice, CUNY, can be reached at 212-484-
1320 or by email at pyanos@jjay.cuny.edul.
For more information about City \oices,
visit cityvoicesonline.org.
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CARE Court from page 29

their preferences. By advocating for her,
we collaborated with the medical team to
take a different approach, and that adjust-
ment led to her remaining in treatment.”

LA County was one of thefirst counties
toimplement CARE, and now itislivein
all 58 California counties. First respond-
ers, behavioral health clinicians—in-
cluding nurse practitioners and physician
assistants—community outreach teams,
or family members can initiate CARE
Court petitions. Once the court accepts
a petition, the county behavioral health
agency department assumes responsibil-
ity for the case.

While CARE continues to grow to scale
across the state, the LA County program
has grown dramatically. As of March 1,
2026, this program filed 850 petitions, re-
ceived 272 referrals, 183 Public Guardian
requests for stepdown from conservator-
ship to CARE, and 826 orders from the
Mental Health Court.

Monthly petitions continue to increase
in 2026, and LA County’s plan is to

Linda Boyd

maintain this momentum in keeping with
state goals. Staff recruitment and reten-
tion have been key to providing both the
increase in petitions as well as providing
the intensive field-based services geared
toward assisting clients in achieving their

Nilsa Gallardo

recovery. This growth underscores LA
County’s strong uptake of CARE services
as the program continues to gain aware-
ness, and our work to build a strong per-
son-centered, peer-forward approach will
provide a strong foundation to receive this

increased engagement.

Embedding peers a the outset and
throughout CARE has changed our ap-
proach from one building toward treatment
compliance, to one that prioritizes treat-
ment engagement. For complex, high-acu-
ity populations, that's not a small shift in
the dynamics of systems of care. It'strans-
formative. And peers have been key to
making that happen.

“Trust is a big dea with clients,” said
Williams. “It's more than what you say or
share, it's how you carry yourself. | know
they’re thinking about how | make them
feel safe, am | consistent, will | call if I'm
going to be late. | think | care about trust
with clients more than anything.”

To learn about the CARE Act and how it
works, visit www.care-act.org.

Linda Boyd and Nilsa Gallardo are
Mental Health Clinical Program Manag-
erslll, Los Angeles County Department of
Mental Health CARE Program. To contact
the authors, email Linda Boyd at |boyd@
dmh.lacounty.gov and Nilsa Gallardo at
ngallardo@dmh.lacounty.gov.

Peer Supervision from page 24

many years, began to deteriorate after his
housing became insecure. This began, for
him, a spiral in functioning resulting in
his becoming homeless and eventualy re-
lapsed with substances. At around the same
time, other outreach peers began to exhibit
concerning behavior around functioning
and their own increased substance use.

While research supports the efficacy of
peer services, (Bassuk, et al., 2016), there
is no denying the vulnerability that work-
ing with one’s own issues may bring to
an individual. To provide support to the
agency's peers, a Peer Supervision and
Support Work Group was established. It
was co-chaired by a mental health pro-
fessional and a Certified Peer Recovery
Advocate. The goal of supporting peers
was expanded to vocational support after
it was noted that outreach peers may be
put in a bind in which they are fearful of
losing a stream of income when that in-
come is contingent on their connections
with people using substances. This could
potentially have the iatrogenic effect of
concretizing an outreach peer’s presence
with “people, places, and things” that are
potentially harmful for them. In addition,
trained peers, who (often) arein substance
use recovery, are still exposed to harm re-
duction practices that could be triggering
(such as clean syringe distribution). The
committee developed a protocol that in-
cluded the following:

Enhanced Orientation at Hire - De-
signed to normalize problems that might
arise in the course of their work.

Life Skills Group - Designed to help sup-
port healthy living and wellness skills that
may have not been learned during their pe-
riod of substance use or psychiatric illness.

Vocational Enhancement Group - De-
signed to teach soft skills (such as conflict
resolution, “managing up” and understand-
ing on€e's professional role).

Enhanced Orientation

The first recommendation of the work-
group is an Enhanced Peer Orientation
upon hire. This peer directed and led ori-
entation is designed to clarify (in writing)
what the specific goals and tasks are for
each person as they begin their role in the
agency, introduce the topic of managing
work related triggers, identifying supports
both inside and outside the agency to deal
with difficult periods at work, understand-
ing that supervision is for vocational sup-
port and growth, and understanding our/
their role as agency representatives. In
addition, the Enhanced Orientation would
include a quarterly check-in with peers to
assess if there are aspects of the work that
causethem distress and if they have current
supports. Outreach peers would be asked
about current use of substances (respond-
ing to this inquiry would be completely
voluntary, as it is understood in this role,
at a harm reduction program, that their use
of substances remains their choice). It was
agreed by theworkgroup that increased use
of substances (and therefore health risks)
could be an iatrogenic problem of partici-
pating in the Outreach Peer program while
continuing to use drugs.

Life Skills Group

The second recommendation is to
provide a Life Skills Group. It has been
noted that those with significant lived
experience, around both substances and/
or mental illness, may have missed cer-
tain developmental experiences (such
as managing money, planning meals,
basics of keeping a home clean). This
group is designed to provide a support-
ive, non-judgmental space for people to
learn skills, including low-cost commu-
nity activities, healthy eating, and health-
ier coping skills. It is recommended by
the work group that group participation
come with a stipend or gift card (such as
a grocery or laundromat card) to provide
an incentive for attendance as potential

participants may not know, without at-
tending, what benefits this group could
provide for them.

Vocational Enhancement Group

The third recommendation is a Voca-
tional Enhancement Group. A possible
problem identified by the workgroup is
that peers without formal training (par-
ticularly those participating in the syringe
exchange program), might not see a path-
way for further vocational growth. The
concern is that while appreciating the op-
portunity to receive a stipend, as well as
the esteem they get from supporting the
agency’s goals, they may not experience
themselves as capable of more. Since the
syringe exchange program utilizes peers
who are currently using substances to
reach their community, this could have
the unintended consequence of prevent-
ing a peer from moving towards other
healthy activities, as doing so might result
in losing their assignment with the agen-
cy. While fully respecting all peers' right
to choose their level of involvement with
substances, the Vocational Enhancement
Group would help each person evaluate
vocational goals and possibilities. In ad-
dition, topics of the group might include
what it means to be a professional, deal-
ing with conflict at work, and utilizing
pre-existing skills (even if they are “street
skills™). It was also recommended that
group attendance be encouraged with a
small stipend or gift card for the same
reasons cited above.

By providing concrete support around
issues of competency and functioning, in
a supportive and non-stigmatizing man-
ner, the hope is that peers will experience
growth in functioning in all aspects of
their lives. Evidence has shown that peer
workers can enhance recovery and ser-
vices (Bassuk, et, a., 2016; Davidson, et
al., 2012) for those in crisis. The goa of
targeted vocational and emotional support
is to strengthen the recovery of those who
are working to make this happen.

Elaine Edelman, PhD, LCSW, CA-
SAC-Adv. (NY Sate), is Professor of Prac-
tice (Social Work and Addictions), at Kan-
sas Sate University and can be reached at
eleh@verizon.net. Michael Collins, CRPA,
RCPF, CHW, is CCBHC Vice President of
Peer Services at Interborough Develop-
mental and Consultation Center and can
be reached at mrc236gwn@gmail.com.
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Beyond Boundaries from page 26

myself in the foot — I'm just being au-
thentic and real. | consider myself armed
and truly dangerous because | have inti-
mate knowledge of both sides of the cain.
In my own public testimony, | described
this as the move from “lived experience
to lived expertise” (Skipper, 2024). That
phrase matters because it names a trans-
formation too often overlooked. Lived
experience is the raw knowledge earned
through surviving these traumatizing
systems of care. Lived expertise is what
happens when that knowledge is sharp-
ened through reflection, practice, analysis,
service, research, and leadership. It is not
simply “having astory.” It isknowing how
to use that story responsibly and strategi-
cally to support others, reshape systems,
and inform policy.

That ideaisalso reflected in my published
scholarship. In recent peer-reviewed work
on peer support and reentry, my coauthor
and | arguethat peer support is effective pre-
cisely because people with lived experience
can provide “unique and practica support”
that traditional models often miss, especially
where trauma, crimind legal involvement,
and structural barriers intersect (Skipper &
Ortiz, 2024, p. 542). That distinction matters
because the people most impacted by sys-
tem failures are often those least likely to
trust systems that have repeatedly harmed,
dismissed, or criminaized them. A peer
can enter that space differently. A peer is
often understood first as someone who has
walked a similar road and learned how to
keep going despite and also just because
(only apeer will understand this last part!).

This is especially clear in the criminal
legal system. Justice-involved individu-
als frequently return home carrying trau-
ma, disrupted care, family strain, housing
instability, untreated behavioral health
needs, and the deep shame from being
impacted. Traditional reentry structures
often expect compliance before connec-
tion. Peer support reverses that logic. It
begins with relationship and community
building. It begins with trust and mutual-
ity. It begins with the simple but radical
message: | know something about this
road, and you do not have to walk it alone.
Research on credible messengers and jus-
tice-impacted peer roles underscores this
point, showing that individuals with lived
experience of criminalization bring forms
of trust, legitimacy, and practical guid-
ance that are deeply meaningful to the
communities they serve (Urban Institute,
2022). Thisis not a soft extra or an “add-
on.” It is often the very thing that makes
engagement possible.

The same is true in crisis response and
public health. Public systems are increas-
ingly being forced to confront what peers
have known all along: health, safety, and

Helen “ Skip” Skipper, CPS, MA

recovery are deeply interconnected. Men-
tal health crises do not occur in a vacuum.
Neither do overdose, community violence,
homelessness, or the despair that grows
when people are cut off from care and con-
nection. Public health frameworks now
emphasize social determinants and struc-
tural drivers, but peers have been trand at-
ing those realities on the ground for years.
We know what it means when a person
misses an appointment because they have
no MetroCard, no child care, no safe place
to sleep, or no reason to believe anyonein
the room actually sees them or even hears
them. Peer support bridges those gaps be-
cause it trandlates both ways: it helps peo-
ple navigate systems, and it helps systems
understand the people they were supposed-
ly designed to serve.

Housing is another place where peer
support has become indispensable. Re-
covery cannot stabilize where housing is
unstable. Hope is hard to hold onto when
a person is facing eviction, shelter condi-
tions, unsafe placements, or the crushing
uncertainty of not knowing where they
will sleep tomorrow. In housing settings,
peers help reduce isolation, strengthen
problem-solving, and reinforce self-de-
termination. They do not exist to enforce
compliance. They exist to help people
build lives that can hold fast. In reentry
and supportive housing, that distinction
is crucial because too many systems till
confuse surveillance with support.

Policy and legislative advocacy may
seem further removed from traditional
peer roles, but this is exactly where peer
leadership belongs. Systems have long
been designed around people without
meaningfully including the people most
affected by them. Peers change that. Noth-
ing about us — without us! They bring
grounded lived knowledge into conver-
sations about diversion, treatment access,
Medicaid reimbursement, workforce de-
velopment, crisis services, jail policy, and
community investment. They do more
than tell persona stories. They expose

the distance between policy language and
lived reality. They ask sharper questions.
Who was this policy built for? Who doesit
leave out? What does “access’ mean if the
front door is technically open but still im-
possible to enter? It's not okay when you
open the door and let us in without giv-
ing us the supports to stay in! When peer
workers step into policy spaces, they bring
insight that is both experiential, analytical
and crucial. The hard questions are asked
and answered by their testimony. That is
lived expertise in action.

What excites me most about this mo-
ment is not simply that peer support is
expanding. It is that the peer workforce
is forcing a larger reckoning with what
counts as expertise. For too long, expertise
has been defined as something that comes
only through formal training and educa-
tion — far removed from lived struggle.
But surviving incarceration, navigating
recovery, rebuilding after crisis, advocat-
ing through systems that were not built
for you, and learning how to transform
pain into purpose also generate advanced
knowledge. That knowledge deserves rec-
ognition, compensation, infrastructure, and
|eadership pathways. My own professional
life—and the lives of so many peers| work
beside—makes the case that lived experi-
ence is not adjacent to system transforma-
tion. Itis central.

At the same time, expansion brings risk.
As peer roles become more formalized,
institutions may try to absorb peers with-
out honoring peer values. They may want
the labor without the philosophy, the op-
tics without the power shift, the relatabil-
ity without the critique. The literature is
clear that peer support is strongest when it
remains anchored in mutuality, clear role
definition, adequate support, and organiza-
tional cultures that genuinely value lived
experience rather than treating it as sym-
bolic (Repper & Carter, 2011; Solomon,
2004). Professionalization strengthens the
field through training, supervision, certifi-
cation, and sustainability. But if we profes-
sionalize the soul out of peer support, we
lose the very thing that makes it transfor-
mative and aive.

S0 yes, peer support began in behavior-
a hedth. But it didn’t stop there, and it
should never. It belongs in hospitals, jails,
courts, reentry programs, housing settings,
schools, violenceinterruption efforts, com-
munity health work, policy tables, and re-
search teams. It belongs anywhere people
are being asked to heal, rebuild, navigate
harm, or imagine a future larger than what
systems have told them is possible.

When | say, “Oh the places peer support
can go,” | am not talking about trendiness
or a basic elevation for expansion’'s sake.
| am talking about what became possible
when we finally recognized lived experi-
ence as valid, lived expertise as real, and

peer leadership as essential. If behavioral
health—and all the systems surrounding
it—are serious about recovery, justice, and
human dignity, then peers cannot remain
on the margins. Trust, we are not asking for
permission to matter. We already do!

Helen “ Skip” Skipper, CPS MA, is Ex-
ecutive Director, NYC Justice Peer Initia-
tive and Vice Chair, NYC Board of Correc-
tion. For more information, email skipper.
helen@gmail.com.
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Strengthening Services from page 27

then bring those insights back into the clin-
ical space. While this information-seeking
can sometimes stem from curiosity or even
doom scrolling, | often believe it reflects
a deeper need: the desire to feel seen, un-
derstood, and validated when those needs
arenot being fully met within their real-life
relationships.

For many individuals today, social me-
dia has become a substitute environment
for connection. When someone hears a
story that mirrors their own experience
or encounters language that finaly puts
words to what they are feeling, it can cre-
ate a sense of emotiona resonance and
safety. The nervous system often responds
to perceived understanding before it evalu-
ates credibility. In other words, people may
experience relief simply because they feel
seen; regardless of whether the informa
tionitself isclinically accurate.

| have also observed similar dynamics
within healthcare settings. Patients who
have previoudly felt dismissed or mis-
understood by providers often approach
treatment with guardedness. When some-
one with lived experience enters the care
environment, that guardedness can soften.
The interaction communicates, sometimes
without words, “You are not alone.”

As behaviorad health continues moving
toward person-centered and trauma-in-
formed care models, peer support can be
understood as a bridge between clinical sys-
tems and human experience. Thisrepresents
both a mgjor opportunity and a significant
implementation challenge. The opportunity
lies in improving engagement, trust, and
outcomes. The challengeliesin integrating
non-clinical roles into traditional clinical
environments without unintentionally di-
luting what makes them effective.

A Growing Demand for Authenticity in Care

There is also a broader cultural shift oc-
curring within healthcare. Many individ-
uals today are seeking authenticity, trans-
parency, and relatability in their treatment
relationships. Patientsincreasingly want to
feel humanized; not reduced to diagnoses,
modalities, symptom scores, or treatment
plans. Peer support often meetsthisneedin
waystraditiona clinical models sometimes
struggle to achieve.

For many individuals, interacting with
someone who embodies recovery provides
tangible hope; lived proof that change is
possible. This sense of possibility can be
particularly powerful for individuals who
have experienced repeated treatment fail-
ures or stigma within healthcare systems.

The research reflects what many cli-
nicians observe in practice. Peer services
have been associated with improved en-
gagement, self-efficacy, hope, and satisfac-
tion with care, particularly among individ-
uals with serious mental illness (Davidson
et a., 2012; Chinman et al., 2014). Some
studies also suggest reductions in hospital
utilization and improvements in recovery
outcomes (Repper & Carter, 2011). From
both a clinical and operational standpoint,
these findings are difficult to ignore.

Benefits of Peer Integration
When implemented thoughtfully, peer
services offer meaningful advantages

across behavioral health systems.

1. Improve Engagement and Reten-

tion: Individuals who may feel hesi-
tant or mistrustful toward traditional
providers often connect more easily
with peers. In collaborative care envi-
ronments, where engagement directly
impacts treatment outcomes, this can
be particularly valuable.

2. Measurement-Based Care Engage-
ment: Peer specialists can a'soimprove
engagement with measurement-based
care by helping patients understand the
purpose of symptom tracking and rein-
forcing how progress monitoring con-
nects to their personal recovery goals.

3. Workforce Expansion: Behavioral
health clinician shortages are a nation-
a challenge, and peer roles provide a
complementary workforce that extends
capacity without requiring advanced li-
censure.

4. Cultural and Community Alignment:
Shared socioeconomic, cultural, or
lived experiences can improve trust and
relevance of care.

5. Reduced Utilization: Thereisgrowing
evidence that peer services may reduce
high-cost utilization, including emer-
gency department visits and hospital-
izations (Chinman et al., 2014).

Risks and Implementation Challenges

Despite the many benefits, peer pro-
grams face predictable risks when integra-
tion is not approached thoughtfully. These
challenges are not inherent flaws in peer
support itself, but rather reflections of how
systems are designed, implemented, and
supported. Without intentional structure,
organizations may inadvertently undermine
the very value peer roles are meant to bring.

1. Role Confusion: Without clear bound-
aries, peers may be asked to perform
clinical tasks outside their scope, or
conversely, may feel undervalued with-
in care teams. Both scenarios can erode
role clarity and effectiveness.

2. Tokenization: Some organizations
include peer roles primarily to meet
funding, accreditation, or regulatory
requirements without meaningfully
integrating them into workflows or de-
cison-making structures. When peers
are present but not empowered, their
impact is limited.

3. Burnout: Drawing on personal recov-
ery experiences can be deeply mean-
ingful, but it can also be emotionally
taxing. Without appropriate supervi-
sion, support, and workload balance,
peer specialists may face increased risk
of burnout or compassion fatigue.

4. Identification and Projection: Be-
cause peer specidlists share lived ex-
perience, there may be moments when
they unintentionally project their own
recovery narrative onto the individu-
al they are supporting. Without proper
training and supervision, this can influ-
ence decision-making or create unreal-
istic expectations about recovery time-
lines. Thisis a relational dynamic that
reguires thoughtful support structures.

| have also observed how easily systems
can unintentionally medicalize peer roles

through excessive documentation require-
ments, productivity pressures, or hierarchi-
cal team dynamics. When this happens, au-
thenticity erodes; peers may begin to feel
more like junior cliniciansthan individuals
offering lived-experience support.

These challenges highlight the need for
thoughtful operational design rather than
assuming peer roleswill naturally integrate
into existing structures.

Operational Considerations for
Sustainable Integration

From a systems perspective, sustainable
peer programs share several key character-
istics.

Role Clarity: Clear role definitions pro-
tect peers, organizations, and patients. Job
descriptions, workflows, and expectations
should emphasize collaboration while pre-
serving the distinction between peer sup-
port and clinical treatment.

Training and Onboarding: Certification
alone is rarely sufficient. Organizations
should provide onboarding that addresses
documentation practices, communication
norms, ethical boundaries, crisis protocols,
and the appropriate use of lived experience.

Supervision Structures. Supervision is
one of the most critical components of peer
integration. Dual supervision models that
include both administrative guidance and
recovery-oriented support can help peers
maintain role identity while navigating
workplace demands.

Team Integration and Culture: Peers
should be included in interdisciplinary
teams while maintaining their unique per-
spective. Cross-training clinicians about
peer roles can reduce stigma and improve
collaboration.

Documentation and Metrics. Metrics
should reflect recovery-oriented outcomes
such as engagement, goa attainment,
self-efficacy, and quality of life; not solely
symptom reduction.

Career Pathways and Compensation:
Retention improves when peers have
opportunities for advancement. Career
ladders, leadership roles, and equitable
compensation signal respect for lived-ex-
perience expertise.

Looking Ahead

Peer services are likely to expand across
awide range of settings, including primary
care, emergency departments, digital plat-
forms, and community-based programs. As
behavioral health becomes moreintegrated
within broader healthcare systems, peer
specialists have the potential to serve asre-
lational anchors, helping patients navigate
both medical and behaviora health expe-
riences while strengthening engagement
across the continuum of care. Their pres-
ence can be particularly valuable in com-
plex systems where individuals often feel
overwhelmed, disconnected, or uncertain
about how to access support.

The emergence of hedlth technology
also introduces additional opportunitiesfor
growth. Virtual peer support, digital recov-
ery communities, and hybrid care models
can extend access while maintaining rela-
tional connection, particularly for individ-
uals facing geographic, transportation, or

stigmarrelated barriersto care.

At the same time, scaling peer programs
without losing authenticity will remain
a central tension. The more systems at-
tempt to standardize peer work through
rigid workflows, productivity metrics, or
clinical frameworks, the greater the risk
of weakening the relational qualities that
drive its effectiveness. Preserving the hu-
man elements of connection, mutuality,
and lived experience will be essential as
peer services continue to expand.

Conclusion

Many individuals feel disconnected
from healthcare systems, the presence of
someone who has walked a similar path
offers a sense of belonging and possibility.

Sustainable integration requires inten-
tional design, cultural humility, and leader-
ship commitment to preserving humanity at
the center of patient care. When peer roles
are supported thoughtfully, they strengthen
engagement, trust, and recovery itself.

As behavioral health systems continue
to evolve, the question is not whether peer
services should be included, but how they
can be integrated without losing the au-
thenticity that makes them effective.

Peer support works because humans
heal in relationships and systems must be
designed to protect that relational integrity.

Imani Brockington, BS MA, LMFT, is
Behavioral Health Care Manager (BHCM)
at Integral Health. For more information,
email imani.brockington@integral health.me.
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how biological, economic, social, demo-
graphic, and cultural factors influence life
transitions and key events (Gitterman &
Germain, 2008). It clarifies the cause-and-
effect link between environmental con-
ditions and behavioral health. Engaging
clients helps identify variables affecting
decision-making and internal or external
stressors, especialy when environmen-
tal resources are lacking. Surroundings
significantly impact psychological, emo-
tional, and physica well-being. Natural
and human-made environments—such as
parks, oceans, transportation, and hous-
ing—are crucial for resilience and health.
While some overcome adversity, othersin-
ternalize stress, leading to issues like sub-
stance abuse or poor health. Understanding
these challengesisvital for social workers,
as they can trigger mental and physical
health problems. Assessing both internal
and external factors is key to addressing
environmental risks systematically. Fac-
tors such asrace, religion, age, gender, and
emotional states shape how individuals

Shane King, MSW, LCSW

interact with their environment. Clinicians
must recognize how environmenta influ-
ences impact diagnoses and symptoms.
This perspective underscores the impor-
tance of incorporating environmenta in-
fluences into a comprehensive biopsycho-
social assessment.

Conclusion

The ecological framework emphasizes
supporting vulnerable populations by as-
sessing their strengths, stressors, resourc-
es, and environmental impacts on their life
trajectories. This comprehensive approach
provides detailed insights into how en-
vironmental factors influence individual
and group development, making it essen-
tia in socia work. Consequently, careful
application of the ecologica modd is es-
sential when conducting a bio-psycho-so-
cial assessment with clients, ensuring that
health determinants influenced by the en-
vironment are accurately identified. Thus,
the traditional bio-psycho-social format
should be expanded to include more de-
tailed information about the individual's
and family’s environment, capturing pro-
tective and risk factors that contribute to
inequality. This allows clinicians to more
effectively link clients with resources be-
yond their immediate environment. At
the micro level, this involves changing
bio-psycho-socia factors within organiza-
tions and offering training to foster a com-

prehensive understanding. Integrating eco-
logical assessment into behavioral health
practice can help clinicians better under-
stand how policing, community stressors,
and institutional policies shape mental
health outcomes.

Shane King, MSW, LCSW, is a psycho-
therapist and professor. He can be reached
at (646) 450-4151 or reflectivetherapy-
Icswpllc@gmail.com. For more informa-
tion, visit www.psychologytoday.convus/
ther api sts/shane-king-new-york-ny/771629.
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Being Seen from page 31

own experiences, utilize this knowledge to
bridge mistrust, and find the opportunity to
integrate tools for overcoming inevitable
challenges that youth face growing up.

Damon Watson, Program Director for
Vibrant Emotional Health's Social Emo-
tional Wellness arm of The Fellowship Ini-
tiative offers a layered perspective to how
having a shared experience can benefit
those who are often overlooked by atradi-
tional mental health system of care.

“1 have the honor of leading The Fellow-
ship Initiative (TFI) at Vibrant, where we
support young Black and Brown masculine
individuals on their social and emotional
wellnessjourneys. Every day, | sit at thein-
tersection of clinical care, leadership, and
lived experience. I'm also a Black, mas-
culine-bodied therapist. And that identity
isn't separate from my work. It's founda-
tional toit - avital part of itsfabric. Before
| became a therapist and before | entered
leadership, | was a country boy who came
of ageinrural Virginia. | wasraised around
strong women and feminine energy. My
sense of self was formed largely through
the intentional care work of my grand-
mother, mother, and aunts. My grandma, in
particular, taught me care, compassion, and
accountability long before | had language
for emotional wellness. Women like her
often carried families, communities, and
traditions on their backs, teaching us all
strategies for being well in environments
that weren't always designed to protect
and prioritize our wellness. But outside of
those spaces, the message for boys like me
was different: be tough, be silent, handle
it on your own. Without question, these
conventions of normal masculinity not
only influenced me but also policed how
| could show up in the world. And today,

| see that same tension molding the young
men | serve.

In behaviora health, we talk alot about
evidence-based practices, treatment fideli-
ty, and outcomes, al of which are needed.
However, one of the most powerful tools |
bring into the room cannot be measured on
a fidelity scale: shared identity, which re-
fers to the common lived experiences and
cultural backgrounds of provider and cli-
ent that inform mutual understanding and
build trust.

Early in this role, someone told me the
most powerful thing | could dowas‘simply
show up.’ I’ve cometo understand thetruth
about that. When young Black and Brown
masculine bodies see me, not smply as a
therapist, but as aleader, something chang-
es. That wall owly comes down. Guard-
ed postures soften. The initial belief of ‘he
doesn’'t see me' starts to evaporate.

My upbringing taught me early on
how culture shapes survival. | understand
code-switching because I've lived it. | did
not know it had a name back then. And yet,
| performed it often. | understand hyper-
vigilance because I've ft it. | understand
the pressure to perform strength because
I've carried it. So, when a fellow tells me
he can't afford to be seen as ‘soft,’ | don’t
hear resistance. | hear strategy. | hear pro-
tection. | hear a young person navigating
systems that haven’t always been safe.

Growing up surrounded by strong wom-
en taught me that care and even softness
are strengths. Yet society often teaches
Black boys the opposite: that masculinity
reguires emotional suppression. Inmy role
as atherapist-leader, | don’t just talk about
emotional wellness;, | model it. | name
emotions. | set boundaries. | place impor-
tance on well-being. I’'m honest about the
fact that I'm still learning the art of bal-
ance myself.

The young Black and Brown bodies that
TFI serve are watching us. They're learn-
ing that strength can include vulnerability;
that accountability can live alongside com-
passion; that asking for help is not synony-
mous with weakness; that modeling is pre-
vention work. When we normalize lived
experiences and amplify naming emotions,
crises become less inevitable.”

Damon'’s reflection and |leadership are
essential in the behavioral health work-
force. As we experience a staffing crisis,
and look at innovative waysto fill that gap,
we should remember that there are those
with valuable lived experiences and shared
identities that also need to be recognized.
Fewer than 5% of psychologists in the
United States identify as Black. (Ameri-
can Psychological Association, 2022). A
comprehensive approach should therefore
include both workforce diversity and sys-
tem-wide improvements (Sanford 2020).
Uplifting the identities of al mental health
professionalswill lead to effectiveness and
more healthy outcomes.

Systems must invest in:

e Organizational cultures that acknowl-
edge lived experience as an evi-
dence-based practice

e Pipelines for clinicians of color and
those facing inequitable access to ca-
reer advancement in the field

e Leadership pathways for culturally
grounded providers

e Metrics that measure trust and engage-
ment, not just service volume

Damon’s experiences as a leader and
therapist highlight what might be a sim-
ple approach to helping advance what peer

work could mean:

“1 often think about that country boy
from Buckingham, Virginia, raised by
powerful women, navigating expectations
of masculinity, searching for places where
he could be both strong and soft. | became
the therapist | needed when | was younger.
| became the leader | wish | had seen.

Behaviora health care works best when
those we serve feel noticed, heard, and un-
derstood. Shared identity doesn't replace
clinical skill; it strengthens connection,
deepens trust, and accelerates healing.
Sometimes the most powerful interven-
tion isn't a technique. It's a recognition.
Perhaps recognition is a technique. Be-
cause when young people see themselves
mirrored in the people who hold space for
them, they begin to believe that healing be-
longs to them, too.”

Dr. Jantra Coll, PsyD, is the Vice Presi-
dent of Community Programs, and Damon
Watson, MPH, LPC, isthe Program Direc-
tor of the Fellowship Initiative, both at Vi-
brant Emotional Health.
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Learning Collaborative (RWLC). Cen-
tral to this vision from the outset was the
principle of co-creation. Peer and lived
experience leaders have been essential
partners in the design and delivery of the
collaborative. They help shape the curricu-
lum, co-facilitate training, provide techni-
cal assistance to agencies, and continuous-
ly refine materials to ensure they remain
grounded in the realities of peer work.

What is the
Recovery Workforce
Learning Collaborative?

RWLC is a team-science approach to
building organizational capacity through
mutual learning among agencies commit-
ted to implementing peer support and re-
covery support initiatives with lived expe-
rienceleaders. It invites agenciesto engage
fully, honor the strengths they already car-
ry, and dream boldly about the future they
want to create for their communities.

Learning collaboratives are designed
to bring together diverse stakeholders
to address shared challenges and devel-
op practical solutions through collec-
tive learning. As Berwick (1998) under-
scored, collaborative learning facilitates
the rapid dissemination and adoption of
best practices within and across organi-
zations. In healthcare contexts, learn-
ing collaboratives enable participants to
share insights, develop new skills, and
implement evidence-based strategies that
improve service delivery and outcomes
(Mittman, 2004).

The RWLC is a 12-month initiative that
combines in-person and virtual learning
sessions with customized consultation and
technical assistance. Its goal isto help be-
havioral health agencies establish the orga-
nizational culture and administrative infra-
structure needed to hire, retain, supervise,
and effectively support the peer recovery
and lived experience workforce.

The RWLC toolkit modules include:

* Module 1: Preparing the Organizational
Culture

» Module 2: Role Clarity, Recruiting, and
Hiring

» Module 3: Supervising, Retaining, and
Advancing Peer Recovery Workers

The RWLC creates space for agenciesto
learn not only from facilitators and guest
speakers but aso from one another. Partic-
ipants exchange experiences, share strate-
gies, and collectively problem-solve. Peer
leaders are embedded throughout the pro-
cess, helping to reframe discussions, chal-
lenge assumptions, and model authentic
integration.

Across three cohorts in Connecticut, 30
behavioral health agencies have participat-
edinthe RWLC. A paralle effort in Victo-
rig, Australia, involving 21 agencies across
two culturally adapted cohorts will be de-
scribed in future work. Lessons from these
agencies continue to inform and refine the
collaborative model.

Grounded in
Appreciative Inquiry

“We want to work towards earning the
trust of individuals in our programs, so
they see that we are not clinical staff but
caring people with much in common.”

The RWLC is grounded in appreciative
inquiry, an asset-based approach to change
that focuses on identifying and building
upon strengths within an organization
(Cooperrider & Srivastava, 1987; Hawkins
& Bellamy, 2011). Rather than beginning
solely with problems, appreciative inquiry
asks what is working well and how those
strengths can be expanded.

Traditional approaches to organizational
change often emphasize identifying root
causes of problems. Appreciative inquiry
instead focuses on possihilities and posi-
tive potential, encouraging organizations
to identify what is true, good, and possible
within their systems.

Within the RWLC, this perspective en-
courages agencies to build on existing as-
setsasthey integrate peer recovery workers
and lived expertise into behavioral health
services. It also shapes how peer leaders
are engaged. Their lived expertise is rec-
ognized not as a challenge to be managed,
but as a valuable resource for improving
systems of care.

Using the RWLC Toolkit

The RWLC toolkit was developed in
2017 in response to concerns agencies and
peers raised about hiring and supporting
peer recovery workers. These concerns are
often centered on role clarity, supervision,
organizational readiness, and onboarding
processes and sustainability.

The toolkit encourages agencies to ad-
dress these questions before hiring peer
staff, rather than waiting until challenges
emerge. Early preparation helps organi-
zations reduce resistance, clarify expec-
tations, and establish supportive environ-
ments for peers.

The toolkit themes:

» Communicating the value of peer sup-
port early to support culture change

» Developing participatory leadership
pathways and co-supervision models

* Preventing burnout and tokenism while
supporting career advancement

» Promoting culturaly responsive super-
vision and equitable hiring practices

* Supporting workers who may have non-
traditional or interrupted employment
histories

Importantly, the toolkit is aliving docu-
ment, continuously revised by peer leaders
and participating agencies based on les-
sons learned from each cohort.

What We Have Heard from Participants
“The learning collaborative strength-

ens our commitment to inclusivity, recov-
ery-oriented care, and cultural humility.”

“ Peer support staff also want opportuni-
ties for advancement.”

These reflections highlight a consistent
theme: the collaborative works because it
values the expertise of everyone involved.

Agencies are not passive recipients of
training. They actively contribute to the
collaborative’'s  collective  knowledge.
When one agency develops an effective
supervision model, others learn from it.
When another improves its hiring process,
those lessons spread.

Peer leaders play a vital role in this
exchange. Their leadership ensures that
lived expertise informs discussions, train-
ing materials, and consultation activities.
Learning flows in multiple directions:
agencies learn from peers, peers learn
from agencies, and the collaborative
evolves continuously.

Thisis the essence of mutual lear ning.

Conclusion: The Power
of the RWLC Model

Promoting peer support and lived ex-
perience workforce development requires
intentional infrastructure development
that aligns with competency frameworks
while remaining grounded in recov-
ery-oriented values. The collaborative
approach developed through the RWLC,
combined with evidence-based imple-
mentation frameworks and a practical
toolkit, provides behavioral health agen-
cies with guidance for cultural transfor-
mation while honoring the contributions
of peer support workers.

The RWLC demonstrates that meaningful
change happens when organizations, peer
leaders, and communities |earn together.

For more information: Contact Maria
E. Restrepo-Toro, maria.restrepo-toro@
yale.edu.

Maria E. Restrepo-Toro, BN, MS is
the Director of Health Education, Train-
ing & Development at the Yale School of
Medicine, Department of Psychiatry, Yale
Program for Recovery and Community
Health (PRCH). Her email is Maria.re-
strepo-toro@yal e.edu.

Chyrell D. Bellamy, PhD, MSW, isa Pro-
fessor and Director of the Yale Programfor
Recovery and Community Health (PRCH)
at the Yale School of Medicine, Depart-
ment of Psychiatry. Her email is Chyrell.
bellamy@yal e.edu.

Graziela Reis, MPH, BS, is a Research
Coordinator at the Yale School of Med-
icine, Department of Psychiatry, Yale
Program for Recovery and Community
Health (PRCH). Her email is Graziela.
reis@yale.edu.

Sai Shigdha Talluri, PhD, CRC, LPC,
is a Postdoctoral Associate at the Yale
School of Medicine, Department of Psy-
chiatry, Yale Program for Recovery and
Community Health (PRCH). Her email is
saisnigdha.talluri @yale.edu.

Megan Evans, PhD, is an Associate
Research Scientist at the Yale School of
Medicine, Department of Psychiatry, Yale
Program for Recovery and Community
Health (PRCH). Her email is Megan.ev-
ans@yale.edu.
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individuals leaving incarceration — a pop-
ulation at extraordinary risk of fatal over-
dose — peer support appears particularly
vital. A randomized clinical tria of the
SUPPORT program in Indiana followed
100 individuals returning to the communi-
ty from prison. Among those assigned to
peer recovery coaches, alcohol and illicit
substance use decreased from 30% at base-
line to just 16% after six months. In stark
contrast, participants receiving treatment
as usual saw their substance use increase
from 26% to 41% over the same period.
The peer-supported group not only fared
better; they moved in the opposite direc-
tion of the control group.

3. The Kentucky Medicaid analysis.
Perhaps the most policy-relevant finding
comes from an analysis of Kentucky Med-
icaid claims data examining peer support
following emergency department visits.
Beneficiaries who received peer support
services were significantly more likely to
engage in substance use disorder treatment
across al six months of follow-up. The
odds of treatment engagement for those
receiving peer support ranged from 1.63
to 3.84 times higher than for those without
such support, even after adjusting for age,
sex, geographic location, and health condi-
tions. For individuals with multiple health
conditions — the norm rather than the ex-
ception in this population — the effect was
even more pronounced.

What PeersActually Do

Dr. Peter Treitler, a person in long-term
recovery and researcher at Boston Univer-
sity, describes peer support as operating
on multiple levels simultaneoudly. In his
study of New Jersey’s Intensive Recovery
Treatment Support program for individu-
als leaving incarceration, participants de-
scribed receiving help with goal setting,
encouragement, feedback for self-monitor-
ing, and emotional support — especially
during moments of vulnerability and risk
for relapse.

But peersalso connect individualsto tan-
gible resources:. treatment services, recov-
ery programs, housing support, and even
basic needs like clothing and cell phones.
For someone emerging from active use or
incarceration, these concrete supports are
not incidental to recovery — they are its
foundation.

Treitler’s research found that individuals
with opioid use disorder who participated
in peer-supported re-entry programs were
“much more likely to engage in treatment
within six months of release compared to

Temitope Fabayo, BA, MBA-HR

those who did not, and were also more
likely to be enrolled in Medicaid.” In this
sense, peers function as both motivators
and system navigators, helping individuals
access the healthcare and social services
to which they are entitled but often cannot
navigate alone.

Not Just Any Support:
The Therapeutic Relationship Matters

A study examining the mechanisms
of peer-based recovery support services
across 58 sites in the northeastern United
States found that the quality of the rela-
tionship between peer and participant
significantly predicted outcomes. While
the study did not find straightforward
mediation effects, it did demonstrate that
“receiving more servicesat Time 1 signifi-
cantly predicted better PRS relationship/
helpfulnessat Time 2.” In other words, en-
gagement begets engagement — the more
contact individuals have with peers, the
stronger the therapeutic alliance becomes,
potentially creating a virtuous cycle of re-
covery support.

Challenges and Caveats

The evidencefor peer servicesisnot uni-
formly positive. A pilot randomized trial
in Philadelphia’'s drug court found mixed
results: while participants linked to peer
recovery specialists showed reductions in
rearrests and improved court engagement,
there was no impact on substance use re-
currence or treatment engagement. Simi-
larly, some studies have failed to find ef-
fects on certain outcomes, suggesting that
peer support may work better in some con-
texts and populations than others.

The systematic review in Current Ad-
diction Reports noted that study quality

remains variable, with approximately one-
third of studies rated “weak” due to selec-
tion bias, confounding, or other method-
ological limitations. Thisis not unusual for
an emerging field, but it underscores the
need for continued rigorous research.

There are also implementation challeng-
es. Funding for peer services remains pre-
carious, largely dependent on time-limited
federal and state grants. While some states
have established Medicaid reimbursement
for peer services, rates are often too low to
support program sustainability, or billingis
restricted to specific settings.

The Policy Imperative

Despite these caveats, the weight of
evidence now supports expanding access
to peer-led services. The consistency of
findings across populations — from emer-
gency department patients to returning
citizens, from rural West Virginiato urban
Philadel phia — suggests that peer support
addresses a fundamental need that clinical
treatment a one cannot fill.

For individualsin early recovery, thefirst
months are a period of extreme vulnera-
bility. The brain is till recalibrating its re-
ward circuitry. Cravings are intense. Social
networks have been decimated. Practical
needs are overwhelming. In this context, a
peer who has navigated the same challeng-
es offers something no clinician can: em-
bodied proof that recovery is possible.

As Zemore notes, the changing under-
standing of addiction as a complex, mul-
tilayered condition rather than a moral
failing has opened space for diverse ap-
proachesto treatment and support. Peer-led
services represent a logical extension of
thisinsight: if addiction isfundamentally a
disorder of disconnection, then connection
may be its most potent antidote.

Conclusion

In West Virginia, the impact of the IM-
PACT WV program has been rigorously
evaluated, revealing significant outcomes
in how rural communities address sub-
stance use disorders. A study published in
the peer-reviewed journal Digital Health
evaluated the program’s training portal,
which educates service providers working
with families affected by substance use.
The research found that pre- and post-as-
sessment  results  showed significant
knowledge improvements in key areas,
including neonatal abstinence syndrome
and substance use, with completion rates
for core modules reaching as high as 73%
among rura service providers. The pro-
gram’'s patient navigation model, which
begins in the birthing hospital, has been

identified as the most effective approach
for supporting families, coordinating care
that addresses housing, utilities, transpor-
tation, and recovery support across nine
northern counties with the highest rates of
neonatal abstinence syndrome. The out-
come is a coordinated, two-generational
approach that strengthens services for vul-
nerable familiesin rural settings.

And should you walk this road again,
please understand that it is not only your
story that you are walking. It is a breath-
ing, living source of hope to someone who
is still searching their way. Being a peer
coach in your society is something you
should consider, as it may be just what
someone needs. And should you find a
person who has been through recovery and
come out the other end, encourage them to
share what they have learned. Their expe-
rience can spread outward to affect people,
build up their families, and remind the
world that change can happen.

Temitope Fabayo, BA, MBA, isPresident
of DMC HomeCare.

References

BU (2025). The Basis: Prof. Treitler Shares
Expertise on the Impact of Peer Support in
Treating Substance Use Disorders | School
of Social Work. [online] Bu.edu. Available
a: https://www.bu.edu/ssw/the-basi s-prof-
treitler-shares-experti se-impact-peer-sup-
port-treating-substance-use-disorders/
[Accessed 18 Feb. 2026].

Eddie, D., O’'Connor, JB., George, S.S,,
Klein, M.R., Lam, T.C.S,, Abry, A., Hoff-
man, L.A., Hennessy, E.A., Vilsaint, C.L.
and Kelly, JF. (2025). Peer Recovery
Support Services and Recovery Coaching
for Substance Use Disorder: A Systematic
Review. Current Addiction Reports, 12(1).
doi: doi.org/10.1007/s40429-025-00645-8.

PHI (2025). PHI's Sarah Zemore Discuss-
es How People with Substance Use Dis-
order Can Benefit from Different Types of
Support Groups. [onling] Public Health
Ingtitute. Available at: https://www.phi.
org/press/phis-sarah-zemore-shares-how-
people-with-substance-use-disorder-can-
benefit-from-different-types-of-support-
groups/ [Accessed 18 Feb. 2026].

Quiroz Santos, E., Stein, L.A.R., Stamates,
A. and Voyer, H. (2025). The Impact of
Peer-Based Recovery Support Services:
Mediating Factors of Client Outcomes.
The Journal of Behavioral Health Ser-
vices & Research, pp.10.1007/s11414-
024-09929-9. doi: https://doi.org/10.1007/
511414-024-09929-9.
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like a person who's been there. Second,
peers know HOW to recover. Don't get me
wrong, recovery looks different for each
person, but there are common themes and
threads that run across every recovery sto-
ry. We didn’t learn from a textbook how
to help people recover. We learned how to
help people by recovering ourselves. We' ve
walked the walk, tried all different types of

treatments, and we have seen first-hand
what iseffective. Third, we can beyour big-
gest advocates. We know what the mental
health system can be like: how at its worst
it can be shaming, stigmatizing, and taking
away people's freedom. We know this be-
cause we' ve lived through it. And we don’t
want you to live through the same pain. So,
we'll fight for you like no one else.

| believe that recovery is possible. Not
just for me, but for EVERYONE. Does

this mean that everyone recovers? No,
because not everyone is taught the skills
to recover. Also, once a person learns the
skills, they must choose to use them. My
peer specialist colleagues and | can give
you a flashlight so that you can see your
way out of the darkness of mental illness.
You make the choice about whether to turn
the flashlight on. | can tell you that life can
be beautiful in the light of recovery. Won't
you join me here?

This article has been republished with
permission. View the original source here.

Emily Grossman, MA, CPRP, is a S.
Training and Consultation Specialist with
the Rutgers Department of Psychiatric
Rehabilitation and Counseling Profes-
sions. She is also a peer life coach, key-
note speaker, and author. Learn more at
www.emilygrossman.net or contact her
at emily@emilygrossman.net. Order her
book, Unlocked
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Measuring from page 28
sustainability and research.

Why Measurement Matters
for Peer Support

The peer movement began as a response
to traditional systems of care and was
grounded in values such as empowerment,
mutuality, and social justice. These princi-
ples are not always captured by traditional
clinica measures. Behaviora health sys-
tems often rely on data to inform fund-
ing decisions, program development, and
service evaluation. Many studies of peer
services focus on broad outcomes such as
hospitalization rates, symptom reduction,
or service utilization. While these out-
comes are important, they do not necessar-
ily make clear what exactly is being evalu-
ated or the ways in which peer support was
delivered. Because of this, researchers and
policymakers have struggled to determine
when peer support is being delivered with
fidelity to its core principles.

This creates what some describe as a
“black box” problem for peer support re-
search. If we cannot measure how peer
support is delivered in practice, it be-
comes difficult to evaluate what makes
it effective, or to ensure that programs
maintain the integrity of the peer role as
they grow.

To address this gap, researchers at the
Yale Program for Recovery and Commu-
nity Health have begun work to develop a
competency-based fidelity measurement
tool that focuses on assessing the defining
elements of peer support and how they are
delivered in research and practice. Below
wediscuss four waysthistype of tool could
benefit behavioral health organizations.

1. Assesses Organizational Readiness

One promising approach to using acom-
petency framework is as a tool to assess
organizational readiness and guide efforts
to prepare the organizational culture for the
integration of peer support workers. At this
stage, organizations can review whether
their policies, practices, and culture align
with recovery-oriented peer values before
introducing peer roles.

2. Guides Training and Supervision

Competency frameworks are currently
used to guide certification reguirements
but can also serve as a valuable tool for
training and supervision within organi-
zations that employ peer workers. When
used thoughtfully, competency-based ap-
proaches can help ensure that peer workers
receive professional support while preserv-
ing the relational and recovery-oriented
foundations of peer work.

Training programs that align with peer
support competencies provide a structured
way to introduce the values and practice
of peer work. Instead of focusing only on
job tasks, competency-based training high-
lights the values and relationship skills that

make peer support different from tradition-
a clinical roles. These include practices
such as using lived experience intention-
ally, fostering mutuality, promoting hope,
supporting self-determination, and helping
individuals navigate complex behavioral
health and socia service systems.

Supervision represents another critical
area where competency frameworks can
strengthen peer workforce infrastructure.
Traditional clinical supervision models
are not always well suited to the unique
nature of peer work. Peer support em-
phasizes shared experience, empower-
ment, and mutual learning, principles that
may be misunderstood if supervision is
grounded exclusively in hierarchical clin-
ical models.

Competency-based supervision offers
a more supportive alternative. Supervi-
sors can use competency frameworks to
guide reflective discussions about how
peer workers are applying the principles
of peer support in their daily practice.
Conversations may focus on how peer
workers use lived experience appropri-
ately, maintain ethical boundaries while
preserving mutuality, or support individ-
uals in identifying and pursuing person-
al meaningful recovery goals. Overall,
competency-based training and super-
vision help ensure that peer workforce
development remains aligned with the
foundational values of recovery, empow-
erment, and lived experience |eadership.
By grounding training and supervision in
these principles, organizations can sup-
port peer workers while strengthening the
integrity of peer support within behavior-
a health systems.

3. Structures Continuing Education and
Professional Devel opment Opportunities

As peer workers gain experience, orga
nizations can use competencies to identify
areas for skill development, such as facili-
tating peer groups, supporting individuals
from diverse cultural backgrounds, practic-
ing trauma-informed engagement, or partic-
ipating in program evaluation and quality
improvement efforts. In this way, compe-
tencies help create clearer professiona de-
velopment pathways for peer workers while
aligning continuing education with the
changing needs of the workforce.

4. Increases Data-Driven
Decision-Making

As peer support programs expand across
behavioral health systems, organizations
are increasingly asked to demonstrate the
effectiveness and impact of peer services.
Competency-based fidelity measurement
is the first step toward making data-driven
decisions. Instead of immediately focusing
on outcomes, fidelity approaches examine
whether peer support services are being
delivered in ways that reflect the core prin-
ciples and practices that define peer work.
By assessing whether these elements are
present in service delivery, organizations
can better understand how peer support

is being implemented and identify areas
for improvement. Then, when going on
to measure outcomes, organizations better
understand the extent to which peer sup-
port programming was implemented as
intended.

Fidelity data can help organizations
strengthen workforce development strat-
egies. For example, if assessments show
challenges related to role clarity, bound-
ary navigation, or integration within in-
terdisciplinary teams, organizations can
respond by refining training programs or
supervision models. In this way, fidelity
measurement supports continuous quality
improvement rather than simply monitor-
ing performance.

Competency-based fidelity measures
can aso help demonstrate the impact of
peer support to policymakers, funders,
and health systems. As behavioral health
systems increasingly rely on data to guide
funding and program decisions, having
tools that capture the unique elements of
peer support can help demonstrate the val-
ue of lived experience-based services.

When implemented thoughtfully, fidel-
ity measurement can strengthen the peer
workforce by giving organizations useful
insights while protecting the relational and
recovery-oriented principles that make
peer support unique.

Conclusion: Looking Ahead- Building a
Balanced Infrastructure for Peer Support

Competency frameworks provide im-
portant guidance for training, supervision,
and quality improvement. Measurement
tools, including emerging competen-
cy-based fidelity measures that build on
previous work in the field, can help ensure
that peer support is delivered in ways that
reflect its core principles.

At the sametime, these tools must beim-
plemented carefully. If competencies and
measurement strategies are applied with-
out attention to mutuality, equity, and lived
experience leadership, peer support could
become a checklist of tasks instead of a
relationship-based practice. Tools must go
beyond a simple checklist of “did they do
the step?’ to also measure the skills, ac-
curacy, and approach used by peersto en-
sure the service is delivered in a way that
supports the intended outcomes. Any peer
support fidelity measure needs to consider
both the what of peer support (e.g., tasks
and activities) as well as the how (e.g., re-
lational aspects).

The most promising path forward is a
community-engaged approach: develop-
ing competency and measurement tools
through partnering with peer support
and lived experience leaders across the
country. As the workforce expands, eval-
uation efforts must keep pace. The sus-
tainability of this emerging workforce
depends upon it.

For more information, contact Megan
Evans, PhD by emailing megan.evans@
yale.edu.
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belonging that is essential for both aca-
demic persistence and emotional well-be-
ing. For many participants, peer mentoring
provides a bridge between structured sup-
port services and independent engagement
in the broader campus community.

Recruitment and Training of Peer Mentors

To ensure the quality and safety of the
program, peer mentors are carefully re-
cruited and selected from the Adelphi Uni-
versity student body. Mentors are often stu-
dents who have demonstrated leadership,
compassion, and a commitment to creating
inclusive communities on campus. Because
mentors work closely with fellow students
in supportive roles, they also undergo auni-
versity background screening process prior
to beginning their work in the program.

Once selected, peer mentors participate
in a one-day training program designed to
prepare them for their role. The training
provides an introduction to neurodiversity
and emphasizes the importance of creating
supportive, respectful relationships that
promote student autonomy. Training topics
typicaly include:

e Understanding neurodiversity and in-
clusive communication

» Building supportive peer relationships

* Recognizing appropriate boundaries
and maintaining professionalism

» Strategiesfor facilitating social engage-
ment in natural settings

e Identifying situations in which addi-
tional support from program staff may
be needed

The training equips mentors with practi-
cal tools that help them navigate common
situations that may arise during mentoring
sessions. At the same time, the program
emphasizes qualities such as patience, em-
pathy, and flexibility, recognizing that each
mentoring relationship developsinits own
unique way.

Ongoing Supervision and Support

Peer mentors receive ongoing Supervi-
sion throughout the semester, ensuring both

Diana DamilatisKull, MA, LMHC

accountability and continued skill develop-
ment. After each meeting with their mentee,
mentors complete weekly supervision re-
portsthat briefly describe the activities com-
pleted, interactions observed, and any chal-
lenges or questions that may have arisen.

These reports are reviewed by program
staff and discussed during regular super-
vision meetings. Supervision provides
mentors with an opportunity to reflect
on their experiences, receive guidance,
and discuss strategies for supporting their
mentees effectively. These conversations
also allow program staff to monitor stu-
dent progress and provide additional sup-
port when needed.

Ongoing supervisionisan essential com-
ponent of the program, as it ensures that
mentors feel supported in their roles while
maintaining the overall quality and consis-
tency of the peer mentoring experience. In
addition, mentors often report that supervi-
sion meetings serve as valuable opportuni-
ties for professional development, helping
them strengthen skills related to communi-
cation, leadership, and collaboration.

Reciprocal Benefits of Peer Mentoring

While peer mentoring provides mean-
ingful support for participating students,
the benefits extend to mentors as well.
Many peer mentors report that the experi-
ence deepens their understanding of neu-
rodiversity and broadens their perspective
on the variety of ways students experience
campus life. Through mentoring, students
often develop stronger communication
skills, increased empathy, and a greater
sense of responsibility toward building in-

Stephanie Grindell, MA, LMHC

clusive communities.

For many mentors, the experience also
strengthens their identity as leaders on
campus. Mentoring relationships often
evolveinto genuine friendships that extend
beyond scheduled meetings and contribute
to amore connected campus environment.

In some cases, studentswho initially par-
ticipated in the Bridges program as men-
tees later become peer mentors themselves.
These students bring aparticularly valuable
perspective to the mentoring process, as
they understand firsthand the challenges
and successes associated with navigating
the college environment. Some former
mentees go on to mentor undergraduate
students at Adelphi as well as local high
school students who are preparing for the
transition to college. This progression high-
lights the transformative potential of peer
mentorship: students who once received
support become leaders who guide others.

Building Inclusive Campus Communities

Peer support programs like Bridges
demonstrate that meaningful inclusion
requires more than accommodations; it
requires opportunities for authentic con-
nection. When students have accessto sup-
portive peer relationships, they are more
likely to feel comfortable participating in
campus activities, developing friendships,
and engaging fully in their academic expe-
riences.

By fostering relationships between stu-
dents, peer mentoring programs help break
down stigma, promote understanding, and
create campus cultures where differenc-
es are recognized as strengths rather than

Yan Me Nie, MA,MS

barriers. These programs also reinforce the
ideathat building inclusive communitiesis
a shared responsibility among all members
of the campus environment.

In behavioral health systems, peer sup-
port has long been recognized as an effec-
tive intervention for promoting recovery,
empowerment, and community integration.
Universities can learn from these models
by integrating peer mentorship into student
support services, particularly for popula
tions who may experience social barriers
within traditional campus structures. As
colleges and universities continue to pri-
oritize student well-being, peer mentoring
programs represent a practical, scalable,
and human-centered approach to strength-
ening community and supporting mental
health. By investing in peer support, insti-
tutions not only provide assistance to indi-
vidual students but also cultivate a culture
of compassion, leadership, and belonging
across the campus. When students sup-
port one another, they do more than build
friendships, they build bridges.

Diana Damilatis-Kull, MA, LMHC, is
Director of the Bridgesto Adelphi Program
at Adelphi University in Garden City, NY;
Sephanie Grindell, MA, LMHC, is Senior
Associate Director of the Bridges to Adel-
phi Program at Adelphi University in Gar-
den City, NY; and Yan Mei Nie, MA, MS is
Grant and Research Writer for the Bridges
to Adelphi Program at Adelphi University
in Garden City, NY. For more information
about the Bridges to Adelphi Program at
Adelphi University, email: Bridges@adel-
phi.edu, call (516) 877-4181, or visit www.
adel phi.edu/bridges.
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Lived Experience from page 29

Peers and Bridging Generational
and Cultural Differences

With my peer clients, in groups or indi-
vidually, there can be a generational gap
that isan asset for al. Being in my late 60s,
by explaining the benefits of today’s treat-
ments, medications, and skills mostly un-
available a generation ago, younger clients
realize how much has been overcome and
the progress to come, gaining appreciation
and gratitude for being here in this place
and time. Every generation has shown a
decrease in stigma and improvements in
diagnosis, therapy, medications, employ-
ment opportunities, and more.

Through their eyes, | hope they see,
learn, and respect what | try to offer. Their
acceptance and resilience strengthen my
own resolve. Their skills and the genera-
tional and cultural differences they bring,
| apply to my own growth and lifestyle.
Technology is one obvious example. The
confidence and trust consumers have in
my efforts help overcome a strong sense of
insecurity from years of feeling different.

In discussions, while having any illness
is difficult, younger generations have a
greater understanding of the benefits and
opportunities available, and they are learn-
ing and adapting to specific situations
and life choices. From relationships and
friendshipsto careers and goals, arenewed
quality of life can be more focused. While
misdirection will always occur, their future
choices and options are clearer. Everyone
has limited control over life's circum-
stances; peers can assist those struggling

Glenn Slaby, MBA, MFA

with neurodivergent issues. Information is
knowledge, and knowledge brings greater
control and awareness.

Together with older clients, we share
ways and ideas to climb new mountains
from prior setbacks, be it prior careers, re-
lationships, or financia hardships. Thereis
a commonality of experiences not always
available with some professionals.

| wish and hope one day peers can reach
more people in our general community.
Too many are not aware of how difficult it
isto changethe brain’s neural pathways, to
manage medications, and to conform daily.
The human brain is so delicate and fragile.
Those who do not understand can make
growth, life, and recovery more difficult.

There are even some who do not believein
their own fallibility, causing real challeng-
esfor everyone.

To help non-consumers understand,
| use the example of trying to use your
non-dominant hand in activities, just afew
muscles, just asmall part of the brain. Let
others see how difficult it isto be constant-
ly mindful.

Teaching Daily Life Skills

Nutrition isan important part of well-be-
ing and balance. Our society is filled with
unhealthy choices from foods to enter-
tainment. Too many are intentionally ad-
dictive. It is difficult to block their visua
and sensory media dominance. Cultural
differences, especially in foods, have also
enlightened meto healthier lifestyles.

Peering hel ps everyone deal with the dif-
ficulties and complexities of medications,
relationships, issues with sleep, family,
jobs, and daily life skills. Sharing expe-
riences, a wall therapists cannot breach,
peering is a display of successful living
with mental illness. We can also share out-
side our community a greater understand-
ing of the complexities of mental health
issues. And our skills can be shared with
others. Too many go through life without
basic life supports. | had too many employ-
ees in the business world without the basic
skills consumers learn here.

Many are surprised when | tell them
about my cancer (now four yearsin remis-
sion) and how the tools learned through
mental illness helped with the anxiety, the
pain, and the unknown. Tools some other
cancer patients did not have. And to accept,

to seek, and to find the silver linings hid-
den in pain. It is difficult, but by peering,
hope and strength are reinforced in both
me and the client.

As a former accountant, | also assist
clients with managing their own financ-
es, budgeting, and value-focused shop-
ping. From reading labels and creating a
consistent diet to navigating digital shop-
ping apps and understanding price, cost,
and value. Daily living skills, especially
simple and healthy meal preparation, are
usually outside the general range of ther-
apists, as they have more important client
matters to handle.

As a peer, | research the availability of
paid and volunteer jobs. A volunteer job
led me to a part-time paid position at the
local public library. From there, we estab-
lished a free bookstore, receiving dona-
tions from numerous sources. | aso make
available free materials (accessible in the
bookstore), from food pantries, free local
activities, free self-help courses, and avail-
able public information on health, consum-
er protection, budgeting, and finance.

“Compassion is ethical intelligence: it is
the capacity to make connections and the
consequent urge to act to relieve the suffer-
ing of others.” - Will Tuttle

All quotes cited in this article were
sourced from this website.

Glenn Saby, MBA, MFA, is a Certified
Peer Specialist with the PROS program at
K. MVincent's Hospital, a division of . Jo-
seph’s Medical Center. He can be reached
at slafam@verizon.net or (914) 220-2140,
and more information is available at www.
glennslaby.com.

Not Too Late from page 32

way out was to “fake it til you make it.”
Notwithstanding the genuine care of the
staff, | went through the motions with all
the therapy, from talking to music, art, and
drama. Given how weak | felt from weight
loss and muscular atrophy, gaining dis-
charge in just 10 days was a minor mira-
cle. However, to achieve a quick escape,
| abandoned “peer solidarity” for fear of
sinking into other patients' deep doo-doo.
Even after returning home, it took me
months to realize that isolation was not a
winning strategy.

From Here to Recovery with
and Without Peer Support

The price of my freedom was appoint-
ments with my social worker and psychi-
atrist every week or two, although | had
little to say to them. Because regaining
my strength was uppermost in my mind, |
walked the two miles to and from the hos-
pital, plus treks up and down a hill in my
Prospect Park neighborhood. (I felt like Si-
syphus, who the Greek gods condemned to
roll aboulder against gravity for eternity.)

Then, returning to Quaker church, |
cooked for social hour after Sunday worship,
a“saving grace” you might say, but without
socidizing. Even if many congregants had
“held mein the Light” during my absence,
| didn’t know how to make small talk about
something as deep as suicidal depression.
| aso prepared meas for our immigrant
rights group because | wasn't up to advo-
cating at Federal Plazas detention center.

“Saved by Imagination: How Reading
and Writing Restored my Mental Health”
is one of my unpublished books. If writing
was the last thing on my mind after the lit-
erary “epitaph” of “Confessions of a Peer
Counselor,” | could at least escape through
fiction. Because what's a good story with-
out characters who talk easily to each oth-
er, | shared with my psychiatrist therevela-
tion that, if | didn’t open to others, | would
bore myself to death.

She referred me first to an interpersonal
skills group, motivating me to reconnect
with people | had ghosted, then one with
a concern for grief (because the tongue is
avital organ to lose). My attendance was
sporadic as | took two steps back before
each step forward. Whereas, when | was a
peer speciaist, compassion for peers pre-
dicaments was rule #1, | struggled to treat
myself similarly.

For afew weeks | participated in an em-
ployment support group at my church, hop-
ing to revive the ambition of parlaying my
end-of-life midwife certification into afood
service for families whose loved ones were
dying. Once again, | abandoned my fd-
low sufferers because their lamentable job
searches reminded me too much of my own.

Instead, | became a member of the culi-
nary unit at Brooklyn'sVenture House. Un-
fortunately, the kitchen in their temporary
storefront was so small that staff supervi-
sion left little room for members' initiative.
So, after studying for and passing the test
to recertify my food handler’slicense from
the city’s health department, | returned to
Fountain House, this time as part of their
kitchen unit. With its commercia size,

from which up to a hundred people are fed
every meal, | was part of adozen staff and
members who accept individual responsi-
bility while acting cooperatively.

A similar model existsfor the volunteers
of Good Neighbors of (Prospect) Park
Slope. Although not officially a naturally
occurring retirement community (NORC),
our goal is a myriad of ways to maintain
well-being by socializing. After participat-
ing in the aging transitions and conversa-
tional French groups online, | proposed
writing book reviews together. To practice,
| critiqued Alice Munro’'s The Lives of
Girls and Women (1972) and M. John Har-
rison’s Empty Space: A Haunting (2012),
proving that | not only still had the gift of
gab but also a steady enough hand to type
my thoughts on paper.

Then, | shared my dark night of the
soul during a discussion of our spiritual
journeys at a Concern for Quaker Living
meeting. That’swhen | had theideafor this
essay. Quakers have a history of speaking
truth to power, but if you don’t have the
power to listen for the still small voice
within before trandating it into words,
you will be mired in stereotypes, like the
ones in the dream with which | prefaced
“Peer Specialist, Heal Thyself.” Thelesson
is that what's good for the goose (pesr) is
good for the gander (peer specialist), other-
wise known as the mutuality of intentional
peer support. (If only | had applied such a
maxim sooner.)

Never Too L ate for Afterthoughts

Oneirony isthat five years ago | helped

create the New York Academy of Peer
Services' specidization in older adult be-
havioral health. If | had followed my own
advicein thefive courses and two-pagejob
description for helping our elders age well
despite psychiatric diagnoses, | wouldn’t
have the pleasure of admitting | made abig
boo-boo. Here | am a year later informing
Jesusthat | bore my crossjust for him. Will
he jeer me or cheer me?

Another irony isthat, athough I’m back
on Depakote, I've maintained my weight
around 130 Ibs., to go with a height of 5’
5", resulting in anormal (no longer pre-di-
abetic) blood glucoselevel. How long | can
keep up my slimmed-down Mediterranean
diet is anyone's guess. | invite you to play
the betting markets and, if you win, share
your winnings with me like a good peer
specialist—intentionally!

Finaly, | and Susan, who retired as a
horticultural therapist at 75, and is now
81, had a lawyer draft our health care
proxies, HIPAA permissions, and living
wills for end-of-life decision-making,
documents that everyone should have.
We also made burial arrangements. But |
neglected to create a psychiatric advance
directive (PAD) in case of another crisis.
So, please do as | now say by using this
handy guide to avoid meeting your maker
prematurely: FREE Webinar - Peer Per-
spectives on Psychiatric Advance Direc-
tives (PADs).

Carl Alan Blumenthal, MS, MA, NY-
CPS (retired), is a regular contributor to
Behavioral Health News. Contact him at
carlblumnthl @gmail.com.
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Mental Health Crises from page 31

wide have adopted specialized approaches,
often through directives from their local
governments, such as Crisis I ntervention
Teams (CITs), involving specially trained
law enforcement officers who respond to
mental health crisis calls, in coordination
with mental health providers, and Co-Re-
sponder Teams (CRTSs), where law en-
forcement officers are paired with trained
clinicians to jointly respond to emergency
calsinvolving amental headlth crisis.

While these approaches may fall some-
what short of the mandates described by
the DOJ and HHS, the above models are
arguably preferable to having only officers
respond to such events with little or no
specialized training in handling a mental/
behavioral health crisis.

A third model seems closer to meet-
ing the federal guidelines: Mobile Cri-
sis Teams (MCTs), wherein commu-
nity-based mental heath professionas
respond to such crises, with police being
involved only when necessary. The Vera
Intitute and Bazelon Institute support this
approach, where “jurisdictions should not
assume that the proper response to a crisis
is always to send law enforcement.” They
advocate for law enforcement and 911
dispatch to divert calls to unarmed, prop-
erly trained behavioral health responders
“whenever appropriate.”

According to the Congressional Re-
search Service, CITs, CRTs, and MCTs
may each improve certain outcomes, such
as enhancing police officers' perceptions
of and responses to people with mental/be-
havioral disorders, and helping to connect
individuals with mental health services.
However, it is less certain whether these
improvements will lead to tangible bene-
fits in the long run for those with mental
health needs, such as fewer arrests and re-
duced use of force overal.

One of the more forward-thinking com-
munities to address these issues is Ithaca,
NY, acity of some 31,000 residents in the
Finger Lakes region, hometo Cornell Uni-
versity. Inthewakeof atragic mental health
response several years ago that resulted in
the death of a beloved local police officer,

Dr. GenelraKatz, DMCJ, LAC, LPC

the city sought to reform how such events
were handled. There were several different
models attempted, and after struggling for
some years with how to form a workable
policy, a forward-thinking mayor, along
with the city’s Common Council, devel-
oped the CARE (Crisis Alternative Re-
sponse and Engagement) team approach,
which had professional clinicians leading
the response to mental health incidents,
backed up by trained officers. Although a
change of administration and police lead-
ership led to a less robust program, in
December 2023, the Re-imagining Public
Safety initiative was introduced in Ithaca,
and thereafter the Common Council passed
a resolution to replicate the CARE Team
response program.

In the Ithaca Police Department (1PD),
mental and behavioral health clinicians
collaborate with officers by responding to
calls involving individuals who may be in
dangerous situations due to their mental
state. CARE services may include de-esca-
lating situations and providing support af-
ter acrisisthat may haveinvolved violence
or potential injury.

Harmony Ayers-Friedlander, the Depu-
ty Commissioner for Mental Health Ser-
vices of Tompkins County Whole Health,
in Ithaca, explained that the CARE team
was established based on research and data
on the effectiveness of co-response teams.
Friedlander noted that such research has

also helped address the issue of people
unnecessarily going to emergency depart-
ments for mental health crises.

Colorado Springs, CO, a community of
just under a half-million, famous for be-
ing where the US Air Force Academy is
located — as well as the US Space Force
and Focus on the Family — may stand to
represent the model closest to meeting the
federal guidelines for handling such criti-
cal incidents.

In Colorado Springs, the Community
Response Team (CRT) is indispensable
for managing mental health emergencies.
When residents contact 911 or the state cri-
sis line for a mental/behavioral health cri-
sis, ateam consisting of a Colorado Springs
Fire Department paramedic, a Colorado
Springs Police officer, and a mental health
technician from Diversus Health responds.
The CRT was established in 2012 to im-
prove support for individuals experiencing
behavioral health crises. This followed al-
most a decade of exploring and devel oping
new models of handling such events, first
initiated by Chief Fletcher Howard before
the turn of the century.

One reason they believe their CRT has
been so successful is that the clinician and
the fire department personnel take the lead
in such events, both of whom seem less
frightening and authoritative to adistressed
individual than alaw enforcement officer.

Whichever appropriate approach the
local legislature and police agency may
adopt, it is well past time to leave such
critical mental and behaviora events to
be handled by officers with little or no
training, and whosejob it isto enforce the
law, not to treat individuals with mental
health issues.

Onefinal word: law enforcement agency
personnel acrossthe US generally hold that
there is a condition known as Excited De-
lirium which can ‘take over’ an individual
going through amental or behavioral health
crisis, typified by extraordinary strength
and almost superhuman capabilities. This
isamyth. Thereisno such thing as Excited
Delirium — it has never been recognized
by the American Psychiatric Association,
or any other legitimate professional orga-
nization. This misconception is peculiar to

police professionals. Unfortunately, trage-
dy has followed from this myth, especially
in situations where first responders call for
medical assistance due to expected super-
human behaviors showing up in a mental
or behavioral health crisis, and particularly
in the unnecessary use of chemical seda-
tives, such as Ketamine, which has led to
needless tragedy and death, underscoring
the need for police agencies everywhereto
collaborate with professionals better pre-
pared to deal with such incidents.

Dr. Gene Ira Katz, DMCJ, DABS, LAC,
LPCC, is Executive Director of Positive
Pathways Institute. Contact Dr. Gene Ira
Katz at geneirakatz@yahoo.com or 720-
339-8174 (leave confidential message).
Learn more about Dr. Katz here.
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The Power from page 33

This is not just work for me. It's my pur-

pose - being able to meet people where
they are at, using my lived experience with
service and walking beside them as they

move forward.

Julia Lopezisa Peer Recovery Special-

ist at On The Road to Wellness. For more
information, contact Julia by emailing
Julia.L@otrtw.org.

I ntegrating from page 16

supervision and training reinforce organi-
zational commitment and enhance reten-
tion. Advancement should occur within the
peer framework, preserving peer identity
rather than requiring transition into non-
peer roles.

Success can be evaluated through multi-
ple measures: streamlined hiring processes,
stronger stakeholder perception of peer val-

ue, improved interdisciplinary collabora-
tion, higher job satisfaction, and increased
retention among peer professionals.

Conclusion

Peer professionals offer transformative
potential for large public behavioral health
systems. Within NY C Health + Hospitals,
their lived experience strengthens engage-
ment, promotes equity, and advances re-

covery-oriented, community-based care.
Reslizing this potential requiresthought-
ful attention to hiring processes, organiza-
tional culture, professiona development,
and career advancement. By continuing to
address systemic and administrative bar-
riers while investing in sustained support,
NY C Health + Hospitalsis building thein-
frastructure to fully integrate peer provid-
ers and establish itself as a leader in peer
services, enhancing person-centered care

and improving outcomes at scale.

Gita Enders, LMSW, MA, NYCPS, is Di-
rector of Peer Services, and Sophie Pauze,
MPA, is Senior Director of Srategy & Im-
pact in the Office of Behavioral Health at
NYC Health + Hospitals. For more infor-
mation, contact Sophie Pauze at pauzes@
nychhc.org, (347) 675-8928, or visit the
NYC Health + Hospitals website at www.
nychealthandhospitals.org.
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