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Executive smmary

Peer supportis increasingly recognised by mental health service planners and funders as a cost
effective alternative to traditional mental health support and treatment. Explicitly values driven,
peer support is based on reciprocity and experiential knowdegldnat is, support is provided by and

for people with similar conditions, problems, or experiences.

This report provides current literature about peer support, background and overview of Buddies

peer support service, qualitative evaluation findings ascbmmendations.

Buddies peer support service was developed in 2002 in response to the difficulties people
experiencedvhile inpatients at the Wellington acute psychiatric tynfe Whare O Te Matairangi
Ward 27(inpatient unit) Difficulties included fdangs of loneliness, isolation, discrimination and

stigma

In 2005, the service successfully tendered for and secured a contract with Capital and Coast DHB to
operate as a pilot providing programme obne on onevisiting andgroupactivity to people irthe
inpatientunit andin the community. At the core dhe Buddiesservice arghe beliekthat mental

health consumers can benefit from the positive contact of other mental health consureems/ery

is possible anthat when someone is in crisis thgilace in the worldemainsimportant.

Buddies peer support service is highly valued bypheplewho use it(peers)the volunteersvho

provide it and the hospital staff who interact with it on a regular basis.

Theevaluationhas found thathe servie does what it aims t@ counteringfeelings of lonehess
and isolation and providingeople withthe hope that recovery is possibl®lultiple benefits to

those involved with the service have been highlighted in this reffdrése include;

e People using he senice valuethevolunteSS NE Q g A f Ay 3 YeStiesrQ AYYR | oyAZX YA U
judgemental way

e Benefits to wlunteersincludeextending their own network of support and the apunity
toW3IA PGS ot O1 Q

e The opportunity for people involved with Buddies to @rprofessionally and personally is

highlightedby peerswho haveused the servicegoing on tobecome volunteers



¢ Volunteers moving into paid peer support roles, demonstrating that the service contributes
to consumer workforce development
e Inpatientunit staff valuethe positive role modelling undertaken by Buddies volunteers and

feelthe presence of Buddiesolunteerseases their workload.

While peer support is recognised as an alternative to traditional mental health services Buddies has
found a way to wdk within and alongsida mainstream clinical servicBespite the very different

origins and ways of operating between the two services they appear to work well together.
Challenges do exist and are similar to those found in the literature such as aefess], attitudes

and perceptions toward consumer led services.

Whilethe Buddies service is primarily for people using the inpatient unit, the community events are
acrucial part of the programmeCommunity events enable people who are currently orehav
previously been inpatients to remain connected with the service and have access to theirAreers.
area that the Buddies service could strengthen is ensuring people are supported through the

transition from hospital to home.

The evaluationhas identifiel that people want mordrom the Buddies service, including more
opportunities to meet with peers during inpatient stays. Increasing the range of activities and events
on offer is also wanted. Current funding is a significant barrier to extending theseftie impact

of the temporary move of the inpatient unit to Keneperu Hospital in Porirua has resulted in a

reduced number of volunteers available to visit.

Anumber of ideasand suggestions have been mademprove access. This includes the

developmen of a communication strategy and improving the cultural responses and structures of

GKS aSNBAOS G2 YSSU GKS y\hiepear supfort ianecddided sy Rt | OA 7
beingcost effective, the current funding of the service limits its abititexpand and develop.

Increasing funding to match other inpatient services would allow for significant growth and

development and provide recognition of the value of the service.

Opportunities exist for the Buddies service and staff at Capital and Ot to clarify and explore
the rules in which the service operates. This includes clarity regarding inpatient leave, adbess to

IntensiveCare Unit and appropriate procedures for the collection of personal information.



No clear conclusions can be defrom this evaluation regarding extending Buddies into other areas
of the local mental health systerfurther informationis requiredabout the needs of the people in
these services and the way in which each service operates, before making any dektigons.
recommended that further investigation be undertaken to consider the range of ways peer support

can be delivered across differeloicalservices and settings.

Peer support is increasingly recognised as a valid model of mental health supporatgtéom
internationally. Buddies peer support service is a local example of an effective model supported by

those who use and deliver it.






Introduction

BuddiesPeer Support Service (Buddiespree on oneand grouppeer support programmepperates
fromtK S LIK A f 2 an2ntdkh@althicknisuinersican benefit from the positive contact of other
mental health consumers, that recovery is possible and even when someone is in crisis, their place in

the world is just as importagt 6 . dzRs&on Statemeht)

Based in Wellingtomnd holding aontractwith Capital and Coast DHB8&C DHBEBuddies operates
within the context of acute mental health servicdfie programme primarily focuses on the adult
psychiatric inpatient units of Te Taha Tauira and Te Taha NMaatenepuru hospital (Porirua).

Prior to these units opening in April 2011, the programme was provided at Te Whare O Matairangi

(Newtown), also known as Ward 27.

At its core Buddies offers one on one peer support provided by volunteers. Volunteatiyichs
mental health consumers who want to share their experiences of recoketlpwing a careful
selection process and comprehensive training, volunteers engage in inpatient unit visits and host
community events to enable current inpatient servicerss(peers) to engage in everyday events,
such as going to movies and cafés. $bevicealso provides opportunities for volunteers and peers
to link together through shared interests and compatibilities to support participation in community

activities ofchoice.

Theserviceis currently supported by oneaid, 0.8 Fullime Equivalent (FTE) Buddiesinator,

and volunteers are reimbursed for travel and expenses related to the Buddies programme.

' Te Whare O Matairangi provides services for people experiencing severe mental distress who are too unwell to be cared
for at home. The focus for treatment at the unit is on recovery and returning to ordinary lifecauittmunity support when

needed.Source: htpp://mentalhealthservcies.org.nz/pagef&eneralAdult+ TeWhareo-Matairangi



Report am

The focus of this report is to provideformation abouthow Buddies operates within the context of

peer support practices anthe inpatient unitprovided byC&C DHB

The reportis made up four sections:

Part1 provides the background of Buddies and an overview of current service delivery
Part2 presentsand discussethe findings ofinpatient staff, peer and volunteeperceptions
of Buddies service

Part3 presents recommendations and

Part4 presents a summary of current literature about peer support in mental health and

addictions



Part 1

Baclground
In 2002 a group of mental health consumers identified that mental healthcgeuvgers experienced

difficulties in social and emotional areas of their lives adtémissiorto the Wellington Hospital
inpatientunit. These difficulties included fergs of loneliness, stigma, isolation, confusion,
discrimination and povertyl he grougknown as the Buddies Advisory Grobp)ieved consumers
who experienced these difficulties would benefit from@ha y 3 | & dzLJLJ2 NE.ALISNE2Y 2 NJ
G 0 dzRwRi€ definedas someone who:
e hadpersonal experience of mental illness,
¢ role modeledrecovery from mental iliness,
e could instil hope for recovery,
e could offer companionship and friendship,
e would be available to talk, and

e could visit people in the unit and continue shgontact when the person returned home.

After consultation wittmany stakeholders thmodel of a one to one peer service was created. Case
Consulting Ltd, a peer owned and directed company responded to a request for tender from C&C
DHB and in 2005 wasmiwacted to pilot and provide Buddies within the inpatient unit and the

community. In 2010 Case Consulting Ltd transferred all of its business to Kites Trust under which

Buddies currently operates.

Oversixyears of operationBuddies has trained approxately 65 volunteers anchas employed two

coordinators.

Current frvice

Funding

{AYyOS AlGa AyOSLIiA2Y . dzZRRASA& KIFa 2LISNIGSR dzyRSNJ |
the nature and scope of service used by DHBs)010, as per the updatl National Service

Framework (a set of New Zealand guidelines and requirements for public health services), the

programme was contracted as a peer support service for adults, tier three (MHC36). Buddies is

purchased based oal.35 FTE model, equating $88,885.74 per annum or $65,841 per FTE.

10



Recently, funding of $3000 was applied for and received from the TG McCarthy Trust to support
peers andvolunteersparticipating in community activities together. This additional funding was

sought for covering theosts of the activities.

Theservicerelies on trained volunteers, therefore the budget allows for volunteer recruitment,
training and ongoing support, including monthly supervision. Activity costs and volunteer travel
reimbursements are components ofganditure and more recently reporting to PRIMHD (the
national Programme for the Integration of Mental Health Data) has become an additional expense.

The Buddieservicebreakdown is represented ite figure 1:

Figure 1: Buddies peer supporosts

Programme Activity
12%

Training and
supenvision
15%

Salaries
(co-ordinator &
administration)

52%

—_—

Overheads*/

21%

*Qverheads include contract management, data entry, fixed costs for phones, computer, and office

space.

On average the service spends $1,500 per wekrper annum for supervision, training,

reimbursement and travel.

11



TheService

Buddies are involvenh 47 peer contacts per month (on average).

Figure 2: Gender ofgers who have Figure 3: Hinicity of peers who have
utilised Buddies utilised Buddies

O European

B Maori

O Pacific Islander
O Male

O Asian

B Female
B Arab
O Indian
| African

Buddies volunteers provide 133 hours (on average) of service per month which equaté9éo

hours per yearThese hours include face to face contacts and operational activities.

The Buddieserviceis founded on developing relationships based on shared experience, mutual

help, choice and decision making with the goal of offering peers hmgey concept of recovery.

Integral to the way Buddies operates are the underlying values of peer support, including:

i.  Self determination and choice

Engagement with Buddies is voluntary and self referral is encouraged. Referral forms are not
requiredas information provided by a third party can detract from the development of an equal
and open relationship. Peers are encouraged to disclose as much or as little about themselves as

they want.

ii.  Shared experience
All volunteers have experience of mentaiéss and want to share their experience of recovery.
Acceptance, understanding, empathy and a sense of belonging are all key aspects of the

relationship.

iii.  Mutual help
This is demonstrated through the common experiences of volunteers and peers and sesogni

that both parties receive benefit through their engagement with geevice The volunteer nature

12



of the servicepromotes equal status: a ngpaid role reduces the power imbalance that can occur

within paid support roles.

iv.  Recovery

Recovery philosophgestress hope, self determination and a broad range of services and
opportunities to support people to achieve the lives they want. There are no medical assumptions
of deficit. Buddies doesot seek diagnosis or past history from peers unless they wish to

volunteer it.

Programme ativities

e \olunteers are recruited and carefully chosen basedoteriasuch as capacity, reliability,

honesty and suitability

e Volunteers undergo 13tkree hour sessions of basic training before being accepted onto

the serviceand engaging with peers

e Volunteers and peers are linked together based on common interests, hobbies and

compatible personalities

e Hospital support involves meeting peers in the ward and running various actatifsas

BBQs, walks, visits to a beacatécor other public places

e Community support includes supporting peers to reduce feelings of isolation and access
supports and activities important to them. Volunteers and pesesreimbursedor travel

andother expenses associated with delivery of thervice

e Sharing of information regarding peer networks and linking with services and programmes

such as education, employmermind housing

¢ Information pamphlets abouBuddiesand threemonthly event calendars are produced and

widely circulated

13



Part?2

Qualitative evaluation of Buddies

Qualitative information for the evaluation was collected by independent facilitators during April and

May 2011. The qualitative methods undertaken included:

e Five focus groups
e One semsstructured interview with the Budds Coordinatotrand

e One letter from a Buddies service user to the focus group facilitators.

The five focus groups consisted of:

e three groups of Buddiggeers(service users
e one group of Buddies volunteerand

e one groupof inpatient unit staff.

Recuitment and participants

Once the evaluation contract wéisalised between Kites Truifes) and C&C DHB in February
2011, a meeting was held with the Inpatidoihit Team Leader and Kites to discuss recruitment
methods.It was decided peers would bevited to participate via flyers posted at thepatient unit
Information about the evaluation was also shared through word of mouth in existing community

mental health networks.

Peers

To be included in the focus groups, peers must have used BuddiesupperiSService within the
past 12 months while being an inpatient at timpatient unit If interested in participating, peers
were encouraged to inform Kites, Buddies representatives or inpatient &affe their interest was
recorded, each peer was pest an information form(Appendix $and then contacted via phone to

explain when and where their specific focus group would take place. In total 12 people participated

2¢KS LAY 27F T2 GdmfullyFMBnddidiscussionitesigred t@dbtaih perceptions on a defined area of

interest in a permissive, netreatenird SY BANBYYSYy (1 QQ 06aSS YNUzZSISNE mMppnI LId cod

®The aimof sem (i NHzO G dzZNBR Ay (i SNIBBASsa Aa (G2 aRSTAYS GKS I NBE G2 08

AYUSNIBASSGSNI 2N AYUSNWBASSESS YIe RAGSNEHS piapl, 298RS NJ G2 LJdzNE dzS |
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in this series of focus groups. Seven female and five male peers ranging in age tm6832ars

old took part in this evaluation.

Volunteers

Volunteers were contacted by the acting Buddies coordinator and invited to attend the volunteer

focus group. Seven volunteers participated in this group.

Staff

The inpatient unit team leader was respsible for discussing the evaluation with inpatient staff.
Primarily it was through word of mouth that staff members volunteered to take part in this focus
group.In order to be included in this evaluation staff had to be currently employed to work on the
C&C DHB inpatient unifsStaff present worked within the fields of allied health, consumer

advocacy, and support work.

Ethical onsiderations

Participation was voluntary and confidentiBlarticipantsvere assured the evaluation would not
impact ontheir future relationships with the Buddieservice Before each focus group, written
consent was gained from each participant (Apper®ixThe facilitators encouragexthd adhered to

the followingguidelineswhile working with each group

e Personal experienogas valued

e Participants and facilitators shared power in the learning environment

e Everyone contributed to the learning process

e The group was based on mutual respect and collective responsibility between participants
e Safety was created during the learniegperience

¢ Risk taking and diversity of experiencesraencouraged

e Emotions as well as logical thinking were valued

e Cooperation among participants took place

e Creative and critical thinking was encouraged

e The focus of the group incledbuilding skillsth & I F¥FSOG 2y SQa LISNAZ2Y Il ]

* At the time of this report the C&C DHB acute inpatient unit was spread across two fagilitdsha Tauira and Te Taha
Manaakj based at the Kenepuru Hospital sitePorirua

°See Raising Voices (20@Basic Facilitation Skillsganda: Raising Voices.
15



As focus groups involved discussion of potentially sensitive topics, facilitators were open and
available forcontactafter the sessionsThis was done so that if participants wished to talk about any
issue raised during therocess they could with easall time and input from peers was

acknowledgedy offering people a financial contribution at the close of each focus group.

Data ollection

Focus goups

The semstructured research questions were designed to guide focusmdiscussions and explore:

e How people hear about Buddies
e What the barriersaareto accessing Buddies
e Strergths and limitations of Buddiesd

e Areas for potential expansion of the Buddssvice

Questiondeveloped by the facilitatorarere designed toapture positive and negativexperiences
of Buddies (Appendix)7The questions were devgbed to be operended and nordirectional to
avoidfacilitator bias and impositiarinterview questions were reviewed by Kites to ensure that the
focus on the resealtqueries were sensitive to culture, age and circumstances. The finalised
guestions were also checked to ensure they were consistent witlC8€ DHBontract
specifications.

Volunteer and peer focus groups were all held in central Wellington at a faaniibconfidential
location. The staff focus group wémeld in the community room at the Te Taha Tauira ward

Kenepuru Hospital, Porirua.

Semistructured interview

In April 2011, a senstructured interview was held with the former Buddiesordinator. This

interview took just under one hour.

Letter from a Buddies gerto the focusgroup facilitators

In April 2011 due to an inability to atteradpeer focus groupne Buddies peer resporadi to the

semistructured questions via letter.

16



Analytic Approach

Each focus group wasudiorecorded and facilitators alternated taking down the main points from
the discussions on A3 flip chartstilising the digitarecording in tandem with notéaking enabled
the main themes and details of the focus group to be rdedraccuratelyThe digital recordings and
notes were written up in full by external transcribers and Kites staite completed, the

transcriptions were supplied to the evaluation team for analysis.

Due to people not consenting to their names being ysabidentifying features were removed from

the transcriptsTo remain true tod K S LJ- NIi A OA LJlthematicnalyd& NB LISOiG A @Sa
(asoutlined byBraun & Clarke2006), wasised to interpret transcriptsThe transcripts were

analysed based on semantic méag using surfacéevel interpretations to identify common

themes and discrepancies between focus groups (Braun & Clarke, Z60&ygh the process of

viewing and reviewingranscripts, meaningful groups tiemesand subthemes were selected his
provided anoverallassessmenbf experiences of the Buddiervice These themes and stthemes

are presented as findings in the following section.

Limitations

During March 2011, thmpatient unitchanged location from Newtown, Wellington to Kenepuru,
Porirua. The move coincided with the evaluation of the Buddiesrice As a result this affected the
recruitment of participants, Buddieserviceprovision, and volunteer ward visifEhis impact of this
disruption to the everyday routines of inpatient stafqrs and volunteers is described in the

findings.

The Buddies coordinator resigned during the evaluation prodéss.resulted in interim
coordination challenges while the evaluation was being undertakenexample, a former Buddies
volunteer unknowinty participated in the peespecific focus grouphe impact of the Buddies
O22NRAY I (2NNA& RS IskrvitEisoaidsnt ia tfie etral&tion. fiodiRd3 A S &

Those that participated in the stagbecific focus group were all atuty at the time of thegroup.
While all the questions were covered, staff were under time restrictions. This impacted on their
ability to commit to all the questions-depth and participate to the same degree as the peer and
volunteerspecific groupsWhile we attempted to avil this situation by planning the focus group
with the inpatientteam leaderonly available ward staff participatedhis resulted in nursing and

other medical staff not being included

17



Finally the evaluationteam hadwanted to include two distinct grgps that did not appear to engage
with Buddiesinpatients not included in the Buddieserdatabaseand Mnori with experience of
mental illnesslt was felt that these groups would have generated important insights and
information as to how the service ald become more inclusive and culturally responsive.

Unfortunately, neither of these groups participated in th&viceevaluation.

18
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Findings

A number of themes representing stakeholder experiences of Buddies were identified through

thematic analysisThe process of reviewing transcripts led to the identification of four main themes:

e Benefits of Buddies
e Barriers to peers accessing Buddies
e Current areas for development

e Future areas for expansion

Each of these themes is described below, using quotesimdstrate key ideas ansubthemes®

To help distinguish which stakeholder group has been quoted, each quote will be followed by:

o [staff] if from theinpatientunit staff focus group
e [peer] if from a peer focus group, and

¢ [volunteer] if from theBuddiesvolunteer focus group

Arising from the findings a diagram has been created to demonstrate the philosophical differences
between Buddies peer support service and thatient unit(Appendix 4)The tension that can
arise is an opportunity for dialogue.

1. Benefits of Buddies

The bulk of focus group discussions centred on positive experiences with Buddies and strengths of

the Buddiesservice The number and diversity slubthemesunder the themeBenefits of BuddieQ

has meant that, for ease of interpreian, benefits of the Buddies service has been divided into
three: Wenefits of Buddies fopeersS bemfits of Buddies fonospitalstaff@ | bgnifits ¥f Buddies

for volunteer) @

1.1 Benefits of Buddies for gers

Of the peer, staff, and volunteer dissgions involvinggenefits of BuddieQthe majority related to

benefits for peersMain benefits of the Buddies service for peers could be linked to thdlsres:

Yhcilitate social connectioQfffer experiential knowledg@&nd Support autonomy

® Note: only common themesubthemes and ideas could be included in this evaluation due to the sheer number

mentioned during the course of the focus groups.

20



In figure 4 (following page) the main ways in which Buddéslitate social connectidiior peers

are demonstrated through quotes giving examples of how Buddie$&iableQ¥vailablé

Yhdependent from the war@4acilitate contact outside the wafand Ynprove the ward

atmospher®©

Buddiesvolunteerswere also talked about as providigractical advic®Wnderstandingand

WHdvocacylo peers.These qualities with quotes showing examples can be linked teuth¢heme

Wffer experientiaknowledgelas demonstrated on the following page (figure 4).

Finally, the ways in which Buddigsipport autonomybf peers as identified by participants were

through YhspiratiorQUhdividualised acce§sand the opportunity to speak openfyExamples of

participant experiences of this are provided in figure 4.

21



Figure 4. Benefits of Buddies forgers

Inspiration
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Benefits of Buddiegor staff

Even though the majority dBenefits of BuddieQvere focuse on peers, a number of benefits were

specific to staff on the ward’hese benefits includededuced pressure on st&fihcreased

awareness of value of experierf@élccess to unigue skifland Ynproved ward atmosphe@The

subtheme Benefits of Bddies for staffand quotes expanding on these benefits can be found in

figure 5.

Figure 5. Benefits of Buddies for Staff

Increasa awareness of value Reducedpressure on staf Access to unique skills
of experience GThey take a lot of pressure dThey have the experience ar
GOne thing the service has don off the nurses some days skills to ride wit the ups and
has just increased staff because sometimes it cgumst downs on the warg[staff]
awareness as to how helpful it 0SS OKI gstafflK S
to have people around who ha oBecause they have been ttee
some experience of mental ? when someone sai#don't want
Aff y68fg acé to talk to youthey understood
ouite of i Benefitsof and they took that on board
ite often you ear a . i -
LI 6ASyd ares Buddiesfor staff > Wlth;L.j; %eglr;gt%g% Zr

gKEFEG Ada tA1Sé

R 2 X @they have someone els ¢
that they can ték to, they don't
need to talkg but to know that

dThe experience that he [the
Buddies Coordinator] had, yo

Improved ward atmosphert know, meant that he could rur

there is a life outside of the wal G ¢ K[Sa¥f] told me it raises the groups on his own hed't
FyR GKAy3a f; the morale of the ward when necessarily need the support
. dzR RIBt&HE ¢ . dZRR A $ &[volumddr] dzd G2 o0S I Ned

[staff]

1.3. Benefits of Buddies for VVolunteers

Another set of benefits identified in discussions with participants Weeaefits of Buddis for

volunteerBenefits included the opportunity fégkill developmer®@eciprocitkand Hecess to a

support networlQFigure 6 presents these benefits along with quotes demonstrating these.

Figure 6 Benefits of Buddies for Volunteers

Reciprocity Benefitsof Access to a support networl
6. dzZRRASa Aa y@ 4— Buddiesfor — GLQOS 0SSy Ay
people out for a cup of coffee. is just nothing until the time yo
We've got a supportive volunteers show up in crisis. There is noth
relationship. A relationship with they can do forgu, and so this
the person is not just about really is goodit kind of prevents
shouting a cup of coffee, it's abc that drop. Keeping people out |
having a mutuality of respegt . the ward] and giving them the
[volunteer] Skill development & dzLJLJeoNiiteer]
GC2NJ GKS | O
have done the training, |
think it really helps our
mental health, our persona
dewelopment, and our work
progress [volunteer]

@428 I NB FNRASYR
that feel sorry for somebody, y«
know.| think that's why it really
works wth peop§ = 6 SO
genuiné [volunteer]

G2S NB 2dzad A
people and it also for me my wa
of giving back€ause | know wher
was in thee, there wasn't suppol

for met [volunteer]



1.4 Discussion

Salzer and Shear (2002) propose that peer support organisations provide benefits to both censumer

providers as well aserviceparticipants.The findings of this evaluation indicate a large number of

benefits for peers and volunteers, and iddéwta third group who benefig inpatient staff.

Benefits of Buddies for Peers

Peers talked positively about how Buddiggpport autonom@ffers experiential knowleddeand
Yacilitates social connectigh | G G KS  Argatdierit ih S idpaedryirit Gftén involves
fFAYAGLFGA2Yy 2F LIS2L) SQa TanBSRDNA eAghgeDHBulldRzS 6

S f

offer peers, without coercion, the opportunity to enjoy interests outside of the inpatient unit, and/

or expandaccess to activitiesral social engagements of interest at the inpatient ufiihese options

supplement the inpatient unit programme by extending opportunities for individualisation (through

the provision of choice) to eactSpS N a a i | &eliberafeRabserteoRcbeBoi provides

space for peers to be upfront about what is happening for th€hese elements of the Buddies

service support peers to move at their own pace towards their own concept of self, and therefore a

greater sense of autonomy.

Volunteer mental healtlservice knowledge was seen as a benefit by peeitspgsvided for unmet
needs of understanding, advice and advocacy not often offered by staff, friends or faailyabout
this benefit indicated volunteers used this knowledge and experience to batgresating within
the inpatient unit (which has a large focus on risk and safety needs) with maintaining mutual
relationships with peersThis knowledge perhaps also increased volunteer awareness of the
importance of avoiding judgement and assumptions éxample, Buddies does not ask to know

diagnoses)This experiential knowledge and resulting guyatelationship between volunteersnd

peers enables peers to access unique skills and provides space to grow and appreciate their own

experience.

A keysubthemeA RSY G A FA SR (i KNP dfAditatés Eokiadl codhgrtioR Taissiih 2 y

themerelates to thesubtheme Wupports autonom@by expandingah Y RA @A RdzF £ Q&

mutually beneficial relationshipgket also relates to how Buddies quqots participation in social
norms; through social connectioBy facilitating access to wider social networks, Buddies is
providing the opportunity for people to take part in the day to day routines of life outside of the
ward, reducing isolation whichfien accompanies mentaltliealth, and therefore encouraging and

supporting recovery.
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Benefits of Buddies fdnpatient Staff

All four benefits for stafdinBreased awareness of value of experieQdeduced pressure on st&f

Ymproved ward atmospereCand Hccess to unique skilsd  OF y | f & 2 expedienfiah y 1 SR G 2
knowledge®? © Sy S ¥ A During thé\fbcudPSupdEisdme staff recognised they may be unable to

relate to, or understand, the difficulties associated with being initipatient unit, and that
volunteersare more able (and skilled) to do Skhis recognition benefits staff as, once they have
recognised a need for this ability, they are then able to actively seek out this form of support for
peers.In addition this may improvstaff-peer relationships as stafire able tooffer peers an
alternative(e.g. Buddies supportpcknowledgement of different types of experiences (andski

may lead to improved stafpeer and staffvolunteer relationships (e.g. increased respect).

Staffreport the presence of Buddies volunteers on the inpatient unit helps improve the mood of the

ward. Combined with the knowledge that peers feel understood by volunteers (refBetefits of

Buddies for Peeysit could be reasoned that volunteers are hiatppeers tchaveunmet needs met.

As a result, peers do not have to strugglehaveli KSaS ySSRa YSizI 6KAOK f S| R2

(Wnproved ward atmosphei® less demand on stafiduced pressure on stdffand a more

satisfying working environmemverall for staff.

Reduced pressure on st@fifiay also refer to governmenequirements for a recoverocused work

ethic (MOH, 2009MHC, 1998)Staff mentioned many and variettmands on their timéi.e. clinical

obligationg which meahwork requirenents often opposed their wisto spend more timeon
individualised contactStaff spoke of howthe presenceof volunteersat the inpatient unitenabled
themto feel satisfied thataA y R A @re&ddaveie ®eing meespecially at times when clinical

obligations demanded most of their time.

Benefits of Buddies for Volunteers
Fndings atlined for volunteers (figure owere the mairvolunteerbenefits.However, many

benefitsof Buddies for peetssuch asdnderstandin@'gractical advic®4he opportunity to speak

openhy(andYhdependent from the war€were identified as elements of the Buddissrvicewhich

volunteers can also access, leading to the thédloeess to aupport networlQEachvolunteer

willingly contribues their experience and skith both peers and fellow volunteers as they continue

with their own recovenpr continue to ensure they stayell.
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Volunteers, staff and peers all talked ab@i? f dzyskillSI&/&ldpser@via training and inpatient

unit visits.A number of references wereade toinstances wheraolunteers had progressed from

volunteer work with Buddies to paid employment hretfield of mental healthOthersdid not

necessarily choosa career in mental health; however Buddies provided aneice demonstrating

the volunteeNJakdilities which supportedpplications to other career3his provision of

opportunities for individual development indicatdsat Buddies supporta second population, its

volunteers, towards recoveryResearch haproven that upholdinggmploymentcortributes

significanthfto alLJSNE 2y Q& oAt AGe G2 adle ¢Stf otSGSNA2Y:Z

Last but not least, the value of reciprocity was regularly referenced by staff and volunteers as a
volunteerbenefit. Referred to in thdPeersupport inmental health andaddictions: a background

paper(2011)this reciprocity is alsoyk2 gy | & G KS YK LTS NEMED  LANRSYNTBA Laf 23N
recovery of peers facilitates personal recovery for bdthe value of reciprocity is known to have a

circular effectashelpingto maké RAFFSNBYy OS Ay &az2yvyS2yS StasSqQa AT

benefitwhich leads to increased confidence and ssifeem.

2. Barriers to ersaccessing Buddies service/volunteépsogramme

When evaluating barriers to accessing the Buddies programriseinifportant to look at how people
get to know about Buddieg. KA & a S Ol A 2hgw pedplblBedr atiod BudiEhdn goesV
FANIKSNI G2 €221 4 6KIFG YFe 0S8 LINB @SBriém tb gedrs LIS 2 LI S

accessing Buddi€s

2.1 How people hear about Buddies

Participants spoke of a number of ways in which they initially came into contact with the Buddies
service Across peer, staff and volunteer focus groups, main ways people heard about Buddies (sub
themes) consistently identéd were: viaadvertisements, word of mouth, knew a buddymet on a

ward visit Examples of initial acknowledgement of Buddies, along with supporting quotations are

shownin figure 7.
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Figure 7 How people hear about Buddies

Met on award visit

@The main time | saw them was | actually met them on the waiidk. S @ 2 dza

wannaO2YS 2dzi F2NJ I O2FFSS |yR (I f 1 [peorE
Advertisements Word of mouth
aL al g GKHE GAfriend told me about
& | N[Rekr] it...a friend who has beer

How people hear

6L 6l a | Olidt €=  ghout Buddies 2y U KSpea N

volunteer work, and had gor GL KSFNR I¢
to Volunteer when | started at the
2 St f A ydubteey £ & | N[BRaEff]

Knew avolunteer

L NBYSYo6 SN 32 AtheRoordigatothadd ahd beiBgllelighted by hét sort of watched
from a distance really and then | got involved iffiedent Buddies activiéis and it just snowballed a bit
[volunteer]

2.2 Personal and ygstemicbarriers topeersaccessing Buddiegolunteers/service

/ programme

Participants were asked if they knew of reasons why people may not want to use Bldues.

reasons identified by participants have been categorised under tGevitarriérs to peers

accessing Buddi@Barriers could be identified as either individualisg#tsonal barrierQ or
related to Buddies service provisio#ystemi€p.

The subll K S Y $erspril babriersh y Of dzZRS &  Adinicalddadier§edgOikug sida effetts,

leave status, or being on high levels of supervisidtyoversiorQ$tigmatisation of self and othefs

0 KSeé alhead® ha¥ good suppdand Wellnes©These issues, with supporting quotes are

presented in figure 8.
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Figure 8. Persondlarriers toaccessing Buddies

/ Inpatient experience \ /Already have good suppoh Introversion

& They may] nofeel as able to get dWhen | first came back from ¢Some people
out with Buddies[because]they're so Australia my family came to sex they don't wani
tired and sedated and anxious; whi me every dagnd | was ringing to do

Ay FIOG A& aAARS famlly well not every day bgt al something

[peer] the time sort ?f th_|cng so | dldl’]'t outside their

' ) § kNBI-ffe ul-tpéer]y 24y &Ll

a¢c2z2z I2 GHGAUK . dzR ? [peer]

on unaccompanied leaiérom] the N~
ward and we find you know at time

we have mostypeople are on PerS_OnaI &gmatisation of self an
accompanied leave omorleave and barriers others
that means they just physically car GThey just don't want to
go out of the ward go off site to * associate withthey don't
activities with the Buddieqgstaff] want to acknowledge that
o . / Wellness \ LIk NI 2[feer]i K !
a{2YSuUAYSa AT |1 & Xe had adt of anxiety
Wpecialled Yy R G KSé QNE and didn't want to meet GThey don't want to be with
NE2Y® 2A0K + alL I ¢6K2fS8 f24i other people with mental
allowed out of their room. Mgbe People may be anxiou illness. Some people are qt
they are in a wheelchair or they ha about going into a extreme about that about
physical disability or have anodia foreign situation with not wanting to socialise eve

\P YR INB 2y @SN foreign peoplé thoughthey might be
[volunteer] / \ [volunteer] J \ YSy dl {péed y

The subtheme of\8ystemic barrier@ncluded a larger number of potentibhrriersto peers access
to Buddies volunteers and activitieb.K S 6 | NNA Sirhifed nimybeXxhraiAReshBo¥phid range
of volunteer®Wisconnect between ward and Budd@$ave statu®WI a adzY LJiA 2y G KIF G . dz

religious affiliation®¥lash of commitmentQUYack of space on the wa€rhnd Y&lt obligations of

reciprocityQThese barriers and quoteckamples are found in figure 9

Of interest within thelBarriers to peers accessing Buddi#g®me is the difference between each
F20dza 3 NP dzlddrlealdStatEStds appekrgds view the barrier of leave status as a

personal factor, whereasolunteers and peers gave examples indicating the barrier of leave status

was more systemidn addition inconsistencies existed between staff memb8mne staff talked

Fo2dzi GFr1Ay3a €tSIFEGS FNRY GKS 41 NR 6A0KLIE yZRERSGE @2
egac¢2 3I2 gAGK . dzZRRASEA @2dz KI @S (2 wbeRasdtffersdzy I O02 Y L.
aLkR1S 2F GKS LWRBRYyNaA 2§t &S A (sbeEddiiK AO/012 YIL8 S/ ASIRK S N
LIS2LX S fA1S A& wABditploied peBple WhailKyS 26y fINSR XK | &S | 002 Y LI

to actually get out of the ward
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Figure 9. Systemicariers toaccessing Buddies

Limited number and demographi
range of volunteers
At@ just about having someone the
Oy O2yySOiG g |
about having a bit more
RA OSSR G & ¢

& L uld ke to see more mums on o
team, more fathers, more youth on ol
team, more Pacific Islanders on ou

team moreMnori2 y 2 dzNJ |
\ [vounteer] 4
/ Leave status i

& Wnaccompaied leave] was
one of the other things. They
had to go into the office and g
through everyone's file and
check it, even if they knew yo
they still went through this
rigmarole
So would you say there's quit
a bit of administrative red tape

\dn capitalt S [fpébr]l\ﬁj

/ Disconnect between ward andolunteers \
4, 2dz YAIKG KIF @S Ndzy3
someone out for a visit, to a cafe, and you turn up-
take them out and there might be another staff mem|
on and theymight not have got the detaiédvolunteer].

GLi RSLISYyRa 2y ftAlAazy
for me, their willingness to work with me, and trust i
GKS NBflFGA2yaKAL® {vduntéer]

/y/Clash of commitmer@

GThey came to the ward
when | was there, there we
actually a lot of other
activities going on. If they'c
chosen a different day the'
might have had more taker
but people were worried
about missing their
appointmert with the
doctor, or had something lit
that on, or maybe it was a

Systemic
barriers

/Assumption that\

Buddies has
religiousaffiliations
0Smehow people
think they have got

some religious

\ FFFA f[[bebrlly

O 2 dzNJi[pe®]- & ¢

e

/ Lack of space on ward

2SS adAatt

_ AN

Kl @¢ GLUGS 3F2G GKA& GKAYy3 gKSy L
problem over athe Manai unit obligated to say something nice to§hy 2 NJ 42 YS (i K
which means thatve can't [peer].
actually guarantee them the A . P A ; A N
space to run their group on a aﬁ:% 3 dze 32 u AYS u 2 BNRUGS \fe
YR KS FTStfud NBIFIfftée ol RXI IpéR]

~

Felt obligatiors of reciprocity
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2.3 Discussion
¢KSNBE FNB YdzZ GALX S LISNBR2YIf | YR aBuddiesymed 2o0aidl Of

issues overlap, while others are more clearly personal or systemic.

How peoplehear about Buddies

Evidence that the majority of peers heard about 8ervicein both ward and community settings
demonstrates the dual layers of Buddi€®malised arrangements with C&C DHB mental health
services and the range of coordinated events in the community support its outréddle this base
of engagement with Buddies is one of its strengths, there is also scope for further improvements
This is dicussed in more depth in tHgarriersto peersaccessing Buddiemd Areas fordevelopment
(below).lt is clear thafurther promotion and enhancedommunication with the ward and in the

communityare two aspecsthat will improve peopl@ @ccesgo Buddies.

Personalersus gstemicbarriers

One of the obvious areas of personal and system opeartancerns the variation amorsgaff

knowledge regarding accompanied versus unaccompanied leave for inpafitetpeers involved in
this evaluation were clear #t their freedom to leave the ward while being an inpatient was
confusing and ambiguouk.was common for peers to attribute this confusion to the mixed
messages they received from staff members on duitys could illustrate that agreements reached
between staff and patients for leave are perhaps not followed through because of a lack of formal
documentation about the agreemenAlternatively, it could be due to new staff not being aware of

leave protocols, or staff discretion regarding inpatient freed@nd restrictions.

Regardless of the possible reasons, this finding highlights the need feevieeand ward
management to work together to clarify these rul®eers would benefit from such clarity as there
would be more consistency regarding thdaily routines and freedoms#\s one peer discussed, it

was very discouraging to have the opportunity to have an outing with a volunteer dashed because

they had received conflicting information from staff members regarding their leave status.

Clarity woul also enable volunteers to act with more confidence regarding the way they work with
peers while in the wardAs found in thd?eer sipportbackgroundpaper(2011), not establishing
consistency regarding inpatient leave status can make it more diffiaufidople to access and seek

referrals to peer support programmes (p. 1®jorking to improve clarity around leave status would
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O2yiNRoGdziS G2 aySs stea 2F AyiSaINI (éts)201LI8 SNI & dzLL
128).

Personal Barriers

Personal reasons for not accessing servicewere found to be largely due to individual

circumstances such as existing levels of support, personal preferences, or situational conditions and
treatments that can result in people isolating themselM@smbined these factors are all tenable
reasons as to why some people may not accesséhneice Regardless, continuing to consolidate

and improving access, as discussed above will ensure that people have a choice over what peer

related resources are availalie them in the ward andhe community.

The nternalised stigmar selfstigma people can experiencegarding themselves and others
because of their ward and mental health problems was founBétgrson, Barnes & Duncan (2008)
to be commonHowever, this esearch found that internalised stigma can be countered and
challenged especially when people have the opportunity to access peer siggpoides. (Peterson

et al, 2008, p. 110)he benefits of peer support need to be communicated clearly and widely to
ensure choices are offered to people using mental health services. Finally, reingtatirdgR R A S &
2 St O2 Y S fotpees fnil inpatient staffiould help increasawarenessof the service its

values and how it operates.

Systemic arriers
There are a numbeof findings related to the currergerviceand structure which have been found

to inhibit people using Buddies, including:

¢ A combination of low numbers of volunteers and therefore reduction in diversigghofic
and cultural backgrounds

e Peerand voluneeruncertainty ofservicespending boundaries

e How the group presents itself, and

¢ An inconsistent timetable for events.

The most practical response to theservicerelated issues can be found inteny 3 S OK o6 NNA S

its head. For example, theervce must:

e Be proactive about recruiting volunteers from a variety of backgrounds who can relate well

to people,
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o Clarify rules for spending on social outings or events,
e Present theservicein a way that is nospartisan,and

¢ Communicate clearly and consistgnabout event planning and the event calendar.

Ly LI NIEESEts GKS 26 NBLINEBaS ysénticahigiights #eTeedto 2 NA | Y F
improve access amortgese populations. ThBeersupport backgroundpaper(2011),highlighted

thatoftey an2NAXZ |yR | NHdzo6fte& tFaAFAll LIS2LI Sasz | NS
involve whole families rather than previously unconnected individuals (@ @ning up access in

this regard would mean improving the cultural responses and structfrédse service In particular,

it means looking at how well theerviceinteradi &8 ¢ A (0 K an 2rikhtalhegitR t | & A FA ] |

organisations and services and improving these organisational relationships.

Finally, the lack of a consistent space for Buddies tagranp events on the ward has resulted in a
diminished amount of these events taking plachis systemic problem is partially due to the
temporary relocation of the inpatient unit from Newtown to Porirda.response, planning
scheduled events in a defidespace, which may or may not change, may mitigate and resolve this
issue in the shorterm. Planning need® include the Buddies coordinator, volunteers, Kites and
C&C DHB management, with arrangements clearly articulated to C&C DHB staff, Buddiegmlunt

and peers.
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3. Current Areas for Development

To ensure a balanced evaluation of Buddies, peers, staff and volunteers were asked what could be

done to improve the serviceé. Yy dzY ocSridat ardas fidt developmefivere identified. These

include the aeas (sukl K S Y' S &amminiEatiol¥8dministratiorfand Wolunteer skills and rolé®

ThesubthemeWommunicatio®? Oy 6S ARSYGATASR WHKoN®E dzZ3 K & dza3 3 S a

communication between the ward and Buddi®€ncourage wider family particip&in in events)

Yhore Buddies promotiofand Yhcrease volunteer input in Buddies managenf@hhese

suggestions and supporting example quotes are shovfiguime 10.

Figure 10. Currentraas fordevelopment: Communication

/Improve communicatioh Encourage wider family /More Buddies pomotion

betweenthe ward and Buddie participation in events & lwéuld be helpful if the hospit:
GL F2dzyR GKI GCommunity support on & staff promoted and explained
separate they [the ward] would b longer term moredmily gKIFG . dZRRASA |
doing stuff with the patients anc 0 I a Bafg FTANBRG HpBev]A G0
have specific events on the war A . A
and Riddies would do their stuff. aLdgs el hdalh
therewerer 20 2F O service for like ten years and |
and then there would be days wt ‘-[ Communication]—> haven't heard about it so I'm jus
GKSNB 61 & y2icr Worldermg why |t:[ook me so lor
[peer] / \u 2 TAYR 2[ozén y
A 4

Increase volunteer input in Buddies management
dt helps usstay in the loop, and it takes the pressuretbfise who have the weight on the
dK2dz RSNERI 6K2 | NB O NN@lanea] 2 dzNJ 2

Thesubtheme "dministratiorfivas a combination of small tasks which participants identified as
ways to improve the Buddies serviéBdministratiorfdncorporated requests such as ‘#nprove

volunteer travel suppo@W¥larify budget limits for café visii#e-assess collection of deographic

detail) Il eyeRts ddllendar requesdThese requests plus further related information is described

in figurell on the following page.

Thefinal subtheme under the themégurrent areas for developmefk &olutiteer roles and skill®

As indcated by the name this suheme involved suggestions frdzNIi KSNJ RS @St DUIYSy i 2
Main suggestions with quotes are shown in figureohZhe following pageThese suggestions

include\€ncourage wider conversation in grodpgtrengthen communiation and assertivene§s

Yhcrease one on one buddyif@plarify access to the ICHNd Yclude group facilitation in trainirg
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Figure 11. Currentr@as fordevelopment: Administration

travel support
aLdQa
the moment with the
ward being otihere,

[staff]

G2 Sa@dR2yQ
transport reguhrly

mmprove \olunteeh

lj dzA i

people can't travel out

when we need it, to gt

K outé[volunteer] /

ishow much they're go
or this is what you can
what you®e allowed t

Clarify budgetimits for café visits
d think in the future they should say tt

@/ents calendar requ&

@You have it all mapped o1
that you'll go to something
and then you'll find out the
actually it's not happening
that day, that time and urr

nna spend on'y
have or this is |

oK | dfeer]

T

that throws you right out
especially if you've got tc

4—[Administration]—>

organise fairly extensive
publictransporg [peer]

v

dThe last calendar that wa
brought out just felt like

/ Reaassess collection of demographic deta{BRIMHD) \

32Sa

how this whole thing started. It's a matt of doing it so we can get

funding, but is there a way that we can do it while trying to build
rapport, you know, without streggvolunteer]

AC2NJ Yzal

\_

LS2LX S A

{Thevolunteer] got me to write my name down and my date of bil
on a bit of paper and | got really paranadd | just had to go back tc
GKS 61 NRX &SI KX [pedr] 61 & jy

some of the events werer

spread out like on differer
days Include map to
NB 3 dzf | Npe&E y

F 3 A

a lust v@ndered if the St
W2KyaQ OSyi
included on a map on the

k calendar? [peer] j

Figure 12. Current eeas fordevelopment: Volunteerskills androles

Increase one on one buddying

dt would also be good if there was an easy way 1

request a buddy, rath
someone tu

er than juwaiting until
rns up[peer]

/Encouragewider\
conversationin
groups
aL GKAY1
groupsthemselves
could be improved ¢
oAGX L F2
to sort of speak out

Volunteer
skills and ples

/ Strengthen ommunication and \

assertiveness
0Sme of the Buddies could bertdfom a bit
SRdzOI GA2Y | NRedzyR O2°
you have to push in this place sometimes
want something you know that you are on
good thing youdo have to just speak louddy
Everyone that survives here, to learn to sur
here you need thatm to really stick up for
yourself, sometimes otherwise you gettjus
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FlILYALT AL NI

\ [peer] /

a

\_

4 Clarify access to ICU )

L GKAY]l GKS@
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might need tke presence and

comfort the most [volunteer]

J

K tramped right over or ignoretstaff] /

Include goup facilitationin training
aL Ftaz GKAYy1l GKIG
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SELISNA Systaff] (i K

l.j
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3.1 Discussion
Ly fAYS 6A0K Udekhiee ardaidr degejpfliencdmimynitatighdad@ministration

and volunteer skills and rolediscussed in orddvelow.

Communication
One of the major findings of this evaluaticggards enhancing communicatiol./ 2 Y'Y dzy A OF G A 2 y Q

relates to three key areas:

1. Theserviceits guiding values and phdophy, structure and activities

2. How theserviceworks interactions with the mental health system and what distinguishes
the programme fom other mental health services, and

3. How theservicds presentedways theservicecommunicates its message to different
audiences formally and informally.

Firstly, the fundamental values base of Buddies needs to be expressed clearly and consistently t
wide range of audience$hePeersupportbackgroundpaper(2011)foundthat & LISs8pldrt is an
explicitly value R NA @Sy | OGA@GAGe¢ +FyR KFG (62 2F GKS Yzali
the movementareits grounding it NB O A LiibhBs@idigéndne éweway helping relationships
'y R WS E LIS NR S yeeds bhting their proble@sRaBdSs@lutians with each other in anon
judgemental way (pp. %6). In conjunction with these two elements are interconnected concepts of
W &-Betefninal A ZArge@omdof choice}’ LI NIi A OA LI (i ApartCipdtioh i deifjicdzl t A 1 & Q ¢

makingd = | YR WNBORFEAKER OSWR RFLIEQIATS g20il%e).{ AGAY T :

The background paper further identified that an unresolved issue aatlenge in peer support is

the tension between peer support values and those played out in the mental health system (p. 11).

¢CKAA LI LISNI F2dzy R (KIFG LIS2LX S FTRYAYAAUGSNRY3A YIFAYy3:
understand consumer/survivor history agill f dzSa¢é¢ FyR GKF G aGKSe IINB A1
initiatives as either seconrhte or just like mainstream services that happen to be run by
O2yadzYSNEK AdZNDADG2NEE O0LID MHO D

Subsequently, improving communication between the inpatiemt and the Badiesservicemust
include efforts to bridge the philosophical disconndgach is underpinned and structured by
different values which influese membes(bractice and understanding of people who present with

mental distresslin turn, this greatly influeres how people who have mental health problems
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experience the support they receive in the mental health system genevéhile evidence shows

that peer support is the fastest growing area in the mental health field, more work needs to be done
to ensure itis sustainable and an integral parttbé mental health systenPger sipport background
paper, 2011, p. 14).

Second peers and volunteers need to have more knowledge about how they can participate in

shaping the Buddieservice The coordination and admistration of the programme must allow for

regular contribution from volunteers and peegsstablishing a regular review process inclusive of

peers, volunteers, theervicecoordinator and administrators that focuses on a programme of action

for Buddies wald enable thisto happe. y @2 f @SYSy (G Ay LI | Yy AdllE 42yd& R &
strengthsbased approach to thservice which is consistent with peer support values in Aotearoa

New Zealand (Scott et al, 2011). A regular review obtigicewould alsoS Yy K y OS . dZRRA Sa Q
responsiveness towards peers and volunte€&®. example, an area of programme development

could be creating new ways of structuring events so that families may be included when

appropriate.

Administration

This evaluation found that a sion exists regarding treervicecollecting and dealing withJS 2 LJt S & Q
information. This tension is most apparent when gathering information for PRINHdDexample,

the serviceis required contractuallyo record each interactionolunteershave with peesagainst a
persor@ National Health Index (NHiimber.Peers and volunteers were both uneasy abita
collecton of this informationas they believe ihegatively impacts on the undeihg values of the
service For people involved in Buddies, PRIMédDflicts with the fundamental value of creating an
openand equal statuselationship, where peers are encouraged to disclose as much or as little
about themselvess they wishThis finding is supported by national research into peer support by
Scott et 4(2011), who argue that collecting this data witlpi@er support settings requires

G A y T 2 Nbatidibatenkepiiconfidentiadl TK'S& 1 f a2 y20SR GKIFdG aiKS
AYF2NXYIEGA2Y STFSOGAGSt e NBIldzANBa I aSNWBAOS NB

AY !
dzC

s
X«

Colecting personal details required for PRIMHD can contribute to the stigmatisation of having a
mental iliness and accessing a service for supfdnis is in stark contrast to being a person with
experience of mental iliness freely engaging sesaviceof mutual support and benefit. Based on our

evaluation findings and national evidence (see Seb#i,2011), how theserviceuses this tool of
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information collection needs to be reviewed and question&de compliance issues surrounding

PRIMHD appears to l@enational problem in relation to peer support services.

Linked to the systemic barrier of accéseep. 13) andenhancingservicecommunication (see.d9)

this report found that clear and consistent information regarding $kevicestructure and how

people can become involved is vital. Access to events is a core component of Buddies and needs to
be augmented furtherThe relocation of thénpatient unitto Porirua has increased a need for
organised transport for ward visitt parallel, community evés need to be held on a consistent

basis to ensure continuitlarifying access to the ward or community events via the availability of

bus tickets, shuttles or supporting alternative transport can resolve these issues.

Volunteer &illsandroles

Buddies volunteers are eager to increase the breadth of their skills in working with gaegarallel,
this evaluation found that inpatient staff support greatskiltbuildingamongthe volunteersThere
is an existing training programme for volunteers, greupervision and onen-one supervision
when requestedHowever, improving group facilitation skills and enhancing howstheice

effectively works with inpatient staff are all areas that need further consideration.

ThePeersupport backgroundpaper(2011) foundprofessional development opportunities in the

field of peer support aréimited due to a lack of funding (p. 13)he paper also found that when
funding is provided through the mainstream mental health system conflict could arise because the
emphasis of the curricular training differs (p. 1Blationally, there is heated debate regarding a
national Intentional Peer Support qualification and its perceived benefits and limitations (see Scott
et al,2011, pp. 9¢103.).However, emerging evidence oegr support training does demonstrate
that:

XiK2aS ¢6K2asS GNIAYyAy3 gta y2G4 Ay | aLISOATFAO
less complex understanding of peer support, seeing its essence as being in empathy

and the shared journey of peer supporter apeler. People who had been trained in

peer support, by contrast, tended to talk also about recovery principles, mutuality,
understanding different worleviews and crisis as a learning opportunity (Seotl,

2011, p. 99).

In considering training opportuties for volunteerof the Buddieservice equally important

is improving inpatientunit staff training regarding the philosophy and practice of peer
37



support.Again, this highlights the need to bridge the disjunct between support and work of

mainstream nental health services, and the volunteer and peentred Buddies approach.

Finally, peers believed Buddies volunteers should have access tedQbéers, a Buddies presence

in this unit would improve the support available for inpatients because people G KA & dzy Al & YA
need the presence and comfort the mastn this regard, clarifying the rules of access for volunteers

to this secure unit should be further explorethis move may alter the volunteer role, and further

training and skills would need e considered as a result.

4. Future aeas forexpansion

The final themeame about mostly as aresult@fK S 1|j dz8a (G A 2 y If BuldiestoNdibe OA LI y (i 3
expanded, in what other areas could the service provide suppditits themefuture areas for
expansiorfencompasses peer, staff and volunteer wishes for the future of the Buddies service, of

which there were manyThe theme has been broken into the three shlemes oftictivitieQ

Buddies roleSand ‘tesource®

Figure 14below)shows the suliheme Wctivitie<and details suggestions of how peers, staff and
volunteers would like Buddies to expand their services in the community and in the ward, while at
the same time a request is made to ensure populations in both Wellington and Porirua aiggaro

for.

Figure 14. Future Areas of Expansion: Activities

More in the community

GY2NB a2 Qdpedr]f SOSyias
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More at the ward: \
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GY2NBE FTNBI feleyli 2dzi Ay 3aé
At worked quite well in the ward when | was quite often leating R 3 2

Activities
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Maintain Wellington groups while growing Porirua support

& Lréafly important that we keep both of our communities going... Just because
6 NR KlIa Y2@0SR 2dzi G2 YSySLizNHz F2NJ

got goingin Wellington;people haye family in Wellington that are on the 38
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The subtheme Buddies roleQncluded a range of suggestions from individual role development to

service role developmentdeas talked about by participants includgbpand to coxmunity

serviceQ#dvocacy trainin@#evelop transition support (ward to hom@&nd dllow volunteers to

opt out of ward visit©These suggestions are shown below in figure 15 along with supporting quotes

from the focus groups.

Figure 15. Future Areafor Expansion: Buddies Roles

/Expand tocommunity\

services
dThere needs to be ever
more than that inclusive ¢
the people like Tory Stre:
2 NJ ¢ I O gpeed] i

GLT 6S 02«
connectim with Pathways
with the respie places...
Yeah beyond the waéd
[volunteer]

Advocacy training

df they could read up about th
legal side.. and so they know
gKEFEG 2dzNJ NA3IKIQ

you an advocate if you need an

[peer]

?
4_[ Buddies ples >

|

Allow volunteers to opt out of ward visits
olf someone puts their hand up to be in Buddi&€sak to not to
02YS
with feeling uncomfortable about coming onto the ward, bt
sometimes you feel that they agree when they really don't w
Uz

gl yid G2

2y (KS d@hingliRohg

Rgaff]A 4 €

Develop transition support
(ward to home)
0Alot of clients have said that
they would have appreciated th:
transition when they went home
in the first few weeks, to actuall
still have had that real connectic

GAGK GKS . dzRRA ¢
[staff]
aL dKAYy1l 2dzad

and somebody to phone you aft
you've lived in a communal

situation for awhilehome seems
BSNE fpeef St &
2SS f24a8s

leadS G KS
problem,
and we don't alway&now when

GKSY
1 NR®

&hey are going to gé)[voluntew

The final subheme, under the themefuture areas for expansidan be related tdfesourcesand

is shown in figure 16

Main resources desired by peers, staff and volunteers includiediicated Buddies space on the

wardQBuddies va@¥hore volunteerQHave two coordinator@Have a community spa€efind

individualised volunteer developmefdnd ‘Hay Buddie® &

Of note, is thammongBuddies volunteers there was debate as to whether payment for undertaking

Buddes related work was appropriat@his debate seemed to centre on a deeper disagreement

between the professionalism, value, and ideals of the Buddies service.
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Figurel6. Future aeas forexpansion: Resources
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4.1 Discussion

Focus grup conversations on potential future areas for expansion of the Buddies programme were

both interesting and fruitfulMany of the potential ideas shared are just that: potential ideagHer

Buddies servicto consider when discussing future plaislaige number of suggestions shared the
FSFGAZNB 2F gl yliAy3d WY2NBQ 2F OdNNBy i &aSNBAOSas ¢
reflects both how valued the Buddies service is by staff, peers and volunteers alike, and gives

evidence to the desiréor better access to more Buddies volunteers through community services.

| 26 SOSNE WY2NBQ Olyyz2i KIFLLISY sAlGK2dzi GKS NBONHzA

improved travel support, identification of further and appropriate space and funding.

Threeparticular commonly suggested areas for future development will be discussed further:

Buddies roles, Buddies as a paid role, and transition support.

Buddiegoles

When considering future expansion of Buddidiscussions with participants clearly indicatidat

the Buddies service provides support for both peers and volunteers (sometimes in very different

ways). Therefore, care must be taken when considering expansion to ensure volunteers can provide
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supportwhile still benefiting from the experiencét is suggested that to ensure the ethos of Buddies
is maintained, the five fundamental valdesutlined in thePeer support background pap@011,

pp. 5¢6) are used to guide future development of Buddies roles.

Buddies as paidrole

The issue of paying Bdigs volunteers for the support they provide was a topic where agreement

could not be reached between showing appropriate appreciation for the time, skills, and elements of
professionalism from peers and the fundamental values which come with voluntedt@msome

peers payment seemed to be used in a more abstract sense, as an indicator of how much they
appreciated Buddies suppoi$cott etal (2011)spoke about tensions between that of a professional

peer support role, and that of a voluntary peer suppate. ThePeer support background paper
(2011,pmMmo 0 AYRAOIGSa GKIG WLINPFSaaAaAz2ylrtAaiayaQ LISSNJ
However this payment of Buddies issue is addressed, it seems that most participants would agree

that there is roonto build into Buddies some form of acknowledgement of volunteer contribution.

Develogransitionsupport

Staff, peers, and volunteers all agreed that the provision of support for peers transitioning from the
inpatient unit to home would be a desired exEon to the Buddieservice In developing this

expansion there would be difficulties, such as how to maintain peer confidentiality, how to work

GAGK |y 2F0Sy aSSyAy3dafte walLkRyialyS2dzaQ RAaOKI NHS
adequate boundaries fovolunteers.This expansion may require further resource support and

planning as it is above Buddies current capatityaddition this expansion relies on improved

communicaion between Buddies and thepatient unit.

" Five fundamental values of Peer Support: Self determination, partioipand equality, reciprocity, experiential

knowledge, recovery and hope.
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Part 3

Recommendations

Three categoes of recommendations have been identified in response to the findings of this
evaluation.The firstrelates to C&C DHB Planning & Fundihg,secondo the Buddies Servicand
the third concerns enhancing the working relationship between C&C DHB &rdvid staff and the

Buddies Servic&kecommendations in each category appear in prioritised order.

Capital & Coast District Health Board (Planning & Funding)

1. Increase the funding of Buddies in order to continue its service prowisionsolidate and
improve access.

2. Investigatethe potential of expansion @uddies into other aresaof the mental health
servicewhile considering:
a. The structural systems in which the provider arm operates, and how this may or may
not fit with the Buddies peer support gigbphy.
b. The needs of people with experience of mental iliness using provider arm services.

c. The differences and variety that exists between typologies of peer support.

Buddiesservice

1. Maintainthe Buddiessoluntarypeer support ethos when consideringatgpansion and
service development.

2. Maintain community events and activities in order to strengthen existing peer and volunteer
relationships.

3. 5808t 2L I YR A YISEnSc¥ QWi diy AW dBRRNVS E NI 6838 Q0o

4. Improve the cultural responses and struesiof theservicein order to meet the needs of
an 2 NA 3 people)womanOand young people.

C&C DHB & Buddiessrviceprogramme
1. Buddies servicandinpatient managemenstaff collaborateto:
a. Develop Buddies service to support people through thesitian of hospital to home

b. Clarifyinpatient leave ruleandaccesdgor volunteers to ICU
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Work withC&C DHBtaff to find non-intrusive and nosthreateningways of collecting
personal information asequired by PRIMHD.

C&C DHB staff and Buddies to comioate on peer support philosophies, including:
a. The benefits of Buddieseer supporvalues, fundamental concepts and practices
b. How Buddies fits within the peer support spectrum

c. The unique ways in which the programme operates.

Scope the possibility of @ting a centralised spaamn the ward for information and
connection tahe Buddiesservice.

Develop Buddies service to support people through the transition from hospital to home.
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Conclusion

Buddies arose out of a need tounter feelingof lonelines, isolation, discrimination and stigma
experienced by peoplasinginpatient servicesThis evaluation has found th#te service has met

this ain; it stands solity alongside people facing multiple life challenges. The service is a local
example of volutary peer support that is underpinned by practices that are consistent with its
mission.Specifically, this evaluation found that Buddies ofiexsveryfocusedsupport that

encourages reciprocity, experigat knowledge, selfletermination, participatiorand equality

Inpatient mental health stafbelievethe service complements and strengthens the treatment and
support C&C DHB currently offers. Buddies is in a good position to contribute to new ways in which

peer support and mainstream services can wodether to improve mental health outcomes.

This evaluation highlights numberof areas that couldtrengthen andmprovethe service further.

First promotion of Buddies through enhancing interecammunicationlamongservice

administrators, volunteerand peers) and externabmmunication(with mental health services and
community organisations) is a signifitanext step for the servic.he development of a Buddies
Communication Strategy would hdfpidgethis gap.An organised communication approawfl

assist in recruiting a greater diversity of volunteers to meet the needs of people using mental health

services.

Secondly, more dialogue is heeded betwédlea Buddies and C&C DHB mental health servitkis.
includes addressing systemic issues, sagchow personal information of the people using the
service can be more effectively collect&imilarly the rules aroundnpatient leave and the

possibility of peer support access into other areas of the DHB service need to be clarified.
Conversations atut how the service can be expanded into other areas of the DHB provider arm
need to take placelTo ensurahe servicds in Ine with other mental health servisgfinancial parity

for Buddies needs to be explorddhproving the funding stream would ensuthe service can
successfully expantHowever, an increase in funding must not come at the expense of the Buddies

philosophy and work approach, as this would negatively compromise the quality of the service.
Overall the service works well within the mi@h health system andider communityto facilitate

social connection for people who use mental health serviCesisidering the breadth of its work,

this evaluation found that the service is very ceffective. It offers a valid and parallel network of
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support and encouragement for people with experience of mental iliness, or those that have used

mental health services.
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Part 4

Peer sipport in mental health andaddictions: a backgroundpaper

70EOOAT AU -AOU /68 ( ACAI

THE BENEFITS OF PEER SUPPORT

What are the benefits ofpeer support to you?

Knowing you are not alon&eeing that you are able to live with a mental health diagnosis and
go to school, get degrees, have a job, have a relationship and f&®éiing you are more 'normal

or 'okay'.

LT AG 6SNB y2iG F2NJ LISSNI &adzLIi2 NI
My life was turned around.
Peer support got me through when | got nothing from the formal system.
| can tell peers stuff without fear of being committed.
It was my passage way to getting bettergfity much the only one.
Peer support contributed to 80% of my recovery.
Every visit | walked away better and better.
Beautiful, wonderful, lovelgyg 2 NRa O y Qi | Ol dzl f & H

Peer support saves lives PERIOD!

still

6hQl 3y S X Hamno
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Introduction

This paper provides a brief international overview of peer support in mental health and addigtions
its origins; definitions of peer support; its values; the types of provision, practices, participants
organisations and helping relationships involvedeéepsupport; the gidence base for peer

support;as well as the issues and challenges facing peer support at the definitional, attitudinal,
systemic and organisational levels. One of the striking features of peer support is how universal the
issues are; #hough this is an international overview, all the issues raised are as relevant to New

Zealand as any other country.

1. ORIGINS OF PEER SOIRP

1.1 Selthelp and advocacy movements

The earliest known peer support and advocacy organisation in mentahheas the Alleged Lunatic

Friend Society established in England around 1845. Its founder John Perceval, a tireless advocate for
GKS NBF2NY 2F GKS [dzyl GAO ! ae-D8y&NI NEFENNBR [ 8NK
YIRYSY Q ot 2 Re@eieritathealthipsper turhgro{ips also formed in Germany in the late

nineteenth century, which protested on involuntary confinement laws. In addiction, peer support

and selfhelp groups have been traced back to thdt&ntury (Robertson, 2009).

The mostwell developed peer support community was established in 1937. Alcoholics Anonymous
has spread to every country and the steps have been adapted for other addictions and for mental
health problems. GROW, a 12 step program started by a priest in Aastrdl®57, has also spread

to many countries. These forms of peer support are all apolitical.

A new wave of peer support and advocacy in mental health emerged out of the international
consumer/survivor movement which began in the early 1970s, arounddhge time as the civil
rightsY2 @SYSy iz 3t & Nh&@déned and indig&ous tov&néitis. All these

movements have in common the experience of oppression and the quest fatetetmination.

This newwave was based on a critical perspectivggfchiatry and society, rather than just the
YSSR (2 WNBT2N¥Q 2 )thasbderFshaped Ky thé dnBtatibns ahd havdlong by
the mental health system, therefore one of its motivations is to change the system as well as provide

alternatdSa G2 AG 6! NOKAOGFERZ wnnyT . dzZNRG2g SiG 13X m
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2004). Many consumer/survivor run initiatives have elements of both peer support and political

action.

In the last decade or two in western jurisdictions, many corsgisurvivors have started to take up

new opportunities to work within the mental health anw a lesser extenthe addiction service

system in various roles. It could be argued that we are in a third wave of development in peer

supportc the use of peesupport within mainstream mental health services, where peers are

contracted or employed, usually to provide oteone support for people using the service. This

development gives new opportunities for the growth and funding of peer support, but themms

concern within the movement that the traditional controlling values still operating in many
YEAYAGNBlIY aSNBAOSa YIe O2YLINRPYAAS (GKS WNRES Ayl

1.2 Recovery philosophy

The recovery philosophy underpins mental hiegoolicy in all English speaking jurisdictions

(Compagni et al 2006Recovery evolved out of the consumer/survivor movement and progressive
GKAY1AYy3 Ay LA@OK2a20Alt NBKFIOATAGIGAZY Ay (GKS f
e Hope for anl selfdetermination of people with a diagnosis of mental illness is paramount.

e Madness is seen as a valid and challenging state of being rather than just an iliness.

e There is recognition of the multiple determinants and consequences of mental healttepreb

e There is recognition of the broad range of responses needed.

¢ People with a diagnosis are the major contributors to their own recovery.
(The Future Vision CoalitipR008; Mental Health Advocacy Coalition, 2008; New Freedom
Commission, 2006; Sainsgutentre for Mental Health, 2005)

The concept of recovery has a longer history in the addiction sectwadioriginally identified with

the 12 step model which requires abstinence for recovery. This contrasts to the meaning of recovery
in mental healthwhich does not focus on thdimination of symptoms. Howevenore recentpeer
leaders in addiction argue that abstinence should not be a requirement for recovery; the harm
reduction approach introduces a recovery continuum in the reduction of drug refeied, with
abstinence at one end.énton & Single, 1998This brings the concept of recovery in addiction and

problematic substance use much closer to recovery in mental health.
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1.3 Trends in health

The growth of the recovery approach parallels charigegeneral health care and health promotion

in western countries. The virtual elimination of deadly infectious diseases in thee2fiury
substantiallyincreased the average lifespanut left a vacuum for the proliferation of chronic

lifestyle related caditions, such as depression, cardiovascular disease and diabetes. Good sanitation
and antibiotics will not fix these conditions. The answers lie in the reduction of relative poverty and
early intervention, as well as health promotion which encourageviidals to sé-manage their

health and welbeing (Mental Health Advocacy Coalition, 2008). Peer support encourages sel
management. At the same timeastern populations are ageing and there is pressure on health

budgets. Peer support offers a cesffective alternative to traditional health care (Dennis, 2003).

When it comes to mental health treatment there is evidence from longitudinal studies that the new
drugs that began to emerge 50 years ago, such as thedaptiessants, anfpsychotics, antanxiety

drugs and mood stabilisers, have not improved outcomes in the population of people with a
diagnosis of serious mental illness (Warner, 2004; Moncrieff, 2008; Bentall, 2009). In addition to this,
two World Health Organisation/HQ studies have found thgteople with a diagnosis of

schizophrenia in low income countries have better outcomes than people in high income countries
(Hopper et al, 2007). In the addictions field, it la®n stated that addiction pedvased recovery
services are growing out of tHailure of addiction services to provide much more than crisis

stabilisation (White, 2009).

All the above developments and evidence in health suggest we need to focus more on our personal,
community and economic resources to restore and preserve healihagellbeing. In the area of
peer support, we see this already happening in the USA at least, where there are mdrelzelf

groups and consumer operated services than mainstream mental health services (Goldstrom, 2006).
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2. DEFINITIONS OF PEEERPPORT

A broad definition of peer support is any organised support provided by and for people with similar
conditions, problems or experiences. Peer support is sometimes known deekelfnutual aid or

mutual support.

Peer support initiatives are the workegroups, networks, programs, agencies or services that

provide peer support. They can:

e Be tinded OR unfunded

¢ Use wlunteers OR paid staff OR both

e Operate out of user/survivor /consumer rurganisations OR other agencies

e Be ctlivered by a group of peers ®R an individuapeer in a team of professionals

e Be aprimary activity of the initiative OR a benefit from another activity. & a user/survivor
advocacy group or small business

e Be mrt of an indigenous healing ritual.

3. THE VALUES AND FUMENTAL COBEPTS IN PEER SUPPOR

Peersupport is an explicitly valuatriven activity. The two values that are most unique to peer

support are reciprocity and experiential knowledge. The other values in peer support can and should

be pursued by mainstream mental Hdaservices ad are consistent with recovetlyased policy

directions. However, peer support does not readily subscribe to the competing implicit values of risk
management and control that help to drive mainstream, particularly clinical services. Thettedore

following values and fundamental concepts are always in the foreground in genuine peer support

6/ 1YLwOStt SG It wnnoT 1 26G8SNI SG FE€X wnnnT WFyT €
Van Tosh et al, 2008Vhite, 2009).

3.1 Selfdetermination

Seltdetermination describeghe right to make free choices about your life without external
coercion. Peer support is based on the principle that people are free to make their own decisions
(Scott, 2011). This rated top in one suradypeople inpeerrun initiatives which attempted to

isolate the critical ingredients of peer support (Holter et al, 2004).
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3.2 Participation and equality

Selfdetermination within a peer support initiative is often expressed through participation and

equal relationsips. Independent peer support initiatives are often set up as participatory
democraciex § KSNBE GKSNBE Ad RANBOG LI NIGAOALI GA2Yy 27
making processe@rown et al, 2008; Segal et al, 200)ey are characterised bylack of hierarchy
(White, 2009). Peer support workers in independent and mainstream organisational contexts value
transparency and the participation of peers receiving the service in all information sharing and
decisions (Scott, 2011).

3.3 Reciprocity

Reciprocity describes the honest and genuine tway helping relationships that occur in peer run
initiatives (Campbell et al, 2006; Van Tosh e2a8D0; HUG, 2008; Scott, 201lK N dzZ3 K Wi K S

[N

2F 02YY2y SELISNASYOSQ 062 KetlfoS&sthe peerpdnoiple { 2 YSGAYSA

WNBfFGA2yaKALE oF&aSR 2y aKINBR SELISNASYyOSa FyR

M\

LAY
A
¢

Ydziidzt t AG@Q 6/ ftlL&3X Hnnpod WLY GKS O2dzNAS 2F KSf LA

HNnngod | 2¢SJS NiBsiblk b &hievetatal redipfodity, padticulaly if one of the people
in the relationship is paid to be there. This makes the explicit negotiation of power very important in

peer relationships.

3.4 Experiential knowledge

Peer support initiatives pladsigh value on experiential knowledge which is subjective as well as

YWO2YONBGSE aAaLISOAFAO IyR 02YY2yaSyaaortQ o02KAGSE

knowledge. High respect for experiential knowledge means that peers can share their praileéms

solutions with each other in a ngndgemental way. Knowledge is not controlled as it is in the

professional sphere; it is shared (White, 2009). Experiential knowledge may allow people to arrive at

a different understanding of themselves and theirqaan the world than the knowledge they have

absorbed through traditional mental health and addiction services and wider society. Peer support

AYAGALI GAGSE YIe LINEY2(GS ONRGAOFE € SFNYAY3I FyR

2001; MacNeil &1ead, 2003).
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3.5 Recovery and hope

Over the last decade or two the recovery approach has increasingly underpinned mental health and
addiction policy in many western countries (Compagni, 2006hisncbntext recovery emphasises
not recovery from symptomd dziT G KS NBO2OSNE 2NJ RAaO20SNER 27

It

OK22aAy3dd LG KIFa 0SSy OfFAYSR GKIFG WLISSNJI &dzLJi2 NI

ANRdzy RSR AYOUNRyaAOlrffte Ay NBO2OSNEQ edatdiber v 5
emergence of the recovery approach. Hope is a foundational principle in recovery and in peer

support; recovery cannot take place without it (Mead & Copeland, 2000; Van Tosh et al, 2000).

4. TYPOLOGIES IN PEEBRRORT

One way of understandintpe scope ad diversity within peer suppoii to view it in various
dimensionsgncluding the different types of provision, practices, participants, organisational

structures, and helping relationships.

4.1 Types of provision
There is a huge variety of pesupport resources, responses and services around the world. The

most common are selfielp support groups, such a2 step fellowships where peers meet rdgtly

to provide mutual supponithout the involvement of professionals.

However, in recent desxles there has been a big increase in the types of peer run service provision
to meet specific needs, especially in mental health. Many of these types of provision can also be
delivered by mainstream providers, though arguably with a different style. Méetalth peer

support services available include:

e Support in haising, education and employment

e Support in crisis.g. accident and emergencinpatientunitsand crisis houses

e Artistic and cultural activities

e Recovery education fgreers

e Social and recrémnal activties, including dropn centres

e Mentoring, counsting and befriending

e Traditional healing, g®cially with indigenous people

e System navigation.g. case management
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e Material support eg. food, clothing, storage, internet, transportation.

Not all peerrun services have peer support as their primary function, although peer support is still
an important component of them. There is some debate about whether the following types of peer
led services should be called peer support services or not:

e Pea-run gystemic and individual advocacy

e Smdl businesses staffed by peers

e Peerrun paper and online information development and distribution.

(Brown et al, 2008; Campbell et al 2006, pp-210; Chamberlin et al, 1996; Goldstrom, 2007;
Janzenetal, 2006 YOAYA SO Ft€X wnndT hQl 3Ly Sid FEZ HAamn

4.2 Types of practices

Some of the oldest methodologies that equate to peer support probably come from indigenous

traditions, such as Nori healing rituals or Canadian AborigihdS 2 Lt S48 Q aKIF NAy 3 OA NDf
lodges (Lapsley et al, 2B0Kirmayer et al, 2008). Somestern practices in mental health and

addiction peer support are emerging and more are neededh&ps the best known ones at@

step groups such as Alcoholicsoliymous, Wellness Recovery Action Plan (Copeland, 1997) and

Intentional Peer Support (Mead, 2005). The following is not a comprehensive list and its intention is

to identify discrete practices rather than organisational brands, which may be associateti@vith

development and use of a number of different practices.

12 step programs

These are a set of guiding principles for recovery femiiction compulsiors, or dher behavioural
problems. The twelvetap process involves the following: admitting that one cannot control one's
addiction or compulsion; recognising a greater power that dae gtrength; examining past errors

with the help of a sponsor (experienced member); making amends for these errors; learning to live a
new life with a new code of behaviour; and helping others that suffer from the same addiction or

compulsions.

WellnesRecovery Action Plan (WRAP)
WRAP is a sedfdministered template that provides a structure for people to monitor their distress

and wellness, and to plan ways of reducing or eliminating relapses. Peer support initiatives and some
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mainstream mental healthesvices train people to do their own WRAP, in a number of countries

including New Zealand (Copeland, 1997).

Intentional Peer Support (IPS)

IPS is a philosophy and a methodology that encourages participants to stgeotineir illness and
victim story through genuine connection, mutual understanding of how they know what they know,
redefining help as a elearning and a growing process, and helping each other move tsnahat

they want. IP$rainingis available in a number of countries, including Nealdnd (Mead, 2006).

Other practice methodologies have been developed, such as:

e Personal Assistance in Community Existence (PACE) Recovery Rrogndshops to assist
individuals and providers apply practices that support recovery and hope (Ahdshér,FL999).

¢ Recovery education courses, such as Peer Support Whole Health and Resiliency Training
developed by Larry Fricks in the USA and Wellbeing Recovery Learning developed by Mary
hQl 3Ly Ay.bSég %SFHilyR

e Selfstigma workshops

¢ Needle exchange schesrun by injecting drug users

o Rational Recoveryan adliction recovery support group

e SMART Recovegya nonspiritually based sekmpowering adiction recovery support group

with tools for recovery based on the latest scientific research.

Some existinganeric sekhelp and clinical methodologies can be incorporated into mental health
and addiction peer support, such as Cognitive Behavioral Therapy, mindfulness meditation, the

strengths model and motivational interviewing.

4.3 Types of participants

Peersupport in mental health and addiction has been accused of being geared to white, privileged
people who do not have severe mental health or addiction problems (Chamberlin et al, 1997). The
evidence does not really support this view. Studies have foundgbaple who use mental health
peer support are comparable, in terms of the severity of their problems, with people who use

specialist mental health services (Goering et al, 2006; Hodges, 2007).
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There is however, some feeling among ethnic minority gronf&igland (Begum, 2006) and Canada

6hQl 3y SiG X wamno GKFG GKS dza SNK & dzZNIBA @2 NJ Y2 ¢
views and can be overtly racist. Indigenous people and others frorwestern cultures sometimes

indicate they feel more cofortable in a support setting that involves the whole family rather than
LINEQGA2dzaf e dzyO2yySOGSR AYRAGARdAzrfa ohQl 3Ly Sa

encapsulated in the policgnd practice of Wihnau Ora (strong, healthy families).

Some peer support initiatives for people with addiction and/or a diagnosis of mental iliness serve

specified populations:

e Life stage g. young people, new mothers

e Gender eg. women

e Sexual orientaon

e Ethnic groups @. Pasifika

¢ Indigenous . Maori

e Diagnosticgroups.g RSLINB &aaA2y s> 0ALREIFINE &O0OKAT 2LIKNBYALF ST 4

e Addictiongroups@. f O2K2f | yR 20$KSNJ RNYzZZ3az 3l YofAyas VYI
and more recently overeating

e Occupational groups.@ armed forces and veterans

e People involved in the criminal justice system

e Faith based groups@ Christian

0/ FYLWBStEE SG It wnncT 5SyyAasz wnnoT hQl I3y Si |

4.4 Types of organisations

There are a range of organisational structureattpeer support initiatives can sit within. Examples

of all these kinds of organisational structures can be found in New Zealand:

¢ Informalgrassoots networks run by volunteers with lived experience of addiction or mental
health problemse.g 12 step networks and bipolar support groups

e Funded independent peer run organisations staffed and governed by people with lived
experience &. Mind and Bodyand Psychiatric Consumers Trust.

¢ Mainstream service agencies with peer support workers, teams or initiatiites them eg.
the peer support teams in Counties Manukau DHB mental health services, and Key We Way, a

serviceof Wellink Trust.
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The distinction between these three types is not always clear cut. For instance, there are some
examples of:

e Funded peerun initiatives that are run by volunteers

e Peers who are employed by independent peer run agertmigsvork in mainstream settings

e Peerrun initiatives that have a minority of staff or board members without lived experience.

(Campbell, 2003; Soloman, 2004Q | | Ay S&G Ff X wHamno

4.5 Types of helping relationships

Davidson et al (2006) proposed a continuum of helping relationships in the mental healthcarena
from onedirectional (as in a traditional professioraient relationship) @ reciprocal (as in a
volunteer-based support group relationship). Davidson places paid peer support workers in the

middle third of this continuum.

Dennis (2003) proposed a similar continuum of helping relationships from lay (such as family and
friends) to professional (such dectors or social workers). She placed peer support relationships
between the two ends of the continuum, with volunteer sk#lp groups towards the lay end and

paid peer support workers (pafarofessionals) towards the professional end.

This implies tht paid peer support workers are a new and unique group who are not friends but

who have a different kind of helping relationship with people than the rest of the clinical and

support workforce. In this sense the peer support workforce has been describeddly SA 1 KSNJ FA & |
F246fQ 051 PARA2Y S HancOLOd t SSNI adzZLJLl2 NI f SFRSNBE 27T
reciprocity in the paid peer relationship, especially in traditional mental health and addiction

services where these values may be trumfsy risk management and coercion (Pocklington, 2006).

5. THE EVIDENGASE FOR PEER SURPOR

5.1 General evidence

There is an emerging but incomplete evidence base for the various forms of peer support in mental
health and addiction. Unfunded sditlp groups are the oldest form of organised peer support and
have attracted much of the research. Most of the evidence for addiction peer support comes from

12 step networks (White, 2009). The evidence base for peer run organisations is increasing but there

isless evidence on peers working in mainstream servidesh of the research into peer support
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has been descriptive, exploratory or qualitative with small sample sizes. These studies are difficult to

make generalisatiogfrom (Campbell et al, 2005; Rogetsal, 2007; White, 2009).

The evidence in both mental health and addictioowever,does show high satisfaction from people
who use all kinds of peer support as well as some positive outcomes:

¢ Reduced symptoms and/or substance use

Reduced use of hediservices, including hospitals

e Improvements in practical outcomesgeemployment, housing and finances

e Increased sense of sadfficacy

¢ Increased social gport, networks and functioning

¢ Increased ability to cope with stress

¢ Increased quality of life

¢ Inaeased ability to communate with mainstream providers

¢ Reduced mortality rates, particulaiily suicideof people with addictio.

(Brown, 2009; Campbell et al, 2003; Chamberlin et al, 1996; Cook et al, 2010; Doughty and Tse, 2005
& 2010; Greenfield, 200&riswold, 2010; Humphreys et al, 2066rchuck, 2002; Lawn et al, 2008;
Magura, 2008; McLean et al, 2009; Normar)&0WVhite, 2009; Vederhus, 2006

A review of the evidence base from 20 studies of mental health peer support published from 1995 to
2002show some promisingesults (Campbell, 2005 pp. &&7). A systematic review focusing on
AYOSNYFGAZ2YFEZ LINRYEFNRER ljdzZ yGAGErGAGS adGdzRASA

05
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for peer support (Pistrang, 201but no studies have shown an adverse effect (Doughty & Tse 2005).

Four randomised trials of peetelivered services and non pedelivered services showed few

significant outcome difel¢ OS & Ay GKNBS yR WFSHGSNI K2ANB QI f Aal {

for those who used the peatelivered service in the fourth study (Davidson et al, 2006). However,

three of these studies focused on peers in case management roles, not peer supesrt rol

5.2 Unfunded grassroots networks

Sel(K St LI ANRdzLIE Ay YSyidlt KSIfGK FYyR RRAOGAZY |

growing literature on mutual help groups, many [are] of variable quality in terndesifyn and

reporting of result®  dandiedial, 2010). The strongest findings from two randomised trials of
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mental health sethelp groups show outcomes that were equivalent to those of substantially more
costly professional services (Pistrang et al, 2010). Studies also show that peo@ddidtion who

joined 12 step groups in addition to receiving treatment had increased their abstinence rates 25
100percent and reduced downstream health costs by thousands of dollars per person (Humphreys,
2007, cited in White, 2009, p 118).

5.3 Funakd independent peefrun organisations

Peerrun organisations offer a range of support and advocacy assistéan mental health, some
peer-run organisations have evolved from sk#lp groups. Howevelf,2 step networks are not
enabled to develop in thisay. The quality of research conducted with and on pegr

organisations has significantly improved over the last dec@iiere is now increased confidence in
the effectiveness of peer support delivered by peen organisations(Campbell & Leaver, 2003;
Doughty &Tse, 2005 & 2010; Forchuk et 2005; Rogers et al, 2007). Few studies have been done
on the effectiveness of funded peérd addiction organisations (White, 2009).

Ly Fylfeaia 2ifthelU8a sRavetEihat pdedhlaigadiBations emonstrated
organisgional competence and were cosffective (Brown et al, 2007k has been suggested that
the positive outcomes from peer support could be potentially greater for people receiving them
from consumeirun organisations than mainstream sares (Doughty & Tse 2005). In one study
participants were randomesl to a traditional mental health service or aditional service plus
consumeroperated programme providingeither drop-in, mutual support, or education/advocacy.

The people using the dpains showed the best outcomes (Campbell, 2005).

5.4 Mainstream services that employ or contract peers

The initial research on peers working in mainstream services focused on peers working in

mainstream roles such as case managers. Much of it was catteiith determining if there was

Fye NR&al G2 OtASyda Ay SYLX 2eAy3a LISSNI 62N] SN&

no additional risk to clients and that client outcomes are similar for people receiving services from

both peer and norpeer workers (Chinan et al., 2006; Davidson et 20006).

In recent years research has placed more emphasis on the unique value peer workers bring to their

work, and on the structures and cultures in mainstream argaions that will increase positive

outcomes from the use of peer workers. Research is looking at the potential internal and external
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barriers that peer workers face integrating into the mainstream mental health workforce, such as
stigmatising attitudes and cdiicting values (Davidson et,&006; Gates et al, 2007; Mancini et al,

2009). Preparing the organisation has been found to be a crucial factor for success in employing peer
workers in mainstream services, in addition to training and support for the peer workers themselves
(Franke, 20Q).

5.5 Benefits for peer support workers and volunteers

¢KS 0SySTAlGa 2F LISSNI adzZLJL2NIL G2 62Nl SNB |yR @2fc
which asserts that working for the recovery of our peers facilitates personal recovery for both (Cla

SGi X wnnpod® 9BARSYOS A& SYSNHAY3I Ay &adzZJli2 NI 27
workers and volunteers have consistently described the ways in which their roles are of personal

benefit to them:

e Creating jobg learning new skillsdevelopingoutines and increasing income

¢ Restoring confidence, and increasing self awareness, fulfilment and friendships

e Assistingvith recovery and staying well

(Bouchard et al, 2010; Lawn et al, 2008; Mowbray & Moxley, 1998; Scott,.2011)

6. UNRESODVED ISSUES AND AHENGES IN PEER SWPPO

Clarity in some aspects of peer support at the definitional level is still evolving and there is much
work to be done in establishing good practice based on peer support values and a sound evidence

base.

6.1 Ddinitional issues
There are many unresolved debates at a philosophical level. These concern:
e The difference in role between friendshipdithe peer support relationship
e The degree to which being a paid peer suppeotker compromises reciprocity
¢ How peer gpporters can keep permeable boundaries and avoid the burnoutdhatcomes
from overinvolvement
e Howpeersupportwdr SNE FNJ YS FyR RSIFHf 6AGK WNRAA]Q
e How peer support workers deal with information and prdyassues
e The risk that peer support qualificagiod @A ft SNRRS GKS Wyl (GdzNF f Q LISS

deny employment opportunitietd some people who have nabmpleted school qualifications
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¢ The need to build an evidence base using methodologies and outcome measures consistent with
its values of ermpowerment, articipation, recovery and hope
¢ How to manage the tensions between peer support values and the values played out in the
mental health systenand stay true to peer support
e How peer support workers shouldaid slipping into the old waysarntfrom the mental health
system, of thinking about and treating people.
(Bracke et al, 2008 hinman et al, 2006; Coatswoifluspoky et al, 2006; Davidson et al, 2006;
DFGSa SiG X HnntT alyOAYyA FYR [gaz2yz200imnT bSt

6.2 Attitudes and culture

Perhaps the biggest baer to the development of peerun initiatives around the world has been

the longstanding inequality and marginalisation of people who have received a mental illness

diagnosis and its impact onsumers/survivors as well as the people who work in and run the

YSyidlt KSHfGK aeadSyeo Ly | [/ FYFRAFLY NBOASE 2F LIS
believed government officials, planners and funders may have lower expectations of peer support

initiatives than of professionalled services. If this is the case, the impact of this attitude cannot be
overstated. Lower expectations, at whatever level of consciousness, can lead to an oscillation

between neglect of peer support initiatives and too rhunterference when things go wrong.

The people runninghe mainstream mental healtservicesdo not often understand

consumer/survivor history and values (Chinman et al, 2006; Chinman et al, 2006; Gates & Akabas,

2010). This means they are likely to aed peer support initiatives as either secorate or just like

mainstream services that happen to be run by consumers/survivors. Peer support lbagiers

assertedi KI i O2y adzyYSNX adzZNIDAGP2NI AYAUGAFI A @Sa ySSR G2 o
hSFHEGK aSNIBAOSA 6hQl ALYy SO X wamno®

One rationale for placing peer support workers in traditional mental health services is so they will

help bring about culture change (Ashcarft & Anthony, 2007; Gates & Akabas, 2007). This is perhaps a

tall order for p@ple who are usually at the bottom of the hierarchy. About half of the respondents

AY F JFYFRALFY NB@GASg ohQl 3ty SG FEX wnmno alk AR
through role modding, informal dialogue, education and creating the ditions where some
LINEPFSadaArzylfa KFE@S FStaG ar¥SsS (G2 wO2YS 2dziQ Fa 02
change stafattitudesif they had other priorities and rigid beliefs.
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6.3 Systemic issues

Lack of access and referral to peer support

alye LIS2LXS gK2 02dA R 0SYSTAOG R2y Qi 1y2¢ | o62dzi L
support initiative. Therefore, gery low percentage of people with mental health problems use peer

support. There are very few statistics on the use of peer sugpdsew Zealand. In a Canadian

NEGASG ohQl ALy SiG X wnmno® =+ yO0O2dz@SNI / 21 &0l f
most developed peer support services inside community mental healthggar@anada, noted that

less than five percertf their ommunity mental health clients have access to a peer support

worker. In addition to this, mental health services can be slow to refer people to peer support

AYAUAL0AQ®Sas S@PSy ¢KSy GKSe& INB F@FrAflofSs o

w»
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or they discourage people from associating with other people with mental health problems
6hQl 3y SiG X wamnoo

Inadequate planning and funding

Peer support is the most rapidly growing service in mental health in western countries today.
Funders need teither allocate new money to peer support or find funds from existing resources.
Like many nofgovernment service providers, independent peer support initiatives have an insecure,
modest funding base. Peer workers and peer teams in mainstream settingsraeeally in a more

viable situation, though peer employees tend to be low paid and/or work for low héltigough

there is good evidence for the cesffectiveness for peer support, it needs to be sustainably
develged and fundedvith planned growth stategies, weldefined career pathways, and

reasonable pay and conditiodsh Q1 I 3y S X wHamnO®

Poorly targeted accountabilities

CKSNB Aad | GSyairzy o0SG¢SSy y2yma2@SNYYSyid 2NBEI yA
gKAE S YSSA yrikeds fir &dcauhtabitigy FhigdsiBnds even greater for peeun
AYAUGALFOGAQGSE a GKS@& KI-2AS0 MNKM2y i@ NAYOR W @2 yadidiEaNg f CG5aF
2NBFYA&alLGA2yFE OKIFNIYOGSNRAGAOQ o .eNRoadlcte8withl € = H 7S
American peer support initiatives, 40% of the initiatives said that collecting data from members

would discourage people from using their servicesme peer run initiatives have also reported that

they felt overscutinisedby fundersg K2 aSSY O2y OSNY SR | o62dzi WONIXT & L
ohQl 3ty SG FEX wanmnood
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Peer support initiatives often state that funders try to raple peer support services and/githem
the same reporting requirements as mainstream services. Funders do not aln@gistand what
theyareWo dz28 Ay 3Qad . SOF dz&dS LISSNJ adzLILI2 NI AyAGAlF GA@Sa

puj

values, priorities, methodologies and helping relationships, mainstream accountability arrangements

do not always fit well with themFor hstance, peerun initiatives @ not always engage with a well
RSTAYSR WOfASYyld 3IAINRAZIQT GKS& R2 y20G Fftf (1SSLI y2i
be framed in terms of equal participation rather than professieciant relationships am

boundaries, and the outcomes they seek are personal rather than clinical or related to use of

services (Brown et al, 2007; Nelson et al, 2008). Funding and accountability arrangements need to be

adjusted to accommodate these differences.

Lack of workfoce development

There are limited professional development opportunities for most peer support workers around the
world. Barriers include lack of funding and/or failure to create a budget for staff development. Some
peer workers have felt uncomfortable aedcluded when they have attended mainstream training.
Currently in New Zealand peer suppavbrkers have occasional access to short peer courses
originating in the USA (Recovery Innovations and Intentional Pe@o8)pA New Zealantlased

gualificatioan provided by Mind and Body is available but they are the only approved provider.

There is broad agreement that sora@andardisatiorand formalised training in peer support is
neededif peer support initiatives are going to grow and become an integael @f the mental
health system. But some peer support leaders also express concerns aboutidvetepments.

Wt N2EFTSaar2y i fAaAydQ LISSNI 62N SNE O2dzxH R SNRRS (K

daTy

and standard workforce training could steggeer workers into taking on the language and culture of

mainstream mental health services (The Herrington Group, 2005; Scott, 2011).

Some topics in peer support training are not covered in mainstream curricula but even when there is
overlap in topics Vth other occupational groups, the emphasis may be quite different in peer

support.New peer support curricula need to be develop8tandards and training curricula in peer

support are in development in several countries including Australia, Canadarisicatld parts of

GKS ' {!® bS¢ %SIftlyR KFra NBOSydate adrttSR LIl ya
2011).
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6.4 Organisational issues

Poorly fitting mainstream organiational structures

Ly F /1FYlFIRAFY NBOGASG ddhdéntslisatilthg beSt fypes df agensigston 0 LIS S NJ
WK2dzad SQ LIS SNJ & dzLJugngibfit, SoSiNadity 6 eedriveNwith a fat hiedarchy

and consensus decisianaking. However, these orgaaifons need to be structured, with plans and
procedures, triing and supervision, and with clear boundaries such as confidentiality (Wituk et al,
HanyT hQl 3ty SG f wnmnod LYy NBOSyld &SINAR Y2NB
hierarchical mainstream agencies that do not provide the best fit éar gupport valuesThis has

been controversial among peer support leaders in all countries (Pocklington,. 20@8ler to

minimise this lack of fit, respondents in the Canadian review believed peer support workers who

work inside mainstream agencies sid never work alone in a team of professionals, due to the

differences in philosophy and power and the sense of alienation this can set up for the peer support
worker. People were also emphatic that supervision and performance appraisals of peer workers

inside mainstream agencies should be done by other peers and not professionals (Ashcraft &
l'YiUK2y@Z wnanntT hQl 3ty SG FEZ wnamanod ! y2G3§KSNI ain
and training the existing staffispeer support workers (Ashcraft Anthony, 2007; Franke et al, 2010;

Gates & Akabas 2007).

Governance and management problems in peer run initiatives

Some independent peewun initiatives have difficulty finding the right mix of financial, legal and

peer, community skills and experienftem the local consumer/survivor community. Internationally,
some boards have a minority of people who are not cons@earvivors. There are also boards that

do not observe the strict separation of governance and operations that exists in the corpamte a
large nonprofits contexts; some of these boards have a mixifrenembers volunteers and staff

on them, while others are just governed by the members, or users and survivors from the wider
community.At the very least,lte board of an independent peeun initiative should have a majority

of consumes/a dzNIPA @2 NR 2y Ad ohQl I3ty Si FEZ Hamnood

Many independent peerun initiatives are wellnanaged especially under the difficult circumstances
of poor funding and workers with fluctuating health (Brown et28l07). Successful managers lead

by empowering the staff and members and upholding the values of peer support. But managers are
vulnerable to a cascade of problems, starting with poor funding. Peer support initiatives are often

unable to afford or train ranagers with the required skills, particularly in the area of finance and
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fundraising. Burnout is a major problem. Occasionally, people recruited into management roles are

not the best people for the job; they could be inconsistent, have blurred boundaries self

ASNDAY3 YR GNBIG 20KSNAR o6FRte ohQll3ly Sd If3>X H
of assistanceaquested by 25 independent peeun initiatives in Kansas wer@ order¢ grant

writing, quarterly reporting, board development, Siness management, staffing issues and conflict

resolution (Wituk et al, 2007).

7.Conclusion

Several recent developments in New Zealand suggest there is a groundswell of interest and

preparation for the emerging peer support workforce:

e PeersupportfeatzNBER Ay GKS aSydlft | SIfTGdK /2YYAaarzyQa
Strategy, released in 2005.

z
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framework for mental health and addictions.

¢ The first nationabeer support forums were held in New Zealand in 286d 2009

e Te Pou recently completed a national survey of peer support workers.

e The Associate Minister of Health has requested that the Ministry of Health promote peer
support to DHBs and the workforcertres, and ensure it is included in the upcoming national
service development plan which will replace the Blueprint.

¢ Kites Trust, a Wellington NGO has received a major research grant to evaluate peer support
services around New Zealand and a Universit@aiterbury sociologisecently completed
research in peer support.

e There is widespread anecdotal knowledge that the number of paid peer support workers has

increased enormously in mental health in the last ten years.

As this overview suggests, therehiswvever, still much work to be done to ensure peer support

becomes a sustainable and integral part of the mental health system in New Zealand.
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Appendixl Some eamples of good practice

There are many thriving peer support initiatives around. Belowusea few of them, selecteto

show the diversity of peerun initiatives.

Independent consumer/survivor initiatives

Peer Support and Wellness Cenjréeorgia, USA

This service has been operating for one year and proatiemative wellness support3hey aim to
keeppeoplefrom going to the hospital and have three beds whpe®plecan stay up to seven
nights The program also allows people to come during the day and access varied praggram
People can selfefer. Evaluation results already shdwe program has cut hospitalision
significantly Darnell, 2008)Progranmes include:

e Talking the taboo

e Aromatherapy

e Computer training

¢ WRAP (Wéhess Recovery Action Planning)
e Negotiating peer relationships

e Food

e Double trouble in recovery (J LIS 2 LJ St 6 REKIWREZA 4 QU
e Trauma informed peer support

e  Sport and recreation

e  Music and wellness

e Sacred space

e Creative writing

o Arts

e | WIAEGS o6FO01Q 3IANERzLI
www.gmhcn.org/wellnesscenter

CAN Mental Health, New South WaleSustralia

CANMental Healthwasawarded money from the Commonwealtho@ernment to deliver an

AYY20F GABS Y S 6 -t0KSNIBAQO SiSNI Iy aRKIZAR LA siieRitrals omatHe S G S| Y
hospital and workwith people on whatever is needed for thiest 28 days aftetheir dischargeA

peer-led external evaluation tool has been developed by Victorian Mentaisll Awareness Council,

a statewide consumer network, to evaluate the service. Run by paid staff who are required to

complete a peer suppottaining program (developed by Australian and American consumers), they
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undergo regular supervision. Teervicel f 42 NXzyd | NBO23SNE OSyiNB
telephone service.

www.canmentalhealth.og.au

Mind and Body Ltd., Auckland, New Zealand

Mind and Body is a limited company. It provides:

e Oneto-one peer support work

e Anti-discrimination work

e Consumer advisor®@tmainstream statutory services
e Certified training for peer support workers

e Consuner-led research

Mind and Body has a strong philosophy that undergwesrything it does. It invests in a lot of
training and supervision for staff.

www.mindandbody.co.nz

Opportunity Works, CalgaryCanada

Oppatunity Works is a peedelivered service that provides sa&imployment and mental health
support to any individual in the Calgary community who identifies as a mental health consumer. It
offers.

¢ A holistic and integratedmproach to business development

e Employability aml mental health selmanagement

e Oneto-one coachingupplemented by group learning

¢ Flexible, selpaced, seHirected and participantdriven timelines
e A graduated approach to achievement of ¢gierm goals

WWW.opportunityworks.ca

A-WAY Courier, TorontoCanada

A-WAY is a social purpose enterprise courier service which was established over 20 years ago. It
employs 70 full and patime people, all survivors. The Bdas made up of a majority @bnsumers
/survivars They cover the whole metropolitan area of Toronto, doing same day delivery of packages
for their over 1000 customers. The service is like any other courier company providing a same day

service guarantee. Couriers use public transation rather than vehicles or bicycles and are paid on

a commission basis per delivery. For this, each courier receives a monthly bus pass that they can use

any time. They have a strong business ethic.

At the same time, AVAY is a model of mental health@mmodations in the workplace. Employees

work flexible and varied hours, depending on their choice. Peer suppobigspart of keeping this
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organistion running. Nevecouriersare trained by peers and much time is taken to supgach

individual consurar/survivor, not only in maintaining their employment but in assisting with issues

such as housing, community supports, pensions and all kinds of other advocacy issues. Social events
andinformal gettogethersare a big part of making this orgaation thetight team that it is.

Donations of food and clothing are always available through their many partnerships.

www.awaycourier.ca

Sound Times, TorontcCanada

Ten yars ago Sound Times, a consuroperated servicehad a budget of around $200,000; it now
has funding of over one million dollaSound Times has been supported by government via capital
funding to buy the building they are located in. They provide:

e The opportunity to learn from peers to give areteivesupport

e  Support to find food¢lothing, and other essentials

e Advocacy

e Sewice cordination and referral

e Education for members

e Sociaknd recreational opportunities

e  Support for consumers and survivonscdontact with criminal justice
e Harm reduction for dugs and alcohol

e  Community support

¢ GAM (Gaining Aohomy with Medication) approach

Sound Times has been heavily involved in providing a consumer/survivor voice in the current health
system changes. Staff are expected to work from consumer/survivor infopreadice.

www.soundtimes.com

Peer support programrmes within mainstream organisations

Leeds Surviveted Crisis Service, England

This service isgrt of the mental health network in Leeds but maintaiitsown identity. The service
operates:

¢ A help linen the evenings
e A house that is open in the evenings at the weekends, which can arrange transport for people
who come, andncludes gamily room where people can come with thehildren

The service is staffdaly paid employeeand volunteers who have regular supervision and a monthly
reflective practice group. Staff are trained in a variety of issues, including working with self harm,
suicide, hearing voices, loss and bereaveme@&here is also angall emotionad support budgefor
staff which includesounselling, gym membership and so on.
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www.lslcs.org.uk

Recovery Innovations, ArizondJSA

Recovery Innovations is a mainstream agency that has established servicesoth&uwkmerican
states as well as their home state of Arizona. The service creates opportunities and environments
that empower people to recover, to succeed in accomplishing their goals, and to reconnect to
themselves, others, and meaning and purpose & Home of its major programes are:

e Crisis support

e Peer support & self help

e Recovery education

e Peer training & employment
e Community living

www.recoveryinnovations.org

Laing House, Halifax, Nova Scot@nada

Laing House is a youtiriven, communitybased organigtion for youth with mental iliness

between the ages of 16 and 30 years with diagnoses of mood disorders, psychosis, and/or anxiety
disorders. Many staff employed by the agency self identifyoasumers, including some working as
peer support workers. Laing House prograss, including employment, healthy living, education,
outreach, and peer and family support, atesigned to help youth recogeisnd develop their own
strengths, talents, and s®urces. Laing House describeslitas the first and only orgaration of its

kind in Canada.

http://www.lainghouse.org

Certified Peer Support Specialists, GeorditSA

Certified Peer Specialists are responsfblethe implementation of peer support services, which are
Medicaid reimbursable under Georgia's Rehab Option. They serve on Assertive Community
Treatment Teams (ACT), as Community Support Individuals (CSI) and in a variety of other services
designed to asist the peers they are partnered with in reaching the goals they wish to accomplish.
The training and certification process prepares Certified Peer Specialists to promote hope, personal
responsibility, empowerment, education, and s@étermination in thecommunities in which they

serve. Certified Peer Specialists are part of the shiftith&aking place in the Georgia mental health

system from one that focuses on the individual's illness to one that focuses on the individual's
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strengtls.

Wwww.gacps.org

Learning and Recovery Centrilaine, USA

This sits under the umbrella of a mainstream mental health servicerebogery cemnte respite

service allows people to stdetweenthree and severdays. As welthe serviceprovides peer

support in emergency rooms, weekly peer meetings angoing educationo mainstream staffThe
service has worked through many issues in its partnership with the mainstream service that it is a
progranme of, including a successttilallengeof human resources policies that excluded people
with a criminal history working for the Cest There has also been mistrust and lack of referrals
between the Cent and mainstream services which is now largely resolved.

The Cenke has been engaged imarrative evaluation of the service since it opened.

www.sweetser.worldpath.net/peers.aspx

Craigmillar Peer Support Service, Scotland

This is aecovery orientated service staffed by peer speastalwho build a relationship with people
to assist them in finding a way forward in life, as well as involving them in social actiMiestaff
have worked hard atajningthe trust of professionals, but this is still a challengye.evaluation of

the pilot showed that people who use the service were very satisfied with it and had been able to
exceed their own expectations of recovery.

www.penumbra.org.uk/craigmillarpeersupport.htm
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Appendix2 Some New Zealandwaluations

Several evaluations of peer support services have been completed in New Z&ddaridllowings

foundinformation on three of them.

Key We Way

Key We Way is a pee€klivered recovery house for people in crisistbe Kapiti Coast, run by

Wellink Trust. It opened in January 200He peer staff are trained intentional Peer Support. An

evaluation of Key We Way (Peters, 2009) found:

e The cost of a bed at Key W¢ay was approximately 40 percewitthe cost of an ipatient bed in
an acute psychiatric ward.

¢ In an analgis of 58 written responses 100 percavere very positive about the service. The
main contributor to their positive experience was the staff who they described as empathetic,
compassionate, caring andgpectful.

e ¢CKSNE KI @S 0SSy y2 WaSNR2dza AyOARSyGtaQ Fi4 YvYSe

Tupuaki and Counties Manukau DHB Peer Support Teams

Counties Manukau DHB has recently funded external evaluations of two of its peer support services
¢ peer support specialists within the BHnultidisciplinary teams, and a pestaffed alternative to
acute inpatient careThese peer support workers have been trained through Recovery Innovations.

The reports identified:

Service users, peer support staff and mditciplinary team staff all eistently report that

peer support is having positive impacts on those who are using peer support services.

e People using peer support consistently report enhanced skills in, and experience of, wellbeing
and recovery.

e A high proportion of Mori (as well apeople from Pacific and Asian backgrounds) access the
services and it appears to be a valued and effective option for them.

e Other multidisciplinary team staff report a better understanding that recovery is possible for

everyone, are more mindful abouteevery language and are more inclusive of their clients.

(S Hallwright, personal communication, January 2011)
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Warmline Canterbury

This is a confidential 0800 number staffed by peer volunteers within Comcare, for people diagnosed
with mental illness in Caerbury. The evaluation showed that callers appreciated and valued
Warmline and some used it for crisis prevention. The trained volunteers gained personally from their
work and local mental health workers surveyed had high levels of satisfaction withethe w

Warmline was being delivered to their clients (Gawith and Palmer, 2009)
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Appendix3 A synthesis of international peer support curricula

Peer support curricula and qualifications have been developed in parts of the USA, Scotland, England
and New Zealad, and are in the process of being developed in Australia (Peters,, 200 anada

through the Mental Health Commission of Canada. Of these countries, Scotland, Australia and
I'tyFREFE INBE RS@St2LAYy3I | yI GA2yl fricuddzededs Gldzeedzy | y R

roles for consumers and family members in the mental health system, including advisory roles.

A synthesis of the content of the peer support curricula follows. No single curriculum includes or
emphasises everything in this listl &lirricula emphasise lived experience of major mental distress
and recovery as foundations for peer suppdtane of these curricula have a primary focus on
addiction peer support, although Recovery Innovations has a separate addiction peer support
curriaulum. These items were taken from the following curricula descriptions:

e Katz, J., & Salzer, M. (2006). Certified peer specialist training proggdescriptions. University
of Pennsylvania Collaborative on Community Integration. Available online.

¢ Mind andBodywww.mindandbody.co.nz

¢ Recovery Innovations of New Zealand. (no d&eer Employment Training: New Zealand
edition. Unpublished manuscript.

¢ Intentional Peer Suppormww.mentalhealthpeers.com

e Scottish national curriculurhttp://www.sga.org.uk/sqa/42943.htm|

¢ Australian national peer worker competencies
www.cshisc.com.au/index.php?option=com_content&task=view&id=545&Itemid=162

The synthesised curricula headings

Personal development

¢ Whole of life personal development.g. understanding own distress and recoverydgrersonal
skills

¢ Work related personal developmenrg.g. understanding and planning fetress, burnout and

vicarious trauma

Knowledge development

¢ Wellbeing, mental distress, addiction and recovesyy. determinants of wellbeing and mental
distress and ddiction, and recoery and the process of recovery

¢ Helping system®.g. mental health and other systems, occupations, disgg®and treatments,

legislation
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Critical perspective®n mental health and addictionsge power, coercion and re
traumatisation, coasumer perspectives arekperiences of helping systems

Communities and cultures.g. discrimination, community development and cultural diversity
Values and key concepia peer support

Peer support practices.g. WRAP, PACE, intentionagy support, receery education

Peer support ethice.g. autonomy, reciprocity, accountabilities, selisclosurepoundaries,

shared risk taking

Skills development

Process skille.g. selfhelp management tools, collaborative note taking, strengths assessment
Recoveryplanning, orgaisational policy and procedures

One to one skill&.g. ability to share story for benefit of others, developing trust and rapport
Activelistening, empowering and motivating others, assisting others to problem solve

Group skillse.g. group dyramics, group facilitation, presentation skikéd conflictresolution
Cultural and diversity skillg.g. biculturalism and multiculturalism, The Treaty of Waitangi
Competencen Maori protocols, greetings in Maori and Pacific languages

Workplace skillee.g. Working in challenging situations, workplace communication and culture
Advocatingn the workplace

Community skillee.g. networking, finding and working with community services and resources
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Appendix4  Similaritiesand differences between Buddies ahacute inpatient care

philosophies

Rules

Buddies Acute inpatient unit
e |eave off the

e Voluntary ward

e Equal relationship

e Expeiential knowledge i (o

* ReEe Buddies

e Focus on support

e Relationshigbased

e Grounded in recovery * Responsibility

concepts

e Future focus; hope e Obligation to

collect data

e |Legislative mandate

professionals have powel

to take action and make

decisions about the persor

e Bio-medical construct
e G9ELISNI ¢

e Focus on treatment

e Grounded in science

e Focus is mitigating

symptoms

Opportunity to change therulesthrough:

e Dialogue

e Training

e Acknowledging difference

e Acknowledging power dynamics
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Appendx 5 Information sheet

INFORMATION SHEET

EVALUATION OF BUDDIES PEER SUPPORT SERVICE

Buddies peer support service offers support and companionship primarilydplgpadmitted to Te Whare O
Matairangi inpatient psychiatric unit. The service is designed on developing relationships that are base:
shared experience, mutual help, choice and decision making with the goal of offering service users hog

conceptof recovery.

¢KS S@lfdza GA2Y 2F GKS . dZRRASA LISSNJ adzLILI2 NI &St
facilitating focus groups it aims to find out the following:
What aspects of Buddies have been successful and are there areastidtoe improved?
What do participants understand Buddies service to be about?
What are the critical success factors of the service?
If the service was to be further developed or expanded into other areas what would be the key
considerations?
What doesbeing a participant mean?
Being a part of a focus group to discuss the Buddies service and your experience with this service.
To participate you must:
Have been in the inpatient unit during the past 12 months
Not bein the inpatient unitcurrently
Have $ed the Buddies Peer Support service
As a recognition for your involvemenitdés will offer participants adha to acknowledge your time and
input. The focus groups will be held locally and will take approximately 1 % hours.
Your rights as a participant are
You do not have to be involved in this project and you are under no obligation to accept this invitatic
you decide to participate, you have the right to:
Decline to answer any particular question
Ask any question about the evaluation at any timeidgparticipation
Provide information on the understanding that your name will not be used
unless you give permission to the researcher

Be given access to a summary of the project findings when it is concluded

If you choose not to participate e evaluation it will not affect your access to Buddies.

BUDDIES



Appendix6 Participant @nsentform

O k|teS | Level 6, Education House,

West Wing, 178 Willis Street
PO Box 9392 Wellington 6141

Kites Trust Buddies Peer Support Service Evaluation
PARTICIPANT CONSENT RORBIVIDUAL

| have read the information sheet and have had the details of the etiatuaxplained to me.
My guestions have been answered to my satisfaction, and | understand that

| may ask further questions at ay time.
¢ | agree with the focus group being sound recorded
¢ | agree to participate in this evaluation under the cdimfis set out in the
information sheet.
{ATYFGAZNBY XXXXXXXXXXXXXXXXXXXXXXXXX 5F{(SRY

Fullname¢LINRA Y G SRY XXXXXXXXXXXXXXXXXXXXXXXXXXXX X

Please feel free to contact Kerdiine or Marge if you have any questions about

the focus group or project in general.

KerriJune Clayton Marge Jackson

Operations Manageg Kites Trust Managerg Kites Trust
kerri-june@caseconsulting.co.nz margej@kites.org.nz

Phone 04384 3303 Phone 04 384 3303 76




Appendix7

Buddies ealuation: focusgroup questions

Background:
1. How did you get involved with Buddies?

2. Whydid you get involved with Buddies?

Present:
3. What is the Buddies service about?
4. Which parts of the Buddies service work well? Why?
5 I NBE GKSNB NBlazya ¢gKeé LIS2LX S R2yQd dza$S . dZRRA:
6. Does Buddies help with movingfrai2z a LIA G f (G2 K2YSK OLT @&2dz KI @
how could Buddies help?)

N

Has Buddies had an impact on staff attitudes? If so, in what way?

8. What is the difference between a Buddies volunteer and ward staff, friends or family?
Future:

9. Which parts oBuddies could be improved? Why/ how?

10. If Buddies could be expanded, what other areas could the service provide support in?
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