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About This Document
Addictions and Mental Health Ontario (AMHO) represents over 220 addiction and mental health
organizations in Ontario. As the collective voice of our members, we provide leadership and
engage partners to build a comprehensive and accessible system of addiction and mental
health care, and improve the well-being of individuals, families and communities in Ontario.
The Best Practices in Peer Support (BPPS) project is one of the 12 Ontario Drug Treatment
Funding Programs, funded by Health Canada as part of the Treatment Action Plan under the
Federal National Anti-Drug Strategy (2007).
The purpose of the Drug Treatment Funding Program (DTFP) is “to provide the incentive for
provinces, territories and key stakeholders to initiate projects that lay the foundation for systemic
change leading to sustainable improvement in the quality and organization of substance abuse
treatment systems, as well as increase the availability of treatment services to meet the critical
illicit drug treatment needs of at risk youth in high needs areas” (DTFP Framework, Health
Canada, 2008).
The three Ontario DTFP Investment areas are:
1. Implementation of Evidence Informed Practice
2. Strengthening Evaluation and Performance Measurement
3. Linkage and Exchange
The BPPS is funded under the first investment area. It has participated in the comprehensive of
the overall Ontario DTFP project undertaken from March 2016 to March 2017. The evaluation
was coordinated and managed by CAMH (Centre for Addiction and Mental Health), and was
conducted by a third-party evaluation consultant, R.A. Malatest & Associates Ltd. As per the
report submitted to Health Canada by Malatest “the purpose of the evaluation was to assess the
extent to which the Ontario DTFP (represented by 11 sub-projects funded from June 2015 to
December 2016), contribute to Health Canada’s DTFP outcomes. While the evaluation collected
evidence from each of the 11 sub-projects, the overall analyses and conclusions are drawn by
investment area: implementation of evidence-informed practice, performance measurement and
evaluation, and linkage and knowledge exchange. One of the guiding principles of the
evaluation was to allow for the Ontario DTFP sub-projects to be spoken of as a whole rather
than as 11 disparate projects. Each sub-project contributes in part to Health Canada’s stated
outcomes; it is not expected that any given project will contribute to all of Health Canada’s
outcomes, but rather together, the 11 Ontario DTFP sub-projects have been designed to meet
Health Canada’s outcomes.”
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Executive Summary
In recent years, the role of peers and people with lived experience (PWLE) in the health care
system has come increasingly into the spotlight, both at a grass roots level and through the lens
of policy. Although the concept of engaging PWLE of MH&A issues is not new, there is still
considerable confusion over the dimensions and goals of participation.
In 2011 Ontario released its Comprehensive Mental Health and Addictions Strategy document:
Open Minds, Healthy Minds. It articulated six principles, including that of “person-directed
services”. “People with lived experience of a mental illness or addictions, and their families,
bring their strengths, wisdom, and resilience to their care. They must have a voice as essential
partners in system design, policy development, and program and service provision, and the
opportunity to make informed decisions about their personal care and support”.
This project’s goal was to identify best practices for active engagement with mutual aid/self-help
and peer support resources and provide direct service providers and their governors with the
necessary information and resources to ensure that peer support services are provided in the
best way possible and are appropriately incorporated into the addictions and mental health
treatment system. It would assist in acknowledging peer support as a viable component of
mental health and addiction treatment and recovery. Best Practices consider client
circumstances, address basic needs, reduction of barriers and address challenges in a sensitive
way. Best Practices are a proven tool to assist agencies in providing services in a consistent,
coordinated and integrated way.
In the first phase of the project a literature review was completed that consisted of the following:
1. a review of existing networks found on the Internet;
2. a review of the literature to identify what has been written on the subject of Peer Support
networks; and
3. development of a table of the findings.
A symposium with a diverse group of stakeholders was held and developed a blueprint outlining
the elements required for a successful peer support network.
In the second phase of the project the findings from phase one were reviewed to identify the
components required for an effective and functioning addiction and mental health peer support
network. Three components were identified – governance, communication and training. A
knowledge exchange day was held that provided an opportunity for individuals engaged in Peer
Support Networks to learn about the project, learn from each other and provide input on 14
recommendations made on how to sustain peer support network activities.
Following the recommendations from the Best Practices in Peer Support, 2014 Report this
phase of the project focused on 3 areas – capacity building, public speaking and training.
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Capacity Building – How to meaningfully engage people with lived experience at the
systems level?
A literature review was conducted. Its purpose was to identify the existing evidence base on
benefits and challenges of engaging PWLE of addiction and mental health at the system level,
including political advocacy and community planning. It focuses on their contributions in the
macro-level policy decisions rather than decisions made on behalf of individual patients. It also
outlines the recommendations to increase the involvement of PWLE. To achieve these aims,
and to aid synthesis, the review also examined how the involvement of PWLE is defined,
theorized and conceptualized.
Public Speaking – What are the promising practices to create training for PWLE to share
their story?
A person with lived experience can become an excellent spokesperson and be in a position to
alter attitudes and the stigma that is often associated with mental health and addictions. One of
the recommendations from the previous phase was to explore opportunities and partnerships to
align work with existing activities regarding the development of a speaking guides and media
training for those with lived experience of mental health and addictions.
In this phase the first step to working on that recommendation was to complete an
environmental scan and identify the existing resources and ongoing programs that equip people
with lived experience of mental health and addictions with the skills and knowledge to share
their personal story of recovery from mental illness and substance use. The goal was to be able
to identify best practices and opportunities in order to avoid duplication of programs and
initiatives in the development of a comprehensive speaking guide
Training – What currently exists for peer support training; what are the gaps and barriers
in training?
Training is identified as the ability to obtain skills and knowledge to effectively provide peer
support. It is important because it provides a standardized access to skills and knowledge
identified by individuals providing peer support. Training should also include providing clarity
around roles and responsibilities, meeting procedures, processes on how to engage and
consult, administrative support and providing reference materials. A common theme for
consideration is the need to make it easier to obtain training and to provide a framework for
training that supports individuals’ peer support work. For this phase of the project an
environmental scan was completed to identify existing training programs both in Canada and
internationally
The knowledge gained from the lived experience of people who take part in peer support shows
the remarkable improvements in people’s lives that can occur even with relatively small
investments. But there are still many challenges to the sustainability and growth of this area.
The key to the success of peer support programs, both those that are independently run and
those that are located within mainstream mental health and addiction organizations, is to hold
on to the values of peer support and its unique features.

5

Best Practices in Peer Support – Final Report 2017

Consumer workforce development programs must include parallel strategies to support, train
and retain employees. Not all programs are prepared and ready to integrate consumers with
lived experience into the workforce.
Ongoing system change and training for professionals to develop the skills to work in, and
deliver recovery oriented, anti-oppressive services in partnership with peer providers is required.
There is a need for high quality research on how best to organize and deliver effective peer
support programs and how best to integrate peer support interventions into other clinical
services. There is much to be done in testing different peer support models and building
knowledge to inform the development of effective models of peer support for mental health and
addictions.
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About Peer Support
The first known reference to using peers to deliver mental health services came from one of
Philippe Pinel’s colleagues in 1793 when he wrote, ‘As much as possible, all servants are
chosen from the category of mental patients. They are at any rate better suited to this
demanding work because they are usually more gentle, honest, and humane’ (Davidson et al,
2012).
There are many models of peer support and peer involvement can manifest in different ways
(support groups, one on one support, advising agencies, policy development and research, etc).
As this workforce develops there is a greater need to define roles and the boundaries between
them.

Defining Peer Support
Listed below are two definitions as to what constitutes peer support:


“Peer support is a naturally occurring, mutually beneficial support process, where
people who share a common experience meet as equals, sharing skills, strengths and
hope, allowing people to learn ways of coping from each other. Formalized peer support
begins when persons with lived experience, who have received specialized training,
assume unique designated roles…to support an individual’s expressed wishes.
Specialized Peer Support training is Peer developed, delivered and endorsed by
Consumer/Survivor Initiatives*, Peer Support Organizations* and Patient Councils, and
is rooted in principles of recovery, hope and individual empowerment.” (Ontario Peer
Development Initiative)



“Peer support is a system of giving and receiving help founded on key principles of
respect, shared responsibility, and mutual agreement of what is helpful. Peer support is
not based on psychiatric models and diagnostic criteria. It is about understanding
another’s situation empathically through the shared experience of emotional and
psychological pain.” (Mead, Hilton, & Curtis, 2001, p. 135)

Values of Peer Support
The Mental Health Commission of Canada had defined the following values of peer support:
(Guidelines for the Practice and Training of Peer Support; Dec 2013)


Hope and Recovery – acknowledging the power of hope and the positive impact that
comes from a recovery approach



Self-determination – having faith that each person intrinsically knows which path
towards recovery is most suitable for them and their needs, noting that it is the peer’s
choice whether to become involved in a peer support relationship



Empathetic and equal relationships – noting that the peer support relationship and all
involved can benefit from the reciprocity and better understanding that comes from a
similar lived experience
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Dignity, respect and social inclusion – acknowledging the intrinsic worth of all
individuals, whatever their background, preferences or situation



Integrity, authenticity and trust – noting that confidentiality, reliability and ethical
behaviour are honoured in each and every interaction



Health and wellness – acknowledging all aspects of a health and full life



Lifelong learning and personal growth – acknowledging the value of learning,
changing and developing new perspectives for all individuals

Roles for Peer Support
A proposal to develop an international consensus to the international Initiative for Mental Health
Leadership (IIMHL – 2013) listed the following peer support roles including but not limited to:











Peer support workers who provide support for personal and social recovery to people
with mental health problems, including in acute mental health services, housing,
supported employment, community support and so on.
Peer advocates who empower individuals or groups of people with mental health
problems to advocate for their rights and needs on a range of issues in a variety of
settings.
Peer educators who provide education from a lived experience perspective for other
peers, mental health workers or community members.
Peer navigators who assist people to find, choose and gain access to a full range of
community resources, networks and services.
Peer advisors who work in partnership with mental health service providers to give
consumer perspectives at all levels of planning, implementation and evaluation, and
provide feedback to service users.
Peer researchers and evaluators who use lived experience knowledge and participatory
processes to inform their work.
Peer managers who lead services.
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Components of Effective Peer Support Services
The Te Kaitātaki Oranga Mental Health Commission in their report “Power of Peer Support
Services in Mental Health and Addiction” outlined the following components of effective peer
support services.
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Mapping of Peer Support
This project also undertook a mapping exercise that identified where throughout the province
service providers are implementing peer support programs. This interactive map allows users to
click on specific areas or service providers to identify different peer support programs and
services throughout the province. This resulted in an online tool that allows users to search by
location for different agencies that have peer support workers. The map, or inventory, was
created with information from the LHINs, ConnexOntario, and the Ontario Peer Development
Initiative. Both the report and the interactive map will contribute to the wider availability of
evidence for organizations whose services include peer support workers.
The environmental scan also developed a one page map indicating where System Level
Advisory groups where in place within each LHIN. This page is included in the Resource section
of this report. (Resource A)
The interactive map can be accessed via
https://www.google.com/maps/d/viewer?mid=1bp5vv9YXQjHJvvY2h7l26HbIU0&ll=46.72174745509717%2C-85.00756884999998&z=6
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Capacity Building
How to meaningfully engage PWLE at the systems level?
Although the concept of engaging people with lived experience of addiction and mental health in
decision making is not new, there is still considerable confusion over the dimension and goals of
participation in different contexts of policy making and the barriers to their participation.

Literature Review
As part of the this phase of the project a literature review was conducted to identify the existing
evidence base on benefits and challenges of engaging people with lived experience (PWLE) of
addictions and mental health at the system level. It is important to keep in mind that the focus
was on their contributions in the macro-level policy decisions. It also examines how the
involvement of PWLE is defined, theorized and conceptualized in the literature. The full review
is included in Appendix I. The summary of key points is outlined below.
Levels of Consumer Involvement in Health Care Policy
•
•
•
•
•

None - consumers' perspectives and concerns not specifically addressed
Manipulation - consumers are educated
Restricted scope - possible token "consultation" with consumers
Open involvement - consumers' representatives representing consumers' views, and
consumers are possibly consulted
Wide participation - consumers' representatives representing consumers' views, and
consumers are widely consulted and participating
Source - Bastian, H. (1996). Raising the standard: practice guidelines and consumer participation.
International Journal for Quality in Health Care, 8(5), 485-490.

Benefits of Engaging PWLE at the System Level
Conklin, Morris and Nolte (2010) described the benefits of ‘public’ involvement in three
categories – intrinsic, instrumental and developmental effects.





Intrinsic benefits meant keeping with the principles of democracy, fairness and justice
Instrumental benefits included the opportunities to correct the power imbalance
between public and professional power, increase accountability of healthcare to users,
tax-payers or consumers, improve quality and improve responsiveness of services
Developmental benefits included building the self-worth and empowerment, mobilizing
energy and commitment from local people to help bring about change, and helping
patients and public understand how changes will affect them and making them more
accepting of change.

Barriers in Engaging PWLE at the System Level
Conklin, Morris and Nolte (2010) noted the barriers to ‘public’ involvement in healthcare policy
as - individual barriers, organizational and procedural barriers, and system level barriers.
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Individual Barriers










Costs (mainly in time)
Lack of mechanisms appropriate for the target public, in particular methods to
address disempowerment
Participation exercises are viewed as a waste of money
Citizens seeing public involvement as inappropriate
Limited demand from the public because of a perception that influence will be low
User groups may have other priorities that compete with involvement in
healthcare policy – e.g. offering peer support
Conflict in the process may put people off
The public do not see decision-making as their role
The public do not see public participation as necessary because they feel there
should not be a choice between services in the first place, or that the public
would be too emotional

Organizational and Procedural Barriers










Attitudes of service managers (as they are “paid to take responsibility for
decisions”)
Lack of capacity within organizations to deal with participation
Lack of clarity of purpose
Professional concerns that participants are not representative
Professional concerns that lay people who learn the complexity of healthcare
decision-making cease to be lay
Concern about the ability to remain independent or not to be co-opted to show
the service provider in the best light
Lack of skills
Lack of interpersonal continuity
Need to pay participants is problematic but essential

System Level Barriers









“Officials are rarely in the position to transfer their workload or responsibility. For
this reason, concentration on the delegation of power from officials to users does
not lead to citizen control”
Frequent changes to the system may be seen to dissipate lessons and
experience
Inconsistency of policies and contradictory policies (e.g. between choice and
communitarian models or between greater centralization and standardization and
localism)
New organizations and arrangements may not necessarily build on weaknesses
identified in earlier initiatives (England)
Lack of integration of “patient involvement” with other parts of the system
Public involvement may increase the difficulty of decision-making
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Sleath and Rucker (2001) highlighted four barriers that may limit the success of ‘consumer
involvement’ in health policy decision making:
1. lack of knowledge/ power/credentials of ‘consumers’ regarding health care and policy
options;
2. lack of time and payment for ‘consumer’ involvement;
3. lack of procedures on how to select and integrate ‘consumers’ into health policy decision
making, and
4. lack of understanding of how ‘consumers’ affect the health care system through these
different involvement mechanisms.
Supports and Resources
A report from the Mental Health Commission of New Zealand outlined the support and
resources that “service users” need to develop the confidence to participate in decision making.
 Training and preparation – It includes information to PWLE on their rights; interpretation
services (for those whose first language is not English); assistance with participation by
ensuring that the organizations use clear and inclusive language; clarity about their roles
and responsibilities, meeting procedures, consultation processes; and administrative
support or access to reference materials on a particular issue
 Adequate and appropriate resources - Organizations need to be aware of any resource
constraints that affect service user participants and find ways of overcoming such
barriers, for example remuneration, in-kind support, or arranging meetings in venues and
at times accessible for service users.
 Building self-confidence and trust – There is a need to address the distrust of service
users towards the system.
 Inclusive structures and processes – The decision-making processes needs to be clear,
and transparent with no fear of reprisal.
 Eliminating stigma and discrimination – A culture of positive attitude towards the right of
service users to participate and acknowledgement of their contribution.

Peer Support Symposium
On October 24th 2016, Addictions and Mental Health Ontario held a Peer Support Symposium,
which brought together over 100 people working and/or involved in peer support services. There
were 3 main objectives of the symposium.
1. Identify promising practices associated with the engagement of lived and/or family
expertise at systems level such as advisories, policy and planning tables.
2. Develop a common understanding of meaningful engagement among different
stakeholders to facilitate practice change.
3. Develop recommendations to enhance the capacity of the mental health and addiction
system to fully integrate and support peer workers.
The symposium was divided into four main components.
1. Advancing & Supporting Peer Support Initiatives
2. System Level Engagement of People with Lived Experience

13

Best Practices in Peer Support – Final Report 2017

3. Implementing Peer Support Services
4. Inspiring Change
Below are the summarized findings from each of the discussion questions, case studies, and
group activities held during the symposium.
Advancing and Supporting Peer Support Initiatives
 Purpose – identify challenges, successes & opportunities for integrating peer support
work into the mental health & addiction sector
 Outcomes – showcase existing peer support initiatives from across the province
What is a defining challenge you have overcome, and how; how have you implemented
initiative?



Have clients from the beginning of the program so that you are able to build a strong
peer support program where the individual sees the benefit for themselves
Don’t have the sense of “needing” to do, but peer lead

What are some opportunities and barriers in the delivery of peer support initiatives in the climate
of change and integration?
Barriers
 How service users interpret the system, what are the measurements
 Limited experience with peer support; staff will feel tension in a climate that doesn’t
understand the value of what they bring
Opportunities
 Compare what the agencies around are doing; sharing data and initiatives to represent
what we’re doing to funders
 Collaborate with industries that don’t see these experiences
What is your understanding of how Peer Support and Involvement of people and/or families with
lived experience are being evaluated and what are the opportunities and barriers?



Developmental evaluation that measures qualitatively rather than quantitatively
Scorecards are coming from hospital centered providers rather than service providers
from communities

How does your initiative keep your identity and autonomy while providing peer support within
some of the larger systems that are still struggling to support a culture of recovery?




Office holds community of practice once a month and in constant work with them; the
offices present autonomy
Ability to innovate and create; you need to keep the values behind young adult
engagement and remember not to stray from them
Speaking up on injustice, and working on this especially when it’s hard to do so.
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Philosophy of the organization needs to be understood; different perspective that
everyone needs to be willing to hear
Transparency with job competition
Maintain a client-centered philosophy where their choice is respected
In-house training focused on trauma informed approach where safety and respect are
key

System Level Engagement of People with Living Experience
 Purpose – identify practices and methods to engage people with lives experience at
policy tables in a purposeful manner
 Outcomes – identify what defines an effective structure for involvement; skills required;
how to get those skills
What does self-determination look like to you?







Choice: the ability to choose your destination, in your own model, to change your mind,
and choose your own definition of recovery. The sense of being in control of your own
process is the central theme.
Person-centered to person-determined
Mutual respect
Ignoring social expectations and allowed to make mistakes
Answers lay within you, but not always all of them; someone else can give you access to
the truth and accepting this help does not make you any less self-determined.

What can you see as the benefits of self-advocacy to you and other peers?










Awareness of what our perceived means are
Ability to control the process, and the autonomy to choose
Determining our own healthy downgrades
We will be given more of our needs and rights.
We will gain communication skills.
We will gain confidence.
The people with power will respect us more.
We will be a role model for our peers.
It will help our recovery.

The purpose of the two case studies pictured below was to identify activities and strategies that
can be utilized to ensure that people and family members with lived experience be:






Informed (educated)
Consulted (gathering information)
Involved (in the dialogue)
Collaborated with (engaged)
Empowered (at system and policy tables)
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Case Studies

EXPLORE
Training opportunities for
providing expertise on
committees, research
and history of the
committee

CREATE

John is asked to participate for the first time at the provincial
opioid table as a person with lived experience. After the meeting,
he felt unprepared and invisible; didn’t know the jargon and too
scared to ask questions. From John’s perspective, what sorts of
activities or strategies could he have pursued so that he felt
informed (educated), consulted (gathering information), involved
(in the dialogue), collaborated with (engaged), and empowered at
this systems table?

REQUEST
To be matched with a mentor,
formal discussion format of
speaking order, the committee be
educated on his role as an equal
participant, to be started at the
local level rather than provincial for
beginner’s history of the committee

Role-playing to
engage with peers,
chance for two
PWLE
representatives to
attend

ENCOURAGE
Self-disclosure at tables, speaking
up, expanded bios that allow PWLE
to describe their self-identified subject
matter expertise and desire to share,
feedback on evaluation forms
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CREATE

CLARIFY

Opportunities to build knowledge of PWLE,
engagement opportunities between peer agencies
and members, interview processes, job descriptions,
focus groups with PWLE regarding their needs and
skills/training needed, ways to engage – surveys,
art/written responses, anonymous web-based
feedback, etc.

Purpose and scope, terms of reference, impact of
PWLE on the process (recommendation or decision
making), expectation of the members, by de-briefing
meetings, on what peers offer, skills set best for the
committee

PROVIDE
Sally has been asked to lead a new LHIN advisory committee
(consisted of community providers and people and/or families
with lived experience) on mental health and addictions. What
strategies should Sally use to inform (educate), consult (gather
information), involve (dialogue), collaborate (engage), and
empower (partner) people and/or families with lived experience?

Briefings for PWLE, education on
assisting PWLE, accommodations to
reduce barriers, incentives (i.e.
honorarium, reimbursements),
opportunities for participation in CSIs,
peer-led and/or self-help groups, coleadership model for balanced
representation, trained facilitator for all
tables, co-chairs and mentors

ENSURE
ASK

Regular check-ins for PWLE engagement, safety of PWLE,
orientation for PWLE, plain language, process is trauma
informed, transparency on the process of seeking input, a
group with balanced representation from LGBTQ, ethnic
minorities, families, PWLE, feedback mechanism so that
the process and participation remains safe and respectful,
more than one PWLE, honest expectations

Advice from PWLE regarding how to start processes
and structure, consultation with provincial
stakeholders, community providers for potential
volunteers
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Implementing Peer Support Services
 Purpose – develop and enhance the capacity of the system to fully integrate and support
peer workers
 Outcomes – recommendations to overcome challenges and barriers associated with
implementation of peer staff roles in mainstream mental health and addiction agencies
What strategies and solutions would you recommend to fully integrate and support peer workers
across the system, in the areas of:
Training













Standards required for certified peer supporters
Recognized training
Training for governing bodies
Accessible training
Standardized training
Training on foundational elements of peer support
Culturally diverse
Orientation for other staff on peer support
Education that is continuous and curriculum
Peer support certification
Establish common ground for training that accommodates various learning styles and
platforms
Training needs to be ongoing to account for turn-over and system changes

Managerial and/or Clinical Supervision










Peer supervisors
Managing without a tiered system
Community of practice for peer support
Supervisor training
Value expertise
Standards for supervising
Training on values
Supervisors and mentors with lived experience
Transparency, standards, equity

Coaching/Mentoring





Shadowing experience
Coaching other organizations
Peer to peer coaching
Create bigger pool of support mentors / availability of a mentor

Policies & Procedures


Peer support HR resource kit
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Equal voice at the table
Peers on hiring panels
Accountability around resources
Interview questions
Job descriptions
Standard scope of practice and ways to monitor adherence to it
Same opportunities as other staff

Wider System Change









Normalized mental health and addictions
Greater accountability measures
Develop school programs for mental health and addictions as safe places to talk
Honest self-analysis of work
Address stigma in workplaces through education and discussion
Conversations about limitations
PWLE at all levels in the system organization
Acknowledge the work being done
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Inspiring Change
 Purpose – reflect on the future of peer support/PWLE involvement in the mental health
and addiction sector
 Outcomes – list of needed changes and why the changes are important
"Appreciative Inquiry (AI) is a group process that inquires into, identifies and further develops
the best of “what is” in organizations in order to create a better future. Often used in the
organization development field as an approach to large-scale change, it is a means for
addressing issues, challenges, changes and concerns of an organization in ways that builds on
the successful, effective and energizing experiences of its members. Underlying AI is a belief
that the questions we ask are critical to the world we create." (Preskill & Catsambas 2006 p2)
Appreciative Inquiry is often presented in terms of a 4 step process around an affirmative topic
choice:
1. DISCOVER: What gives life? What is the best? Appreciating and identifying processes
that work well.
2. DREAM: What might be? What is the world calling for? Envisioning results, and how
things might work well in the future.
3. DESIGN: What should be--the ideal? Co-constructing - planning and prioritizing
processes that would work well.
4. DESTINY: How to empower, learn and adjust/improvise? Sustaining the change
(Source: The 4-D Model was developed by Suresh Srivastva, Ron Fry, and David Cooperrider in 1990 - Appreciative
Inquiry Commons - AI Hisory and Timeline.
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Discovery – Appreciate the “the best of what is”
What do you consider some of the most significant trends, events, and developments
shaping the future of peer support work and the involvement of people and/or families
with lived experience?
 More education and training opportunities
 Networking within the media
 Hospitals and agencies working together
 No discrimination against lived experience
 Include peer workers with other providers
 Awareness is higher now
 LHINs recognize the value of peer support
 Outcomes measures that are quantitative and qualitative
Dream – Imagine “what could be”
In an exciting future, how are people and/or with lived experienced and families/peer
support workers engaged in the MH&A sector?
 Peer support accessible to all
 CSA will remain autonomous
 Acceptance of states of recovery
 A core part of the health system
 Lived experience on every board of MH&A agencies
 Consistent training
 Free to disclose mental health histories
 Lived experience at more roles in every level
 Patient family advisory councils
 Practicums available
Design – Determine “what should be”
What areas can peer support workers/persons and/or families with lived experience have
the most impact on improving the quality of life for those dealing with mental health and
addiction challenges?
 Advocacy role for navigation
 Normalizing experience
 First contact within the system
 Families provided education and support from the beginning
 Continuous improvement model
 Educate system on the role of peer support
 Student in agencies
 Collaborations between CSI and mainstream organizations
 Public awareness of acceptance
 College/university courses
 Peer support more involved in areas such as emergency departments, community health
care, public health, colleges, universities, high schools
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Destiny – Create “what will be”
What small changes could we make right now that really encourage more integration and
support of peer workers/persons and/or families with lived experience and families in the
mental health and addiction sector? Why are these changes important?
 Pay equity, support for peer supports, all LHINs will make peer support funding a priority
 Self-advocacy
 Transforming knowledge sharing
 Training for mainstream staff
 Celebrate the good work that is being done
 More peer roles and positions
 Advocate talk about having clear expectations and requirements for integrational peer
work
 Community of practice, capacity building on all levels
 Education at a younger level (i.e. high school and post-secondary institutions) to
increase awareness and change perspectives
 More networking with clinicians
 Peer roles in schools
 Lived experience is an asset in job postings
Symposium Evaluation
Attendees were asked to complete a short questionnaire at the conclusion of the symposium.
Ratings on the quality of the sessions, as well as the overall experience were very high, with
over 90% being in either agreement or strong agreement with the statements. Respondents
also felt that the symposium was successful at:




Developing recommendations to integrate peer support workers within the mental health
and addiction treatment system (93%)
Developing a common understanding of meaningful engagement of peer support (93%)
Identifying promising practices for engaging with people with lived experience (95%)

Summary & Recommendations
Critical to any attempt to involve person and/or families with lived experience is an understanding
of how best to do it. Advocacy, research, evaluation, and leadership skills are needed to be able
to contribute to this process. Also, success will be contingent on policy-makers’ genuine
willingness to meaningfully engage people and families with lived experience in the policy
making process. Outlined below are important factors to follow when engaging people and or
families with lived experience.
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Factors for meaningful engagement

Plan for participation
 Create partnerships that lead to influence
 Ensure that PWLE are involved at every stage of a change process
 Develop more accessible organizational cultures and structures
 Ensure that PWLE participate in evaluations and research projects
 Employ people with their own experience of using service
Invest in sustainability
 Support peer organizations
 Have reasonable expectations and clear goals for PWLE and organizations
 Work on continuity, stable structures and long-term relationships
 Promote research regarding outcomes and effects
Address power differentials
 Acknowledge professional and hierarchical attitudes
 Develop respect for varying cultures, experiences and knowledge
 Accommodations for professional language, meetings, routines
Establish legitimacy
 Education of personnel at all levels
 Have clear roles and structures
Assign resources
 Economic resources
 Administrative support
 Training and mentoring
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Public Speaking
What are the promising practices to create training for PWLE to share their
story?
A person with lived experience can become an excellent spokesperson and be in a position to
alter attitudes and the stigma that is often associated with mental health and addictions. One of
the recommendations from the previous phase was to explore opportunities and partnerships to
align work with existing activities regarding the development of a speaking guides and media
training for those with lived experience of mental health and addictions.
In this phase the first step to working on that recommendation was to complete an
environmental scan and identify the existing resources and ongoing programs that equip people
with lived experience of mental health and addictions with the skills and knowledge to share
their personal story of recovery from mental illness and substance use. The goal was to be able
to identify best practices and opportunities in order to avoid duplication of programs and
initiatives in the development of a comprehensive speaking guide. The scan in it’s entirely is
contained in Appendix II.
Key Points of the Environmental Scan









There are limited resources available for people with lived experience of mental illness
and/or substance use to help them share their personal story.
To the extent that these resources are focused on practice or behavior change, it is
imperative that they be supported by research evidence, which was not the case for all
toolkits included in this review.
Although these resources are diverse in terms of their content, structure, format, length,
the common features are practical resources (e.g. checklists, templates, samples,
factsheets etc.) that can be used by recipients without a trained facilitator.
Although many toolkits appear to have been developed in collaboration, none of them
are interactive after they have been made available. Even the online videos rely upon
‘one-way’ communication, for example, providing tools but not providing any avenue for
users to add their own tools, or highlight their own promising practice. There is however,
‘leave a comment’ function on the EENet website for the Strengthening Your Voice
guide.
It is not clear what kinds of support is available for intended users to utilize the
resources, for example trainings, coaching, feedback mechanisms associated with the
toolkits etc.

Lack of Information for Evidence
To ensure that the proposed speaking guide was evidence informed, AMHO engaged the
Evidence Exchange Network (EENet) at the Centre for Addiction and Mental Health (CAMH) to
conduct a rapid review. A rapid review is a brief literature search to answer a defined research
question, using a plain language summary of a body of evidence. The research question
proposed was “What are the effective training components for people with lived experience and
family members in sharing their story?”
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After developing a comprehensive search strategy, which included a broad range of sectors
outside of addictions and mental health, CAMH library services was unable to retrieve relevant
articles for this review. This may be due to the lack of evaluation for training programs for
people with lived experience to tell their story, or simply the lack of publications in this area. As
a result, it was determined that a rapid review was not the most suitable mechanism for
determining the evidence on this topic.
In response to the rapid review results CAMH conducted a research study in support of this
phase of AMHO’s project to create an evaluation of public speaking training programs to explore
which elements are perceived to be the most effective by facilitators and participants of existing
programs. The components of the study included a document review, key informant interviews
and focus groups. The research report in its entirety can be found in Appendix III.
The findings demonstrate several preliminary themes from the interviews and focus groups
mentioned above. While each training program is quite distinct, ranging from one day training to
a series of iterative, personalized trainings that span over many years, there were several
preliminary themes that emerged from these conversations.
Themes can be divided into components related to process and content, or outcomes.
Process/content components included creating a safe space, ensuring a good group dynamic,
using a strong facilitator, and creating a supportive and encouraging environment. Some
participants also suggested specific changes to make the program stronger, including adding
additional content or expanding the training program in terms of geography or frequency.

Summary & Recommendations
Though further analysis is required to develop a final list of recommendations for public
speaking training programs for PWLE, this list of preliminary themes will help inform next steps.
Based on the interviews conducted, public speaking training programs should place an
emphasis on creating a safe space for participants, and ensure a good group dynamic by
keeping numbers low and ensuring people are ready for the program. Using a strong facilitator
that can help manage these dynamics and can help support and encourage participants is
another key component. Programs should also include a variety of training activities, including
role play, videos and lots of time for practice.
A focus on empowerment, growth and recovery should also be at the centre of any training
program. Linking public speaking to a greater purpose such as helping others, advocacy or
stigma reduction, can also help engage and motivate program participants. Ensuring that
graduates have multiple and varied ways to stay connected with each other and the program
after it finishes is also important. Finally, having some sort of certification or accreditation
associated with the training enhances graduates experience.
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Training
What currently exists for peer support trainings? What are the gaps and
barriers in training?
Training is identified as the ability to obtain skills and knowledge to effectively provide peer
support. It is important because it provides a standardized access to skills and knowledge
identified by individuals providing peer support. Training should also include providing clarity
around roles and responsibilities, meeting procedures, processes on how to engage and
consult, administrative support and providing reference materials. For this phase of the project
an environmental scan was completed to identify existing training programs both in Canada and
internationally – see Appendix IV

Key to the Environmental Scan
Training Recommendations from Mental Health Commission of Canada
An introductory peer support knowledge and training session can assimilate the skills, abilities
and personal attributes identified in these Guidelines. The Training Guidelines for Peer Support
Workers provides additional information that could be included in a basic peer support training
course.
A full complement of training modules would include:
 Basic peer support training, to provide an overview of the role and responsibilities of a
peer support worker and to enhance the worker’s communication, interaction, decision
making and support skills
 Family peer support training, to provide an overview of the special circumstances that
may arise within family/circle of care support
 Crisis management training, to provide knowledge on how to identify and safely manage
a crisis situation
 A peer support program that values ongoing development will also include annual
training workshops to:
1. facilitate networking of peer support workers,
2. promote ongoing self-care
3. provide additional skills training opportunities
Recommendations from Health Workforce Australia’s Mental Health Peer Workforce
Study (2014):
“Establish National Mental Health Peer Workforce Development Guidelines for use in a ranges
of settings inclusive of:
 Agreed definitions.
 Key roles and functions.
 Guiding principles and a code of ethics.
 National capabilities for peer workers and supervisors (including diversity).
 Principles for employment and reasonable adjustment.
 Training and support.
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Practical resources.
Supervision, coaching and mentoring.
Dissemination/implementation approach.”
(Health Workforce Australia (2014): Mental Health Peer Workforce Study, p22)

Summary & Recommendations
A common theme for consideration is the need to make it easier to obtain training, ensure that
the training is affordable and to provide a framework that supports individuals’ peer support
work. It is important because it provides a standardized access to skills and knowledge
identified by individuals providing peer support.
The Best Practices in Peer Support – 2014 Final Report identified six key areas to identify
training needs.

SelfAssessment
/ SelfEvaluation
Information
Toolkit

Interpersonal
Skills
Six Key Areas to
Identify Training
Needs

Personal
Development
& Learning

Working with
Changes /
Transitions
Supervision



Self-Assessment/Self-Evaluation - The ability to complete a self-assessment and/or
annual self-evaluation using competencies in order to identify potential areas for training
and development.



Interpersonal skills - The ability to demonstrate intentional listening skills, the ability to
engage peers, the ability to demonstrate intentional sharing and the ability to
demonstrate how to encourage others to take the necessary steps forward.



Working with changes and transitions - The ability to demonstrate support for transitions
and the ability demonstrate support to overcome transitions.
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Supervision - the ability to work with supervision provided by an organization and/or
evaluations provided by a sponsoring agency.



Personal Development and Learning - the ability to develop and demonstrate a variety of
skills for personal development and learning to include but not limited to compassion
fatigue, boundary training, confidentiality, role definition, how to be objective, personal
safety and nonviolent crisis intervention.



Access to information tool kit with current information - the ability to access and utilize
resources that are provincial, regional based and or interactive material from.

The most effective way of retaining the essence of peer support is to identify its core values and
ensure that these are upheld through recruitment, training and supervision.
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Peer Support and Quality Improvement
Challenges and Implementation
One of the unexpected collaborative relationships that emerged during this phase of the project
was between the Peer Support project and the Performance Measurement project. During the
course of the scoping review and report writing, the Performance Measurement project team
members identified a gap in evidence for measuring the performance of peer support workers.
The two projects connected, and two representatives from peer support services/organizations
and the Peer Support project advisory committee contributed to the performance measurement
report section on performance measurement in peer support (Appendix V).
This connection revealed another unexpected finding: the challenge around formalizing peer
support work and bringing peer support workers into a formalized performance measurement
framework. Many of the 14 LHINs are looking at how to integrate consumer survivor initiatives
(CSIs) into existing addiction and mental health agencies. However, not all CSI want this to
happen, as this means they will lose their autonomy and self-directive. So the challenge for peer
support initiatives is to ensure the right balance is struck between aligning with performance
measurement and QI, while respecting the autonomy of the CSIs.

Summary & Recommendations
As noted in the DTDP final report of the “Strengthening Performance Measurement for
Mental Health and Addiction in Ontario” performance measurement in peer support services
would not be expected to replace developmental evaluation or other community-based
(participatory) research projects. Different approaches to monitoring and evaluation are
needed to represent the totality of system- and program-level impacts of any type or model
of service. In this sense, there is a need to articulate the added value of performance
measurement as a complement to more comprehensive program and system evaluation in
Ontario. For instance, a values-based performance measurement framework (i.e., one
comprised of indicators designed to measure fidelity to the guiding principles of peer
support) may provide critical insights into whether peer support services that are embedded
within mainstream clinical services differ from autonomous organizations in their ability to
adhere to the guiding principles and practices of peer support. Paired with developmental
evaluation of member, service, and system impacts, such a performance measurement
framework may well be able to support quality improvement and accountability as peer
support continues to establish a role in the broader service system.
It is the hope of the project advisory committee that further funding will be available and
recommends that one area for the next phase of this project would be to look at quality
initiatives and performance indicators for peer support work.
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Peer Support in Action
There are many successful and excellent peer support programs and initiatives across the
province of Ontario. This interactive map allows users to click on specific areas or service
providers to identify different peer support programs and services throughout the province and
can be accessed via: https://www.google.com/maps/d/viewer?mid=1bp5vv9YXQjHJvvY2h7l26HbIU0&ll=46.72174745509717%2C-85.00756884999998&z=6. All these programs highlight:











the unique strengths peers can bring to health promotion and health care
the importance of the community-grounded nature of peer support and its versatility in
ranging from individuals to families to organizational settings to neighborhoods and
communities
the value of peer support in providing a point to which individuals can turn for feeling
understood and helped within the contexts and settings of their own lives
how peer support can be defined and standardized while remaining flexible and
responsive to the people and communities it serves
the importance of peer support as a way of reaching those too often passed over by
prevention and health care
growing emphasis on integrating peer support with community and primary care
the importance of quality assurance – supervision, management, and organizational
factors in providing a setting in which peer support can be effective and sustained
understanding evaluation as a practical part of quality improvement
the need for frameworks that standardize peer support services while allowing for
flexibility to match the specific needs of unique populations and settings

This report highlights 3 of these program and/or initiatives:
1. Mississauga Halton Enhancing & Sustaining Peer Support Initiative
The Enhancing and Sustaining Peer Support Initiative is innovative and transitional;
moving towards the co-production of a dignified, welcoming and recovery focussed
model of care with emphasis on the human dynamic, resiliency, empowerment,
mentorship and non-punitive qualifiers and judgements.
2. Working for Change
Working for Change, formerly The Ontario Council of Alternative Businesses OCAB, is a
charitable organization that was developed in 1993 out of a growing need for employment
opportunities for members of the psychiatric consumer/survivor community. The social
enterprises at Working for Change employ people disadvantaged by mental health and
addiction issues, homelessness and poverty.
3. Peer Positive Toolkit
The Peer Positive initiative grew out of work done by the Northwest Toronto Service
Collaborative, a community-led process sponsored by the Centre for Addiction and
Mental Health (CAMH). The Peer Positive Toolkitis a preparatory guide for anyone who
wants to shift the culture, values, and practices of their organization to better meet the
needs of the populations being served. The tool book has a particular focus on the
balance of power and the value of experiential knowledge.
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Mississauga Halton Enhancing & Sustaining Peer Support Initiative
Real People. Real Lives. Inspired Growth. TOGETHER
Overview of Program
In many instances the clinical/medical models for governance, data collection, outcome
measurements, work plans and project charters do not ideally fit or speak to the true organic
value and intention of peer work.
The Enhancing and Sustaining Peer Support Initiative is innovative and transitional; moving
towards the co-production of a dignified, welcoming and recovery focussed model of care with
emphasis on the human dynamic, resiliency, empowerment, mentorship and non-punitive
qualifiers and judgements. The initiative is led by Support and Housing-Halton through its peer
support initiative: TEACH (Teach Empower Advocate Community Health) and is funded and
supported by the Mississauga Halton LHIN. TEACH is a recognized Consumer Survivor
Initiative (CSI).
Widespread throughout the Mississauga Halton LHIN area, the initiative has 40 paid peer
positions embedded across 11 LHIN-funded health care organizations such as hospital
psychiatric inpatient units, addictions residential treatment, supportive housing programs,
central access, employment support programs, community mental health and addiction
providers, and self-help education and support groups.

Development of the program included determining preliminary methodologies, evaluation &
governance models that fit. This included the following three approaches:




Constellation Governance Model – The Constellation Model of Collaborative
Governance is a complexity-inspired framework designed to 'hold' collaborations within
dynamic systems. It supports multi-organization partnerships and networks within
complex systems. The Constellation Model is a strategy for pursuing social change in a
dynamic universe and there is a transferable 'essence' of the model when it needs to be
adapted.
Theory of Change – A theory of change (TOC) is the product of a series of criticalthinking exercises that provides a comprehensive picture of the early- and intermediate-
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term changes in a given community that are needed to reach a long-term goal
articulated by the stakeholders. It is a tool for developing solutions to complex social
problems by conducting “backwards mapping” to identify the preconditions necessary to
achieve that goal.
Developmental Evaluation Model – Developmental Evaluation supports innovation
development to guide adaptation to emergent and dynamic realities in complex
environments. Innovations can take the form of organizational changes, policy reforms,
and system interventions.

The Enhancing Peer Support Initiative Stream provided funding for (mainly full-time) new
positions and the parameters of how those positions would support person centered care in
their agency.
The Sustaining Peer Support Initiative Stream was to build the infrastructure and bridge the
many stakeholders affected by this initiative with ensuring a CSI was the lead agency that hired
and housed the Peer Support Systems Lead and a Substance Use Systems Lead.

32

Best Practices in Peer Support – Final Report 2017

For sustainability the program looked at the values that define peer support as identified by the
Guidelines for the Practice and Training of Peer Support; Mental Health Commission of Canada
(Dec 2013):
 Hope and Recovery
 Self-Determination
 Empathetic and equal relationships
 Health and wellness
 Dignity, respect and social inclusion
 Integrity, authenticity and trust
 Lifelong learning and personal growth
The peer support sustainability leads of this initiative continue, with the guidance of an
embedded evaluator & the TEACH director who has a research background; to research,
explore and identify different methodologies and tools that will ensure the process is strongly
routed in the values of peer work in order to build a sustainable and applicable foundation.
Key Outcomes and Lessons Learned
The evaluation will examine 6 spheres of impact (similar to an ecological model):
1.
2.
3.
4.
5.
6.

People receiving services
Peer Support Workers
Peer Support Supervisors
Agencies/Hospitals providing peer support-HSPs
Mississauga Halton LHIN Mental Health and Addictions Systems
Regional, Provincial, National Mental Health and Addictions Groups/Initiatives

Emerging Impacts on the System







Healthier workplaces
Filling in gaps in the system
Improved information to people receiving peer support and resulting improvements in
system navigation
Focusing resources more effectively on future activity
Building capacity of people with lived experience and families
Building common and improved quality data related to peer support

Learnings to Date





Key importance of relationships to effective system change
Models and best practice are not applicable – BEST PRINCIPLES have emerged as the
new benchmarks and guideposts for scaling up and/or across
Governance choices need to align with emergence and complexity
Emergence, complexity and developmental evaluation – tension between typical metrics
and emergent nature of outcomes
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Need to negotiate the difference between “hard” outcomes (often associated with the
medical model) and “soft” outcomes associated with recovery and holistic health model
Tools and products with immediate potential impact, e.g., supervisors’ toolkit, core
values/core skills training program
Capacity to respond in an “entrepreneurial” way to on-the-ground changes, emergent
opportunities and emergent challenges therefore priorities are often shifting quite rapidly
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Working for Change
Overview of Program
Working for Change, formerly The Ontario Council of Alternative Businesses OCAB, is a
charitable organization that was developed in 1993 out of a growing need for employment
opportunities for members of the psychiatric consumer/survivor community.
A social enterprise is a business that creates training and employment opportunities for lowincome and marginalized individuals. It operates using business principles but also focuses on
the social impact of employment. It creates real economic opportunities, develops skills and
fosters community for a specific group of people, usually a community that is disadvantaged in
some way.
The social enterprises at Working for Change employ people disadvantaged by mental health
and addiction issues, homelessness and poverty. It operates 5 Social Enterprises that employ
individuals who have experienced marginalization due to poverty and mental health histories:





Out of This World Cafe & Grill / College & Russell Cafes
The Raging Spoon Catering Company
Parkdale GreenThumb Enterprises
Grassroots Research

Out of This World Café (OTW) and The Grill
Originally a vocational rehabilitation program run by the Centre for Addiction and Mental Health
(CAMH), Out of This World Grill was divested to Working for Change in 2002 to be operated as
a social purpose enterprise, which is located in the mall of CAMH at 1001 Queen Street. In
recent years, OTW has dramatically expanded its service, providing a range of delicious food
items from its storefront location at 100 Stokes Street in 2012. In 2013 CAMH asked working for
Change to run two café’s at the 250 College Street site. In addition OTW provides catering
services to many customers within CAMH and in central Toronto. Employs 30 part time staff

The Raging Spoon
The Raging Spoon, located at 1658 Queen Street West, has provided catering services to the
GTA for over 16 years while offering employment opportunities to psychiatric consumer/survivors
who have an interest in food service related employment. The Spoon delivers throughout westend and central Toronto area, offering a variety of appetizers, hot and cold entrees and desserts.
Employs 8 part-time staff
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Parkdale Green Thumb Enterprise (2002)
Parkdale Green Thumb Enterprises is a social purpose horticulture business that installs and
maintains outdoor and indoor plants for Business Improvement Areas (BIAs), non-profit
organizations, hospitals, the private sector, and community groups. PGTE works with
customers to design plantings for streetscapes (large planters, hanging baskets and small
gardens) and office/institutional interiors. It can recommend plants to accent an office’s
architectural features, and respond to particular lighting conditions. It also provides grounds
keeping services for the non-profit housing sector. Employs 20 part time staff
Grassroots Research: Community Based Research using Peer Research Consultants (2009)
Individuals who live in or are part of a particular community are often very effective in carrying
out research projects as they typically have an in-depth understanding of issues such as poverty
and homelessness and they may be able to engage research participants more effectively than
professionals. Grassroots Research offers research expertise to non-profit organizations –
either conducting research projects or evaluations for organizations or working with
organizations to guide them through a community based research process. Working for Change
provides project training on topics such as:









Research ethics and confidentiality
The difference between qualitative and quantitative research and how to decide on
an appropriate methodology
Consent forms
Note taking and recording
Development of questionnaires
Interviewing techniques
Facilitation training and practice in conducting small focus groups
Data compilation and analysis

The community researchers learn a number of transferrable skills through the training they
receive. They also gain information about a variety of issues (social housing, peer support,
tenant satisfaction, bedbugs) while earning an hourly wage that is usually significantly higher
than the provincial minimum. Employs 5 temporary staff
Peer Relief & Food and Horticulture Training
In 2015 we received funding from Toronto employment Services to provide two Employment
Essentials Programs will train People with Lived Experience (PWLE) of poverty, homelessness,
mental health and addiction issues, disability, domestic violence and/or immigration issues who
are distant from the labour market. Fifteen people will be trained for positions in foodservices or
horticulture, particularly in the social enterprise sector. We anticipate that some of the
graduates will find employment in the social services sector such as drop-in centers and
shelters.
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The Peer Relief Worker program trains people become relief workers in the social services
sector such as drop-ins, shelters, hospitals and housing organizations. There is increased
recognition in the social service sector that people with lived experience/peer workers bring
valuable skills, empathy and an ability to relate to and support others who are accessing the
social service system. At the same time, the opportunity to work allows people who are living in
poverty to change their economic status, and feel empowered by their contribution to society.
Graduates from these programs can join the Voices from the Street Speakers bureau if they
wish.
Leadership Training
Leadership programs accept about 30 people per year, most of whom are connected to other
employment or in our businesses. All graduates are supported continuously and qualification
has been expanded to individuals marginalized by poverty, homelessness, mental health and
addiction issues, violence, gender, immigration and LGBTQ issues. The leadership training has
three core programs:
•
•
•

Voices from the Street
Women Speak Out
En Route to Employment

Voices from the Street
Voices from the Street is a 12-week leadership training program, developed in 2005, in order to
provide economically, politically and socially marginalized individuals from diverse backgrounds
an opportunity to bring their voices and perspectives to decision-making bodies that shape
public policy. Graduates from the program are part of a Speakers Bureau that creates
opportunities for members to advocate for societal change and reduce stigma and
discrimination. Members of the Speakers Bureau are available to speak on various topics
related to poverty, mental health issues, addictions, homelessness, domestic violence and
newcomer issues. Core Sessions include:
• How to shape your story
• Leadership
• Conflict Resolution
• Policy
• How government works
• How to talk to the media
Voices from the Street was originally developed through a partnership between the Ontario
Council of Alternative Businesses, (OCAB) now Working for Change, the Gerstein Centre, and
the Parkdale Activity-Recreation Centre (PARC).
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Women Speak Out
This leadership training program also includes women who have experienced violence and/or
immigration/newcomer challenges. Women Speak Out, which was established in 2011, provides
a 12-week leadership training program using a gender lens to explore social justice issues.
Graduates of WSO are active members on a range of advisory committees and community
boards and they have participated in international and national exchanges with other grassroots
women’s groups. They are also members of our Speakers Bureau. In 2013, WSO won the
Women Transforming Cities Best Practices Award for their work. WSO is not currently funded
for this program, however provides a downloadable Promising Practice Manual for Women’s
Leadership and Empowerment. http://women-speak-out.org/best-practices/
Graduates from both Voices and Women Speak Out participate in many community and
government consultations, speak to a wide range of audiences and are members of boards of
directors and community groups, including: speaking at events, conferences, workshops and
consultation committees with City, at Universities, colleges and private schools, connecting with
Health care professionals in hospitals, engaging with the community at large through newspaper
media, press conferences and TV appearances. Many have moved on to full-time employment.
Changing Lives Video: http://voicesfromthestreet.com/?page_id=129
Key Outcomes and Lessons Learned
Working for Change brings together an understanding of the way in which different identities
and experiences relate in an attempt to eradicate oppression in all forms. Anti-oppression
practice attempts to shed light on power imbalances with a focus on acknowledging them and
getting rid of them and applying critical learning and thinking.
•

Participants moved out of the world of Money Marts, homeless drop-ins, food banks
and some of Toronto’s worst housing into a new world where they are empowered,
drive cars, buy condos and raise the children they’ve won back from the
Children’s Aid Society.
Graduates from all leadership programs become ambassadors for their neighbours
and peers, influencing public policy and changing how services are delivered.
Sense of achievement
Self-development and personal growth
Develop leadership and social skills and values, such as problem solving,
communication, organization, and responsibility to society
Expand your circle of friends
Networking

•
•
•
•
•
•

The organization also provides pre-employment peer support:
•

Making the Leap: from survivor to provider
– Facing fears
– Self-sabotage
– Confidentiality
– Boundaries
– Disclosure
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•
•
•
•
•
•
•
•
•
•
•
•

Wellness
Asset mapping
Workplace etiquette
Resume writing
Interviewing skills
Customer Service
CPR (Red Cross)
Accessibility Ontario Disability Act (Legislation)
Health and Safety (Legislation)
Like Minds (Peer Support certificate)
Crisis Intervention (Gerstein certificate)
Drop-in Centre Best Practices (certificate)

As they listen to life stories, see the strengths that allowed others to survive, participants focus
on their peers – the me-to-we transformation and learn they have the capacity to effect change.

“The program gave me a reason to get out of bed and travel to Parkdale each day, meeting
new people who also shared their life experiences and circumstances, allowing me to open
up a little about my situation. Working for Change encouraged and reminded all of us in the
program that we mattered and that we could change and had a voice and needs like
anyone else. I was first hired on at Parkdale Green Thumb Enterprise in May of 2014, two
years after being diagnosed with a mental health challenge. Having been welcomed at
Parkdale Green Thumb into an environment where my situation was not only accepted but
supported was a life line. I went from being a person who would stay abed for most of the
day and only emerge from my room to eat to a person with a purpose and a support
network which valued and accepted me. Working with an understanding and supportive
enterprise made all the difference in the world to me literally. I found pride in what I was
doing at work and, I rediscovered that I had good qualities and a need to make a
contribution to society. I found all of these qualities at Parkdale Green Thumb Enterprises
as well as Out of This World Café. I worked with the understanding that should I need time
off for mental health related issues it would not mean termination. From day one I have
been supported and encouraged to participate and find additional work opportunities within
the organization.”
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Peer Positive Toolkit
Overview of Program
The Peer Positive initiative grew out of work done by the Northwest Toronto Service
Collaborative, a community-led process sponsored by the Centre for Addiction and Mental
Health (CAMH). The Peer Positive initiative defines peers as people who have lived experience
associated with issues such as mental health, addictions, (mis)use of substances, HIV/AIDS,
violence against women, and chronic illness, (just to name a few) and who demand valuing this
experience as a form of expertise that can help improve services.
The Peer Positive Toolkit is a preparatory guide for anyone who wants to shift the culture,
values, and practices of their organization to better meet the needs of the populations being
served. The tool book has a particular focus on the balance of power and the value of
experiential knowledge. The Toolkit is intended to help shift organizational culture to support the
engagement of people receiving service and was a community-led process sponsored by
CAMH. It assists organizations to better engage people receiving service through equitable
processes.
Core components of the Toolbook
Core Components

Overview

Related Tool

Key Outcome

Peer Involvement

Creating meaningful
opportunities for peers to
contribute to a range of
decision-making processes
helps services better respond to
service user needs.

 Ladder of
Engagement

Peers are involved in
decision-making processes
related to the design,
delivery, and review of a
program or service.

Spaces to reflect on
power and equity

For peers to be meaningfully
involved in decision-making
processes regarding the design,
delivery and review of services,
organizations must establish
supportive structures to promote
an environment capable of
addressing issues of power and
equity.

 Critical Reflective
Practice (CRP)
Workbook
 4A Cards
 Equity Reminder
 Power Wheel

Staff and leadership
encourage and promote
discussions about issues of
power and equity.

Accountable
mechanisms of
feedback and
response

Seeking feedback is a key
evaluation process that allows
for the quality improvement of
services. Responding to
feedback transparently and in a
timely manner allows service
users to build confidence while
ensuring that services are held
accountable to improving by
applying the feedback.

 Needs and Values
Cards
 Receiving Feedback
Poster

High participation rate of
diverse range of equityseeking groups in feedback
and evaluation processes.
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Related Tools
Ladder of Engagement

Why Use It






Critical Reflective Practice (CRP)
Workbook

4A Cards







Equity Reminder / Power Wheel




Needs and Value Cards




Receiving Feedback Poster







To determine how engaged peers feel during a particular
activity.
To determine how professionals feel that they are engaging
peers.
To compare and contrast professional and peer perceptions of
peer engagement.
To inspire discussion and action on improving the conditions of
peer engagement.
To evaluate the quality of peer engagement over time.
To inspire individual reflections about one’s own power,
privilege and social location when working with peers.
To prevent oppressive practices by educating professionals
about the influence of biases, prejudices and privileges on
their understandings and reactions.
Provides a clear and consistent structure to guide discussions
about power and equity from reflection to action in different
contexts.
Helps to establish a common process for reflecting and acting
on issues of equitable peer involvement.
Helps individuals develop the habit of preparing to work with
others in the co-delivery, co-design or core view of services.
Supports personal awareness of how equity issues could be at
play in a given situation and reveals potential blind spots.
These cards allow people to practice the skills of listening for
expressed but unacknowledged, feelings, needs and values. A
communication tool that helps people be more open to hearing
and understanding experiences and perceptions that differ
from their own, without judgment.
Can support conflict resolution processes within teams
Receiving critical feedback can be very difficult, especially
when it relates to how your values or identity are expressed
through your actions.
This tool acts as a reference to highlight three common
barriers to receiving constructive feedback, and offers
suggestions about how to overcome these barriers.
Knowing how to receive feedback is a crucial element of being
able to translate peer engagement into improving how services
are designed, delivered, and reviewed.
Can contribute to the creation of an environment that promotes
a culture of gathering, hearing, and responding to feedback.
Can help to improve relationships by demonstrating that
feedback is valued and taken seriously.
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Key Outcomes and Lessons Learned
Three agencies (Hong Fook Mental Health Association, LOVE and York University`s Disability
and Mental Health Services) have implemented Peer Positive within their organizations.
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Conclusion
Evidence shows that offering peer support in addiction and mental health programs can have a
positive impact on client outcomes (Boisvert et al., 2008). People with lived experience can offer
an abundance of knowledge and understanding in a practice and/or policy setting. Peer work
can complement traditional approaches to treatment while also conferring benefits on peer
workers. The values of mutuality and experiential knowledge have been identified as aspects
that are specific to peer support (Faulkner, Kalathil et al., 2012). The more progress made
towards formalizing a peer support network, the more potential for impact on individual, agency,
and system levels.
Peer support services can be provided by different organizations. However, the value of using
independent peer run organizations to deliver services should be emphasized in terms of using
their unique capacity to create a space for people to connect outside structured one-to-one or
group interactions.
At the policy level engagement and leadership can be defined by:


providing meaningful opportunities for individuals, families and carers to participate as
equal partners in all levels of policy development, and the co-design, planning,
monitoring and evaluation of mental health, alcohol and other drug services



ensuring individuals, families and carers are informed, equipped and empowered to
voice their perspectives, particularly in relation to their rights.
Queensland Mental Health Commission. Queensland mental health, drug and alcohol strategic plan 2014–
2019. Brisbane: Queensland Government; 2014

The knowledge gained from the lived experience of people who take part in peer support shows
the remarkable improvements in people’s lives that can occur even with relatively small
investments. But there are still many challenges to the sustainability and growth of this area.
The key to the success of peer support programs, both those that are independently run and
those that are located within mainstream addiction and mental health organizations, is to hold
on to the values of peer support and its unique features.


Peer support needs to continue to develop both inside and outside the mainstream
system. Independent peer run organizations require policy, administrative and funding
support to build and maintain strong infrastructures. At the same time, there is a need for
positive working relationships with mainstream service providers.



It is important to identify and value the unique contributions that peers can make to the
programs, irrespective of the settings they work in.



The growth in the number of peer support workers and services in mainstream addiction
and mental health services can help build positive relationships between colleagues
working in both independent and mainstream services.

Consumer workforce development programs must include parallel strategies to support, train
and retain employees. Not all programs are prepared and ready to integrate consumers with
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lived experience into the workforce. Readiness will require a concerted effort in the following
areas:


Workforce Preparation: making sure that the consumers within the workforce are well
prepared for positions that are built around lived experience and peer to peer support



Recruiting and Hiring: a process that can set the stage for the successful hiring of a
diverse lived experience workforce that models best practices with pragmatic solutions
to obvious challenges and barriers



Workplace Environment: measuring, monitoring, and shifting the environment in the
workplace so that it is free of stigma and bias



Job Descriptions and Career Ladders: consistent job descriptions that feature core
competencies with opportunities to grow and climb a career ladder like other
professional positions



Pay and Benefits: salaries and benefits that are competitive and can support the
professional needs of consumers



Orientation, Training and Supervision: ongoing training that will support the growth and
development of skills



Support and Accommodations: support that is individualized to consumers’ unique
needs with accommodations that allow their position and lived experience to co-exist



Retention and Acculturation: Approaches that build in retention strategies and support
acculturation without a loss of authentic representation of the population served
The Role of Consumers with Lived Experience in Mental Health Workforce Development, Café TAC 2011

Ongoing system change and training for professionals to develop the skills to work in, and
deliver recovery oriented, anti-oppressive services in partnership with peer providers is required.
There is a need for high quality research on how best to organize and deliver effective peer
support programs and how best to integrate peer support interventions into other clinical
services. There is much to be done in testing different peer support models and building
knowledge to inform the development of effective models of peer support for addictions and
mental health.

.

Excerpt from a Position Paper on Provincial Systems Engagement, prepared by Betty-Lou
Kristy, Peer Support Substance Use Systems Lead/CSI Systems Lead
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Engaging People with Lived Experience of Mental Health and Addictions at the System
Level – A Literature Review

Introduction
This literature review has been produced as a part of the Best Practices in Peer Support project
funded by the Drug Treatment Funding Program (DTFP). Its purpose is to identify the existing
evidence base on benefits and challenges of engaging people with lived experience (PWLE) of
mental health and addictions (MH & A) at the system level, including political advocacy and
community planning. It focuses on their contributions in the macro-level policy decisions rather than
decisions made on behalf of individual patients. It also outlines the recommendations to increase
the involvement of PWLE. To achieve these aims, and to aid synthesis, the review also examined
how the involvement of PWLE is defined, theorized and conceptualized.

Need for the review
Although the concept of engaging PWLE of MH & A issues in decision making is not new, there is
still considerable confusion over the dimensions and goals of participation of PWLE in different
contexts of policy making, and barriers to their participation persist. This review aims to highlight the
different decision-making domains or contexts, role perspectives, and levels of participation and
intends to bring greater clarity regarding these areas.

Methodology
This literature review was conducted in May 2016 through internet searches. The following key
words were used in combinations: ‘patient’, ‘user’, ‘client’, ‘consumer’, ‘mental health’, ‘addictions’,
‘substance use’, ‘collaboration’, ‘alliance’, ‘partnership’, ‘representation’, ‘engagement’, ‘advice’,
‘consultation’, ‘collaboration’, ‘impact’, ‘outcome’, ‘decision making’, ‘policy making’, ‘reform’, and
‘planning’.
Inclusion criteria
The eligibility criteria were to capture all types of activity which involved PWLE working in a
collaborative way at the system level e.g. as members of regional and/or provincial committees,
councils, and/or advisory tables. For the purposes of this review, system level advisories were
defined as consisting of PWLE acting either as individuals, or as representatives of a broader
community, or as staff of peer run-organizations providing ‘advice’/input/feedback
 on LHIN-funded adult community and hospital mental health and addiction services and
system
 to LHINs, government, broader sector (not specific agency/service or programs)
 either advisories with all/majority PWLE or mixed groups that include PWLE
 ongoing structures (as distinct from time-limited, project specific activities) that advise rather
than provide governance (e.g., boards)
All study types, from both peer reviewed and non-peer reviewed literature were included; discussion
papers, think pieces or editorials were excluded. The search included international studies written in
the English language.
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Limitations



The literature searches were not extensive enough for the purposes of a systematic review
but sought to a broad range of resources.
The quality of literature has not been assessed.

Findings
Definitions and Concepts
Although the concept of involvement of PWLE in health care decision making has been described in
different ways, it has been generally noted as the participation of service
users/clients/consumers/PWLE in the planning of services, service development, and quality
improvement initiatives.1 Several terms have been used interchangeably to describe their
involvement, for instance consultation, participation, engagement, partnership, community
development, and representation.2 It has also been described as ‘service user leadership’ because
they are demonstrating leadership by involving themselves, as individuals and groups, to develop,
deliver and evaluate and practice.3
The aim is to counter the traditional power imbalances between providers and service users,4
improve accountability5 and gain legitimation and/or community compliance6 through better
representation of PWLE. Their input is maximized when integrated into the formal decision-making
structure of agencies.7 Their involvement can be voluntary or paid. Those opportunities which
involve a greater level of skill and commitment will be more likely to attract payment.
The Mental Health Commission of New Zealand (2002)8 outlined the following different roles where
‘service users’ can be involved in decision-making:
 an individual user of services (for e.g. participate with their mental health worker on applying
a recovery approach to the individual’s circumstances, collaborative contribution to file notes
and exchange of personal health information, decisions about treatment and support,
assessing strengths and goals, as well as needs and crisis planning)
 an influencer through personal opinion and experience (for e.g. participation in research and
evaluation of services through surveys, interviews and focus groups)
 an influencer through work-related expertise and professional qualifications (for e.g.
membership on boards and committees, advice to management, provider training, provider
selection, service planning, service evaluation, policy development and legislation
development)
 a representative of service users (for e.g. input in policy development and legislation,
decisions regarding funding and contracting within mental health services, service design,
quality improvement processes, advisory groups, service evaluation, and training program
design)
Bastian9 presents the following typology of levels of ‘consumer’ involvement in health care policy:
1. None - consumers' perspectives and concerns not specifically addressed
2. Manipulation - consumers are educated
3. Restricted scope - possible token "consultation" with consumers and experts advocating
their perception of consumer views

49

Best Practices in Peer Support – Final Report 2017

4. Open involvement - consumers' representatives representing consumers' views, and
consumers are possibly consulted
5. Wide participation - consumers' representatives representing consumers' views, and
consumers are widely consulted and participating
Another document10 outlines the spectrum of ‘service user’ leadership as (See Table 1):
1. Beginnings of service user involvement
2. Good service user involvement
3. Service user led
Table 1: Spectrum of Service User Leadership
Beginnings of
Good service user involvement
service user
involvement
 Service user
 Independent service user
consultations
perspectives present at all
levels of the organization
 Staff not
 Service users influence
required to act
governance, policy and
on service
practice of the organization
user feedback
 Staff training
 Internally, service users lead
content
some initiatives through to
contains no
completion
service user
input
 Priorities
 Externally, service users
determined by
originate and lead some
systems,
organizational initiatives with
rather than
minimum influence from the
people
organization
 Leadership
 Service user groups
and vision is
preparing to become
seen as the
independent of host
domain of staff
organization



Organization remains
responsive to service user
leadership even if it doesn’t
plan to become service user
led
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Service user led



Service users lead on
governance



Service users lead on
authentic peer
support



Service users
articulate and
measure quality of
practice and service
outcomes
Service users lead
policy development







Contributes to
capacity building of
service user led
groups and
development of a
national infrastructure
to support this
Supports
independent service
user led groups
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Pro-actively building local
service user led organizations
and initiatives (may include
capacity building for a
national infrastructure to
support this)



Can host service
user led initiatives
through to
independence



Leadership and
vision owned by
people who access
mental health
services and carers,
as well as
professionals and
staff
Community-based or
‘of the community’
Co-production is
service user led
around agreed,
shared agenda




‘User’ influence may also be described as individual or collective, as informal or formal (See Figure
1).11
Figure 1: User advisory boards – from individual, informal to collective, formal influence

Adapted Rosenberg and Hillborg (2015)

Informal and individual user influence is where the client or patient attempts to influence the staff
they meet for individual services. Collective and formal frame for user influence, where an
organized group of individuals representing a group or population attempts to exert influence in a
formal structure and relationship to the organization providing services to that population or target
group.
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Frameworks for engagement of PWLE
Charles and DeMaio (1993) proposed the following framework for conceptualizing ‘lay participation’
in health care decision making (See Figure 2):12
Figure 2: Framework for conceptualizing ‘lay participation’ in health care decision making

Adapted from Charles and DeMaio (1993)

They used three framework variables: decision-making contexts or domains, role perspectives (that
individuals can adopt in health care decision-making), level of participation (the extent to which
individuals have control over the decision-making process).
Decision-making Domains:




Treatment - decision making regarding treatments or services to be provided to patients
Service delivery - resource allocation decisions (e. g., what services are delivered, how,
where, and by whom)
Macro- or system-level - public policies made by provincial governments and may relate to
both allocation decisions between health and other jurisdictions as well as allocation and
other policies within the health care jurisdiction

Role perspectives:
It relates to the different role perspectives or orientations to health care decision-making contexts
that individuals can bring, for instance that of a user of health services, or a public policy
perspective.
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Level of participation:
It is the extent to which individuals have control over the decision-making process: consultation,
partnership, or lay control. It is described as follows:
Consultation provides an opportunity for individuals to express their views, but offers no
guarantee that individual views will be taken into account…Partnership represents a higher
rung of the ladder. Power is redistributed through negotiation between lay individuals and
current decision makers. They agree to share planning and decision-making responsibilities.
[Those with] dominant decision-making authority can ensure accountability of decisions to
them (pp. 893-894).
Although this framework depicts the potential for different decision-making opportunities it has
certain limitations, such as the ‘static’ nature of the various dimensions. The authors acknowledge
that these variables are not the only important ones that can describe ‘lay’ participation.
BC Ministry of Health’s Integrated Primary and Community Care Patient and Public Engagement
Framework outlined the following three domains:13






Individual Care - The patient is activated, involved in their own health through selfmanagement and an engaged role in health care decision-making. The health care system
is patient centred, responsive, respectful and collaborative.
Program and Service Design - Patients, families, community organizations and strategic
partners are engaged in design, delivery and evaluation of health care programs and
services.
System and Community - Patients, families, communities, and strategic partners are
engaged in policy development or strategic planning. There may be representation from
patients, families, communities, and strategic partners in governance.

The framework adopts the spectrum of participation shown below (See Figure 3):
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Figure 3: Spectrum of participation

Adapted from Sesula (2014)

Carman, et al. (2013) proposed the following framework (See Figure 4) for patient and family
engagement in health care. They discussed three levels of engagement – direct care (prevention,
diagnosis, and treatment, including managing the patient’s health and selecting health care
coverage and providers), organizational design and governance (design and governance of health
care organizations such as hospitals, accountable care organizations, clinics, and nursing homes),
and policy making (developing, implementing, and evaluating national, state, and local health care
policy and programs). Movement to the right on the continuum of engagement denotes increasing
patient participation and collaboration.
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Figure 4: Framework for patient and family engagement in health care

Adapted Carman, et al. (2013)

Rosenberg and Hillborg (2016) suggested the following model (See Figure 5) that might be used to
support the systematic implementation of organized user influence in substance abuse and mental
health services.14
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Figure 5: Systematic implementation of organized user influence

Adapted from Rosenberg and Hillborg (2016)

Benefits of engaging PWLE at the system level
Conklin, Morris and Nolte (2010) described the benefits of ‘public’ involvement in three categories –
intrinsic, instrumental and developmental effects (p.4).15





Intrinsic benefits meant keeping with the principles of democracy, fairness and justice
Instrumental benefits included the opportunities to correct the power imbalance between
public and professional power, increase accountability of healthcare to users, tax-payers or
consumers, improve quality and improve responsiveness of services
Developmental benefits included building the self-worth and empowerment, mobilizing
energy and commitment from local people to help bring about change, and helping patients
and public understand how changes will affect them and making them more accepting of
change.
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Dahlberg and Vedung (2010)16 present seven arguments, including: the promotion of citizenship;
user influence as a means of participating in societal development; expressivity, as users gain selfknowledge through participation; legitimacy, as the program or organization gains greater
acceptance with its users and the broader community; effectiveness, as the organization increases
its ability to clearly define and meet its goals; power differentials, user influence reduces these; and,
lastly, the service argument, that services become more tailored to the needs of users.

Facilitators for engaging PWLE at the system level
Rosenberg and Hillborg (2015)17 conducted a survey of both ‘users’ and ‘professionals’ (authority
representatives) involved in user advisory councils of organizations providing substance abuse
services. They reported the following as the factors in developing collective user influence (See
Table 2).
Table 2: Factors in developing collective user influence
User advisory council members
Authority representatives
Power relations – access to information,
Organizational cultures – traditions, attitudes
possibilities for participation, experienceand expectations
based knowledge is valued
Resources – economic and material, time,
Structure and leadership – resources allotted
allowances and structures that support
to the council, political legitimacy, steering
continuity and stability
documents, establishing organizational
legitimacy
Organizational forms – clear structures
Stability/trust – seeking a stable partner in
around collaboration between user groups
collaboration, challenging notions of each
and authorities, meeting forms which
other, developing common ground
accommodate the needs of all participants
and a specific coordinator responsibility
Legitimacy – increased support, interest from Experience-based knowledge – seen as
leaders and service personnel, formalization
valuable and necessary – used
of user influence, national directives and
in education, training, evaluations, program
support structures
development and decision-making
Continuity/sustainability – reduce reliance on Principles, not persons – user
volunteers, recruitment of new members,
representatives as standing for a group
need for resources
perspective, with common goals and issues
to drive together
Knowledge/education – develop knowledge
and experience of meeting routines, decisionmaking processes, language and
organizational cultures
Issues – authorities should see beyond the
individual, see him or her as a representative
of a group, not a specific individual with a
problem
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Internal co-operation – between user groups,
cultures, a need to develop common issues
and strategies
Time – to establish user influence and implement organizational structures
Various levels of local and national responsibility, based on various conditions and issues
Adapted from Rosenberg and Hillborg (2015)

Carman et al (2013)18 grouped the facilitators of PWLE engagement into three categories:





Patient: Individual factors that affect patients’ motivation, willingness, and ability to engage
within and across different levels include - knowledge, attitudes, and beliefs, for e.g. their
beliefs about patient role, their experience with the health care system, their self-efficacy,
and their functional capacity, such as their health literacy, health status, and functioning.
The Organization: Organizational policies or practices affect how easy/difficult it is for
patients to be engaged.
Society: Social and community norms influence whether patients view themselves as able to
contribute to improving their care.

Barriers in engaging PWLE at the system level
Conklin, Morris and Nolte (2010) noted the barriers to ‘public’ involvement in healthcare policy as individual barriers, organizational and procedural barriers, and system level barriers (p.11, 12). 19


Individual barriers –
o Costs (mainly in time)
o Lack of mechanisms appropriate for the target public, in particular methods to
address disempowerment
o Participation exercises are viewed as a waste of money
o Citizens seeing public involvement as inappropriate
o Limited demand from the public because of a perception that influence will be low
o User groups may have other priorities that compete with involvement in healthcare
policy – e.g. offering peer support
o Conflict in the process may put people off
o The public do not see decision-making as their role
o The public do not see public participation as necessary because they feel there
should not be a choice between services in the first place, or that the public would be
too emotional



Organizational and Procedural barriers –
o Attitudes of service managers (as they are “paid to take responsibility for decisions”)
o Lack of capacity within organizations to deal with participation
o Lack of clarity of purpose
o Professional concerns that participants are not representative
o Professional concerns that lay people who learn the complexity of healthcare
decision-making cease to be lay
o Concern about the ability to remain independent or not to be co-opted to show the
service provider in the best light
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o
o
o


Lack of skills
Lack of interpersonal continuity
Need to pay participants is problematic but essential

System level barriers –
o “Officials are rarely in the position to transfer their workload or responsibility. For this
reason, concentration on the delegation of power from officials to users does not
lead to citizen control”
o Frequent changes to the system may be seen to dissipate lessons and experience
o Inconsistency of policies and contradictory policies (e.g. between choice and
communitarian models or between greater centralization and standardization and
localism)
o New organizations and arrangements may not necessarily build on weaknesses
identified in earlier initiatives (England)
o Lack of integration of “patient involvement” with other parts of the system
o Public involvement may increase the difficulty of decision-making

Sleath and Rucker (2001)20 highlighted four barriers that may limit the success of ‘consumer
involvement’ in health policy decision making (p.40):
1. lack of knowledge/ power/credentials of ‘consumers’ regarding health care and policy
options,
2. lack of time and payment for ‘consumer’ involvement,
3. lack of procedures on how to select and integrate ‘consumers’ into health policy decision
making, and
4. lack of understanding of how ‘consumers’ affect the health care system through these
different involvement mechanisms.
In their study on participation of a consumer group within a public psychiatric hospital, Linhorst, et
al.21 found the following barriers to participation: severity of some clients' mental illness, an
organizational culture that does not fully support participation, the lack of clients' awareness of
problems or alternative actions, and inherent power imbalances between clients and staff.
Vandergang (1996)22 reported that it can be challenging to sustain the involvement of consumers on
committees and agency projects due to several reasons, including lack of interest in committee
work, evening meetings, lack of funds to cover expenses and lack of time for recruitment. They also
found concerns around expectations around participation, training and lack of funds to pay
honoraria.

Evaluation
Evaluation of PWLE involvement at the system level is important because they are increasingly
getting involved as active participants in the regional and provincial advisory groups. However,
there is very limited published literature in this area.
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In their Longitudinal Study of Consumer/Survivor Initiatives in Ontario, Nelson et al (2006)
examined the activities and impacts of Consumer/Survivor Initiatives (CSIs) on both individuals and
systems.23 With regard to system-level activities, they noted four main types of activities:
a. Public education and relations (activities that increase awareness or change in public
opinions about mental health issues and people who experience mental health issues),
b. Political advocacy (activities that work toward changes in social policies and practices),
c. Community planning and collaboration (activities that bring about changes in planning
practices and existing services, as well as the creation of new supports and services),
d. Action Research (activities to gather information to support the three previously
mentioned system-level activities (i.e., public education, political advocacy, and
community planning).
They found a number of system-level outcomes related to these activities, including changes in
perceptions and concrete changes.24 They concluded that CSIs contribute to transformative change
by adopting an “insider” role to influence systems.
The Ontario Mental Health and Addictions Strategy Consumer Partnerships Theme Paper25 outlines
the following potential long-term goals and outcomes of engagement of PWLE at the system level
(See Table 3):
Table 3: Potential long-term goals and outcomes of engagement of PWLE at the system level
Goals/Outcomes
Proposed Outcome Measures
A mental health and addictions
 % of mental health and addictions
system which:
organizations with dedicated PWLE
 Values the contribution and expertise
staff and board positions
of PWLE and includes them in
 % of mental health and addictions
meaningful decision making roles at
organizations with service user
every level:
advisory committees
o planning and design
 % of mental health and addictions
o funding
organizations with PWLE-led
o research
orientation or staff training sessions
o service delivery
 % of mental health and addictions
o professional training
organizations with service user
o measurement, monitoring
satisfaction surveys/mechanisms
and evaluation
 % of mental health and addictions
 Provides sustained opportunities to
organizations with PWLE-led
enhance PWLE capacities
programs as an integral aspect of
 Ensures the sustainability of
service delivery
PWLE/consumer/survivor/peer
 Inclusion of PWLE in criteria for
initiatives, support and mutual aid as
mental health and addictions program
critical, evidence-based services
funding (LHIN level)
 Addresses stigma and discrimination
 # of mental health and addictions
research funding bodies which include
PWLE involvement in grant criteria

60

Best Practices in Peer Support – Final Report 2017












# of mental health and addictions
research funding bodies with
dedicated funding for Participatory
Action Research
# of research projects focused on
PWLE/peer/consumer programs and
initiatives
# of training, capacity building and
mentorship opportunities for PWLE
# of sustained opportunities for
education by PWLE (e.g. speaker’s
bureaus, education in schools,
educational materials, media
campaigns)
% of organizations and businesses
with policies to address systemic
discrimination (e.g. hiring practices,
client complaints processes, advisory
committees, etc.)
# of autonomous peer-run programs
and organizations

Adapted from Ontario Mental Health and Addictions Strategy Consumer Partnerships Theme Paper (2009)

Recommendations from existing literature
A report from the Mental Health Commission of New Zealand26 outlined the support and resources
that ‘service users’ need to develop the confidence to participate in decision making:








Training and preparation – It includes information to ‘service users’ on the rights;
interpretation services (for those whose first language is not English); assistance with
participation by ensuring that the organizations use clear and inclusive language; clarity
about their roles and responsibilities, meeting procedures, consultation processes; and
administrative support or access to reference materials on a particular issue
Adequate and appropriate resources - Organizations need to be aware of any resource
constraints that affect service user participants and find ways of overcoming such barriers,
for example remuneration, in-kind support, or arranging meetings in venues and at times
accessible for service users.
Building self-confidence and trust – There is a need to address the distrust of service users
towards the system. The report states, “It can be very difficult for a service user in an
influencer role to confidently interact with managers and staff who have known the person
as a recipient of services. Similarly, many service users who work within mental health
settings experience an internal tension when one is known as an employee with a service
user background. Managers and staff may also find it difficult to adjust their perceptions and
expectations when interacting with a service user in an influencer role” (p.39).
Inclusive structures and processes – The decision-making processes needs to be clear, and
transparent with no fear of reprisal.
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Eliminating stigma and discrimination – A culture of positive attitude towards the right of
service users to participate and acknowledgement of their contribution.

Sleath and Rucker (2001)27 emphasized on the need to develop five main areas to improve
‘consumer’ involvement in health care policy decisions:
1.
2.
3.
4.
5.

methods for selecting ‘consumer’ representatives to participate in the policy process;
methods for integrating ‘consumer’ contributions in the policy process;
training;
payment for involvement and release time from work, and
development of a research paradigm to evaluate ‘consumer’ impact on systems.
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Appendix II – Public Speaking Guides
Findings of the Environmental Scan

Type of initiative
Target Audience
Description

Mental Health Commission of Canada
Sharing Your Personal Story- Speaker Toolkit
Toolkit, available for free download on the MHCC website
Youth with lived experience of mental illness, family members
and caregivers




Role and expectations of speakers
Templates for story development
Important elements to consider when speaking with
youth (knowing the audience)
 Four key messages that must be incorporated in the
story:
o There is hope — people can and do recover from
mental health problems and mental illnesses
o People are not defined by their mental health
problem or mental illness
o People living with mental health problems or mental
illnesses can and do have happy and successful lives
o Everyone has the potential to take steps to reduce
stigma
 Presentation skills (eye contact, gestures, voice,
positioning and movement)
 Confidentiality
 Tips for dealing with anxiety
Note: A Speaker Trainer Toolkit is also available and it provides information on the training
process, presentation skills, and ways to help speakers develop their personal stories
Centre for Addiction and Mental Health
Strengthening your voice: A public speaking guide for people with lived experience of
problems with prescription pain medication
Type of initiative
Guide, available for free download on the CAMH website
Related video clips available on the CAMH Knowledge Exchange
website at http://knowledgex.camh.net
Target Audience
People with lived experience of problems with prescription
opioid use and workers who wish to offer support to their clients
and others in developing and sharing their stories.
Description
 Potential gains and risks of sharing personal story
 Signs to identify if it is the right time to share story
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Developing story (questions, ideas that can be included)
Working through the triggers while developing story
Presentation skills
Managing audience questions and reactions
Emotional wellness

mindyourmind
Creating guidelines to support youth in telling their story about living with a mental illness
Type of initiative
Fact sheet and video available on website
Target Audience
Youth living with a mental illness
Description
 What it means to tell your story about mental health?



How to make a decision about whether or not to tell your
story?
How to formulate your story in a meaningful way?

Honest, Open, Proud
Honest, Open, Proud to eliminate the stigma of mental illness
Type of initiative
Workbook
Target Audience
People with the lived experience of mental illness and program
facilitators
Description
 Pros and Cons of disclosing



Type of initiative
Target Audience
Description

Ways to Disclose or not disclose
How to tell the story of one’s experience with mental
illness

National Consumer Panel
At Home/Chez Soi project, Media Discussion Report
Report
People with lived experience of mental health issues and
homelessness
Tips, Pros, and Cons of sharing the story with media
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Type of initiative
Target Audience
Description

Centre for Addiction and Mental Health
Talking about Mental Illness
Guide
Teachers





It provides teachers with practical, ready-to-use
information on mental illness
It offers teachers and students an opportunity to meet
and interact with people who have experienced mental
illness first-hand
It provides links to community resources and support for
further information and professional help.

Our Consumer Place
Speaking Our Minds: A guide to how we use our stories
Type of initiative
Guide
Target Audience
People with a lived experience of mental illness (referred to as
consumers in the guide)
Description
 Developing story (use of parables with examples)
 Different storytelling settings – telling story to
o self,
o mental health workers,
o friends/workmates/family/community,
o media (and social media)
o at public forums/conferences
 Public Speaking Tips
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Appendix III – Research Project: Preliminary Themes
Training people with lived experience to tell their stories:
Critical elements of training programs in Ontario
Summary
People who have experienced some form of marginalization in society, including mental health
and addictions, homelessness, and poverty, are able provide a valuable source of knowledge
called lived experience. By providing public speaking training to support them in telling their
stories, people with lived experience (PWLE) are able to share the lessons they have learned,
provide insight to service planners and policymakers, break down stigma in communities, and
encourage others to seek help. Several training programs exist in the GTA to help PWLE tell
their stories. However, it is not known what the key elements of these training programs are, or
which elements lead to people feeling prepared, safe and empowered to tell their story.
Methods
An online search was conducted to identify public speaking and empowerment training
programs offered in Ontario. Training programs were selected for this project using the following
criteria: a focus on skill building and public speaking training; available for PWLE in variety of
stigmatized situations; programs that have run for more than one year and have plans to
continue their programming; and proximity to Toronto. Based on these criteria, three training
programs were invited to participate in this project:
• Strengthening Your Voice (CAMH)
• Dream Team
• Voices from the Street (Working for Change)
Program coordinators and facilitators from each program participated in key informant
interviews to describe the program components, discuss their experiences with the program,
and identify which components they find are most effective or essential to graduates’ success.
Five program coordinators or facilitators participated as key informants.
Graduates of each program participated in three focus groups; overall, eleven program
graduates participated. They were asked about their experience of the programs, what
components they liked and what could be done to make the programs better.
This project has begun an inductive content analysis of the key informant interviews and focus
groups to understand the key components of public speaking training for PWLE. The next step
in the process will be to conduct an initial review of any documents available as part of, or
about, the training program (manuals, training resources, promotional documents, program
reports). The documents will be reviewed to identify the core components of each program and
the order and method in which they are delivered. Core components will be compared across
all programs, with common components highlighted for further exploration.
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Findings
The findings demonstrate several preliminary themes from the interviews and focus groups
mentioned above. While each training program is quite distinct, ranging from one day training to
a series of iterative, personalized trainings that span over many years, there were several
preliminary themes that emerged from these conversations. Further analysis is required to
determine a final set of recommendations for public speaking training programs.
Themes can be divided into components related to process and content, or outcomes.
Process/content components included creating a safe space, ensuring a good group dynamic,
using a strong facilitator, and creating a supportive and encouraging environment. Some
participants also suggested specific changes to make the program stronger, including adding
additional content or expanding the training program in terms of geography or frequency.
Participants also discussed components related to outcomes or impacts of the program and
offered suggestions for improvement. Most participants agreed that the training program
promoted empowerment, as well as personal growth and confidence. The training also helped
link public speaking to a greater purpose, such as system change or stigma reduction.
Participants recommended two additional components, further opportunities for engagement
and accreditation or certification.

Program Process and Content
Safe space
A key component mentioned by several participants, was the creation of a safe space. People
talked about the benefits of having a welcoming, non-stigmatizing environment to connect with
their fellow speakers. Facilitated by the fact that everyone has similar experiences, people said
they felt like they were not alone and could express concerns in a safe and comforting
environment. Some participants mentioned that the training met them where they were at, and
didn’t try to mold them, which helped them open up. Keeping the number of people in the
training to less than 15 was also mentioned as being an important aspect of maintaining safety
and ensuring people had enough time to speak about their journey.
Group dynamic and connection
The group dynamic or the connection between group members was another commonly
mentioned component. Several people commented that the group dynamic or cohesion among
participants impacts people’s success in the program. The composition of the group can also be
challenging, as sometimes emotions and personalities can conflict. Participants may also have
a range of experiences and perspectives, which can be difficult to manage. Facilitators can
manage the group dynamic by ensuring that people are well enough in their recovery to
participate and are ready to be vulnerable. They can also strive to make sure people do not feel
left out or triggered during the training day. If there was a good group dynamic, this led to a
greater sense of connection, as some described as “the most rewarding aspect of the training”
where “magic happens”.
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Role of facilitator
It is clear from the interviews that the facilitator plays a major role in making the program
successful. Having facilitators share their own stories and struggles fosters connection,
openness and honesty among participants. Several people commented on the equal footing
between the facilitators and participants, noting that sometimes the learning goes both ways.
This is fostered by respect and good facilitation, but humor can also play an important role in
making people feel comfortable. Good facilitators can also help resolve conflict or issues easily,
and can act as mentors. One participant mentioned that her facilitator played a fundamental role
in her success by mirroring her goals in a safe and supportive way.
Supportive and encouraging environment
Similarly, several people discussed the encouraging and supportive environment of the training,
which led to their success in the program. By feeling comfortable to be themselves and say
what they want, participants were able to develop their stories and sharpen their skills. The
supportive environment is also linked to creating clear boundaries, where people learn how to
self-manage and not solely depend on staff to be there all the time. Offering continuous one on
one support, including outside the hours of the formal training, was also important for success.
Aspects that participants found particularly helpful include receiving job postings, getting help
with resumes, talking to a supportive mentor about goals, having multiple opportunities to
practice speaking and receiving feedback on their speeches.
Additional content or activities
When asked if anything was missing from the training that would have made it more successful,
participants provided suggestions on what was missing from their own training experience.
Topics included media training to explain expectations for dealing with the media, including the
differences between speaking with the community and the media (e.g. different support system,
honorarium). Information on harm reduction, naloxone training, digital storytelling, and how
people can keep themselves safe during speaking engagements were also suggested. Several
participants also mentioned having a variety of questions or challenges, to give speakers a
chance to practice their skills on a range of topic areas (not necessarily related to their
marginalized experience).
In addition to specific content, participants also suggested a variety of training activities that
were helpful or could be added. Role playing was suggested as a way to engage people in the
training, as well as filming participants speaking. Filming speakers giving a brief talk was
suggested as a great learning opportunity, to show people their body language, mannerisms
and other things they might not be aware of. This could help people improve their skills in public
speaking, and could help them become more prepared. Making sure that the training goes
beyond paper activities, and includes the use of videos, was also suggested as a potential
strategy to address different learning styles.
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Program expansion
Expanding the training, both in terms of frequency and geography, was mentioned several
times. Participants talked about the need to expand to more sites, especially in Northern Ontario
and in rural communities, where there is greater need for this type of training. Expanding the
training could also help breakdown stigma in smaller communities. Some people thought the
training could be expanded in duration (e.g. moving from one to two days), but cautioned
against packing too much into one day. Most people said they appreciated the shorter days (103pm), and it was difficult to stay engaged through a full day. However for facilitators, it was a
challenge to cover all of the material in the given time. As a result, they suggested expanding
the training in duration to give people more time to develop and practice their stories.

Outcomes
Empowerment and Growth
Almost every interview or focus group discussed how the program helped people grow and
recover. This was perhaps the most powerful message that came out of these discussions.
Participants reflected on how developing and telling their story helped them gain confidence,
and take the next step in their lives, whether that was getting a job, going back to school or
moving forward with their recovery. This was linked to the idea of empowerment, as several
people described the idea of using their story to take power back or become more resilient. A
strength-based approach was mentioned as being especially important for recovery and growth.
Some participants mentioned that before the program they had very low self-worth or selfesteem, but the program offered them a way to use their mistakes to help others. Others said
the program helped lessen the shame they felt about what they went through, by putting their
life journey into context or opening up doors to new opportunities. By focusing on becoming an
advocate, the programs helped tie advocacy to recovery, thereby giving people an opportunity
to use their growth as a speaker as a stepping stone to other life goals. One group also
discussed the role of the facilitator in making sure people grew throughout the program, by
encouraging people to improve their skills and presenting various opportunities.
Higher purpose
Tied to the previous theme, many participants discussed how public speaking allowed them to
contribute to a higher purpose, focused on helping others, advocacy or stigma reduction. On the
topic of helping others, some participants talked about how public speaking can connect you to
the bigger picture, and showed them the value and meaning behind what they are doing. Some
speaking engagements also led people to systems tables, which allowed people to contribute to
system level conversations.
Breaking down stigma was another way that participants saw their stories contributing to a
higher purpose. By bringing a ‘human touch’ to substance use and demonstrating the nuances
and complexities of people’s situations, speakers were able to open up communication and help
people rework preconceived notions about addictions and mental health. Finally, speakers
discussed using their stories as a way to advocate for specific changes in the community,
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especially around housing. One participant described the process of developing a voice to
advocate for his brothers and sisters, which serves the community in a really big way.
More engagement after the training
When asked about what could make the program better, most participants talked about the idea
of further engagement after the training ended. While some programs seemed to have a
stronger network of speakers that stayed in touch once the training was complete, many still
highlighted the importance of ongoing, personalized connection. This connection was both
between speakers, and with speakers and program facilitators. In thinking of ways speakers
could remain engaged, participants suggested having a once a year reunion for alumni, or
opportunities for more ongoing social events. Another idea was to have an ongoing club or drop
in session to help people practice their skills, and share challenges or tips. Staying connected to
the program in order to obtain information or support for future speaking opportunities is also
very valuable. However, several participants mentioned the limitation of email or online forms of
engagement, as people have different comfort levels with technology and financial realities that
might not be conducive to staying connected online.
Accreditation/certification
Having the speaking program accredited or providing some sort of certification for participants
was discussed in several focus groups or interviews. Accreditation was suggested as a way of
providing speakers with recognized qualifications for future employment. Certificates in different
sub-specialties, such as harm reduction or wellness, could also help graduates obtain future job
opportunities or make them more marketable as speakers.

Conclusion
Though further analysis is required to develop a final list of recommendations for public
speaking training programs for PWLE, this list of preliminary themes will help inform next steps.
Based on the interviews conducted, public speaking training programs should place an
emphasis on creating a safe space for participants, and ensure a good group dynamic by
keeping numbers low and ensuring people are ready for the program. Using a strong facilitator
that can help manage these dynamics and can help support and encourage participants is
another key component. Programs should also include a variety of training activities, including
role play, videos and lots of time for practice.
A focus on empowerment, growth and recovery should also be at the centre of any training
program. Linking public speaking to a greater purpose such as helping others, advocacy or
stigma reduction, can also help engage and motivate program participants. Ensuring that
graduates have multiple and varied ways to stay connected with each other and the program
after it finishes is also important. Finally, having some sort of certification or accreditation
associated with the training enhances graduates experience.
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Appendix IV – Training in Ontario
Peer Specialist Training and Certification Programs: An Overview – Trainings and Certification in Ontario
1. Peer Support Canada (formerly Peer Support Accreditation and Certification Canada)
Website

https://psac-canada.com/

Program Description

PSAAC is a not-for-profit organization created to provide national certification and accreditation
services in accordance with nationally endorsed standards of practice for mental health peer
supporters.
The process to become a Certified Peer Supporter begins with a formal application to PSACC and
then flows through 4 phases as indicated below:

Training Criteria

Levels of Training

There are five levels of peer support work in which one can become certified:
 Certified Peer Supporter (CPS) – provide peer support for peers with personal lived
experience
 Certified Family Peer Supporter (CPS[F]) - provide peer support for those in family or caregiving relationships
 Certified Peer Support Mentor (CPSM) - someone who has significant experience and success
as a Peer Supporter, and has demonstrated the additional knowledge, skills and competencies
that are required to mentor peer supporters
 Certified Family Peer Support Mentor (CPSM[F]) – has skills and experience to teach, guide
and assess Peer Supporters who provide support to families
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Cost
Module Information

Certified Peer Support Practice Leader (CPSPL) – someone who has significant experience
and success as a Peer Supporter and as a Mentor, and has the additional knowledge, skills
and competencies that are required to develop and/or lead a peer support community of
practice

The Knowledge Matrix can be purchased for $450.00 plus HST and the Certification Handbook is free
to download.
The standards of practice consist of four components: knowledge, experience, competencies, and a
code of conduct.
The knowledge standard identifies the type of information that a certified peer supporter will need to
know in order to be fully prepared to do quality peer support work. A few examples of the required
knowledge include: understanding the recovery paradigm; the importance of self-determination and
empowerment; self-care; limits and boundaries related to peer support; honoring social and cultural
diversity; and concepts and methods that promote effective, recovery-oriented relationships.
The experience standard consists of two different types of mandatory experience – one is that
candidates must have lived experience of a mental health condition or be a family member/loved one
of someone with personal lived experience. The other is on-the-job experience in providing peer
support. This latter type of experience is expected to be obtained through a practicum under the
guidance of an experienced peer support mentor.
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The competencies standard consists of the core competencies deemed essential for certification as a
peer supporter. A few examples are interpersonal relations, communication, and critical thinking.
Competencies are demonstrated through observable behaviours and they reflect the capacity of
individuals to draw upon, integrate and apply inherent ability, acquired knowledge, skill and
experience to successfully perform a work role, function, or task.
The code of conduct standard sets out the rules of conduct expected of those who apply to become
certified peer supporters. It constitutes the accountability instrument that will be considered binding
when signed by peer supporters seeking national certification. Having a code of conduct as a
component part of the national standards of practice is foreseen to increase stakeholder confidence in
mental health peer support. It is also expected to increase the general public’s trust in this non-clinical
mental health intervention.
2. OPDI Peer Support Core Essentials Program
Website

http://www.opdi.org/training.php

Program Description

OPDI Peer Support Core Essential Program is a basic skills training for people who have recovered
their own mental health to the point of being ready to support others on their recovery journey. It was
developed through a thorough consultative process with our members and others.
It involves five full days face-to-face in the classroom with two trainers. There are many individual
exercises, group exercises and role plays in class time, and daily written reflections assigned as
homework.
Prior to classroom training, a required introductory module is delivered via one webinar by OPDI
staff. Then, some content from other modules is introduced in subsequent webinars with trainers.
Homework (information gathering) is assigned to be brought for use in class.
Participants are evaluated by the trainers, and can earn Level 1 or 1R recognition document. Level 1
means the person successfully completed the classroom training. Level 1R means the trainer
recommends them to continue on and do an internship in order to earn their Level 2, or “OPDI
Certified Peer Supporter”. The requirement is 50 tracked and evaluated hours of one to one peer
support
$1,000
The content of the training covers the following topics
 Beginnings
 Module 01: Peer Support

Training Criteria

Levels of Training

Cost
Module Information
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Module 02: Role of the Peer Supporter
Module 03: Exemplifying Peer Support
Module 04: Recovery Inspired Peer Support
Module 05: Trauma Informed Peer Support
Module 06: Community Minded Peer Support
Module 07: Core Practice Skills
Module 08: Peer/Peer Supporter Relationship
Internship

3. Stella’s Place Peer Support Training Program
Website

http://fpyn.ca/program/stella%E2%80%99s-place-peer-support-training-certificate-program

Program Description

Offered in partnership with George Brown College, Stella’s Place Peer Support Training Certificate
Program is designed with young adults (aged 17 – 29 years), for young adults (or those who were
recently young adults). The practical and hands on training program is intended to equip participants
with the core knowledge and key skills needed in delivering peer support services with young adults.
It intends to help trainees learn job-seeking skills and skills for succeeding as a paid peer support
worker.
The training program is delivered in a group setting, facilitated by experienced trainers in the
community mental health sector. The program includes 60 session hours which will include
presentations, discussions, creative explorations and skills practices. Regular attendance and active
engagement and participation is expected. Home readings, exercises, practices and reflections.
Participants can anticipate devoting an additional 40 hours to the program outside of scheduled
sessions.
Information not available on website
Fee: $275.00; Sliding Scale Costs: $150.00, $75.00, $2.00
Topics include:
 Engaging Peers
 Building Relationships
 Active Listening and Intentional Sharing
 Advocacy
 Peace Building

Training Criteria

Levels of Training
Cost
Module Information
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Inclusion and Diversity
Safety and Responding to Crises

4. TEACH Core Skills Peer Support Training
Website

http://www.t-e-a-c-h.org/workshop.html

Program Description

TEACH Core Skills Training is recognized as the regional peer support training for volunteers and
paid employees across the Mississauga Halton LHIN mental health and addictions system.
2 day training
Two streams of that training - one is for the volunteers and the other is for the paid peers in our
Enhancing AND Sustaining Peer Support Initiative

Training Criteria
Levels of Training

Volunteers
 Volunteers are screened on intake
 They need to make a year commitment
 They are given the Core Skills Training (2 days)
 They are supported with peer monthly meetings (we are a CSI so they are supported by peer
supervisors)
 They are offered extended training such as ASIST and WRAP at no charge
 They have bi-weekly de-briefs with the volunteer coordinator
 They have a review every 6 months
 They have an open line to the volunteer co-coordinator and supervisor
 They are provided a graduated process with the above but they are also given training on
TEACH programs which are Self Esteem Management, Anxiety Management and are
encouraged to attend Checkpoint which is another drop in program for peers
 A volunteer recognition program is also provided
 Volunteers become an integral part of the CSI
For the Paid Peer Positions:
They receive the 2 day Core Skill Peer Support Training for free. TEACH provides monthly network
meeting for those peers in two different locations (Milton and Mississauga). These meetings are for
problem solving, continued education, skill building, de-briefing and networking etc). These peers are

76

Best Practices in Peer Support – Final Report 2017

Cost
Module Information

supervised by the supervisors in each of those 11 agencies that they are employed by BUT TEACH
provides the monthly supervisors network which all peer supervisors have to attend and we provide
the same things that the peers get. There is a focus on building that capacity for these supervisors to
supervise peer specific issues.
The paid peers are also offered all kinds of other trainings within their organizations/agencies
FREE
Some of the Topics Covered include:
 Getting Grounded: Discussing Peer Work Locally, Provincially, Nationally &
 Globally within the Mental Health and Substance Use Systems
 Peer Guidelines and Principles
 Recovery Philosophy, Harm Reduction Philosophy
 Overview: Substance Use, Addictions, Mental health, Mental illness,
 Navigating the Systems
 Advocacy
 Highlighting Group Facilitation Skills
 Finding Your Place on the Team
 Boundaries and Limitations
 Diversity and Inclusion and Personal Bias
 Beginning, Sustaining and Ending Relationships-Your Role in Their Journey
 How to Stay Grounded to the Foundation of Peer Work
 Your Recovery and Wellness, Self-Care and Minimizing Compassion Fatigue
 Networking

5. Working for Change - Relief Worker Training
Website

http://workingforchange.ca/sample-page

Program Description

It is a 36 day training offered primarily in class by trainers with experience and qualifications in a
range of different fields.
Information to be included
Information to be included
Information to be included
Topics include:

Training Criteria
Levels of Training
Cost
Module Information
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Moving Forward - What do I need to work on to change? Reflections on the lived
experiences of poverty and trying to gain employment. What has living on assistance taught
me?
From Survivor to Provider - Group discussions and exercises around fear of success, selfsabotage, jealousy, boundary issues, disclosure, the pressure to succeed and work/life
balance.
Asset mapping and goal setting - Mapping physical, social, economic and interpersonal
assets and setting goals using a Sustainable Livelihoods framework
Communication and Conflict Resolution - Learning to communicate effectively, dealing with
conflict, understanding group dynamics, the importance of tone, body language and active
listening.
Anti-oppression/diversity training - In-depth training and experiential learning on antioppression issues: Race, Gender, mental health and addiction, LGBT, Disability, Aboriginal
cultural competency
Personality Dimensions - Analyzes personal temperament and style as it relates to team
building, self-confidence and career choices
Stories from Past Graduates - Graduates of En Route to Employment, Women Speak Out
and Voices tell their stories of re-entering the work-force, the challenges and the rewards and
what they have learned in the process.
Wellness - What you need to put in place for self-care, knowing your triggers, having a
stress/crisis plan
Like Minds - Training on peer support- What is recovery? What does being a peer worker
mean? Trauma informed care. Helping versus learning, boundaries, language issues,
leadership and advocacy, critical thinking
First Aid and CPR - Training for dealing with medical emergencies
Harm Reduction - Explores the philosophy and principles of harm reduction and how these
might be used in a shelter or drop-in setting.
Newcomer/Refugee Issues - Barriers faced by newcomers and refugees are explored
Crisis Intervention - Definition of a crisis, crisis intervention strategies and techniques for deescalation of conflict situations
Violence Against Women - Stats, recognizing the signs, safety plans
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Homelessness among men and women - Why is homelessness often different for men and
women? Different paths to homelessness and different needs.
Relevant Legislation - Training on the Accessibility for Ontarians with Disabilities Act
(AODA), Health and Safety, Workplace Violence and Anti-Harassment Policies
Advocacy - How to successfully advocate for people you work with
Relief Work in a Drop-In Setting - Training on the roles and responsibilities of a drop-in
worker
Relief Work in a Shelter Setting - Training on the roles and responsibilities of a shelter worker
Drop-in Site Visit/volunteer activity - Opportunity to shadow a drop-in or shelter worker for a
day
Workplace Etiquette - Work place tips – how to deal with misunderstandings among
colleagues, what to say (or not say) in an email, your professional image, dressing for work,
office bullying, career limiting behaviour, work versus home life balance
Resume Writing - Organizing and navigating a job search, how to structure a resume and
what to include, key words and phrases
Interviewing Skills
Employment Opportunities - Fred Victor Centre, PARC, Habitat Services, Gerstein Centre
staff describe employment opportunities in their organizations

International Trainings
1. Intentional Peer Support Core Training
Website

http://www.intentionalpeersupport.org/trainings/

Program Description

Based on Shery Mead’s book, Intentional Peer Support: An Alternative Approach, the intentional
peer support (IPS) training is offered by Intentional Peer Support in West Chesterfield, USA.
IPS Core Training - 5 days
IPS Advanced Training - 4 days
IPS Train-The-Trainer - 5 days
IPS Core Training, IPS Advanced Training, IPS Train-The-Trainer
Information not available on website

Training Criteria

Levels of Training
Cost

79

Best Practices in Peer Support – Final Report 2017

Module Information

The IPS Core Training is for anyone interested in mutual support and has been widely used as a
foundation training for people working in both traditional and alternative mental health settings.
Specific topics covered include:
 The 4 Tasks: Connection, Worldview, Mutuality, and Moving Towards
 The 3 Principles: From Helping to Learning, Individual to Relationship, Fear to Hope
 History of the Peer Support Movement
 Listening from a Position of Not Knowing and For the Untold Story
 Rethinking Old Roles and Ways of Relating
 Moving Towards Shared Risk and Responsibility
 Understanding the Impact of Trauma
 Moving Beyond Problem Solving
 Examining Power and Privilege
 Negotiating Boundaries and Limits
 Navigating Challenging Scenarios
 Looking at Crisis as an Opportunity
 Talking about Suicide and Self-harm
 Sustaining IPS through Co-Reflection
IPS Advanced Training takes IPS practice a step further, play out the principles and tasks using
real-life scenarios, heighten self-reflection, enhance ways of building mutual connections, and
sustain the practice.
The Train-the-Trainer Course is a hands-on seminar that prepares and designates IPS
Organizational Trainers to teach the Core Content within the organization where they work.
These are the basic steps to become an IPS Organizational Trainer:
1. Complete an IPS Core Training
2. Practice IPS for at least a year
3. Submit a Train-the-Trainer Application
4. Complete an IPS Train-the-Trainer Course
5. Become designated as an IPS Organizational Trainer upon demonstrating the IPS tasks and
principles, strong communication skills, and a willingness to self-reflect
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6. Regularly engage in Co-Reflection
7. Complete an IPS Refresher Course every two years to re-designate as an IPS Organizational
Trainer
2. Mind Australia Peer support worker training
Website

https://www.mindaustralia.org.au/resources/peer-work/peer-training.html

Program Description

Mind Australia is a non-government provider of mental health and psychosocial disability support
services with over 70 service sites throughout Australia. Mind offers a range of training and
education courses for clients, their families and the broader community.
This training is for people with a lived experience of mental ill-health and recovery who are
considering undertaking peer support work. 5-day mental health peer support worker course, One
day workshop - Becoming a Mental Health Peer Worker
Information not available on website
5-day mental health peer support worker course - $660; One day workshop - Becoming a Mental
Health Peer Worker - $100
5-day mental health peer support worker course
This five day peer work training course equips individuals with the basic skills, knowledge, attitudes
and behaviours to undertake peer support work in the mental health field. This course is co-facilitated
by people with a lived experience and is designed to create a safe space for people with a lived
experience of mental ill-health and recovery to explore and develop personally within this unique
learning experience.
 Participants explore nine themes
 Peer support mental health recovery principles
 Effective listening
 Searching for the flame
 Moving forward in the journey
 Ethics, values and boundaries
 Cultural competency
 Medication and treatment
 Structuring the environment for recovery
 Sharing and networking

Training Criteria

Levels of Training
Cost
Module Information
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One day workshop - Becoming a Mental Health Peer Worker
This one-day workshop has been designed for people who would like to learn more about using their
lived experience of mental ill-health and recovery in the peer support worker role as they plan their
next steps towards meaningful work and satisfying employment.
This one-day workshop provides:
 Information about pathways to training
 An understanding of the values, principles and practices that are at the core of peer work
 Opportunities to engage with people currently employed at Mind as community mental health
practitioners (peer support).
3. The YOU Programme, UK
Website

https://www.impactmh.org.uk/mental-health-peer-support-services-and-training/

Program Description
Training Criteria
Levels of Training
Cost
Module Information

Training is offered in Bedfordshire
Offered as a 6 or week mental health peer support training
Information not available on website
Information not available on website
The six week program includes the following areas:
 Week 1 – Introduction to Intentional Peer Support, sharing personal stories and setting the
foundations for the program.
 Week 2 – Empowerment & Inspiration, understanding empowerment through decision
making, choice & control, identifying areas for potential change using inspirations & peer
support.
 Week 3 – The Cycle of Change, using our strengths to identify and plan for empowering
changes to improve health & well-being and effective management of symptoms.
 Week 4 – Recovery, what it means to pro-actively drive a recovery journey and take
responsibility through building and developing a recovery tool-box and taking back control.
 Week 5 – Total Well-being, recognizing contributing factors that may affect health & wellbeing, socially, professionally, physically, emotionally, spiritually and mentally.
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Week 6 – The Journey, using a chosen model of recovery (no one size fits all) start planning,
choosing goals, identifying milestones and planning for change using all of the skills from the
program.

The three week program includes:
 Week 1 – Introduction to Intentional Peer Support, sharing personal stories and setting the
foundations for the program. Empowerment & Inspiration, understanding empowerment
through decision making, choice & control, identifying areas for potential change using
inspirations & peer support.
 Week 2 – The Cycle of Change, using our strengths to identify and plan for empowering
changes to improve health & well-being and effective management of symptoms. Recovery,
what it means to pro-actively drive a recovery journey and take responsibility through building
and developing a recovery tool-box and taking back control.
 Week 3 – Total Well-being, recognizing contributing factors that may affect health & wellbeing, socially, professionally, physically, emotionally, spiritually and mentally. The Journey,
using a chosen model of recovery (no one size fits all) start planning, choosing goals,
identifying milestones and planning for change using all of the skills from the program.
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Appendix V – Performance Measure in Peer Support Services

Performance Measurement in Peer Support Services
Karen Urbanoski, Collaborator Scientist, Centre for Addiction and Mental Health
Betty-Lou Kristy, Peer Support Substance Use Systems Lead, Mississauga Halton LHIN Enhancing and
Sustaining Peer Support Initiative led by TEACH (Teach Empower Advocate Community Health);
a Peer Initiative of Support & Housing-Halton
Deborrah Sherman, Executive Director, Ontario Peer Development Initiative

Strengthening Performance Measurement for Mental Health and Addiction in Ontario
A DTFP-ON Project
This document was prepared as a part of a larger project on performance measurement for Mental
Health and Addiction (MHA) service systems (Lead: Karen Urbanoski). The larger project involved
a systematic scoping review of the international literature on performance measurement and
quality improvement in MHA services. Issues related to performance measurement in peer support
services emerged as one theme from the literature review and from consultations with
stakeholders in Ontario. More information on the project, including the full final report, is available
at: http://eenet.ca/dtfp/strengthening-performance-measurement-for-mental-health-and-addictionin-ontario/.
In the broader literature on performance measurement in MHA service systems, very limited attention
is given to peer support (see Box: Peer Support Defined, next page). Most commonly, where peer
support was reflected in existing performance measurement frameworks, it was as a single indicator
focused on availability, with no information captured on capacity, scope of activities, or effectiveness
(Ganju et al., 2005; Mental Health Transformation Workgroup, 2011; Oregon Health Authority, 2014;
Parameswaran, Spaeth-Rublee, & Pincus, 2015). More generally, it was unclear whether performance
measurement frameworks designed for use in MHA service systems included peer support services
within their scope (i.e., whether peer support services were expected to report on and be held
accountable to the same performance indicators and benchmarks as other services). There was also
very little discussion of the issues, challenges and implementation of performance measurement in peer
support services.

Funding for Strengthening Performance Measurement for Mental Health and Addiction in
Ontario was provided by Health Canada through the Drug Treatment Funding Program. The
views expressed do not necessarily reflect those of Health Canada.
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Peer Support Defined (Ontario Peer Development Initiative, www.opdi.org)
Peer Support is a naturally occurring, mutually beneficial support process, where people who share a common
experience meet as equals, sharing skills, strengths and hope; learning from each other how to cope, thrive and
flourish.
Formalized Peer Support begins when persons with lived experience who have received specialized training,
assume unique, designated roles within the mental health system, to support an individual’s expressed wishes.
Specialized Peer Support training is Peer developed, delivered and endorsed by Consumer/Survivor Initiatives*,
Peer Support Organizations* and Patient Councils, and is rooted in principles of recovery, hope and individual
empowerment.
* Consumer Survivor Initiatives and Peer Support Organizations are community-based, self-help organizations
run by and for consumer/survivors.
This definition of peer support was developed through the focus group/workshop/piloting process of creating the OPDI Peer
Support Core Essentials™ Program. A draft was workshopped in a member consultation in 2010, further refined by a
member working group, then adopted by electronic vote of the membership.

The sole exception was an initiative to develop quality indicators for parent-delivered support
services in child mental health (Kutash et al., 2014; Olin, Kutash, et al., 2014; Olin, Williams, et al.,
2014). The scope of this initiative included services delivered by parents and caregivers who have
lived experience with caring for a child with mental health problems. As the rationale for their work,
the authors note that “the viability of the … service model, like other behavioral services within the
changing healthcare system, depends on the ability to identify components of quality care and link
them to positive outcomes” (p. 8; Olin, Kutash, et al., 2014). Indicators were developed through
literature review and a Delphi approach with an expert panel comprised of researchers, clinicians and
peer support workers. The resulting set of indicators was the only example we were able to find in
the literature that was developed specifically for use in peer-based services.
During the development of their framework, Olin and colleagues noted expert disagreement over the
appropriateness of including indicators on the use of standardized assessment protocols, both for service
planning and outcome monitoring. Experts disagreed on whether standardized assessment protocols
were consistent with the principles and practices of peer support. Discussions resulted in indicators to
document whether staff use a standardized protocol or framework to guide service planning, and
whether they work with families systematically to identify goals and evaluate progress. This example
serves as an illustration of the challenges inherent in applying traditional performance measures in peer
support services, as well as highlighting one potential solution. It was possible to arrive at a set of
indicators that were adapted to the specific needs and contexts of peer support services.
During stakeholder consultations for our project, we also heard concerns about the implementation of
standard performance indicators in peer support services. Some practices, such as the collection of
unique identifiers for members, were seen as inconsistent with the values of peer support and as
potentially interfering with recovery. Further, in Ontario more specifically, peer support services are
2|Page
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operating within a system where many organizations have lost their autonomy, being absorbed into
larger traditional or mainstream MHA services. This trend has raised questions about what is lost when
peers shift to operating within the clinical environments from which they originally sought to distinguish
themselves. For instance, in a recent provincial evaluation of peer support, workers raised concerns
around the power imbalance between themselves and mainstream staff, and its impact on services
operating within larger organizations that are not consumer-run (Taylor Newberry Consulting, 2014).
Both successes and lingering challenges were identified around the integration of peer support into the
broader health system; however, work is needed to more directly answer questions on the relationship
between organizational autonomy and effectiveness.
These issues, combined with a notable gap in the literature, led us to conduct a more in-depth analysis
of the issues in implementing performance measurement activities in peer support. For this analysis, we
reviewed key documents on peer support in Canada. This work is complementary to another DTFPOntario project focused on best practices in peer support, led by Addictions and Mental Health Ontario
(see Box: Engaging people with lived experience of mental health and addictions at the system level).
Key aspects of peer support services can
appear, on the face of it, to present
major challenges to performance
measurement. Being member-driven
means that there is wide heterogeneity

Engaging people with lived experience of mental health and
addictions at the system level
In a complementary DTFP-Ontario project, Addictions and Mental
Health Ontario conducted a literature review of evidence on
engagement of peer with lived experience at the system-level (for
instance, including political advocacy, community planning, and
decision-making). Findings highlighted a number of conceptual
models that can be used to orient policy and planning. However,
there was very little work evaluating the involvement of people
with lived experience in system-level initiatives, despite their
growing representation on regional and provincial advisory groups
in Canada. More information on this project is available at:
http://eenet.ca/dtfp/best-practices-in-peer-support-project/

in types of activities across services;
being accountable to members raises
questions about who can legitimately
define indicators and drive performance
measurement and reporting; seeking to
overcome traditional power differentials
between “providers” and “patients”
creates a tension for data collection
activities. To the extent that their
effectiveness derives from their position
as distinct from mainstream
professionally-led services (even when these are delivered by professionals who have their own lived
experience), there are legitimate concerns about how performance measurement, and all that is
entailed with respect to monitoring and documentation, would be implemented in peer support
services. Viewed from this perspective, the efforts of peer support workers and organizations to resist
“clinicalization” and to maintain some degree of independence from traditional mainstream services
make sense.

Despite the above challenges, it was a repeating theme in both the literature and stakeholder
consultation with peer support organizations that some form of performance measurement is critical to
establishing the legitimacy and ensuring the viability of authentic peer support services going forward.
3|Page
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The development of customized indicators that align with the values and objectives of peer support
services was seen as both possible and preferable to exclusion from provincial performance
measurement initiatives. The need for work on performance indicators and other support to develop
the evidence base has been echoed in national and provincial reports evaluating the role of peer
support in the broader MHA service system (Canadian Mental Health Association et al, 2005; Consumer
Partnerships Theme Group, nd; O'Hagan, Cyr, McKee, & Priest, 2010).
The development of performance indicators that reflect the values and principles of peer support will
take a concerted effort, but there are a number of helpful starting points for the work. As part of the
Longitudinal Study of Consumer Survivor Initiatives, Janzen and colleagues (2007) developed a logic
model for peer support that defines key processes and outcomes. Across the services participating in
this study, points of commonality included the provision of individualized support and participation in
system change efforts (e.g., community planning, political advocacy, public education, and action
research; Janzen et al., 2007; Janzen, Nelson, Trainor, & Ochocka, 2006; see also From Madhouse to Our
House, a video report of study findings: https://www.youtube.com/watch?v=gnTJYtzlVkc).
More recently, as part of their larger Peer Project, the Mental Health Commission of Canada (MHCC)
defined the following guiding values of peer support (Sunderland, Mishkin, & MHCC Peer Leadership
Group, 2013):
• Hope and recovery
• Self-determination
• Empathetic and equal relationships
• Dignity, respect and social inclusion
• Integrity, authenticity and trust
• Health and wellness
• Lifelong Learning and personal growth
These values are meant to help ensure that the original intent of peer support is honoured as the sector
grows, standards are implemented, and programs evolve over time. In turn, they informed a set of
principles of practice that characterize the nature of the relationship between peer support workers and
members, which include (among others) recognizing personal goals and members, co-creating and
exploring options for next steps, focusing on strengths, self-determination, and choice instead of
symptoms and diagnosis, practicing self-care, and collaborating with community partners, service
providers and other stakeholders. Indicators can be developed that measure fidelity to the guiding
principles and/or that operationalize the principles of practice. Notably, there is alignment between the
indicators in the framework developed by Olin and colleagues, and the MHCC guiding values and
principles of practice.
In Ontario, important strides are being made in this area already through efforts to operationalize the
values of peer support into measurable behaviours. The Enhancing and Sustaining Peer Support
Initiative, led by Support & Housing-Halton’s peer initiative, TEACH (Teach Empower Advocate
Community Health; a CSI in the Mississauga Halton LHIN), is actively working towards the expansion and
evaluation of peer support in their region (E-QIP, 2017; see also https://youtu.be/cEmEJ-u9iCU). The
4|Page
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Initiative takes a developmental evaluation approach to assessing the service- and system-level impacts
of peer support services. Developmental evaluation focuses on modeling change within complex
environments, which are characterized by many interdependent elements, uncertainty, and adaptation
(Patton, 2010). It is well-suited to the unique context of peer support services, which, because they are
strongly values-based and person-driven, are characterized by complexity and adaption (e.g., to their
individual members and local contexts). Through this ongoing work, the Enhancing and Sustaining Peer
Support Initiative is building capacity for meaningful peer involvement in the health care system (e.g., by
identifying system-level impacts of peer support services as they emerge, creating tools and training
programs, supporting quality improvement, and creating mechanisms for knowledge exchange).
Performance measurement in peer support services would not be expected to replace developmental
evaluation or other community-based (participatory) research projects. Different approaches to
monitoring and evaluation are needed to represent the totality of system- and program-level impacts of
any type or model of service. In this sense, there is a need to articulate the added value of performance
measurement as a complement to more comprehensive program and system evaluation in Ontario. For
instance, a values-based performance measurement framework (i.e., one comprised of indicators
designed to measure fidelity to the guiding principles of peer support) may provide critical insights into
whether peer support services that are embedded within mainstream clinical services differ from
autonomous organizations in their ability to adhere to the guiding principles and practices of peer
support. Paired with developmental evaluation of member, service, and system impacts, such a
performance measurement framework may well be able to support quality improvement and
accountability as peer support continues to establish a role in the broader service system.

This is a time when competing priorities and a less than fulsome
understanding of the scope and breadth of peer support in all of its
foundational yet evolving applications could have complex
ramifications. This necessitates extensive strategic networking,
relationship building and full engagement in multiple initiatives to
build sustainability.
Excerpt from a Position Paper on Provincial Systems Engagement, prepared by
Betty-Lou Kristy, Peer Support Substance Use Systems Lead/CSI Systems Lead
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Resources – System Level Advisory Map
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