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Learning Objectives



Learning Objectives

• Describe the role and function of peer professionals

• Identify ways to provide supervision to peer 

professionals

• Specify different tools that can be used for effective care

• Differentiate between the different models of care

By the end of this module, you will be able to do the following:



How We Fit In 

• PRO-A is the only statewide non-profit, 501(c)(3) 
grassroots advocacy organization dedicated to 
supporting individuals in recovery and educating 
the public on addiction and recovery. 

• We have led the way on the development of 
peer service training, educating the public about 
recovery and strengthening recovery community 
engagement across the state.

The Statewide Recovery Community Organization 
networking and strengthening recovery statewide 



Hiring Peer Professionals



Peer Integration within COEs

• Hiring persons in recovery / scope & practice
• What is therapeutic alliance / why it is 

important 
• Integration of peers to improve retention  
• Motivational Interviewing and the stages of 

change 
• The benefits of measuring engagement and 

therapeutic alliance and the BARC-10
• Recovery management / the treatment cascade 

model
• Client informed outcome focused care 
• Long term recovery model overview

Key Concepts for Peer Services 



Hiring Persons in Recovery

Plan first and take the time to define the role of the peer 
professional within the work environment and how the 
position relates to clinic services. 

• This must be a thoughtful process with a well-
developed plan of action and clearly defined roles and 
functions so that the position, expectations and duties 
are clear for the CRS, members of the care team and 
supervisor.

• Include people in recovery who are familiar with the 
local recovery community and the culture of recovery 
in the hiring process. 

Recovering Staff Can be the Bedrock of Effective Care 



Scope & Practice

• Substance Use Peer Recovery Support Services (SUPRSS) 
professionals provide non-clinical, person-centered, 
strengths based, wellness focused, and recovery informed 
support. 

• SUPRSS professionals help to ensure the person’s 
wellness-recovery plan reveals the needs and preferences 
of the person being served to complete their measurable 
and personalized goals. 

• They use their lived experience and training to assist in 
the expansion of recovery capital with the person or 
families that they are providing care to prior to, during 
and following engagement with formal treatment 
services. 

What do SUD Peer Professionals do?

SAMHSA. (2015). Core Competencies for Peer Workers in Behavioral Health Services. https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-
competencies.pdf



Service Orientation

• Highly supportive - rather than directive. 
• Guide individuals / families - four domains of support:

• emotional (empathy, caring, concern);
• informational (practical knowledge / vocational 

assistance); 
• instrumental (access to health and social services) 
• affiliational (introductions to healthy social contacts 

and recreational pursuits).  
• They do not diagnose or provide formal treatment. 
• They instilling hope / model recovery through the 

personal, lived experience of addiction and recovery. 
• CRS or CFRS do not espouse any specific recovery 

pathway, but rather facilitate all pathways to recovery 

How Do They Do It?

Center for Substance Abuse Treatment, What are Peer Recovery Support Services? HHS Publication No. (SMA) 09-4454. Rockville, MD: Substance Abuse and Mental Health Services 
Administration, U.S. Department of Health and Human Services, 2009.



Supervision of Peer Professionals

Supervision is vital to COE program success 
• Clinical Supervisors may not understand peer support 

well enough to provide peer-oriented supervision or  
organization may not be aligned with recovery-oriented 
values

• Leaders in peer-run/recovery community organizations 
may not have experience with supervision and may not 
have organizational structures that support the activity 
of supervision

• Providing supervision promotes good ethical practices 
and strengthens program cohesion 

• Supervisors play a key role in the successful integration 
of peer workers in the workplace

A Word on the Fundamental Importance of Supervision 

Peers for Progress. (2020). Ongoing Monitoring, Supervision and Support. Peers for Progress. University of North Carolina at Chapel Hill Read More at: 
Http://Peersforprogress.Org/Resource-Guide/Ongoing-Monitoring-Supervision-and-Support/   



Question 1

Is being in recovery a requirement for effectively supervising a peer recovery specialist?
YES
NO



Implementing Peer Professionals



Therapeutic Alliance 

An effective therapeutic relationship 
requires

1. Spirit of Collaboration

2. An Emotional Bond

3. Agreement on Goals and Tasks

Improving Engagement and Retention 

Gelso, C. J., & Kline, K. V. (2019). The sister concepts of the working alliance and the real relationship: on their development, rupture, and repair. Research in psychotherapy (Milano), 
22(2), 373. https://doi.org/10.4081/ripppo.2019.373 



Relating to, involving, or used 
in the treatment of disease or 
disorders; working or done to 
maintain somebody’s health; 

healing, beneficial, 
restorative, remedial.

THERAPEUTIC

An act or condition of being 
activated or becoming operational; 

VERB: to engage: to involve or 
become involved in something – an 

activity; to bring something 
together and cause something to 

“interlock” (connect).

ENGAGEMENT

Therapeutic Engagement – What Is It?

Ardito, R. B., & Rabellino, D. (2011). Therapeutic alliance and outcome of psychotherapy: historical excursus, measurements, and prospects for research. Frontiers in 
psychology, 2, 270. https://doi.org/10.3389/fpsyg.2011.00270 



Phase 1 -
The Initial 

Development
of the Alliance 

Phase 2 -
The Use of the Alliance

To Challenge 
Dysfunction 

Therapeutic Alliance – Two Stages



Therapeutic Alliance

“The emerging picture suggests
that the quality of alliance

is a reliable predictor of positive clinical 
outcome independent of the variety of 

psychotherapy approaches and 
outcome measures”

Why is it Important?



Attachment theory - The 
psychological model that 

describes the dynamics in human 
relationships. Attachment 

depends on the person's ability to 
develop basic trust in their 

caregivers and self.

Attachment Matters!

The therapeutic relationship 
contributes 5 to 10 times more to 

outcome than the particular 
model or approach employed. 

Trust, respect, and congruence are 
major components of a good 

therapeutic relationship  

Relationship Matters!

Therapeutic Engagement – Key Concepts



Therapeutic Alliance 
An Overview 

• Rates of retention vary widely even when  background factors are 
controlled for 

• The therapeutic alliance between client and helper is a critical 
factor in retention

• The quality of the alliance can be explored in supervision and 
levels of client engagement monitored to identify potential 
problems 

• Therapeutic alliance is very important for outcomes, but once a 
client leaves care, factors related to “recovery capital” become 
more important.

Gyani, A., Shafran, R., Layard, R., & Clark, D. M. (2013). Enhancing recovery rates: lessons from year one of IAPT. Behaviour research and therapy, 51(9), 597–606. 
https://doi.org/10.1016/j.brat.2013.06.004



Therapeutic Alliance 

• Premature dropout of persons served in care has been 
found more frequently with inexperienced helpers 

• Helpers with more than 6 years exp. had higher 
percentages of persons served who improved / lower 
percentages who deteriorated

• Trainees have been found to develop professional 
competence in the following order, indicating that 
working alliance is essential: 

1) skills for building rapport with the persons served 

2) skills at specific therapeutic techniques and 
interventions

3) ability to articulate a personal theory of care

Factors In Retention 

Gyani, A., Shafran, R., Layard, R., & Clark, D. M. (2013). Enhancing recovery rates: lessons from year one of IAPT. Behaviour research and therapy, 51(9), 597–606. 
https://doi.org/10.1016/j.brat.2013.06.004



Therapeutic Alliance 

When a person experiences stress, a 
number of hormones are released

• The body essentially goes into fight or flight 
mode

• The stress response inhibits the brains ability to 
deeply learn things

• Memory and deep thinking are impacted by the 
stress response 

Things That Get In The Way 

Gyani, A., Shafran, R., Layard, R., & Clark, D. M. (2013). Enhancing recovery rates: lessons from year one of IAPT. Behaviour research and therapy, 51(9), 597–606. 
https://doi.org/10.1016/j.brat.2013.06.004



Chronic Stress

• The stress hormone cortisol may create a 
domino effect that hard-wires pathways 
between the hippocampus and amygdala and 
creates a vicious cycle—the brain  stays  in a 
constant state of fight-or-flight mode

• Decreases the number of stem cells that 
mature into neurons

• Changes the shape of brain structures such as 
the amygdala 

• Increases the chances of stress-related illnesses 

Chronic Stress Changes the Way the Brain Works

Jacquelyn, B. J., Langley, C., Kaser, M. (2020). How chronic stress changes the brain – and what you can do to reverse the damage. University of Cambridge.
https://theconversation.com/how-chronic-stress-changes-the-brain-and-what-you-can-do-to-reverse-the-damage-133194

https://theconversation.com/how-chronic-stress-changes-the-brain-and-what-you-can-do-to-reverse-the-damage-133194


Addiction and Stress 
A Closer Look

• 70 % of women in Tx for alcohol use disorders reported 
childhood sexual abuse, as compared with only 35 % in 
the general population

• Lifetime substance abuse diagnoses among sexual abuse 
survivors ranged from 21% - 57 %, compared with a range 
of 2% - 27 % for those without such histories

• Relapse and Tx complications may be more likely if issues 
related to maltreatment are not identified and treated

• Engaging persons in care who have abuse histories may 
be more difficult, & these clients may have a variety of 
comorbid conditions, such as posttraumatic stress 
disorder (PTSD) and dissociative disorders.

Resnick, H. S., Acierno, R., Amstadter, A. B., Self-Brown, S., & Kilpatrick, D. G. (2007). An acute post-sexual assault intervention to prevent drug abuse: updated 
findings. Addictive behaviors, 32(10), 2032–2045. https://doi.org/10.1016/j.addbeh.2007.01.001 



Stress & Environment

Historic stressful environment of 
the individual and exposure to 
trauma factor:

• Intensity 
• Duration 
• Frequency

The nature of the “healing” 
environment 

How do our service environments 
Influence our care?

What do we know



Outcomes, Engagement and 
Effectiveness



Question 2

What can we do to improve initial engagement of persons served to 
improve their chances  of staying in care?

1. Focus on developing trust, respect, and congruence

2. Consider the importance of developing “recovery capital” from the 
first moment we connect with a person

3. Consider trauma and trauma healing as a vital element in the care 

process 

4. Focus on making the care environment free of distracting and 

stressful elements that can interfere with healing 
5. All of the above 



Initial Engagement

What do we “show” the people we engage 
with when we start working with them?

First Impressions Matter!

• Do we throw paperwork at them and 
work to inculcate them into our 
systems?

• Or do we engage them as individuals 
with unique strengths and resources 
that can be marshalled for change? 



Initial Engagement 

• Adequate levels of collaboration and 
confidence are fostered

• Person in care and helper agree upon their 
goals

• The person in care develops a certain degree of 
confidence in the procedures that constitute 
the framework of the therapy.

Development of the Alliance

The “Golden Hour” of Engagement - the 
initial contact sessions



Engagement Techniques 
• Active listening 
• Giving the client space 
• Being empathetic 
• Being genuine 
• Admitting mistakes
• Being Flexible 
• Honesty 
• Warmness 
• Respect for the individual 

Goal Planning
• Identify Strengths
• Reframe barriers
• “Low hanging fruit first”
• Build supports
• Bring strengths to bear on 

barriers
• Whose Goal is it? 
• Revisit & revise often

Tools 



Voice & Choice

• The people we serve must 
believe that they are being 
heard and understood, 
and that the helper has 
empathy for them 

• As  the relationship is 
strengthened, change can 
occur 

It Matters

Hardcastle S. J. (2016). Commentary: Interpersonal style should be included in taxonomies of behavior change techniques. Frontiers in psychology, 7, 894. 
https://doi.org/10.3389/fpsyg.2016.00894 



Motivational Interviewing (MI) 

A processes of change closely associated with 
Prochaska and DiClemente's stages of change. 
MI's CORE Skills are used to bring the person 
closer to arguments for their desired goals, rather 
than strengthen their arguments for resisting 
change. The process of creating change is driven 
by four key elements that are the spirit of 
motivational interviewing:

• Partnership
• Acceptance
• Compassion
• Evocation

The Building Blocks of Goal Achievement



Five Principles of MI
How to Obtain & Sustain Engagement for Change 

1. Express empathy through reflective 
listening.

2. Develop discrepancy between person 
served goals or values and their current 
behavior.

3. Avoid argument and direct confrontation.
4. Roll with resistance rather than opposing it 

directly
5. Support self-efficacy and optimism.



Four Processes of MI 
For Use WITH SUD Patients 

Communication Skills: Open ‐ended Questions for 
engagement and retention 

• Affirmations

• Reflections

• Summaries

• Providing Information and advice WITH PERMISSION



Key Concepts of MI

Promote person served driven engagement in the process

• Allows for flexibility and a broad latitude for responding

• Reflective listening is the core skill

• Provides accurate empathy 

• Makes a guess as to what someone is saying but is a 
STATEMENT, not a QUESTION

• Can be SIMPLE or COMPLEX If it feels like you are going 
around in circles, it’s too simple

How We Do Work with Persons Served



The BARC - 10

Brief Assessment of Recovery Capital (BARC-10)
• Serve as a potentially helpful additional tool for 

researchers and theoreticians to explain how 
individuals achieve recovery.

• Clinicians may find it helpful in establishing care 
plans and ranking priorities in ongoing client 
support. 

• There is additional utility in settings where 
brevity is valued such as health care systems, 
electronic health records, as well as peer-to-
peer recovery support services. 

Measuring Recovery Capital and Engagement 

VILSAINT, Corrie L., KELLY, John F., BERGMAN, Brandon G., GROSHKOVA, Teodora, BEST, David and WHITE, William (2017). Development and validation of  a Brief 
Assessment of Recovery Capital (BARC-10) for alcohol and drug use disorder. Drug and Alcohol Dependence, 177, 71-76



Use of BARC-10 In Care

It is a strength-and used to assess personal, social, physical, 
and professional resources in an individual’s environment

• It is used to initiate and sustain recovery including 
structural supports such as living space and community 
relationships. 

• Studies of it indicate that it had high internal consistency 
with recovery capital components and concurrent validity 
measures

• The briefer BARC-10 may serve as a potentially helpful 
additional tool to explain how individuals achieve 
recovery, and in establishing care plans and ranking 
priorities in ongoing client support.

Measuring Engagement and Alliance 



Question 3

How many questions are included in the BARC-10 tool?
1. 40
2. 10
3. 100



Multiple Pathways

• Chronic Disease Care Model

• The Person In Care has options

• We stay with them & focus on 
reengagement

• Full recovery is the goal

A Long-Term Care Model Sticks with the Person

If One Approach Does Not Work
Try Another



Treatment Cascade Model

Identifies key targets, interventions, and quality 
indicators across populations and settings. Within the 
broader OUD Cascade of Care, the treatment cascade 
emphasizes progressive stages to OUD:

1. Engagement in care, 
2. Initiation of medications for OUD  
3. Retention, and 
4. Remission 

Intended to target clinical and policy interventions aimed 
at improving patient outcomes. 

A Framework to Support Effective Care

Arthur Robin Williams, Edward V. Nunes, Adam Bisaga, Frances R. Levin & Mark Olfson (2019) Development of a Cascade of Care 
for responding to the opioid epidemic, The American Journal of Drug and Alcohol Abuse, 45:1, 1-10, DOI: 
10.1080/00952990.2018.1546862



Value Based Care Methods

Four underlying values of Value Based Care
• Measurement-based care
• Clinically appropriate technology for monitoring
• Value-based payments
• Flexibility in care delivery 

Paying for Recovery Related Outcomes 

Care is oriented towards the desired outcome. Providers 
report on a predetermined set of core and optional 
measures and receive additional
payments on top of care reimbursement for meeting 
quality and cost goals



Physician Health Programs 

Physician health programs (PHPs) have impressive long-
term outcomes for individuals with SUDs.

• Part of the “New Paradigm” for long-term recovery
that sets the new goal of five-year recovery for all SUD 
treatments.

• It embraces those who  use medications as well as 
those that do not with a clear goal of long-term 
recovery. 

• All treatments including those that do and do not use 
medication as well as all harm- reduction efforts 
should be judged on their ability to produce sustained 
recovery.

Focus on Sustained Recovery 



P E R C E N TAG E  O F  PAT I E N T S  W H O  R E L A P S E

30 – 50%

Drug Addiction

Hypertension

Asthma

40 – 60%

50 – 70%

50 – 70%

Type 1 Diabetes

Relapse Rates: Drug Addiction And Other Chronic Illnesses 



Recovery Management Checkups

Experimental evaluation of recovery management 
checkups for people with chronic SUDs. HHS Study 
2003 (N=448) 
• Followed up with patients without regard to 

reason for discharge
• Significantly more likely to return to treatment
• Significantly more likely to return sooner 
• Significantly more likely to spend more days in 

treatment
• Significantly less likely to need additional 

treatment at 24 months. 

Staying Connected to Patients Post Treatment

Dennis M, Scott CK, Funk R. An experimental evaluation of recovery management checkups (RMC) for people with chronic substance use disorders. Eval Program Plann. 2003 Aug;26(3):339-352. 
doi: 10.1016/S0149-7189(03)00037-5. PMID: 30034059; PMCID: PMC6054319.



Recovery / Remission from SUDs

• 415 studies conducted with clinically / culturally 
diverse populations in multiple countries. 

• Conservative estimate of adults in remission 
from significant AOD problems in the US is 25 -
40 million.

• Stability is five years of continuous recovery and 
like remission from cancer, monitored for a 
minimum of five years following recovery 
initiation when risk of relapse drops below 15%.

Analysis of Outcomes in 415 Scientific Reports, 1868-2011

Recovery/remission from substance use disorders: an analysis of reported outcomes in 415 scientific reports, 1868–2011. White W.L. Great Lakes Addiction Technology Transfer Center,
Philadelphia Department of Behavioral Health and Intellectual Disability Services and Northeast Addiction Technology Transfer Center, 2012.



Client-Directed Outcome-Informed practice 

Client-Directed Outcome-Informed Therapy (CDOI) 
Client-directed outcome-informed therapy (CDOI) is an 
approach to mental health treatment that values the 

experience of the person in therapy above all else, 
emphasizing the person's evaluation of both the 

therapeutic alliance and the treatment itself.

Tailoring Care to the Individual 

• The clients voice is privileged as the source of wisdom 
& solution

• Enhance factors that can lead to a successful outcome 
• Use the client's ideas and preferences to guide care
• Inform the work with reliable and valid measures 

Duncan, B. L., Miller, S. D., & Sparks, J. A. (2004). The heroic client: A revolutionary way to improve effectiveness through client-directed, 
outcome-informed therapy (Rev. ed.). Jossey-Bass.



Our Vision - The Five-Year Recovery Paradigm 

• We are learning that 85% of the people who 
archive five years of recovery are able to stay in 
recovery for the rest of their lives

• We have the opportunity to develop them in a 
way that supports a long-term recovery focused 
care model 

• We should formulate all care around this focal 
point 

Recovery as the Probable Outcome 

Full PRO-A Retooling our Care System Five-year Vision Posted HERE

http://pro-a.org/wp-content/uploads/2018/06/0-PRO-A-vision-for-a-five-year-focused-recovery-care-system-62118.pdf
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