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Characteristics of the
Clinical Population

Severe and persistent mentai iliness
Co-occurring disorders

High vulnerabiiity to siress, frequent crises
Difficulty with interpersonal relationships
Deficiency in basic life skilis

Dependency on hospitals or family

Poor transfer of learning from hospital fo
community

Basic Elements of
ACT

I vivo sesvices + Emphasis is placed on home
Primary respoasibilify visits anc_i interventions in 1hs
Team approach community

The team takes uitimale

prafassional responsibility for

participanis’ weik-being in 24

area,

= Alt of the staff work with a#! of
Ihe clients

= NOT *one size fils all.

Service plans are

individualised and client-

driven

Fiaxitle services




Basic Elements of
ACT

+ Aslong as the nead is there
* A congcious effort to help

* Time unlimited s ot
eople avoid crisls situations
« 2407 avaiabiity I e st piece. and to
»  Shared Caseload resofve thelf crses withoud
+ Multidisciplinary Staifing golng back 1o the hospital
« Participant 1o slaff ratio Is
low encugh (o allow the ACT

team te perform all or most
services for the majority of
clients.

ACT Team Members

+ Administrative Support Staff

+ Social Workers {or MHRT)

« Nurses

* Psychologists {or LCSW, LLCPC)

+ Vocatfonal Specialist’Occupationaf Therapist
+ Drug and Alcohol Specialist (LADC)

* Psychiatrist

* Peer Support Specialist

ACT Team Size

+ 8-12 persons, not inc. the secretary or
psychiatrist

+ For every 50 clients;
— One haif-time psychiatrist
- One full-ime nurse
— One full-ime substance abuse speclalist
— One full ime vocational specialist

« Caseload of 10-12 clients
- Team leader and nurse carry 1/2 caseload
~ Psychlatrist does nol have a caseload




Treatment Principles &
Concepts of Importance to
ACT Teams

+ Team members cross-train

+ Shared responsibility

» Recovery model

s Strengths-based approach

+ Stress-vulnerability

+ Client-centered treatment pianning

Principles for Working with

ACT Clients

+ Engagement - Use an Assertive Approach

+ Careful and Continuous Clinical Assessment
+ Capitalize on Client Strengths

* Tailor Programming to Individual Needs

+ Retate to Clients as “Responsible Citizens"

Nola: ihess principles have also become accepled in standarg
case managernent .

Principles for Work within the
Community

+ Use an Assertive Approach
+ Use a Wide Varlety of Community
Resources

« Provide Support and Education to
Community Members

+ Retain Responsibility for Client Care




Principles for Working with
ACT Families

» Proactive approach to problem solving
+ Psychoeducation

+ Collaboration

+ Understanding

Service Components

Medication support
Psychosocial Treatment
Community Living Skills
Crisis Stabilization

* Housing Assistance

« Employment

Family Involvement
Health Promotion

.

Monitoring ACT Processes

* Fidelity to the Program Model and

Program Standards
» DACT Fideiity Scale
* INFACT Scale

» Consumer Quitcomes
« Satisfaction Survays
.+ Axis V GAF scores
+ Hospital Admissions, Totat Hospilal Days
{Average/client)
« % of clients employed
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Assartive Community Treatment Fidelity Seate
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Human Resources Fidelity 1

Staff Capacity |iax

Contiauity

Team Leader Roke

Program Meetiog i3

Team Approach

Small Caseloxd

10 Sweelstr
B Bruasnwick

1@ Hemilton

Human Resources Fidelity 2

Program Size L5

Vg Specialist

SA Speciallst

Nursiag [Z

Psychiatrist

CrSncetser
0 Bruaswick
Hamilten

Organizational Boundaries
Fidelity

Time-Urlimited Services

Hospital Discharge Planning w

Flospital Admissions = = =
Crisis Services =D

Responsibility 3

Iafeke Rate

Explicit Adely Criterin

& Hailion




Nature of Services Fidelity 1

0s

0 Brunswick|
@ Hamilten

Nature of Services Fidelity 2

Comiuvmer Role o Team

Dual Diserder Mode!
Daal Disorder Grovps oo

Tadiv SA treatment E22Emormmm=rrs

Work w/Support System [Sizmivitemre

O Sweetser
O Brunswick
& Iamiltea

Or

Boundaries

DACT Fidelity Summary

TOTAL 2

Nature of
Servites

Honal

Scores

1 H T

Humag
Resources

O Sweetser
G Brunswich
= Hamilton




2012: Challenges for ACT
Teams

Maintaining low caseloads

Recruitment of ACT team clinicians
Funding — reimbursement for ACT services
Defining and monitoring outcomes
Paperwork/documentation requirements
Fidelity vs. Flexibility: what works best in
your community?

Service integration - collaboration with other
providers and other evidence-based practices
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Intentional Peer Support: What Makes it Unique?

Formalized peer* support is springing up everywhere and is currently considered a
critical ingredient in a “recovery-oriented” system of care as defined by the President’s
New Freedom Commission Report. But peer support has not yet clearly defined itself in
terms of its unique contribution. Intentional peer support attempts to actively use
reciprocal relationships to redefine help, with a goal of building community oriented
(natural) help rather than simply creating another formal service.

How does it work?

Over and over we hear from people that when they’ve met someone who’s had a similar
life experience, they feel an immediate sense of connection (e.g. she/he “gets it”). When
there’s no assumption of power over, or expert/recipient many people become willing to
hear/think/see in new ways. However, because peer support in some cases is part of a
service team (even as its own organization), it is not uncommon for peers to quickly
default into traditional roles (one person is there to help another). We hear this in the
language of “role modeling, peer support specialist, recovery specialist etc.” Intentional
peer support is about relational change; a commitment to mutuality, negotiation, noticing
power dynamics, and a transparent agreement that both people are there to learn through
the process of their relationship. This starts with the very first contact and is carried
through by an on-going process of self/relational assessment.

What specifically is the intention?

The first task of intentional peer support is to consider how we’ve each “come to know
what we know.” In the absence of this awareness (of how we have leamed to think about
our experiences, develop our beliefs, create our assumptions), we don’t have real choices.
Because many of us have learned to understand our experiences as something that simply
happens to us, we have become afraid of our own feelings/thoughts. Only when we can
see that there are many ways to interpret our experiences do we have a choice about what

to do and what’s possible.

With intentional peer support we share our stories in ways that help others consider how
their beliefs and assumptions have created their reality, understanding, choices, and even
their relationships. Although we may have had similar experiences, we listen for how
people have learned to tell that particular story and ask questions that create space for
reflection and awareness. We explain that we are not there to provide “help,” but rather to
contribute to a conversation and a process where we actively challenge each other, and
where “recovery” becomes a mutual, dynamic relational process and outcome.

The second task, mutuality, seems obvious, but in fact is quite difficult, especially when
one person is getting paid. Mutuality, however, is a critical component and one that gets

*In this context, a peer refers to an individual who is receiving or has received services and supports
related to the diagnosis of a mental illness and who is willing to self~identify on this basis with peers and in
the community.



frequently undermined. For example, mutuality should not be confused with feeling good
just because you were helpful to someone else,

Many of us have spent a long time in the role of recipient. Our relationships have focused
on our problems and our feelings, and other people in our lives have been there to listen,
provide feedback, and even to offer answers. We have lost our ability to negotiate in
meaningful ways and we have forgotten how to see ourselves as having value to someone
else. Through the process of direct, honest, communication and dialogue, intentional peer
support builds on a creative process; one in which both people learn and grow while
continuously negotiating the terms of the relationship (and have responsibility for making

it work).

The third task then becomes meaningful and fairly easy; helping each other move
towards what we want, as opposed to away from what we don’t. Intentional peer support
is not a problem-focused relationship. When we begin to challenge our beliefs,
understandings and assumptions, we open up to the possibility that we’ve spent entirely
too long focusing on coping with problems and much less time visioning what it is that
we truly want, [t is through this intentional process that we support and challenge each
other to try on new ways of thinking and perceiving.

Isn’t this an awful lot like professional services?

No, actually it’s more like a really good friend with whom you have a “coaching”
relationship. In clinical relationships, even when there is collaboration, there can be no
real mutuality. Most professions have specific boundary guidelines that prohibit the
disclosure of any personal information, and all mental health professions have a treatment
paradigm with pre-determined individual outcomes often defined by a person’s illness. In
intentional peer support, there is a commitment to relational outcomes that ultimately
benefit both people. This focus on relational outcomes offers the possibility of personal
but also social recovery,

Aren’t there a lot of possible risks with peer suppoxt?

When people get together, there are always risks. That’s why in intentional peer support
it’s important to negotiate relational safety early on. In other words, instead of waiting for
a crisis to happen and then reacting from a position of power, responses are negotiated
proactively, Both people, then, continue to place responsibility in the relationship rather
than on each other. This idea has important implications for other systems involved in
crisis response.

So all in all, intentional peer support is a way of life; a way of communicating that honors
individual experience as well as relational growth. It is a system of giving and receiving
that ultimately helps us build healthier communities all the way around.

Py, somnaoneumsouivimics ... | Developed and published by the Office of Consumer Affairs,
) DHH Office of Adult Mental Health Services in consultation with

' Shery Mead with funding from Center for Medicaid
Services June 2006
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Maine

Requirements for Earning and Maintaining Certification

Intentional Peer Support Specialists Training

Peer Support 101

Application Process

o Reviewed by consumers

Web Training

a Includes learning styles assessment

9-days classroom training

o Must not miss more than five hours of classroom time.

Completion of final test (six-weeks)
o Iftest is not completed — entire training must be repeated.

Quarterly Co-Supervision : :
Co-Supervision 1 time per quarter - may attend more frequently.

Continuing Education
Two continuing Education Classes Per Year

72-hours of Peer Support per year
Documented quarterly.

Certification is issued upon completion of all requirements.

Requirements must be met within one year of completion of Peer Support
Specialists Training,

Co Supervision, Continuing Education and 73-hours Peer Support requirements
must be met each year to maintain yearly certification.,

Last Updated 4/7/2010



Intentionai Peer Support

The Four Task of Peer Support

amadh

Building Connection
Worldview — Helping each
other understand how we've
cometo know what we know
Mutuality — Redefining help as
a co-learning and growing
process.

To help each other move
Towards what we want rather
than away from what we don’s

want.

(Be With Me Todayl)

Listening Differently,

Listen from a position of not

- knowing. (Make no .

assurptions)

Listen for the untold story.
Validation/Reflection vs.
Problem Solving. (Avoxd
“Fixing”)

Ask questions that open up-

. the story.
- Share relevant personal

change story, if need be.

Remember: Stay Peer

| What | am feeling right now? .

Whose need am | trying to
meet?

What's making me
uncomfortable? .
Am | doing assessments or
evaluations?

Am | being honest an owning
my part?

Am | listening for the “larger

story”

3B 0N

S

Mutual Responsibility

Consider Worldview

Say what you see

Check it out

Say what you feel about it
Say what you need (for you,
not from him or her)
Request it form the other
person --

- To achxeve Mutual Respons:b:llty,

I need to:

Have an awareness of niy -
worldview "

Understand the worldview of
the other person

Verbalize both and hold them
as equally valld

; Discuss. what we see, feel,
and need’

Move to where we bath take
responsibility

Here dré some’ qiestions, words
and catch phrases that may help

o & o 9

open up the story:

| wonder...

" Help me understand...

How did you learn...
What makes that so...
scary...)

How would you like it to turn
out?

What can we do to get there?

(Hard,

i



Giving cmd Receiving Critical Feedback

Giving:

1. Ensure Connection
*Ask Permission

2. Strive for Mutuality
*4 wareness of Power

*Frame around observation rather than Judgment
*Check it our C -

3. Consider both of your worldviews A
*Ask “Is this a reflection of my przvzlege or bzas?” G

4 Move Towards
*Focus on Positive _ o
“Agree on “Where to go from here”
| Receiving:
1. Be Aware of your deﬁmsés |

2. Remember there is a grain of truth in all critical feédfmck

3. Be open to the other’s worldview

4. Ask “In the light of this Sfeedback, is there sometlzi}ég for
me to move towards?”




OPENING UlP THIE STORY

1 WONDER...
> T wonder how that feels...
» [ wonder why she/he did that...
> I wonder how they felt...
» 1 wonder what you would tell a friend in the
same situation?

HELP ME UNDERSTAND...
> Help me understand what that feels like...
> Help me understand how that might look...

"'%[(@\W DID YOU LEARN...
> That when things get loud, someone’s gonna get
hurt |
> That when things get hectic I want to kill myself
> When I get overwhelmed, I need to go to the ED

— WHATE MAKES-THAE: SQmrmmrm e S
HARD or SCARY or HURTFUL or DISAPPOIN TIN G?

HOW WOUILD YOU LIKE I'T TO TURIN OUT?

“VHAT WOULD YOU LIKE TO SEE HAPPEN?
WHAT CAN WE DO TO GET THERIE?

WHAT WOULD YOU HAVE TO BELIEVE TO BEGIN?



